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Beginning the Transformation of 

Georgia’s Mental Health System
On August 20, 2007, Governor Sonny Perdue addressed a Mental Health Summit convened by NAMI Georgia and the Georgia Department of Human Resources. In his speech Governor Perdue charged the summit participants with developing recommendations that would help fix Georgia’s disarrayed mental health system. From this charge the Summit included breakout sessions to obtain grassroots input on several key areas, including mental health. Issues raised in the mental health forums were significant and wide ranging, indicating a need for a thoughtful, comprehensive look at our current mental health service system and its ability to meet the needs of Georgia citizens. Participants developed seven proposed goals that would transform their vision and values into reality. The essence of these goals was repeated in public testimony and Commission discussion over the last six months. 

Goal 1:     Access to Medication. 

· Implement utilization management strategy in medication administration that promotes and improves the quality of patient care for individuals with mental health disorders.  

Goal 2:     The Continuity of Care through Individual Care Plans. 

· Procedures in the state system that ensure that the right amount of services are provided at the right time in a consumer’s life.  
Goal 3:     Centralized Navigation of Mental Health Services in the State. 

· Currently, Georgia’s Mental Health services are split between several departments depending on population and issue. This recommendation would create a website containing all the Mental Health resources across agencies in the state. 
Goal 4:      Ombudsman.  

· Independent mediator/consumer advocate to help understand and utilize all mental health services. 
Goal 5:      Safe Housing. 

· Ensure adequate community based housing options for consumers who are living independently or in supportive housing.  
Goal 6:      Expand Crisis Intervention Services. 


· To prevent hospitalization, incarceration and injury, varying types of crisis services (mobile or beds in units) should be available at appropriate levels throughout the state.
Goal 7:      Create a New Mental Health Oversight Cabinet.
· This Cabinet would be made up of key state Department Heads to ensure efficient and effective procedures and resources are in place as consumers move from one system to another.
What Is mental Illness
Mental illnesses are some of the most misunderstood afflictions in today’s society. Too many people think of mental illness as a “weakness.” Nothing could be further from the truth. These are true illnesses and brain diseases. Relationships, work, school and home life can suffer as a result of mental illnesses. Mental illnesses are caused by disorders of brain chemistry and function that affect how a person thinks, perceives and gets along in the world. Anyone, regardless of age, race or gender, can develop a mental illness. The risk to develop a mental illness can be inherited, just as a risk for diabetes or heart disease is passed down in families. 
Factors such as problems in development prior to birth, imbalances in brain chemistry, traumatic personal experiences and other physical problems have been presumed to be contributors as well. Thousands of people live with mental illnesses every day, and some are not even aware of the problem. However, unlike the images we often see in books, on television and at the movies, most people with mental illnesses can lead productive, fulfilling lives with proper treatment and support.

In the past, the subject of mental illness was surrounded with mystery and fear. Today, we have made tremendous progress in our understanding – especially, in our ability to offer effective treatments. However, questions about mental illness often go unanswered and stand in the way of people receiving help. Mental illness is a common affliction. There are approximately 140,000 people who suffer from mental illness living in Fulton County. One in five Atlanta-area children has some form of illness. Nationally, 3% to 5% of all children under 18 have a severe mental disorder. 

It is estimated that more than 15 million Americans suffer from depression. Anxiety afflicts about 30 million people, and millions more suffer from obsessive-compulsive disorder, panic attacks and phobias. Some victims aren't even aware of their illnesses, which are readily noticed by others. Many others turn to personal and social diversions as a means of dealing with their problems. Those who do seek treatment are finding increasingly better results, allowing as many as 80 percent of patients to return to normal, productive lives. When mental illnesses strike, they reach far beyond their victims. Family members, friends, co-workers and many others suffer as well. But family and friends can potentially be the best help for victims.

The exact causes of mental disorders are unknown, but an explosive growth of research has brought us closer to the answers. We can say that certain inherited dispositions interact with triggering environmental factors. Poverty and stress are well-known to be bad for your health—this is true for mental health and physical health. In fact, the distinction between “mental” illness and “physical” illness can be misleading. Like physical illnesses, mental disorders can have a biological nature. Many physical illnesses can also have a strong emotional component.

There is a misconception that mentally ill persons are violent, which contributes to the stigma of mental illness. The vast majority of people with mental illness are not violent, and the majority of violent acts are conducted by persons who are not mentally ill. Mentally ill persons are more likely to be victims of violence than perpetrators, and more

likely to hurt themselves than hurt other people.
The Mental Health Commission
The Governor’s charge to the Commission is to examine the entire public mental health system including financing, practice, legislation, and departmental structure.  The Commission sees this as a once-in-a-decade opportunity to bring critical attention to individuals whose mental health condition is too often untreated or under treated.  Therefore the Commissions calls on consumers, family members, advocates, providers, elected officials, and concerned citizens to share their thoughtful criticism and best solutions with the Commission so this rare opportunity is not lost.

Summary of the Commission’s Current Work

The Commission sponsored a series of public hearings to identify strengths, needs and concerns regarding mental health services provided by agencies of state or local governments and their contractors, heretofore referred to as the public mental health system.  Through this series of nine public hearings across the state and solicitation of written testimony, the Commission specifically asked the following: 
· What specific steps can the Commission take to better ensure the safety of consumers and improve the quality of services and supports they receive? 
· Should the scope of services and supports offered by the public mental health system be redefined? 
· Which of the existing services and supports should be expanded, modified or discontinued? 
· Which functions should be maintained at the highest levels of priority within the overall mission of the state departments serving individuals with mental health conditions? 

	Commission Schedule and Topics of Discussion:

	Date
	Topic
	Location

	October 30 
	State Hospitals

(DHR and DOC)
	Central State Hospital (Milledgeville)

	November 7 
	Prisons

(DOC)
	Prison Re-entry Meeting Columbus State University

	November 27 
	Public Testimony
	OPB

	December 18 
	Adult Community Services
	OPB

	January 29 
	Juvenile Justice 
	Augusta Youth Development Campus

	February 26 
	Children’s Community Services

	State Capitol -Room 403

	March 25 
	CMOs, Sheriffs

Provider Associations
	State Capitol -Room 403

	April 29 
	Community Providers and Georgia Best Practices
	State Capitol - Room 403

	May 27 
	Recommendation

Formulations
	State Capitol - Room 403


Based on this input, information gathered from all of the above sources, and on those summarized in the appendices of this report, the Commission is aware of a number of potential contributing or causal factors, which need to be addressed in order to improve mental health services for the citizens of Georgia. 

The Commission feels the recommendations in this report are critical to achieving a mental health system that prioritizes effectiveness, safety, and accountability as its primary responsibilities. Many entities of state and local governments are responsible for the provision of mental health services. These include the Departments of Human Resources, Community Health, Corrections, Juvenile Justice, Education, Community Affairs, Labor, and local law enforcement agencies. For most of these entities, the provision of mental health services is only a portion of the statutory mandates they are responsible for delivering to the state’s citizens.  Therefore mental health services may not be their first priority or within their primary area of expertise. As a result, many see Georgia’s public mental health system as fragmented and difficult to navigate. 
Public Testimony Summary

Governor Sonny Perdue charged the Commission with the tasks of identifying the most pressing issues that face our public mental health system and developing recommendations for improvements. Over 150 people testified, with many sharing their personal stories, at public hearings, commission meetings, through the commission’s website, and via mail. Common themes emerged: 

·  Accessible Community-Based Services: People urged the commission to rely on a community-based approach. The need for improvement in the community-based system was acknowledged, but people do not want to see services taken out of their local settings. Concerns were raised about accountability, the complexity of the system, inability to obtain timely assistance, and protection of rights for those served by the public mental health system. 

· Service Improvements and Unmet Needs: Many people reported that there should be a broader array of supportive and hospital services in the community to serve people from early childhood and through adulthood. Many also stressed the importance of outreach and greater clarity in the information that describes available services. People are frustrated with the inability to receive needed services prior to being in a crisis. People described the cycle of not being able to get a job; not being able to get safe, affordable housing; and not getting any help. 
Those who spoke of loved ones living on the streets or in jail said there is no compassion for their situation. Also noted were disparities in access to treatment experienced by a variety of population groups. Many people stressed the need to put “what works” into practice. 

· Services to Older Adults: The commission heard descriptions of the unique mental health needs of our state’s growing population of older adults. Troubling testimony highlighted insufficient numbers and inadequate preparation of direct care workers and mental health care providers to respond to the needs of older adults. 

· Children’s Services: Many people noted serious gaps in mental health services for children, with some describing the need to relinquish custody of their children in order to receive care. The gaps include training for parents, teachers and school administrators, and mental health providers on the needs of children with emotional disturbances; comprehensive school-based mental health services; respite care for families; crisis intervention; and “real support and advocacy” for families. Several parents described heartbreaking experiences, even to the point of the loss of their children to suicide. 

· Interface with the Criminal Justice System: Very frequently, people addressing the commission stressed the need to take steps to make sure that people with serious mental illnesses do not end up homeless, in jail or prison, and children with emotional disturbances do not end up in juvenile detention programs. There was considerable testimony about the adult and juvenile justice systems serving as de facto “mental health institutions.” Several people highlighted the need to expand jail diversion, including at the point of first contact, evaluating whether the person would be more appropriately served through mental health services versus the justice system itself. The need to better train first responders and law enforcement in mental health issues was also articulated. The commission heard family members describe tragic consequences of inadequate mental health treatment and services in some of our county jails, insufficient collaboration between community mental health agencies and jails in dealing with persons with mental illness, and inadequate preparation for continuity of mental health treatment as prisoners reenter society. 

· Funding, Medicaid, and Insurance Coverage: People stressed the need for more funding for mental health services. Insufficient funds lead to the loss of providers, shortage of services, and poor wages and benefits for direct care workers. Several people described being forced to live in poverty as the only means to assure community mental health services. People also demanded an end to the harmful discrimination resulting from the lack of parity in private insurance coverage of mental illness and emotional disturbance (as contrasted with coverage for other medical conditions). 
Statement of Need

The 2003 Interim Report the President’s New Freedom Commission on Mental Health declared: 

“… the mental health delivery system is fragmented and in disarray … lead[ing] to unnecessary and costly disability, homelessness, school failure and incarceration.” The report described the extent of unmet needs and barriers to care, including:

· Fragmentation and gaps in care for children,

· Fragmentation and gaps in care for adults with serious mental illnesses,

· High unemployment and disability for people with serious mental illnesses,
· Lack of care for older adults with mental illnesses, and

· Lack of national priority for mental health and suicide prevention.

The Interim Report concluded that the system is not oriented to the single most important goal of the people it serves — the hope of recovery. State-of-the-art treatments, based on decades of research, are not being transferred from research to community settings. In many communities, access to quality care is poor, resulting in wasted resources and lost opportunities for recovery. More individuals could recover from even the most serious mental illnesses if they had access in their communities to treatment and supports that are tailored to their needs.”

These words hold true today in Georgia, even after system improvements that have occurred over the past few years.  Today Georgia’s prisons, jails and youth detention centers have become the default public mental health system for thousands of Georgians. 
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The mentally ill in Georgia’s prison system has grown from 5,255 inmates in 2001 to 8,171 inmates as of August 2007 (See Figure 1). For this reason, the Department of Corrections (DOC) has been forced to develop its own mental health system which includes; hospital beds, crisis stabilization units, acute care units, safe cells, observation cells and isolation/segregation cells, or a total cost of $36,788,400 in FY2008 state funds.  

Figure 1:
The DOC paroles 250 seriously mentally ill inmates into Georgia’s communities monthly and because of Georgia’s maximum sentencing laws, the majority of these parolees have no supervision once they reenter the community.  With no supervision these mentally ill individuals end up in hospital emergency rooms, the state hospitals, jails, homeless, or back in prison.

Of the youth in the custody of the Department Juvenile Justice (DJJ) 46% are classified as “emotional disordered” i.e., depression, abused and about 10% are classified as “severely emotionally disturbed” i.e. bi-polar, depressed. Approximately 10% of the beds operated by DJJ are for youth with emotional disturbances. In FY2007, DJJ spent $12,674,587 on mental health services and $522,397 in substance abuse services. 

These conditions in the DOC and DJJ are a result of an institution dependent mental health system. Mental health care too often starts with admission to one of the State’s seven state hospitals rather than accessing community based services. This lack of community services can be seen by examining the hospital admission and readmission rates. 
Georgia’s state hospitals serve two-and-a-half times as many residents as the national average. They have length of stays that are considerably short than the national average and their 30 day readmission rate is double the national average. (See figures 2, 3 and 4)   

	Figure 2

In FY2007 - 12,713 adults served in state hospital psychiatric units (AMH, Forensic), a reduction of 15.6% since 2003.

MHDDAD State Hospital System: Consumers Served, FY2002-FY2007 
 

 

Cost Center 
FY2003 
FY2004 
FY2005 
FY2006 
FY2007 
Adult Mental Health 

13,229

12,749

13,216

12,396

11,666

Forensic 

1,838

1,704

1,248

1,054

1,047

Special Care 

216

203

176

219

198

C&A Short Term 

1,955

2,011

2,265

1,659

1,313

C&A Long Term 

48

51

48

22

--- 

M/S Hospital 

214

225

--- 

--- 

--- 

Mental Retardation 

1,423

1,402

1,305

1,201

1,165

Grand Total 
18,923

18,345

18,258

16,551

15,389

Average Daily Cost Comparison

	Figure 3
	
	

	
	Adult Mental Health
	Adult Forensic

	Northwest Regional
	$300
	$222

	Atlanta Regional
	$318
	$286

	West Central Georgia Regional
	$381
	$324

	Central State Hospital
	$388
	$221

	East Central
	$422
	$217

	Southwestern State Hospital
	$423
	$344

	Savannah Regional
	$441
	$389

	Southeastern State Average – Adult Psychiatric Units = $492

	Private Sector (DHR RFP for overflow AMH beds) = $620
Current cost structure is not comparable to other facilities providing inpatient psychiatric care

	Figure 4




	Latest national comparisons from 2005:

	For discharged AMH consumers, more than 60% had a length of stay of <7 days; 
over 90% has a length of stay <=30 days. 

	Compared with other state systems, Georgia’s length of stay is considerably shorter.  

	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


The admission data shows that many state hospital admissions are short-term crisis
stabilization or medical detoxification.  These are services that can be provided by community based providers.  The high readmission rates are also evidence of a lack of community based services. Earlier this decade, nearly $37 million in state funds were moved from the state hospital budget, with the expectation that it would be recouped through Medicaid/Medicare billing.  In the years since the reduction, community mental health service funds were redirected to cover the state hospital deficit which has ranged from $11.9 million in FY2000 to a high of $42.6 million in FY2005 to $8.1 million in FY2007.   

This reduction in state hospital funding and redirection of community based services has had a negative impact on adult community services.  Approximately 13% of average client load for adult mental health units meet clinical criteria for discharge but remain in the hospital due to a lack of community supports. (See Figure 2)
	Figure 2

In FY2007, 12,713 adults served in state hospital psychiatric units (AMH, Forensic), a reduction of 15.6% since 2003.
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	13,229
	12,749
	13,216
	12,396
	11,666

	Forensic 
	1,838
	1,704
	1,248
	1,054
	1,047

	Special Care 
	216
	203
	176
	219
	198
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Even with the State’s rapid population growth since 2003, the number of adult-serving, community based mental health services has remained relatively flat. In FY2003 - 98,902 individuals were served, in FY2004 - 100,822 individuals were served, in FY2005 - 100,402 individuals were served, and in FY2006 - 99,821 individual were served. 

The redirection of funding has impacted children’s services severely.  It wasn’t until 2006 that the State began to contractually enforce the mandate for State contracted mental health providers to serve children. Prior to this time funding for children’s mental health services was being spent on adult services. Therefore no accurate data exists to show the past trends in children mental health services. 

Partnering with the State’s educational system is also imperative in order to effectively serve Georgia’s children with mental health conditions.  Mental health and addictive disease should partner with school systems and schools to provide behavioral health services in the school setting and ensure children and adolescents with behavioral health needs are being met.  
However, mental health and addictive disease should partner with schools to fill in the gaps and provide necessary services for children and adolescents.  Currently, there are approximately 20,180 emotionally and behaviorally disturbed students in the State of Georgia and 5,700 students in the Georgia Network for Educational and Therapeutic Supports (GNETS, formerly known as the Psychoeducational Network), which includes students with disabilities from several different areas, including emotionally and behaviorally disturbed students and students with autism.  In particular, MH/AD should partner with schools to provide necessary services to these children and adolescents. 
A New Vision for Georgia
For our children and adults, within Georgia, the mental health system needs to be reinvigorated and reinvested to create a new vision for Georgia’s public mental health system that promises Georgia’s children and adults good mental health and a mental health system that responds effectively to the needs of individuals with mental illness and emotional disturbances while promoting resiliency and recovery. 
Making this vision a reality requires adherence to the following values for the system: 

· It must be shaped by the needs of individuals who use mental health services and their families. 
· It must be focused on promoting recovery and resiliency and advancing good mental health. 
· It must be effective, focusing on clinical quality and system performance. 
· It must be equitable, providing accessible, available, and high-quality care to all Georgia citizens. 
· It must provide timely and easy access to a full array of services. 
· It should be efficient and work in conjunction with the rest of Georgia’s human service network. 
· It must be accountable, integrated, coordinated, and collaborative. Mental health services must be integrated into the other parts of our system of opportunities and care for state residents. 
Brief Overview of
Georgia’s Public Mental Health System
The commission provides a detailed overview of Georgia’s public mental health system in Appendix E of this report. The detailed overview tracks the major historical developments that led to the present system, from the institutional era through the shift to community-based care and up to the era of managed public mental health care. 
The overview concludes with the key challenges facing the Georgia public mental health system and mental health systems across the nation. Among the principal challenges to be overcome are: 

· The increasing numbers of individuals with significant mental health problems who are showing up among the individuals served by other public systems (i.e., child welfare, juvenile justice, law enforcement, courts, corrections, and education) 

· The tremendous complexity in the administration of mental health programs that are supported by multiple funding streams, each with varying eligibility standards, differential access policies, dissimilar service obligations and benefits, and various complaint processes 

· The increase of homelessness which is a result of lack of community based services, housing and jobs for mentally ill individuals being discharged from hospitals, prisons and jails.

· Fragmentation of the state’s efforts to address the mental health needs of its citizens 

These fundamental challenges are complicated by the increasing numbers of individuals lacking health insurance and those with private coverage whose mental health benefits do not adequately cover services needed by persons with serious mental illness and emotional disturbance.  Our current system evolved over time, beginning in 1963 when President Kennedy signed the Comprehensive Community Mental Health Center Act that, for the first time, created a role for the federal government. 
Georgia quickly followed the federal lead with the passage of the state Community Mental Health Act in 1964. A key feature of that act and subsequent federal policy was the agreement of the federal government to pay for the treatment of persons experiencing mental illness, unless they were adult patients in a specialized state or private mental hospital. This created a huge incentive for the states to deinstitutionalize patients to obtain funding from Washington. Deinstitutionalization, as well as more effective psychotropic medicines and advances in therapy, resulted in a reduction in the number of persons in state mental hospitals in the United States from more than 559,000 to 50,000.  In Georgia the number decreased from 22,000 to fewer than 8,000, but at the same time, Georgia’s jail population saw a dramatic increase in the number of persons with a mental illness. 
The shift to federal funding had an unintended consequence. Georgia, like most states, has maximized its general fund dollars to bring in federal dollars. This leaves too little help for those not Medicaid-eligible and without private insurance coverage for mental illness services. Too often, those who do not meet the Medicaid eligibility rules or who are not in crisis are not able to access the system.

Timely and clinically appropriate intervention is not available for too many patients who are attempting to manage their chronic disease. Those who are not Medicaid eligible and have mild to moderate mental illness cannot receive the care they need when it would be most effective.  The unintended result of several factors and policies that were well meaning but not always far-sighted has been a state/community mental health system that is uncoordinated and fragmented, with few real quality controls and dispersed accountability. 

The current system fosters an unacceptably wide variation in funding, quality of care, rights protection and promotion, and access to care, and suffers from administrative redundancy and unproductive variance in payer reporting requirements.  While there is strong evidence that people with mental illness and emotional disturbances benefit from early intervention, the system lacks the capacity to respond in a timely manner for far too many children and adults diagnosed with a serious mental illness or emotional disturbance. 

Pressing Issues and Key Findings

The commission was charged with identifying pressing issues and significant challenges to preserving and improving services for adults and children with serious mental illness or emotional disturbances. Public testimony at hearings and public comment, both written and provided during commission meetings, were extensive and helpful to the commission and its subcommittees in identifying the following key issues: 

1.
Public misconceptions about mental illness and emotional disturbance lead to stigma that impedes timely diagnosis and appropriate treatment, when stigma is reduced prevention, early access and continued treatment will occur.
2. 
Too often, people must be in crisis to receive mental health care. 

3. 
Many people with mental illness and emotional disturbances are not receiving the care they need and too much of the care provided is not of acceptable quality or appropriate to the need. 
4. 
There is inappropriate use of the juvenile and criminal justice systems for people with mental illness and emotional disturbance. 

5. 
Georgia’s public mental health system is neither structured nor funded to deliver care to people with mental illness or emotional disturbance effectively, efficiently, and in a timely fashion. 

6. 
The lack of access to integrated mental health and physical health care and supports for housing, education, and employment impedes recovery and the development of resilience for people with mental illness and emotional disturbance. 

7. The needs of people with mental illness and emotional disturbances and their families do not drive the care and services provided to the degree they could and should. 
8. The lack of parity in health insurance for mental health services has resulted in an over reliance on an already over burdened public mental health system. With mental health parity, private sector resources could be accessed and provider networks expanded.

Recommendations for Reform to Achieve the Goals
The following recommendations are the starting point of the Commission’s work for the next six months.  During this time the Commission will work with staff from the involved Departments and the Governor’s Office of Planning and Budget to develop fiscal impact analysis and determine priorities for implementing recommendations in the Commission final report which is due by December 3, 2008.

Recommendations Common to the Entire System

1. Creation of a Behavioral Health Collaborative
A statutorily created Behavioral Health Collaborative to provide guidance for inter-departmental behavioral health program policies and budget for the purpose of creating a multi-year comprehensive behavioral health strategic plan:
· Collaborative Board Membership:
-
Commissioner of the Department of Community Health
-
Commissioner of the Department of Community Affairs
-
Commissioner of the Department of Corrections
-
Commissioner of the Department of Juvenile Justice
-
Commissioner of the Department of Human Resources
-
Commissioner of the Department of Corrections

-
Commissioner of the Department of Labor
-
Judicial Council of the Supreme Court
-
Director, Mental Health
-
Director, Governor’s Office of Planning and Budget;

-
Commissioner of the Department of Education; 

-
Adult consumer of public mental health services

-
Parent of the child receiving services from the public mental health system

-
Law Enforcement Representative

-
Court Representative

-
Provider Representative

-
Special Education Representative

-
Governor Appointed Chair

Advisory Members would include:

-
Two members of the Senate

-
Two members of the House of Representative
· Responsibilities:
a. Leverage all resources used for community behavioral health services to include;
i. Building consensus on a inter-departmental comprehensive multi- year behavioral health service delivery strategy
ii. Coordinating annual inter-departmental behavioral health budgets for all the Departments represented on the Collaborative Board. (Each department on the Collaborative Board would have a behavioral health program budget for all the behavioral health services each departments provides, all of these program budgets would be coordinated by the Collaborative Board.)  

b. Building consensus around a set of values that prioritizes how public mental health services are developed, implemented and evaluated;
c. Set minimum standards of care in consultation with recognized mental health professionals;
d. Establish a protocol for linking services across agencies;
e. Assess and develop cross-agency confidentiality rules and proposing statutory changes where necessary to implement such rules;
f. Resolve policy issues that affect more than one agency; 
g. Identify a common set of outcome measures to be monitored across departments; and
h. Investigate the feasibility of establishing and implementing a data warehouse designed to support medical and utilization data sharing by state and local agencies charged with the provision of mental health care. 
2.
Access to Medications

· Common Preferred Drug List

· Common to all Departments

· Common to all provider types

· Common to all eligible categories

· Common prior authorization process or grandfathering requirements

· Common agreement on a process for determining when to include new generation medications

· Electronic sharing of prescriptions and medication related information (side effects, labs and PA’s)
· Explore alternative ways for sharing pharmaceutical information until electronic sharing is possible. 
· Make efforts to include County Jails in agreements and cost saving measures.
3.
Case Management

· Create two levels across all departments; 

-
Level One: Case management for the most Severely Mentally Ill adults and children with a Serious Emotional Disturbance from all departments.  (Ensure accountability and quality)

-
Level Two:  Case management for other individuals with mental illness for use as clinically needed.


The following points apply to Level One case management:
· Authority across departments

· Outreach for entitlement eligibility

· Assigned at inpatient and outpatient admission to begin discharge planning

· Utilize Certified Peer Specialist or Trained Family Advocates

· Target in on employment and housing assistance (Work with Dept of Labor and Dept of Community Affairs to develop statewide employment and housing capacity)
4.
Establish Core Community Services

· Crisis Stabilization (Short-term and Mobile)
· Case management
· Emergency Services (Assertive Community Treatment (ACT), Crisis


Intervention Team (CIT), Systems of Care (SOC)
· Provider Networks 

a. Standardized Credentialing 

b. Master level practitioners in fee for service

c. Telemedicine/Tele-psychiatry

· Standardized Billing

· Common benefit package
· Establish the State’s commitment to providing non-Medicaid reimbursable services.

· Create community employment capacity for SMI individuals.  (Non-profit providers of employment support and GRIP)

· Core Services Continuum (Community to Residential)

The following points apply to Core Services Continuum:

· Contract for specific services for targeted populations based upon a set of values and priorities for the public mental health system.
· Outpatient core service providers become the center of localized treatment systems
· Outpatient core service providers are linked and actively participate in decision making about admissions to and discharges from residential and hospitals.
· Outpatient core service providers should be funded and incentivize to manage residential and hospital beds in a way that maximizes effective use of a clinically appropriate continuum of care from community supports and treatments to hospitalizations.

5.
Infrastructure Services

· Interpreter Services (Sign Language and other languages)

· Co-location/One-Stop Shop/No Wrong Door for services
· Transportation
· Utilization Data

6.
Legislative and Regulatory Changes
· Amend state statute to allow a two-year period of probation supervision for inmates convicted of one of the seven deadly sins. The sentence should remain the same but should allow supervised probation the last two years of their sentence.  

· Amend state regulations that do not allow felons to live in Public Housing.

· Amend state statute to allow offenders to receive certain certifications for the Job Training and Education that they received from the Technical School while incarcerated.
· Sex offender statutes that restrict where convicted sex offenders can live, even if the offender is eligible for DOC transition program.

· Occupational licensing statues that do not allow individuals with felony convictions to be licensed for professions, even when services will not be provided to children, the disabled or seniors.

· Civil commitment statute amended to allow outpatient services and refinement of when a patient is considered a danger to self or others.
· Develop an impact study that provides data on how max-out statutes and sex offender statutes have effected the operations of DOC and county jails and any impact these statues have had on mentally ill inmates ability to access community based treatment services upon release.   

7.
Department of Human Resources Reorganization Task Force 

· The recommendations of the Commission should be coordinated with the work of the DHR reorganization task force.
8.
Clarification of Health Insurance Portability and Accountability Act (HIPAA)
· Convene legal counsel from all the state departments that deliver services to the mentally ill in order to develop a common information sharing memorandum for treatment, payment, health care operation and public safety reasons.
9
Mental Health Parity in Health Insurance

· Complete a study of the economic effects of mental health parity in health insurance to determine the benefits and cost to both the public and private health care systems in Georgia.
Adult Community Services Specific Recommendations

1. Increase funding for community based services.

· Determine the appropriate funding needed to replace the children’s funding that had been used to the past for adult services.

· Re-evaluate implementation of fee for service
· Implement state wide intensive case management services for the chronically mentally ill
2. Train 20% of law enforcement officers in the State in CIT.

· Fund training 

· Assist small law enforcement agencies with additional officers to cover when their officers attend CIT training.

3. Training for local law enforcement and courts

· Develop a program to put a basic mental health screening and referral protocol in every county jail in Georgia.

4.
Increased Peer Supports Programs
· Best practice model for which Georgia has been recognized.  

5.
Establish Detoxification Centers

· Establishing detoxification centers statewide would decrease overcrowding in the state hospital settings by providing a less expensive, more effective treatment alternative. 

· Developing access to detoxification centers would also relieve the heavy transportation burden placed on the sheriff’s departments statewide. 
Department of Corrections Specific Recommendations

1. Continuity of care between the prison and the community

· Intensive Case Management services for inmates discharged back to the community.  

· Enhance the Transitional Aftercare for Probationers and Parolees (TAPP) 
· Explore the use of peer specialist
· Include outreach to ensure eligibility for entitlement services are established before release.

· Need to develop robust non-profit resources to refer the mentally ill. Mental health diversion courts have very few resources to get these people the help they need.  

· Need to develop more voluntary psychiatrists or therapists for the mentally ill.

· 2009 budget request for Diversion Coordinators that will help link them ahead of time to mental health services prior to going to court and jail.
· Need to develop community based services that are an alternative to incarceration for individuals with mental illness. 
2. The need for access to Psychiatric Hospitals, once an inmate is being released and is a danger to self or others

· Community short crisis stabilization beds

· Community based program for chronically mentally ill

· State Hospital beds for intermediate care

3. The need for community resources regarding outpatient mental health, (private, not for profit) Transitional Housing and Group Homes.

· Engage Dept. of Community Affairs to assist with housing

· Utilize vouchers for housing and rent subsidy from DCA for these individuals.

· Great need for housing for dual diagnosed offenders who are sex offenders and drug abusers, because they are backing up the system due to having no viable housing plan.
· Develop a clear picture of how the new sex offender legislation has impacted DOC’s ability to find housing. (73% of victims of sexual violations were receiving mental health services and 63% of the perpetrators were receiving mental health services.  Need to find out re-offense rate for perpetrators who have gone through DOC Transitional Center)

4. Develop a strategy to assist Sheriff’s with their concerns and needs:

· Jails have very small budgets and are unable to purchase psychotropic medication for their inmates.  

· There are 3,000 to 4,000 inmates in jails receiving no mental health treatment.  

· These needs should be addressed through core services providers. 
State Hospital Specific Recommendations
1.
State Hospital bed analysis
· Complete an analysis of State hospital bed utilization in the metro area to determine how to eliminate the back-up of patients in metro hospital’s ERs
· Complete a needs analysis of State hospital beds and PRTF beds in SW Georgia.
2. Develop a coordinated, comprehensive and seamless level of care in the community that will relieve the stress on the state hospitals 

· Coordinated outpatient , partial hospitalization (Day Treatment), and

emergency services.  

3. Appropriate funds to state hospitals to improve quality of care.

· Georgia’s state hospitals pay an average of $440 per day. The average cost per bed per day in the United States is $518, with states such as Vermont, Wisconsin, Michigan and Connecticut all showing substantially higher rates of funding, above $700 per day.

4. Develop a plan to improve primary health care in the hospitals

· Use residents in internal medicine training programs and attendees at university-based programs to rotate through the state hospitals and provide medical psychological care to patients there.  The four medical schools in Georgia should be approached to help staff training in the basic recognition and management of medical conditions.

· Serious consideration should be given to the establishment of Centers for Excellence at each state hospital.  Each state hospital would become a Center of Excellence for a critical subspecialty area, such as substance abuse, treatment and detox, management of patients with psychiatric illness and severe medical illness, care of children and adolescents, care of the geriatric patient, etc.  

· Three or four associate medical directors should be hired as is the standard in most other states.
5. Quality inpatient care for children

· The development of quality measures in order to determine the level of care that is provided in the state hospital system is absolutely essential.  
· Develop a continuum of community based crisis intervention, residential, and inpatient services to treat children in their home community within a system of care to eliminate the need for children’s services within Georgia's state hospital system.

6. Investment in state hospital workforce professional development

· Supported professional growth, education, and career advancement.

· Peer support system should be in place to help employees who have been involved in traumatic events at work to receive the help they need.  
· Recruitment of psychiatrists, psychologists, and internists/family physicians, behavioral specialists and specialists in nutritional management.

7. State mental health system embrace the recovery model

· Patient advocates, peer specialists for staff education and enhancement of treatment programs, and patients input in treatment and decision making.
8. Formulary Development

· The availability of medications, typically for the most treatment resistant patients, is essential in order to reduce hospitalization and promote wellness.

· A need for combination pharmacotherapy in many refractory patients demands metrics for monitoring medication response and side effects that are instituted in a standardized fashion.

9. Family Involvement

· A substantial effort to involve families in patient care for both assessment and treatment planning is essential. 
Children’s Community Services Specific Recommendations

1. Unified population of children regardless of payor source

· Identify points where continuity of care breaks under the following categories:

a. Children are currently divided into groups according to the payer source which results in 4 groups: Medicaid managed care, Medicaid Fee for Service, uninsured, SSI eligible 

b. Juvenile Court order treatment, court determine level of care

c. Institutionalized youth in Department of Juvenile Justice provides services

2. One unified provider base

· Medicaid managed care, Medicaid Fee for Service and State funded treatment providers all have different provider/network requirements

· DCH, DHR and DJJ have different provider networks available to children

· Psychiatric Residential Treatment Facilities providers can choose who they want to serve among the youth who have been pre-authorized by APS which limits access to some youth with more intensive treatment needs.  

3. Guaranteed benefit package

· Benefits available to all children

a. PRTF available statewide, at reasonable rates, equal payments to profits 

and non-profits.

b. Core MRO Services (Physician assessment and care; nursing assessment and care; individual therapy; group therapy; family therapy; medication administration; community support individual; crisis intervention)

c. Specialty MRO services (Intensive Family Intervention Services) 

d. Array of Crisis Services: state hospitals; crisis stabilization programs and mobile crisis

e. Intensive Case Management

f. Substance Abuse Identification and Screening;  Co-occurring Treatment

g. Alternatives to high end services, including diversions and step-down (Respite; Family preservation; Wrap-Around; Therapeutic Foster Care; Therapeutic After School)
· Features of the system design

a. Maximize EPSDT

b. Utilize evidence based practices with fidelity measures.

c. School-based services

d. Interagency collaboration/care coordination with mandated participation

e. Competency re: Limited English Proficiency Sensory Impaired

f. Appropriate, timely, comprehensive assessment in all settings that is transferable from one system to another.
g. Work in partnership with families and engage in family activities whenever necessary (Family-oriented , strengths-based, culturally competent, child and family teams)

h. Shared outcome measures (what do we want to measure?)

4. Uniform authorization procedures and consistent authorization standards
· Georgia currently has several authorization procedures and authorization standards (how many units of service can be authorized) for different payer sources including;
· Medicaid MRO-APS authorizes
· Medicaid CMO’s all three have different authorization procedures and standards; these are often unclear and/or insufficient according to providers.  
· Fee For Service- APS authorizes and MHDDAD pays services
· PRTF- APS authorizes
· The TPA only certifies vendors and pays for non-Medicaid consumer support services and can only happen for consumers who have been previously authorized by APS for Core Services
Goals and Measure for the Commission Recommendations
Goal #1 – The state will develop a unified policy regarding the provision of publicly funded services that focuses on the provision of quality services in the least restrictive environment.


Potential Measures:

· Fewer mental health crisis admission to state hospitals and jails
· Increase in individuals accessing community based crisis and outpatient services
Goal #2 – Individuals will have access to a full range of mental health treatment and services that support recovery and resiliency, allowing individuals to function at their highest capacity.

· Access to core mental heath services is available throughout the state

· Continuity of care is maintained, despite changes in state agency or payer responsible for care.  

· Access to effective medications is maintained despite changes in state agency or payer responsible for care.  

Potential Measures:

· Increase in core service providers statewide for both children and adults
· Decrease in treatment interruptions when eligibility changes occur
· Decrease in medication changes resulting from program or eligibility changes. 
Goal #3 – There will be increased capacity and availability of services that support the effective functioning of individuals with severe mental illness, including:

· Housing (supported and independent)

· Vocational rehabilitation

· Employment

Potential Measures:

· Fewer individuals with mental illness will be homeless or incarcerated

· Fewer patients discharged from state hospitals to homeless shelters

· An increased number of individuals with mental illness will be employed and/or living independently

Goal #4 – There will be increased state oversight and accountability for patient safety, quality of care, and improved outcomes.

Potential Measures:

· Safety - decrease unexplained deaths of patients treated under state care

· Outcome – Increase the number of children with serious emotional disturbance that graduate from high school will increase.

Goal #5 – Redesign of the treatment system to focus increased resources on prevention and early detection and treatment. 

Potential Measures:

· Fewer individuals with mental illness will be incarcerated in the adult or juvenile justice system.

· Fewer children will be removed from their homes.

· Decrease in the number of mentally ill individuals in county jails

· Reduce number and length of out of home placements for children and adolescents due to behavioral health reasons.

Goal #6 – There will be improved integration of medical and mental health services.

· Improved detection and treatment of conditions such as depression, often seen in primary care settings.

· Improved detection and care of chronic conditions (such as diabetes) among patients with serious mental illness that are primarily seen in mental health settings. 

Potential Measures:

· Increase in the percentage of seriously mentally ill diabetic patients that receive appropriate care (e.g. HbA1c, foot exams, etc).

· Increase in publicly reimbursed or indigent care providers that offer integrated primary care and behavioral health services.

Commission Work Schedule
The Governor’s Mental Health Service Delivery Commission’s schedule after June 2 will continue to meet on the last Tuesday of every month from 9 a.m. to noon until December 3, 2008. Dates: June 24, August 26, September 30, October 28, and November 25.
Representatives from the following Departments - Department of Juvenile Justice, Department of Education, Department of Labor, Department of Community Affairs and Secretary of State’s Office will join the Commission discussions as consultants. During these meetings the Commissions will focus on developing action steps for each recommendation. 

Monthly conference calls will be established (replacing the subcommittees) to put details on the recommendations. The budget and data staff from state agencies and OPB would be asked to participate. 

The proposed dates would be the first Friday of the month from 9 a.m. to 11 a.m. Dates: June 6, August 8, September 5, October 3 and November 7. During these calls, the Commission would communicate the actions steps to state agency staff and OPB and request program and financial impact data needed to help develop final recommendations.  

Delivered:  June 2, 2008
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