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Trends in the Public Mental Health System: An Environmental Scan 
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Executive Director 
National Association of State Mental Health Program Directors 
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Dr. Parks introduced NASMHPD Executive Director Robert Glover, Ph.D., who provided an 
overview of national events and trends of interest to Medical Directors.  Dr. Glover outlined 
the range of topics he would address, which included: 
 
1. President=s New Freedom Commission on Mental Health 
2. SAMHSA Administrator and priorities 
3. revenue and expenditure trends 
4. seclusion and restraint 
5. criminal justice/mental health 
6. mental illness and prison re-entry 
7. mental health and juvenile justice 
8. disasters/terrorism 
9. cultural competence 
10. evidence-based practices 
11. third National Summit of State Psychiatric Hospital Superintendents 
12. environmental scan of SMHA Commissioners 
President=s New Freedom Commission on Mental Health   
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Dr. Glover relayed that, in April 2002, President Bush signed an Executive Order launching 
the President=s New Freedom Commission on Mental Health.  The Commission=s mission 
is to conduct a comprehensive study of public and private mental health service delivery 
and make recommendations to the President by April 2003.  
 
Specifically, the Commission is reviewing quality and effectiveness of providers; examining 
innovative treatment and technologies; and formulating policy options that facilitate 
integration of adults with serious mental illnesses and children with serious emotional 
disturbance into the community.  The Commission conducts monthly public hearings, 
reviews reports and documents, solicits public comment at all its meetings, conducts 
outreach, and gathers comments via its web site, www.MentalHealthCommission.gov.  The 
Commission=s  interim report also is available on its web site.   
 
Michael Hogan, M.D., Director of the Ohio Department of Mental Health, chairs the 
President=s Commission and Stephen Mayberg, M.D., Commissioner of the California 
Department of Mental Health, also sits on the Commission.  Other Commission members 
come from academia, courts, family organizations, service providers, and federal agencies, 
including Substance Abuse and Mental Health Services Administration (SAMHSA) and the 
Centers for Medicare and Medicaid Services (CMS).  The Commission has formed 
subcommittees on a number of systems issues (e.g., children and families, criminal justice, 
mental health interface with general medicine) to discuss and initially frame the issues.  The 
final report, which will feature a range of recommendations that can be implemented. 
  
SAMHSA Administrator and Priorities 
 
Pennsylvania=s former state mental health Commissioner, Charles G. Curie, ACSW, was 
appointed  SAMHSA Administrator in the summer of 2001.  SAMHSA encompasses the 
Center for Mental Health Services (CMHS), Center for Substance Abuse Treatment, and 
Center for Substance Abuse Prevention.  To provide a sharper focus for SAMHSA 
activities, Administrator Curie provided a matrix indicating priority programs and principles 
for the Centers to follow.  The priority programs and issues include: 
 
 
13. co-occurring disorders 
14. substance abuse treatment capacity 
15. seclusion and restraint  
16. prevention and early intervention 
17. children and families 
18. New Freedom Initiative 
19. terrorism/bio-terrorism 
20. homelessness 
21. aging 
22. HIV/AIDS and Hepatitis C 
23. criminal justice 
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Administrator Curie also identified priority principles that cut across these program areas.  
These guiding principles include data and evidence based practices; collaboration with 
public and private partners; recovery/reducing stigma and barriers to services; cultural 
competency/eliminating disparities; community and faith-based approaches; trauma and 
violence (e.g., physical and sexual abuse); financing strategies and cost-effectiveness; rural 
and other specific settings; and workforce development.  This matrix of priorities will guide 
funding and program decisions at SAMHSA and within the Centers. 
 
Revenue and Expenditure Trends 
 
Dr. Glover showed several charts depicting trends in spending controlled by state mental 
health agencies (SMHAs) during the last twenty years.  Some of the highlighted statistics 
included: 
 
24. In 1981, per capita mental health spending was $26.41; by 2001 the amount was 
$73.58.  However, when those figures were adjusted for inflation, the per capita spending 
was only $18.85 in 2001. 
 
25. In 1981, SMHAs controlled $6.1 billion, spending approximately 2/3 of the amount on 
state hospitals and the remaining 1/3 on community programs.  In 2001, SMHAs controlled 
$22 billion with 1/3 going to state hospitals and 2/3 for community programs.  Again, when 
those figures were adjusted for inflation, SMHAs actually experienced level funding during 
that twenty-year period, controlling $6.8 billion in 2001.   
 
26. The average per diem rate for state psychiatric hospitals in FY 2001 was $440 per 
day with the median rate being $498.   
 
27. SMHAs spent 5 percent of their total expenditures on forensic mental health services 
in FY 1983 and 8 percent in FY 2001.  Forensic expenditures as a percentage of the total 
state psychiatric hospital budget went from 7.8 percent in FY 1983 to more than 20 percent 
in FY 2001. 
 
28. SMHA expenditures on atypical medications were almost 53 percent of the total 
medication budget in FY 2001 (based on 31 states reporting $200 million in pharmacy 
expenditures).   Comparatively, medications constituted 4.6 percent of state hospital 
expenditures.  
 
29. SMHAs= primary revenue streams in FY 2001 were state general funds (48 percent); 
state Medicaid match (12 percent); and Federal Medicaid (19 percent).  State psychiatric 
hospitals were funded primarily by state general funds (67 percent) with only 15 percent of 
the funding coming from state and federal Medicaid. 
 
30. The average daily census in state psychiatric hospitals declined 34 percent in the 
period 1996 to 2001.  The unduplicated count of clients served in state psychiatric hospitals 
declined 52 percent from 1996 to 2001 
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Seclusion and restraint 
 
Dr. Glover expressed the NASMHPD Board=s appreciation for the work by the Medical 
Directors on seclusion and restraint.  The Council has produced several Technical Reports 
addressing seclusion and restraint, including the soon-to-be-released report, Reducing the 
Use of Seclusion and Restraint: Lessons Learned from the Deaf and Hard of Hearing 
Communities.    
 
Reduction and elimination of seclusion and restraint continues to be an area of interest for 
SMHAs.  At the upcoming National Summit for State Psychiatric Hospital Superintendents, 
a full day will be devoted to this topic.   In addition, NASMHPD hosted a series of experts 
meetings to discuss trauma and violence in the mental health system, conflict mediation 
tools and interventions, and evidence-based practices to reduce seclusion and restraint.  
NASMHPD hopes to receive SAMHSA funding to create a 2.5 day curriculum and tool kit 
on reduction of seclusion and restraint.  After bringing together faculty and key 
stakeholders, including Medical Directors, for a national meeting,  NASMHPD will complete 
the curriculum and use it in multi-state technical assistance workshops for state delegations 
beginning in early 2003.  At the end of the training workshops, NASMHPD expects to revise 
the curriculum, create a standardized tool kit, and roll out both tools.  
 
Criminal Justice and Mental Health Consensus Project  
 
NASMHPD participated in the two-year consensus project on the mental health and 
criminal justice systems spearheaded by the Council of State Governments.   The project 
produced consensus recommendations agreed upon by stakeholders from the mental 
health, law enforcement, courts, and corrections system. The report, available at 
www.consensusproject.org, featured 46 recommended policy statements and provided 
programmatic examples illustrating the recommendations.  The report=s overarching 
themes were collaboration, training, effective mental health system, evaluations, and local 
solutions.  
 
To date, the report has stimulated a Senate Judiciary Committee hearing, national press 
coverage, and the introduction of legislation in various states. The report also serves as an 
important guide for establishing federal grant programs (e.g., mental health courts 
program). 
 
Mental illness and prison re-entry 
 
Dr. Glover provided a snapshot of the interface of persons with mental illness and prisons: 
 
31. State prisons house 1.2 million individuals. 
 
32. About 600,000 individuals - roughly 1,600 per day - will be released from state and 
federal prisons this year to return to their communities. 
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33. Expenditures on corrections alone increased from $9 billion in 1982 to $44 billion in 
1997. 
  
34. Eighty percent of the state prison population report a history of drug and/or alcohol 
use. 
 
35. Sixteen percent of state inmates report a mental condition or an overnight stay in a 
psychiatric hospital. 
 
36. Estimates are that 8-16 percent of the prison population have at least one serious 
mental disorder. 
 
37. More than half (60 percent) of mentally ill state inmates report receiving some form 
of mental health treatment during their incarceration.  Of those individuals, half said they 
had taken prescription medications and 44 percent received counseling services. 
 
Mental health and juvenile justice 
 
In 1999, an estimated 2.5 million juveniles were arrested.  Research indicates that at least 
one out of every five of these youth has serious mental health problems.  To respond to this 
growing problem, NASMHPD is establishing a President=s Task Force on Criminal and 
Juvenile Justice.   
 
The Task Force will develop a technical report and convene an experts meeting to 
recommend  policy and systems change.  The goal is to successfully provide mental health 
and substance abuse treatment services in a systemic and coordinated manner to children 
and youth in the juvenile justice system.  
 
Disaster/terrorism  
 
Dr. Glover gave a brief overview of the latest thinking about the mental health system=s 
response to disaster events.  Given the onset of terrorist incidents and concerns about 
weapons of mass destruction, disaster planning must be viewed through a new lens.  
 
NASMHPD has analyzed 30 SMHA emergency response plans using the criteria from the 
Aall hazards@ plan used by the Federal Emergency Management Agency (FEMA).  
NASMHPD=s analysis revealed that most state plans were variable, incomplete, and lacked 
even a single person whose full-time responsibility was disaster and emergency mental 
health.   
 
To prepare and respond appropriately, mental health, health, and emergency management 
systems  need to collaborate and form partnerships before a disaster occurs.    To 
stimulate states= emergency response capacity, SAMHSA is making up to 40 awards of 
$100,000 per year to states where mental health and substance abuse systems apply in 
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partnership. 
 
Cultural competence 
 
Citing the document, Mental Health: Culture, Race and Ethnicity, Supplement to the 
Surgeon General=s Report on Mental Health, Dr. Glover emphasized the concern about the 
unequal access to and quality of mental health services for racial and ethnic minority 
populations.  A few Medical Directors shared examples which illustrated the disparity.  After 
tracking the penetration rate for antipsychotic medications in each psychiatric facilities 
within his system, one Medical Director discovered that some state hospitals had a 
markedly and unexplainable decreased use of antipsychotics for African American 
consumers.  His response was to meet with the hospital superintendents and medical 
directors and to advise them to close the gap within a month=s time, which occurred.  
Another Medical Director examined the difference in antipsychotic use among male and 
female patients, as well as African American males. After showing the data on disparate 
proscribing to staff, proscribing patterns were normalized. 
 
Dr. Glover reported that state mental health Commissioners have committed to a model on 
cultural competence encompassing leadership, commitment by key staff and stakeholders, 
structural changes, resources, and culturally responsive services.  The Commissioners 
were presented with twelve recommendations for action: 
 
38. Commissioners should personally lead the cultural competency initiative. 
 
39. develop mechanisms to ensure commitment by key staff and stakeholders 
 
40. establish an Office of Cultural Competency 
 
41. form a state-level Cultural Competency Advisory Committee 
 
42. conduct an organizational self assessment on cultural competency 
 
43. develop a system-wide Cultural Competence Plan 
 
44. identify possible disparities 
 
45. assure linguistic competence and responsiveness 
 
46. explore possibilities of using contracts to implement cultural competence 
requirements 
 
47. identify resources for priority activities (e.g., training, interpreters, specialized 
programs) 
 
48. incorporate cultural competence in the quality improvement and accountability 
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framework so that activities are ongoing and integral to management and services 
 
49. NASMHPD should develop an exemplary cultural competency plan and promote 
cultural competence through all its divisions and activities.  
 
Evidence-based practices 
 
Dr. Glover showed a chart depicting the number of states implementing evidence-based 
practices in FY 2001.   
 
50. 42 states out of 55 states and territories have programs on supported employment. 
 
51. 40 states have Assertive Community Treatment. 
 
52. 40 states have examples of integrated mental health and substance disorders 
services.  
 
53. 32 states employ family psycho-education in some of their programs. 
 
54. 20 states used medication algorithms for schizophrenia, while 17 states used 
algorithms to treat bipolar disorders. 
 
During times of tight budgets, state mental health systems will be forced to make difficult 
decisions.  Having evidence to support the continuation of certain effective practices should 
assist with that decision-making.  
 
Third National Summit of State Psychiatric Hospital Superintendents  
 
The third National Summit of State Psychiatric Hospital Superintendents will occur May 11-
13, 2003.  Each region will send representatives to the Summit and bring promising 
practices to share with colleagues.  Dr. Glover encouraged Medical Directors to share the 
Council=s products (e.g., Technical Reports on Seclusion and Restraint) with 
superintendents as they come on board in their states.  
 
Environmental Scan of SMHA Commissioners  
 
When NASMHPD and NASMHPD Research Institute conducted an environmental scan of 
SMHA Commissioners, the following topics were identified as priority concerns: 
 
55. funding 
56. Medicaid home and community-based waivers 
57. low capitated and reimbursement rates within Medicaid managed care 
58. intergovernmental issues with vocational and housing systems  
59. need for supported employment and supportive housing  
60. workforce shortages, particularly within state hospitals and nurses  
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61. shortage of entry level and residential care staff in community programs  
62. children=s dual diagnosis 
63. performance measures 
64. evidence-based practices 
65. lawsuits, receiverships, consent decrees. 
 
During the session=s question and answer period, a Medical Director asked how 
Commissioners plan to implement the cultural competence recommendations.  Dr. Glover 
responded that the Commissioners directed NTAC to advise them of strategies for 
measuring whether a system is moving toward cultural competence.  He also noted that, 
while cultural competence initiatives vary among states, leadership commitment is crucial.  
Commissioners will discuss cultural competence further at the Winter Commissioners 
Meeting.  
Medical Directors also discussed ideas for aligning resources with evidence-based 
practices.  For example, a state might consider redirecting some of the vast resources 
spent on case management, which has no evidence base, to fund Assertive Community 
Treatment teams, which is supported by evidence. Particularly in times of scarce 
resources, Medical Directors were interested in turning entrenched systems in different and 
more effective directions.   Suggested strategies included ensuring contracts meet 
evidence-based criteria and issuing new RFP=s to reflect those priorities.  In addition, it is 
helpful when a state has a choice among providers when awarding contracts so that 
providers have an incentive to change old ways and adopt new-evidence based practices. 
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Developing Best Practice Guidelines for Treating People with Co-
occurring Mental Illness/Mental Retardation: The Basis of Models of 
Treatment 
 
Section Chair: Brian Hepburn, M.D.  

(State of Maryland) 
 
Faculty:  Lisa S. Hovermale, M.D. 

Psychiatrist 
Liaison, Developmental Disability Administration/Mental Hygiene 
Administration 
State of Maryland 

 
Michael R. Schroeder, M.S.W. 
Manager, Community Services Development and Special Projects 
Department of Mental Health 
State of Ohio 

 
Dale P. Svendsen, M.D. 
Medical Director 
Department of Mental Health 
State of Ohio 

 
The panel addressed best practice guidelines for diagnosing mental illness and prescribing 
psychotropic medications for individuals with mental retardation.  Dr. Hovermale 
underscored that the session=s topic was developing best practice guidelines as the field is 
marked by no evidence base, scanty research, and few clinicians interested in this 
population.   
 
Dr. Hovermale observed that physicians often think mental retardation is easy to 
understand.  The medical model suggests that mental retardation is based upon whether a 
person=s I.Q. is a certain number.  However, the diagnosis is in flux as the field cannot 
agree on what the I.Q. cut-off should be.  The American Association of Mental Retardation 
(AAMR) established a cut-off of 70-75, while the DSM-IV indicates the I.Q. level is below 
70.  In addition, the field cannot agree on what adaptive function domains should be.  
These adaptive domains refer to how well an individual copes with life=s demands and the 
level of personal independence expected for a person of that age.  
 
Given that psychiatrists do not conduct I.Q. tests or adaptive functioning assessments, the 
diagnosis of mental retardation requires collaboration and understanding of psychological 
assessment.  Dr. Hovermale suggested that adaptive functioning is a more important 
determinant than I.Q. because adaptive functioning  shapes a person=s quality of life.   To 
meet the definition of mental retardation, a person needs to have deficits in at least two of 
ten adaptive domains.  
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The prevalence of mental retardation in the general population is dependent upon how it is 
measured. If mental retardation is measured by I.Q. alone, the prevalence rate is 3 percent. 
 If a tri-dimensional definition is used (onset before age 18, I.Q., and adaptive functioning), 
the incidence of mental retardation drops to one percent.   
 
Dr. Hovermale reported that the prevalence rate of mental disorders among those with 
mental retardation ranges in estimate from 10 - 60 percent.  This big gap reflects the 
different types of methods, definitions, and sampling strategies.  While the estimates vary, 
there is general agreement that people with mental retardation are more likely to 
experience mental illness than the general population and experience the full range of 
mental illnesses.   
 
The challenge of diagnosing mental illness in people with mental retardation reflects the 
importance of the patient=s verbal abilities in making a diagnosis.  Diagnostic criteria are 
difficult to apply with people who are non-verbal or have limited verbal abilities.  In addition, 
she explained, Adiagnostic overshadowing@ is the tendency to explain a person=s symptoms 
as a consequence of mental retardation rather than the possible expression of mental 
illness.  As a result of diagnostic overshadowing, it is likely there is an under diagnosis of 
mental illness among people with mental retardation.   
 
Psychiatry has a bad reputation among people in the mental retardation field as 
psychiatrists have traditionally medicated people for the convenience of staff in state 
residential centers versus the client=s need.  This history of over-medicating has led to a 
shift of avoiding medication altogether.  Given this history, the federal Health Care 
Financing Administration (now known as the Centers for Medicare and Medicaid) issued 
safety guidelines on proscribing.   
 
Dr. Hovermale suggested that, in lieu of established best practice guidelines, psychiatrists 
treat each individual as a single subject design and demonstrate how treatment does or 
does not work for that individual.  Before making a diagnosis, a psychiatrist must have a 
complete history on the client, which may be a challenge with a nonverbal client and 
transient staff.  Since developmental disabilities can change over a person=s life time, it is 
important to obtain a developmental history.  For clients who are in institutions, detailed 
histories from their early years in the institution may be available.  A clinician needs a 
psychiatric history, medical history, psychosocial history, behavioral history, and family 
history.  Information is critical to understand the context of a person=s behaviors. 
 
Dr. Hovermale described general safety precautions around prescribing for individuals with 
mental retardation and mental illness: 
 
66. rule out other causes (medical, environmental, other).  She recommended checking 
labs, examining patterns, and brainstorming possible explanations. (e.g., Could behavior be 
attributed to gallbladder, menopause, headache, gynecological issues?) 
 
67. collect base line data.  While functional assessments are not commonly used by 
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psychiatrists, it is critical to know what is different now and when did it change.  What is the 
intensity and frequency of the behavior?   Staff need to understand the importance of 
capturing this information (e.g., patterns around sleep, menses, bowel movements). 
 
68. state a reasonable hypothesis. After looking for an identifiable pattern, identify target 
signs and symptoms that are expected to improve with medication.  
 
69. intervene in the least intrusive and most positive way.  Before giving a person a 
psychiatric label and beginning treatment, try behavioral approaches, address medical 
issues, and make environmental changes. 
 
70. monitor for adverse drug reactions (ADRs).  ADRs might include diarrhea, 
headaches, unsteadiness, or any different patterns.  This population is very sensitive to 
having unusual responses to medication.  Combinations of drugs run the risk of increased 
side effects. 
 
71. collect outcome data. If there is no demonstrable improvement with a particular 
medication, do not continue its use.  This strategy runs counter to the practice on general 
psychiatric units where the perception is there is no time to take people off medications, 
just put them on.  
 
72.  start low and go slow.  The goal is to achieve symptom resolution with the lowest 
effective dose. 
 
73. periodically consider gradual dose reduction.  Few psychiatrists take this important 
step, fearing that a person might decompensate.  
 
74. maintain active treatment objectives.  Is the individual=s skill level improving, 
deteriorating, or staying the same?  This analysis is an important component of the 
multidisciplinary team=s discussion. 
 
75. maintain optimal functional status.  Clinicians should use adaptive functioning scales 
as part of the monitoring process 
 
Dr. Svendsen and Mr. Schroeder rounded out the panel by presenting the joint initiative of 
Ohio=s Department of Mental Health and Department of Developmental Disabilities to 
address the needs of people with co-occurring mental illness and mental retardation.  In its 
fourth year, the joint initiative reflects the strong leadership and commitment of both 
departments.  
 
Dr. Svendsen gave estimates of the incidence of mental illness among people with mental 
retardation.  The rates ranged from 10 - 40 percent, with most recent estimates at the 
higher end of the range.  He explained the many challenges of serving this population well 
due to segregated services, service gaps, lack of information about how the other system 
works, and disagreement over responsibility for providing services to dually diagnosed 
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clients.   
 
The Ohio systems gathered input from parents about their experiences with the mental 
health and developmental disability systems.  Families indicated a desire to have systems 
built around their family member with mental retardation. They expressed particular interest 
in: 
76. a central clearinghouse for information. Families require help during crises as too 
often a person with mental retardation ends up in the hospital.  Estimates are that 20 
percent of patients in state psychiatric hospitals have a developmental disability diagnosis.  
 
77. a team of professionals/consumers/families working together to develop a single 
workable treatment plan based on what the consumer wants.  Consumers will have a range 
of interests and needs, including skills training, funding/work incentives, social activities, 
legal issues, medical issues, guardianship issues and support groups.  While both systems 
may have independent documentation requirements, the team needs to have one 
consumer-centered plan that is consistent with recovery and self determination.  
 
78. empathy from professionals and staff.  There needs to be universal understanding 
among staff that the family is not the problem and that mental illness or developmental 
disability is  not a character flaw.  Every person on the team needs to be treated with 
respect.  
 
79. systems that work for them, not against them.  Families reported professionals/staff 
not following through on commitments and using intimidation tactics with 
consumers/families.  
 
In Ohio, both Directors responded by appointing an Advisory Committee.  The Advisory 
Committee, comprised of major stakeholders, including NAMI, the ARC, University affiliated 
programs, medical schools, boards, agencies, guardianship agencies, protection and 
advocacy agency, and key staff from both systems, is in the process of identifying best 
practices; recommending ways to overcome barriers between systems; and training staff in 
both systems.   
 
Training efforts to date include participation at an AAMR national conference (225 people) 
and a series of regional trainings at state hospital sites around inter-systems issues, which 
trained 675 people.  Other planned training exercises are clinical training based on the 
University of Kansas curriculum; training state hospital social workers in basic components 
of mental retardation/developmental disabilities; joint training with developmental centers; 
and training select state hospital staff on the Ohio Eligibility Determination Instrument used 
for assessing function and eligibility for mental retardation/developmental disabilities 
services.  In addition, Centers of Excellence (formerly known as University Affiliated 
Programs) serve as an excellent training resource. The Centers of Excellence offer training, 
consultation, follow-along, research, technical assistance, and further development of best 
practices.  They published a portfolio of best practices and distributed them in training 
sessions around the state (See www.mh.state.oh.us or www.dmr.stae.oh.us).
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A key difference between the systems serving persons with mental illness and persons with 
developmental disabilities is the availability of Medicaid waivers.  Care for persons with  
developmental disabilities can be funded by Medicaid home and community-based services 
waivers, if the person meets an ICF-MR level of care; participates in active treatment; can 
have health and safety insured; does not exceed institutional cost (usually averaged over 
the entire waiver caseload).  As a result, the Ohio system is able to access almost $300 per 
day through waivers to care for consumers with developmental disabilities.   The state is 
also exploring a new waiver that would fund up to $600/per day of care.  While this rate is  
more than the cost of ICF-MR care, the cost is averaged out over entire waiver population 
so an individual=s cost can be higher. 
 
Presenters cited several creative financing strategies being used to serve this dually 
diagnosed population.  In one urban county, the developmental disability system formed an 
ACT team and became a contract agent of the mental health board. The mental health 
board=s clinical director serves as the medical doctor of the ACT team.  As a result, funding 
for dually diagnosed consumers can be drawn from both systems.   In another Ohio county, 
one of the large community mental health centers is considering becoming a home and 
community-based treatment provider for the developmental disability system 
 
To guide the financing and service delivery, the Advisory Committee  developed a values 
statement.  The statement reads, AThe Ohio Department of Mental Health and Ohio 
Department of Mental Retardation/Developmental Disabilities, and Board and agencies in 
each system have a necessary, equal, and shared responsibility to: 
 
80. ensure that needs are determined on the basis of comprehensive and thorough 
diagnostic assessment of mental health and developmental needs of each individual   
 
81. ensure that needs are not based solely on either mental health assessment or 
diagnosis or developmental assessment or diagnosis 
 
82. ensure that individuals needs are met in a way that preserves dignity, offers choices, 
and improves his or her health and safety 
 
83. ensure that access to services is equitable 
 
84. ensure that access to services is based on need 
 
85. work collaboratively with other systems serving this population. 
 
In keeping with the spirit of these values, phrases such as Aprimary diagnosis@ (that have 
traditionally been used to screen out individuals from services) no longer have relevance 
nor should they be used in determining service delivery to persons with mental illness and 
developmental disabilities.@    
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The work group outlined its Best Practices Recommendations for Assessment and 
Evaluation.  These best practice tenants stated that assessments should: 
 
86. take place over an extended period of time with this population and occur in the 
settings in which the person normally functions (home, school, workplace) 
 
87. be conducted by people who are skilled and knowledgeable in this area 
 
88. take into account the biospychocial needs of the person 
 
89. include review of clinical records in vivo behavioral observations, and interviews with 
multiple people who know the individual 
 
90. incorporate examination of historical records and interviews with family members.  
All medical developmental history (especially pre-natal and birth) and social history are 
important.  
 
91. aim for identifying areas of need and required services required instead of labeling 
 
92. serve as the foundation for the treatment plan for change and to include areas of 
strength for each individual   
 
93. involve informant tag-alongs who are very knowledgeable about the individual and 
his/her life, particularly as records can be incomplete, absent, or incorrect..  Involve that 
person in the planning meeting after obtaining appropriate releases.  
 
94. continue after the initial evaluation is completed as assessment is an ongoing 
process.  Assessment must be concurrent with treatment as mental illnesses change over 
time and with treatment.  
 
95. be comprehensive, thorough and interdisciplinary 
 
96. include a thorough physical examination.  Eliminate the possibility that symptoms 
have a medical cause prior to looking for mental illness. 
 
Dr. Svendsen and Mr. Schroeder outlined some ideas for Medical Directors interested in 
strengthening partnerships with the developmental disability community.  These steps 
included: 
 
97. form partnerships with state advocacy organizations for people with mental 
retardation/developmental disabilities.   Encourage NAMI to talk to the ARC. 
 
98. find one ally in the other system and advocate together 
 
99. investigate the National Association for the Dual Diagnosis (see www.thenadd.org) 
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to identify nearby NADD members 
  
100. recognize excellence in practice and encourage good clinical work with this population. 
 
Medical Directors then formed small discussion groups and, using a discussion matrix, talked about 
how they might further their efforts to serve people with co-occurring mental illness and mental 
retardation.  They then shared some of their comments and observations with the large group.  Their 
comments included: 
 
101. Different opportunities exist when mental health and developmental disabilities are in the 
same department.  
 
102. Regulations in a few states prohibit developmental disability staff from drafting behavioral 
plans for the department of mental health. 
 
103. A common best practice was locating a mental health professional with this expertise who 
could serve as a roving consultant. 
 
104. In some states, the mental health and developmental disabilities systems have no 
communication with each other.  
 
105. The developmental disability field is better at individualizing services, while the mental 
health field is better with children=s services. 
 
106. One state recently invited developmental disability representatives to participate in a bi-
annual statewide training meeting to foster mid-level connections and understanding. 
 
107. Polypharmacy is a concern with this population.  Guardians and support teams may oppose 
reduction in drugs initially.  Yet, it is important to differentiate a person=s behaviors and determine 
which behaviors serve as communication, which behaviors are related to the developmental 
disability, and which behaviors are related to a mental illness. 
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Tuesday, October 8, 2002 
 
Mental Health=s Response to Terrorism  
 
Section Chair:  Steven Steury, M.D. 

(District of Columbia) 
 
Faculty:  Kevin Ann Huckshorn, R.N. 

Director 
Office of Technical Assistance 
National Association of State Mental Health Program Directors 
Alexandria, Virginia 

 
Steven Steury, M.D. 
Chief Clinical Officer 
Department of Mental Health 
Washington, D.C.  

 
Kevin Huckshorn relayed that, prior to 9/11, SAMHSA had approached NASMHPD and requested 
assistance in reviewing state disaster plans.  NASMHPD collected and reviewed the current plans 
from thirty states.  The review revealed that plans were variable and incomplete; some plans were 
only two pages, while other plans that had no reference to mental health.  Plans from states that 
received funding after 9/11 were more complete and had at least one person assigned full-time to 
emergency response.  However, most states gave the title of Disaster Plan Coordinator to a staff 
person with multiple other roles.  
 
Ms. Huckshorn also described NASMHPD=s efforts to develop a guiding template for state mental 
health disaster plans. In addition to reviewing state disaster response plans, NASMHPD talked to 
multiple key informants, convened a national experts work group, and examined federal emergency 
management guidelines.  The resulting template is in the final review stages and should be available 
by early 2003.  
  
The philosophy behind the template is an Aall hazards@ approach to disaster response.  All hazards 
signals a new view of disaster response, which traditionally targeted certain disasters affecting 
certain populations.  In previous disaster planning, mental health systems often were not even 
invited to the planning table.  The comprehensive all hazards approach includes all stakeholders; 
assigns responsibilities for carrying out specific actions in emergencies; sets forth lines of authority 
and organizational relationships; describes how people and property will be protected in 
emergencies; identifies personnel, supplies and other resources that will be available; and identifies 
steps in addressing litigation.   
 
During times of budgetary constraints, disaster planning typically is not a high priority.   However, 
the process of disaster planning is equally important as the plan itself.  The relationships that are 
formed and defined during the planning process need to be in place before disaster occurs.  During 



 115. assessment.  The expert work group will consider appropriate tools for the assessment stage 
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the planning process, individual and organizational relationships are solidified; responsibilities are 
identified and assigned; multiple plans are integrated; and accurate identification of available 
resources occurs to guide the scope of plan. 
 
Ms. Huckshorn outlined the following guidelines for developing a all hazards disaster response plan: 
 
108. involve key planners who know the culture of the state and the major players  
 
109. review other state plans 
 
110. err on the side of over inclusion 
 
111. have a leader but share the work 
 
112. involve representatives that can make decisions for the organizations they represent 
 
113. keep timelines and expectations realistic 
 
114. have departments and organizations do what they do best. 
 
Prior to a disaster event, Ms. Huckshorn urged public mental health systems to establish common 
definitions; forge important relationships; identify mission, purpose and legal obligation of the 
SMHA; approach planning from a public health perspective; identify priority and at-risk populations 
(e.g., children at risk for retraumatization); develop a common and nationally consistent definition of 
what constitutes a mental health disaster; and have a plan for ongoing needs assessment if disaster 
activities continue.  After the disaster event, mental health systems should be prepared to offer 
accurate and timely public education, as well as manage the influx of volunteers and offers of 
assistance.  
 
The plan itself should contain a signature plan, table of contents, and an executive summary.  The 
plan also should address who receives the plan; the general assumption of SMHA liability; necessary 
tasks and responsibilities; coordination of other entities; processes for record keeping  (particularly 
important to access emergency funds that will be available later); management of volunteers; 
medications; and legal issues (e.g., state licensing laws, confidentiality, informed consent, and 
liability). 
 
Ms. Huckshorn also outlined the NASMHPD/NTAC activities related to disaster response planning 
for 2002-2003.  NASMHPD plans to (1) convene another experts focus group to review the All 
Hazards Mental Health planning document; (2) identify guidelines for technical assistance; and 
recommend clinical practice standards for responders; (3) develop All Hazards Mental Health 
planning curriculum; (4) convene faculty for ATrain the Trainer@ events; and (5) provide five training 
events for disaster planners and key stakeholders from five states (to reach a total of 25 states). 
Ms. Huckshorn also shared the clinical practice standards to be developed which will guide mental 
health systems in their response to disasters.  These standards include the stages of: 



 

124. Department staff have plastic containers for satellite phones and blackberry devices to 
facilitate phone and email communication during a disaster.  
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(e.g., BPRS, CASE, MAST, BECK, Anxiety) and offer recommendations around training and 
logistics.  
 
116. intervention.  The work group will examine intervention models, training, and strategies for 
deployment. 
 
117. evaluation. Evaluation recommendations will include strategies for data gathering and 
measuring outcomes.  
 
When discussing whether SMHAs prepare for specific hazards (e.g., bioterrorism) or prepare for all 
hazards, Ms. Huckshorn shared that states need to be guided by probability and history to assess the 
risk of specific hazards.  In particular, planning for terrorism requires assessing potential hazards and 
associated risks, potential targets, description of terrorist incident management protocol, description 
of response to HAZMAT or biomedical agents, and plans to coordinate with health and medical 
entities. 
 
During the discussion, several Medical Directors relayed lessons learned from their experiences of 
responding to disasters, including the events of 9/11.   
 
118. Flexibility and creativity are important to function in those settings and circumstances.   
 
119. Responders will be sleep deprived, overstimulated and not prepared for how disturbing the 
experience is.  It is important to provide a safe setting for first responders to release their intensity, 
as well as rotate them out.   
 
120. It is essential that public health and mental health systems work closely with the Red Cross.  
 
As part of the panel presentation, Dr. Steury discussed the District of Columbia=s response to 9/11 
and anthrax exposure and deaths.  The D.C. Department of Mental Health is involved in the all 
hazards plan set up by the federal government and D.C.=s disaster plan.  While the Department is 
working out the details of the various relationships, the mental health system expects to be involved 
in future disaster responses in the following ways: 
 
121. While Red Cross will provide shelter to the general population (as necessary), the D.C. 
Department of Mental Health will provide shelter to people who are psychotic.  
 
122. D.C. Department of Mental Health will provide mental health support for volunteers during 
urban search and rescue activities.   
 
123. As the national pharmaceutical stockpile does not contain psychiatric medications, D.C. 
Department of Mental Health has set aside funding to purchase an emergency stockpile of 
psychiatric medications as part of the emergency plan.   
 



 129. Public mental health systems need to be alert to other psychosocial implications after a 
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With FEMA money received in December 2001, the Department did global outreach, including 
knocking on neighborhood doors, specialized outreach to the deaf and hearing impaired 
communities, and work with La Clinica and the Latino community, which was greatly affected by 
the loss of 100,000 jobs in the hospitality industry after 9/11.  The Department also provided support 
for schools and worked with Children=s Hospital which contracts with school nurses.  In addition, 
the Department reached out to African American teenagers by partnering with a church and hiring 
paraprofessional health workers to conduct outreach.  Finally, in response to the anthrax exposure 
and deaths at D.C.=s Brentwood post office, the Department of Mental Health has been providing 
support to postal workers, from providing information to workers as they stood on line for 
antibiotics to holding ongoing information meetings and support groups.  
 
With SAMHSA funding, the Department has formed a community crisis response network.  The 
network includes the DC Hospital Association, La Clinica, Whitman Walker Clinic, and members of 
the George Washington University faculty.  The network anticipates providing training and 
developing a registry of trained professionals who can provide crisis response.    
 
Dr. Steury discussed the different types of crisis response training available: Red Cross training; 
National Organization of Victim=s Assistance (NOVA); and training on Critical Incident Stress 
Debriefing (CISD).  The Department of Mental Health elected to have eighty people trained with the 
NOVA model (consisting of forty hours over two weekend).  The Department is now looking to 
develop its own training, particularly to emphasize the need for cultural competence.  
 
A Medical Director who also belongs to the American Association of Community Psychiatrists 
(AACP) shared some of AACP=s activities.  AACP  held a meeting in July 2002 to address crisis and 
all hazards response. The expert group discussed the response of mental health professionals and the 
different levels of training needed, from the Aquick and dirty@ psychological first aid to a more 
extended response.  
 
During the discussion period, Medical Directors offered a range of comments, including: 
 
125. The current interest in disaster response represents an opportunity for mental health to build 
its infrastructure to respond to bioterrorism and other disasters. 
 
126. Mental health systems need to think through the different phases of response needed, from 
crisis intervention and crisis debriefing to longer-term interventions.  
 
127. By establishing proactive relationships, mental health can partner successfully with other 
major responders (e.g., Red Cross) and negotiate the boundaries.   
 
128. Should mental health systems conduct case finding and seek out certain people with prior 
history who may be at greater risk after a disaster?  What are the confidentiality issues in that 
scenario?  
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disaster like 9/11, particularly the incidence of xenophobia and victimization of target groups.   
 
130. Some literature indicates that numbness and withdrawal are more predictive of long- term 
impairment than sleeplessness and anxiety.  Thus, people who come to crisis drop-in centers may not 
be the ones who end up with serious psychological impairment.  Mental health systems need to be 
clear about which interventions help which groups. 
 
131. Discussion at SAMHSA=s national summit on disasters in the fall of 2001 suggested that first 
responders and victims did not welcome intervention from mental health professionals and preferred 
approaches by clergy or other faith-based representatives.   
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Lessons for State Clinical Directors From Business Management 
 
Section Chair:  Alan Q. Radke, M.D. 

(State of Minnesota) 
 
Faculty:  Dana Kellis, M.D., M.B.A., C.P.E.  

Senior Vice President and Chief Medical Officer 
Pinnacle Health System 
Harrisburg, Pennsylvania 

 
Dr. Radke introduced the session on business management by referring to a table from The 
Physician Executive, Second Edition, an American College of Physician Executives publication.  
The table outlined the traditional differences between physicians and managers and suggested that: 
 
132. A physician is autonomous and makes decisions alone. 

A manager uses team work and probably involved in a line of reporting. 
 
133. A physician works one-to-one. 

A manager  works primarily in groups. 
 
134. A physician is patient-oriented. 

A manager is organization-oriented. 
 
135. A physician is empathetic. 

A manager is objective. 
 
136. A physician is crisis-oriented. 

A manager is a long-range planner. 
 
137. A physician is quality-oriented. 

A manager is cost-oriented. 
 
138. A physician enjoys immediate tangible results. 

A manager must delay gratification. 
 
139. A physician is accustomed to controlled chaos. 

A manager has a planned schedule with more inherently flexibility. 
 
140. A physician sees people as immaterial or objects. 

A manager views people as resources to be managed. 
 
141. A physician is a doer. 

A manager is a delegator and gets things done through others. 
142. A physician reacts. 

A manager proacts. 



 

152. are in the position for the right reasons.  They want to be a change agent, to address quality 
and safety issues in a responsible way, to work with others, and to be a team leader.  The wrong 
reasons consist of fatigue in the physician role and the desire to escape the health care system. 
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143. A physician is authoritarian in practice style. 

A manager delegates authority and has participatory style of leadership. 
 
144. A physician has a specialist orientation. 

A manager has a generalist orientation. 
 
145. A physician is a classical scientist. 

A manager is a social scientist. 
 
146. A physician is discipline-oriented. 

A manager is socially oriented. 
 
Dr. Kellis provided a context for the discussion by sharing some details about the growing health 
care crisis.  As patients are being left behind while budget cuts and politics take over, the health care 
field needs leaders who can take charge, identify issues, and implement solutions to make the system 
work.  He outlined several keys to success for physicians who move into the executive office.  The 
characteristics and traits included: 
 
147. follow-through.  Executives who are unable to follow-through cannot be effective. 
 
148. team-centered.  An executive needs to communicate well to many individuals.  The 
administrative team, board, and medical staff need to buy into the process and direction the 
executive wants to go.   
 
149. strong business knowledge base 
 
 
150. organizational diagnostician.  There will be too many problems for any one person to fix.  
The effective executive find those problems where he or she can make a difference. 
 
151. commitment to the organization.  Staff need to know that the executive is committed to their 
success. 
 
Dr. Kellis reported that relatively few physicians serve as executives.  In 1972, over 11 percent of 
U.S. hospitals had a physician serving as C.E.O.  In 2002, less than 3 percent of physicians are 
CEOs.  Despite their small numbers, there are distinct advantages to having physicians in leadership 
roles.  Physicians know the language/culture and have a thorough understanding of the health care 
system=s inadequacies.  In addition, physicians are intelligent, have a strong work ethic, and a strong 
patient orientation.   
 
Dr. Kellis suggested that physicians who succeed in leadership roles:  



 

162. Another Medical Director pointed out that physician leaders need to have both sets of 
qualities referenced by Dr. Radke.  Many of the manager=s characteristics are qualities that 
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153. have the right expectations.  Successful physician executives understand that change is a 
process which might take months or even years  - not an event.  Administration is hard work with 
long hours.   
 
154. have the right plan.  These leaders have some experience serving as administrators.  
Physicians might travel the path of Medical Director to Chief Medical Officers to Chief Operating 
Officers to CEO.  In addition, executives need an academic degree, typically master=s level training. 
 Such degrees are the Master of Business Administration, the Master of Health Administration and 
the degree sponsored by the American College of Physician Executives.  
 
The successful physician executive must have a solid understanding of the following concepts: 
 
155. ownership.  Leaders need to take personal responsibility for what happens, even when that 
territory is owned by someone else.  As a result, a leader has to work through and with people to 
obtain their buy-in. 
 
156. finance.  Physician executives must understand balance sheets, profit and loss statements, 
cash flow statements (specifically health care statements), the difference between capital and 
operating dollars, principles of cost and health care accounting, and principles of budgeting. 
 
157. negotiation.  Leaders should understand power and influence. They strive for win-win 
positions. 
 
158. legal issues.  Physician executives should understand legalities around HIPAA, IMPALA, 
rules around transferring patients,  personnel laws, Stark I and Start II, Medicare fraud and abuse 
regulations, and IRS nonprofit issues.  
 
159. quality and statistics.  Physicians executives need to lead the charge when it comes to patient 
safety and quality.   When presenting data, executives need to understand the study=s significance 
and implications. 
 
160. vision.  Leaders need to have a vision for their organizations and communicate that vision 
with staff throughout the organization so they can share in it. 
 
Dr. Kellis presentation spurred a number of comments and reactions from Medical Directors.  The 
following is a synopsis of those comments: 
 
161. One Medical Director stated that he viewed himself as a clinical leader and not a manager.  
His role is to uphold the values of medicine and not get caught up in bureaucratic crises.  In his 
opinion, the leadership role is establishing, maintaining and fighting for values within a bureaucratic 
system that does not uphold those values.  
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physicians should also possess, regardless of whether they are in a  leadership role. 
 
163. A participant agreed that Medical Directors have a dual role, being responsible for both 
patient care and accountable for resource management. 
 
164. To be involved at the decision-making table in a meaningful way, Medical Directors need to 
serve as a liaison or translator.  In that role, he or she can translate clinical concerns (e.g., quality of 
care) into administrative and budgetary language.  
 
165. Ownership means engineering needed change, not necessarily making the change yourself.  
Leaders accept accountability but then turn around and delegate that responsibility. 
 
166. One of the differences between the roles of a CEO and Medical Director is that a Medical 
Director is necessarily a physician whose job is to ensure good clinical care.  The CEO has a less 
differentiated role, needing to balance legal and financial issues with quality of care concerns.  
 
167. It is important to mentor and grow young leaders in psychiatry, general medicine, and in 
public systems.  One Medical Director reached out to fourth year residents interested in 
organizational issues and provided opportunity for them shadow him.   
 
168. Medical Directors need to make decisions that are clinically sound, administratively sound 
and politically sound.  Otherwise, the decisions will not be carried out. 
 
The Symposium concluded with a business meeting where Medical Directors discussed and planned 
future Council activities.  (See separate Medical Directors Council Meeting Minutes).  
 


