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Introduction 
 
This document provides a new way of looking at Maineõs long term services and supports, with an emphasis on 
developing a common approach for describing and analyzing long term services and supports across programs.  
Creating this cross-system view required creating some new vocabulary and new strategies for defining 
population groups.  This section describes the key features of this new approach, the value of a comparative 
view, as well as some cautions about drawing quick conclusions based on those comparisons.  

 
A New Vocabulary 
For a variety of very legitimate reasons, different program areas tend to use their own vocabulary to describe the 
services they offer.  While this vocabulary is important within a program area, it often can limit communication 
and comparisons across programs.  This document introduces a new vocabulary for grouping and describing 
services across population groups.  While this terminology may seem foreign at first, it is intended to foster an 
easier translation across population groups.  See PROCESS AND APPROACH for more information. 

 
New Strategies for Identifying People with a Continuing Need for Services 
Not everyone accessing long term services and supports has a continuing need for those services.  For example, 
most people experiencing mental illness do not have a long term need for support.  Some people accessing 
nursing facility services are there only temporarily before returning home.  DHHS developed new strategies for 
distinguishing people with a continuing need for services and supports from those with only a short term need 
for services.  This report represents the first application of these data definitions and for some population groups 
the results look different from previous population estimates.  DHHS plans to get a better understanding of 
those differences in the second phase of this project, and will further refine its population definitions.  See 
PROCESS AND APPROACH for more information. 
 

Orientation Around Populations, Not Programs 
A conscious effort was made to organize this profile around the populations served rather than the programs 
serving them.  For that reason, the profile captures information on all of the services accessed by each 
population group, not only those services administered by a particular program.  This broader view provides 
important information about the full range of service utilization for each population group.    
 

Uses for a Cross-Systems View of Long Term Services and Supports 
There are many ways Maine can use this cross-systems view.  DHHS can use this profile: 

Baseline Assessment and Goal Setting.  As a baseline assessment of Maineõs long term support system, supporting 
decision making around long term, system wide goals for redistributing services across settings. 
 
Information Sharing.  As a mechanism for fostering greater understanding across programs, facilitating greater 
collaboration and coordination.  Different programs may find opportunities to draw on the expertise of 
another program to improve their own. 
 
Identifying Policy Questions.   To identify common or emerging policy questions that should be addressed.  For 
example, what are the implications of an aging population on all Maineõs long term support systems?  Are 
there common needs across population groups that can be addressed with common solutions?  
 
Looking at Cost-Drivers.  As a basis for looking at the differences in cost-drivers across population groups.  
Why are there differences?  Is there anything that can be learned about one program that can benefit 
another? 
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Making Comparisons versus Drawing Conclusions 
While there is considerable value in being able to compare across programs, there is considerable danger in 
drawing quick conclusions from those comparisons.  Different population groups have different needs (e.g., 
some people have an intermittent need for physical assistance while persons with a cognitive disability might 
need ongoing assistance with decision making).  Different programs also have different constraints on how they 
meet those needs (e.g., budgetary or legal limits on discretion).  The similarities and differences between programs 
serve only as a basis for further examination:  What factors are underlying these differences?  Are these legitimate 
differences?  Or are they the result of policy or operational decisions that need correction?  These questions need 
to be answered before one can responsibly draw conclusions that have budgetary or policy implications for 
programs and services.      
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Process & Approach 
 
The State Profile Tool grant is a three-year grant from the Centers for Medicare and Medicaid Services (CMS) to 
the Maine Department of Health and Human Services (DHHS).  This State Profile completes the first phase of 
the work, which involved profiling the long term services and supports provided to each of these population 
groups:   
 

À Adults with mental illness 

À Older adults and adults with disabilities 

À Adults with brain injury 

À Adults with developmental disabilities 

À Children with need for continuing services and supports 
 
The profile follows the State Profile Tool Technical Assistance Guide1 provided by CMS and includes 
information on: 
 

À System administration and management information 

À Information describing each program 

À Demographic and utilization data 

À Key system components associated with a balanced long term supports system 
 
Under the SPT grant, DHHS has partnered with the Muskie School of Public Service to collect and analyze the 
information in the profile.  This information can be used by DHHS to establish a baseline and serve as a 
foundation for setting goals for its long term services and supports.  In addition, through this project a number 
of tools were produced that may be of ongoing use to DHHS, including:   
 

À Standard definitions for the populations served and services provided that can be used to foster greater 
consistency in data analysis and reporting. 

À A common framework and vocabulary for describing services and systems and presenting data across 
programs and population groups, promoting a cross-systems view of DHHS services.     

À A preliminary listing of characteristics designed to measure the restrictiveness of a setting.  With 
refinement, this tool may have the potential to guide policy and purchasing decisions.  It might also be 
used as a standardized tool for assessing whether a setting is more like an institution or a home.   

À Criteria for evaluating key system components that can be used as a benchmark for systems 
improvements.   

 
In the second phase of the grant, the remaining 18 months, Maine will work with CMSõ òNational Balancing 
Indicator Consultant,ó who will be using the information gathered in the state profiles to inform the 
development of national balancing indicators.   

 

Project Organization 
 
This project is directed by the Commissionerõs Office and involves the participation of staff from across DHHS.  
A project team is chaired by staff from the Commissionerõs Office and comprises policy-level staff.  This team 
oversees the development of the state profile and all other project activities.  The data group is chaired by 

                                                   
1 Eiken, Steven.  2006.  Technical Assistance Guide to Assessing a Stateõs Long term Care System.  Thomson Medstat. 
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DHHSõ director of quality improvement and focuses on developing data specifications, consistent standards for 
pulling and interpreting data, and will work with the National Balancing Indicator Consultant to complete the 
second phase of the project.  A stakeholder advisory group has provided feedback and guidance on the project 
teamõs strategies for completing the state profile.  In the second phase of the project the stakeholder group will 
be asked to help DHHS determine the best strategies for translating the information gathered in the State Profile 
into goals and policy decisions going forward.  The Commissionerõs Office links the State Profile Tool back to 
DHHSõ Integrated Management Team. Staff from the Muskie School participated on the project team, the data 
group and the stakeholder advisory group. 

 

 

The State Profile Tool Requirements  
 
The State Profile Tool Technical Assistance Guide outlines the information to be included in the profile.  Items 
to be included are: 
 

System Administration and Management Information 
The basic structure of state and local administration of home and community-based programs, including the 
state agencies responsible for long term support programs, and the population groups they serve, the 
agencies that administer these programs at the local level; recent organizational changes and their rationale; 
systems change initiatives in progress; the legislatureõs role in systems change; and an overview of the role of 
consumers and advocates in systems change 
 

Information for Each Program 
A brief description of each home and community-based program for the population group including 
eligibility criteria; funding sources; maximum benefit amount, if any; whether there is a waiting list and how 
many individuals are currently waiting; and commonly used services.  
 

Demographic and Utilization Data 
For each population group, data that indicates the demand for long term support services and the relative 
use of institutional and community long term supports, including current, historical and projected trends; 

DHHS 
#ÏÍÍÉÓÓÉÏÎÅÒȭÓ /ÆÆÉÃÅ 

 

Data Group 
Stakeholder 

Advisory Group 

  

State Profile Tool  
Project Team 

 
    

Integrated Management 
Team 

 
    

State Profile Tool Project Management 
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relative spending for institutional and community long term support services; current and historical 
institutional care utilization; and current and historical home and community-based utilization.  
 

Key System Components 
The stateõs experience with eight system components associated with rebalanced long term support systems: 
consolidated state agencies; single access points; institution supply controls; transition from institutions; a 
continuum of residential options; home and community-based services infrastructure development; 
consumer direction; quality management. 
 

Developing a Cross-Systems Vocabulary for Services 
 

For a variety of very legitimate reasons, different program areas use their own vocabulary to describe the services 
they offer. While this vocabulary is important within a program area, it often can limit communication across 
programs.  Below is a first cut at an alternative vocabulary for grouping and describing services across population 
groups.  While this terminology may seem foreign at first, it is intended to foster an easier translation across 
population groups.  The first four categories of services are provided in the community, not as part of a 
residential or institutional service.   

 
Service Coordination 
Typically, this category of services includes case management services, provided to a particular population group.  
However, some people may receive other kinds of service coordination.  A person needing protective services 
might have a case worker who is also providing service coordination.  Or a person with complex medical needs 
may be receiving care coordination.  This document acknowledges where those other types of service 
coordination may be relevant, although these other services are not addressed in this first phase of data analysis.  
 

Daily Living 
Daily living services include direct support services. Services grouped here include personal assistance, 
habilitation services, skill development, respite, etc.  Depending on the population being served, direct support 
can include these and other functions: 

 
Self-Care.  Assistance with the activities of daily living (ADLs), including eating, bathing, dressing, mobility, 
personal hygiene; or the instrumental activities of daily living (IADLs), including light housework, laundry, 
meal preparation, transportation, and grocery shopping; assistance with managing safe and responsible 
behavior.   
 
Self-Management.  Helping a person exercise judgment with respect to their own health and well-being;  
 
Skill Development.  Teaching or modeling self-care and self-management skills, physical fitness, behavior 
management, etc. 
 
Monitoring Safety.  Directly or indirectly intervening when a personõs health or well-being is at risk. 

 

Financial and Material Assistance 
Financial and material assistance includes income supports, public subsidies of room and board, rental assistance, 
purchases of equipment, or other financial assistance.  Usually these services are funded through other programs, 
through state funds or under waiver programs.   
 

Treatment 
Treatment services include a broad range of clinical services.  They might include in-home nursing and therapies 
for people with physical disabilities.  Or they could include home based or community mental health treatment 
services.    
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Residential Services 
Residential services include the publicly subsidized place to live or reside when daily living or treatment services 
are provided in that setting.  Residential services do not include institutional services, defined below.    

 
Institutional  
Institutional services include one of the three settings defined as institutions under federal law:  nursing facilities, 
hospitals (for long term stays), and intermediate-care facilities for persons with mental retardation (ICFs-MR).   

 
Relationship between Service Descriptions and Data Definitions 
Developing a cross-systems vocabulary can have some limitations when applied to MaineCare claims.  While many 
MaineCare claims can be grouped under these categories, many others are billed differently.  For example, service 
coordination, or case management, under the waiver for older adults and adults with disabilities is billed with all other waiver 
services, and are not separated out.  
Daily Living, Treatment and Financial 
and Material Assistance (in the form of 
home modifications) are also billed 
under waivers.  The comprehensive 
waiver for persons with mental 
retardation includes residential services.  
The chart to the right attempts to map 
the relationship between the categories 
of services and MaineCare expenditure 
data.   
 
See the chart on the next page for 
more information about the data 
definitions used for categorizing 
MaineCare Claims Data.    

 
In the second phase of this project, these service categories will be further refined, making it possible to provide 
more detail within each service category.  It may be useful to create subgroups within each population for people 
in institutions, in residential settings, on waiver programs, and in the community to more fully understand 
differences in cost drivers across these settings.  Other refinements include dividing into two groups those who 
are eligible for both MaineCare and Medicare, and those who are eligible for MaineCare only.   
 

Defining Population Groups and Services 
 
Not everyone accessing long term services and supports has a continuing need for those services.  For example, 
most people experiencing mental illness do not have a long term need for support.  Some people accessing 
nursing facility services are there only temporarily before returning home.  
 
The Data Group was responsible for specifying the criteria that would be used to define the people who were 
using long term services and supports within each population group.  While not a trivial task, this work is an 
important first step in redefining long term services and support in Maine and orienting program managers to the 
full range of needs of the individuals that they serve.  The populations and definitions were not limited to those 
using an HCBS waiver or nursing or ICF-MR facility.  People in residential care settings, people receiving certain 
case management services and people receiving state plan long term care services were also included.  This 
method of defining people who use long term services and supports is a departure from previous methods that 
typically focused on services as the unit of measurement.  The State Profile Team expects to continue to review 
and refine this methodology and the presentation of the data as part of the second phase of this project.  
 

Cross-Systems Vocabulary 
for Services 

Services grouped under these categoriesé. 

Cross-Systems Data Definitions 
for Services 

Can appear as MaineCare expenditures here. 

Service Coordination Case Management or Waiver (for the 
Older Adult/Adult waiver) 

Daily Living Community or Waivers 

Treatment Community or Waivers 

Financial and Material Assistance Waivers 
Residential  Residential or Waiver (for the MR 

Comprehensive waiver)  
Institutional Institutional 
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MaineCare Claims Data ɀ Service Category Definitions2 

Service Category Services Included 

Waiver 

Maineõs four home and community benefits waivers: 

À Comprehensive waiver for adults with mental retardation (§21) 

À Community support waiver for adults with mental retardation (§29) 

À Physically disabled waiver for adults who choose to self-direct (§22) 

À Older adults & adults with disabilities waiver (§19) 

Each population group had some claims for services provided through the four waivers.  The 
services grouped under the waiver can include services under the Daily Living category or 
Treatment category.  In the case of the waiver for older adults and adults with disabilities, service 
coordination is also grouped here.   

Community 
 

All in-home support services, population-specific outpatient services, and other services offered 
in the community that are not waiver or case management services including:  

À Daily living supports, skills development, day support services (§17) 

À Assertive community treatment, outpatient psychiatric services, crisis intervention, 
medication management (§17) 

À Private duty nursing and personal care services (§96), consumer-directed attendant services 
(§12), day health services (§26)  

À Day habilitation (24), school-based rehabilitation (§41)  

À Rehabilitation for persons with brain injury (§102) 

À Substance abuse treatment services  

À Other services offered in the community 

 The type and mix of community services varies by population group. 

Case Management 

Case management is provided by various agencies and billed under certain programs. Case 
Management includes intensive case management and community integration services (§17), and 
targeted case management (§13).  

Case management for the waiver serving older adults and adults with disabilities waiver is 
included as a waiver cost.  

Residential 
Services 

Residential services (§97) for specific population groups including persons with mental illness, 
mental retardation, medical and remedial needs, and substance abuse disorders.  Members in each 
population group had claims under different types of residential services.  Adult family care (§2) 
and assisted living (§6) are also included here. 

Institutional 

Services 
Institutional services are provided by nursing facilities, intermediate care facilities for person with 
mental retardation (ICFs-MR), and inpatient psychiatric units.   

Medical Services 

The Medical Services category includes claims for services used by these members that are 
primarily acute, medical or routine health services. These services are not specific to a particular 
program or population. This category includes claims for general inpatient, general outpatient, 
physician, dental, durable medical equipment, lab, medical transportation, general therapies, etc. 

 

                                                   
2 Citations are to sections within 10-144 CMR Chapter 101, MaineCare Benefits Manual, Chapter II.   
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Some of the issues that were raised and discussed included how and whether to separate out children and adult 
services and what age to use for defining childrenõs services; how and whether to create a group for children who 
were 18-21 and transitioning from childrenõs services to adult services; how to categorize services provided to 
children (e.g., private duty nursing services) when the program was administered by the Office of Elder Services; 
how to categorize people with physical disabilities who use consumer directed services (in a waiver or on state 
plan services).  Defining long term services for people with Brain Injury was also a difficult task.  

A population definition review template was developed to facilitate discussions with each of the core DHHS 
program areas.  The DHHS Office of Quality Improvement conducted meetings with each program office to 
discuss and define the sub-population of individuals who require long term services and supports and develop 
specific criteria for use in identifying these populations in the MaineCare Paid Claims Data System.  

Criteria for inclusion in a population group include factors such as diagnosis, age, residence and use of certain 
services.  For example, the number of times in a year a person used the psychiatric hospital was one parameter 
for defining use of long term services for people with mental illness (e.g., two or more psychiatric hospital visits).  
People in nursing homes had to have a length of stay of more than 30 days to be considered long term service 
users.  In some cases use of a service was further qualified by the need for a particular diagnosis, for example, use 
of neuro-rehabilitation services and a brain injury diagnosis.   
 
For this first round, the analysis focuses on MaineCare (Maineõs Medicaid and SCHIP program) administrative 
claims data.  Paid claims from state fiscal year (SFY) 2008 (7/1/2007-6/30/2008) based on service date use were 
examined.  Items that were not available from claims data (e.g., CAFAS or CHAT scores, state-only funded 
programs) were not included.  Additionally, while service use and costs are fairly complete in claims data, 
diagnostic criteria may be incomplete.  For instance, an individual may have a mental illness but not have a claim 
filed during a year with a mental illness diagnosis, particularly given that prescription drug claims do not include a 
diagnosis.  Also there are MaineCare costs, settlements, adjustments, rebates and other off-claim adjustments that 
are not captured in claims data.  For 
these reasons, the population definitions 
are considered preliminary and will be 
refined in the second study year. 
 
It is important to note that adults can be 
categorized and included in more than 
one population group.  Part of this 
ongoing analysis will be identifying the 
number of people and the expenditures 
associated with people served by multiple 
programs.  Nearly 7% of Maine long 
term services and support users belong 
to more than one population group. 
 
Children were placed only in one group based on the following hierarchy:   

À Children with developmental disabilities 

À Children with mental illness; and  

À Children with a physical disability 
 
On the next page is a summary of the populations and a high level description of the definitions of people using 
long term services in each of those populations.   

Nearly 2,000 Adult Users of Long Term Services and Supports  
 (LTSS) Belonged to Multiple LTSS Population Groups in SFY 2008 

Number of  
Population Groups 

Number  
of Members 

Percent  
of Members 

One 28,041 93.4% 

Two 1,940 6.5% 

Three 50 0.2% 

Four 2 0.0% 

Total 30,033 100.0% 
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High Level Description of Population Definitions3 

Adults (Age 18+) 

With Mental Illness Members receiving mental health case management services (§13), or who are in a residential 
care facility for people with mental illness (§97), or who have two or more inpatient 
hospitalizations during the year (§46).   

Older Adults and 
Adults with Disabilities  

Members residing in nursing homes (§67), residential care (§97) or housing with assisted 
living services (§6). Members receiving services under the waiver for older adults and adults 
with disabilities (§19) or private duty nursing (§96) or day health services (§26). 

With Physical 
Disabilities who  
Self-Direct 

Members receiving consumer directed waiver services (§22) or state plan consumer directed 
personal assistance services (§12). 

With Brain Injuries Use of rehabilitative services (§102); specialized nursing facilities for persons with brain 
injury (§67); individuals residing in residential care with diagnoses of brain injury;4 members 
with inpatient hospitalization over 30 days or eight or more emergency department visits 
during the year with a brain injury diagnosis.  

With Developmental 
Disabilities  

Members in ICFs-MR (§50) or accessed either waiver serving person with mental retardation 
or autism (§21 & §29); who have MR case management (§13) or MR residential care facilities 
(§97) or residing in a nursing facility (§67) with an MR diagnosis. 

Children (Age 0-17) 

With Developmental 
Disabilities 

Children receiving day habilitation services (§24) services or with a mental retardation 
diagnosis. 

With Mental Disorders Children using specific mental disorder services including targeted case management (§13), 
residential treatment (§97), behavioral health services (§65), and 2 or more inpatient 
psychiatric stays (§46) or crisis stabilization unit stays in the year. 

With Physical 
Disabilities 

Children receiving private duty nursing (§96). 

Defining Settings 
 
The State Profile Tool is intended to document Maineõs distribution of long term services and supports across 
institutional and home and community-based settings.  For the purposes of the data analysis, the settings are 
defined as follows.  
 

Institution.   Services provided in a nursing facility, intermediate care facility for mental retardation (ICF-MR), 
or inpatient psychiatric unit.  

Residential Setting.  Services provided in a private non-medical institution, adult family care home, or assisted 
living facility. 

 
This simple classification can be misleading.  Some settings that are licensed and reimbursed as residential 
services can look and feel like institutions and some òinstitutionsó work very hard to look and feel more like a 

                                                   
3 Citations are to sections within 10-144 CMR Chapter 101, MaineCare Benefits Manual, Chapter II.   
4 Brain injury diagnosis listing was developed by the Maine Center for Disease Control and Brain Injury Service Unit.  
Listing is available on request. 
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home.5  The Project Team identified several characteristics that would play into whether a setting was more or 
less restrictive including: 
 

À Restrictions on privacy 

À Restrictions on autonomy 

À Size (e.g., the number of licensed beds) 

À The òlook and feeló (e.g., is the setting part of a large campus with multiple levels of care?  Or converted 
residential beds part of a larger nursing facility?)   

 

Distinguishing between the extremes with these criteria can be relatively straightforward, as shown in the figure 
below.  

 

However, deciding how to characterize what falls in between is more challenging.  In APPENDIX A is a draft 
assessment tool developed collaboratively with the Project Team, with review and input provided by the 
Stakeholder Advisory Group.  This tool includes some preliminary thoughts on how certain setting 
characteristics can be used to measure òrestrictiveness.ó  
 
In the next phase of this project, the Project Team will explore ways to use these (or a modified version of these) 
characteristics in assessing existing institutional and residential settings or shaping DHHSõ standards for 
institutional and residential services in the future.  Some of the questions under discussion include:   
 

À Are these the right characteristics?  Is this a workable tool?   

À Can these characteristics be used to evaluate existing residential settings so that DHHS can assess the 
nature of their institutional and residential services and whether or not their resources are distributed 
according to their programmatic goals?  

À Or should it be a tool used by consumers to evaluate institutional or residential settings? 

À Can these characteristics be used to develop a rating system that identifies where the setting falls along a 
continuum of least to most restrictive?   

À Can these characteristics be used to shape DHHSõ licensing and purchasing policy across settings?  
 

                                                   
5 For example, the Green House Project is an initiative focused on transforming institutional long term care; they envision 
homes where people enjoy excellent quality of life and quality of care.  See   http://www.ncbcapitalimpact.org/ for more 
information.   

Least Restrictive 

À Control over privacy  

À Control over schedule, 

activities, furnishings, 
communications, meals 

À Individual home or 

apartment   

 

Most Restrictive 

À No control over privacy  

À No control over 

schedule, activities, 
furnishings, 
communications, meals 

À Large facility 

 

  

7ÈÁÔȭÓ ÉÎ ÂÅÔ×ÅÅÎȩ 

À A lot of privacy and control but licensed 
and paid as an institution? 

À No privacy and control but licensed and 

paid as a residential facility? 

À Some privacy and control, some home like 

features? 
 

http://www.ncbcapitalimpact.org/default.aspx?id=146
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Although still a work in progress, the tool is included in this document to raise its visibility and invite input and 
discussion.   

Defining System Components 
 
The State Profile Tool Technical Assistance Guide6 identifies several system components associated with a 
balanced long term support system.  To put some parameters around the system components, key elements were 
identified with the guidance and input of the Project Team and Stakeholder Group.  The rationale for selecting 
these elements is described in APPENDIX B.  Many of the key elements identified represent an ideal that most 
states have not achieved.  However, there was consensus that this analysis provides a foundation for setting goals 
for the future.  
 
To make the analysis more accessible, findings are summarized using visual flags: 
 

 ̧ All Key Elements in Place 

¾ Some Key Elements in Place 

º Key Elements Not in Place 

ð Not Relevant to Population Group 

 
This review is not meant as a òreport cardó for DHHS.  This information is meant to provide a current, cross-
population status report on where DHHS has already built its systems and where it is already addressing, has 
plans to address, or might consider addressing opportunities for improving these systems.  The Project Team 
sees this information as the foundation for second phase planning discussions.   It is also important to note that 
not all of the system components are of equal relevance or priority across population groups. Given diversity in 
the nature of services provided and the progress each program has made in building its community service 
system, by necessity different programs will prioritize these system components differently.  For example, Brain 
Injury Services is still in its very early stages of development.  Some system components are in place and others 
are a work in progress.   

                                                   
6 Eiken, Steven.  2006.   
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System Components  
Identifying Key Elements 

The following criteria were used to define and identify the key elements of the System Components 
described in the State Profile Tool Technical Assistance Guide.  See Appendix B for the rationale for 
choosing defining key elements in this way.   

Strategic Vision for a Balanced System  
 

¹ Vision statement  
DHHS has a vision statement for a person centered system of long term services and 
supports.  The vision statement: 

Ì Defines DHHSõ commitment to a long term support system that includes a 
comprehensive community service system. 

Ì Is communicated to internal and external audiences. 

Ì Is used to guide policy and budgeting decisions. 

 

¹ Monitors progress toward vision 
DHHS measures and monitors its progress toward achieving its vision: 
Ì DHHS has an agreed upon definition for population groups, services and units of 

service for reporting and planning of long term services and supports. 

Ì DHHS has defined measures for monitoring progress. 

Ì DHHS monitors progress against its measures. 

Consolidated State Agency 
 

¹ Shifting resources 
DHHS has a unified budget for long term services and supports that can be transferred 
across institutional, residential and home and community based services within a budget 
cycle. 

 

¹ Coordinated policymaking 
Programmatic, budgetary, and oversight responsibility for institutional and home and 
community based services is consolidated with a single point of accountability; or highly 
coordinated across multiple points of accountability. 
 

¹ Uses data to plan for services 

DHHS uses data on supply and the demand for home and community-based services to 
plan for the future and to anticipate and plan for the availability of a qualified workforce.    
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Single Access Points 
 

¹ Information and referral  
Identifiable organizations provide information and referral on the range of available community 
and institutional options: 
Ì The organization is a visible & trusted place for people to obtain information regarding the 

full range of long term services and supports. 
Ì The organization accesses a comprehensive and up-to-date resource database for options in 

service area. 
Ì Staff provide consistent & uniform information.  
Ì Access to information and referral is of consistent quality statewide. 
Ì Providers of general and specialized information and referral play coordinated and 

complementary roles. 

 

¹ Linking with services  
DHHS uses systematic processes to make sure people understand the full array of services that 
might be available to them, including housing and residential services, income supports, 
caregiver supports, etc.: 

Ì DHHS has a process in place to educate staff, consumers and providers about long term 
services and supports. 

Ì Consumers are assisted in identifying appropriate options in the context of their individual 
needs, preferences, values and circumstances.  Access to this assistance is òlow barrier,ó i.e., 
a person does not have to access case management services in order to find out what 
service options are available to him or her.   

 

¹ Coordinated community and institutional eligibility determination  
Before a consumer with long term support needs is admitted to an institution, DHHS ensures 
that the consumer has an opportunity to choose among the full range of options available to 
that individual.   

 

¹ Coordinated clinical and financial eligibility  
DHHS facilitates the process of determining financial eligibility by providing information and 
support for completing the MaineCare application for long term care or based on disability. 
DHHS coordinates the process for determining financial eligibility for long term services and 
supports with the process of determining clinical eligibility for long term services and supports.   

 

¹ Person or family centered planning 
There is a structured process for a person centered approach to planning: 

Ì Planning involves the person or family in the planning process. 

Ì Planning builds on a personõs or familyõs goals, strengths and interests. 

Ì Planning builds on personal relationships with friends, family and neighbors, as well as paid 
professionals. 

Ì DHHS has a process for monitoring progress toward plan goals and updating the plan on a 
regular basis. 

Ì Agencies and workers are trained on principles of person centered planning. 
 

¹ Tracking waiting lists  
DHHS has a system for gathering and monitoring waiting list information on key services. 
DHHS has standards for managing waiting lists, e.g., standards for frequency for updating 
waiting list information or standards for accepting names on a waiting list.  
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Institutional Supply  
 

¹ Privacy and autonomy considered 
Licensing or purchasing standards define requirements for optimizing individual privacy and 
control over environment and personal space, as appropriate for the needs of the individual 
served.  DHHS uses data on the characteristics of its residential options (e.g., information on the 
types and characteristics of the settings, including level of privacy, level of personal control, and 
size) to make policy decisions about whether its institutional options meet programmatic goals 
for most integrated setting.  

 

¹ Controls on supply 
DHHS has specified criteria that must be met and an approval process for expanding supply of 
institutional beds (e.g., CON process).  DHHS has created incentives for reducing the supply of 
institutional beds. 

Transition from Institutions 
 
¹ Identifying people for transitioning  

DHHS has a process for identifying people interested in transitioning from an institution. 

 

¹ Funds transition planning 
DHHS funds transition planning from institution to home.  Assistance includes: 

Ì Assistance with establishing financial and clinical eligibility for services for home and 
community based services. 

Ì Coordinating the array of services and providers that will be needed on or shortly after the 
move. 

Ì Arranging for transition services that are needed in order to move (e.g., arranging utility 
hook-up; arranging for home modifications; etc.).  

 
¹ Funding for one-time transition expenses 

DHHS provides funding for one-time transition expenses (e.g., security deposits, essential 
furnishings, set-up fees and deposits for utilities, etc.). 

Continuum of Residential Options 
 

¹ Privacy and autonomy considered  
Licensing or purchasing standards define requirements for optimizing individual privacy and 
control over environment and personal space, as appropriate for the needs of the individual 
served.  DHHS uses data on the characteristics of its residential options (e.g., information on the 
types and characteristics of the settings, including level of privacy, level of personal control, and 
size) to make policy decisions about whether its residential options meet programmatic goals for 
most integrated setting. 
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Continuum of Residential Options, continued 
 
¹ Range of options 

DHHS provides a range of residential options that includes supported services in an 
individualõs own home; supportive housing, and a range of residential services.  
 

¹ Up-to-date information about available options 
Consumers can access a database with accurate and up-to-date information about affordable 
and accessible housing and residential options that includes search fields for: target 
population; current vacancies; unit cost or rents; acceptance of rental assistance; geographic 
location; physical accessibility.  

 

Long Term Services and Supports Infrastructure Development 
 

¹ Case management 
DHHS provides case management services for this population group.  

 

¹ Develops workforce to meet needs 
Ì DHHS supports training for workforce to meet needs of population group. 

Ì DHHS addresses workforce supply. 

 
¹ Support for informal caregivers 

DHHS has policies and programs that support informal caregivers, including respite, 
information and referral, support services, or education and training.   
 

¹ Uses evidence based practices 
DHHS uses evidence based practices in the delivery of services. 

 

¹ Stakeholders participate in planning for services 
DHHS involves stakeholders in identifying service gaps and identifying and implementing 
new service models. 

Consumer Direction 
 
¹ Individualized budget 

DHHS has the building blocks for consumer directed services:  DHHS can build a portable 
individual budget for services using a standardized method for allocating resources based on 
individual need for services.   

 

¹ Option to hire own workers 
The consumer has an option to hire their own direct care workers. 
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Consumer Direction, continued 
 
¹ Option to purchase goods and services  

The consumer has the option to manage his or her own budget and purchase goods and 
services outside the standard service package. 

 
Quality Management 
 

¹ Quality management plan  
DHHS develops and uses a quality management plan for each population: 

Ì The roles and responsibilities for overseeing quality are clearly defined. 

Ì The quality management plan is updated periodically. 

 

¹ Quality measurement 
DHHS uses quality measurement information to inform program performance and system 
improvements: 

Ì Quality indicators have been identified. 

Ì Quality measures are reviewed on an ongoing basis. 

 

¹ Consumer surveys 
DHHS routinely asks consumers about their satisfaction with services and supports (e.g., 
consumer surveys are conducted). 
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Data Sources 
 

MaineCare Claims Data 
Because the availability of data for other programs is variable, for this first round expenditures and utilization is 
based on MaineCare (Maineõs Medicaid and SCHIP program) administrative claims data only.   For this baseline 
analysis, paid claims from state fiscal year (SFY) 2008 (7/1/2007-6/30/2008) based on service date use were 
examined.   
 
In the next phase of this project, the State Profile Tool Project Team will learn more about Maineõs long term 
support system by: 

À Refining population definitions, based on claims analysis of currently defined groups; for those dually 
eligible and not dually eligible for MaineCare and Medicare; and by setting. 

À Looking at overlapping adult populations 

À Looking at cost drivers for each population 

À Looking at funding through other programs including state-funded, Medicare and child welfare.   
 

Document Review 
Program, service and system component descriptions were informed by reviewing the following documents: 

 
À Maine statutes, regulations and pertinent litigation documents. 
À DHHS legislative studies and reports; ad hoc reports and recommendations, legislative briefing 

documents, grant applications, grant and project reports. 
À DHHS performance monitoring reports 
À Policy journal articles and books 
À DHHS, provider, consumer and advocate websites  
À National data sources 

 
Citations to specific documents are included in the profile.  

 
Meetings and Interviews 
Other information was gathered through Project Team, Data Group and Stakeholder Advisory Group meetings; 
from key informant interviews; and from stakeholder meetings related to Maineõs Systems Transformation 
Grant. 
 

National Data Comparisons 
The presentation of the data used definitions and formats representing a new way of aggregating and 
analyzing long term service users and expenditures in Maine.  The results are not easily compared to 
national data commonly referenced (e.g., compilations of Medicaid long term case expenditures produced by 
Thomson Medstat).  To avoid confusion for the different audiences reading this document, those data were 
omitted here.   
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Overview 
 
Maine has made much progress in improving the balance between institutional and home and community based 
services. Its history of de-institutionalization has been matched by a commitment to building systems of 
community-based services and supports.  However, the continued sustainability of these systems must be 
considered in light of their relationship to overall MaineCare expenditures ð in 2008, expenditures for long term 
service users were approximately 62% of total MaineCare expenditures. Maineõs aging population, relatively high 
poverty rates, and the struggle to balance revenue against expenditures will increasingly add pressure on the 
system.  
 
This profile provides a cross-system view of the gains Maine has made, as well as needs common across 
programs.  
 

System Strengths 
DHHS long term support system has many strengths.  DHHS has:  
 

À Shifted its focus from de-institutionalization to diverting people from institutional services whenever 
possible.  

 

À Improved coordination across programs, through its Integrated Management Team and co-location of 
policymaking and frontline staff.   

 

À Placed a heavy emphasis on person or family centered services, in most programs. 
 

À Invested in quality management and incorporated evidence based practice. 
 

Policy Directions 
This cross-systems view provides an opportunity to consider some cross-system policy decisions.  For example, 
is it possible to:  
 

À Establish a common vision for the appropriate distribution of resources across settings, to guide resource 
allocation decisions going forward?     

 

À Establish common criteria for defining òleast restrictiveó and òmost restrictiveó settings, so that DHHS 
resources are applied according to its vision? 

 

À Set common expectations and standards for person or family centered services and consumer-directed 
services?   

 

À Develop common strategies for addressing the impact of an aging population on the long term support 
system across population groups?   

 
Cross-System Capacity  
Several programs would benefit from common investments including: 
 

Information and Referral and Assistance   

À Ensuring that Maineõs array of general and specialized information and referral resources are leveraged to 
their maximum advantage to provide needed information and referral of consistent quality statewide.  
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À Providing a higher level of assistance when people need to understand the service options that might be 
available to them.   

 
Better Support for MaineCare Applicants 

À Improved integration of MaineCare eligibility and program eligibility processes, especially when these two 
eligibility processes are interconnected (i.e., when a level of care determination is required for a waiver, for 
òKatie Beckettó eligibility, or nursing facility admission).   

À Assistance preparing MaineCare applications for long term care and when eligibility is conditioned on 
proof of a disability.   

 
Waiting Lists 

À Developing consistent standards and strategies for managing waiting lists at the provider and systems 
levels.   

 
Housing Registry 

À Leveraging the housing registry currently being built to include residential options across programs.  
 

Workforce 

À Looking for opportunities to align training and recruitment and retention strategies for direct support 
workers.   

 
Enhancing Consistency in Quality Management Strategies 

À Leveraging the quality management capacity across programs to foster greater consistency. 

À Improving the consistency and availability of data across programs. 

 
Areas for Further Examination 
A number of issues requiring further examination were identified.  Some of these include: 
 

À The need to evaluate the effectiveness of diversion efforts. 
 

À The need for more systematic processes for identifying people who might be interested in transition. 
 

À Whether or not programs have the right distribution of services across MaineCare and state funding, 
ensuring access for people who need services but are not eligible for MaineCare because of financial 
eligibility requirements. 

 

À Whether or not DHHS should define a policymaking òhomeó for children with physical disabilities.   
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-ÁÉÎÅȭÓ ,ÏÎÇ 4ÅÒÍ 3ÕÐÐÏÒÔ 3ÙÓÔÅÍ ÉÎ #ÏÎÔÅØÔ 
Maine has made much progress in improving the balance between institutional and home and community based 
services. Its history of de-institutionalization has been matched by a commitment to building systems of 
community-based services and supports.  The continued sustainability of these systems must be considered in 
light of their relationship to overall MaineCare expenditures ð in 2008, expenditures for long term service users 
were approximately 62% of total MaineCare expenditures. Maineõs aging population and low income levels will 
increasingly add pressure on the system.  

 

History of Reform and Systems Change 
 
De-Institutionalization & Diversion 
Maine has been one of the leaders in de-institutionalization.  Starting in the 1950s, Maine began reducing the 
number of residents served in its only state-operated institution for persons with developmental disabilities. This 
process accelerated in the late 1970s and finally, in 1996, Maine became one of only three states with no state-
operated institution for this population group.  Beginning in the 1970s, Maine also significantly decreased the 
number of people in its two state operated psychiatric hospitals, shifting the primary focus of these hospitals to 
short term acute care and away from long term residential services.  In the 1990s, Maine introduced a 
requirement that anyone seeking admission to a nursing facility be determined eligible based on a standardized 
assessment conducted by an independent assessing agency.  For children, after a peak of 260 children in 
residential out-of-state placements in 1998, Maine had successfully reduced that number to 17 in 2008.  The 
timeline on the next page highlights some of these developments.  

 
Community Services 
At different points in its history, DHHS has been ahead of the curve in building innovative community services.  
It has been a leader in promoting consumer direction, streamlining eligibility processes, promoting community 
inclusion for people with disabilities, and incorporating peer support and recovery into mental health services.  
Maine also took a very progressive approach in responding to the Olmstead decision, convening a planning body 
comprising consumers representing a cross-section of population groups and state staff representing five 
departments. Community services are described in detail in later sections.   
 

Systems Change Initiatives 
Maine has leveraged a number of Real Choices Systems Change grants and other funds to improve its long term 
support system.   
 
Real Choices Systems Change (2001).  Project activities related to person centered services, quality of services, access 
to services, and data integration.   
 
Maine Aging and Disability Resource Centers (2003).  DHHS piloted an ADRC in three of Maineõs five area agencies 
on aging.  
 
Workforce Demonstration (2003).  DHHS tested the impact of two interventions (health care coverage and 
òemployer of choiceó workplace changes) on recruitment and retention of direct service workers in community 
long term support programs. 
 
Money Follows the Person (2003).  DHHS developed a published rate structure as foundation for building consumer 
directed for persons with mental retardation and autism.  Tested an assessment tool for predicting successful 
transition for persons with brain injury residing in residential care facilities.   
 

http://www.mainerealchoices.org/accesssvcs_resnet.htm
http://www.mainerealchoices.org/workforce_workdemo.htm
http://www.mainerealchoices.org/pcs_money.htm
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1970 

1980 

2000 

2010 

1990 

Childrenôs Mental Health 
Program established; 
French lawsuit challenged 
wait times for home-based 
services. 260 children in 
out-of-state placement. 
1997- 98 

1700 residing in state-
operated psychiatric 

hospitals.  1970 

820 residing in state-
operated psychiatric 

hospitals.  1975 

Consent Decree ratified 
for psychiatric hospital.  

1990 

Risinger lawsuit settled.  2002 

 

 

State-funded consumer 
directed personal attendant 

program established. 1979 

Standardized medical eligibility 
determination for all NF admissions 

implemented. 1995 

192 licensed beds for state-
operated psychiatric hospitals. 
2008 

17 children in out-of-state 
placement. No waiting times for 

services.  2008 

Consumer-directed and agency-
based waivers programs 

established. 1986 

Lawsuit challenging 
conditions in Pineland. 
1979 

Brain Injury Services established.  2007 

Pineland closes. 1996 

 

State begins new phase of 
de-institutionalization at 
Pineland, Maineôs only 
state-operated DD 
institution. 1970s 

A History of Reform  

Between 1994 & 2000, 
members in NF dropped 

almost 30%. 

322 in private ICFs-MR.  2007 

 

MR waiver programs 

established. 1983 
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Independence Plus (2003).  DHHS developed information, training materials and other tools for persons with 
mental retardation and autism and their family members to support their participation in consumer directed 
services.  (Unfortunately, funding for the consumer directed waiver program was lost due to budget constraints.) 
 
Improving Quality for People with Disabilities in the Community (2003). DHHS developed tools to support quality 
management for home and community-based services.   
 
Comprehensive Employment Options (CEO).  Maine has a CEO grant under the TWWIIA-funded employment 
initiatives.  The CEO work is building on Maineõs successful Medicaid Buy-In program for workers with 
disabilities.   
 
Systems Transformation (2005).  Maine is working to improve access to services, improve consumer choice and 
control and increase access to housing services.   
 
In addition to these grants, Maine has also accessed a number of other grants, including funding from SAMHSA 
to develop a trauma informed system of care (the THRIVE project) and integrate mental health and substance 
abuse services for persons with co-occurring disorders (the COSII project).   
 

Reorganization 
The 2004 merger of the Department of Human Services (DHS) and the Department of Behavioral and 
Developmental Services (BDS) has enabled greater coordination across programs including: 
 
Integrated Management.  The Deputy Commissioner for Integrated Services convenes the Integrated Management 
Team (IMT), comprising the office directors for each program, the Office of MaineCare Services, the Center for 
Disease Control, the Division of Licensing and Regulatory Services, and DHHSõ regional directors.  
Operationally, the IMT is responsible for coordinating policymaking and budgeting, and leading implementation 
of the department wide strategic priorities.  
 
Strategic Priorities.  DHHS has identified a series of strategic priorities (see the box on the next page) for 
improving its service system, including moving beyond siloed systems of services.7     
 

Systems Management and Integration 
DHHS has also taken steps to standardize processes, integrate care, and impose more controls on utilization: 
 
Standardization.  The development of enterprise information systems and an emphasis on performance 
measurement and accountability has imposed greater standardization on the process of determining eligibility 
and providing services.   
 
Integration of Care and Care Management.  The MaineCare program has contracted with a care management provider 
to provide care management services to those at risk for high utilization.  The Office of Substance Abuse has 
focused on integrating care for persons with co-occurring conditions.  
 
Utilization Review for Behavioral Health Services.  DHHS has taken its first steps toward implementing a system of 
managed care for behavioral health services.  Beginning in 2007, DHHS entered into a contract with an 
Administrative Service Organization (ASO) to provide eligibility verification, prior authorization and utilization 
review services.  The ASO also supports a management information system to facilitate department decision 
making, client tracking, reporting, and quality management functions. 
 

                                                   
7 Maine Department of Health and Human Services.  2009.  In Focus Reference Book. 

http://www.mainerealchoices.org/pcs_indplus.htm
http://www.mainerealchoices.org/qi_qipwd.htm
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Lean Process Improvement.  DHHS uses a set of trained public sector internal consultants to analyze business 
process to reduce waste, add value and reduce delivery time.8  Lean intervention has been used to review 
coordination of the clinical and financial eligibility determination processes for home based care and institutional 
services; it has been used to review the steps involved for youth transitioning to adult services.    
 

Leadership & Vision 
DHHS Mission & V ision.  As part of the 2004 reorganization, the Legislature defined DHHSõ mission9 and 
DHHS defined its vision.  In addition, DHHS has defined key components of its strategic plan for further 
refining its organization and operations.   

Role of Consumers and Other Stakeholders.  In recent years, the 
voice of adults with mental illness has become stronger 
through a formal network of advisory councils and 
through advocacy organizations.  Adults with 
developmental disabilities have a statewide network of 
self-advocacy organizations.  Parents and childrenõs 
advocates have played an important role in changing the 
landscape of childrenõs services, both by participating in 
policymaking and providing support to other parents.  
For other population groups, legal advocates, 
ombudsman programs, and providers often play a strong 
role advocating on behalf of consumers, but the 
consumers themselves do not appear to be as well-
organized.   

Legislature.  The Legislature has played an important role 
in the rebalancing of Maineõs long term support system.  
Community services, person centered planning, 
independence, personal rights have all been embedded in 
different parts of DHHS authorizing legislation.  As a 
general rule, however, the Legislature does not speak with 
single voice when it comes to rebalancing.  Legislators 
tend to play a mediating role among interest groups and 
constituents, rather than driving a particular agenda.  
Some legislators are themselves providers or are members of a provider board.  In addition, individual legislators 
often contact DHHS on behalf of a particular constituent.  These interventions might be to expedite the process; 
they can also relate to the needs of people who donõt fit neatly into the categories of program eligibility.  In 
general, however, these constituent calls do not necessarily drive DHHS policy toward a more or less integrated 
service array.   

Over the years, the Legislature has created a number of study commissions or requested reports from DHHS 
that relate to improving services for people with disabilities.  Some recent examples include: 
 

À Requiring DHHS to develop an ongoing assessment process for adult MaineCare members living in out-of-
state facilities to identify people who could benefit from a less restrictive setting.10   

À Requiring DHHS to develop a comprehensive plan for brain injury services.11  

À Requiring DHHS and the Department of Labor to jointly develop a statewide implementation plan for a 
waiver that provides supported employment to persons with developmental disabilities.12  

                                                   
8 Ibid. 
9 22-A MRSA §202(1). 
10 Chapter 61, Resolve, To Ensure Proper Levels of Care for the Elderly and the Disabled (2007). 
11 Chapter 105, Resolve, To Promote Community Integration for Individuals with Brain Injury (2007). 
12 Chapter 101, Resolve, To Create Improved Employment Opportunities for People with Disabilities (2007). 

Department of Health and Human Services 
 

Mission:  The mission of the department is to 

provide health and human services to the people of 
Maine so that all persons may achieve and maintain 
their optimal level of health and their full potential 
for economic independence and personal 
development.  

Vision:   Maine people living safe, healthy, and 
productive lives.  
 

Strategic Priorities 

À DHHS supporting infrastructure is easily 
accessible, well-integrated and uses best practice. 

À Health and human service systems are easily 
accessible, well integrated and use best practices. 

À Caring, responsive, and well-managed staff work 
in a safe, efficient and effective culture. 

À DHHS is a caring, responsive and well-managed 
organization that communicates effectively.    
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À Creating a commission to òcreate a coherent blueprint to ensure the sustainability of long term home-based 
and community-care optionsó for elders and adults with disabilities.13 

À Requiring DHHS to review eligibility criteria for fairness.14  

À Requiring DHHS to study direct care workers in state-funded and MaineCare funded programs, in 
conjunction with the Department of Labor.15 

 
The Legislature also creates oversight committees and consumer advisory councils. 
 
The Judiciaryõs Role.  The judiciary has played an important role in the rebalancing of services in Maine.  A consent 
decree governing adult mental health services has been a major policy driver, shaping client rights, the 
development and delivery of services, performance measurement and other aspects of the delivery system.  
Similarly, the Community Consent Decree governs the community services provided for people who once 
resided in Pineland, an institution for people with developmental disabilities.  Two class actions suits have 
reshaped the delivery system for childrenõs services; significantly reducing wait times for services.  Other 
litigation resulted in new standards for accessing case management services for adult developmental services.  

 

-ÁÉÎÅȭÓ Demographics 
 
The demographics of Maineõs population will continue to drive the use of long term care services in Maine.  In 
2007, Maine ranked fourth in the nation with the percent of people over age 65 (14.8%). By 2030, Maine will 
have the second highest percentage (26.5%) of people age 65 or over.  Using the median age of the population as 
a measure, Maine is already considered the òoldestó state in the nation.  In the near term, Maine will see the 
largest growth in the population ages 55-65 and 65-74. 

          
                  Source: U.S. Census Bureau, Population Division, Interim State Population Projections, 2005. 1/12/09. 

 

                                                   
13 Chapter 209, Resolve, To Create the Blue Ribbon Commission to Study the Future of Home-based and Community-based Care (2008). 
14 Chapter 58, Resolve, To Review Statutes, Rules and Policies Regarding Mental Retardation, Pervasive Developmental Disorders and Other 
Cognitive and Developmental Disorders (2007). 
15 Chapter 194, Resolve to Improve Retention, Quality and Benefits for Direct Care Health Workers (2006). 
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Source: U.S. Census Bureau, Population Division, Interim State Population Projections, 2005. 1/12/09. 

 
 

                       
Source:  The Lewin Group and the Muskie School of Public Service.  2008.  Projections of State 
and County Level Long Term Care Need and Use in Maine, 2006-2015. 

 
 
The age group 65-74 is expected to increase 46% from 2006 to 2015. The population over 85 is also expected to 
increase by almost a third.  The increase in the older cohorts of the population will be accompanied by an 
increase in the number of people in the general population who need help with instrumental activities of daily 
living (e.g., meal preparation, shopping, housekeeping, etc) and activities of daily living (e.g., assistance with 
bathing, using the toilet, walking etc). The greatest increase in the short term is projected to be in the number of 
people needing assistance with the more routine activities of daily living (e.g., IADLs).  
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Percent of Population with a Disability 
by Age Group During 2005-2007

Maine U.S.

                    
                    Source:  U.S. Census Bureau, 2005-2007 American Community Survey  

 
 
 

 
Sources:  U.S. Census Bureau, American Community Survey, 2007 Public Use Microdata Sample for 
Maine, and U.S. Census Bureau, Current Population Survey, 2008 Annual Social and Economic 
Supplement. 

 

 
Other drivers of long term service use are the number of people with disabilities.  Maine has a higher percent of 
people with a disability for those under 65; for those over 65, Maineõs rate of disability is comparable to the U.S. 
The number of people who are below poverty is another driver of the use of MaineCare services. 
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Long Term Service Use and Cost in Maine 
 
In 2008, expenditures for long term service users were approximately 62% of total MaineCare expenditures.  
Users of long term services and supports include children and adults across the age span.  The following table 
shows the distribution of long term service users by age group and sex.  
 
 

28%

14%

21%

8%
6%

11% 12%

0-17 18-34 35-54 55-64 65-74 75-84 85+

Age Groups

Age Distribution of MaineCare Members Who Used 
Long Term Services and Supports in SFY 2008 (N=41,627)

Percentof the Total
Across Age Groups

 
 
 
 

39%

53% 56%
60% 61%

71%

82%

61%

47% 44%
40% 39%

29%

18%

0-17 18-34 35-54 55-64 65-74 75-84 85+

Age Groups

Percent MaineCare Members Who Used Long Term Services and 
Supports in SFY 2008, by Gender  within Age Groups (N=41,627)

Female Male

 
 
 

Long term service users span all age 
groups:  

À 28% of users are 17 or younger 

À 29% of users are 65 years or older 

À 29% of users are between 35-64  

 

All age groups except children have 
a higher percentage of females:  

À 61% of those accessing childrenõs 
services are male 

À 82% of those 85 and older are 
female 

 



MUSKIE SCHOOL OF PUBLIC SERVICE 
 
 

33 

Utilization 

12%

62% 62%

19% 22%

92% 88%

Waiver Com-

munity

Case 

Management

ResidentialInstitutionalMedicalPharmacy

Percent of LTSS Users Utilizing 
Each Type of MaineCare ServiceÀ

Unduplicated Count of All LTSS Users: 41,627 
À
 The percent of LTSS users adds up to well over 100%, because nearly all 

LTSS accessed more than one type of MaineCare service during the year. 

 

Expenditures 

23%

13%

6%

18%
23%

13%

4%

Waiver CommunityCase 

Management

ResidentialInstitutionalMedicalPharmacy

Distribution of Annual MaineCare 
Expenditures for All LTSS Users 

Annual MaineCare Expenditures: $1,385,042,289Average Annual Cost per LTSS User: $33,273 
À
 The percent of expenditures add up to 100% because each MaineCare 

dollar was attributed to a single service category. 

 

DEFINITIONS AND DATA 

These tables represent utilization and expenditures for the unduplicated total of long term service and 
support users.   

Data Source:  MaineCare claims data from the MMDSS extract housed at Muskie and updated as of 
2/28/2009.  Claims incurred between 7/1/2007-6/30/2009 based on from service date and paid as of 
2/28/2009.  Hospital payments are estimates based on DHHS established algorithm.  Claims payments do 
not reflect any adjustments, rebates, settlements or other off claim transactions.  LTSS members were 
defined using claims service use and diagnostic data.   

This presentation of data uses new definitions and formats, representing a new way of aggregating and 
analyzing long term service users and expenditures in Maine.  The results are not easily compared to national 
data commonly referenced or to other presentations of data that have historically been used in Maine.  

See PROCESS AND APPROACH for more detail on how service categories are defined.   

À Of all long term services and supports users, 62% 
are accessing some kind of community services. 

À Similarly, 62% are accessing some kind of case 
management services.  

À 92% of long term services and supports users 
received medical services and 88% used pharmacy 
services. 

À Waiver and institutional services are the largest 
categories of expenditures for all long term 
services and supports users. 

À Residential services represent the third largest cost 
category. 
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Systems Administration & Management 
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Systems Administration & Management  
 
Within Maine state government, a number of cabinet level departments can touch the lives of persons with 
disabilities.  The department with the largest role, the Maine Department of Health and Human Services 
(DHHS) is the umbrella department for the majority of long term support and service programs for persons of 
any age having a disability.  The Department of Labor oversees the vocational rehabilitation program and 
Maineõs independent living services and centers.  The Maine State Housing Authority administers programs that 
serve people with disabilities, including subsidized housing programs and programs for people who are homeless.  
And the Department of Education is responsible for administering early childhood and special education 
programs across school systems.  See OTHER SERVICES for more on the role of these other departments. 
 
The Department of Transportation also plays a role in coordinating transportation policy to improve access for 
persons with disabilities.   DHHS also coordinates with the Department of Corrections, which provides 
behavioral health and other services to people within their jurisdiction and facilitates reentry into the community 
for people needing services and supports when they transition out of prisons.  
 

 

Within DHHS, direct health and social service programs are under the direction of the Deputy Commissioner 
for Integrated Services. In addition, the Deputy Commissioner is responsible for overseeing the operation of 
Maineõs state run institutional services. The Office of MaineCare Services is responsible for overseeing Maineõs 
Medicaid program, setting policy, assuring compliance and paying claims.  The Deputy Commissioner for 
Quality and HealthCare Management oversees key elements of systems infrastructure, including important health 
care management contracts, the division for licensing and regulatory services, quality improvement, and 
information technology.  In addition to the offices represented in the chart on the next page, the Deputy 
Commissioner for Integrated Services also oversees income support programs, substance abuse treatment, and 
other functions related to direct health and social services.   

Governor 
 

Labor 

  

SELECT DEPARTMENTS SERVING PERSONS WITH DISABILITIES 

Maine State 
Housing Authority 

  

Education 

  

Ì Vocational 
Rehabilitation 

Ì Independent Living 

Ì Blind & Visually 
Impaired Services 

Ì Deaf Services 

 

Ì MaineCare 

Ì Elder Services 

Ì Adult Services 

Ì Developmental 
Services 

Ì Mental Health 

Ì #ÈÉÌÄÒÅÎȭÓ 3ÅÒÖÉÃÅÓ 

Ì Brain Injury 
Services 

 

Ì Early Childhood 
Development 

Ì Special Education 

 

Health & Human 
Services 

Ì Subsidized Housing 

Ì Shelters 
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PROGRAM OFFICE, POPULATION GROUP AND LOCAL ADMINISTRATION 

State Agency  Population Group Local Agents 

Adult Mental Health Services  Adults with serious & persistent 
mental illness primarily 

Regional AMHS &  community providers 

Elder Services Elders and adults with disabilities  Statewide independent assessing agency, 
statewide care coordinating agency, 
community providers 

Adults with Cognitive & Physical 
Disability Services (OACPDS) 

Adults with physical disabilities Statewide independent assessing agency, 
statewide care coordinating agency, 
personal assistance workers 

 Adults with mental retardation & 
autism 

Regional OACDS & community providers 

 Adults with brain injury Community providers  

Child & Family Services (OCFS) Children with behavioral health needs Regional OCFS & community providers 

 Children with developmental 
disabilities  

Regional OCFS & community providers 

Office of MaineCare Services Children with physical disabilities Home health agencies16  

                                                   
16 Children who use the Family Provider Services Option (a consumer directed option available to elders and adults) access 
this service through the elder and adult statewide home care coordinating agency.  See OLDER ADULTS AND ADULTS WITH 

DISABILITIES.    

Commissioner 

Quality and 
HealthCare 

Management 

  

SELECT OFFICES WITHIN THE DEPARTMENT OF HEALTH AND HUMAN 

SERVICES 

Integrated 

Services 

  

MaineCare 

Services 

  

Financial 

Management 
 

Center for 
Disease 

Control 
 

Elder Services 

  

Mental Health 

  

#ÈÉÌÄÒÅÎȭÓ 
Services 

  
Cognitive & 

Physical 
Disability  
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Adults with Mental Illness 
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Adults with Mental Illness  
 

Demographics  

33%

51%

12%
4% 1% <1%

18-34     35-54     55-64     65-74     75-84     85+       

Age Group

Age Distribution of Adults with Mental Illness 
Served in SFY 2008  (N=11,847)

Each Age Group as a Percent

of the TotalAcross All Age Groups

 
 

Utilization  

2%

85% 87%

13% 4%

97% 96%

WaiverCommunityCase 

Management

ResidentialInstitutionalMedicalPharmacy

Percent of  Adults with Mental Illness 
Utilizing Each Type of MaineCare ServiceÀ

Unduplicated Countof Adults with Mental Illness:  11,847  
À The percent of LTSS users adds up to well over 100%, because nearly all  
LTSS accessed more than one type of MaineCare service during the year. 

 

Expenditures  

6%

18%
12%

21%

4%

30%

9%

WaiverCommunityCase 

Management

ResidentialInstitutionalMedicalPharmacy

Distribution of Annual MaineCare 
Expenditures for Adults with Mental Illness 

Annual MaineCare Expenditures:  $299,075,201Average Annual Cost per LTSS User: $25,245 
 ÀPercent of expenditures add to 100% because each MaineCare dollar was  
  attributed to a single service category. 

À 85% of people in this population group accessed 
community based services.  

 

À 97% of people in this population group accessed 
some form of medical services and 96% accessed 
pharmacy services.  

 

À 13% of people in this population group accessed 
services in residential settings.  

 

À 30% of MaineCare expenditures for this group 
are related to medical care services. 

 

À 21% of MaineCare expenditures are related to 
residential services. 
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System Strengths 
 

Person Centered Services.  While DHHS believes there are 
opportunities for improvement, it has defined standards for 
implementing individualized planning built into purchasing 
and licensing requirements as well as its training curricula.   
 

Transition Services for People being Discharged from a Psychiatric 
Hospital.  DHHS builds discharge planning into the service 
planning for psychiatric hospitalization.  Community 
integration workers are available to help with transition and 
some funding is available for one-time transition costs.  
 
Residential Options.  DHHS residential services are 
predominantly available in settings with less than nine beds.  
DHHS is increasingly focused on providing supportive 
housing services in a home or apartment of the individualõs 
choosing.      
 

System for Stakeholder Involvement in Service System Design and 
Implementation.  While the roles of its Community Service 
Networks and its statewide networks of Consumer Councils 
are each still evolving, they both offer the opportunity for 
systematic stakeholder involvement in delivery system and 
service design and implementation.  

 

Areas for Further Examination  
 
Access to Services.  There are barriers to information sharing 
and steps are often repeated for determining clinical 
eligibility for different types of services.  The process of 
applying for MaineCare services can be slowed when 
documentation of a disability is required.   
 
Consumer Direction.  While consumer direction is not as 
common for mental health services as it is for other 
population groups, there is growing precedent for offering 
people with serious mental illness the opportunity to direct 
their own services.  
 
Aging Population.  As Maineõs population ages, DHHS will 
need to evaluate its readiness to serve older adults with 
severe and persistent mental illness. 
 
Medicaid Versus State Funding for Services.  DHHS now relies 
heavily on MaineCare to fund services for this population 
group, raising questions about access for those who are 
clinically eligible but not financially eligible for services.   

 
 

   

DEFINITIONS AND DATA 

Adults with Mental Illness were defined as those members receiving community integration services (i.e. people 
with severe and persistent mental illness), or were in a residential care facility for persons with mental illness, 
or had two or more inpatient hospitalizations during the year.  

NOTE:  The data definition used for this population group may be refined.  The number of members 
represented in this data is larger than Program staff expected. For this first analysis, members in this 
group were defined by use of services over the course of one year; program staff would like to examine 
use of services over multiple years.   

Data Source:  MaineCare claims data from the MMDSS extract housed at Muskie and updated as of 
2/28/2009.  Claims incurred between 7/1/2007-6/30/2009 based on from service date and paid as of 
2/28/2009.  Hospital payments are estimates based on DHHS established algorithm.  Claims payments do 
not reflect any adjustments, rebates, settlements or other off claim transactions.  LTSS members were 
defined using claims service use and diagnostic data.  These grouping are preliminary and will be refined in 
year two of this study.  Adult members may be in more than one office population; therefore, adult office 
populations should not be added. Adult totals shown here have been aggregated as distinct counts and 
dollars. 

See PROCESS AND APPROACH for more detail on how populations and service categories are defined. 
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Adults with Mental Illness 
 
Most people experiencing mental illness do not need long term services and supports.  For some, however, 
mental illness can also have major life consequences, causing a loss of employment, independence, and 
community roles.  In Maine, long term services and supports are targeted to those with severe and persistent 
mental illness, i.e., persons with a major mental illness or a personality disorder who experience certain functional 
consequences of their diagnosis (e.g., homelessness, incarceration, risk of institutionalization).17   
 
Mental illness can be episodic in nature, meaning that a person may have an acute need for services at different 
points in time.  So, in addition to offering long term services and supports, the mental health system also needs 
to be both flexible and responsive to the acute need for services and coordinate across both.  In addition, with a 
changing understanding of mental illness, the service system must provide therapeutic and person centered 
services that promote recovery as an achievable goal.   
 
Adding to the complexity of providing comprehensive mental health services is the need to also address physical 
health conditions.  DHHS analysis shows that persons with serious mental illness in the MaineCare population 
were more likely to have co-occurring physical health conditions than other MaineCare members.18  Substance 
abuse addictions are another common co-occurring condition, requiring coordination and integration across 
systems of care.  Historically, physical health care, treatment for addictions, and mental health treatment have 
been provided in silos.  Integrating across these different delivery systems means overcoming hurdles in both 
policy and practice.  
 

Program and Services 
 
In the last 40 years, Maineõs mental health system has evolved from long term institutional services to a 
community health system, with psychiatric hospitals designed to provide only acute care.  Maine has two state-
operated psychiatric hospitals, one in Augusta and the second in Bangor.  Up until the early 1970s, these 
hospitals provided long term services for persons with mental illness.  At that time, in the space of five years, the 
Augusta Mental Health Institute (AMHI) reduced its census from 1500 to 350.19  Similarly, Maineõs Bangor 
facility went from 1200 in 1970 to 470 in 1974. 20   Following this period of rapid de-institutionalization, Maineõs 
mental health program experienced a period of shifting strategies, contentious litigation, and heavy financial 
investment aimed at building a community mental health system.21   
 
As it has built its community mental health system, DHHS has incorporated service components designed to 
support consumer involvement in their own recovery.  For example, DHHS promotes individualized planning, 
driven by the individual goals; it funds peer support and recovery centers and plans to incorporate Certified 
Intentional Peer Support Specialist services into Assertive Community Treatment teams.22  It is transitioning its 
                                                   
17 See 10-144 CMR Chapter 101, MaineCare Benefits Manual, Chapter II, §17.02-3 Community Support Services for specific 
clinical eligibility criteria.   
18 Maine Department of Health and Human Services. November 2007.  The Poor Health Status of Consumers of Mental 
Health Care:  Prevalence, Quality of Care and Costs for Persons with SMI and Diabetes.  Presentation by Commissioner 
Brenda Harvey, Elsie Freeman, and James Yoe at annual meeting of the American Public Health Association.    
19 Maine Department of Health and Human Services.  Riverview Psychiatric Center, History of the Augusta Mental Health 
Institute.  (http://www.maine.gov/dhhs/riverview/history/index.html.  retrieved February 8, 2009.   
20 Maine Department of Health and Human Services.  History of Dorothea Dix Psychiatric Center.  
http://www.maine.gov/dhhs/DDPC/history.shtml, retrieved November 24, 2008.   
21 Desisto, Michael. 1996.  Adult Mental Health Services in Maine: Lessons from the Past; Hope for the Future.  In Maine 
Choices 1997 ð A Preview of State Budget Issues, Maine Center for Economic Policy.   
22 If its state plan amendment is approved by CMS. 10-144 CMR Chapter 101, MaineCare Benefits Manual, Chapter II, 
§17.04-4.  

http://www.maine.gov/dhhs/riverview/history/index.html
http://www.maine.gov/dhhs/DDPC/history.shtml
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residential services to a Supported Housing model, which is designed to provide flexible supports in integrated 
community housing; and it funds supported employment to help people find and maintain a job.  Today, DHHS 
is using grant funding to focus on the integration of mental and physical health services, and the integration of 
substance abuse and mental health services.  
 
Maine has developed three tiers of psychiatric hospitals, none of which are intended to provide long term 
services for their patients.  Community hospitals provide psychiatric services and several have specialized 
psychiatric units.  These hospitals serve people with short term acute care needs.  Maine also has two regional 
specialty hospitals, Spring Harbor in South Portland and Acadia Hospital in Bangor.  These two psychiatric 
hospitals serve people whose needs exceed the community hospitalõs capacity.  Maineõs state-operated facilities 
serve people with a longer term need for hospitalization.  Maine does have three nursing facilities providing 
specialized services for adults with severe and persistent mental illness who also have physical health conditions 
that make them eligible for nursing care. 
 
In 2007 DHHS introduced utilization review of its behavioral health system through an administrative service 
organization (ASO), aimed at making sure services are provided to those that need them, in the right amount and 
at the right time.  DHHS is also pushing the local delivery system to increase coordination.  DHHS has 
developed seven community service networks (CSNs) across the state, comprising providers and consumers in 
each service area.  The CSNs are statutorily created and are responsible for developing an integrated system of 
care within each geographical area and ensure that core mental health services are delivered to consumers 
promptly and responsively.23  Coordination across the mental health system is perceived to be a challenge ð a 
lack of coordination across community providers and hospitals is perceived to be a cause of avoidable 
hospitalizations.  Because of communication barriers between hospitals and community providers, risk 
avoidance, and other factors, hospitals often admit patients when a crisis might have been resolved in the 
community.24  Similarly, when itõs time for discharge planning, lack of agreement among the hospital and 
community providers can result in unnecessarily extended hospitalizations.25  To begin to address the lack of 
coordination, DHHS recently charged each CSN with responsibility for collaboratively designing a crisis system 
in their service area, defining roles, the distribution of resources, and developing a proposed contract and 
memoranda of agreement.26    
 
Maineõs adult mental health system currently operates under a consent decree.  To address deficiencies in one of 
Maineõs state operated psychiatric hospitals as well as the lack of community services, a suit was filed in 1989, 
and a consent decree was ratified in 1990.  In 2004, fourteen years after the consent decree was ratified, the court 
found that DHHS was far from being in compliance.27  On review, Maineõs Supreme Judicial Court ordered 
DHHS to develop a comprehensive plan for meeting the objectives of the consent decree.28  DHHSõ plan29 was 
developed in 2006 and standards for achieving substantial compliance were approved in 2007.30 
 

                                                   
23 Maine Department of Health and Human Services, Office of Adult Mental Health Services. January 15, 2008.  Report to 

the 123 Legislature Joint Standing Committee for Health and Human Services.  
24 Stakeholder Meeting.  May 23, 2008.  Mapping Access to Mental Health Services for Maineõs Systems Transformation 
Grant. 
25 Ibid. 
26 Chamberlain, Don.  October 21, 2008.  Memorandum to Providers of Mental Health Crisis Services and Hospitals.  
27 Bates v. Duby, No. 89-088 (Maine Superior Court, Kennebec County, May 23, 2004).    
28 Bates v. Department of Behavioral and Developmental Services (Maine Supreme Judicial Court 2004). 
29Department of Health and Human Services Adult Mental Health Services Plan.  October 13, 2006.  Consent Decree Plan.   
30 Bates v. Harvey, No. 89-088 (Maine Superior Court, Kennebec County, Oct. 29, 2007).   
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Services and Eligibility  
DHHS provides an array of treatment and supportive services.  Access to community and residential supports is 
primarily limited to persons with serious and persistent mental illness.31  Three levels of benefits are available, 
depending on financial eligibility.  Most adult mental health services are funded through MaineCare, which offers 
two levels of benefits depending on whether the individual satisfies certain eligibility criteria.  People who are 
òcategorically eligible,ó based on the presence of dependent children in the household or because of age or 
disability; have access to a more comprehensive benefit package.  Adults who do not qualify as òcategorically 
eligibleó may be ònon-categorically eligibleó if they meet financial eligibility criteria.  òNon-catsó can access 
coverage for some benefits.  People may also be eligible for state-funded services.  State-funded services can also 
supplement MaineCare services, when appropriate.  The figure on page 45, SELECTED SERVICES AVAILABLE TO 

ADULTS WITH MENTAL ILLNESS BY FUNDING CATEGORY &  SERVICE ELIGIBILITY CRITERIA, shows which 
services can be accessed based on clinical and financial criteria.

                                                   
31 DHHS has proposed a change to the functional criteria used to make this eligibility determination.  The change is 
expected to reduce the number of people meeting the eligibility criteria, although DHHS anticipates that any cost saving will 
be shifted to serve this group in other ways.  Access to treatment services is available based on medical necessity. 

Financial & Material Assistance 
Á Bridging Rental Assistance Program 

(AMHS) 

Á Shelter+Care (AMHS) 

Á Wraparound 

Á Other income support and food 
programs (OIAS, SSI or SSDI, General 
Assistance, CAP agencies, housing 
vouchers, etc.) 

Coordination Services 
Á Community Integration Services (§17)* 

Á Administrative Service Organization  

Á Protective Services (OES) 

Á Guardianship (OES) 
Daily Living Services 

Á Skill Development (§17) 

Á Daily Living Supports  
(§17) 

Á Day Support Services  (§17) 

Á Employment supports  
 

Residential Services 
Á Private Non-Medical Institutions  (§97) 

Treatment Services 
Á Assertive Community Treatment  

(§17) 

Á Medication Management (§65) 

Á Home Based Treatment (§65) 

Á Outpatient Services (§65) 

Adult Mental Health Services  

* These services combine case management and rehabilitative functions, bridging Coordination and Treatment.  (Subject 
to change under new federal rules governing targeted case management.) 

Hospital/Institutional Services 
Á General Hospital (§45) 

Á Psychiatric Hospital (§46) 

Á State-Operated Hospital (AMHS) 

Á Nursing Facility Services (§67) 
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Adult Mental Health Services 
Target 
Population 

Funding 
Source 

Coordination Services   

Community Integration Services.  Community integration services combine service 
coordination function with a rehabilitative component.  

Persons with 
severe & 
persistent 
mental illness 

MaineCare 

§17 

 

Daily Living Services    

Skill Development.  Teaching based services that help an individual increase his or her 
independence by learning the skills necessary to access community resources, etc.   

Daily Living Supports.  Personal supervision and therapeutic support to help a person 
develop and maintain the skills of daily living.  

Day Support Services.  Agency-based training designed to the individual in the 
acquisition, retention or improvement of self-help, socialization, and adaptive skills. 

Persons with 
severe & 
persistent 
mental illness 

MaineCare 

§17 

Employment Supports.  DHHS uses state funds to pay for employment supports for 
people whose need for ongoing assistance to maintain a job exceeds the time-limited 
vocational rehabilitation services available through the Department of Labor. 

Persons with 
severe & 
persistent 
mental illness 

State funds 

Treatment Services    

Outpatient Services.  Professional assessment, counseling or therapeutic mental health 
services. 

Medication Management.  Prescribing, administering and monitoring medications for 
treating and managing mental illness. 

Home Based Treatment.  In-home mental health therapy or medication management for 
persons who are unable to travel to an outpatient setting because of a physical or 
mental health impairment. 

Persons with 
mental illness 

MaineCare 

§65 

Assertive Community Treatment.  ACT is an integrated service approach merging clinical, 
rehabilitative, and support services to people for whom other treatment approaches 
have been unsuccessful.  ACT services are provided by a multidisciplinary team that 
must include a psychiatrist or nurse with advanced training in psychiatric mental 
health, a registered nurse, a certified rehabilitation counselor, a Certified Intentional 
Peer Support Specialist (CIPSS) (if approved in Maineõs amendment to its Medicaid 
state plan), and a substance abuse counselor.   

Persons with 
severe & 
persistent 
mental illness 

MaineCare 

§17 
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Adult Mental Health Services 
Target 
Population 

Funding 
Source 

Residential Services   

Residential Services.   Residential services can be transitional recovery-focused services 
or long term residential services.  They might provide minimal supports and little 
structure or an intensive level of supports and be highly structured.  Residential 
services can be provided in a group setting or offered in individual apartments. 

Adults with 
severe & 
persistent 
mental illness 

MaineCare 

§97 

Hospital & Institutional Services    

Hospital Services.  Inpatient mental health services are provided through psychiatric 
hospitals or psychiatric units within a general hospital.  Maine has two regional 
specialty hospitals, Spring Harbor in South Portland and Acadia Hospital in Bangor.  
In addition, DHHS operates two psychiatric hospitals, Riverview Psychiatric Center 
in Augusta and Dorothea Dix Psychiatric Center in Bangor.  These hospitals provide 
adult forensic services and extended inpatient psychiatric treatment.  

Adults with 
mental illness 

MaineCare 

§45 & §46 

State funds 

Specialized Nursing Facility Services.  DHHS funds three specialized community nursing 
facilities for people with mental illness.  These specialized nursing facilities provide 
intensive, specialized services not available in other nursing facilities. 

Adults with 
severe & 
persistent 
mental illness 
requiring NF 
level of care 

MaineCare 

§67 

Financial and Material Assistance   

Bridging Rental Assistance Program.  The Bridging Rental Assistance Program provides a 
rental subsidy for up to 24 months or until the individual is awarded a federal 
housing subsidy, whichever is sooner. BRAP targets people who are leaving 
psychiatric hospitals, people who are homeless, and people moving to more 
independent living arrangements.   

Adults with 
severe & 
persistent 
mental illness 

State funds 

Shelter+Care.  Shelter+Care is a federal program funded by the U.S. Department of 
Housing and Urban Development to provide rental assistance and supportive 
housing services to people with disabilities who are homeless, including persons with 
chronic mental illness.   

Adults with 
severe & 
persistent 
mental illness 
who are 
homeless 

U.S. Dept. of 
Housing and 
Urban 
Development  

Wrap Funds.  DHHS uses Wrap Funds to meet needs that fall out of the mental 
health service package.  For example, DHHS can use Wrap Funds to pay for the first 
monthõs rent, medications, dentures, getting a car fixed, etc.   

Adults with 
severe & 
persistent 
mental illness 

State funds 
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Rental Assistance 
 

Hospital Inpatient 
Psych. Services 

Non-Categorical 
MaineCare 

Other Federal or 
State Funds4 

 

Severe and persistent mental illness2  

Medical necessity, no criteria specified
2
  
 

SERVICE ELIGIBILITY CRITERIA 

Categorical 
MaineCare 

Mental Health 
Residential Services 

Other1  

 
 
 

Substance Abuse 
Treatment  

 
 
 
 
 
 
 
 
 

Overlap in 
Population Groups  
 
 
 
 
 

Pharmacy, Physician 
and Hospital  

 
 
 
 
 
 
 
 
 

Overlap in 
Population Groups  
 
 
 
 
 
 
 
 

Other Residential 
Services  

 
 
 
 
People with Mental 
Health Needs 
 
Peo 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
e Disability 
 
EInstitute for Health 
Policy 
 
 

 
 
 
People Needing 
Financial or Material 
Supports 
 
 
This document was 
developed under 
[cooperative 

Substance Abuse 
Treatment  

 
 
 
 
 
 
 
 
 

Overlap in 
Population Groups  
 
 
 
 
 
 
 
 

Pharmacy, Physician 
and Hospital  

 
 
 
 
 
 
 
 
 

Overlap in 
Population Groups  
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SELECTED SERVICES AVAILABLE TO ADULTS WITH MENTAL ILLNESS 
BY FUNDING CATEGORY & SERVICE ELIGIBILITY CRITERIA 

In-Home Medication 
Management 

 
 
 
 
 
 
 
 
 

Overlap in 
Population Groups  
 
 
 
 
 
 
 
 
 
 
 

Wrap Funds 
 

State Psychiatric 
Hospital Services 

 

Outpatient  Services 

Medication 
Management 

Other Community 
Supports 

 

ACT Services  

 

Community 
Integration  

 

Nursing Facility 
Services 

 
 
 
 
People with Mental 
Health Needs 
 
Peo 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 
 
e Disability 
 
EInstitute for Health 
Policy 
 
 

 
 
 
People Needing 
Financial or Material 
Supports 
 
 
This document was 
developed under 
[cooperative 
agreement] with the 
Maine Department of 
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1 MaineCare services not administered by the Office of Adult Mental Health Services.  (Note:  AMHS does provide 
additional funding to three specialized nursing facility with behavioral health units.)  
2 Services administered by the Office of Adult Mental Health Services.    
3      Count toward annual maximum of 16 outpatient visits per year.     

4 State-funded services are targeted toward persons with severe and persistent mental illness.  Wrap funds can 
complement MaineCare services.   
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Roles in the Delivery System 

Roles Description 

Eligible 
Persons 

Adults with mental illness, with particular focus on adults with severe and persistent mental 
illness.     

I&R / Outreach 
/ Referral 
Sources 

People are referred to mental health services by a variety of sources, including self-referral, 
family members, primary care physicians, hospitals, crisis services, shelters, public safety or 
police officers, adult protective services, etc. Intensive Case Managers, state staff located in 
DHHS district offices conduct outreach, often in shelters and jails.  

Case Manager Case management is a component of Community Integration services, which is available only to 
persons with severe and persistent mental illness.  Community Integration services also focus on 
rehabilitation.  ACT services also include a case management component, but ACT services are 
primarily treatment and rehabilitative.     

Service 
Providers 

À Mental health agencies  

À Community support providers   

À Residential providers 

À Individual practitioners 

À Hospitals 

À Specialized nursing facilities  

Utilization 
Management 

Community support services require prior authorization by an administrative service 
organization (ASO).  The ASO does not review the initial provider determination of eligibility 
for other services, but does approved continued care for most mental health.     

Three regional mental health team leaders are responsible for authorizing admission to 
residential services.  The housing coordinators match people with appropriate residential services 
based on certain department priorities (e.g., people currently hospitalized in a psychiatric facility 
take priority over people currently living in the community).  

 
The Delivery System  
AMHS contracts with providers to provide mental health services.  For almost all mental health services, access 
(eligibility determination and enrollment) is made through the individual provider.  AMHS contracts with an 
administrative service organization (ASO) to provide prior authorization or continuing review for many of its 
services.  AMHS itself plays several roles in the delivery system ð AMHS provides outreach through its intensive 
case manager function, and it serves as the utilization manager for residential services.  Community providers 
administer Wrap Funds. 
 

Waiting Lists  
DHHS does not have reliable information about waiting lists.  Currently, providers say they have waiting lists for 
services; however DHHS is not able to confirm the accuracy or dimension of these reports, given the 
inconsistency in how providers manage waiting lists.  DHHS also collects data on unmet need for services which 
also reflects shortages.  However, DHHS is just beginning to work with this data and has questions about its 
accuracy.  
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System Components 
 
See PROCESS AND APPROACH for an explanation of the criteria 
used to determine whether the key elements of the system 
components are present.  Findings are summarized using the key 
to the right.  This information is meant to provide a current, 
cross-population status report on where DHHS has already built 
its systems and where it is already addressing, has plans to 
address, or might consider addressing opportunities for 
improving these systems. 
 

Strategic Vision for a Balanced System 
 

 ̧ Vision statement  
DHHSõ vision for its mental health system is embedded in the Consent Decree and its accompanying Adult 
Mental Health Services Plan of 2006.  In the Consent Decree, the parties identified guiding philosophies to 
underpin the mental health system: that the State needs to reallocate its significant investment in its state 
hospitals to develop a comprehensive mental health system as an alternative to hospitalization; that the 
mental health system was to recognize the dignity and individual needs of the persons served; and that 
treatment was to be provided in the least restrictive setting, as close to families and friends as possible. 32  
These principles guide policy and budgeting decisions.   

 

 ̧ Monitors progress toward vision 
DHHS has monitoring and reporting systems in place for measuring progress toward its vision and goals. 
For example, DHHS produces quarterly reports on its performance relative to consent decree requirements, 
on systems development, on performance and quality improvement, etc.  As part of the process for 
completing this profile, DHHS has developed definitions that can be consistently used for its target 
population and services.  

 
Consolidated State Agencies  
 

 ̧ Shifting resources 
Under the Consent Decree, DHHS is required to provide shift resources from its state hospitals to its 
community based service system.   
 

 ̧ Coordinated policymaking 
The Office of Adult Mental Health Services oversees all mental health services, including institutional, 
residential and community services.  Policymaking, budgeting and other core management functions are 
centralized under the office director.  AMHS needs to coordinate policymaking with the Office of 
MaineCare Services for Medicaid-funded services; with Purchased Services for contracted services; and with 
the Division of Licensing and Regulatory Services for quality assurance functions.  AMHS is responsible for 
seeing that Consent Decree requirements are translated into policy and practice, and produces performance 
monitoring reports for the Court Master.  DHHSõ Integrated Management Team is a vehicle for 
coordinating policymaking for adult mental health services with other services and programs.  

 

                                                   
32 Bates v. Glover, No. 89-088, Settlement Agreement (Me. Super.Ct., Ken.Cty., August 2, 1990).   

KEY 

 ̧ All Key Elements in Place 

¾ Some Key Elements in Place 

º Key Elements Not in Place 

ð Not Relevant to Population Group  
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 ̧ Uses data to plan for services  
DHHS uses a variety of data sources to monitor service delivery and plan.  For example, DHHS tracks 
hospital utilization by quarter, monitoring whether an individual has been hospitalized close to their home 
community (defined within the Consent Decree compliance standards).  DHHS monitors the number of 
discharges from Riverview Psychiatric Center that are delayed by lack of residential options.  DHHS also 
collects data on unmet need (although these data are not yet reliable), including unmet need for residential 
services.  DHHS captures unmet need by collecting information about consumer resource needs that have 
not been met, as identified through the individualized support planning process.  Although this data is not 
yet considered reliable, it has the potential to be an important tool for planning purposes.   

 

Single Access Points 
  

¾ Information and referral  
DHHS provides funding to support 211 Maine as a general information and referral source.  211 Maine is a 
statewide toll-free service for health and human services.  It was built on an existing information and referral 
service for adult mental health services in southern Maine.  211 Maine also offers an online searchable 
database with the ability to search information by region, including mental health services and housing 
services.  Call data indicates that 211 Maine is recognized as a source of information about mental health 
services ð in FY 2008, 10% of calls were related to mental health services.33  DHHS also funds NAMI-
Maine, which provides specialized information and referral services for mental health services.   
 
There is inadequate information about whether or not these resources meet the needs of this population 
group.  However, anecdotal information suggests that, because 211 Maine began as a southern-Maine 
enterprise before expanding statewide, its visibility and comprehensiveness varies by region.  In addition, 
maintenance of the information is based on voluntary updates by providers (with reminders).   

 
¾ Linking with services  

For people able to access community integration services (that is, persons with severe and persistent mental 
illness), there is a systematic process for linking people to needed services and supports. Itõs the job of the 
community integration worker to make sure that the person is linked to needed services.  However, for 
people who are not eligible for this level of service, there is no system resource available to help people 
identify and assess the service options that might be available to them.     

 

ð Coordinated community and institutional eligibility determination 
DHHS does not offer hospitalization as a long term setting for persons with mental illness.  However, 
stakeholders have identified avoidable hospital admissions as a problem that needs to be addressed.34 
 
Maine has only three nursing facilities providing specialized services for persons with mental illness.  Access 
to these services is through a single entry point for accessing institutional and home and community based 
services.  See OLDER ADULTS AND ADULTS WITH DISABILITIES.  For persons with mental illness, admission 
is reviewed by a mental health utilization review nurse.   

 
¾ Coordinated clinical and financial eligibility  

The processes for determining clinical eligibility and MaineCare eligibility are conducted separately.  A 
provider may refer an individual to apply for MaineCare but does not necessarily facilitate that process. 
Individual providers can confirm eligibility for MaineCare services, although this process can be 
cumbersome.  Determining MaineCare eligibility can be challenging for this population group since eligibility 
is often based on a determination of a disability.  The process can be delayed because there are problems in 
obtaining copies of medical records.  Also, there is a perception that denials are more frequent when the 

                                                   
33 Top 2-1-1 Call Categories FY 08, downloaded from http://www.211maine.org/call_reports.asp on March 12, 2009.   
34 See earlier discussion under PROGRAMS AND SERVICES. 

http://www.211maine.org/call_reports.asp
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claimed disability is a mental illness:  because a mental health diagnosis is not always clear cut, a consumer 
might be denied eligibility if his or her medical records indicate a lack of clinical consensus.35   

 
In the absence of a coordinated process, the process would be smoother if consumers had assistance in 
preparing a MaineCare application that involves documenting a disability. 
 

 ̧ Person centered planning 
MaineCare rules define an individualized service plan as reflecting the strengths and needs of the individual; 
services that follow the individualõs goal; and resources that will meet the needs of the individualõs goals in 
the community, including the social supports available or in need of being created.36 Certification as a 
community integration worker is competency based.  One required competency includes knowledge about 
collaborative planning with people with psychiatric disabilities, including goal setting, skill assessment and 
training and linking with supports in the community.37  Licensing standards for mental health services 
require that the service plan be designed so that progress toward goals can be monitored and evaluated.38  
Individualized planning is also a core value of the consent decree.   

 

¾ Tracking waiting lists 
DHHS does have a system for tracking waiting lists and a system for monitoring unmet need.  However, at 
this point in time, DHHS is not confident about the data being produced by either mechanism.  DHHS asks 
providers to record those waiting for services in a centralized waiting list managed by the administrative 
service organization (ASO).  Compliance with this request is still uneven.  DHHS is also attempting to 
collect information on unmet need.  However, issues with the data collection process and feeds into the data 
system mean that the data is not yet reliable.  

DHHS is currently working to improve the reliability of its waiting list and unmet need data.  

 
Institutional Supply  
 

¾ Privacy and autonomy considered 
Hospital licensing standards require psychiatric hospitals to ensure that the physical environment ensures 
privacy and require that patients be allowed to participate in planning recreational activities whenever 
possible.  However, they do not address patient participation in meal planning and providing patients with 
flexible meal or activity schedules.  All mental health services are governed by the Rights of Recipients of 
Mental Health Services, which sets standards for privacy and autonomy, including the right to space for 
private communications and the right to have personal property.  These rights do not extend to the right to 
control oneõs own schedule, meals, and factors contributing to consumer privacy and autonomy.  

 

 ̧ Controls  on supply  
In 2004, Maine replaced its Augusta facility with a new facility, the Riverview Psychiatric Center, which is 
licensed to serve a maximum of 92. 39  Today, the Dorothea Dix Psychiatric Center serves a maximum of 100 
people.40  Increasing the number of licensed beds in Maineõs psychiatric hospitals is subject to Maineõs 

                                                   
35 Stakeholder Meeting, May 19, 2008, Mapping Access to Mental Health Services for Maineõs Systems Transformation 
Grant. 
36 10-144 CMR Chapter 101, MaineCare Benefits Manual, Chapter II, Section 17.01-11.   
37 Maine Department of Health and Human Services, Office of Adult Mental Health Services.  May 2008. Procedural 
Guidelines for Mental Health Rehabilitation Technician/Community (MHRT/C) Certification.    
38 14-193 CMR Chapter 6, Mental Health Licensing Regulations, Section CS.8. 
39 Maine Department of Health and Human Services.  Riverview Psychiatric Center, History of the Augusta Mental Health 
Institute.  http://www.maine.gov/dhhs/riverview/history/index.html. retrieved February 8, 2009.   
40 Maine Department of Health and Human Servcies.  Dorothea Dix Psychiatric Center.  
http://www.maine.gov/dhhs/DDPC/index.shtml, retrieved November 24, 2008.   

http://www.maine.gov/dhhs/riverview/history/index.html
http://www.maine.gov/dhhs/DDPC/index.shtml


MUSKIE SCHOOL OF PUBLIC SERVICE 
 
 

50 

Certificate of Need regulations.41  Currently, DHHS has no plans to increase the number of public or private 
psychiatric hospital beds.  DHHS does not offer incentives to reduce the supply of psychiatric hospital beds.   

 
Nursing facilities are also subject to Certificate of Need regulations. (For more information on CON 
requirements for nursing facilities, see the INSTITUTIONAL SUPPLY discussion under OLDER ADULTS AND 

ADULTS WITH DISABILITIES, below.)   
 

Transition from Institutions 
 

 ̧ Identifying people for transitioning  
DHHS requires hospitals to have a preliminary discharge plan within three days of admission, with a full 
plan to follow seven days later.42  DHHS monitors the length of time between the date a person is 
determined òready for dischargeó and the date of actual discharge.  For example, in the reporting period of 
the 2009 fiscal year, 13, or 27%, of the delayed discharges were related to a lack of housing options.43  For 
many, this delay is associated with highly specialized needs, often including medical needs.   

 

 ̧ Funds transition planning 
A person who applies for community support services while an inpatient in a psychiatric facility must be 
assigned a community support worker within two working days.  The community support worker 
participates in discharge planning and makes contact with the individual within three days of returning to the 
community.  DHHS also facilitates the transition back to the community by coordinating access to 
residential services.  First priority is given to people currently in state-operated psychiatric hospitals, second 
priority to those in specialty psychiatric hospitals, third priority to those in community hospitals.44  
Whenever possible, DHHS prefers to develop individualized residential supports for people transitioning out 
of state-operated psychiatric facilities, sometimes delaying the transition.   

 

 ̧ Funding for one-time transition expenses 
Wrap Funds can be used for one-time expenses to facilitate transition, including first monthõs rent and other 
expenses associated with transitioning out of a hospital.  In addition, DHHS has a Bridging Rental 
Assistance Program that provides rental assistance while people are on waiting lists for other public housing 
assistance. Again, persons transitioning out of a psychiatric hospital are given first priority for these funds.   

 

A Continuum of Residential Options  
 
¾ Privacy and autonomy considered  

Currently, mental health residential services are dually licensed under licensing regulations for mental health 
agencies and the Assisted Housing licensing regulations.  Assisted Housing licensing regulations articulate an 
individualõs right to privacy and the right to choose his or her activities.  The regulations require residential 
providers to solicit residentsõ preferences when planning activities and to encourage residents to participate 
in meal planning and to use their own furnishings in their rooms.  The licensing regulations however do not 
place a heavy emphasis on privacy and control and do not require staff to be trained in person centered care 
or services.  DHHS is currently revising its licensing regulations for residential mental health services.  
However, all mental health services are governed by the Rights of Recipients of Mental Health Services, 
which sets standards for privacy and autonomy, including the right to the least restrictive environment, the 
right to space for private communications, and the right to have personal property.  These rights do not 

                                                   
41 10-144 CMR Chapter 503, Maine Certificate of Need Procedures Manual, Chapter 4(1)(B)(5).   
42 14-193 CMR Chapter 1, Rights of Recipients of Mental Health Services, Part B(III)(E).   
43Maine Department of Health and Human Services, Adult Mental Health Services. October 2008.  Performance and 
Quality Improvement Standards, Standard 14 Measure Method 6.   
44 Stakeholder Meeting. May 23, 2008.  Mapping Access to Mental Health Services for Maineõs Systems Transformation 
Grant.  




