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CRT Council Recommendations To The VSH Futures Committee

On November 19, 2004 the CRT Council composed of the CRT Directors of each DA/ CRT program met and discussed the various proposals presently before the VSH Futures Committee. Present for the discussion were the Directors of 9 of the 10 CRT programs.  Models 1 – 4 were discussed and then members were asked to reach consensus on a recommendation to the Futures Committee.  While the discussion showed a range of interest in most of the models, the Council ultimately did agree to the following recommendations regarding replacement of the buildings/functions of the present Vermont State Hospital in Waterbury.

Part I: Proposed Models

Model 4

The CRT Council finds Model 4—though currently underdeveloped--is most in line with the existing continuum of decreasing institutionalized care begun over 40 years ago by the late Superintendent of VSH, George Brooks, M.D. This effort was carried on to bring the hospital from a census of well over 1,000 patients per day to its current level of about 50.  The CRT Council believes creation of a complete community based care system--inclusive of involuntary care--requires all those involved with such an outcome endorse this idea.  All would include:

· The Governor, Secretary of the Agency of Human Services, the Department of Health, the Division of Mental Health, and the Administration of Vermont State Hospital,

· All DA’s and Designated Hospitals (DH’s), 

· All identified consumer and family advocacy programs including at least Vermont Psychiatric Survivors, Vermont Association of Mental Health, and NAMI-Vermont, and

· Vermont Protection and Advocacy and Vermont Legal Aid should both express their view on such a system.  

Though the above list is lengthy, this is not an exhaustive list and other organizations should perhaps be included as well.  

The main objective from the CRT Council perspective is for agreements by all those involved with the funding, service provision and reception, and impacted by the implementation of Model 4 make a commitment to it.  As this model is yet to be fully detailed CRT Council members do not have a clear understanding of all of the aspects of how Model 4 could be employed.  However, we do agree that the DA’s and other providers in the system of care are capable of such an undertaking with the full support of the parties listed above.  As well, it is possible aspects of Model 4—e.g. enhanced step-down, creation of diversion resources, etc.--could be implemented nearly immediately, with capacity in the community enhanced each year for 3-5 years as the system matured.  This would allow for the lowest level of commitment to a bricks and mortar facility that will likely define how care would be delivered for well beyond the next 40 years.  Thus the system of care for persons needing intensive services could evolve with the greatest of flexibility.  

From the perspective of the CRT Council the level of commitment and agreement necessary for realization of Model 4 is likely to be hard to secure given the variety of concerns expressed in the documents of the Futures Committee and from the discourse that has taken place thus far.  However, the CRT Council does not believe a community-based system could succeed unless such support is garnered.  We are willing to explore this option with the Futures Committee as it might request such.

Model 3

In September 2004 the VT Council endorsed a modification of then existing models to create a Model 3.  The CRT Council continues to support this model from a perspective similar to Model 4.  Model 3 does move closer to creating more services closer to various geographical hubs of the state and increases access for providers, family members, and support persons who are part of a patient’s local community.  As the CRT Council discussed this model our discussions indicated support for:

· At least two units—one north and one south—of no more than 16 beds (to meet IMD criteria) that would tie in with the DMH proposals to create a rehabilitation option in the community, 

· Specialized rehabilitation units in local areas, and

· Enhancement of Home Intervention type program beds.

The vision of the CRT Council would be to juxtapose the involuntary unit beds with the other programs, thus giving a maximum coverage of care settings across the state.  

The idea of geographic access is important to the CRT programs, as there is a clear sense that distance from the local community complicates and/or compromises the support and service that be derived from that community and it’s integrated CRT services.  However, just as important are the values and principles of the CRT programs themselves.  The CRT Council has created a list of preferred values and principles for Model 3 and 4 at the end of this document.  From our perspective these values will be most nurtured and come to best fruition via Model 3 or 4.

On the whole there is a belief that while Model 4 is the ideal, Model 3 is more likely to receive the endorsement from the entire system.  This belief is based on Model 4 representing a more radical approach to changing the care paradigm; while Model 3 essentially embodies a milder, but still progressive, step further toward more community-based care.  Such a step in not envisioned in Model 1 or 2.  As with Model 3, the CRT Council is willing to support and work toward such a model at the invitation of the Futures Committee.

Model 1

The CRT Council did not exhibit any support for Model 2, finding that it was a lateral departure from current practice.  Model 2 failed to move the system in any progressive manner with the exception of the components that also exist in Model 3 (and are assumed to be part of Model 4).  Thus, the CRT Council agreed that if Model 4 or 3 were not ultimately supported that Model 1 should be adopted.  The reasoning here is that Model 1 does improve the day to day life of patients and keeps the operation of the VSH replacement in the hands of the state.   If there is not going to be a strong attempt to significantly alter the role of the DA’s working in collaboration with the state and inclusive of the designated hospitals then it is best to basically leave things as they are.  This would continue the current clear role the state has as ultimate provider for persons proposed as involuntary patients. 

Part II: CRT Council Concerns Regarding the System of Care

The CRT Council discussed the above responses in terms of a number of guiding principles, clinical concerns, and overarching values.  We agree unanimously that replacement of VSH must be done with a clear understanding that the decision will likely be a significant factor for the care of those most in need of mental health services for decades into the future.  These are enumerated in the following sections.

Administration

Our overall hope for the administration for Models 3 or 4 would be to form equal partnerships between the state and the DA’s and to include the Designated Hospitals (DH’s) as they would like to be involved.  There is a level of frustration experienced by the CRT programs in the current parallel systems of DMH and DA’s on one hand and DMH and DH’s on the other.  The DA’s have met the responsibilities expected with the decrease of bed use at VSH, creation of programs such as DBT and Co-Occurring Treatment and joined ventures with Vermont Psychiatric Survivors and NAMI-VT.  These all evidence a capability by the DA system to be a responsive and willing collaborator with DMH, VSH, and the DH’s.  The CRT programs should have more equalized decision-making and oversight role of the mechanisms of care within the entire system.  There are significant concerns the current structure encourages dysfunction and poor communication, therefore creating excellent conditions for a lack of mutual trust.  By clarifying the roles of the DA/DH system—including clear funding priorities--there is a hope overall care, especially in discharge planning and location of care issues, could improve.  

In Models 3 and 4 the collaboration of these players in the system would improve due to joint ownership of best outcomes.  In Model 1 it is not clear what different role the DA’s might play.  However, the CRT Council many months ago encouraged and welcomed the current VSH be given DA status for CRT eligibility determination for purposes of strengthening the DA/VSH relationship.  (It is noted that this proposal has been accepted by DMH, however no clear outcome of the meaning of that acceptance has been established.)  This should be addressed if the Futures Committee wishes to pursue that model as a number of current issues might be best corrected by creating some level of collaboration even if the current model at VSH were to be placed into a new facility. 

Among the greatest concerns of the CRT Council is the issue of monitoring that whatever plan is “committed” to be followed through with ample support.  This includes setting clear benchmarks for outcomes and how failure to meet them would be addressed, but also included is the financial commitment that a plan followed is a plan funded.  It is our unanimous view that a clearly defined partnership between state, local communities, DA’s and DH’s should exist with a level of oversight also inclusive of consumer and family advocates.  This partnership should be on all--clinical, financial, and administrative levels.

Clinical

Above all other clinical concerns of the CRT Council is that Recovery—as defined 

by person as a self versus person as a diagnosis--is the underlying philosophy of the system of care and is present throughout all settings.  Elements of such a system include:

· Significant flexible structure of care—especially at the crisis level—that allows for maximum consumer choice versus strict recipe programming.  Such a structure would for example constantly question the need for attendance at group therapy sessions or refusal to allow persons access to their sleeping quarters.  On occasions these are helpful, but at other times they only serve to strengthen the us/them environment that is especially difficult to manage on an involuntary stay.

· Recovery education and principles need to be incorporated at all levels of treatment.  Similar to efforts at DA’s and at VSH, Recovery education should also be a part of the general hospital setting.  This should be developed with the various Recovery Educators statewide into a program that could be utilized by the DH’s who often only have short stays, but where patients could continue or begin to be in a Recovery Education mode.  

· Significant clarity should be established on what standards consumer/patient choice, participation, and collaboration are to be judged.  We strongly support a model of maximization of consumer/patient collaboration that would encourage a realization of choice for what direction treatment can take.  Through the expansion of community-based programming via consumer/family collaboration CRT programs within the DA system have been able to reduce use of VSH to less than half of all admissions there.  CRT consumers in the community and DMH keep pressure on the CRT programs to maximize choice and this has impacted on the use of hospitalization.
· Families and other support persons from a patient’s life must be creatively and openly encouraged to participate in the inpatient treatment.  This includes removing barriers to their participation such as limited visiting hours or access by those seeking to support and educate patients.  We would argue that easy access to these supports and family members, even when they are at odds with the clinical care team, must be supported.  All components of the system of care could vastly improve in the area of increasing the participation of community and family members in treatment and in educating those persons and clinicians on how best to collaborate on the patient’s behalf.

· Co-occurring disorders and trauma informed care are also seen as major clinical components. All programs and all staff in those programs should exhibit their treatment approach concerning these areas and how they will maintain those components and train staff to them.  
Civil Rights

The CRT Council shares concerns that have been expressed by some members of the Futures Committee regarding access to legal services and protections.  This is not a pronouncement on any specific failure of the system, but that there is an apparent difference to such access for patients in VSH versus those in the general hospital units.  Given that consumers, once admitted as involuntary patients, lose a number of civil rights the CRT Council strongly supports any effort to improve access to counsel and advocacy.

Resource Management

The CRT Council makes strong recommendation that the system of care be constructed to maximize good management of the resources available to it.  The advent of the case rate system created new opportunities for good and not so good efforts in this area.  The range of options available to consumers is good, but the ability to keep those options viable is difficult.  The CRT programs have informally and formally worked in collaboration to establish pathways for consumers to access programming or treatment not available in their local areas.  Over time each area has developed a discrete program array in addition to the basic services offered.  However, some of these efforts require ongoing training and the ability to train new staff, which for many programs is challenging with nearly 100% turnover in a 5 year period.  We attempt to share what we can, but stronger emphasis on long-term viability of such offerings and how to make them accessible to all consumers is difficult.  

The use of hospital and crisis beds overall is another area of management issues.  Though at any given time there are empty beds in VSH, DH’s and DA programs, crises develop in one of these areas, often at VSH, and the system becomes one of rejection and/or delay for persons in need of immediate care.  These occur when there are open beds within the system.  Better enforcement of a “no reject” policy and development of protocols to re-introduce proposed patients who were violent or destructive in a previous stay in any care facility would also be useful.  Without such management it is unlikely that an improvement in overall care can occur, and the risk of “no vacancy” at VSH, in current or future form, will remain.

Funding
The CRT Council is concerned that any model ultimately chosen by the Futures Committee, and subsequently invested in by the state be one with adequate funding guaranteed.  Though the entire system will no doubt be challenged by funding issues in the years ahead, persons who are involuntarily held should be guaranteed adequate and safe treatment.  To suspend the civil rights of the patient is potentially a life-altering event for them.  We must ensure that we do it as seldom as possible, in the least restrictive settings, and with the most effective and respectful approach.   This effort must be allowed to occur without cutting so many corners that safety or respect are rejected in favor or saving dollars.  At the same time we recognize the need to equalize funding for the whole system at levels that do not create a shortfall on one end that only creates more need at another.

Community Safety

The CRT Council supports all efforts to educate the general populace on the mental health needs of its members.  We are concerned that this has been an effort that has not been highly visible and thus our communities often go to the negative image of the “raging madman” when we speak to a more intensive level of care in the community.  We recognize this as a need for all components of the system, including the DA’s, to be focused upon.  Concurrently, we recognize that communities must cope with the acceptance of persons who are involuntarily treated within their own neighborhoods and a venue need be established that supports such a dialogue.  We all are community members. 

Current VSH Employees

The CRT Council shares concern about the employment of the skillful workforce that is now in place at VSH.  These persons have helped a great number of Vermonters at their greatest moment of need.  They have risked insult and assault upon their person to do a job that is complicated by knowing that when patients are the most symptomatic they will be challenging.  Then, when the symptoms begin to clear, the patient will leave.  Seeing so many people at their most painful moments is an enormous stress, and requires great commitment to be present week after week in such an environment.  Given the level of effort by the employees the Council supports all efforts to ensure that a model that reduces employment and/or location of worksite has to also fairly address how these employees will be given an opportunity to continue their work, or transfer to work in such a way that respects their commitment to the citizens of Vermont.
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