
 

 

 

  

  
 

 
 

 

 
 

 
 

 
 

 
 

 

 

 
 

 

NEW HAMPSHIRE ADA MENTAL HEALTH SETTLEMENT FACT SHEET  
Amanda D., et al. v. Hassan, et al.; United States v. New Hampshire, No. 1:12-CV-53 (SM)  

Overview  

The United States Department of Justice, a coalition of private plaintiff organizations, and the State of 
New Hampshire, have entered into a comprehensive Settlement Agreement that will transform New 
Hampshire’s mental health system by significantly expanding and enhancing mental health service 
capacity in integrated community settings.  The Agreement will enable a class of adults with serious 
mental illness to receive needed services in the community, which will foster their independence and 
enable them to participate more fully in community life.  The expanded and enhanced community 
services will significantly reduce visits to hospital emergency rooms and will avoid unnecessary 
institutionalization at State mental health facilities, including New Hampshire Hospital (“NHH”) (the 
State’s only psychiatric hospital) and the Glencliff Home (a State-owned and -operated nursing facility 
for people with mental illness).  The Agreement requires the State to expand and enhance community 
services over the next six years. 

Remedial Relief and Legal Framework in Settlement Agreement  

Target Population  

- The Agreement provides relief to several thousand adults within New Hampshire who have 
serious mental illness and who are institutionalized or at serious risk of institutionalization at New 
Hampshire Hospital or the Glencliff Home.  Those at serious risk of institutionalization include 
those within the target population who, within the last two years:  have been admitted multiple 
times to New Hampshire Hospital, have used crisis or emergency services for mental health 
reasons, have had criminal justice involvement as a result of their mental illness, or have been 
unable to access needed community services. 

Crisis Services 

- Over the first four years of the Agreement, the State will develop a crisis system that:  is available 
at all times; provides timely and accessible services and supports; stabilizes individuals and 
assists them to return to their pre-crisis level of functioning; provides interventions to avoid 
unnecessary hospitalization, incarceration, and admission to an institution; provides services at 
the site of the crisis, including in individual homes; and promptly assesses individual needs and 
connects people to critical services and supports in a timely manner. 

- For the first time, the State will create mobile crisis teams in the three largest population centers 
in the state – Manchester, Concord, and Nashua – that will be able to respond onsite in the 
community to any individual crisis within one hour from the time of contact.  The mobile crisis 
teams will be: available at all times; comprised of trained clinicians and peers; able to respond 
onsite in individual homes; provide face-to-face interventions to de-escalate crises without 
removing people from their homes; able to provide services beyond the immediate crisis; and able 
to work with law enforcement during a crisis. 

- As an alternative to hospitalization or institutionalization, each mobile crisis team will have 
available to it, also for the first time, at least four community crisis apartment beds, with no more 
than two beds per crisis apartment.  These apartments will have sufficient clinical and peer staff 
onsite at all times, whenever necessary to meet individual needs. 



 

 
  

 
 

 
 

 
 

 
 

 
  

 

 
 

  
 

  

 
 

  
 

 

 

 
 

 
 

 

 
 

 
 

Assertive Community Treatment (“ACT”) 

- The State will expand and enhance community ACT team services in order to deliver 
comprehensive, individualized, and flexible services and supports to people at all times, in a 
timely manner as needed, and face-to-face and onsite in homes and other natural environments, so 
as to allow people a reasonable opportunity to live independently in the community. 

- The State will elevate the performance of all of its ACT teams to better comport with good 
practice and to better achieve desired outcomes. 

- For the first time, the State will provide statewide ACT coverage in each mental health region. 

- Over the first three years of the Agreement, the State will expand ACT team service capacity so 
as to be able to serve at least 1,500 people in the target population; this expansion will provide 
ACT team services to hundreds of additional people in need. 

- The State will develop effective regional and statewide plans going forward to provide sufficient 
ACT services to ensure reasonable access by additional eligible individuals. 

Housing  

- The State will provide additional supported housing for hundreds of people throughout the state 
that: is scattered-site, permanent housing with tenancy rights, where tenancy is not conditioned 
on an individual’s participation in treatment or compliance with mandatory programmatic 
criteria; includes flexible services and supports to enable people to attain and maintain integrated 
affordable housing; and is predominantly single-occupancy or single-family supported housing. 

- The State will create additional supported housing whenever there are too many people on a 
housing waiting list for too long, per specified triggering criteria.  

- For the first time, the State will create community settings to meet the needs of people at 
Glencliff with complex health care needs, who cannot readily be served in supported housing. 

- Going forward, the State will develop an effective plan for providing sufficient community-based 
residential supports for additional people at Glencliff who have complex health care needs. 

Supported Employment 

- For the first time, the State will deliver supported employment services in accordance with the 
Dartmouth evidence-based model.  These services will help enable individuals to obtain and 
maintain paid, competitive employment in integrated community settings.  Over the life of the 
Agreement, this provision will impact thousands of people. 

- Over the first five years of the Agreement, the State will increase its penetration rate of people 
with serious mental illness receiving supported employment services by about seven percent, to 
18.6 percent of eligible individuals with serious mental illness; this means that several hundred 
additional people, approaching 1,000 people, will get needed supported employment services. 

- For those not getting such services, the State will develop an effective plan for providing 
sufficient supported employment services to eligible individuals going forward. 
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- The State will ensure that there is an effective family support program to meet the needs of 
families throughout the state.  This program will teach families skills and strategies for better 
supporting their family members’ treatment and recovery in the community. 

- The State will ensure that there is an effective peer support program throughout the state to help 
individuals manage and cope with their mental illness.  The State will expand peer support 
services offered through peer support centers, ensuring that the centers are open a minimum of 
eight hours per day, five-and-a-half days per week, or the hourly equivalent. 

Transition Planning and Transition Plans 

- The State will provide each person in NHH and Glencliff with effective, person-centered 
transition planning that starts with the presumption that individuals can live in the community 
with sufficient services and supports.  Transition planning will be based on the principle of self-
determination; it will not exclude anyone from consideration for community living based solely 
on level of disability.  Transition planning will be based on the individual’s needs, not on the 
availability, perceived or actual, of current community resources and capacity.  

- The State will also provide these people with an effective written transition plan that sets forth 
timeframes and details on the particular services and supports each person needs to successfully 
transition to and live in the community, whether or not a suitable community setting is currently 
available; it will set forth who has responsibility for deliverables before, during, and after the 
transition; it will include barriers to transition and how to overcome them; and it will include a 
post-transition schedule of community monitoring to see if individual needs are being met. 

- Going forward, the State has agreed to avoid placing people into nursing home settings. 

- The State will avoid placing people with developmental disabilities in NHH; the State will 
provide those already there with effective transition planning and plans using resources from both 
the State’s mental health system and system for people with developmental disabilities. 

- The State will create a central team to address and overcome barriers to discharge identified 
through the transition planning process.  The team will be composed of people who have 
experience and expertise in how to successfully resolve barriers to discharge. 

- The State will conduct in-reach activities to help institutionalized individuals transition to the 
community; team activities will include visits to community settings and facilitated talks with 
individuals who have already successfully transitioned from institutions to the community. 

Quality Assurance and Performance Improvement 

- The State will develop and implement a quality assurance and performance improvement system, 
emphasizing the use of client-level outcome tools and measures to ensure that individuals are 
provided with sufficient services and supports of good quality to best ensure their health, safety, 
and welfare. The goal is to help individuals achieve increased independence and greater 
integration in the community, obtain and maintain stable housing, avoid harms, and decrease the 
incidence of hospital contacts and institutionalization. 
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- The State will ensure that there is an adequate network of qualified community providers with 
expertise/competency to deliver needed services and supports per performance-based contracts. 

- The State will regularly review community providers and programs to identify gaps and 
weaknesses, as well as areas of highest demand, to provide assist with comprehensive planning, 
administration, resource-targeting, and implementation of needed remedies; the State will develop 
and implement effective measures to address any gaps or weaknesses. 

- The State will conduct face-to-face Quality Service Reviews to evaluate the quality of services 
and supports and to see whether individuals’ needs are being met. 

Independent Monitor 

- The Agreement creates an independent monitoring official, called the “Expert Reviewer,” who 
will assess the State’s implementation of and compliance with the terms of the Agreement, 
provide technical assistance when asked, and mediate disputes between and among the parties. 

- The Expert Reviewer is to be independent, with no party having supervisory authority over 
activities, reports, or recommendations; the Court will resolve any payment disputes. 

- The Expert Reviewer is to have full access to the people, places, and documents necessary to 
assess compliance with the Agreement. 

- The Expert Reviewer may retain consultants to assist with the monitoring work. 

- The Expert Reviewer will issue at least two public reports each year. 

Legal Architecture  

- The Settlement Agreement is a full consent decree to be entered by the Court as a Court order. 

- The case may not be dismissed until the State has complied with all provisions of the Agreement 
and maintained compliance for one year. 
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