Vermont Council of Developmental & Mental Health Services

Legislative Update for January 24, 2012

House Human Services Continues Planning for VSH Replacement

Throughout the week the House Human Services Committee took testimony on the draft bill to put the Governor's mental health plan into law.  The committee has until Friday January 27th to pass the bill. 

House Human Services Committee Tuesday January 17th 

Rep Kristy Spengler testified about her family's experience with a severe mental illness. She sees VSH care as highly specialized and required for people with severe mental illness. She supports one large state hospital with concentrated knowledge and skills.

DMH Commissioner Patrick Flood spoke to the committee about the varied committees planning for the replacement of the Vermont State hospital.  These meetings started in October, but other planning groups had been involved in planning for the future of the mental health system for years before. Deputy Commissioner Rebecca Heintz spoke about the meetings held at VSH with the employees to gather feedback about the future of the mental health system. Patrick said he also made it clear that he was available to have these discussions with anyone who was interested and many people did take him up on that offer.  Rep Donahue agreed that it was an incredibly inclusive process, but noted that state employees were not invited to the meeting to review proposals, until she invited them.  

Patrick believes the Governor's plan did have a lot of input and the continuing Legislative process supports continuing dialog. An emergency CON will be requested For Rutland Regional Medical Center (RRMC).  Patrick acknowledged that it does not require a public input process, but he would support finding a way to achieve this for RRMC and the Brattleboro Retreat (BR). Rep Donahue feels that the review of BR and RRMC did not allow for significant public process.  The committee may put in language regarding public review of the central state hospital facility in the legislation.

State Employees told the Committee that this summer Governor Shumlin came to the VSH picnic and promised a new 54 bed facility.  Patrick said the input from DAs informed the planning process and ultimately the number of beds planned for.  The Governor's plan, he said, was formulated after the storm. Patrick noted that after the flood we learned that community programs could do more to meet inpatient needs than we previously knew we could do.  
Rep Donahue referenced the Milman report that called for 41 beds with adequate capacity for 90% of the time.  Patrick said we should not limit the capacity to adequacy 90% of the time.  Rep Donahue noted that the report calls for multiplying that number by 10% for meeting the inpatient capacity needs 95% of the time and multiplying by 19% for meeting capacity 100% of the time.  Rep Pugh stated that our focus should be on making sure we have both the community and inpatient capacity required.  Do we need 100% availability?  The committee will move forward without spending more time on questions about the planning process and stakeholder input.

Vermont Psychiatric Society is advocating for a state hospital on the grounds of the Central Vermont Medical Center that will serve as the tertiary care hospital for the state.

Stephanie Barrett of the Joint Fiscal Office spoke about the capitol funds. The plan calls for using FEMA funds for the BR and RRMC and 5 secure beds (Probably at Windsor).  FEMA sees these as viable expenditures.  We are likely to get a 90/10 matching rate from FEMA.  Any insurance received by the state would come off the top of the FEMA money.  The new state hospital would fall under the replacement provisions of FEMA.  We would submit a proposal.  The regional people are favorably inclined toward the proposals.  If FEMA does not pay, the State will pay a higher reimbursement rates to the private facilities.

House Human Services and Senate Health and Welfare Committee Joint Hearing 
January 18th

Dan Fisher, MD, PhD, Director of the National Empowerment Center in Massachusetts spoke about his life experiences after he was diagnosed with schizophrenia.  “Mental illness feels like not being alive or that your life has no meaning.  That's why it’s important to give people a voice.  When I was in the hospital I thought I would never have a life.” He explained that peers offer hope and relationships. Hospitalization should be the last resort he explained and furthered noted that studies of long term outcomes show alternatives to hospitalization work better than hospitalizations.

Recovery is possible for everyone he believes.  People need to be reached early and at home or a home life environment.  Dr. Fisher highlighted the role of relationships and social life.  This was the recommendation of the White House commission on Mental Health.  Recovery should be the goal and peers should play a major role.  Vermont has the opportunity to lead the country he concluded.
In Dr. Fisher’s view hospitals are not evidence based practice. He explained some of the alternatives to hospitalization. Soteria House: uses treatment in a small homelike setting (6 - 8 people) and is focused on people experiencing their first break. The model minimizes the use of medication. Dr. Fisher believes that medications cause the shorter life span of people with mental illness.  He also mentioned Alyssum House as a model volunteer environment.  Open Dialog in Finland is a model for a new program in MA.  A hospital in Finland trained their staff in dialog therapy in the home with the person and their family.  The results were relapse rates of 19 - 26% versus over 70% for hospitalization.  Employment outcomes were better and long term use of medications was reduced significantly.  He also recommended teaching police and the general public emotional CPR.   His definition of peer: there has been a significant interruption in your life for 3 months or more and have experienced the marginalization that comes with it. 

Jeffrey Geller, MD, MPH professor of psychiatry at UMass Medical Center worked for DOJ in Vermont.  He said If Vermont proceeds, it will be going someplace with no precedence.  The closest model would be western MA where there was a consent decree.  VT already has the 5th lowest hospitalization rate of any state.  Vermont has developed extensive community system of care with $6.25 per capita, Minnesota’s cost is $8.96 per capita and western Massachusetts is at $15 per capital in community investments.   Dr. Geller asserted that community treatment is not cheaper than hospital treatment and then incorrectly stated that the CEO’s of community mental health centers earn $140,000 to $1 million annually.
He reviewed the DMH data site that only 26 people at VSH needed hospital care this summer.  He reasoned that if Vermont is a strong system, further investment will only have marginal impact on meeting care needs. He believes we will need more intermediate care level beds and that general hospitals must create centers of excellence to meet needs of patients.  It will be very hard to do that in several geographic areas. He is under the false impression that Second Spring was not able to handle the people it took from VSH.  He appeared to be misinformed on involuntary medication laws.

Gordon Frankle, MD chief of psychiatry at RRMC has experience with assertive community treatment in a community where the state hospital was closed. He explained that care model.  It’s his opinion that treatment in the community offers a better quality of life.  

RRMC is excited to be part of the plan. However, the outpatient services must be fully funded and appropriate.  The time it takes for involuntary medication should be more expedient. He is generally supportive RMH proposal to increase in crisis beds and a drop in crisis center. He thinks there will be new residential beds too.

Senator Ayer asked about the proposal for a care management system. He reported that it worked very well in Pittsburg.  “I like the Vermont proposal for care management and how it will help people transition people back to the community.  Plus it will look out why people ended up in the hospital in the first place.”  When asked who should approve which resources are used, he answered that the state needs to make that decision. 

Rep. Pugh asked about the RRMC proposal for 6 beds.  “Will it serve the same people who had been served by VSH?” Dr Franke replied, “Yes, no reject.”  He was then asked if 6 beds will be large enough to handle the diversity of patient needs due to staffing and programming needs. He replied, it is a 6 bed unit attached to 17 beds. So as a 23 bed facility we will have 3 levels of care. We will offer programming to all patients and encourage people to move the least restrictive unit possible over time.  The he was asked “how do you define integration with health care?” He replied, MDs can come on the unit and consult and integrate medical treatment.  He is open to dialog about the forensic population.   

Howard Goldman, MD, PhD spoke about the effectiveness of community services.  He spoke about the need for every community to have some acute resources, but outstanding community services are critical to success.  Hospitalization is undesirable, but sometimes necessary.  Because “hospitalization has traumatic consequences, all things being equal, it is better not to be hospitalized.  Every community should have ACT teams. Cost benefit studies have been done on ACT.” 
MHOC recommendations were presented by Sen Sally Fox and Rep Anne Donahue.  They focused on the post Irene challenges with respect to the state hospital patients, although they reviewed a range of topics.  The Committee developed a set of principles to offer the standing committees with jurisdiction.  

Sally spoke about the disconnect between the related mental health, substance abuse, health care, and SFI.  She would like to see more non-categorical funding.  Anne reinforced the concern about how these resources are being met so separately.  They think MHOC should stay in existence, but should get it in sync with the Health Access Oversight Committee.  

Testimony at House Human Services January 19th
Mary Moulton of WCMHS and Jeff Rosenberg of CMC testified to House Human Services about the care management system.  What the goals are, how it will work and how the implementation is gradually moving forward.  The purpose is to move people through this system of care to help them get the level of care they need when they need it. Additionally it would need an evaluation component. Rep Pugh wanted to know how do we know if it’s working. Rep Donahue replied, “By seeing if there are gaps or clogs in the system.” You would need good data and would then know if the resources and their distribution make sense.

Jeff described the role of the team in managing the resources and how the Commissioner's representative will be available to make determinations on placement decisions.  Transportation will be managed through it. He also explained the utilization review process.  This will be a collaborative process with department staff, designated hospital and designated agency staff.  Jeff said this is key to make this system of care work.  Mary assumes that this is about people in the custody of the commissioner and CRT clients.  Not sure how this would apply to people who pay privately.  Jeff thought it should apply to all adults in the system.  He thinks it would make sense to coordinate with DVHA utilization management.  Mary spoke about the need to have DA staff to work with people ready for discharge from the hospitals. Mary said the clinician and the consumer need to make the placement decision together and only call DMH if there is a problem in finding a placement.  The care management team would triage if multiple people need access to inpatient. Mary said she hopes doctors will be willing to discuss these placement decisions.  Jeff talked about how the care management team could work on a person's behalf 24/7, even if the local team has to move on to another person in need in their community.  Rep Donahue is concerned that the DVHA, health reform and mental health systems have no cross connections.

Rep Haas asked about the array of services proposed by CMC.  Jeff described how these services prevent some people from going into crisis and needing inpatient and crisis services.  He noted the parallel with SFI.  How have cuts affected your work?  Jeff described how short staffing has made it hard to collaborate with law enforcement.  CMC has tried to be as mobile as they can, but the additional funding will bring them closer to a modified ACT team and improve the system of services.

Rep Donahue, said her understanding is that the biggest piece of the cuts has been in outpatient services and this has meant that people need to go into crisis to access services.  “How will this plan address this need?” she asked.  Mary explained how each agency will address this in similar ways.  WCMHS will request the ability to do more non-categorical case management.

Nick Nichols spoke about peer services including the actual grants.  Each peer service program has specific limits on who they can serve and collaborate with designated agencies.  Warm lines also will refer people to professionals when an individual needs a higher level of care.

DMH chose to specify Soteria house because it has been requested by stakeholders for a number of years.  This path of recovery is more therapeutic and healing for some individuals, including individuals who may not want to use medication.  The focus of the program is early intervention for people who are experiencing their first psychiatric crisis.   Medications are used as a last resort and only on a short term basis.  A specific proposal was submitted by Steven Morgan and Pathways to Housing. In response to a question from Rep McFaun, Nick said it could be done in partnership with a designated agency.  Nick noted that hospitals are under pressure to medicate people because the costs are high and there is pressure to keep stays short.

Steven Morgan from Another Way talked about how when people go on to medication they often end up on a long term path to disability.  That was his experience working in a designated agency.  Commissioner Patrick Flood testified that residential programs should be used flexibly for anyone who is at risk of hospitalization.  Steve said “I consider myself to be a professional and Soteria will employ psychiatric services in an evidence-based way.  So the term "non-professional" services in relation to peer services is misleading.”  Some people in Soteria take medication for sleep and sometimes neuroleptics for up to 7 days.  The focus is to avoid long term use of medications.  Steven believes that the DAs could not do the program in the same way, but he endorses Hilltop. There was some concern by Legislators about structure and oversight. They are exploring using a relationship with a DA as a financial pass through and to use a COA instead of a CON process. Nick said DMH expects that the organization will have the right oversight processes in place.

Meredith Larson, the chief of mental health services and Dee Boroughs-Biron, medical director (she has returned) from the Department of Corrections testified on the interface of DOC with the mental health plan.  The interface between DOC and mental health are poorly charted.  The population circulates between DOC and the mental health systems.     

We have little data about what happens to people who come in and out of corrections. Dr. Larson estimated that the need for inpatient psychiatric beds for inmates is 2- 4 DOC would like to create more flexible environments for treating these individuals then currently exists.  VSH and DOC did not have matching expectations for VSH admissions in the past.  

People in corrections are more impulsive than the general population and do not follow the rules of social behavior.  When people come into corrections you can get an explosion of disruptive behavior.  So you need trained staff to address those behaviors.  A small number of people in corrections choose not participate in psychiatric treatment, including medication.  Dr. Larson said, “They are a small but knotty problem, because they are dangerous.”  “They end up in administrative segregation.”  She believes we can do more in corrections to meet the needs of people within facilities.  Some of the issues are training, staffing, architecture and programming. From her perspective, the security and criminological behaviors require a specific type of treatment in corrections and some people will return to communities and need appropriate support there.

Rep Pugh asked, “How much more mental health services do we need in the correctional system?” Dr Larson replied, “10 times more.”  She explained that over the past 40 - 50 year corrections mental health has changed its mission from managing psychotic people to treating psychotic people to providing general mental health services and extending that reach to people SFI and severe mental illness.  She went on to say, we would like to raise the bar to consistent services and care to make the lives of many people more functional.  At some point we need to add more resources to achieve broader mission to achieve the job at the level we would like to.

House Human Services Committee the Evening of January 19th
Deputy Commissioner Rebecca Heintz distributed information on the distribution of residential, crisis and psychiatric inpatient programs.  The committee was interested in the distribution of resources in relationship to the populations, reviewed the populations of counties and were informed that DA regions are not exactly the same as county boundaries.

Rebecca shared a draft proposal for the care management system.  She pointed out that crisis beds are not cheap, although less expensive than a hospital. The committee is more interested in helping people than economies of scale.

Committee wants the step down facilities to serve as diversion facilities.  Rebecca said we have started looking at whether that makes sense.  Right now these programs work for people who we know who are coming out of the hospital. If we use them for diversion it’s a different service model.  Rep Pugh is not sure that diversion is not a good idea for intensive residential recovery.  Hilltop and Second Spring are interested, Rebecca acknowledged, but medical clearance is one the challenges.  Anne Donahue sees crisis beds and crisis services as more effective at reducing entrance into hospitals.  
Rebecca said care management is not limited to people who are involuntary.  It will include people with complex and high cost service needs who are voluntary.  DMH is including Second Spring and Meadowview in the process, plus people on orders of non-hospitalization. There is ongoing utilization review of people in the CRT program.  Patient specific monitoring will not include Alyssum House and Hilltop Recovery Residence.  The committee would like to see a connection with SFI services

Laura Ziegler raised the issue of how people who are incarcerated access inpatient psychiatric inpatient care.  The Chair asked Patrick and Rebecca to respond to the earlier estimate of DOC of 2 - 4 people in correctional facilities requiring inpatient psychiatric care at any one time.  Laura would like DOC to run secure residential facilities on facility campuses to meet the residential needs of people at risk due to psychiatric disabilities in the correctional environment.  Laura sited the high number of women inmates with trauma histories.  Rep Bachelor would like a separate treatment program for people with mental health conditions who are incarcerated, preferably not run by DOC.  Rep Pugh suggested that DMH work with DOC to develop a plan.  Patrick said he has discussed this with the Commissioner of DOC and Robert Appel of the Human Rights Commission and they would like to have a DMH psychiatrist evaluate people who are incarcerated to develop better services to meet their needs.

The next draft of the bill will be produced and reviewed on Tuesday.

January 20th at House Human Services Committee
Rep Peg Andrews addressed the House Human Services about her concern that Rutland has fewer resources to address mental health needs than other regions of the state.  She supports increasing additional step down bed in southwestern Vermont to help people stay close to their communities and acknowledged the high drive times experienced by people in southwestern Vermont when traveling to other parts of the state.  She also supports increasing crisis services.

Rep Gail Cursell of Rutland City spoke in support of the six beds at RRMC and she supports the increasing services for the Rutland area.

Rep Linda Myers is concerned that inpatient beds will not be accessible in northern Vermont, even though there will be 15 residential recovery beds.  Her real opinion is that we need a 30 -35 bed state hospital in central Vermont.

Rep Haas believes adding acute care beds adds the need for step down beds in Rutland.  She would like each agency to specify their needs.

Rep Mike Trieber and Rep Sandy Haas wondered about rushing on the inpatient beds.  Sandy would like to expand the purpose section to avoid involuntary commitments and to keep people with mental health conditions out of the criminal justice system. Rep Patsy French thinks we should be specific about the placement of the state hospital, but not about the specific local programs.  Rep Pugh supports a strong community based system. 

Rep George Til has a concern about the size of the facility in central Vermont that he understands will be for the highest acuity patients.  It should be larger for safety that will be better with more staff.  Rep Burdick would like people to be able receive care close to home.  He would like to see the cost estimates for inpatient care.  If larger is more cost effective, then that is more important the geographic distribution.  Is there a hole in the Northeast Kingdom? 

Ed Paquin of Disability Rights Vermont said we need to address security issue.  We need adequate outpatient and addictions treatment which is not in the plan. There was erosion in oversight and funding for DS after the closure of Brandon.  We don't want to see that happen in mental health.  However, we haven't even funded VSH adequately. We are not confident that the mental health needs of prisoners will be met.  People in corrections have had a hard time accessing inpatient psychiatric care.  Segregation is often used for people who are self-harming or dangerous which often makes their conditions worse. DRV wants better integrated medical and mental health care inpatient.  VT does not have a state of the art policy on the use of force.  Reporting on emergency involuntary procedures is important for hospital care: seclusion, restraint and emergency medication,
Jack McCullough, Vermont Mental Health Law project explained the involuntary mental health processes.  Since the state hospital is closed MHLP has been having hearings all over the state.  They are working with the Courts to hold hearings at more convenient locations.  At FAHC use a room at the hospital.  BR an RRMC are very close to the court houses, but statutes call for the use handcuffs, restraints and sheriffs during transport if there is a danger concern.  RRMC has now identified for a potential room on site.  

Wendy Biener of NAMI-VT supports the community services in the bill. She highlighted the importance of transportation and work.  NAMI support enhanced peer services, Soteria and crisis beds.  NAMI supports the inpatient services at BR and RRMC.  Wendy is concerned about the scale of the state hospital, not because the number of beds needed, but because she wants to make sure there is adequate capacity to provide high quality services, like the treatment mall at VSH.  The treatment variety will be harder to provide with fewer staff.  A smaller hospital will be under pressure to move people through quickly and result in people being put on medications much quicker.

Julie Tessler testified on specific language in the bill and gave an overview of the Council’s work on core capacities.  She testified in favor of keeping service descriptions broad enough to continually improve program models.  For instance, residential recovery models can also serve for hospital diversion.  Additionally, local areas will need to vary programs and services to meet local needs.   She also commented on the definition of peer and care management and the using the grant process to distribute resources.
Floyd Nease of VAMH spoke about our progress from a year ago. He spoke about his experience at Laraway where they helped children leave institutional care.  This is an important opportunity to develop a recovery oriented community-based system. Floyd shared principles suggested by Dan Fisher.  He suggested that as we build out the community system we will have a better metric about the number of beds we need.

Katie Lynn passed out some language.  She was instructed to add principles from the mental health oversight committee. Sandy would like to add a section on evaluation of outcomes.  Rep Pugh would like the intensive residential recovery programs to be allowed to serve as both step down and diversion capacities.  The Council supported this recommendation

House Health and Human Services Committee Joint Hearing

Robin Lunge the Director of Health Reform talked about her outreach to the mental health community.  When they look at coverage they will pay special attention to mental health.  Currently, health coverage is not integrated.  Many people use varied professionals including MDs for mental health services.

Rep Mike Fisher, chair of the house health committee recognized how when we redesign the health system integration takes on a greater immediacy.  Commissioner Patrick Flood noted that the dual eligibles work has focused on this for months.  It is something we are still working on. 

Craig Jones, MD the Director of the Blueprint for Health talked about how they are working on integration with mental health and substance abuse. Craig began by describing the components of blueprint. Advance primary care practices (medical homes), community health teams (augments with specialists, community health teams extended for populations with special needs (MCAID) CCs, SASH teams for high risk seniors), Multi-insurer payment reform (all insurers pay for the community health teams), health information technology, evaluation and reporting and learning health system activities.

The community health teams are fluid and dynamic and can help several primary care practices including FQHCs.  It connects medical care with community resources. Some people are going to need more support from specialists.  Currently 353,333 Vermonters have access to medical homes who meet NCQA standards for patient centered medical homes in 79 practices.  They all have access to community health teams. 

Dr. Jones said the next step is determining how we can we work with designated and preferred MH and SA providers and independent clinicians. Rep Poirier pointed out that co-pays for mental health are higher than co-pays for primary care.  This is a barrier to mental health simply because we consider it a specialty not primary care.  This is not parity.  This is why we have so much acute care needs in hospitals and by police. Craig replied that access to community health teams have no co-pay for assistance. That’s beginning to address that barrier.  The next steps in payment reform must address prior authorization and payment barriers.  

Beth Tanzman, an assistant director for the Blueprint, spoke about how PCPs recognize the prevalence of mental health and substance abuse which often co-occurs and complicates treatment of other conditions.  They are looking for more tools.  They are often on the front line for screening, assessment, medication.  They can co-manage care with specialists.  The payments from blueprint and community health teams enable them to coordinate and co-manage care.  Rep Pugh asked if NCQA standards extend to psychiatry. Craig Jones replied that a mental health provider could meet NCQA standards and qualify as a patient centered medical home if there were a primary care professional on the staff.

Ralph Provenza, the director of UCS in Bennington, testified that they are excited to be part of the blueprint.  UCS is involved on the community health team. Currently, there are 7 practices as part of the plan, 2 pediatric practices are coming on soon.  One third of patients were depressed, many had substance abuse problems, etc.  Previously, MDs were worried that if they did identify these issues they wouldn't know where to refer people.  They chose to work with UCS because they appreciated the full array of services available.  They are relieved to be able to access the array of clinicians, psychiatrists, the emergency team, and supervision.  UCS has 4 clinicians working in 7 practices.  They match clinician expertise with patient needs in the practices.  They use dual certified clinicians and the SBIRT model with up to 6 sessions in the PCP practices.  So far 515 patients have been seen; at least 1/2 have substance abuse problems.  39% had depression.  

The model benefits physicians who can hand off patients for help and follow through. Psychiatric consultation is not part of the model.  DA capacity is limited.  Ralph recommended that DAs be considered for staffing the community health team. Currently they have the option to hire a private clinician

He would also like to do bi-lateral integration. The DA could be the medical home and provide PCP at the mental health center. When UCS tried to do this they ran into problem with have the DA bill for health codes.   Other DAs would like to be able to provide these medical services to their clients.  Mike Fisher asked Patrick Flood to look into the issue.

In most areas the hospital or the FQHC is the lead administrative entity.  In Bennington it is UCS.  Craig said in Blueprint grants they are requiring work with Area Agencies on Aging.  Blueprint sets out principles and goals, but local entities determine who they hire and how they make it work.  Craig said the variation in approaches sets up a learning health system.

Beth talked about how they are designing better collaboration to co-manage care. She mentioned the grant to the Council to look at the IT and HIE.  
Medication assisted treatment for people with opiate dependence is a new focus.  Buprenorphine is prescribed by MDs, but we do not have enough MDs willing to participate in the program to fully meet the need.  Rep Pugh wondered if this would be a good reason to have a DA employ an MD...  Blueprint is working with ADAP to evaluate the need and create the collaboration to develop buprenorphine and other opiate treatment services.  MDs need programmatic supports.  Methadone is limited to providers in only a few sites in the state.  MDs asked for nursing care management and coordinated mental health and substance abuse counseling.  Methadone providers provide very comprehensive services for their patients and do not think this could be done in a widely diffused network. Bennington and Rutland do not have access to these services.  Nurse/counselors will be imbedded into the community health teams.  Right now only Medicaid is paying for this.  If you have a centrally located facility like in central Vermont, the provider helps the person go through induction and then refers out to MDs for ongoing medication treatment. 

Craig said we are moving blueprint forward and learning how to add in specialized addition and other specialized services.

Patrick said the UCS model is a terrific approach.  Craig agreed developing care transitions are critical.  Hospitals need to let community health teams know when discharges are going to happen.

Floyd Nease of VAMHAR expressed admiration for the work of the blueprint, but noted the lack of transparency in mental health, substance abuse and developmental services planning and practice. Now only state bureaucrats and MDs are at the table. The voices of consumers are not. Everyone thinks they are person-centered, but that's not the reality.  Peers have been at the table at the VSH planning process and that's missing from blueprint.

Senate Institutions Committee Looks at VSH Replacement
DMH Commissioner Patrick Flood spoke about his experience from when he was first appointed commissioner and how he has helped people stay out of institutions by using second spring and other community alternatives. “We can help people avoid hospitalization and avoid getting stuck there” he explained.

Patrick shared data on the people who were in VSH this summer. 26 - 28 were there because they needed hospital psychiatric care; the rest of the people needed the services that the Governor's plan calls for creating in the community.  He reviewed the total number of community alternatives and inpatient beds in the governor's plan and compared them to the number of beds there were before the flood.  The plan calls for more "acute care" beds.  The plan calls for a 10 year commitment to the hospitals.  FEMA has made a strong commitment to cover the costs of the BR and RRMC and secure residential facility either on the grounds of Windsor state prison or in central VT. 

Patrick acknowledged that whatever state hospital we have will need to be able to admit people from the correctional system.  He would like to plan on meeting the needs of individuals with mental illness in the prisons and will probably present a proposal for this next year.

He reviewed the plan in which there is $1.5 to expand DMH staffing to run the system of care.  Soteria is for people who want to address mental illness without medications.  He explained that they are working with DAs on what the system of care should look like. There will be some variation, but we need some capacities throughout the state e.g. mobile crisis work. He highlighted the need for DA staff to be out on the street working with law enforcement more directly on a statewide basis. This will help avoid people getting arrested and brought into the criminal justice system. Patrick agreed with Sen Giard that we need to train police about mental illness and autism.  It will help if we can get DAs and police working better together he pointed out.

Patrick explained to the Committee that the CRT program, with an average cost $22,000 per year and keeps people out of the hospital and corrections. The plan is about expanding this type of resource.  .  

When asked why the Administration is not developing a state hospital attached to a medical hospital. Patrick answered that no hospital, other than Rutland Regional Medical Center volunteered. It is not likely that we will be able to start construction of the new state hospital be this spring as the Governor would like Patrick said.  However, RRMC and BR plus the community step down beds will be able to go on line much sooner.   FEMA funds for replacing the VSH with a new state facility are less certain than FEMA funds for RRMC and BR which are seen as temporary emergency measures. RRMC, BR and step down facilities could be up and running in 6 months.

The Commissioner believes that 90% of stakeholders like the plan, especially the community components.  The differences of opinion come on how many inpatient beds are needed.  There are no other options for the short term plan.  There is some push back from state employees and psychiatrists from hospitals.   As soon as we can give money to DAs the sooner we will be able to "turn the heat down" Patrick suggested. Most people support BR and RRMC, but just the number of beds in Central Vermont are up for debate. The advantage of multiple facilities is the ability to care for people closer to home Patrick summarized.
Tom Huebner, CEO RRMC told the committee that we should not let the crisis go untapped. RRMC has 6 - 7 VSH patients in their facility now.  They are safe. We believe there will be suicides in the community, because some people are not getting the care they need.  It is urgent that we do something now, he pleaded, “we are hanging on by a thread, we need an answer immediately”.  He was asked about the cost of $1 million per bed.  He said, “That’s what it will cost to meet the psychiatric codes requirements. It must be extremely safe”.

Senate Institutions Committee Continued Testimony

A librarian spoke about the proposed state hospital site behind the state library in Berlin.  There are some general concerns about personal safety.  They could vacate the building and consolidate with state library in Montpelier and that would have some advantages.

Floyd Nease of VAMHAR gave his personal background working in the mental health field including Lamoille Mental Health and the Laraway School.  He said that psychiatrists he has worked with have sometimes not been open to community placements with limited medication. Floyd acknowledged his community bias and said the Governor’s plan supports community care. A growing body of evidence shows that non-institutional care has better outcomes than institutional care.  The care will be more flexible and can respond to needs.  The care management will be essential and will help people be in the right setting for their needs, but must have the authority at the state level.  MDs have some concerns because they carry liability for the outcomes for the patients. He quoted Dan Fisher's testimony from the morning. He talked about getting the community services up and running and adjusting the number of beds as needed in the 18 months it will take to get the building started.  He cautioned that the State must hold the community programs accountable.

Senator Giard perceives the DAs as relatively independent and territorial. He wanted to know how we get the results we want and what is the criteria for how we measure their work.  Floyd responded that the independence of DAs is not a bad thing.  Some DAs have been innovative and made things work. We need to transfer that technology to other areas of the state.  Senator Giard wondered about whether we need top down pressure to ride them. He asked should we withhold funds if they don't come around.  Floyd "start nice and stay that way for as long as you possibly can, then get the hammer out".  
Floyd told the committee that in the best of all worlds we would have a state hospital attached to FAHC. He went on to say that we have had several DAs who stepped up. It may be a good idea to work with those agencies that stepped up, rather than forcing other agencies to do that.  Senator Carris asked, “Do we have adequate resources for people turned away from the hospitals?”  The response was that the long term plan will have adequate capacities, right now we have an ad hoc care management system and we don't have the community resources built up yet.  This is an interim problem. Senator Carris express concerned about private enterprises and whether people will end up falling through the cracks. His concern is about adequate staff training at smaller hospital facilities.

Julie Tessler testified on the Council’s general position and addressed some of the questions about outcomes and accountability.  She gave information about accreditation and updated the committee about the discussions in Government Accountability Committee about Results Base Accountability, which is being used in several agencies now.
Ed Paquin the director of VDR spoke about the role of Disability Rights Vermont and their advocacy work at the individual and systems level.  They are generally supportive of the Governor's plan.  Most of the people they see have a history of trauma. He spoke about the impact of inadequate emergency services and potential to better meet needs.  He also spoke in favor of peers services.  He said the geographic distribution is not the best, but he sees the benefit of the integrated hospital setting offered by Rutland.  He pointed out that state employees who review the contractors should have expertise, but the state has been cutting these reviewers for DS and mental health.

Paul Dupre, the executive director of WCMHS spoke about Second Spring. Originally it was a step down for people coming from hospitals.  At the time of the flood they took an additional 8 people. Recently, they have taken people directly from emergency rooms as a diversion from hospitalization.  Meadowview, in the Southeast, also was created from the previous Futures Planning process.  He was asked why don’t we have these facilities across the state?  The reply was that there has only been so much funding to develop these models.  Paul described the closure of VSH as a once in a lifetime opportunity financially.  He thinks the number of beds is pretty good, because about the half of the VSH population that didn’t need hospital care.  He reviewed the new beds at varied levels of care and the plans for the care management system.

This week’s schedule....
House Committee on Corrections and Institutions
Tuesday, January 24, 2012
10:30 AM                    Mental Health System of Care 
                                    Capital piece to include discussion of the money for contraction
Kasey Bryan, Legislative Counsel, Office of Legislative Council

Stephanie Barrett, Associate Fiscal Officer, Joint Fiscal Office

4:30 PM                      Mental Health System of Care 
                                    Public Hearing   in    Room 11  4:30 p.m. - 6:30 p.m.
 

House Committee on Human Services
Tuesday, January 24, 2012
9:00 AM                     Mental Health System of Care 
Peter Thomashow, MD, Central Vermont Medical Center

9:30 AM                     Mental Health System of Care 
Dr. W. Gordon Frankle, Rutland Regional Medical Center

Jeffrey McKee, Psy.D, Rutland Regional Medical Center

-                                   Mental Health System of Care 
Mark Sailor, VSH Patient (not confimed)

10:00 AM                   FLOOR 
15 Minutes after adj.  Mental Health System of Care 
                                    Committee Discussion
2:30 p.m.                     Mental Health System of Care 
                                    Committee Discussion
4:00 PM                      Sign up for Public Hearing in room 11 
4:30 PM - 6:30 PM     Public Hearing on Vermont's Mental Health System of Care 
                                    The State House, Room 11
Wednesday, January 25, 2012
9:00 AM                     Mental Health System of Care 
                                    Committee Discussion
12:00 PM                    Lunch 
1:00 PM                      FLOOR 
15 Minutes after Adj. Mental Health System of Care 
                                    Committee Discussion
5:00 PM                      Adjourn 
Thursday, January 26, 2012
8:30 AM                     Mental Health System of Care 
                                    Bill mark up
12:00 PM                    Lunch 
1:00 PM                      FLOOR 
15 Minutes after adj.  Mental Health System of Care 
                                    Bill mark up
TBA                            Break 
8:30 PM                      Mental Health System of Care 
                                    Bill mark up
Friday, January 27, 2012
8:30 AM                     Mental Health System of Care 
                                  Vote
9:30 AM                     FLOOR 
15 Minutes after Adj. Mental Health System of Care 
                                    Vote
12:00 PM                    Lunch 
1:00 PM                      Mental Health System of Care 
                                    Vote
TBA                            Break 
8:30 PM                      Mental Health System of Care 
                                    Vote


 
Senate Committee on Health and Welfare  

Wednesday, January 25, 2012
9:00 AM                     Prescription Drug Diversion 
                                    Joint with House Human Services and Senate Judiciary
Chadd Lackey, Counsel, New Jersey State Commission of Investigation

11:00 AM                   Substance Abuse Treatment 
                                    Mental Health and Substance Abuse:Co-Occurring Disorders
Nolan Langweil, Fiscal Analyst, Joint Fiscal Office

11:30 AM                   S. 242 - An act relating to prescribing a controlled substance
Rachel Allen, Law Clerk, Legislative Council

Senate Committee on Institutions
Wednesday, January 25, 2012
3:00 PM                      Financing the Mental Health System 
Michael Obuchowski, Commissioner, Department of Buildings & General Services

Bill Duchac, Manager of Insurance, Department of Buildings & General Services

Jim Giffin, Chief Fiscal Officer, Agency of Human Services

Catherine Benham, Associate Fiscal Officer

Stephanie Barrett, Associate Fiscal Officer, Joint Fiscal Office

Senate Committee on Judiciary
Tuesday, January 24

10:30 AM                    Substance Abuse Treatment Waiting Lists 
Barbara Cimaglio, Deputy Commissioner, Alcohol and Drug Abuse Program, Dept. of Health

Andy Pallito, Commissioner, Department of Corrections

Kimberly Bushey, Program Services Director, Department of Corrections

-                                   Children Born to Addicted Mothers 
Barbara Cimaglio, Deputy Commissioner, Alcohol and Drug Abuse Program, Dept. of Health

12:00 PM                    Adjourn 
Wednesday, January 25, 2012
9:00 AM                      Prescription Drug Diversion 
                                    Joint with House Judiciary and Senate Health and Welfare in Room 10
Chadd Lackey, Counsel, New Jersey State Commission of Investigation

12:00 PM                    Adjourn 
Thursday, January 26, 2012
9:30 AM                      Prescription Drug Diversion 
                                    Follow-up of Wednesday’s meeting 
Andy Pallito, Commissioner, Department of Corrections

Lisa Menard, Deputy Commissioner, Department of Corrections

Barbara Cimaglio, Deputy Commissioner, Alcohol and Drug Abuse Program, Dept. of Health

Keith Flynn, Commissioner, Department of Public Safety

 

For more information or to take action:
(        Legislative home page: http://www.leg.state.vt.us
(        Sergeant-at-Arms Office: (802) 828-2228 or (800) 322-5616
(        State House fax (to reach any member): (802) 828-2424
(        State House mailing address (to reach any member):      
                                    Your Legislator
                                    State House
                                    115 State Street, Drawer 33
                                    Montpelier, VT  05633-5501
(        Email, home address and phone: Legislators' email addresses and home contacts may be found on the Legislature home page at http://www.leg.state.vt.us
(        Governor Peter Shumlin (802) 828-3333 or http://governor.vermont.gov/
The purpose of the legislative update is to inform individuals who are interested in developmental, mental health and substance abuse services about legislative advocacy, policy development and activities that occur in the State Legislature. The Vermont Council is a non-profit trade association whose membership consists of 16 designated developmental and mental health agencies.
