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The meetingwas calledtoorderat 1600. The minutesfrom the last meetingwere approved.

Erik again encouraged all participants tojoin the Google group, where extensive discussions are now
taking place about variousissues. The groupisopenas required by the MD Open Meetingsactand can
be found at https://groups.google.com/d/forum/maryland-dhmh-continuity-of-care-workgroup---
clinical-subgroup. Inaddition, you can postto the group viaemail, at maryland-dhmh-continuity-of-
care-workgroup---clinical-subgroup@googlegroups.com.

Duringthis meeting, there were two formal presentations, which spawned much conversationand
discussion. This allowed more time for discussion thaninthe last meeting.
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The first presentation was by Jamie Miller, from Value Options, on the barriers presented by individuals
with comorbid mental illness and addictions, and especially those who are “high utilizers” of
acute/expensive services but who resistengagementinlongterm, recovery oriented interventions. VO
has adopted anintensive care management approach tothese cases. Giventhatsuch individuals often
move from one hospital to another (especially in Baltimore city), VO is the only entity thatis able to
track theirtreatment experienceslongitudinally. TheirICMapproach is able to address acute episodes
differently, giventhat they often present with acute substance abusecrises butreally do not need the
sort of 24hour nursing managementin an acute psychiatricsetting. However, becausethere are
insufficient programs to address substance abuse crises, these individuals appearin emergency
departmentsand psychiatricinpatient units where they are quickly recognized as notin need of the care
offered there. These individuals cost the system tens of thousands of dollars peryearormore. (Thisis
similartothe discussion last week of the 20-80 rule, wherein asmall percentage of the population uses
a large percentage of the treatmentresources.) Suggested recommendationsincluded:

* Developfee-for-service codes to allow OP providers to physicallymeet and build connections
with consumers on IP units, priorto D/C

* Developspecialized, dual diagnosis, crisis residential “shelters” with:

— Crisiscounseling
— Case Managementfor concrete things like beds, food, entitlements, etc.
— Ambulatory detoxification

* Maybeeven the ability to be a “wet” shelter?

* Create asystemicprocessforsecuringa ROl when enteringthe publichealth systemfor
coordination of care between the Somatic, SA and MH providers

* Developmentof dual diagnosis services at many (if notall) levels of care

— Trainings, certifications, EBPs, CPT codes, fee-schedules, etc.
There were several questions forJamie:

e Why areonly 75 individuals managed in thisway? Thatis the caseload thatcan be handled
giventhe resources available. The ICM is pretty intensiveand requires substantial staff time,
including attempts to find the individual in the community after release.

e Whatisthe prevalence of Clinvolvement? Alow percentage has active parole/probation
involvement, though more have CJ histories. The probation agentis engaged as a part of the
supportteamfor people onsupervision.

e Some discussion of the difficultygetting peopleto sign releases of information to permit cross-
system communication and coordination.

e Thereisno ability yetto quantify the cost saving, but for the ICM group, each individual had at
least 4 inpatient admissionsinthe prior 3 months. Estimating a cost of $1200/day over 7 days,
this means they cost at least $32,000 in three months (or$128,000 a year).

e Abigissueisthe capacity of community programsto manage people with dual diagnosis.
Related tothis are substantial legal, regulatory and fiscal barriers to coordinated care.
Specifically, there are Federal restrictions on using certain Medicaid dollars to pay for substance
abuse treatment. Inaddition, at presentanyway, there are different funding streams for MH
and for SA treatment. There issome hope thatthe funding streams will be joined in FY2015 as a
part of the consolidation, butthat will noteliminate the regulatory barriers posed by Medicaid.
Thisis notas much of a probleminthe commercial world, which has developed medical
necessity criteria specifically applicable to people with dual diagnoses.

The second presentation was by Elaine Carroll from OOOMD focused on the role of trauma in people’s
livesand onthe ways in which they express theirresponses to trauma. She senta number of materials
to the Google group — these are on the drive as well. The ACE study abstract is available at



http://www.ncbi.nlm.nih.gov/pubmed/9635069?dopt=Abstract. The ACE study concluded thatthereis
“a strong graded relationship between the breadth of exposureto abuse or household dysfunction
during childhood and multiple risk factors for several of the leading causes of death in adults.” Some of
these causes of death relate to mental illness and substance abuse. The philosophy of atrauma-
informed approachto care isthat it isineffective to treat the “symptoms” (e.g. depression, substance
abuse) without addressing the underlying causes (trauma). The principle isto move froma“what is
wrong withyou” approach and toward a “what happenedtoyou” approach. Attimes, treatment
resistance is engendered when we approach traumatized people using the firstapproach. Inaddition,
some of our interventions may be experienced as re-traumatizing. She ended her presentation by
discussingastudyin Baltimore, recently completed, of traumainformedinterventions. The group
discussionincluded adiscussion regarding what datais available to support the conclusion that trauma-
informed approaches are more successful or effective. The Balto County Detention Centerhashada
trauma program for women and for men. Compared withthe baseline 50% return rate over2 years
afterrelease, the traumaintervention recipients had recidivism rates of 16% (women) and 28% (men).
There was some discussion about how to separate the effect of the trauma-specificintervention from
the more general case managementand interpersonal therapy interventions that took place.

The clinical group was asked to discuss the potential role of jail-based competency restoration for
defendants foundincompetent to stand trial. There was some discussion of the competency evaluation
and incompetency commitment process. Erik estimated that perhaps 800 individuals peryear are
committed as IST and then committed to state hospitals. (Erik submitted adatarequesttothe MHA
Office of ForensicServices foractual FY13 numbers.) At Perkins, people found ISTremain forafairly
long LOS, but at regional hospitals the LOSisrelatively brief. AtSHCthe LOS is around 80 days. Inpart
thisis due tothe nature of the cases sentthere (with afair proportion of cases havinga maximum
sentence of 90 days, precluding the ISTcommitment from exceeding that limit.

The economicsubgroup has reviewed literature suggesting thatjail-based restoration of competencyis
cheaperthan a hospital-based approach. Johnsuggested thatthis may be due to the far higher
accreditation requirementsin hospital settings, which necessarily raise the cost of care there. Anne
pointed out that NCCHC, which accredits many jails, forbids jail clinicians from engagingin the gathering
of “forensicevidence”, which would requirethat NCCHC accredited facilities to hire staff specifically to
provide competency rehabilitation and assessments. This might offset the costsavingtosome extent.
In addition, there are ethical guidelines for both psychiatrists and psychologists strongly discouraging
actingin botha clinical and forensicrole foragiven case. Thus, there would be noeconomy of scalein
smallerjails, which would be unable to do this. Itis notclear to the clinical subgroup what the actual
cost saving—factoringin the costs that counties would encumber if competency restoration were
moved to county jails—would actually be.

In addition, the clinical subgroup strongly believes that jail is not an appropriate place for people with
acknowledged mentalillnesstobe. Itis worth notingthatjail-based restoration options have arisenin
places where there were inadequate state hospital resources to performthis function. Thus, in Texas,
Erik worked with a midsize jail that was struggling with a9 month waitinglist for state hospital beds
even aftera court-orderrequiring transfer was cut. The jail staff there concluded that, given achoice
between providing competency education/rehabilitation or waiting9 months, it was betterto provide
the restorationinterventions. Thisis decidedly not the case in Maryland, where we have a highly
functional and effective approach to addressingincompetent defendants’ needs.
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Ifthereis to be a “cost-cutting” approach, the clinical subgroup concluded that there are some changes
that could be made, but these all would require statutory changes. Amongtheseare the verylong
“Jackson” limits, farlongerthan are the case in moststates. There has already been an active discussion
of thistopicon the group.

The next meetingison 9/3/13 at 1600 at Sheppard Pratt Conference Center. Room and call-in
informationtofollow. Pleasetrytobe ontime.

We will have two presentations.

e Kait— consumer perspectiveson barriersto care
e Edgar Wiggins, Ari Blum, Jennifer Lowther—crisisintervention andits role in continuity of care

This will be our penultimate meeting, and we will need to use ourlast meeting on 9/10 to wrap things
up and totry to devise afew key recommendations to the larger workgroup.

The meetingended at 1730.

Minutes prepared by Erik Roskes



