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Based in Mercerville, the New Jersey Association of Mental Health Agen-
cies, Inc. (NJAMHA) is a statewide trade association representing 125 non-
profit hospital-based and freestanding mental health organizations through-
out New Jersey.  

Annually, these providers treat hundreds of thousands of children and 
adults with mental health and substance abuse issues.  In total, they employ 
an estimated 85,000 staff. 

NJAMHA’s mission is to champion opportunities that advance its mem-
bers’ abilities to deliver accessible, quality, efficient and effective integrated 
behavioral health, clinical and support services to adults with mental ill-
nesses, children/adolescents and adults with co-occurring developmental 
disabilities and mental illnesses, children/adolescents and adults with co-
occurring addiction and mental health disorders, and children and youth 
with serious emotional and behavioral disturbances.  Families of adult and 
child consumers of services are also provided support and treatment, with-
in a familial context.  

NJAMHA’s Public Policy Platform focuses on NJAMHA’s prevailing issues 
as they impact NJAMHA provider members and the children/youth and 
adults whom they serve.  We welcome feedback from other health care 
stakeholders, legislators and policy makers, and we are open to hearing 
differing viewpoints from those expressed in this document.  

NJAMHA welcomes dialogue as a way of stimulating positive change.  
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NJAMHA supports an immediate solution to address the current critical staffing problems that are 
threatening the continued viability of our community mental health system.  NJAMHA is calling on 
the New Jersey Legislature to include a 3.6 percent cost of providing care increase in the Fiscal Year 
2009 budget, based upon the Consumer Price Index (CPI) for the Northeast Region, to ensure that 
agencies can continue providing quality services to New Jersey’s most vulnerable populations.

Due to the steady erosion of funding, nonprofit mental health provider organizations continue to ex-
perience difficulty in the recruitment and retention of mental health care workers, ranging in position 
from screeners, to psychiatrists to nurses. Among the final recommendations of the Governor’s Task 
Force on Mental Health, were the elimination of the salary disparity between the State and non-profit 
sectors by implementing a three-year plan to bring salaries in the community mental health system 
up to par with state salaries; the assignment of a permanent index upon which to base increases in the 
total cost of community care contracts on an annual basis; and to improve benefits for community 
workers.

NJAMHA conservatively projects that what the community system desperately needs is an investment 
of $210 million, phased over a three-year period, to address the salary disparity between community 
mental health care workers and State workers who provide similar services and to obviate the need for 
more expensive, and clinically unnecessary, institutional care.

New Jersey’s community nonprofit provider staff delivers comparable services to those employed by 
the State, are closely held to stringent State regulations that are routinely monitored through State site 
visits and national accrediting bodies, and frequently treat the same individuals, yet their compensation 
remains substantially less than that of State employees.  

With starting salaries considerably 
lower than comparable positions 
with the State and lower salary 
ranges, less comprehensive benefits 
and minimal Cost of Living Adjust-
ments (COLAs) on an inconsistent 
basis, community mental health 
care employees are at a significant 
disadvantage.

As a result, it is common for mental 
health care staff to leave their posi-
tions in the community for higher 
paying jobs at the State, which also 
provide more comprehensive and 
attractive benefits. Positions such as 
nurses, psychiatrists, and case man-
agers, all of who serve some of the 

most at-risk children and adults in 
the State in need of immediate and 
comprehensive care, are left un-
filled for months at a time. Unable 
to fill this void, community mental 
health providers are forced to ask 
their remaining staff to fill the gaps 
and ensure that there is no lapse 
in delivery of services, which causes 
staff burnout and contributes to 
loss of staff.

This situation has worsened over 
the years and is approaching cri-
sis proportions. The community 
mental health system requires ad-
ditional funds, as substantiated by 
the Governor’s Task Force on Men-
tal Health, to employ and maintain 

Inflation has far outpaced the contract increases 
afforded community mental health providers over 
the last 10 years…Even a cost-of-living adjustment 

(COLA) of 3.6 percent, based on the more modest 
Northeast Urban Consumer Price Index (CPI), in 

State Budget FY 2009, would not enable providers 
to fully keep pace with double digit increases in 

expenses.
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a sufficient supply of high-quality 
workers as mandated by the State. 
Without enough staff to meet the 
demands of New Jersey’s popula-
tion, community mental health 
centers will be forced to close their 
doors on the State’s most vulner-
able citizens, causing their health to 
deteriorate and creating a poten-
tially dangerous and life-threaten-
ing situation, not to mention lead-
ing to costly hospitalizations, family 
disruption, emergency room visits, 
incarcerations and homelessness.

For too long, the State has failed 
to sufficiently appreciate that the 
community mental health system 
is providing the vast majority of 
treatment and support services to 
persons with serious mental illness-
es and to children with emotional 
and behavioral disorders. The State 
has also failed to provide the neces-
sary funding that will enable com-
munity providers to continue to 
deliver clinically necessary mental 
health services at levels that meet 
the growing demand.  It is time to 
recognize that in order to deliver 
competent, effective services, qual-
ity staff must be recruited and 
retained.  This is why NJAMHA 
supports and encourages further 
legislative initiatives, such as those 
that led to the enactment of the So-
cial Services Student Loan Redemp-
tion Program Act (P.L.2005, c.157).  
The State Legislature advanced the 
related loan redemption bills, rec-
ognizing the necessity of a stable 
work force in the nonprofit sectors 
of care, including mental health.  

The Legislature also acknowledged 
that the staffing crisis is expected 
to worsen over the next two de-
cades. The Loan Redemption Pro-
gram is an excellent mechanism to 
begin to address the issues of staff 
recruitment and retention in the 
nonprofit system of care, where in-
adequate and noncompetitive sala-
ries continue to plague nonprofits.  
Unfortunately, since the funding is 
capped, the program has not nearly 
reached the substantial number of 
staff who qualify; however, NJAM-
HA wholeheartedly thanks the Leg-
islature for increasing the funds 
in the FY 2006-2007 State budget 
that allowed some expansion of the 
program, but there remains a dire 
need to annually increase the funds 
to address the staffing needs of 
nonprofit mental health and other 
social service programs.

Inflation has far outpaced the 
contract increases afforded 
community mental health pro-
viders over the last 10 years, 
leaving them on the brink of a 
financial crisis.  Even a (COLA) 
of 3.6 percent based on the 
more modest Northeast Urban 
Consumer Price Index (CPI), in 
State Budget FY 2009, would 
not enable providers to fully 
keep pace with double digit in-
creases in expenses including 
utilities, employee health insur-
ance coverage, and gasoline for 
agency vehicles used to trans-
port consumers.  Most certain-
ly, such an increase, while wel-
come and critical as a stopgap 
measure, would not come close 
to making up for the years of 
underfunding. 

New Jersey gives its State Depart-
ments increases every year to ad-
dress the mandatory increase in 
costs associated with providing 
services; however, community pro-
vider agencies, which deliver the 
actual community services on the 
State’s behalf are the only compo-
nent that does not receive an an-
nual increase.

Further contributing to the issue of 
inadequate financing of nonprofit 
provider organizations relates to 
public employee contracts, which 
have further widened the salary gap 
between employees in the commu-
nity nonprofit mental health system 
and those who provide comparable 
services for the State. This has re-
sulted in a serious staffing crisis that 
threatens to undermine the stability 
and viability of New Jersey’s adult 
and child community mental health 
system.

Community provider cost-of-living 
rate increases, when provided at all, 
have frequently been lower than 
inflation and are always suscep-
tible to reduction or even worse, 
elimination in years of State budget 
shortfalls, which have been experi-
enced by the State in recent bud-
get cycles.  Failure to provide suf-
ficient inflationary increases to the 
nonprofit service providers may 
result in the erosion of community 
mental health services.  Community 
providers need to pay for salary in-
creases for staff and must provide 
for other escalating annual infla-
tionary increases in their budgets. 
If reimbursement levels from the 
State are too low, and State levels 
of service requirements remain the 
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same, some community providers 
may stop providing services for the 
State or reduce the services they 
routinely provide in order to not 
compromise quality. 

According to the Governor’s Task 
Force on Mental Health, convened 
by former Governor Richard Codey 
to assess the status of New Jersey’s 
mental health system and make 
recommendations to strengthen 
its foundation, in its final report 
(March 31, 2005), the Task Force 
observed that “…with the exception of 
FY 2004, cost of living adjustments in 
state funding for community mental health 
services have been half or less than half 
of the annual rate of inflation for the past 
15 years. During this time, nearly all com-
munity mental health provider agencies’ 
financial ratios have been reduced dra-
matically; many have dropped below one. 
Cash reserves are so low that many centers 
cannot operate for more than a few weeks 
without additional finances. More impor-
tantly, the lengthy history of underfunding 
has led to a staff salary structure that 
is seriously non-competitive; the resulting 
high staff turnover ratio throughout the 
system threatens the quality of consumer 
mental health care and services in every 
program. Services provided by the non-
profit community of care saves the State 
money as these services directly contribute 
to the redirection of individuals in need 
from costly State and county psychiatric 
hospitals and expensive emergency room 
care.  These services must be sufficiently 
funded or else the State will surely end up 
paying more.”

Community providers struggle with 
unfilled vacancies in programs serv-
ing persons with serious mental ill-
nesses and children with emotional 

and behavioral health disorders. 
The waits for services have increased 
because experienced and qualified 
staff are leaving their positions at 
nonprofit provider organizations to 
secure higher paying jobs with the 
State.

Workers in the community mental 
health care system historically have 
been underpaid. When compared 
to State employees with similar ex-
perience and job titles in State psy-
chiatric institutions, New Jersey’s 
mental health community workers 
receive significantly lower salaries 
and far fewer benefits. There is a 
substantial discrepancy between 
the wages and benefits of employ-
ees at community nonprofit men-
tal health facilities and those who 
provide almost identical services for 
the State.

In every job category, the entry 
level State salary in New Jersey (in 
2001, approximately $40,999 for 
an entry level social worker in New 
Jersey State Hospitals vs. $28,000 
for an entry level community men-
tal health social worker in the non-
profit sector) is at least 30 percent 
to 90 percent higher than the com-
munity entry level salary.  Like-
wise, benefits are richer for State 
employees as compared to those in 
the nonprofit community.

The gap widens as State workers 
receive State-union negotiated in-
creases in addition to built-in salary 
range increments. Meanwhile, com-
munity workers are only allotted 
meager increases afforded by occa-
sional COLAs as determined by the 
State within the annual State bud-

get appropriations. These increases 
have historically ranged from 1 per-
cent to 2 percent and have even 
been denied in certain fiscal years 
(FY 2003-2004 being the most re-
cent fiscal year with no COLA).

The small increases afforded to 
community mental health providers 
must be thinly spread across wage 
increases and ever-increasing gen-
eral administrative costs, insurance, 
transportation, rent, utilities and 
other supplemental costs to keep 
programs operational. Community 
agencies are receiving health insur-
ance increases of 11.3 percent or 
more; workers compensation costs 
have increased by as much as 50 
percent; and staff have not received 
adequate salary increases.  Without 
suitable State increases, community 
providers will face serious obstacles 
in maintaining services.

The result of this untenable situation 
is the inability of many agencies to 
hold onto skilled and experienced 
employees and to recruit new staff 
to fill vacancies. The turnover rate 
in some organizations can reach 
as high as 125 percent–with some 
positions becoming vacant twice in 
one year. Of utmost concern, va-
cancies all too often last more than 
six months in several high-risk pro-
grams, such as the Programs for 
Assertive Community Treatment 
(PACT) and Integrated Case Man-
agement Services (ICMS), which 
serve predominantly individuals 
discharged from State institutions 
who have serious mental illnesses, 
are treatment resistant and most at-
risk of re/hospitalization.
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NJAMHA supports the establishment of an annualized cost of providing care adjustment for all Department of 
Human Services and Department of Children and Families contracts based upon the Northeastern Wage Earn-
ers CPI, and tied to a stable source of funding. In 2005, Assemblymen Joseph Cryan (D-Union), Francis Blee 
(R-Absecon) and Joseph Vas (D-Perth Amboy) sponsored legislation that called for an annualized cost of living 
adjustment in the Governor’s budget recommendation for private organizations under contract with various 
State departments.  Similar legislation was introduced in the Senate, but no action has been taken on either bill. 
NJAMHA supports this and other legislation that requires the Governor and State Legislature to include an 
annualized COLA for service providers in the community who are contracted with the State to provide clinical 
and support services to New Jersey residents with mental illnesses, and to their families.

NJAMHA also supports the passage of legislation that would allow community providers to join the state health 
and pension benefits package, which provides a much richer benefit for a lower premium than community 
providers currently pay. The addition of more attractive benefit and pension packages would go a long way in 
attracting and retaining qualified staff. This incentive would help to halt the community workforce crisis and 
create a more stable and supportive environment for staff and the adults and children they serve.

Medicaid Rates
To ensure access to quality 
mental health care, and to as-
sure consumer choice of pro-
vider per federal Medicaid reg-
ulations and consumer wishes, 
Medicaid rates must be high 
enough to attract an adequate 
number of clinical profession-
als.  NJAMHA strongly advo-
cates for an increase in New 
Jersey Medicaid reimbursement 
rates to realistically reflect the 
actual cost of providing care in 
the year 2008. 

While the average rate of inflation 
has hovered around 4.5 percent, 
Medicaid reimbursement rates have 
remained largely stagnant in most 
service elements or have fallen far 
behind the real cost of living, mak-
ing it increasingly challenging to at-
tract and retain mental health pro-
fessionals in the nonprofit mental 
health system of care.  
The payments rates at issue, most 

established more than three decades 
ago, have not received a meaningful 
review and adjustment since initial 
implementation. Indeed, an April 2007 
study conducted by Public Citizen’s Health 
Research Group found that New Jersey 
provided some of the lowest Medicaid re-
imbursement rates in the nation.

Medicaid reimbursement rates for 
community mental health services 
have been eroding in New Jersey 
for decades, directly contribut-
ing to the difficulty of nonprofit 
mental health providers to remain 
financially solvent and competitive 
while continuing, against all odds, 
to deliver quality mental health 
care to New Jersey residents, es-
pecially those who are poor or of 
low-income or who have exhausted 
their medical insurance benefits, 
which is very easy to happen since 
mental health benefits are materi-
ally lower than those for physical 
health.  Nonprofit providers serve 

as the safety net for these individu-
als who otherwise would likely not 
be served.

Further illustrating the effect of abys-
mally insufficient Medicaid rates, 
particularly on psychiatric services, 
the New Jersey Psychiatric Associa-
tion conducted a survey in 2004 
to assess mental health needs and 
services in New Jersey.  Among its 
conclusions, the survey found that 
more than 50 psychiatrists from all 
parts of the system who responded 
indicated that poor reimbursement 
rates “…especially from Medicaid” 
were among the top issues, calling 
New Jersey’s rates “embarrassing, 
woefully inadequate” and using the 
$9 per visit reimbursement rate for 
medication monitoring, as opposed 
to the actual cost closer to $60, as a 
prime example. (Mental Health Needs 
and Services in New Jersey, prepared 
by the New Jersey Psychiatric Asso-
ciation Task Force to Assess Mental 
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While the average rate of inflation has hovered around 4.5 percent, Medicaid 
reimbursement rates have remained largely stagnant…Indeed, an April 2007 
study conducted by Public Citizen’s Health Research Group found that New 
Jersey provided some of the lowest Medicaid reimbursement rates in the nation.

Health Needs and Services in New 
Jersey and the New Jersey Psychiat-
ric Association Mental Health Ser-
vices Committee, May 17, 2004).

Immediate relief is necessary to 
provide more resources for com-
munity mental health providers so 
that persons who have mental ill-
nesses will not continue to be ad-
versely affected by lack of access 
to, and continuity of care, due to 
high staff turnover, significant staff 
vacancies and an otherwise un-
dersupply of professional mental 
health workers to handle growing 
caseloads.  As a result of low rates, 
there are waits-for-service averaging 
six weeks across the state, during 
which time adult’s and children’s 
illnesses may worsen, resulting in 
increased high-cost hospitalizations 
and emergency room visits, not to 
mention increased disruption in the 
lives of those affected by mental ill-
nesses and serious emotional and 
behavioral disturbances.

NJAMHA strongly feels that a long 
overdue significant increase in the 
Medicaid rates for nonprofit com-
munity mental health providers is 
part of the solution to the infra-
structure problems that remain in 
New Jersey’s mental health system 
despite welcome and long overdue 
initiatives in the fiscal year 2006 
and 2007 State budgets.  
NJAMHA recognizes the long 
awaited increases in Medicaid fee-
for-service rates, effective Janu-

ary 1, 2008, for services, including 
psychiatric, provided to Medicaid 
beneficiaries under 21 years of age.  
We hope that the rate increases will 
attract more mental health provid-
ers, especially child psychiatrists, to 
the nonprofit mental health system.  
There is presently a dearth of child 
psychiatrists to meet the vast need.  
However, it is essential that for this 
to be an effective solution that en-
hances the ability to provide access 
to quality services in a timely man-
ner, nonprofit mental health or-
ganizations must be able to retain 
revenue generated from Medicaid 
rate increases to address critical di-
rect care and infrastructure needs.  
Also, attention to the needs of the 
adult population is also worthy, and 
NJAMHA will continue to pursue 
similar increases for adult residents 
of New Jersey living with serious 
mental illnesses.

Related to the need for Medic-
aid rate increases, it is impor-
tant to state that any increase in 
Medicaid rates must not result 
in reductions in State contract 
funds; otherwise, there would 
be a nil effect on improving the 
sustainability of the nonprofit 
service sector, which serves as 
the safety net for vulnerable 
children and adults.

NJAMHA further believes that 
such increases must not come at the 
expense of hospital-based mental health 
service providers.  It is recognized that 

New Jersey hospitals are struggling 
financially due to a variety of fund-
ing/payment reductions and inad-
equate reimbursements, while there 
is a growing demand for Charity 
Care.  Moreover, the FY 2007 shift 
from cost-based to fee-for-service 
Medicaid reimbursement resulted 
in cuts to numerous hospital-based 
mental health outpatient and par-
tial hospital programs. These factors 
place further financial pressures on 
hospitals already struggling for sus-
tainability.

The mental health system must be 
appropriately prepared and sup-
ported to assist children and adults 
in New Jersey achieve wellness and 
recovery through access to ad-
equate pharmacological, psychiat-
ric, residential, educational, voca-
tional/career and support services 
needed by this population.  Higher 
Medicaid reimbursement must be 
combined with other State funds 
to keep adults and children, with 
mental illnesses and emotional and 
behavioral disturbances, healthy in 
the community and out of homeless 
shelters, out-of-home placements, 
correctional facilities, hospitals and 
emergency rooms.

I
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Improving children’s and adolescents’ mental health treatment and services continues to be a priority for 
NJAMHA and its members, who provide a full continuum of care for these most fragile youngsters, including 
residential, in-patient, outpatient, partial care, mobile response, youth case management and care management 
organizations. Providers treat children with co-occurring substance abuse and behavioral disorders and develop-
mental disabilities and mental illness, in foster care and aging out of the system. Because of NJAMHA’s decades 
of experience in children and adult mental health services, it is uniquely qualified to assess the full needs of a 
system that must recognize and address the complex problems of families in need and crisis.

A report from the Center for Mental Health Services states that, at any given time, at least one in five children 
and adolescents may have a mental health problem.  Nationally, at least one in 19 or as many as six million 
young people may have a serious emotional disturbance (SED).  In New Jersey, this figure translates into 74,614 
children and adolescents having a serious emotional disturbance with the number of children from 14 to 17 years 
of age expected to increase dramatically in the upcoming years.  Too often, children’s and adolescents’ mental 
health disorders are not recognized and appropriate help is not sought. An estimated two-thirds of all young 
people with mental health problems who need help are not receiving it. 

New Jersey is at a critical juncture 
following the creation of the Depart-
ment of Children and Families and 
the settlement of the lawsuit that 
challenged the State’s child welfare 
system. As the State transforms 
child welfare, it should take this op-
portunity to address the needs of 
the child behavioral health system 
in a comprehensive and system-
atic manner to ensure each child 
and family obtains the treatment 
and services they need to thrive. 

As New Jersey moves forward with 
a strategic plan for Child Behav-
ioral Health Services, families and 
providers must be equal partners 
with the State throughout all lev-
els of the system, from planning to 
implementation to review. Families 
and providers must have meaning-
ful input that reflects their years of 
experience and their understanding 
of the practical implications of poli-
cies and programs.

To develop a model system of care, 
the following changes must be 
made:

Families and providers must be • 
true partners in all phases of 
planning, design, implementa-
tion and evaluation. Strengths 
should be emphasized and weak-
nesses addressed.

Government bureaucracy must • 
be streamlined, coordinated, re-
sponsive and efficient so as not 
to supplant resources that are 
needed for New Jersey’s most 
vulnerable children and fami-
lies

Service models and service • 
costs should be reexamined to 
ensure that funding levels are 
set at competitive rates that al-
low children and families to re-
ceive treatment and services at 
appropriate    
     
     

levels of care. Contract ex-
pectations must be developed 
in direct relationship to ad-
equate and budgeted resources.

System design must reflect lo-• 
cal differences and disruptions 
must be minimized as changes 
are gradually implemented.  

Comprehensive, accurate and • 
community-focused data reflect-
ing the needs of children must 
be gathered.

A full continuum of family-• 
focused, strengths-based care to 
meet the identified needs must 
be provided.

Gaps in service must be rem-• 
edied. The Division of Child Be-
havioral Health Services should 
carefully weigh recommenda-
tions from the University of 
South Florida report, “Inde-
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pendent Assessment of New 
Jersey’s Children’s Behavioral 
Health Care System,” October 
2006, in addressing these gaps.

Adequate funding must be pro-• 
vided to support sufficient, ex-
perienced staff and optimum 
caseloads, as well as the ability 
to support these services

Medicaid rates must reflect • 
actual costs and support best 
practices.

Unfunded mandates should be • 
eliminated and the billing/re-
imbursement process must be 
streamlined and improved to as-
sure services are promptly and 
accurately reimbursed.

Comprehensive training must • 
be provided at the State and 
local levels and be inclusive of 
providers and families.

Care coordination must be • 
moved from the Contracted 
Systems Administrator to the 
community.

Realistic outcomes must be • 
identified, tracked and evalu-
ated through a benchmarking 
process.

Stakeholders must be involved • 
in a process to steer the treat-
ment approach to evidence-
based practices.

Background

After years of upheaval and nu-
merous changes, it is time for the 

State’s behavioral and child welfare 
systems to get back on track and 
develop a stable system of care. Un-
fortunately, the focus on enforce-
ables of the child welfare lawsuit 
has often short-circuited the child 
behavioral health system’s prog-
ress, while constant redirection has 
made it difficult to gain a sense of 
stability. 

While the State has made inroads in 
improving the children’s system of 
care, gaps in the system, inadequate 
capacity, and insufficient funding 
have jeopardized the well-being of 
children and created hurdles for 
families. We must ensure that the 
full spectrum of needed care is avail-
able and fully integrated in order 
to avoid crises similar to those that 
plagued the child welfare system.

Core Values

The child behavioral health system 
must be child-centered and family-
focused, with the needs of the child 
paramount in decision-making. 
The family must have meaningful 
involvement and participation in 
every aspect of the system. The sys-
tem must be community based and 
culturally and linguistically compe-
tent.

Each child should be served in the 
least restrictive environment based 
on individual needs at the most 
appropriate place at the most ap-
propriate time. To achieve this aim, 
a broad spectrum of appropriate 
services and placements must be 
available and the system must be 
designed to assign children based 
on their needs assessments, not on 

funding streams, convenience or 
current availability.

Provide Appropriate Treatment 
and Services
It is not possible to achieve these 
goals without making the appropri-
ate and strategic corrections across 
the entire child behavioral health 
system. The system must be driven 
by the needs of children and fami-
lies. It is imperative that the State 
have accurate, complete data to de-
termine the full spectrum of neces-
sary services. 
New Jersey must conduct a com-
prehensive evaluation to assess the 
true needs of the State’s children 
and families. The data must be com-
prehensive, meaningful, and reliable 
and reflect the needs by region. In 
assessing need, the state should rec-
ognize the many factors that cre-
ate system gaps. For example, when 
assessing the need for additional 
residential beds, there must be a 
recognition that some beds may be 
currently assigned to children who 
could be better, more appropriate-
ly and less expensively served in a 
less restrictive location if additional 
services were available.

Once the needs are identified, the 
full spectrum of care must be avail-
able. The continuum of care must 
include: residential, screening, mo-
bile response, inpatient, partial hos-
pitalization, partial care, outpatient, 
group homes, in home, substance 
abuse, crisis intervention, fam-
ily support, intensive case manage-
ment, moderate case management, 
and community care management. 
As New Jersey has instituted a new 
system of care, there has been an 
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dren and families, providers will be 
unable to recruit enough personnel 
to staff their programs, hampering 
the delivery of these critical ser-
vices. These personnel, under the 
supervision of a clinical supervi-
sor, have the appropriate skills to 
perform their duties and meet the 
needs of children. 

With the new time limits on in-
home care and increased licensing 
standards, more children will need 
to turn to outpatient care to obtain 
the needed therapy. And while the 
recent—and long overdue-- increase 
in children’s outpatient Medicaid 
rates is expected to improve access 
to services, it will take time for the 
system to respond to the increased 
rate. Additionally, NJAMHA is 
concerned that the State may see 
the increase in Medicaid as an op-
portunity to reduce contract dol-
lars elsewhere. If the State provides 
resources with one hand and takes 
away resources with the other, New 
Jersey’s children will not experience 
the necessary increase in access to 
reduce waits for service.

Impact of Insufficient Services

The impact of the insufficient 
services is also seen in emergen-
cy rooms, where children going 
through screening are subject to 
excessive and often unnecessary 
delays, often due to hospital medi-
cal clearance requirements. Due to 
the physical limitations of screen-
ing centers, children in screening 
are maintained in a shared environ-
ment with adults, often exhibiting 
agitation and other behaviors that 
may negatively affect children. 

undervaluing of the more tradition-
al clinical care programs, resulting 
in a serious lack of needed services. 
While the goal should be to pro-
vide the least restrictive environ-
ment for services, clinical settings 
are necessary at times to stabilize 
children, carefully monitor the ef-
fectiveness of medication and pre-
pare them for stability in home and 
school settings. Adequately funded 
clinical settings that accommodate 
these needs must be available.

Other significant gaps in the cur-
rent system of care include inad-
equate specialized residential ser-
vices, outpatient services, a lack of 
options for children “aging out” of 
the system, and a significant short-
fall in the number of child psychia-
trists. These gaps result in children 
remaining in levels of care that may 
not be appropriate and therefore 
more costly. As noted in the 2006 
University of South Florida report, 
“The service array is not meeting 
the needs of all the youth enrolled 
in the system… The local and State 
systems would benefit from collab-
oratively engaging in the explora-
tion of evidence-based practices and 
programs, and resources and fund-
ing mechanisms to support services 
expansion” (pages 120-121).

Adequate Financial Support

As a more adequate level of service 
is identified, funding must follow. 
This would serve as an investment 
in our youth and would enable the 
State to save resources.  For exam-
ple, inadequate Medicaid funding 
for children’s psychiatric services 
in community-based programs has 

contributed to the lack of child 
psychiatrists and long waits for ser-
vice. The recent increase in rates for 
child psychiatrists can help address 
this problem, but the State must 
monitor the impact of the increase 
to assess whether additional steps 
are necessary to ensure adequate 
access to service.  

Additionally, long-standing inade-
quate Medicaid rates for outpatient 
services has created long waits, push-
ing children to more expensive 

in-home services. As NJAMHA has 
noted, many of these children could 
be served more appropriately and 
less expensively in the outpatient 
settings. The state has recently pro-
posed numerous changes to remedy 
this situation. 

NJAMHA is supportive of estab-
lishing regulations for the provision 
of BA-IIC services and ensuring that 
the service is clinically appropriate 
and effective. However, it is critical 
that the determination of the most 
appropriate level of care be made 
on clinical criteria, not be based on 
arbitrary time limits or purely in an 
effort to save resources. Addition-
ally, the State should not attempt 
to right-size and restrict in-home 
services without ensuring the provi-
sion of sufficient outpatient services 
and other programs. 

Of greatest importance, the State 
should not prohibit licensed social 
workers from providing services 
when they are under appropriate 
supervision. Since there are insuf-
ficient numbers of licensed clinical 
personnel to meet the needs of chil-
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Numerous steps should be tak-
en to steer children who do not 
need medical care away from the 
emergency rooms. More funds are 
needed to conduct more screening 
outreach to schools, in homes, in 
community mental health centers 
or other community settings.

Attention to State policies gov-
erning programs for children who 
are acting out must be scrutinized 
to assure that these children are 
contained in their program to the 
greatest extent feasible to avoid un-
necessary and disruptive referrals 
to the crisis system of care.  Chil-
dren’s system of care programs 
must maintain ample staffing and 
allow sufficient lengths of stay to 
fend off crises.

As in the adult mental health system, 
many portions of the child behav-
ioral system suffer from a 20 to 30 
percent compensation gap between 
entry-level staff at community be-
havioral health care provider agen-
cies and State employees with similar 
responsibilities. This situation leads 
to high turnover and vacancy rates, 
with some programs reporting a 50 
percent turnover rate annually and 
25 percent vacancy rates. This situ-
ation can cause turmoil in the lives 
of children and families who need 
consistency in care.

Adequate contract and Medicaid 
rates are necessary to address this 
extraordinary compensation gap. 
Additionally, adequate cost of pro-
viding care increases are necessary 
to help keep pace with double digit 
utility and health insurance rate 
hikes, as well as to provide des-

perately needed salary increases. 
Contract expectations must be de-
veloped in direct relationship to 
adequate and budgeted resources. 
The system of payment must also 
support best practices, whereby use 
of pre-authorization and case rate 
models, such as those utilized in the 
adult system, would enable provid-
ers to better focus on meaningful 
direct services rather than process-
ing documents.  

 
Adequate funding must be provid-
ed for the infrastructure to support 
these services, as those resources 
previously were supplied through 
the adult mental health system. Suf-
ficient, experienced and well-trained 
staffing is critical to the provision 
of quality of care for children and 
families. 

Unfunded mandates and the inabil-
ity to recoup 100 percent of billings 
also contribute to providers’ inabil-
ity to adequately meet the needs 
of children. The system must be 
designed to facilitate and simplify 
the cash flow process to enable pro-
viders to focus on services rather 
than collecting payment. Recent 
federal proposals to revise targeted 
case management in children’s pro-
grams could further exacerbate the 
problem by unbundling services 
and requiring providers to spend 
more time documenting and filling 
out paperwork.

Effective and 
Family-focused Care

Community providers, the State 
and families must work together to 

develop performance outcomes that 
are realistic and clinically appropri-
ate and to steer the treatment ap-
proach to evidence-based practices 
that will lead to a better standard 
of care for children and families. 
The system must not only gauge 
what services are needed at the 
time a child enters the system, but 
whether the services provided were 
adequate, effective and responsive 
to the needs. Outcomes data should 
be tracked and evaluated through 
a benchmarking process whereby 
the success of programs could be 
compared and best practices can be 
identified.

Recently, the State has issued 
requests for proposals for two 
evidence-based programs – Fam-
ily Functional Therapy and Multi-
systemic Therapy. As the state 
explores the utlization of evidence-
based programs, it should partner 
with providers to examine the costs 
of training and the practical ap-
plications of the programs in New 
Jersey and to assess the benefits and 
potential roadblocks to effective 
implementation.  

The child care behavioral health 
system must be designed with a lo-
cal focus and an understanding of 
community differences. The design 
should provide enough flexibility 
to accommodate unique aspects of 
the communities served and allow 
for easily implemented revisions 
as needed. Local broad-based de-
cision-making bodies should deter-
mine the needs, available resources 
and the necessary modifications to 
make the local system of care ef-
ficient and effective. 
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Providers must be respected and 
fully incorporated partners in the 
development, implementation and 
evaluation of proposals, regulations, 
programs and practices. Providers 
are an important resource, have 
decades of frontline experience and 
can offer valuable insight into the 
practical implications of proposals, 
as well as an understanding of the 
strategies necessary to effectively 
achieve goals. 

Families should also be respected 
partners and involved in all phases 
and levels of the system. Families 
should have a meaningful voice 
in planning at the State and lo-
cal levels, with involvement in the 
Children’s Interagency Coordinat-
ing Councils and Human Services 
Advisory Councils. They should 
also have meaningful participation 
in decision-making at the provider 
level, with significant representation 
on either governing bodies or advi-
sory boards. Families must be given 
as many options as possible when 
selecting services for their child 
and sufficient information so they 
can make informed choices. Fam-
ily Support Organizations should 
be expanded so they can provide 
services and assist families at the in-
termediate care level.

In addition to providers and fami-
lies, the development of compre-
hensive statewide and local sys-
tems of care must be composed 
of numerous other components, 
including the educational and juve-
nile justice systems.  Additionally, 
there must be a partnership with 
the adult mental health system, as 

families of children in the child be-
havioral and welfare systems often 
have mental health and substance 
abuse treatment needs. New Jer-
sey cannot repair the child welfare 
system without providing for the 
necessary resources and services 
for the parents in the system. Ad-
ditionally, the adult mental health 
and child behavioral health systems 
must work together closely to en-
sure services are available for aging 
in/out youth and provides for ef-
fective and seamless transitions.
The child welfare and child behav-
ioral systems must work in tandem, 
without silos, to avoid duplication 
of services and inefficient use of re-
sources. 

Government bureaucracy must be 
streamlined, coordinated, respon-
sive and efficient so as not to sup-
plant resources that are needed for 
New Jersey’s most vulnerable chil-
dren and families. 

Changes in the system must be ac-
complished through a deliberate, 
well-considered process that re-
spects community differences and 
is not disruptive to the provision 
of care  or families’ and children’s 
well-being. Changes and mandates 
under consideration should be eval-
uated with provider and family in-
put with full understanding of the 
implications of implementation.  

Last year, New Jersey banned the 
use of therapeutic holds in chil-
dren’s partial care settings. The re-
sult of the mandate without provid-
er input was an increase in violent 
events in partial care settings, the 
loss of staff, and an increase in po-

lice response to address problems 
at partial care facilities. The State 
and providers worked together to 
address the issue, with providers 
obtaining waivers by implementing 
appropriate guidelines. As the State 
develops regulations regarding ther-
apeutic holds, it should rely upon 
the expertise of providers, who are 
trained in the use of therapeutic 
holds and work with troubled chil-
dren on a daily basis.   

Culturally competent and linguisti-
cally appropriate services must be 
available at all levels of the system, 
particularly as families enter the 
system through the Contracted Sys-
tems Administrator.  

Comprehensive and well-organized 
training focused on evidence-based 
practices must be offered through-
out the system to ensure all staff 
are educated in family-centered, 
strength-based, wraparound and 
culturally competent services. 
Training for families should also be 
available on a local and statewide 
basis. The system must be designed 
to encourage and accommodate on-
going training.

Case Management 
and Contracted Systems 
Administrator

The case management system 
should provide a continuum of 
family-centered care that offers in-
tensive, moderate and care coordi-
nation services. The system should 
be seamless, minimize disruption, 
and provide for family choice and 
planning. All levels of the case man-
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Mental Health Parity

agement system must be adequately funded, with appropriate caseloads that are manageable. 
Care coordination services should be conducted at the local level to ensure appropriate needs assessment and 
follow up.

The Contracted Systems Administrator (CSA) must have appropriately trained staff with access to a complete 
and accurate listing of current resources and services. The CSA must provide access to easily accessible, un-
derstandable and reliable data, but the care coordination function should be conducted at the local level. The 
authorization and payment process must be streamlined and prompt and must not penalize providers for condi-
tions outside of their control.   

The state should streamline the bureaucracy, address fragmentation, and minimize silos. Through contract coor-
dination, reduction in paperwork and simplification of rules, providers could better focus on meeting the needs 
of children and families rather than filling out forms. 

NJAMHA applauds the State’s commitment to “supporting clinically appropriate and high quality services that 
children and families can access with ease and timeliness.”

NJAMHA supports full parity 
between coverage benefits for 
mental health and addictions as 
those for physical illnesses.  Re-
covery from mental illnesses is 
just as possible as from physi-
cal illnesses, but the insurance 
community does not appear to 
recognize this scientifically sup-
ported fact.

Mental illnesses are diseases just as 

are physical illnesses.  In light of 
this, insurance coverage should be 
equivalent for both of these disor-
ders.  However, the benefits in the 
commercial insurance market, with 
relatively few exceptions, are far 
less for mental health and addic-
tions treatment interventions.  

The National Institute of Mental 
Health (NIMH) states that approxi-
mately 26.2 percent of Americans, 
ages 18 and up, or about one in four, 
is diagnosed with a mental disor-

der in a given year.  When applied 
to New Jersey’s adult population, 
based on 2006 U.S. Census data, 
this translates into approximately 1.7 
million New Jersey adult residents 
having a diagnosable mental illness 
in any given year.  Further, mental 
disorders are the leading cause of 
disability in the United States for 
ages 15 to 44, according to NIMH, 
not to mention lost worker produc-
tivity. Yet, on both the federal and 
State levels, insurance coverage re-
quirements for physical illnesses are 

As New Jersey moves forward with a strategic plan for Child Behavioral Health 
Services, families and providers must be equal partners with the State throughout 
all levels of the system, from planning to implementation to review. Families and 
providers must have meaningful input that reflects their years of experience and 
their understanding of the practical implications of policies and programs.
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vastly more expansive.

NJAMHA strongly supports equi-
table treatment in the coverage of 
all types of addictions and mental 
disorders because as with physical 
illnesses, the cost and effectiveness 
of treating addiction and mental ill-
nesses are similar to those of treating 
other illnesses; the cost of not treat-
ing addiction and mental illnesses 
far outweighs the expenses of men-
tal health and addictions care; and 
enormous progress has been made 
in scientific research and in diag-
nosing and treating addiction and 
mental illnesses with precision and 
success.  Providing disparate health 
care benefits for physical and men-
tal illnesses only perpetuates the 
lack of understanding about mental 
disorders, the undue discrimination 
against persons with these illnesses 
and the stigma of their psychiatric 
illnesses.

Full parity legislation is necessary 
to overcome the unfair discrimina-
tion against persons with mental 
illnesses based on artificial and sci-
entifically unsupported distinctions 
between mental and physical disor-
ders.  It is critical to make full par-
ity mandatory. Without full parity, 
people with mental illnesses, and 
their families, will continue to be 
burdened with exorbitant out-of-
pocket expenses or, worse, will go 
without treatment.  

New Jersey enacted a partial men-
tal health insurance parity law 
in 1999, and is among a number 
of states that have limited parity 
statutes, which require that bio-
logically based mental illnesses be 

covered on a basis equal to that of 
physical illnesses, but excludes cer-
tain conditions such as addictions, 
eating disorders, and other illnesses 
and disorders that may not be rec-
ognized as biologically based, even 
when these illnesses co-occur with 
biologically based diseases. 

The Diagnostic and Statistical 
Manual of Mental Disorders IV 
(DSM-IV), published by the Ameri-
can Psychiatric Association, is the 
principal diagnostic reference used 
by mental health professionals in 
the United States. The DSM-IV in-
cludes a broader range of mental 
and nervous disorders than biologi-
cally based mental illnesses, includ-
ing many children’s emotional and 
behavioral health problems such 
as bulimia and anorexia and Post-
Traumatic Stress Disorder.

NJAMHA favors a system that en-
sures that adults and children in 
need have access to a broad array of 
mental health treatment, rehabilita-
tion and prevention services, with 
emphasis on treatment in the least 
restrictive setting, consistent with 
consumers’ preferences and clinical 
needs.  NJAMHA opposes the dis-
criminatory treatment, by insurers, 
of individuals with mental health 
and addiction diagnoses.  Such dis-
criminatory policy and practices of 
insurance companies further stig-
matize people with these behavioral 
health illnesses and impede wellness 
and recovery.

Along with the other major 
mental health stakeholders in 
New Jersey, NJAMHA actively 
supports New Jersey State Leg-

islative efforts to achieve men-
tal health parity.

Assembly Bill 2512, with 40 spon-
sors and co-sponsors, and Senate 
Companion Bill 807, were intro-
duced in early 2006.  The bills 
would have provided full parity for 
insurance coverage of mental health 
and addiction services in New Jer-
sey.  Although Senate Bill 807 was 
passed by the Senate on December 
4, 2006, unfortunately the Mental 
Health and Addiction Parity bill 
was not scheduled in the last voting 
session of New Jersey’s 212th Leg-
islative session, to the great disap-
pointment of consumers, families, 
and advocates who have long strug-
gled for parity.  As a result, the 
bill died in that Legislative session, 
but NJAMHA remains steadfast in 
promoting the eventual enactment 
of comprehensive parity legisla-
tion.  A State mental health parity 
bill was recently introduced in the 
new legislative session on January 
8, 2008.  NJAMHA will be actively 
advocating for its passage.

On a national level, NJAMHA 
supports U.S. Congressional ef-
forts to pass parity legislation, 
specifically the Paul Wellstone 
Mental Health Parity Act of 
2007 (U.S. Senate Bill 558/
H.R.1424).

Both parity bills are named after 
the late Senator Paul Wellstone 
who, in the mid-90s, sponsored the 
first comprehensive mental health 
parity bill, which despite wide bi-
partisan support, did not advance 
in previous Congressional sessions.
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illnesses than the Senate version:  it 
provides for the coverage of a wide 
range of mental health diagnoses, 
and it would not override “any 
state law that provides greater con-
sumer protections, benefits,” rights 
or remedies.

NJAMHA continues to advo-
cate for mental health parity on 
a national level through regular 
visits and communications with 
New Jersey’s Congressional del-
egation. 

What are the costs of offering par-
ity in mental health benefits?

The costs of parity are minimal, 
and vastly less than the present dol-
lars expended due to the lack of 
parity. 

From a national perspective, in 
March 2007, the Congressional 
Budget Office (CBO) assessed the 
cost impact of U.S. Senate Bill 558, 
the national parity bill.  The CBO 
estimated that the direct costs of 
the additional services that would 
be newly covered by insurance be-
cause of the mandate would equal 
only about 0.4 percent of em-
ployer-sponsored health insurance 
premiums compared to having no 
mandate at all. 

From a State perspective, according 
to New Jersey’s Office of Legisla-
tive Services (OLS) and by estimates 
of the Department of the Trea-
sury, enacting mental health parity 
would have cost the state $15.7 mil-
lion in FY 2007, which would have 
represented a 0.5 percent increase 
in cost to the State Health Benefits 

Plan (SHBP).  

State parity would also contribute 
to potential savings in the State bud-
get in regard to inadequate Char-
ity Care funding, which is driving 
numerous New Jersey acute care 
hospitals into financial distress that 
may result in closures.  Full parity 
has the potential to significantly ad-
dress the State’s charity care cost 
issue in that, for individuals with 
health insurance, the expanded 
mental health and addictions ben-
efits that would materialize under 
full parity, would be covered by the 
insurers rather than by State char-
ity care funds that are severely lim-
ited in a time of increasing need.
New Jersey’s Department of the 
Public Advocate, in a report titled 
“NJ Mental Health Insurance Par-
ity White Paper”, updated May 4, 
2007, states that: For calendar year 
2005, New Jersey hospitals request-
ed over $87 million dollars in char-
ity care funds from DHSS [Depart-
ment of Health and Senior Services] 
for mental health and addictions. 
By enacting parity, hospitals that 
offer mental health and addictions 
treatment would be better able to 
recoup funds from insurers, rather 
than having to request funds from 
an overburdened state charity care 
system. 

A one-day survey conducted in 
February 2007 by the Department 
of the Public Advocate found that 
14% of the patients in hospital 
short-term psychiatric care facilities 
throughout the State had private 
insurance plans provided through 
their employer or a family mem-
ber’s employer. If these insurance 

Both bills take the critical step of 
removing discriminatory barriers to 
health care for people with mental 
illnesses, by prohibiting arbitrary 
coverage and visit limitations on 
mental health and addiction disor-
ders that are not similarly imposed 
on medical and surgical benefits.  
The bills apply to group health 
plans of 50 or more members.  
They differ in terms of preempting 
of State parity laws and the expan-
siveness of diagnoses covered.

S. 558 was introduced February 12, 
2007 by Senator Peter Domenici 
[NM].  The Senate passed the bill 
on September 18, 2007 and on Oc-
tober 17, 2007; it was referred to 
the House Subcommittee on Health, 
Employment, Labor, and Pensions.  
S.558 also expands the present 1996 
federal parity law, which established 
parity regarding annual and life-
time dollar limits, to include prohi-
bitions on unequal day/visit limits 
and financial limitations.  Both New 
Jersey Senators Frank Lautenberg 
and Robert Menendez are cospon-
sors of the bill. 

H.R. 1424 was introduced March 9, 
2007 by Congressman Patrick Ken-
nedy [RI] and has 273 bipartisan 
co-sponsors, including 12 of New 
Jersey’s 13 Congressional represen-
tatives.  The bill was passed by the 
House Education and Labor Com-
mittee in July 2007 and by the 
House Energy and Commerce Com-
mittee in October 2007, marking 
the first time a House committee 
approved parity legislation.

The House bill provides more pro-
tections to individuals with mental 
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plans offered mental health cover-
age, only biologically based illness-
es would fulfill current coverage 
requirements. Those patients who 
suffer from non-biologically based 
illnesses, but nonetheless needed 
treatment, would then be faced 
with paying a hospital bill on their 
own or requesting charity care. If 
they did neither, the hospital could 
include these unpaid charges when 
requesting state charity care aid. 
Hospitals could avoid requesting 
some charity care funds if those 
patients’ insurers were required to 
pay for the cost of their treatment. 
This could result in a significant de-
crease in requests for charity care. 

In a 1998 study conducted by the 
Substance Abuse and Mental Health 
Services Administration (SAMH-
SA), titled “The Cost and Effects of 
Parity for Mental Health and Sub-
stance Abuse Benefits,” researchers 
estimated that parity for mental 
and addictive disorders would cost 
less than forecasts from many ear-
lier studies.  

SAMHSA’s study analyzed some of 
the assumptions that led past stud-
ies to forecast higher costs.  One of 
these was that greater parity would 
create a cost shift from the public 
sector to private benefit plans, but 
this has not happened in the states 
where full or limited parity is re-
quired by law.  Nor have employ-
ers passed on the costs of parity to 
their employees, as once feared.
In another study, “Parity in Financ-

ing Mental Health Services: Man-
aged Care Effects on Costs, Access 
and Quality” conducted by the 
National Advisory Mental Health 
Council and the National Institutes 
of Health in 1998, researchers looked 
at parity laws implemented in states 
with managed care systems, and 
found that there was less than a one 
percent increase in the total cost of 
health care to insurers and employ-
ers.  In systems not using managed 
care, introducing parity with man-
aged care resulted in a substantial 
30 percent to 50 percent reduction 
in total mental health costs.

Researchers at the RAND Corpora-
tion found in 1994 that offering par-
ity in mental health benefits costs 
employers one dollar per employee 
per year.  This study contradicted 
an earlier evaluation, conducted by 
the Congressional Research Service, 
which had predicted a $100 per en-
rollee, per year, increase.  In fact, 
in a 1998 survey, released by SAM-
HSA, of employers on the imple-
mentation of the federal Mental 
Health Parity Act of 1996, then due 
to expire in 2007 and less compre-
hensive than current national parity 
bills, researchers found that among 
employers who made any changes, 
86 percent made no compensatory 
changes to their benefits because 
cost increases were judged to be 
minimal or nonexistent.

The costs of untreated mental 
health care have been estimated 
to be nearly $400 billion annual-

ly.  Adding the provision of health 
coverage that does not distinguish 
between mental and physical disor-
ders would lower overall national 
mental health expenditures by $5.5 
billion, as a result of medical cost 
offsets. (Substance Abuse: The Na-
tion’s Number One Health Prob-
lem, Brandeis University, Schneider 
Institute for Health Policy, 2001).  
For example, if much of the anxiety 
and stress associated with mental 
illnesses could be eliminated, there 
would be a lower incidence of car-
diac problems, which are extremely 
expensive to treat.  

NIMH highlighted the extensive 
benefits of comprehensive mental 
health parity in its 1997 report, 
“Parity in Coverage of Mental 
Health Services in an Era of Man-
aged Care,” by remarking that bil-
lions of dollars would be saved each 
year by treating people with men-
tal illness, thereby enabling them to 
become more economically and so-
cially productive in the workplace 
and elsewhere.

Overwhelmingly, national stud-
ies and evaluations of full par-
ity states illustrate that the cost 
of full parity is fiscally immate-
rial, but that the costs of NOT 
adopting parity laws is stagger-
ing. NJAMHA strongly endors-
es putting coverage for treat-
ment of mental illnesses and 
addictions on par with coverage 
for the treatment of physical ill-
nesses.
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There is a growing recognition that 
access to decent, safe and afford-
able housing, in combination with 
mental health supportive housing 
services, enhances the clinical out-
comes of mental health treatment 
and increases the probability of re-
covery.

The need for affordable housing 
is one of the greatest hurdles 
facing individuals with mental 
illnesses. Approximately 8,000 
of the homeless in New Jer-
sey have a mental illness, while 
thousands more live with par-
ents, in inadequate housing or 
are aging out of children’s resi-
dential facilities or waiting in 
psychiatric facilities.  

NJAMHA believes that a broad 
range of housing options from in-
dependent living to 24-hour resi-
dential programs must be available 
to support community living for 
persons with serious mental illness-
es. NJAMHA adheres to the tenet 
that every citizen of the State of 
New Jersey should have the oppor-
tunity to reside in safe and afford-
able housing.  

NJAMHA supports a full con-
tinuum of supportive housing, 
promoting individual indepen-
dence while providing a safety 
net of support services to meet 
the needs and preferences of all 
persons who have mental ill-
nesses.

Persons who have mental illnesses 
have the right to access a full range 
of housing options geared to their 
levels of functioning and that are 

New Jersey’s Special Needs Housing 
Trust Fund created in August 2005, 
under P.L.2005, c.163, is a result of 
the New Jersey State Legislature’s 
acknowledgement of its responsibil-
ity to provide safe residences for 
individuals requiring supportive 
housing.  Supportive housing op-
tions are humane alternatives to 
homelessness or institutionalization 
that all-too-often result from the 
lack of access to suitable and safe 
housing for persons stigmatized or 
impoverished due to a history of 
mental illness.

The Special Needs Housing Trust 
Fund is under the auspices of the 
New Jersey Housing and Mort-
gage Finance Agency (HMFA) and 
is funded through the issuance of 
bonds by the New Jersey Economic 
Development Authority (EDA).  The 
funds are dedicated to the creation 
of 10,000 units across the State of 
affordable housing for persons who 
have mental illnesses and/or devel-
opmental disabilities.  

NJAMHA promotes the continua-
tion of the Special Needs Housing 
Trust Fund.  With New Jersey
grappling with one of the most 
acute shortages of affordable hous-
ing in the nation, the commitment 
of $200 million toward the devel-
opment of affordable housing units 
for people with special needs must 
continue to be prioritized to ad-
dress this persistent problem. Per-
sons with mental illnesses or dual 
mental health and addiction disor-
ders, who often live on fixed or low 
incomes and frequently incur high 
medical expenses, are the most af-
fected by the State’s difficulty in 

respectful of their choices to the 
extent that is feasible. Housing op-
tions can vary from highly super-
vised group homes to supervised 
apartments, to residential health 
care facilities/boarding homes, to 
independent living in apartments, 
to condominiums to single family 
homes. As the needs of different 
individuals vary, and as the same 
individuals can have different needs 
at different times, it is critical that 
the stigma of mental illness does 
not unlawfully and unfairly limit 
housing options for persons with 
histories of mental illnesses.

New Jersey is one of the most ex-
pensive states in the nation, report-
edly with an overall cost of living 32 
percent above the national average 
with its housing stock 73 percent 
above the average. Its proximity to 
New York is one of the major rea-
sons attributed for the high hous-
ing costs.  The average Fair Mar-
ket Rent in NJ for a one-bedroom 
apartment in New Jersey is $859. A 
January 2006 report by the Hous-
ing and Community Development 
Network of New Jersey reported 
that New Jersey is the fourth most 
expensive state in the nation for 
renters.  

NJAMHA supports the con-
tinuation of the Special Needs 
Housing Trust Fund and other 
housing initiatives to increase 
the number of affordable hous-
ing units for persons who have 
mental illnesses and/or develop-
mental disabilities throughout 
the State and supports that ad-
ditional funds be dedicated for 
supportive housing services.
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addressing the problems of afford-
able housing.   

Although NJAMHA recognizes the 
State’s demonstrated commitment 
to facilitate the creation of housing 
for individuals with special needs, 
NJAMHA has great concern that 
the $200 million committed to the 
creation of affordable housing will 
not go nearly far enough.  Already, 
more than $50 million has been 
committed for the creation of ap-
proximately 400 units. 

NJAMHA is concerned about the 
ability of the State to keep pace 
with the objective of developing 
10,000 housing units over 10 years, 
especially given that the high cost 
of developing these units is spurred 
by the exorbitant prices of New 
Jersey housing, as well as the signif-
icant costs associated with ensuring 
that the units are sustainable on a 
long-term basis.  NJAMHA recom-
mends that there be some flexibility 
incorporated into the structural re-
quirements for special needs hous-
ing to increase the development 
of more affordable housing. Some 
proposed upgrades might signifi-
cantly increase the cost of these 
units, thereby diluting the desired 
effect of the effort. 

Additionally, by allowing a wider 
spectrum of housing options, such 
as the use of shared bathrooms, 
units could be built at less cost. To 
that end, the State should recognize 
there is a need for the full spectrum 
of housing and should consider 
paying for other forms of housing, 
such as group homes, to maximize 
the number of individuals served 

and to meet the needs and prefer-
ences of the individuals who will be 
accessing special needs housing.  

The State should also consider al-
lowing providers to incur some lev-
el of debt as part of the 20 percent 
match. While NJAMHA acknowl-
edges the importance of ensuring 
that projects are sustainable and 
financially viable, allowing a limited 
amount of debt might make the dif-
ference between a project moving 
forward or remaining in the plan-
ning stages.

It also must be recognized that the 
process of developing housing is 
daunting for many mental health 
care providers who have never un-
dertaken such projects. The State 
should assist providers in increasing 
their capacity and help providers to 
develop the in-house expertise re-
lated to planning, development and 
operations.

Another impediment to the cre-
ation of housing is the issue of stig-
ma. The State should take a lead 
role in ensuring that municipal offi-
cials, planning board members and 
the general public understand the 
need for and the importance of af-
fordable housing. We must all have 
a role in battling the Not-In-My-
Back-Yard (NIMBY) reaction that 
too often greets individuals with 
mental illnesses who are merely 
seeking their right to safe and af-
fordable housing.   

HMFA must work in close coordi-
nation with developers and mental 
health community providers to en-
sure that new units are appropri-

ately created to meet special needs 
and preferences of people who have 
mental illnesses or developmental 
disabilities, or both. The State must 
make a concerted effort to link 
housing developers with community 
provider agencies so that a unified 
housing and services development 
plan is crafted and implemented to 
assure the best outcomes. 

As an increasing number of hous-
ing projects are put through the 
pipeline, there must be adequate 
funding for supportive services to 
go along with the affordable hous-
ing units. The Special Needs Hous-
ing Trust Fund is dedicated solely to 
the construction and maintenance 
of affordable housing units, given 
in the form of grants and loans of 
up to 80 percent of the construc-
tion costs, with no guarantee that 
supportive service dollars will ac-
company the new units. 

The State must realize the value and 
importance of attaching supportive 
service money to new affordable 
housing units. The overall success 
and viability of new special needs 
housing units, and of the Special 
Needs Housing Trust Fund, are 
contingent upon the evidence-based 
and emerging best practice services 
and supports that have been shown 
to help special needs populations 
successfully integrate themselves 
into the community. Without such 
services, the recovery of people 
who have mental illnesses will be 
compromised, and they could dete-
riorate to a point where re-hospital-
ization becomes necessary. This, in 
turn, will cost the State and taxpay-
ers in the long run.
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 Approximately 8,000 of the homeless in New Jersey have a mental 
illness, while thousands more live with parents, in inadequate housing or are 
aging out of children’s residential facilities or waiting in psychiatric facilities.   

NJAMHA supports the continu-
ation of the New Jersey Council 
on Affordable Housing’s steps 
to encourage communities to 
provide group homes for peo-
ple who have mental illnesses 
or developmental disabilities.

The Council on Affordable Hous-
ing (COAH) recently proposed 
new rules to increase the amount 
of housing for low- and middle-
income families, a crucial element 
of Governor Corzine’s commitment 
to create 100,000 units of afford-
able housing in 10 years. However, 
the new rules could result in higher 
prices for taxpayers and builders.

The new rules require one unit of 
affordable housing for every five- 
market rate units or 16 jobs created 
through commercial construction. 
By contrast, the current rules re-
quire one unit of affordable hous-
ing for every eight market-rate units 
or 25 jobs, which a state appellate 
court regarded as unconstitutional.
Housing advocates who had criti-
cized the current rules had ex-
pressed approval of the new rules. 
However, there are questions about 
funding for the much greater pro-
duction of affordable units. In ad-

dition, the new rules could lead to 
higher taxes and builders’ fees.

Under the current rule, builders 
have paid tens of thousands of dol-

lars in fees. These fees could increase 
under the new rules, although some 
caps have been placed to limit the 
cost of an affordable unit to about 
$250,000.

COAH has asked for an extension 
on the new rule adoption from 
December 31, 2007 to June 2008 
to provide opportunity for public 
comment. As the court is consid-
ering this request, COAH is tenta-
tively planning five public hearings 
in January and February of 2008. 
NJAMHA is carefully following 
this issue out of concern that the 
commitment to expand housing for 
persons with mental illnesses may 
be compromised.

Each municipality in New Jersey 
that is developing housing has to 
meet minimum requirements in 
the creation of low- and moderate-
income housing. The actual obliga-
tion may vary in conformance with 
the availability, type and need for 
low- and moderate-income hous-
ing in the community. The unit of 
credit given to a municipality for 
alternate living arrangements is de-
fined as the bedroom. As an incen-
tive to a community, group homes 
for people who have mental ill-

nesses or developmental disabilities 
that are licensed and regulated by 
the Department of Human Services 
(DHS) as rental housing will receive 
two credits toward a municipality’s 

obligation for each single unit (bed-
room) of housing from the COAH. 
Other types of rental housing, not 
including rental units restricted to 
the elderly, may also receive the 
two-for-one credit. This may in-
clude transitional facilities for the 
homeless, Class A, B, C, D and E 
boarding homes, residential health 
care facilities, and congregate living 
arrangements. 

However, in January 2007, regu-
lations were proposed that would 
eliminate the additional credits for 
this special housing. NJAMHA urg-
es COAH to maintain the two-for-
one credit to supportive housing 
units. 

NJAMHA recommends mecha-
nisms such as the inclusion of Spe-
cial Needs Housing credits in the 
COAH regulations that would serve 
to bring developers to the table.

Also related to the importance of 
safe and affordable housing options 
for persons with special needs is the 
fact that people who have mental 
illnesses have an excellent chance to 
achieve recovery, and that they also 
respond best to treatment when re-
siding in the least restrictive setting 

of care. In 2005, New Jersey Protec-
tion and Advocacy, Inc. (NJP&A) 
sued DHS on behalf of residents of 
State institutions, claiming DHS had 
violated provisions of a 1999 U.S. 
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Supreme Court decision delivered in the Olmstead v. L.C. case, which required states to assess their institutions 
and reintegrate individuals assessed as clinically ready for reintegration back into the community. The court’s 
decision clearly stated that “…it is incumbent upon each state to ensure that individuals are served in the most 
integrated settings possible and requires the states to provide community-based services for those persons ap-
propriate for discharge when they desire community placements and treating professionals agree.”

According to NJP&A, on any given day in New Jersey, nearly 50 percent of the individuals in the State’s psy-
chiatric hospitals are able to successfully live in the community, but are denied the right to do so. It is important 
to recognize that New Jersey has made significant strides in transitioning individuals from State psychiatric insti-
tutions to less restrictive settings. However, according to the State Department of the Public Advocate, Division 
of Mental Health Advocacy, of the approximately 2,300 patients still hospitalized in State psychiatric facilities 
as of July 2007, more than 1,000 are on Conditional Extension Pending Placement (CEPP) status: they are stable 
and eligible to be released from the hospital, but must remain in the hospital--at a significant cost to the State 
and taxpayers--because they have no place to go.

The State must work with community providers to develop a plan for placement of individuals on CEPP status, 
so that there is no lapse in their treatment and services and they can be appropriately moved into the com-
munity in accordance with the Olmstead decision. However, CEPP placement efforts require resources above 
and beyond those presently in the nonprofit mental health system. It is indisputable that without increases in 
funding to cover the additional requisite clinical and support services to adequately support persons transition-
ing from institutional living to the community, efforts to relocate individuals from State-operated psychiatric 
hospitals will be compromised or will fail.

NJAMHA supports the integra-
tion of services for adults and 
youth with co-occurring mental 
illness and substance abuse dis-
orders.

Co-occurring disorders, unfortu-
nately, are all-too-common, with 
about 50 percent of individuals 
with serious psychiatric disorders 
affected by substance abuse.  Dual 
diagnosis is correlated with negative 
outcomes including higher relapse 
rates, hospitalizations, incarceration 
and homelessness.  (Robert E. Drake, 
M.D., Ph.D. Susan M. Essock, Ph.D., 
Psychiatric Services, April 2001, 
Vol. 52 No. 4, 52:469–476, 2001).  
The dual disorders cross numerous 
vulnerable populations:  children/

adolescents, adults, elderly adults, 
and the homeless.

In fact, statistics in the National 
Comorbidity Study showed even 
higher rates of up to 65 percent of 
individuals with a lifetime substance 
abuse disorder also have a lifetime 
history of at least one mental disor-
der, and about 51 percent of those 
with one or more lifetime mental 
disorders also have a lifetime his-
tory of at least one substance use 
disorder (Kessler et al., 1996). 

Recognizing the vast number of 
adolescents and adults with co-oc-
curring disorders of addiction and 
mental illness, NJAMHA applauds 
the State’s decision to move the Di-

vision of Addiction Services (DAS) 
out of the Department of Health 
and Senior Services (DHSS) and un-
der the Department of Human Ser-
vices.  NJAMHA is optimistic that 
this structural change will address 
the issue of a lack of sufficient in-
tegration between many addiction 
and mental health treatment pro-
viders.

It is important to note that, histori-
cally, when seeking treatment, indi-
viduals with co-occurring substance 
abuse and mental health disorders 
often do not receive integrated ser-
vices that address both illnesses at 
the same time.  As in many oth-
er States, New Jersey has created 
a fractured health care system in 
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which people seeking treatment for 
mental illness and substance abuse 
must often go to at least two dif-
ferent providers for appropriate 
mental health and substance abuse 
services, making navigation between 
systems difficult for individuals with 
co-occurring disorders to maneu-
ver.  Frequently, this exacerbates 
their illnesses and creates additional 
barriers to their successful recovery 
from both illnesses.  This system 
runs counter to well-supported 
scholarly research showing the ben-
efits and high success of treating 
both mental illness and substance 
abuse problems simultaneously, as 
opposed to sequentially, for people 
with co-occurring disorders.  

In a 2005 report prepared by the 
National Council on Alcoholism 
and Drug Dependence – New Jer-
sey (Policy Report No. 6 – 2005:  

Co-occurrence of Serious Mental Illness 
and Alcohol, Drug Addiction), it was 
reported that in “…New Jersey, 41 
percent of the clients treated in the 
mental health system or substance 
abuse system were found to have 
co-occurring disorders. Clients with 
co-occurring disorders were signifi-

cantly more likely to have one or 
more subsequent admissions than 
mental health or substance abuse 
only clients.”  Factors contributing 
to intransigent problems associated 
with the treatment of co-occurring 
disorders include stigma associated 
with both disorders; the lack of par-
ity in insurance coverage (versus 
more liberal coverage for physical 
health conditions); and a lack of 
treatment integration.  The policy 
report continues, “Alcohol and 
drug treatment and mental health 
treatment are parallel systems. 
There are two distinct therapeutic 
disciplines, philosophies, services, 
and academic preparation.”

NJAMHA supports advancing fuller 
integration of services and increased 
communication between commu-
nity mental health and substance 
abuse providers, as well as between 

the Division of Mental Health Ser-
vices (DMHS) and the DAS.  NJAM-
HA applauds the steps taken in this 
direction in recent years, but much 
more ground needs to be covered.  
Community providers should pro-
vide a comprehensive array of ser-
vices that meet the needs of the co-

occurring disorders population, and 
the State, through DMHS and DAS, 
should streamline the costly and 
time-consuming mental health and 
addiction licensure process.  State 
licensure and inspections must be 
coordinated and collapsed into one 
process to address the existing over-
lap and duplication, which detract 
from service delivery and increases 
costs to agencies. 

The State should make an effort to 
minimize and eliminate duplication 
of services while at the same time 
encouraging the coordination and, 
when appropriate, combination of 
mental health and substance abuse 
services in a common setting.  It is 
through such coordination and inte-
gration that the best treatment out-
comes will be reached for individu-
als with co-occurring disorders.
NJAMHA recognizes the steps made 

by DMHS in enhancing co-occur-
ring disorders services throughout 
the State.  The new DMHS manual, 
Guidelines for Best Practices in the Treat-
ment of Co-occurring Disorders, is an 
excellent toolkit and blueprint for 
shifting the focus and reorienting 
the community mental health sys-

“…New Jersey, 41 percent of the clients treated in the mental health 
system or substance abuse system were found to have co-occurring 

disorders. Clients with co-occurring disorders were significantly more 
likely to have one or more subsequent admissions than mental health or 
substance abuse only clients.”  (Co-occurrence of Serious Mental Illness 
and Alcohol, Drug Addiction, National Council on Alcoholism and Drug 

Dependence – New Jersey, 2005)
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tem toward the identification and 
treatment of co-occurring disor-
ders.  Currently, the DMHS manual 
only acts as a guide for community 
mental health agencies to reorga-
nize their services with an emphasis 
on co-occurring disorders. There is 
no similar DAS manual in existence 
for substance abuse providers.  Both 
systems must be transformed if the 
integration of services, to the ben-
efit of consumers with co-occurring 
disorders, is to be achieved.

Two critical subpopulations requir-
ing special focus are the elderly 
population and the “aging out” 
population, as both groups fre-
quently are prone to co-occurring 
disorders.  However, there must be 
an infusion of funds dedicated to 
nonprofit providers so that they 
will be able to absorb the increased 
demand for services presented by 
individuals in these two subgroups.

Jail diversion is another area com-
peting for attention.  It has been 
reported that up to 73 percent of 
persons jailed have co-occurring dis-
orders.  Needed to address this dire 
problem are:  community access to 
treatment prior to the imposition 
of a charge; support and treatment 
after adjudication; access to treat-
ment in jails; and community-based 
programs after release (to break the 
cycle). 

On the substance abuse side of 
co-occurring disorders, jail diver-
sion goes through the drug courts, 
which increasingly collaborate with 
treatment providers.  According to 
DAS, 2006 was the first year that 
the funds for drug court were com-
pletely exhausted.  An assessment 
of the utilization of those funds is 
important to assure that whatever 
funds are available are used most 
effectively.  

There are a number of counties 
in New Jersey that have jail diver-
sion programs that are funded by 
DMHS, with some new programs 
recently funded.  Given the mag-
nitude of co-occurring disorders 
in this population, there needs to 
be an increase of these programs 
across all counties.  

Another area for close collabora-
tion is in regard to psychotropic 
medications.  Prescribing patterns 
over the years, between the sub-
stance abuse and mental health 
sectors of care, have been at issue.  
NJAMHA strongly advocates for 
greater linkages in this area and for 
open formularies to address unique 
clinical circumstances.

It is important to note that with 
increased collaboration comes in-
creased demand.  NJAMHA does 
not support unfunded mandates or 
any newly integrated services that 

are not accompanied with an addi-
tional investment for treatment and 
cross-systems training.  Shifting the 
mental health and substance abuse 
service focus on co-occurring dis-
orders will not only take time, but 
significant funding as well.  Com-
munity provider agencies have been 
plagued by years of underfunding 
and insignificant cost-of-living ad-
justments for their employees.  

Thankfully, the FY 2007-2008 
State Budget allotted additional 
funds to the Division of Addic-
tion Services for a needle exchange 
program, treatment beds, and out-
reach.  However, given the magni-
tude of co-occurring (mental illness 
and addiction) disorders, more is 
needed.  For the benefit of individu-
als in need of services, and other 
co-occurring disorders treatment 
stakeholders, there must be a con-
tinued investment of State dollars 
for further expansion of integrated 
services.

NJAMHA is pleased that the DAS 
is currently working on improv-
ing the integration between addic-
tion and mental health services.  To 
achieve this goal, DAS is developing 
a work plan using an inter-agency 
work-group, including involvement 
of DMHS.  In addition, DAS has es-
tablished a Co-Occurring Disorders 
Subcommittee.



Page 22 Winter 2008Public Policy Platform
Wellness & Recovery

Charity Care
NJAMHA supports a permanent 
funding source to meet the men-
tal health and addictions health 
care needs of members of the 
State’s uninsured and underin-
sured populations that is com-
mensurate to the actual cost of 
care.

The New Jersey Hospital Care Pay-
ment Assistance Program (Charity 
Care) is administered by the New 
Jersey Department of Health and 
Senior Services.  Acute care hos-
pitals in New Jersey are mandated 
by the State to provide medically 
necessary inpatient and outpatient 
services to people who are un-or 
underinsured; are ineligible for any 
private or governmental sponsored 
coverage, such as Medicaid, and 
meet the income and assets eligi-

bility criteria.  Depending upon an 
individual’s or a family’s resources, 
this care may be provided at no 
cost or at a reduced cost.  Char-
ity care funds are intended to offset 
the uncompensated care incurred 
by community acute care hospitals, 
in meeting the State’s mandate.

A recent study by the Rutgers Center 
for State Health Policy states found 
that  “…[the] Charity Care Program 
in NJ provides a substantial volume 
of treatment for mental health di-
agnoses. These treatments, which 
are among the Program’s costliest, 
are often done on an inpatient ba-
sis. Moreover, mental health issues 
often appear as secondary diagno-
ses that complicate physical health 
problems.” (Evaluation of the Hos-
pital Charity Care Program in New 

Jersey, Derek DeLia, Ph.D., Rutgers 
Center for State Health Policy, Jan-
uary 2007).  However, charity care 
dollars are woefully insufficient, as 
they come nowhere near the true 
cost of providing care. 

The State is contemplating a move 
toward universal health care.  Ten-
tative plans floated to-date talk 
about redirecting charity care dol-
lars to establish universal health 
care coverage. (Refer to NJAM-
HA’s Public Policy Platform section 
on Universal Health Coverage.) 
Because the Charity Care Program 
provides a high percentage of the 
funds spent on mental health and 
substance abuse treatment, NJAM-
HA has voiced its concern that the 
establishment of universal health 
care include mental health and sub-

On both the national and state 
levels, mental health transfor-
mation to a wellness and recov-
ery philosophy has become an 
important goal for the health 
delivery system.

The United States Substance Abuse 
and Mental Health Services Admin-
istration within the U.S. Department 
of Health and Human Services and 
the Interagency Committee on Dis-
ability Research, in partnership with 
six other federal agencies convened 
a National Consensus Conference 
on Mental Health Recovery and 
Mental Health System Transforma-
tion which defined 10 fundamental 
components of recovery: 1. self di-
rection; 2. individualized and per-

son-centered; 3. empowerment; 4. 
holistic; 5. non-linear; 6. strengths-
based; 7. peer support; 8. respect; 9. 
responsibility and 10. hope.

Consistent with these basic tenets 
of transformation to a Wellness 
and Recovery model, in October 
2007, the New Jersey Division of 
Mental Health Services issued a 
Wellness and Recovery Transfor-
mation Action Plan - for January 
1, 2008 through December 31, 2010.  
This three-year plan puts into ac-
tion transformational activities in 
three key areas:  System Enhance-
ments, Data Driven Decision Mak-
ing, and Workforce Development.  
However, it is important to note 
that the Division of Mental Health 

Services clearly states in the action 
plan’s preamble that the plan “…
will not resolve all of our systemic 
challenges upon completion…”  
 
NJAMHA philosophically supports 
the tenets of wellness and recovery, 
but strongly cautions stakehold-
ers, policy makers and legislators 
not to substitute enthusiasm for a 
philosophical position for concrete 
resources, starting from prompt ac-
cess to treatment, to housing, to 
vocational and social supports, and 
to other necessary support services.  
Wellness and recovery can only be-
come a reality if there is sufficient 
funding to support the requisite 
services and supports.
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stance abuse treatment; otherwise 
NJAMHA opposes the diversion 
of charity care funds that pay for 
these necessary services to another 
use.

Community acute care hospitals 
are treating increasing numbers of 
individuals with serious mental ill-
nesses who qualify for the Charity 
Care Program.  Community hospi-
tals increasingly fill this void.  In 
fact, two-thirds of charity care ad-
missions originate in hospital emer-
gency departments (Evaluation of 
the Hospital Charity Care Program 
in New Jersey, Derek DeLia, Ph.D., 
Rutgers Center for State Health Pol-
icy, January 2007).

The second funding stream is the 
Hospital Relief Subsidy Fund for 
Mentally Ill and Developmentally 
Disabled, which totals $20 million.  
There are fluctuations on hospitals’ 
share of the subsidy fund, based on 
the total number of beds that exist.  
However, this funding source has 
been stagnant for years, and the 
subsidies hospitals receive may de-
crease depending on any increase in 
psychiatric inpatient beds that must 
tap into that same pot of money.

Another factor underscoring the in-
adequacy of the amount of charity 
care funds allocated, is that many 
individuals presenting to hospitals 

through their emergency depart-
ments cannot be qualified as eli-
gible for charity care because they 
lack the required documentation.  
In addition, the cost of the labor-
intensive follow-up to attempt to 
establish eligibility often surpasses 
the fiscal capability of providers.  
Therefore, the number of individu-
als being served who are assumed 
under bad debt needs to be identi-
fied and factored into the number 
of persons requiring mental health 
and substance abuse services.  An 
expedited ability to make people 
eligible for charity care funding is 
also necessary.

Further expanding the ranks of those 
eligible for charity care are people 
not being covered adequately or at 
all by employers.  With corporate, 
government and nonprofit down-
sizing, there is increased reliance 
on part-time employees and out-
sourcing personnel, who receive no 
benefits.  There are also frequent 
reductions in benefits to full-time em-
ployees and an upswing in the dis-
continuation of pension plans and 
the health care coverage they offer, 
at retirement. In addition, many 
low-income workers are young 
adults no longer covered by paren-
tal plans or college-based insurance 
and not yet in any permanent job 
situation.

A public policy must be established 
to cover the needs of those who 
fall outside the parameters of char-
ity care who will require mental 
health and substance abuse services.  
Moreover, controls must be put in 
place to ensure that employers can-
not abandon their benefit programs 
because of the availability of pub-
licly provided charity care, further 
exacerbating the issue of “crowd-
out.”

NJAMHA strongly advocates for 
the continuation and expansion of 
New Jersey’s FamilyCare Program 
that provides health coverage to 
children whose family’s income is 
up to 350 percent of the federal 
poverty level.  This program pro-
vides mental health services, both 
inpatient and outpatient, necessary 
to keep families together and out 
of more costly services.  The Fami-
lyCare Program serves to reduce 
the uncompensated care burden of 
hospitals.

It is imperative that the char-
ity care funds that support 
mental health and substance 
abuse treatment be preserved 
and increased in relation to the 
ever-escalating need.  By rec-
ognizing and establishing that 
charity care is a broad social 
responsibility of the State and 
its people, New Jersey’s policy 

As the number of persons who will need and present themselves for 
mental health and substance abuse services will indeed increase, it is 
NJAMHA’s position that it is unrealistic to hold providers at risk if 

current demand for services grows beyond funding. 
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makers and legislators must not 
use a short-sighted “band aid” 
approach, unfairly shifting the 
burden onto health care pro-
viders who remain ethically and 
legally obligated to provide ser-
vices to the uninsured, despite 
the fact that the cost of service 
delivery often vastly surpasses 
the dollar amounts that are re-
imbursed.  If the uncompensat-
ed costs of meeting the State’s 
mandate, to treat all regardless 
of ability to pay, continue to be 
absorbed by health care provid-
ers, ultimately the public will 
assume higher costs for care 
and coverage.  Charity care for 
the un- and underinsured must 
more closely approximate ac-
tual cost of care.

As the number of persons who will 
need and present themselves for 
mental health and substance abuse 
services will indeed increase, it is 
NJAMHA’s position that it is unre-
alistic to hold providers at risk if cur-
rent demand for services grows be-

yond funding.  As a starting point, 
providers should receive no less than 
the amounts evidenced through his-
torical utilization.  Then, a mecha-
nism needs to be instituted to serve 
the expanded population—such as 
adopting universal health care, as 
other states have done, while pro-
tecting the charity care funds that 
support mental health treatment.  
A system must be in place that al-
lows for the projection of antici-
pated new consumers and the fund-
ing required to meet the behavioral 
health needs of individuals who are 
un- or underinsured.   

In addition, NJAMHA applauds 
essential expansions of health care 
coverage such as Public Law 2005, 
c. 375 – Chapter 375, which was ap-
proved on January 12, 2006 by the 
New Jersey Legislature, that gives 
certain adults the opportunity to 
continue coverage as a dependent 
on their parents’ group health cov-
erage, up to the age of 30.

NJAMHA opposes commercial 
insurance/managed care benefit 
plans that offer exceptionally 
deficient coverage of mental 
health services, particularly in 
comparison to the medical ben-
efits these plans provide.  Because 
community mental health provid-
ers and emergency and screening 
services are legally bound to not 
refuse services to persons who pres-
ent themselves, costs for treating 
persons with commercial insurance 
coverage who quickly exhaust their 
allowable service limits imposed 
by commercial carriers, are being 
passed on to the public non-profit 
mental health system of care.  

This further exacerbates the un-
compensated care issue and pres-
ents untenable pressure on the un-
derfunded non-profit sector of care 
while adding to the profit margin of 
private insurance plans.  This cost 
shifting is a public policy issue that 
must be addressed by the State as 
part of any plan to meet the needs 
of underinsured persons.  

Charity Care

NJAMHA asserts that there 
must be a substantial increase 
in State appropriations to the 
community-based psychiatric 
screening and emergency ser-
vice network to more effectively 

protect New Jersey’s most vul-
nerable consumers. NJAMHA 
appreciates increases to these 
providers that were included 
in the previous State budget, 
thanks to the Governor’s Men-

tal Health Task Force.  How-
ever, more is needed to handle 
increased referrals to the psy-
chiatric crisis network.

Psychiatric Screening Centers are routinely barraged by individuals in all 
types of crises.  Even in terms of those they were established to evaluate 

and treat, adults with mental illnesses, they are overextended.  

Psych Screening & Emergency
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By way of background, New Jersey’s 
Mental Health Screening and Com-
mitment Law (N.J.S.A.30:4-27.1) 
charges the State with the respon-
sibility to provide care, treatment 
and rehabilitation services to adults 
with mental illnesses who cannot 
provide basic care for themselves or 
who are dangerous to themselves, 
to others or to property. 

State law provides for the volun-
tary admission and the involuntary 
commitment of these individuals, 
as well as for the public services 
and facilities necessary to meet the 
State’s responsibilities. 

Each county has a designated Psy-
chiatric Screening Center with 
24-hour, 365 day per year access. 
Screening centers are the legally 
mandated gatekeepers for involun-
tary inpatient treatment into the 
public psychiatric hospital system 
(State and county psychiatric hos-
pitals) and into involuntary psychi-
atric units - Short Term Care Facili-
ties (STCFs) - located in community 
acute care hospitals.  Adults invol-
untarily admitted to any of these 

facilities must meet the State’s com-
mitment standard.

Psychiatric Screening Centers are 
routinely barraged by individu-
als in all types of crises.  Even in 
terms of those they were estab-
lished to evaluate and treat, adults 
with mental illnesses, they are over-
extended. In 2005, the number of 
hospital emergency department vis-
its in New Jersey rose 4.5 percent 
to 3.36 million from 2004, and up 
25 percent since 1998.  Since 1995, 
17 acute care hospitals have closed 
in New Jersey.  A 2007 report by 
the Rutgers Center for State Health 
Policy found that crowding in hos-
pital emergency departments is so 
bad that the State would have a dif-
ficult time responding to a major 
health disaster.  Without a doubt, 
the stress on hospital emergency 
departments would be far greater 
if Psychiatric Screening Centers did 
not exist.  However, the same stress 
is being felt also in the psychiatric 
crisis sector of care.

There is currently an increas-
ing number of persons with men-

tal health crises waiting excessive 
amounts of time for disposition in 
Psychiatric Screening Centers due 
to the lack of psychiatric outpatient 
services and the shrinking capacity 
in psychiatric partial hospitalization 
and partial care (day treatment) 
programs in the State, which has re-
sulted from inadequate reimburse-
ment rates, cuts in reimbursement 
rates, and difficulties in the non-
profit sector to recruit and retain 
a sufficient cadre of mental health 
staff due to stagnating funding to 
meet increasing demand.  

The issue of psychiatric screening 
is even more acute for children in 
New Jersey, since the State has no 
screening and commitment law for 
children.  There is no legal basis to 
hold a child in screening against 
the consent of the consumer or the 
parents. However, screening centers 
remain committed to serving youth 
in crisis, but NJAMHA is deeply 
concerned about children in emer-
gency services.  Legal and regula-
tory issues concerning children and 
psychiatric screening must be ad-
dressed.

Pharmaceutical
NJAMHA supports the preser-
vation of open access to mental 
health treatment medications by 
individuals with serious mental 
illnesses. NJAMHA also sup-
ports the continuation of man-
aged care mental to preserve ac-
cess to medications and mental 
health treatment by vulnerable 
individuals with serious mental 
illnesses.  

Research consistently shows that 
unrestricted access to medically nec-
essary pharmaceuticals and mental 
health treatment contains costs in 
all sectors of the health care sys-
tem.  Fortunately, the New Jersey 
Legislature has protected open ac-
cess to medications, also known as 
an “open formulary.” However, in 
every State budget fiscal year, we 
fear that the open formulary, so 

beneficial to New Jersey Medicaid 
beneficiaries with mental illnesses, 
will be sacrificed to address bud-
get shortfalls the State has encoun-
tered over several annual budget 
cycles.  NJAMHA remains steadfast 
in working with the Legislature to 
continue to preserve the open for-
mulary.
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The Centers for Medicare and Med-
icaid Services (CMS) reviewed drug 
expenditures over an 11-year period 
and although CMS found that drug 
expenditures increased 200 percent 
during this period of time, when 
drug expenditures were appor-
tioned by total health care costs, the 
increase accounted for only about 
12 percent.  Even so, State Medicaid 
policies continue to ignore the fact 
that decreasing access to medica-
tions actually increases health care 
costs in other components of the 
entire continuum of health care.

Many states across the nation con-
tinue to focus on cost-containment 
mechanisms to reduce costs in their 
Medicaid programs.  NJAMHA be-
lieves such cost-containment strat-
egies, such as closed formularies 
(restricted access to certain medi-
cations), thresholds on the number 
of monthly prescriptions and in-
creased prior authorizations (where 
physicians must obtain approval 
from a third party before they can 
prescribe certain medications), all 
in relation to medications that are 
medically required to treat seri-
ous mental illnesses and addiction 
disorders, are pound-foolish.  This 
position has been strongly support-
ed by a wide array of scientifically 
conducted studies over the years.

Extensive research has found that 
reducing pharmaceutical costs to re-
duce drug expenditures, particularly 
for serious disorders such as severe 
mental illnesses, actually drives up 
total health care costs.  When New 
Hampshire tried restricting access 
by implementing limits on the num-
ber of prescription fills per month, 

drug expenditures dropped among 
the elderly and persons with mental 
illnesses; however, spending on hos-
pitalizations, partial care programs, 
and emergency mental health ser-
vices increased.  Experiences such 
as this in New Hampshire as well 
as in numerous other states, dem-
onstrate that “Vulnerable popula-
tions are most likely to experience 
adverse effects from hastily-applied 
drug cost-containment policies, and 
resulting compensatory measures 
may create more expenses than the 
policy removes.” (Journal of Clini-
cal Psychiatry 2003;64[supplement 
17]:19–22)

In addition, restrictions on access 
to medications can increase costs in 
other systems because if adults with 
mental illnesses and children with 
serious emotional disturbances and 
behavioral disorders do not receive 
the right medications in a timely 
manner, they may experience lon-
ger recovery times, which also in-
creases health care costs, such as 
doctor visits, emergency room ser-
vices, extended hospital stays, and 
raises the possibility of out-of-home 
placements.   

NJAMHA supports legislation 
that prohibits restrictive mech-
anisms, such as prior authoriza-
tions and preferred drug lists, 
from being placed on any drugs 
prescribed by physicians treat-
ing adults with mental illnesses 
or children with serious emo-
tional and behavioral disorders 
and supports exemptions for 
populations who rely on medi-
cations such as atypical antipsy-
chotics, which have dramatically 

improved the quality of life for 
many children and adults, and 
their families.  

In addition, programs for prior au-
thorization and preferred drug lists 
of prescription medication in the 
public sector are costly to states 
and taxpayers because an expanded 
bureaucracy is necessary to handle 
prior authorization requests, and 
the paperwork that accompanies 
such programs.  Plus, physicians 
frequently resent the intrusive 
oversight of non-medical personnel 
or physicians unfamiliar with their 
patients’ histories - basically second-
guessing their medical opinions.  
Moreover, additional costs are in-
curred to hire personnel to handle 
the requests.  These administrative 
costs far exceed any savings a state 
can hope to achieve by limiting ac-
cess to prescription drugs.  

In addition, and with the same con-
cerns in mind, NJAMHA opposes 
policies that require a person to 
first “fail” with older, less expensive 
psychotropic drugs, before gaining 
access to newer medications.  With-
out a doubt, this approach contra-
dicts sound evidence-based clinical 
practice.

NJAMHA believes that it is vi-
tal for mental health providers 
and their prescribers to have 
unrestricted access to all sup-
porting therapies, including 
medication.  NJAMHA believes 
that open access is imperative.  
Simply stated, restrictions on 
medications are ill advised.  Not 
all medications for serious men-
tal illnesses are interchangeable 

Pharmaceutical
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and, therefore, cannot be se-
lected based on cost.  Open ac-
cess to drugs is cost-effective, 
and in the long run, will save 
lives and money. 

Open and timely access is critical 
in effectively treating persons who 
have mental illnesses in the commu-
nity, as their functioning and qual-
ity of life can be maintained, and 
recovery realized, with timely and 
open access to medication.  Full ac-
cess to all drugs prescribed by phy-
sicians treating adults with mental 
illnesses and children with serious 
emotional disturbances and behav-
ioral disorders is absolutely critical.  
Without open access to medication 

and sufficient funding, non-profit 
mental health organizations can-
not effectively manage a person’s 
total health or the costs of total 
care.  To reemphasize… restrictions 
on the mental health category of drugs 
could result in the risk of cost shifting 
by increasing utilization of other health 
care services.  Conversely, physical health 
prescribers must have full access to mental 
health drugs, as many less severe mental 
illnesses are often managed by physical 
health providers.

In addition, NJAMHA strongly 
urges policy makers and legisla-
tors to address the severely lim-
ited formularies in many New 
Jersey’s county jails and to en-

sure that no one with mental 
illness will be released from a 
prison or a jail without assured 
continuity of treatment and 
supports, including medication. 

Stephen Soumerai, Sc.D., Harvard 
Medical School, echoes these stated 
concerns and cautions policy mak-
ers to rigorously assess the potential 
risks to vulnerable beneficiaries be-
fore adopting drug policies that en-
tail material changes to reimburse-
ment that “…may create greater 
expenses than the cost-containment 
policy saves.” (Unintended Outcomes of 
Medicaid Drug Cost Containment Policies 
on the Chronically Mentally Ill) 

Universal Health
Recognizing the need to control our 
country’s health care costs—which 
are a much higher percentage of 
the gross domestic product than 
that of any other country—mental 
health, addictions and children’s 
community providers and policy 
makers alike cannot afford to ig-
nore the far greater burden to our 
State’s and nation’s budgets that is 
caused by problems stemming from 
mental health and emotional and 
behavioral problems left untreated 
or insufficiently addressed: Chronic 
health problems and illnesses de-
manding constant care; unnecessary 
emergency room visits that drive 
up health insurance premiums; re/
hospitalizations to State and county 
psychiatric hospitals, all at high cost 
to taxpayers; inappropriate and 
costly incarcerations; absenteeism 
and lost productivity in the work-

force costing companies billions of 
dollars annually.  Concerned about 
controlling costs, we must, none-
theless, make sure that savings do 
not come at the expense of persons 
suffering the stigma associated with 
mental illnesses and whose lives are 
often further complicated by home-
lessness, lack of healthcare coverage 
and financial instability.  

NJAMHA supports univer-
sal health coverage to expand 
health care coverage to the 
hundreds of thousands of per-
sons in New Jersey, at low- and 
middle-income levels. 

A major goal of providing univer-
sal health coverage is to encour-
age people to seek preventive care, 
thereby avoiding use of emergen-
cy departments for non-emergent 

health care services.  The accom-
plishment of this goal, alone, would 
benefit hospitals in New Jersey in 
terms of reducing the amount of 
uncompensated emergency care 
they provide.  Emergency care is 
among the costliest. 
  
Universal health coverage has the 
potential to relieve the burden of 
uncompensated care on acute care 
hospitals (Refer to NJAMHA’s Public 
Policy Platform section on Charity Care.).  
Under New Jersey Senator Joseph 
Vitale’s leadership, there was mo-
mentum gained in 2007 to actively 
consider developing a universal 
health coverage plan in New Jer-
sey.  

NJAMHA favors several elements of 
the universal health plan advanced 
to-date.  NJAMHA supports State 
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subsidies for people who are un-or 
underinsured and those with inad-
equate financial means to purchase 
health insurance.  Other positive 
aspects under consideration are the 
automatic enrollment of the unin-
sured visiting hospital emergency 
rooms and the innovative concept 
of setting up a network of clin-
ics that would serve the estimated 
447,000 uninsured illegal immi-
grants and homeless throughout 
New Jersey.
  
While NJAMHA supports universal 
health care legislation, it has con-
cerns that must be addressed before 
implementation. NJAMHA had the 
opportunity to raise these concerns 
with Senator Joseph Vitale and Dave 
Knowlton, President and Chief Ex-
ecutive Officer, New Jersey Health 
Care Quality Institute and Chair 
of the Commission for Universal 
Health Coverage. This was one in 
a series of meetings conducted by 
Senator Vitale and Mr. Knowlton.  
Following are NJAMHA’s qualifi-
ers:

The plan must not discriminate • 
against those who have mental 

illnesses. The insurance must 
provide equivalent coverage 
for mental, behavioral and ad-
diction disorders for adults and 
children. 

Reimbursement rates must be • 
realistic to ensure adequate ac-
cess to care and services must be 
carefully monitored to ensure 
they are effective and respon-
sive. 

The system must provide the • 
full continuum of care for both 
physical and mental health and 
should be fully integrated to 
ensure the promotion of health, 
not just the treatment of ill-
nesses.

There must be an accurate as-• 
sessment of what services the 
Charity Care Program supports, 
and steps must be taken to en-
sure funding remains available 
for those services, particularly 
mental health and substance 
abuse treatment.

The burden of paying for the • 
coverage must not be transferred 

to overburdened employers, es-
pecially nonprofit employers 
who are already struggling to 
keep pace with double digit in-
creases in insurance costs and 
are unable to offer competitive 
benefits packages to their em-
ployees.

The plan must be responsive to • 
the unique aspects of New Jer-
sey’s population and health care 
needs, recognizing the impact of 
a large and diverse immigrant 
population and a much larger 
pool of uninsured individuals 
than those living in other states 
that have enacted universal cov-
erage.

NJAMHA is also concerned with 
the lack of parity in commercial in-
surance coverage benefits between 
physical health diagnoses and men-
tal illnesses or addiction disorders.  
Any universal health care plan must 
take this issue into consideration. 
(Refer to NJAMHA’s Public Policy Plat-
form section on Mental Health Parity.).  

Recognizing the need to control our country’s health care costs—which 
are a much higher percentage of the gross domestic product than that of 
any other country—mental health, addictions and children’s community 
providers and policy makers alike cannot afford to ignore the far greater 
burden to our State’s and nation’s budgets that is caused by problems 

stemming from mental health and emotional and behavioral problems left 
untreated or insufficiently addressed.
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NJAMHA supports alternatives 
to the criminalization of persons 
with serious mental illnesses.

It is widely recognized that mental 
illness is overrepresented in the in-
carcerated population.

A 2005 study by H. Richard Lamb, 
M.D., and Linda Weinberger, Ph.D., 
found that, on a national level, se-
vere mental illness may be found 
in as much as 24 percent of the 
prison population. While in New 
Jersey, approximately 16 percent of 
jail inmates were reported to have 
a mental illness and approximately 
17 percent of inmates in New Jer-
sey State prisons were assessed as 
needing or receiving some type of 
mental health treatment. (Investing in 
Health and Justice Outcomes:  An Invest-
ment Strategy for Offenders with Mental 
Health Problems, Nancy Wolff, Ph.D., 
January 2003) 

Richard Nakamura, Ph.D., of the 
National Institute of Mental Health, 
found jail-diversion programs for 
individuals, with serious mental ill-
nesses and co-occurring substance 
use conditions, reduce the time 
they spend incarcerated without 
increasing the risk to public-safety.  
Studies have also found that “…
the costs for jail diversion are no 
higher than those for imprisonment 
of those with mental illness, who of-
ten languish in jail on minor charg-
es …”(Psychiatric News, Volume 41, 
American Psychiatric Association, 
Number 20, October 20, 2006)
It is critically important to link 
inmates with mental illnesses to 
community-based services.  A sig-
nificant portion of inmates housed 

in county jails in New Jersey has a 
mental illness that is treated with 
psychotropic medications during 
incarceration.  “However, most of 
these inmates are released without 
effective linkages to medications or 
psychiatric services, both of which 
are essential for maintaining their 
mental health.” (Release Planning for 
Inmates With Mental Illness Compared 
with Those Who Have Other Chronic Ill-
nesses, Nancy Wolff, Ph.D., Dena  
Plemmons, Ph.D., Bonita Veysey, 
Ph.D. and Angela Brandli, Psychi-
atric Services, 53:1469-1471, Novem-
ber 2002).  The report concludes, 
“Bridging gaps between the jail and 
community, state, and local fund-
ing streams is necessary if continu-
ity is to be realized.”

Recognizing the alarming trend 
that jails and prisons have increas-
ingly become de facto psychiatric 
treatment facilities, which is under-
scored by numerous federal reports, 
including the 1999 “Mental Health 
and Treatment of Inmates and Pro-
bationers” report issued by the U.S. 
Department of Justice, NJAMHA calls 
for alternatives to incarceration for non-
violent offenders who have a severe mental 
illness and co-occurring disorders through 
innovative programs and increased access 
to state-of-the-art treatment for these 
individuals. Pre- and post booking 
programs and reentry programs 
that continue to be funded by the 
Division of Mental Health Services 
(DMHS) are worthwhile programs 
that assist persons with mental ill-
nesses to reintegrate into the com-
munity.  

NJAMHA supports initiatives that 
provide alternatives, such as jail di-

version and mental health courts, 
to the criminalization of persons 
who have mental illnesses, and that 
redirect persons with mental illness-
es convicted of misdemeanors away 
from jails and prisons, and into set-
tings conducive to their stabiliza-
tion and recovery.

A blueprint to create and imple-
ment jail diversion projects through-
out the State was developed by the 
Governor’s Task Force on Mental 
Health in 2004.  This blueprint 
recommended performance mea-
sures and benchmarks that would 
assess programs’ effectiveness in 
reducing recidivism while improv-
ing the treatment outcomes of New 
Jersey’s non-violent, mentally ill in-
carcerated population. 

With funding allocated in the FY 
2006 State budget, DMHS awarded 
contracts to three counties (Atlan-
tic, Essex, and Union) to develop 
three pilot programs to “…coordi-
nate a mental health service compo-
nent to interface with law enforce-
ment and the courts to address the 
needs of those individuals who have 
come into contact with the criminal 
justice system as a result of behav-
iors related to their mental illness.” 
(DMHS, 2007).

The FY 2008 State budget enabled 
the continuation of jail diversion 
programs that will divert persons 
with mental illnesses from the 
criminal justice system and into the 
mental health treatment system of 
care.  Recent awards went to four 
community mental health agencies 
in four counties, totaling $885,000 
in contracts, to divert people with 
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mental illnesses at risk of being in-
carcerated into treatment services 
rather than jail. The award recipi-
ents are all NJAMHA members:  
Greater Trenton Behavioral Health-
care; Preferred Behavioral Health-
care of New Jersey representing a 
collaborative which also includes St. 
Barnabas at Kimball Medical Center 
and Ocean Mental Health Services; 
Steininger Behavioral Healthcare 
representing a consortium of orga-
nizations in Camden County; and 
Cumberland County Guidance Cen-
ter in cooperation with the County 
Jail Diversion Task Force.   

The counties will use the funding 
for basically pre-booking, post-
booking and reentry programs that 
will prevent people with mental ill-
nesses from entering the criminal 
justice system; identify and divert 
individuals with mental illness after 
they have been arrested; and rein-
tegrate people with mental illnesses 
into the community following their 
release from jail. 

NJAMHA also endorses programs 
that provide discharge planning, 
case management services and 
treatment to offenders with men-

tal illnesses leaving jails and pris-
ons.  These services focus on safe 
discharge and treatment of ex-of-
fenders who have mental illnesses 
and will help combat the high oc-
currence of recidivism among this 
population.  NJAMHA supports a 
well-coordinated treatment and pre-
release discharge planning process 
between prison officials and com-
munity mental health providers for 
offenders with mental illnesses leav-
ing state prisons and county jails.

The integration of services among 
the correctional, court, mental 
health, substance abuse, and so-
cial services systems is essential to 
adequately address the needs of 
persons who have mental illnesses 
who are housed in the correctional 
system or who face incarceration.  
NJAMHA staunchly supports jail 
diversion and pre-booking pro-
grams prior to the entrenchment of 
vulnerable, non-violent persons in 
the criminal justice system, where 
often treatment of their mental 
illnesses is inadequate and clinical 
conditions may deteriorate.

When an individual who has a men-
tal illness is brought before a judge, 

there must be communication and 
open dialogue among the courts, 
the prosecutors, prison officials 
and community mental health pro-
viders as to the most appropriate 
setting and sentence given the con-
victed individual’s health status and 
severity of the crime.  NJAMHA 
supports programs, such as the one 
that exists in Gloucester County, 
which educate and train police of-
ficers, prosecutors and judges on 
identifying and handling persons 
who come into contact with the 
correctional system as a result of 
behaviors resulting from their men-
tal illness.  Adequate training and 
education will help prevent un-
necessary incarcerations, which are 
detrimental to a person’s health and 
further contribute to the stigma of 
mental illness.  

With open lines of communication, 
and a high level of accountability 
at both ends, the mental health and 
correctional systems can avoid un-
necessary and costly incarcerations, 
as people who have mental illnesses 
are sent to programs designed to 
aid them in their recovery, rather 
than to prison, where they may 
clinically decompensate.  

…in New Jersey, approximately 16 percent of jail inmates were reported 
to have a mental illness and approximately 17 percent of inmates in New 
Jersey State prisons were assessed as needing or receiving some type of 

mental health treatment. (Investing in Health and Justice Outcomes:  An 
Investment Strategy for Offenders with Mental Health Problems, Nancy 

Wolff, Ph.D., January 2003)
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NJAMHA supports a culturally 
competent mental health, ad-
dictions and children’s system 
in order to ensure the greatest 
access possible to services and 
effective care.

“Cultural competence is the process of 
communicating with audiences from di-
verse geographic, ethnic, racial, cultural, 
economic, social, and linguistic back-
grounds. Becoming culturally competent is 
a dynamic process that requires cultural 
knowledge and skill development at all 
service levels, including policymaking, ad-
ministration, and practice.” (U.S. Center 
for Substance Abuse Prevention)

As the world around us changes, so 
do the needs of the individuals to 
whom we provide services. It is esti-
mated that the minority population 
in the United States will increase by 
60 percent between now and the 
year 2010.  

More and more, provider agencies 
are recognizing that in order to ad-
equately meet the needs of the chil-
dren and adults walking through 
their doors, they need to ensure 
the cultural and linguistic compe-
tency of their clinical professionals, 
as well as that of the rest of their 
staff.

New Jersey, like the rest of the na-
tion, has been experiencing a sig-
nificant change in its demographics 
over the past decade. Professionals, 
parents, families and policymakers 
are focusing on which cultural and 
social changes and trends have oc-
curred, including ethnic, linguistic, 
racial and religious diversification, 
an aging population, and a prolif-

eration of community resources, 
which can be tapped to build an ef-
fective support system.

As the population increases in 
numbers and diversity, organiza-
tions – both professional and com-
munity – need to educate staff and 
adapt programs to ensure quality 
and effective care for all individu-
als regardless of age, race, sexual 
orientation, cultural, ethnic and 
linguistic background. As of 2006, 
New Jersey had an estimated popu-
lation of 8,724,560 residents, with 
an estimated 2,163,691 children and 
adolescents under the age of 18.
Studies have shown that at any giv-
en time, at least one in five adults 
and one in five children and ado-
lescents will experience a mental 
health problem.

In specific relationship to culturally 
diverse populations, based on cen-
sus statistics, the foreign-born pop-
ulation of New Jersey was about 
1,768,350 residents in July 2006. 
This meant a foreign-born popu-
lation share of 20.3 percent. The 
amount of change since the 2000 
census indicates an average annu-
al rate of increase in the foreign-
born population of about 46,355 
people, which is 94.1 percent of the 
state’s annual average population 
increase.

In order to provide appropriate 
services and supports, the target 
population must first be reached 
out to in terms and values to which 
they can relate. The demographic 
face of New Jersey has changed 
drastically in the past 20 years, 
with more than 70 linguistic and 

cultural groups within larger popu-
lation categories consisting of Afri-
can Americans, Latino or Hispanic 
Americans, Asians and Caucasians. 
Subgroups consist of Haitians, Puer-
to Ricans, Dominicans, Russians, 
Polish, Pakistanis, Indians and many 
other groups, which each have their 
own values. Within these groups are 
further subcultures, including those 
related to gender, age, income lev-
el, geographic region and physical 
disability.

Supporting the dire need for cul-
turally competent professionals in 
New Jersey, given the ethnic di-
versity of the State’s population, in 
2005 Governor Richard J. Codey 
signed into law a requirement that 
medical professionals be trained in 
the provision of culturally compe-
tent health care as a condition of 
licensure to practice medicine in 
New Jersey. The law states, “…pro-
viding quality health care to all seg-
ments of society dictates the need 
for a formal requirement.”

In order to reach, relate to and 
provide therapeutically appropriate 
services and supports to New Jersey 
adults and children with diverse ra-
cial and ethnic backgrounds who are 
often bi-cultural or multi-cultural, 
all mental health providers have to 
recognize and address unique sets 
of mental health issues, in terms of 
symptom presentation and clinical 
interventions. This involves build-
ing upon cultural knowledge as 
well as families’ strengths. Cultural 
knowledge and sensitivity must be 
incorporated into every aspect of 
program development, policymak-
ing, administration and services. 
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Natural helping networks, such as 
neighborhood organizations and 
community groups, are also valu-
able sources of support and need to 
be involved.

Cultural and linguistic competence 
and a strong knowledge, under-
standing and inclusion of the com-
munity are crucial in order for 
service providers to appropriately 
understand and respond to the 
needs of individuals. This type of 
attention to the details and specifics 
of each individual’s cultural back-
ground will dramatically improve 
treatment outcomes.

NJAMHA supports additional 
funding dedicated to training 
and educating mental health 
providers on cultural compe-
tence and expanding culturally 
sensitive and competent servic-
es.

As state policymakers begin to real-
ize the effectiveness and strengths 
of culturally competent services, the 
demand for more training and edu-
cation will increase. New statewide 
programs, such as the New Jersey 
Mental Health Institute’s Changing 
Minds, Advancing Mental Health for His-
panics program and its National Re-
source Center for Hispanic Mental 
Health, have culturally and linguis-
tically specific components intended 
to address and overcome the barri-
ers that routinely prohibit mental 
health providers from treating New 
Jersey’s diverse population. Such 
programs have shown immensely 
successful outcomes and promise to 
revolutionize the method in which 
mental health services are delivered 
in the state. The State of New Jer-
sey, through the Division of Mental 
Health Services (DMHS), has made 
important strides in the right di-
rection, teaming up with commu-

nity partners to develop statewide 
cultural competency trainings and 
education seminars. The State of 
New Jersey must be committed to 
providing culturally competent ser-
vices through routine and timely 
training of staff and employees in 
State government and the commu-
nity alike.  

Good training alone, provided to 
agencies by outside entities, does 
not usually lead to lasting and sub-
stantial change. Agency competen-
cies and increased agency staff ca-
pacity to grow are the keys. Funding 
for training should also encompass 
individualized and ongoing techni-
cal assistance to any agency that 
needs it.

Cultural Competence

Licensing and Standards
NJAMHA supports the con-
tinuation of the exemption of 
nonprofit mental health provid-
ers from the New Jersey Board 
of Social Work Examiners (at 
N.J.S.A. 45:15BB-5) and the 
New Jersey Board of Marriage 
and Family Therapy Examiners 
(at N.J.S.A. 45:8B-6) regula-
tions.  These boards oversee the 
practice of professional social 
workers and therapists and ad-
minister the licensing and certi-
fication requirements governing 
these professionals.

The nonprofit exemption gives 
community mental health agen-

cies the needed flexibility given 
nonprofits’ serious staff reten-
tion and recruitment issues.  

Largely due to low salaries, inad-
equate or non-existent benefits, 
and sizeable pay scale inequities be-
tween the nonprofit and for-profit 
sectors of care, there is a serious 
shortage of certified and licensed 
social workers and therapists work-
ing in nonprofit mental health 
agencies throughout New Jersey.  
In recognition of this, nonprofit 
mental health programs have long 
been exempt from the regulations 
of the State Boards of Social Work 
and Marriage and Family Therapy 

Examiners. Further, exemptions for 
the nonprofit sector are fairly com-
mon across the nation for the very 
same reasons.  

The nonprofit exemption is a 
very important component to the 
strength and stability of the com-
munity mental health system. Li-
censed and certified social workers 
and therapists command salaries 
that nonprofit providers can ill af-
ford to pay.  In addition, retention 
of this level of professional has been 
difficult since once certified and li-
censed, these professionals often 
migrate out of the nonprofit sector 
of care to State and private sector 
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positions with higher compensa-
tion and benefits than those of the 
nonprofit service sector.   All too 
often, nonprofit providers serve as 
a training ground for students pur-
suing licensure, only to lose them 
once licensure and certification are 
obtained.

There are major considerations 
uniquely applicable to the nonprof-
it mental health system of care that 
demand the continuation of the ex-
emption:

The number of clinically com-• 
plex individuals with co-morbid 
conditions (e.g., mental illness in 
combination with serious physi-
cal conditions, addictions, and/
or developmental disabilities) 
presenting for mental health 
services continues to increase 
while funds stay stagnant. 

 
Nonprofit mental health provid-• 
ers continue to struggle to meet 
the escalating costs of providing 
services (e.g., utilities, gas, health 
insurance, etc.), with no predict-
able inflation factor or annual 
cost of living adjustment.

State oversight already exists • 
in the form of extensive State 
regulations, incident reporting 
systems, and on-site monitoring 
visits by the Division of Mental 
Health Services, Medicaid, the 
Department of Health and Se-
nior Services, and the Division 
of Addiction Services, among 
others, all with a focus on con-
sumer protection and quality 
care.

Waits-for-service exceed, on av-• 
erage, six weeks.

In several programs that serve • 
adults and children at high risk 
of re/hospitalization and out-of-
home placement, staff vacancies 
can last over six months. Staff 
vacancy rates can span between 
15 and 17 percent. 

If required to hire only higher • 
salaried licensed professionals, 
programs could not afford to 
maintain current client capac-
ity, thereby leaving needy New 
Jersey residents unserved, which 
would result in more costly 
types of care, such as psychiat-
ric hospitalizations or emergen-
cy room services. Whenever 
community provider service 
capacity is compromised by 
interests of a particular pro-
fession, preserving service 
capacity should win.

In 2005, a bill was introduced that 
would have eliminated the nonprof-
it exemption. With the community 
mental health system already on the 
brink of a crisis due to the shortage 
of employees willing to work for 
wages that are considerably lower 
than what the State and for-profit 
sectors have to offer for similar job 
responsibilities, this bill would have 
crippled the existing community 
mental health system, increasing 
already excessive waits-for-service 
and caseload sizes.  

The sustainability of the commu-
nity mental health system relies 
upon community agencies’ non-cre-
dentialed staff, and any attempt to 

eliminate or remove the nonprofit 
exemption would have detrimental 
and irreversible consequences on 
the viability of the nonprofit men-
tal health system of care.  

With regard to overlapping li-
censing requirements and moni-
toring visits across departments 
of the State, NJAMHA supports 
a full “deemed status” recogni-
tion of national accreditations, 
such as the Joint Commission, 
the Commission on Accredita-
tion of Rehabilitation Facilities 
(CARF), the National Com-
mittee for Quality Assurance 
(NCQA), the Council on Ac-
creditation of Services for Fam-
ilies and Children (COA) and 
other prestigious national ac-
crediting bodies, as equivalent 
to State licensure.

In order to streamline operations 
and to avoid onerous and costly ad-
ministrative duplications, NJAMHA 
supports work by the Department 
of Human Services to unify accredi-
tation by national bodies, and allow 
for “deemed status” for State licen-
sure and encourages the Depart-
ment of Children and Families 
to follow suit.  This will help to 
end lengthy and often unnecessary 
site reviews that redirect staff time 
away from direct care services to 
prepare for site visits.  

It would also be more efficient to 
have State site reviews synchronized 
with accreditation surveys to best 
utilize staff time devoted to this 
non-direct care task.

Licensing and Standards
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NJAMHA supports the coordi-
nation of State facility licensing 
requirements for mental health 
and addictions services to elimi-
nate the administrative duplica-
tion and the cost involved in 
multiple licenses.

Mental health programs that are 
currently certified/licensed by the 
New Jersey State Division of Mental 
Health Services and that also offer 
addictions services should not have 
to apply for additional licensure 

for programs that treat dual mental 
illnesses/addictions disorders.  
Through State coordination of li-
censure requirements and recipro-
cal recognition of existing mental 
health and addictions program li-
censes, providers will be better able 
to direct time and dollars toward 
direct services rather than toward 
meeting administrative obligations.  
Given the high prevalence of co-
occurring disorders among those 
with mental health disorders, and 
in light of the publication of re-

search that supports the effective-
ness of coordinated and simultane-
ous treatment of persons with dual 
diagnoses (i.e., both mental illness 
and addictions issues), a uniform li-
censure standard is needed for pro-
grams that provide comprehensive 
mental health and addictions servic-
es to eliminate the time-consuming 
process of applying for separate 
licensure and to promote the clini-
cally recognized simultaneous treat-
ment approach for programs treat-
ing these dual diagnoses.

Licensing and Standards

Efficiencies
The State’s regulatory climate con-
tinues to be of tremendous concern 
to NJAMHA members. We contin-
ue to work to restructure and re-
form the state regulatory system to 
avoid overlapping and duplicative 
requirements; to achieve regulato-
ry relief from unfunded mandates; 
to reduce regulatory barriers; to 
decrease excessive and unneces-
sary administration and oversight; 
to minimize and end unwarranted 
penalization; to increase coordina-
tion among the various divisions 
and departments of government; 
to encourage performance based 
on achievable goals; and to gener-
ate greater awareness and respon-
siveness to members’ operations 
and fiscal realities so that they can 
best serve the needs of persons with 
mental illnesses and addictions, chil-
dren with emotional and behavioral 
health disorders, and their families.
To operate efficiently in the current 
healthcare environment, the State 
of New Jersey needs to review and 
streamline policies, regulatory pro-

cesses and reporting requirements 
that are overlapping and creating 
unnecessary duplication and to de-
velop policies and regulations that 
result in operational, administrative 
and fiscal efficiencies.

NJAMHA supports the devel-
opment of a statewide common 
database; the availability and 
creation of relevant norms and 
standard measures for perfor-
mance; and their utility for the 
meaningful comparison and fi-
nite analysis of data in any com-
bination to meet the needs of 
constituency groups – commu-
nity nonprofit providers, pay-
ors, adults with mental illnesses 
and children with emotional 
disorders, and their families – 
in the mental health, addictions 
and children’s systems. 

Given the pressures from both pri-
vate and public payors to produce 
relevant and useful measures of 
treatment modality/methodology 

performance, NJAMHA urges the 
State to partner with community 
nonprofit providers to develop an 
instrument capable of integrat-
ing all data collection systems to 
produce a meaningful information 
source for all constituency groups 
and a larger statewide focus on 
improving and maintaining qual-
ity treatment, assuring safety and 
promoting wellness and recovery 
for children and adults based on a 
commonly defined set of objectives 
and measures.  Such capability will 
serve as a cost-effective mechanism 
that will enable community non-
profit providers to integrate their 
data and use these data to more ac-
curately measure outcomes. 

NJAMHA supports the identifi-
cation of increased efficiencies 
in State operations.

NJAMHA’s primary commitment 
is to strengthen and enhance direct 
services to adults with mental ill-
nesses and addictions and to chil-
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dren with serious emotional disor-
ders, along with their families, to 
the maximum degree possible.  One 
area that needs significant attention 
is the current way government is or-
ganized.  As the children’s, mental 
health and addictions systems move 
to new approaches, there must be 
a simultaneous change in govern-
ment’s role and an increased em-
phasis on the efficiencies that need 
to be realized within government.

NJAMHA encourages the State 1. 
to move to a system of pooled 
funding across departments to 
reduce administrative overhead 
costs, thereby freeing up addi-
tional funds for direct services 
and supports.

In addition, NJAMHA urges 2. 
the State to explore the poten-
tial of saving significant funds 
by streamlining its own licens-
ing operations and by assessing 
cost vs. benefit analyses related 
to increased demands on pro-
viders. The State should:

Move to a system that demands • 
accountability and promotes 
collaboratively defined out-
comes.
Integrate licensing oversight • 
into one licensing entity.  Com-
munity programs are frequent-
ly stymied by the fact that they 
must adhere to multiple licens-
ing authorities, are subjected to 
multiple division licensing site 
reviews, and meet standards 
that often overlap across and 
conflict between multiple State 
divisions/departments in terms 
of oversight and monitoring. 

This would also help to address 
providers’ growing staff reten-
tion issues and increase face-to-
face time with clients. 

Automate the site review pro-• 
cess in order to be able to read-
ily identify, by standard, those 
areas most commonly found as 
deficient.  In this manner, best 
practices and targeted training 
interventions could be more eas-
ily identified to produce quality 
improvements across the system 
of care.

Modify the Department of Hu-• 
man Services (DHS) regulatory 
role regarding agencies with 
“full deemed status”—those 
accredited by a nationally rec-
ognized body such as the Joint 
Commission, the Council on Ac-
creditation (COA), the Commis-
sion on Accreditation of Reha-
bilitation Facilities (CARF), etc.  
Although site visits would still 
be required, the nature of the 
visits would be less extensive.  

Extend deemed status to provid-• 
ers under contract with the De-
partment of Children and Fami-
lies (DCF).
Consider the development of • 
examples of standardized forms 
and check-off lists that agencies 
may choose, at their option, to 
use to demonstrate compliance 
with particular program stan-
dards.  

Consolidate regulations as much • 
as possible to steer away from 
focusing on separate and dis-
tinct program elements, which 

is not conducive to a systems 
approach and further fragments 
service delivery.  

NJAMHA opposes mandates 
without reimbursement. 

NJAMHA members believe that 
regulations, mandated require-
ments and legislation that result in 
increased administrative or service 
costs should include mechanisms to 
pay community nonprofit providers 
for the additional burden.  Other-
wise, unfair competition is created 
in the healthcare marketplace. 

NJAMHA supports evidence-
based treatments as we agree 
that treatments should be ef-
fective and that effectiveness 
should be objectively assessed 
by commonly defined measures 
between the State and provid-
ers. 

Most of all, NJAMHA believes that 
children with emotional and behav-
ioral disorders and adults with men-
tal illnesses deserve measurably ef-
fective treatments and services that 
are driven by clinical outcomes. 

…But NJAMHA opposes un-
funded mandates, e.g., in the 
form of payment for the cre-
ation of infrastructure, train-
ing, and measurement tools. 

NJAMHA opposes unfunded 
reporting requirements.

In August 2, 2006 RAND Corpora-
tion issued a study that found that 
work hours spent on compliance 

Efficiencies
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reporting consumed 11percent of 
the nonprofit agency in question’s 
annual budget.  In fact, the RAND 
researchers discovered that employ-
ees of the agency spent nearly half 
their time collecting information 
needed for compliance efforts im-
posed by funders.  These included 
activities such as writing reports, 
tracking expenses and attending 
meetings. 

Further, NJAMHA has found that 
surveys conducted by the State and 
changes to data collection systems 

are costly to providers and take 
time and attention from direct cli-
ent care. NJAMHA strongly rec-
ommends that the State include 
providers in the planning and devel-
opment of surveys and data collec-
tion efforts and conduct a cost vs. 
benefit assessment prior to mandat-
ing changes in policy, operational 
procedures, data collection etc. that 
will incur costs to providers. Addi-
tionally, providers should be given 
sufficient time to adjust to any new 
reporting requirements.

NJAMHA supports the State 
providing funds for creating the 
necessary information technol-
ogy infrastructure and training, 
so staff can meet both compli-
ance requirements and improve 
clinical outcomes.

The RAND study concluded that if 
nonprofits could find ways to com-
ply with reporting requirements, 
such as the use of information tech-
nology systems that allow staff to 
create reports, update records and 
share files, the cost of reporting 



TimeIt’s Time To END 
       The Wait

“It is to be hoped that within a few years the com-
bination of increased mental health insurance 

coverage, added State and local support, and the 
redirection of State resources from State mental 

institutions will help us achieve our goal of having 
community centered mental health services readily 

accessible to all.”

These words could be spoken today. But they were part of an address by 
President John F. Kennedy Jr., delivered to Congress on Feb. 5, 1963. For-
ty-five years later, millions of adults and children with mental illnesses are 

Still Waiting…

In 1963, President Kennedy recognized the need to move individuals with men-
tal illnesses out of institutions and to return them to their communities with a system of care that would provide 
diagnostic, emergency, inpatient, outpatient, residential, rehabilitation, and case management services, as well as 
mental health education and information.

The process began that year with the passage of historic legislation that created mental health centers in communi-
ties across the nation. New Jersey and the rest of the country have made tremendous progress during that time, 
but have fallen far short of the goals set out in 1963. One troubling statistic that demonstrates the failings of the 
system: Today, the life expectancy of individuals with severe mental illness is 25 years less than that of the general 
population and the gap is widening. 

New Jersey began to address the crumbling system three years ago with the work of former Governor Codey’s 
Mental Health Task Force and the ensuing focus on specific needs, such as housing, screening, and wellness and 
recovery. 

But an architect knows you must not build additions on a house without ensuring that the foundation is strong. 
The added weight will force the whole structure to crumble. The foundation of New Jersey’s mental health system 
is crumbling.

As a result, more than four decades after President Kennedy’s optimistic prediction, millions of adults and children 
with mental illnesses – your family members, neighbors, co-workers, and friends -- are Still Waiting for a system 
that provides services that are “readily accessible to all”.
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