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Good Afternoon. My name is Antonia Lasicki and I am the Executive Director of the Association 

for Community Living (ACL.)  ACL represents over 120 not-for-profit community mental health 

agencies across the state that provide an array of mental health services to people with serious and 

persistent psychiatric illnesses, including approximately 20,000 housing units with supports.   

 

Thank for this opportunity to speak about the Governor’s proposed budget, and I particularly 

would like to welcome Senator Morahan as the new chair of the Senate Mental Hygiene 

Committee.  ACL has 5 member agencies in your district, the MHA of Rockland, St. Dominic’s 

Home, Loeb House, Crystal Run Village, and Rockland Hospital Guild.    

 

We would like to thank Dr. Carpinello, and her new team, for the budget that they were able to put 

together in very difficult fiscal times.  

 

Most relevant to ACL is the $6.5 million increase to the Supported Housing program, a long 

overdue increase that will hopefully stave off bed closures in the community.  This program was 

started in 1990, and was the first opportunity for people who needed long-term supports to access a 

permanent place to live, creating a level of stability crucial to recovery.   

 

This program is one of the best examples of a mental health program that is completely in 

compliance with the Supreme Court ruling in Olmstead, because the apartments that make up the 

majority of the program are scattered in and among regular apartment buildings in communities 

throughout the state.  It is also the clear choice of consumers who have the skills to live at the 

program’s required level of independence.  

 



As you can see from attached Chart 1, increases in funding have been few and far between, 

jeopardizing the very viability of one of the most important mental health programs in the state.  

The lack of regular increases has resulted in caseloads that have gone from 1 staff to 15 consumers 

in 1990, to as high as 1 staff to 40 consumers in severely impacted downstate areas.  At the same 

time, staff salaries have remained stagnant, and staff turnover is high at a time when increased 

caseloads and greater client needs require more highly trained, experienced and mature staff.   

 

There are over 10,000 beds in the Supported Housing program.  It is highly cost effective, 

currently costing the state from $6,129 per year per client in upstate communities to $11,239 per 

year per client in New York City  (although these rates will increase in 11 downstate counties by 

around 7% after this budget is passed.  We have not gotten the new rates from OMH yet.) 

 

The very first increase in funding to this program came in 2001, a full 11 years after  it was 

star ted, and only after providers made it clear that they were reluctant to develop any new beds at 

an 11-year old rate.  I  cannot stress enough that without this new increase, and fur ther  

increases in the very near  future, particularly in downstate areas, agencies will NOT be able to 

continue to operate these beds.  Community based bed closures inevitably lead to increased 

homelessness, increased psychiatric and medical hospitalizations; and increased use of emergency 

rooms, all very expensive alternatives to Supported Housing, and traumatically disruptive to 

consumers’  lives.    

 

For  these reasons, we urge the legislature to not only suppor t the increase to the Supported 

Housing program, but also to adopt a mandatory trend that tracks the CPI , or  some other  

agreed upon indicator .  

 

Last year’s budget included an increase in funding for licensed transitional programs, however 

because these programs also had not received regular increases over the years, they are in dire need 

of additional targeted increases, as well as a trend. The second chart in your packets show the 

impact of the federally mandated trend on OMRDD’s  programs that are under the HCBS waiver.  

The contrast to OMH’s licensed residential programs is stark. There are over 10,000 beds of this 

type in the state today, and at least half of them involved a significant capital investment on the 

part of the state.  Attached to your copy of this testimony are photographs of some of the properties 

that the state has bought, renovated, and maintained over the last 25 years.  The only way to 



safeguard this investment is to insure that the operating dollars are adequate, so that consumers and 

staff can be productive members of the communities in which they live and work.    

We urge the legislature to consider  a trend factor  for  these programs as well.  

 

The other important issue facing residential programs is the criminal background statute that was 

passed last year and signed by the Governor.  Residential programs will now have to supervise 

new staff until criminal background checks go through a long  process: from provider, to OMH, to 

the Division of Criminal Justice Services (DCJS), back to OMH and then back to the provider, 

before a staff person can work alone.  Although we are pleased that the budget includes $2 million 

dollars to offset DCJS’s fee for the background check, we must make it perfectly clear that we do 

not have enough staff to provide supervision to all new employees in the licensed programs when 

we have one staff person on most shifts, and staff turnover rates of over 50%.   The inadequacy of 

the number of staff can be traced to an outdated OMH staffing model that dates back to 1984, 

while the high turnover rates are due to insufficient or no increases for many years.  

 

We anticipate escalating overtime costs, and even more difficulty in retaining the staff we have if 

they are forced to cover many extra hours to provide supervision for other staff already scheduled 

on overnight and evening shifts.   Program managers and existing staff are already stretched to 

their maximum.  We have similar concerns in our Supported Housing programs where staff have 

very high caseloads.  I  point this out as fur ther  justification for  a trend factor  for  these 

programs, and as the basis for  fur ther  discussion about possible legislative action.   

 

Lastly, we wholeheartedly support the closure of the Middletown Psychiatric Center.   There are 

only a little over 100 patients in that psych center today; contrast that with over 400 community 

based mental health beds that are operated by ACL member agencies in the Middletown catchment 

area.   

 

We understand that all the savings attributed to the closure will go into state-operated community 

based programs.   We do understand the political and practical reasons for this plan, but from our 

point of view it is unclear why the state of NY needs to be a provider of service at all, when there 

is an extensive and experienced not-for-profit network perfectly capable and willing to do the same 

work at great cost savings to the taxpayer.  Putting politics aside, however, it is a fact that ACL’s 

members operate exactly the same residential programs as the state, under the same regulations, 

serving the same types of clients, at ONE-THIRD the cost.   



 

Clearly, either the state is starving us, or they’ re overpaying themselves.    

 

Don’ t misunderstand me however, we do believe that we should be able to provide the service at a 

lower cost than the state, but we think that 75% of the state cost might be more reasonable than 

33%.    

 

If the state intends to create more state operated programs in the community in the future, then 

they must remember that creating a gross imbalance in the community-based work-force within 

virtually identical programs will create additional problems for the not-for-profit sector, which is 

already facing unprecedented fiscal and staffing difficulties.   It is crucial that community based 

residential programs be brought up to within a reasonable percentage of state operated residential 

programs.  Additional infusions of revenue are needed in the coming years, and again - a 

trend factor  is crucial to this effor t to keep the programs viable into the future.     

 

So, in short, my message today is to support the residential increases in the Governor’s budget, but 

also to consider adding a mandatory trend factor to mental health residential programs.  In 

addition, although I haven’ t discussed the new PROS initiative it is imperative that this initiative 

also receive trended increases or it too will soon be underfunded, understaffed, and the subject of 

one more disheartening chart to show to you.   

 

Thank you.  

 

 

 

 

 

 

 

 

 

 



 
 
 
 

CHART 1  
Cumulative Comparison 

Consumer Price Index Compared to Increases in Upstate 
and Downstate  Supported Housing Program 

1991 - 2005 
2005 CPI reflects ½ year average  
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CHART 2 
1991 to 2005 Cumulative Comparison of the  

Consumer Price Index – the OMRDD HCBS Residential 
Trend – and the OMH CR Residential Funding Changes 

2005 CPI reflects ½ year average   
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EXPLANATION OF OMH NUMBERS 
 
 
1991-1992    0% 
1992-1993    0% 
1993-1994 + 4%  
1994-1995 + 4% 
1995 - 6% equals the total of a 3% cut plus an approximate 3% cut 

due to a change in funding formula.  
1995-1996 0% 
1996-1997 + 1% 
1997-1998 + 1%  
1998-1999 + 1.1% increase (2.5% COLA on salaries only - pro-rated to 

overall program budget) 
1999-2000 + 2%   
2000-2001    0% 
2001-2002    0% 
2002-2003 3%  
2003-2004 0%  
2004-2005  6.2 %  (12% increase on staff salaries only - pro-rated to 

overall program budget - approximate)  
 
 
Note: The licensed residential programs were made Medicaid reimbursable 
in 1992 resulting in substantial savings to the state but substantial additional 
work and potential liability for the agencies.  

 
The state saved 50% of the net deficit funded – state contract amount on all  
non-property expenses for the programs.  At the time, OMH staff assured 
providers that, since the move to Medicaid only benefited the state, the state 
would be responsible for any take-backs that resulted from audits.   

 
OMH provided no trainings at the time, and never expanded their 
compliance activities to include the quality of the finanical records related to 
Medicaid.  Only in 2001 did they contribute to a series of training events 
sponsored by ACL on corporate compliance, during a time of increased 
rumors about Medicaid audits. 
 


