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Call To Order and Roll Call

Pamela Foote, Designated Federal Official, CMHS, Interdepartmental Serious Mental Illness
Coordinating Committee

Ms. Pamela Foote called the meeting of the Interdepartmental Serious Mental Illness Coordinating
Committee (ISMICC) to order. After conducting roll call and establishing a quorum, she turned the
meeting over to Miriam E. Delphin-Rittmon, Ph.D., Assistant Secretary for Mental Health and Substance
Use (SAMHSA) and Designated Chair of the ISMICC.

Chairperson:
Miriam E. Delphin-Rittmon, Ph.D., Assistant Secretary for Mental Health and Substance Use (SAMHSA)

Designated Federal Official:
Pamela Foote, Designated Federal Official, CMHS, Interdepartmental Serious Mental Illness
Coordinating Committee (ISMICC)

Federal Members Present:
e Secretary of the Department of Health and Human Services Designees: Joel Dubenitz, Ph.D.,
Social Science Analyst/Psychologist, ASPE; Meena Vythilingam, Ph.D., Senior Advisor for
Mental Health, HHS/ASPE/OASH
e Assistant Secretary for Mental Health and Substance Use: Miriam E. Delphin-Rittmon, Ph.D.
SAMHSA
Attorney General Designee: Mariel Lifshitz, MPH, Department of Justice
Secretary of the Department of Veterans Affairs Designee: Sandra Resnick, Ph.D.
Secretary of Department of Defense, Susan Orsega
Secretary of the Department of Housing and Urban Development Designee: Corey Minor Smith,
M.Ed. I.D.
Secretary of the Department of Education Designee: Meghan Whittaker, M.S.W., J.D.
e Secretary of the Department of Labor Designee: Rhonda Basha, J.D.
e Administrator of the Centers for Medicare and Medicaid Services Designee: Kirsten Beronio,
J.D.
e Administrator of the Administration for Community Living Designee: Elliot Kennedy, J.D.
e Commissioner of the Social Security Administration Designee: Marion (Taffy) McCoy, Ph.D.,

Non-Federal Public Members Present:

e Trinidad Arguello, Ph.D., LCSW, PMHRN-BC, Director, Compostela Community and Family
Cultural Institute

e Ron Bruno, CEO, Crisis Response Programs and Training

e David Covington, LPC, MBA, CEO/President, RI International (DBA for Recovery Innovations,
Inc.)

e Brian Hepburn, M.D., Executive Director, National Association of State Mental Health Program
Directors

e Jennifer Higgins, Ph.D., CCRP, MBA, Owner, CommonWealth GrantWorks

e Johanna Kandel, B.A., Founder and CEO, The Alliance for Eating Disorders Awareness

e Steven Leifman, J.D., Associate Administrative Judge Miami-Dade County Court Eleventh
Judicial Circuit of Florida

e Adrienne Lightfoot, Peer Program Coordinator, DC Department of Behavioral Health



Amanda Lipp, B.S., Director and Filmmaker, Lipp Studios

Winola Sprague, DNP, CNS-BC, Medical Director, Children’s Advantage

Rhathelia Stroud, J.D., Presiding Judge, DeKalb County Magistrate Court

Arc Telos Saint Amour, Executive Director, Youth MOVE National

Sarah Vinson, M.D. DFAPA, Chair of Psychiatry and Behavioral Sciences Morehouse School of

Medicine

e Katherine Warburton, D.O., Medical Director and Deputy Director of Clinical Operations,
California Department of State Hospitals

e Anitra Warrior, Ph.D., Morningstar Counseling and Consultation

Non-Federal Public Members Absent:
e Sue L. Smith, Ed.D., CEO, Georgia Parent Support Network, Inc

Welcome
Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and Substance
Use (SAMHSA)

Dr. Miriam Delphin-Rittmon welcomed all ISMICC members, thanking them for their service and
partnership on committee. She turned the meeting back to Ms. Foote.

Consideration of October 18, 2023, Meeting Minutes
ISMICC Members

Ms. Pamela Foote invited comments and questions regarding the October 18, 2023, Meeting Minutes.
Hearing none, she invited a motion to accept the minutes. Dr. Jennifer Higgins moved to approve the
minutes, Ron Bruno seconded the motion, and the minutes were unanimously approved. She then turned
the floor over to Dr. Miriam Delphin-Rittmon.

Opening Remarks: SAMHSA
Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and Substance
Use, (SAMHSA)

Dr. Delphin-Rittmon overviewed her talking points and began her update with 2024 National Strategy for
Suicide Prevention.

2024 National Strategy for Suicide Prevention (NSSP): The Behavioral Health Coordinating Council is
leading the interdepartmental effort to update the 2024 NSSP. Building on the 2012 National Strategy that
expired in 2022, the update will reference the Surgeon General's Call to Action. The anticipated release is
spring 2024 and aligns with many SAMHSA priorities and initiatives such as health equity, youth and
social media, the intersection of suicide and substance use, the 988 (crisis lifeline), workplace suicide
prevention, and equity and social determinants of health (SDOH).

Kids Online Health and Safety Task Force: Chaired by SAMHSA and co-leading with the U.S.
Department of Commerce, this governmental cross-collaboration task force came out of the Biden-Harris
administration’s announcement of the “Actions to Protect Youth Mental Health and Safety Online.”



Through a series of listening sessions, the task force will consult a wide spectrum of experts and
stakeholders to make recommendations to keep youth safe when they are online.

42 CFR Part 2: The update of 42 Code of Federal Regulations (CFR) Part 2 enables greater collaboration
between providers and their patients, improves care coordination, and strengthens communication,
healthcare integration, and patient confidentiality.

42 CFR Part 8: The updated 42 CFR Part 8 allows patients to take at-home doses of methadone,
improves collaboration with partner services, and facilitates access to medications for opioid use disorder.
The update reframes rule-based clinical judgment, emphasizes patient education, safe transportation and
storage of medications, and eligibility for take-home doses upon entry to treatment. The update also
creates a cultural shift in care and service delivery to facilitate recovery and reduce stigma.

Harm Reduction Framework: A past Harm Reduction Summit resulted in defining day-to-day harm
reduction activities at the program level and identifying policies to support harm reduction set forth
through six principles and 12 core practices.

Tribal Behavioral Health Agenda (TBHA): SAMHSA developed an online platform for sharing the
TBHA, which is a blueprint to strengthen policies and programs for working with tribal communities in a
culturally responsive way. The agenda includes a cultural wisdom declaration addressing the importance
of considering traditional practices and strategies when working with tribal members and tribal
communities. SAMHSA is currently updating the 2016 TBHA and anticipates a spring 2024 release.

Data Strategy and Government Performance and Results Act (GPRA): To reduce the burden of data
reporting, SAMHSA is holding listening sessions and using working groups to develop a single tool that
will take about 30 minutes while providing enough information to demonstrate the impact of the program.

In closing, Dr. Delphin-Rittmon recognized Judge Steven Leifman’s prestigious Papal Medal bestowed on
him by Pope Frances in October 2023. The medal commends his tireless work protecting human lives,
particularly those within the judicial system living with mental health challenges. She also welcomed the
new ISMICC members: Rear Admiral (ret.) Susan Orsega, Arc Telos Saint Amour (Tay), Dr. Susan
Vinson, and Dr. Anitra Warrior, noting that their inclusion addresses the goal to have a diverse committee
and to strengthen the focus on children and youth.

Opening Remarks: Center for Mental Health Services Updates
Anita Everett, M.D., DFAPA, Director, Center for Mental Health Services (CMHS)

Dr. Anita Everett thanked Dr. Delphin-Rittmon for her continued leadership and provided a brief
historical overview of the ISMICC. The committee was first authorized in the 21% Century Cures Act
passed by Congress in 2016 to reinvigorate SAMHSA’s leadership in addressing serious mental illness
(SMI) with the collaboration of federal agencies and departments that serve this population. The ISMICC,
which was reauthorized after its formation, sunsets in September 2027 unless reauthorized a second time.
Further, the ISMICC newsletter is being reintroduced to showcase its activities and focus as well as
stimulate states and local governments.



Dr. Everett stated the first Report to Congress was organized around five focus areas. Subcommittees
were formed and continue to operate around these areas to report on and track related activities and
develop new ideas. Typically led by SAMHSA staff known as “Stewards”, these working groups were
formed under the Federal Advisory Committee Act (FACA) and report to the main committee.

Certified Community Behavioral Health Centers Program (CCBHC): The CCBHC program has
evolved over the last 10 to 15 years. With hundreds of centers across 48 states, the clinics have response
time requirements to ensure better access to an array of services, including recovery and rehabilitation,
regardless of age and ability to pay. CCBHC state-wide Services are paid for on a cost basis and covered
through state Medicaid plans.

Policy Academies: As part of its grants management initiatives, CMHS will host policy academies in
2024 related to Black youth suicide, and local behavioral health crisis system mapping. During the
academies, teams from eight to ten states work with experts to create a plan to implement in their states.

Crisis Services: CMHS provides for the development of services through the Mental Health Block Grant
(MHBG) to support related 988 activities, such as mobile crisis services and offering receiving units as an
alternative to emergency departments. CMHS will host a policy academy on local behavioral health crisis
mapping from April 10" to 12™, 2024, allowing counties to meet and discuss their needs for access to
crisis services and create a customized plan for their community.

CMS Innovation in Behavioral Health (IBH) Model: The Centers for Medicare and Medicaid Services
(CMS) announced a new model launching fall 2024 that includes eight states. The model will run for
eight years and test approaches to serving the behavioral and physical health, as well as social needs, of
Medicaid and Medicare recipients. CMS will release the Notice of Funding Opportunity (NOFO) spring
2024. By creating a safety net and cooperative relationship, this model of intensive case management
targets those with moderate to severe issues who have difficulty engaging in regular care. Further, the
payment approach aligns with the CMS Alternate Payment Models (APMs) and includes cooperative
agreement and infrastructure funding.

Dr. Everett introduced Dr. Billina Shaw, a senior advisor at CMHS and Joel Fuentes, a public health
advisor, who provided ISMICC updates beginning with the “2024 Report to Congress”.

General ISMICC Updates

Dr. Billina R. Shaw, M.D., MPH, FAPA, FASAM, Senior Medical Advisor, Office of the Director, CMHS,
SAMHSA; Joel Fuentes, M.A., Public Health Advisor, Office of Policy Coordination and Innovation,
CMHS, SAMHSA

Dr. Billina Shaw greeted the ISMICC, noting her excitement over how many of the original
recommendations from the 2017 Report to Congress have come to fruition. The 2024 report entitled
“Building on Progress: Federal Action for a System That Works for All People Living with SMI and SED
and Their Families and Caregivers”, represents a major update to the last report and is out for comment.

Dr. Shaw displayed the new ISMICC emblem and discussed its meaning. A large outer ring encompasses
five overlapping rings representing the five ISMICC working groups while a center ring represents
recovery and holds icons symbolic of people and their engagement with the system. Mr. Fuentes
explained that branding will remain consistent as new products are developed.



Mr. Fuentes also highlighted communication efforts, which include the previously mentioned ISMICC
quarterly newsletter and a dedicated ISMICC page on the SAMHSA.gov website. He announced the fall
ISMICC meeting will take place on October 29, 2024. After the group photo opportunity, he turned the
floor back over to Dr. Shaw who overviewed the coming presentations. Dr. Delphin-Rittmon then
facilitated the agenda and introduced each presenter.

The Olmstead Decision: 25 Years of History in the Making

Jennifer Mathis, J.D., Deputy Assistant Attorney General, Civil Rights Division, U.S. Department of
Justice

Ms. Jennifer Mathis provided a brief background of the Olmstead case, likely the most significant case to
impact those living with disabilities. The case involved two women: Lois Curtis, who had been
hospitalized for three years after she was found ready for discharge, and Elaine Wilson, who was
hospitalized for two additional years. The women, both with intellectual disabilities and health
disabilities, brought a claim against Georgia Mental Health Commissioner Tommy Olmstead for
unnecessary institutionalization and segregation, which is unlawful under the American with Disabilities
Act (ADA).

The State of Georgia explained it was not denying services; rather, it simply did not have them and had
asked the plaintiffs to wait. However, the Supreme Court held that unnecessary institutionalization of
people with disabilities is a form of discrimination that is covered by the ADA for two reasons:

1. Unnecessarily segregating people curtails their everyday activities, including work, educational
opportunities, economic independence, family relations, and social and cultural opportunities.

2. Confining people when they did not need to be institutionalized perpetuated unfounded
assumptions that people with disabilities are incapable or unworthy of participating in community
life.

Ms. Mathis noted that these unfounded assumptions are exactly what the ADA was meant to address. She
went on to discuss recent efforts by the Department of Justice (DOJ) to enforce the mandate to integrate
this population into housing, employment services, education, and the intersection of mental health and
criminal justice systems.

In the past few years, DOJ issued several findings letters regarding the integration mandate. One such
letter addressed the unnecessary institutionalization of children with mental health disabilities in Maine,
Nevada, and Alaska when they should have been provided intensive home and community-based services.
In violation of the ADA’s integration mandate, they are, instead, institutionalized in psychiatric hospitals,
residential treatment centers, and in some cases, juvenile justice facilities. These options are often out of
state and hundreds of miles away from their families, or in the case of Alaska, thousands of miles away.

Similarly, DOJ is in discussions with the State of South Carolina to try to resolve findings that they are
violating the integration mandate by needlessly serving adults with SMI in adult homes or residential care
facilities.

DOJ is also enforcing the Olmstead decision in educational settings. Currently, they have litigation in
Georgia because children with mental health challenges and a broad range of disabilities are being
educated in segregated classrooms and schools due to the lack of services to support them in the
classrooms teach them alongside non-disabled peers. Further, they are working to resolve findings that
Alabama violated the integration mandate by relegating hundreds of students with emotional and
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behavioral disabilities in the foster care system to segregated and inferior educational programs on the
campuses of psychiatric residential treatment facilities.

Regarding employment, DOJ has recently ended a longstanding settlement agreement challenging
Oregon’s provision of segregated employment services to people with intellectual disabilities. They
continue to work with Rhode Island to implement a similar settlement agreement requiring the state to
provide services to help this population secure competitive integrated employment. Notably, DOJ also
issued guidance in 2023 applying Olmstead to employment and day services for people with psychiatric
disabilities as well.

DOJ is also addressing how the lack of community mental health services leads to unnecessary
institutionalization and contact with the criminal justice system. In 2023, they entered a settlement with
Alameda County, California to resolve allegations that the county failed to provide sufficient community-
based services and housing, resulting in the needless hospitalization and incarceration of people with SMI
in the county psychiatric hospital and the county jail. Further, they are investigating Kentucky and
Oklahoma for an overreliance on law enforcement responders rather than mental health responders to
address mental health emergency calls where appropriate.

In closing, the implementation of Olmstead settlements indicates the need for the continued expansion of
community services.

Judy Fitzgerald, MSW, Executive Director, Voices for Georgia’s Children

Ms. Judy Fitzgerald, former Commissioner of the Georgia Department of Behavioral Health and
Disabilities, explained her work shaped her multiple perspectives on delivery systems for people of all
levels of ability and need. Yet, as the health care guardian for her adult sister who has profound
intellectual, developmental, and physical disabilities, Ms. Fitzgerald’s family perspective with the
Olmstead decision guided her presentation.

Ms. Fitzgerald noted that the State of Georgia, where she resides, has yet to implement Medicaid
expansion. The state has a comprehensive Olmstead settlement agreement that was originally developed
in 2010 and then rewritten in 2016 addressing both adults with SMI as well as intellectual and
developmental disabilities.

Ms. Fitzgerald stated the Olmstead decision, one of the most important successes of the civil rights
movement, brought more money, focus, attention, and awareness, and revolutionized the approach to
meeting the need for community-based services of care across the disability continuum. She added,
however, that in her opinion, it also limits progress in Georgia.

The comprehensive settlement agreement currently operates as the state’s Olmstead plan and focuses on
the highest level of need with very prescriptive language. However, because the plan does not include
children, it does not fully meet the intent of Olmstead. Further, the outdated plan limits future progress.

Ms. Fitzgerald pointed out that though the state is seen as a bad actor in many Olmstead conversations
around the country, that is not her experience. She suggested it is more important to ask what
communities, states, and service delivery systems can do better.

Ms. Fitzgerald also suggested the following:

1. A more nuanced approach to accelerate the impact of Olmstead and consideration beyond
increased legal enforcement.



2. Engaging in discussions that address health disparities, the role of crisis services, the opioid
epidemic, substance use disorders, post-COVID economic and social realities, CCBHCs, and
investments in SDOH.

3. Developing community-based service delivery systems that, beyond including informed choice,
help people make decisions based on what is actually available in their communities. [Though
informed consent and choice is emphasized, professionals need to practice informed listening,
according to Ms. Fitzgerald.]

4. Allowing states and local communities to engage in pilots and innovation, so they can be the
incubators they really are.

In closing, Ms. Fitzgerald posited that it may not be enough to be an ally and encouraged everyone to
consider what it would mean in their work to be a co-conspirator.

Laura Van Tosh, Advocate

Ms. Laura Van Tosh stated that in 1999, the Surgeon General’s Report on Mental Health was issued,
marrying policy at a high level to service delivery. Since then, there has been incremental, systemic
improvement. She shared her discouragement that DOJ is still involved in so many compliance issues.

The State of Washington, where Ms. Van Tosh resides, is also noncompliant. However, the state’s largest
county, King County, is creating five crisis care centers through a voter-approved levy and the county
council is reviewing the implementation plan.

Ms. Van Tosh reiterated the point that alternative services are needed to prevent unnecessary
institutionalization. However, to get people off the streets, some states are attempting to create legislation
to institutionalize them, which is regression not progression.

In closing, Ms. Van Tosh thanked SAMHSA, its peer-led Office of Recovery, and the many other federal
institutions working to expand alternative services. She noted that peer support is key to improving the
workforce and promoting the value of recovery. Lastly, she encouraged participants to reach out for
continued dialogue and thanked everyone for their time and efforts.

Jeanine Worden, J.D., Associate General Counsel for Fair Housing, U.S. Department of Housing and
Urban Development

Ms. Jeanine Worden explained that implementing the Olmstead decision results in individuals with all
types of disabilities, including SMI, to live in community settings and receive the disability-related
supports and services they need and to participate in the community in the same way as people without
disabilities. Yet the lack of affordable housing, which is widely recognized, is a major obstacle to
realizing the full potential of the legislation.

The Department of Housing and Urban Development (HUD) plays two key roles in connection with
Olmstead implementation. First, HUD funds much of the affordable housing in America, including
housing serving individuals with disabilities in integrated settings. Second, through its Office of Fair
Housing and Equal Opportunity, HUD enforces fair housing in civil rights laws. Tension exists between
these two roles, however.



HUD has traditionally funded group homes serving individuals with SMI and intellectual disabilities, but
they also serve the public at large with public housing and housing choice vouchers. Coming to terms
with Olmstead in these housing models has required a major shift over the last 25 years.

Since the early 2000s, enforcing the housing rights of individuals with disabilities meant acting against
state and local governments for zoning laws prohibiting group homes and other types of facilities serving
this population. However, in 2004, HUD and DOJ took a major step forward by issuing guidance called
the “Joint Statement on Reasonable Accommodations under the Fair Housing Act.”

The Fair Housing Act governs and prohibits housing discrimination across the United States on the basis
of disability, race, color, national origin, religion, sex, familial status, and more, and guarantees equal
opportunity and housing across the country. The legislation also stated no landlord may exclude
individuals with disabilities from being considered and housing cannot be denied on the basis of
stereotypes and fears. Further, individuals with disabilities must be able to access all types of housing in
community settings, and, rather than requiring them to live independently, reasonable accommodations
must be made to help them as needed.

Then in 2014, DOJ and HUD issued a statement posing some challenges for the older housing models
funded by HUD. The statement further enmeshed Olmstead and the rights of individuals with disabilities
in HUD-funded housing programs. Specifically:

1. Individuals with disabilities have the right to live and interact with individuals without disabilities
to the fullest extent possible.

2. Individuals with disabilities deserve and have the right to autonomy. For example, there must be
options for who they can interact with, what types of meals they eat, and when they eat.

In 2016, HUD issued guidance clarifying that housing providers overly focused on an individual’s
involvement with the criminal justice system and using arrests or convictions for crimes that do not
involve safety as screening criteria could be in violation of the Fair Housing Act. The guidance also stated
nuisance ordinances that allow for the eviction of someone that calls 911 too many times - or has any
criminal justice involvement - may also violate the Fair Housing Act and discriminate on the basis of race,
national origin, and in particular disability.

Currently, HUD continues to tackle the barriers in HUD housing programs for individuals with
disabilities who have had contact with the criminal justice system. They are working to improve the
coordination between the Medicaid programs and the affordable housing programs so people who are
leaving an institutional setting can have the housing, services, and supports they need. One such effort is
the “Mainstream voucher system.” Specifically targeted for individuals with disabilities, the program
helps those with SMI to access housing and needed services in the community setting. Further, in 2023,
HUD announced an initiative to remove additional barriers in housing relating to justice involvement.

Lastly, guidance is forthcoming requiring entities that HUD and other federal agencies fund to provide

housing for all. State and local governments will be required to use their funding in the context of housing
for individuals with disabilities and include individuals with lived experience in the planning process.
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Kimberly E. Reynolds, MPA., M.Ed., Public Health Advisor & Project Officer, Office of Policy
Coordination and Innovation, CMHS, SAMHSA

Ms. Kimberly Reynolds stated SAMHSA is addressing community integration and Olmstead through
various initiatives funded by the state technical assistance contract. These efforts built on previous efforts
in the last contract, which ended in 2018. During that time, several groups of experts provided overall
project guidance to develop and implement the Community Integration Self-Assessment Tool (CISA).
Once the tool was piloted, SAMHSA sponsored a community of practice to enable states to apply the tool
and provided webinars and other resources to support piloting and implementation.

The new contract will identify current issues facing states and territories working to promote community
integration for people with SMI or serious emotional disturbance (SED), revise the tool accordingly, and
provide resources and support for states as they begin to use the updated tool. To complete these tasks,
SAMHSA assembled an eight-member technical expert panel (TEP) and asked the contractor to compile
and update annually a report of all DOJ cases on the docket related to Olmstead involving individuals
with SMI or SED since 2018.

The CISA tool has two components. First, it provides contextual information by gathering qualitative data
to help states identify and better understand trends related to service delivery and state Olmstead
activities. Second, it asks detailed quantitative questions about seven domains: financing and resources,
movement to the community and recidivism, housing, community capacity, well-being, at-risk
populations, and policy.

The TEP recommended asking numerous groups and those with lived experience and families what to
include in the update. The feedback included capturing data at local levels, identifying existing
partnerships with other state agencies, focusing additional attention on service quality, demand for
services, use of evidence-based practices, and the timeliness of service availability. Also, cross-cutting
topics (financing, input from individuals with lived experience and their families, diversity, equity,
inclusion, and accessibility) should be added to all of the domains. Further, they recommended defining
terms for specific services, settings, and populations so that they are interpreted the same way across the
nation.

Because SAMHSA is aware that the tool, which is already substantial, is likely to become longer and
more complex, states will have the option to prioritize a particular domain(s). SAMHSA will begin
piloting some of these domains in the next year and develop webinars and other resources to provide
support.

In addition to the CISA tool revision and the DOJ docket report, SAMHSA developed a report, which is
in final clearance and should be released shortly, on ways to address workforce recruitment and retention.
To get the word out, they are planning a webinar to summarize the findings in the report and provide more
in-depth profiles of state strategies that will be part of SAMHSA’s activities to recognize the 25th
anniversary of the Olmstead decision.

The final activity of the contract is a monthly review of any newly published Olmstead resources that will
be housed on SAMHSA'’s website. The review will list the federal and national resources and links to
individual state’s Olmstead plans that could aid state behavioral health authorities and other stakeholders.
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Other Olmstead initiatives within SAMHSA include a SAMHSA-wide Olmstead workgroup, a monthly
Olmstead interagency coordination meeting of federal partners led by the Office of Civil Rights and plans
to celebrate the anniversary of the decision.

At the conclusion of the presentations, Dr. Delphin-Rittmon opened the floor for discussion.

Discussion

Dr. Brian Hepburn stated competency is driving the number of admissions into state hospitals and will
continue to do so until 988 and crisis services are in full swing. He asked if, as part of the Olmstead effort,
SAMHSA considered working with judges on competency issues.

e Dr. Delphin-Rittmon stated SAMHSA has some connections and ongoing collaboration with
judges handling substance use disorder (SUD) cases and a collaboration with chief state justices
around opioid use disorder and treatment to get people connected to medication when
appropriate.

e Dr. Everett added that the GAINS Center has numerous related resources. CMHS also held a
recent policy academy on the topic and its Policy Lab staff are also addressing it. Further, they
have been talking with ISMICC member, Judge Leifman, about training curricula for judges to
increase awareness of alternatives to expensive inpatient care, competency to stand trial, and
restoration.

Dr. Katherine Warburton, Medical Director of the California State Hospital System, stated most of the
6,500 beds are filled with people charged with a felony and found incompetent to stand trial. California
county jails are also overwhelmed with arrests of people with SMI because they are unhoused and
untreated. Two-thirds of the individuals admitted were unhoused at the time of their arrest and 50% were
not receiving any mental health services that were medically reimbursable prior to their arrest. She asked
if it is possible to utilize and restructure an Olmstead approach to target forensic commitment, which
costs the state two to three billion dollars annually. Further, it does nothing to interrupt the trajectory of a
person’s mental health course and results in 70% recidivism within three years.

e Judge Leifman responded that the 16 states being sued respond to this issue by trying to build
more capacity or to allow competency restoration in jail because of the lack of alternatives. In his
state of Florida, researchers found that about 70% of the individuals — or 3,500 people — who
went through restoration had their charges dropped, were credited for time served for their
hospitalization, or received probation. However, they still had no access to treatment. This cost
Florida about 25% of its entire adult mental health budget. However, the Conference of Chief
Justices, which wants to collaborate with ISMICC, and the Conference of State Court
Administrators, established four or five working groups on related issues, one specifically on
developing model competency restoration laws and narrowing the use of competency. He would
like to explore how Olmstead can help reduce the number of people entering the criminal system.

e Ms. Mathis concurred that diversion is best and is a focal point for DOJ. She highlighted
significant ADA findings, though not directly Olmstead work, from Louisville, Kentucky, and in
Minneapolis, Minnesota, on who should respond to a crisis and how it affects a person’s life
trajectory. She added that through Medicaid, the states are typically the primary funders of
stabilization services in the community. She also noted that it is important to look at places of
segregation beyond the hospital.
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Lastly, Ms. Mathis commented that Olmstead is not the solution for every issue. For example, in using the
Olmstead settlement as its only plan, Georgia, which is being sued by private litigants as well, is doing
nothing to address the needs of children with mental health disabilities. She explained that most cases are
settled out of court and DOJ wants to work with states to resolve the issues.

Dr. Delphin-Rittmon thanked everyone for their comments, noting that Principal Deputy Assistant
Secretary Tom Coderre would facilitate the next session.

SMI Adviser: A Modern Approach to Technical Assistance That Makes an
Impact
Amy N. Cohen, Ph.D., Project Director, SMI Adviser

Dr. Amy Cohen thanked leadership for helping SMI Adviser to become a modern approach to technical
assistance. As the clinical support system for SMI, the SMI Adviser is a SAMHSA-funded initiative
implemented at the American Psychiatric Association. Its mission is to transform care for people with
SMI, which aligns with the work of the ISMICC.

A national initiative, SMI Adviser serves clinicians and providers across all mental health settings and
focuses on the three most common conditions associated with SMI: schizophrenia, major depression, and
bipolar disorder. Support can be found through their website and free smartphone app available on both
Android and iPhone. In addition to having everything the website has, the app also has a number of gold
standard assessments, automatic scoring, and interpretation that clinicians can use during the clinical
encounter.

SMI Adviser offers support to the field via accredited, evidence-based educational opportunities, vetted
resources, and one-on-one clinical consultations. Currently, it offers 250 accredited webinars and modules
hosted live and then catalogued for asynchronous learning. They also offer about 20 accredited 12-week
virtual learning collaboratives annually. These smaller cohorts allow participants to practice the skills
presented, such as motivational interviewing, SDOH 101, implementing tools for symptom and functional
assessment, and mastering clozapine. As a trusted source, they have had over 274,000 registrations and
81,000 unique learners to date.

The vetted resources are screened through two experts who have expertise in the topic to ensure it applies
to frontline clinicians caring for those with SMI and represents the most recent evidence. If so, the
resource is added to the catalog. Currently, they offer 1,100 resources for clinicians and over 500 for
individuals with lived experience and their loved ones. When resources cannot be vetted, SMI Adviser
develops new resources on those topics, typically 20 to 30 annually. Examples included suicide and SMI,
Clozapine Risk Evaluation and Mitigation Strategy (REMS), how to develop a recovery practice, and
dispelling SMI myths.

Notably, SMI Adviser is one of the few technical assistance centers that has a dedicated website space
specifically designed for individuals living with SMI and their loved ones. Though their mission is to
support clinicians and providers, they know that developing advocates is key to changing clinical
behavior. Clinicians are advised to visit this part of the site and find resources (handouts, testimonial
videos, etc.) in plain language to help people understand their treatment and the recovery journey.

The website is also the place to easily access clinical consultation services. People can ask anything about
the care for SMI and receive guidance within 24 hours during the work week. With over 6,000
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consultations to date, they provide about 25 to 30 consultations each week. Some just require an email
reply with the evidence and conclusions they can consider for decision making while others require a
conversation. Lastly, in-depth consultations may be needed by a bigger group or someone who needs
numerous consultations. Dr. Cohen shared the example of conducting train-the-trainer sessions at Maine
Behavioral Healthcare in South Portland, Maine on measurement-based care and conducted Zoom booster
sessions to ensure they stayed aligned with the original training. They also helped them with integrating
individual scores with the electronic medical records (EMR) system to make the work sustainable.

States also contact SMI Adviser. The Ohio Association of County Behavioral Health Authorities,
representing 49 member boards across 87 counties, reached out about multiple knowledge gaps leading to
skill deficits. Together they developed a needs assessment that the client distributed to their membership
resulting in an SMI Adviser-designed curriculum tailored to their needs. Feedback on training utilization
was then given to the state.

National entities also reach out for help. When the Federal Bureau of Investigation’s (FBI) National
Threat Operations Center (NTOC) contacted SAMHSA, SMI Adviser helped them develop a warm
transfer to 988 for calls that were related to mental health issues and not a national threat. Onsite NTOC
staff were trained to do an initial assessment and technology supported an easy transfer system. The
workforce also needed support, which led to hiring a psychologist specifically assigned to the NTOC. Dr.
Cohen stated the work was thrilling because it moved the NTOC from having a criminal justice response
to having a behavioral health response when appropriate.

To make it easy for people to find answers, SMI Adviser has two centers of excellence (COE), one on
clozapine and one on long-acting injectables (LAls). Each COE gathers the education, resources, and
consultation services on these topics into one landing zone on the website. They also have resource hubs
on Assisted Outpatient Therapy (AOT), COVID and SMI, and SMI 101 to provide foundational
knowledge needed to care for people with SMI. Some tools born of these efforts include an evidence-
based clozapine dose planner, converting from an oral dosage to a long-acting injectable, and the LAI
Explorer, allowing prescribers and clinicians to enter a number of variables or characteristics about LAIs
(needle size, injection site, required storage, etc.) and inform the decision-making conversation between
prescriber and patient.

Another tool from SMI Adviser is the “My Mental Health Crisis Plan,” which allows individuals to
develop and turn a crisis plan into a legal, psychiatric advance directive (PAD) stored only on the app.
The plan can be shared with anyone via the phone and even a QR code and ensures people have a voice
during crisis.

Through the generous support of SAMHSA and the ISMICC, SMI Adviser used the 2017 ISMICC report
to lay its foundation and develop a taxonomy that tags every asset, making it a data-driven project. Data
dashboards, which are updated daily at midnight, reveal activity by state and by discipline, which is then
discussed with SAMHSA leadership.

In closing, Dr. Cohen highlighted numerous awards presented to the SMI Adviser:

GOLD and SILVER Davey Awards (The Data on Serious Mental Illness animated video)

Best Health Care Mobile Application (My Mental Health Crisis Plan app)

Web Awards, Health Care Standard of Excellence (SMI Adviser website, SMI Adviser newsletter)
SILVER Aster Award (#MissionForBetter campaign)
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e GOLD dotCOMM Awards (My Mental Health Crisis Plan app, Third National Conference on
Early Psychosis Care, How to Talk About the COVID-19 Vaccine with Individuals Who Have
SMI)
After the presentation, Dr. Shaw overviewed the format for the coming sessions and Dr. Delphin-Rittmon
called on the first group.

Focus Area 1 — Data & Evaluation Working Group

Margaret (Peggy) O’ Brien, Ph.D., J.D., Social Science Analyst, Center for Behavioral Health
Statistics and Quality, SAMHSA; Nima Sheth, M.D., MPH, Senior Medical Advisor, Office of the
Director, CMHS, SAMHSA

Dr. Peggy O’Brien made introductions of stewards and members of this group, which meets every two
months. She then highlighted the priority recommendations and related work within each that the group
focused on this past year:

1.1. Improve ongoing interdepartmental coordination under the guidance of the Assistant Secretary for
Mental Health & Substance Use

e The team is comprised of experts in measurement-based care (MBC) from across the Department
of Health and Human Services (HHS) and the Veterans Administration (VA) and its
implementation in the area of behavioral health.

Devoted to improving interdepartmental coordination on MBC, the team meets alternate months from the
working group and is the only interdepartmental federal government effort focused primarily on MBC.

1.6. Use data to improve quality of care and outcomes.

e MBC is a best practice using data to inform and improve the quality of care and outcomes. The
long-term goal is to support further integration of MBC in evidence-based clinical processes in
community-based settings providing behavioral health services.

Since the publication of its brief report on the ISMICC website and a SAMHSA-sponsored convening,
efforts related to MBC continue, including moving into integration of priority 1.6 and 1.7 related to MBC
and quality measurement. Interest in MBC and behavioral health care has increased because of these
activities and fueled agency activities regarding research on MBC financing, development of relevant
technical assistance, and the integration of recommendations to use MBC into SAMHSA’s updated
CCBHC certification criteria. All of this led the group to continue focusing on MBC and how it links all
three priority recommendations.

1.7. Identify and work to build on previous efforts to develop a quality measure that measures use of MBC
in community-based behavioral health settings.

e At the last full meeting of the ISMICC, the group recommended, and it was accepted, that
Recommendation 1.7 focus on quality measures specific to MBC implementation in community
behavioral health care settings. The intent was to strengthen the focus on MBC and not dilute it
by focusing on quality measure activities too broadly.

e Since the last meeting, the group better understands the lack of general quality measures focused
on the use of MBC and met with American Psychiatric Association representatives to learn about
their efforts to develop such a measure and the challenges they have faced.

Dr. Nima Sheth facilitated the group discussion based on the following questions:
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e  Are there other organizations that have quality measures on implementation of MBC that we
might investigate?
e If we were developing quality measures focused on the use of MBC in behavioral health, what
measures would be most needed or useful?
e Are there any other suggestions as we move forward in our work on MBC, such as names of
organizations or specific states implementing it now?
Dr. Cohen stated the SMI Adviser had a number of sites wanting to implement MBC have done so mainly
around psychosis with the Brief Psychiatric Rating Scale (BPRS) and a number of the gold standard
measures woven into their app. To ensure true implementation, they believe MBC needs to be part of their
EMR. They have been doing some work with different organizations on psychosis for MBC and offered
to talk offline.

Dr. Sheth stated Dr. Connors at Yale University has contributed input on MBC in school settings and
some of the themes discussed during the meeting were addressed at the MBC convening previously
mentioned. She added the working group is open to any other input that people have.

Seeing no further comments or questions, Dr. Delphin-Rittmon called for a vote to approve the working
group’s brief, which was unanimously accepted.

Focus Area 2 — Access and Engagement Working Group

Tara Andrews, MPA, Public Health Advisor, Office of the Director, CMHS, SAMHSA, Jenny D.
Vidas, Ph.D., LCPC, Public Health Advisor, Division of Community Behavioral Health,
Comprehensive Services and Systems Branch, CMHS, SAMHSA

Dr. Jenny Vidas greeted attendees, stating as a member of the Access and Engagement Working Group,
she provides support to CDR David Barry and Tara Andrews, the group’s stewards. Dr. Vidas highlighted
the working group members and provided background for the presentation.

Dr. Vidas stated workforce shortages in the behavioral health field and the lack of diversity in the
workforce disproportionately affect underserved groups (racial and ethnic minorities, LGBTQIA+, etc.).
The goal of this focus area is to expand access to services by supporting policies and initiatives that
increase workforce capacity and reimbursements to providers, such as CCBHCs. She then listed four of
the ten priority recommendations that would be discussed.

Tara Andrews discussed the progress made within the group’s current focus priorities:
2.1 Define and implement a national standard for crisis care,; and

2.2. Continue to take steps to grow and transform the behavioral health crisis services continuum through
partnerships at the federal level, state level, and local level.

e SAMHSA recently published of “A Snapshot of Behavioral Health Crisis Services and Related
Technical Assistance Needs Across the U.S.” (May 2023), available on SAMHSA’s block grant
resources page. The product will be updated annually with the next report expected in fiscal year
2024 (FY24).

Hosting five state peer-to-peer learning sessions in recent months, the group focused on the crisis
continuum of care, mobile crisis, and using Medicaid to finance mobile crisis. These resources are also
available on the state technical assistance site.

2.6 Prioritize early identification and intervention for children, youth, and young adults.

16



e SAMHSA recently published the “Coordinating Specialty Care for First Episode Psychosis: Costs
and Financing Strategies Report” and hosted a subsequent webinar (see SAMHSA.gov). The
report found a significant increase in the availability of coordinated specialty care since the
Mental Health Block Grant set-aside mandate. However, there is still an insufficient level of
services to meet the current need.

2.8 Maximize the capacity of the behavioral health workforce.

e In September 2023, CMHS hosted a learning collaborative focused on addressing workforce
retention and recruitment. Workforce enhancements and other opportunities to bolster these
efforts will be part of the upcoming learning collaboratives. Further, workgroup members will
have the opportunity to contribute to some initiatives.

The working group posed the following discussion questions:

1. How can we further engage you?
2. How can we work to incorporate more of our ISMICC members into some of the priorities that
we have been working on?
3. How can we further align our members’ interest with these future opportunities?
Ideas presented included:

e Engaging self-advocacy groups nationwide would be helpful.

e Targeted goals include target levels related to mobile crisis capacity (2025) and to facility services
(2027), which may be priorities for the ISMICC. With the crisis continuum framework in place, it
is important to ensure that there is expansion of volume to meet the needs.

e Working through certification outfits to reach people; it may be easier to start with a publicly
available membership list.

Dr. Hepburn asked if there is a way to tie in the competency issue with a recommendation to work with
law enforcement on diversion.

Regarding engaging with peer crisis experts, Dr. Shaw explained the working group will continue to focus
on crisis centers, SMI, and early SMI. More recent activities were possible through the set aside within
the block grant. Yet, there is still room to discuss engaging people with lived experience and peers in each
area.

Seeing no further comments or questions, Dr. Delphin-Rittmon called for a vote to approve the working
group’s brief, which was unanimously accepted.

Focus Area 3 — Treatment and Recovery Working Group

Doug Slothouber, M.A., MSW, Chief, State and Homeless Programs, Division of State and
Community Systems Development, CMHS, SAMHSA,; Nancy Kelly, M.S. E.D., Director, Division
of Children and School Mental Health, Acting Chief, Mental Health Promotion Branch, CMHS,
SAMHSA

Mr. Doug Slothouber noted working group members, who meet monthly, cover a broad array of federal
agencies and non-federal efforts providing a touchpoint for the work of ISMICC. He explained the group
chose priorities promoting adoption and support for evidence-based practices that are underused and
could benefit from the support. He then highlighted the priority recommendations and the related work
within each that the group focused on this past year:

3.1 Provide a comprehensive continuum of care for people with SMI and SED.
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e The group built on triumphs from the past year. For example, participants in an earlier supported
employment policy academy now participate in a learning community to help them implement
their plans.

e Current efforts include a new policy academy planned for CCBHCs and supported employment,
and the Department of Labor’s (DOL) is continuing its ASPIRE initiative through their Office of
Disability Employment Policy (ODEP), with a contract end date of July 2024.

3.3 Make coordinated specialty care for first-episode psychosis available nationwide.

o The “All Inside” initiative continues, led by the United States Interagency Council on
Homelessness (USICH), and includes HUD, SAMHSA, Administration for Community Living
(ACL), others.

e HUD will convene a housing supportive services accelerator in June, featuring strong interagency
collaboration among HUD, Health Resources and Services Administration (HRSA), SAMHSA,
ACL, and CMS.

e HUD’s comprehensive memo on its programs supporting people with SMI continues to be
circulated to encourage working group members to look for areas to collaborate and leverage.

e SAMHSA’s Supportive Housing Toolkit issued in 2010 will be updated this year. SAMHSA will
look for input from interested federal partners on this effort.

3.6 Make housing more readily available for people with SMI and SED.

e SAMHSA launched the Early Serious Mental Illness (ESMI) Technical Training Assistance
Center to provide direct help to communities. The center held expert panels and is developing
deliverables (learning collaboratives, guidance manuals).

e ESMI is supported through the Mental Health Block Grants and the working group continues to
seek connections and input in this area.

The working group posed the following questions:

1. What are suggested recommendations regarding the connection of juveniles coming out of the
juvenile justice system to their local community services? Especially supported
employment/education and ESMI screening/services?

2. Given that we know employment is a key SDOH, how can the federal government address
barriers and gaps in support?

Dr. Everett asked ACL for comment because of their work with individuals with disabilities. Mr. Shawn
Terrell stated some work is underway to use a model called “Open Dialogue” for SMI and employment.
Outcomes for this model of care are very high in other countries. Dr. Everett noted SAMHSA’s support of
ACL in optimizing employment opportunities for individuals, stating she would follow up with the
working group stewards on this point. Mr. Slothouber replied Open Dialogue was identified during an
expert panel and he would follow up with ACL.

When Dr. Warburton asked if the group had discussed antipsychotic medications, especially for
schizophrenia spectrum disorders, Mr. Slothouber stated the working group had not but would discuss the
idea in future meetings.

Ms. Mariel Lifshitz stated the Office of Juvenile Justice and Delinquency Prevention (OJJDP) within the

Office of Justice supports the Juvenile Justice Coordinating Council, of which SAMHSA is a member.
She offered to make connections between ISMICC, the OJJDP administrator, and the coordinating
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council. She is also working with her colleagues in OJJDP to increase their representation on the ISMICC
working groups.

Dr. Higgins stated the National Institute on Disability, Independent Living, and Rehabilitation Research
(NIDILRR) and ACL might connect on the Small Business Innovation Research (SBIR) grant; Mr.
Slothouber stated he would follow up with ACL on the matter. As discussion ensued over whether
SAMHSA offers grants to small businesses, Dr. Everett explained some contracts are appropriate for
smaller businesses; however, grants are generally more related to service providers. Dr. Meena
Vythilingam stated the National Institutes of Health (NIH) and its centers, the Centers for Disease Control
(CDC), the Federal Food and Drug Administration (FDA), and ACL fund scientists and entrepreneurs to
bring their discoveries to patients.

Seeing no further comments or questions, Dr. Delphin-Rittmon called for a vote to approve the working
group’s brief, which was unanimously accepted.

Focus Area 4 — Criminal Justice Working Group

Karen Gentile, LCSW-C, J.D., Director, Office of Technical Assistance and Coordination
(formerly: Office of Policy Coordination and Innovation), CMHS, SAMHSA; Maia Banks, M.S.,
Supervisory Public Health Advisor, Office of the Director, CMHS, SAMHSA

Ms. Karen Gentile introduced Maia Banks and herself as co-stewards. She noted her replacement,
Gregory Crawford, joined SAMHSA in October 2023, and provided a very brief background. She also
highlighted each member of her group, which meets bi-monthly.

Ms. Gentile shared each recommendation, noting the working group chose to focus on all of them while
addressing particular recommendations as they emerged during their work. Recently, however, they have
discussed the following:

4.1. Support interventions to correspond to all stages of justice involvement. Consider all points in

the Sequential Intercept Model (SIM).

4.3. Enhance diversion and crisis mental health services to divert people with SMI, SED and Co-occuring
Disorders (COD) from the justice system before arrest and at all stages of the SIM and build the capacity
of first responders to interact with this population in a de-escalating and trauma-informed manner.

4.4. Establish and incentivize best practices for competency to stand trial (CST) that prioritize diversion
from arrest or jail/juvenile detention for people with SMI, SED or COD accused of committing low-level
and non-violent offenses and that use community-based evaluation and restoration services when CST
efforts are necessary.

Ms. Gentile turned the presentation over to Ms. Banks, who recognized the work of SAMHSA and other
federal partners in addressing SMI, SED, criminal justice, and juvenile justice before sharing the progress
this group has made.

e Since the last full ISMICC meeting, the entire working group met once, and another meeting was
held for federal members only. The group provided input on a draft of the CISA tool that helps
states assess themselves on certain topics related to community integration and the Olmstead
decision.

e They also provided feedback and recommendations for experts and resources to inform the
development of a brochure on early identification and intervention for ESMI within the justice
system. The goal is to increase awareness of the justice system as an important opportunity for
early identification of SML
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The group conceived of an awareness resource for funding opportunities across all intercepts that
will help communities with access and successful implementation. The resource is in part a
response to Judge Leifman’s suggestion to address fragmentation within some federal services.

Regarding future efforts, the group identified the following focus areas:

Youth in criminal justice and juvenile justice settings

Equity

Recovery and re-entry services

Homelessness and the intersection of justice involvement and behavioral health

The group posed the following questions:

L.

How can federal agencies and non-federal partners enhance coordination and collaboration so that
under-resourced communities receive key information about the following:
o Funding opportunities
o Best and promising practices
o Training/technical assistance necessary to take full advantage of these resources and
opportunities

Dr. Shaw suggested engaging the Office of Behavioral Health Equity (OBHE) regarding its
“Elevate Community Based Organizations (CBO)” initiative and the National Network to
Eliminate Disparities.

Saint Amour suggested reaching out to community organizations that focus on justice, equity,
diversity, and inclusion efforts, to ask them to do community and street outreach, which is pivotal
to this work. Dr. Higgins concurred, adding geofencing is a great marketing tool to reach groups
and individuals at the community level.

Mr. Terrell stated they are funding an ACL project focused on how to finance state and local
development of self-advocacy groups to improve home and community-based services broadly,
although it does not yet have an explicit focus on mental health.

How can federal agencies and non-federal partners promote seamless transitions between health
care (including behavioral healthcare) in justice settings, community settings, and hospitals?

Mr. Saint Amour expressed his appreciation for this question, noting his experience with
interdepartmental miscommunication. He suggested evaluating communication policies and
cross-systems partnership could help.

Mr. Bruno agreed, adding that the sequential intercept mapping put out by the GAINS Center has
been very helpful and suggested expanding that effort through train-the-trainers initiatives,
offering more community services, and sending teams into the community to host different types
of events on the Sequential Intercept Model (SIM).

What mechanisms can federal agencies and non-federal partners implement to promote cross-
sector collaboration to be proactive to address the root causes of justice involvement?

Saint Amour noted smaller roundtables or focused listening sessions and groups work well
because bigger events and efforts infringe on the time allotted to gain input from the participants.
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They added that because of a general mistrust from the community, relationships need to be built
and a track record developed of how the input will be implemented into tangible and actionable
items, rather than forming yet another committee to consider the feedback.

Seeing no further comments or questions, Dr. Delphin-Rittmon called for a vote to approve the working
group’s brief, which was unanimously accepted.

Focus Area 5 — Finance Working Group
David de Voursney, MPP, Director, Division of Community Behavioral Health, CMHS, SAMHSA

Mr. David DeVoursney thanked the working group members, and specifically recognized Mike
Watterson. After reading the full list of recommendations, he highlighted the group’s priorities:

5.3 Fully enforce parity to ensure that people with SMI and SED receive the mental health and substance
use disorder services they are entitled to, and that benefits are offered on terms comparable to those for
physical illnesses.

e The group worked across several departments, including DOL, HHS, Treasury, SAMHSA and
others, to advance parity and implement new regulations around parity. Mr. DeVoursney stated
the numerous activities they have previously reported are still underway.

5.8 Expand the Certified Community Behavioral Health Clinic (CCBHC) program nationwide.

e CCBHCs are continuing to expand. Applications for the next round of states to join the CCBHC
Medicaid Demonstration have been received. Ten states will be selected and join as early as July
1, 2024. Ten more states will be added every two years. Through this opportunity, states have the
ability to build comprehensive services and receive an enhanced match through Medicaid for
setting up these programs.

e A state Technical Assistance Center for the CCBHC program launched in 2024 and is focused on
the existing states in the CCBHC Medicaid Demonstration, states that have built out CCBHC
programs, planning grants to states actively working to build CCBHC programs, and states
considering the program.

e They also kicked off their first ever regional grantee meeting in Washington, D.C. Another team
traveled to Seattle, Washington to meet with grantees from the West Coast. Three more regional
meetings will be held in New Orleans, Chicago, and Boston during the spring. All regional
meetings focus on the clinics.

e A convening of state leaders in Washington D.C. will allow participants to discuss CCBHC
development.

o The first appropriations bill that passed included a permanent option within Medicaid to support
the CCBHC model. This bill presents a clear path for states to either develop or continue their
CCBHC programs.

5.1 Implement payment models in federal health benefit programs that address population health,
disparities, and social determinants of health; and

5.4 Eliminate financing practices and policies that discriminate against behavioral health care.

e The group works with the National Academies of Sciences, Engineering, and Medicine on a study
about barriers to provider participation in Medicare and Medicaid, participation that is vital for
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improving access and building the workforce. Great progress is being made and they expect
something to be released soon.

5.7 Fund adequate home-and community-based services for children and youth with SED and adults with
SMI.

e The focus will be on supported employment because state data show only a very small percentage
of people participating in public mental health systems receive those services. Supported
employment also supports social inclusion, leading to broader and positive impacts on health and
functioning. They intend to look at financing opportunities, and how the research relates to health
and functioning in hopes of these services will be commonly covered in health systems.

The group posed the following questions:

e [s there any work or developments that we should consider as we explore a project related to the
financing of supported employment?
When Dr. Everett asked the judicial members to comment, Judge Leifman stated they work
closely with clubhouses and Fresh Start programs, which are incredibly important and should be
offered at all points of intercepts. Further, their new facility opening this year will have a culinary
supported employment program, computer program, and provide participants with the
opportunity to get their GED and even a college degree. He noted Miami Dade College will
provide services for Work Force Florida, a state and county-funded program drawing on various
resources, including federal.

Judge Rathelia Stroud explained that the misdemeanor court she presides over has a work
arrangement with the county workforce development to provide participants gainful employment
for at least a year during and after the program. The program is funded by the county, which has
invested in three full-time salaried positions for their misdemeanor mental health court.

Mr. DeVoursney stated the working group is focused on the individual placement support (IPS)
model and interested in other models as well. He also mentioned perhaps focusing on criminal
justice outcomes.

e Recognizing the need and recent increases in the numbers of people experiencing homelessness,
what suggestions do you have related to the financing of services related to housing and
homelessness?

A key part of shaping financing systems is understanding community need (identifying who needs
Assertive Community Treatment and resourcing accordingly). How should we think about supporting
states and communities to assess the needs that should drive their financing systems?

When Mr. Terrell suggested the “Good and Modern Services” framework in the chat, Mr.
DeVoursney welcomed the idea. Mr. Terrell also recommended including the community clinic
model that emphasized person-centered care.

Dr. O’Brien asked if there is something for SMI that is similar to the American Society of
Addiction Medicine, which includes the levels of care for substance use and is also mapped
across the continuum of care. Mr. DeVoursney recollected it being discussed, stating the working
group could revisit it.
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When Ms. Andrea Callow suggested building on the 988 continuum of care work, Mr.
DeVoursney concurred, adding there are various ways to do that.

Dr. Shaw posed the idea of creating a learning collaborative between this working group and the
access and engagement group to look at the available waivers (SDOH and transitioning from
detention into the community) and the IBH model, which Mr. DeVoursney welcomed.

Seeing no further comments or questions, Mr. Coderre called for a vote to approve the working group’s
brief, which was unanimously accepted.

Public Comment
Pamela Foote, Designated Federal Official, ISMICC

Ms. Foote opened the meeting for public comment. She stated those who requested to speak would be
called upon in the order requests were submitted, and their public comments would become part of the
meeting minutes. Unedited comments were as follows:

Darrell Herrmann: Virtually every psychiatric hospital in the United States today claims to be
recovery oriented. This is a complete illusion. They claim to recovery is based on the SAMHSA
working definition for recovery. This document is woefully deficient for psychotic illnesses.

I have been living successfully with schizophrenia for 39 years. After diagnosis, I earned a BS in
computer science. [ worked very successfully as a computer programmer for 18 years. The stress of
working and coping with my diagnosis became more than I could handle. I went on disability. |
became a volunteer recovery educator at a psychiatric hospital at Columbus, Ohio for over 15 years.
In the ten years prior to COVID, I spoke to more than 30,000 people of those hospital groups. My
lived experience gives me a unique perspective on these facilities and their patients with psychosis.

The first serious flaw in the SAMHSA document is it places only two requirements on facilities.
These are cultural competence in trauma-informed care. I have never seen mention of psychosis as
cause for competence. Psychosis is highly traumatic for most. There is no mention of psychosis or
trauma-informed care. Staff members often have a completely erroneous understanding of what
psychosis is and are completely ignorant of what the experience is like.

The second serious flaw in the SAMHSA document that is seriously important is making informed
healthy choices that support physical and emotional well-being. The SAMHSA document charges no
one with educated patients so they are informed enough to make healthy choices. Most obvious place
to teach this information is in psychiatric hospitals. When the patient is not capable of learning this
material, but they are prior to discharge. The patient could be taught in a half-day session without
significant cost increases which would significantly reduce relapse and readmission that produce
better recoveries. Each patient should receive his or her current diagnosis in basic education in
psychosis. They should be told the common causes of warning signs of relapse so they can ask for
help in a timely manner. They should know the common side effects of medications for psychotic
illnesses and strategies for coping with psychotic illnesses alike.

It is critical to inform these patients that you can live a relatively normal life with a psychotic illness.
Psychiatric hospitals do not teach these things and most staff are completely unaware of them. During
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the hospital stay, most patients receive no mental therapy of the medication. This situation like
diagnosis of like type 1 diabetes, telling them to take insulin with no other education whatsoever.

The idea that these facilities are recovery oriented is a complete illusion. These facilities are doing
essentially nothing to promote the recovery of their patients with psychotic illnesses. Although many
people achieve a good recovery, this in spite of the mental health system not because of it.

The SAMHSA guidelines are aspirational in nature and provide no practical framework to aid patients
with psychosis to achieve recovery. Thank you.

Margery Wakefield: No response.

Ann Corcoran: Good afternoon. As executive director of the National Shattering Silence Coalition, a
grassroots organization that advocates for a more just and compassionate world for those living with
severe mental illness, it has never been more evident that we are failing terribly for those living with
brain disorders, families, and the public despite increased spending on mental health in our country.

The stories from families that reach out to me are truly horrifying. Tristin Murphy was a 37-year-old
man who lived with schizophrenia and was arrested for driving his truck into a lake in Florida, which
was considering littering over 500 pounds and carried an automatic jail sentence. Tristin did not
receive the medical care he desperately needed while in jail and ultimately cut his head off with a
chainsaw.

Christopher Ferguson is a 41-year-old man whose family repeatedly tried to get him help for five
months for psychosis. He now sits at Bridgewater State Hospital awaiting trial for allegedly breaking
into a house in his neighborhood and taking the lives of three innocent people. He had no previous
history of violence and was liked by many.

Emmanuel Lopes was just found guilty of first-degree murder for taking the life of a police officer
and an innocent bystander after crashing his car in 2018. His mother reported to me that he has
schizophrenia, who was in psychosis, and four weeks earlier was begging the hospital to keep him
and was denied as her son reported that he did not want to hurt himself or others. There was a long
history of schizophrenia on his father’s side.

A mom reached out to me whose 22-year-old son was arrested after attacking his father and almost
killing him while in extreme bipolar psychosis. The family has spent years trying to get the son help
and was forced to let him live on the streets as they feared him. He now sits in jail, refusing
medication as he does not believe he is ill and thinks he deserves to be punished. His has reported
climbing trees without clothes on so that he could get closer to God to speak to him and describes
talking to the devil.

In January, I got word from a mom that her daughter, Margaret, had passed away. Margaret lived with
schizophrenia for the past 14 years and struggled with digestive issues. Her mental health condition
prevented her from agreeing to the medical care she needed despite multiple attempts to involuntary
hospitalize her. Sadly, Margaret from what could have been a treatable illness.

These are the stories that I am often told. Our organization advocates to ensure that we are the voices
for the 22 million people living with and dying too young from serious mental illness. All of these
family stories are similar in that they beg for help, often jumping through hoops, to try and get their
loved one’s medical care that was needed and repeatedly told there was nothing that could be done.
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When will our country acknowledge that living with a serious mental illness with psychosis requires a
different approach in treating the mental health condition that one has insight into?

I have spoken to peers who describe having no recollection of events that take place when
experiencing psychosis and how intervention is crucial. We know that leaving psychosis untreated can
have devastating consequences. It is inhumane to know what is happening around the country as we
track the tragedies. It has never been more apparent that with early intervention and the right
treatment, these tragedies are preventable.

I hope that this committee will remember these stories as they provide input on what is needed to help
those with SMI to lead a meaningful recovery. Thank you for allowing me to speak on behalf of every
family like mine.

Al Galves: Schizophrenia is a devastating illness, as you all know. We have not really found a
treatment that is associated with high levels of recovery. Recovery from schizophrenia has not
improved since the 1950s. Now I understand that the first episode psychosis programs are making
some progress along these lines but we have a long way to go.

What I am recommending is that the federal government through all of its avenues expand the
number of Soteria houses in the United States. Soteria houses are residential treatment programs for
people with psychosis. They are home-like residences in which people experiencing psychosis receive
safety, support, and affirmation as they go through the psychotic experience. Typically, in Soteria
houses, people stabilize within six to eight weeks. Once they are stable, they are encouraged to go out
into the community, help to go out, get a job, supported employment, go to school, take a class,
support groups, therapy, art, recreation, church, 12-step groups, et cetera.

The first Soteria house was a project. It was a research project of the National Institute of Mental
Health, operated in San Jose, California from 1971 to 1983. As a research project of the National
Institute of Mental Health, a good study was done, comparing patients treated at Soteria with patients
treated at the hospitals.

The result of that study was that the patients treated at Soteria were doing significantly better in terms
of social functioning, employment, re-hospitalizations, and symptoms. Nevertheless, the NIMH shut
it down and buried that data, made no effort to replicate it, to expand it, to study it further. Since that
time, there have been Soteria houses in Europe. There are six in Jerusalem now. There is one in
Burlington, Vermont that has been operating for eight years very successfully.

Basically, the Soteria model is based on the understanding that although psychosis is very impairing
and scary and upsetting, it is a move by a wounded psyche towards recovery for its survival, healing,
and recovery. It is a relatively inexpensive low-tech approach that is effective. I encourage and
recommend that this group do what it can to get the federal government to expand, to greatly expand
the number of Soteria houses in the United States.

Judge Leifman asked for more information on the houses, Mr. Galves pointed him to the
YouTube videos on rethinkingpsychiatry.org and suggested a book entitled, “Soteria:
Through Madness to Deliverance” by Lauren Mosher, Voyce Hendrix, and Deborah C. Fort
available on Amazon.com.

25



When Judge Leifman asked if medication is provided at the facilities, Mr. Galves stated they
have contracts with psychiatrists and medication is available on a voluntary basis. However,
the primary modality is helping people develop relationships.

Dr. Edmund Creekmore: Thank you very much for giving the NSSC this opportunity to make this
statement. The National Shattering the Silence Coalition encourages consideration by ISMICC of
experience-based co-design, EBCD, as an innovative evidence-based model for transitioning
seriously mentally ill SMI adults and others with mental health disabilities from hospitals and jails to
stable, long-term support in the community with the help and support of their families and adult
peers. EBCD is an evidence-based forum of shared decision making, which actively involves all
participants in the mutual collaboration or codesign of treatment plans and services.

EBCD is in common use in the United Kingdom and Australia in support of general, medical practice
as a collaborative care model. But it is not commonly used in the United States. It is even less
commonly used in the US in collaborative mental health care of those with serious mental illness such
as schizophrenia and bipolar disorder either in hospitals, jails, or the community.

We, at the NSSC, know of only one such study in the US in Los Angeles County, California. EBCD
involves the collaboration of all participants on an equal basis in the development of evidence-based
recovery tools such as discharge and transition planning, advanced care directives, and in inpatient
and outpatient crisis plans.

EBCD may potentially be used with qualified adult peers and family members in support of 988 and
911 emergency interventions and in support of point-of-care delivery of medical services provided in-
home by licensed medical professionals.

The typical EBCD protocol involves training, group peer support, role plays, and discussion of
prerecorded segments developed by participants or drawn from archival footage in preparation for
step down to lesser levels of care and maintenance and support in the community.

EBCD can be adapted and integrated for use in collaboration with assertive community, treatment
ACT teams, and other community-based health services through certified community behavioral
health care centers.

As in the LA study, it can be used to transition individuals as well with SMI from incarceration into
community-based care for the CCBHC model and evidence-based standards.

Dr. Diane Kaufman: Hi everyone. My name is Diane Kaufman. I am a child psychiatrist. When |
was in medical school alone one weekend in my dorm room, I tried to kill myself. I wanted to die but
instead of that happening, I started to vomit blood. I ended up medically admitted to Mount Sinai
Hospital. I told no one at my medical school nor any family or friends as I feared how could I ever
become a psychiatrist if anyone knew my story.

Years later, | was diagnosed with bipolar II disorder. As a poet, artist, physician, and a person with
lived mental health and illness experience, I am dedicated to transforming trauma and despair into
life-affirming creativity. I am the founder director of the Hold On Campaign for suicide prevention, a
fiscally-sponsored, non-profit that uses art to educate on suicide and helps us struggling with suicidal
thoughts via the power of art to connect, express, and heal. Music is an art that reaches deep into
heart, mind, and spirit beyond that of mere words.
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I am here today to advise the committee that the Hold On Campaign’s Do Not Give Up, Lift You Up,
Hold On, and Holding the Heart When it Breaks, suicide prevention songs all inspired by my poetry
become lyric have garnered international acclaim, including awards for best original song and best
lyrics.

These videos are available free of charge and can be posted on mental health websites and shared on
social media. The music videos not only increase awareness of the 988 crisis and suicide lifeline
number but most importantly, they encourage the suicidal person to not give up, to be lifted up, to
hold on, and to know they can be held and understood with compassion when their life is at the
breaking point. To learn more about the Hold On Campaign, please see www.holdoncampaign.org. |
can be reached at diane@holdoncampaign.org.

I would also like to share with the committee the Just Like This Tree poster that has text by myself
and artwork by Amanda Neodor (ph.). It was created in August 2019 after the suicide death of my
friend and mental health colleague, Stacy, who left behind two sets of young twins when she jumped
off a bridge. If anyone is interested in the poster, which could also be used as an art card with suicide
prevention resources on its back, please reach out to me.

Thank you so much for allowing me to contribute today.

Vic Welly: Hello. My name is Vic Welly. Thank you for the opportunity to speak today. I am a peer

support trainer and the co-founder of a peer-run respite, which is a community-based resource where
people experiencing emotional distress can stay overnight and receive peer support as an alternative
to emergency rooms, jails, or locked psychiatric facilities.

I do this work because I want to be able to offer options like this that were not available to me when I
was struggling. If you were to look at my medical records and case notes, you would see phrases like
serious and persistent mental illness and at one point in time, a vulnerable adult. You would see
hospitalizations, many medications, and many different kinds of therapies. In spite of all of those
many clinical interventions, I continued to cycle in and out of the psychiatric system for years. But I
was able to interrupt that cycle and find healing.

And what worked for me was a combination of access to stable, affordable housing, body-based
interventions that helped me process trauma and most of all the healing relationships that I developed
in peer support communities, communities like alternatives to suicide support groups, which are run
by and for those of us who know what it is like to want to die by suicide or spiritual explorations peer
support group where those of us who do not feel welcome in traditional faith communities due to our
mental health history or other issues can meet and talk about our connection to the sacred.

Peer support groups also offer space for people to talk about how their mental well-being is impacted
by the ongoing harms of racism, transphobia, violence, and economic security.

It is because of these initiatives led by and for those of us who carry psychiatric labels like SMI that I
know it is possible to go through significant mental health challenges and find long-term healing and
recovery.

Programs like peer-run respite and peer support groups are effective because they are voluntary. They
decrease isolation and they open up new possibilities for exploring what a meaningful life can look
like.
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I am grateful for the funding and support that is currently offered to develop and sustain peer-run or
consumer programs. And as SAMHSA and other federal agencies work to improve and strengthen
supports for people diagnosed with significant mental health challenges, I urge you to increase
funding and support for peer-to-peer, community-based projects developed by and for those of us who
know what it is like to experience these challenges, including challenges that get labeled as psychosis,
schizophrenia, or other challenging serious mental illnesses.

Please offer our peer-led organizations long-term funding to sustain programs and provide peer
support workers with a living wage. Please invite us to decision making bodies and seek out our
consultation at all stages of program development. We are subject matter experts and we can bring
new perspectives about what is culturally relevant, effective support. Thank you again for this
opportunity to speak.

Yulia Mikhailova: Thank you for this opportunity and thank you for discussing the Olmstead. I am
speaking on behalf of the many who cannot speak for themselves. Let me share stories of two such
people. One was forcibly hospitalized and medicated and then lived on the streets hiding from her
parents who believed that forced treatment was in her best interest. Eventually, she escaped the
system, received help with housing and treatment. Now she has a degree and a full-time job. Her
parents sought and received forgiveness from her. She does not share her story publicly. She
(inaudible) her colleagues and neighbors may learn about her diagnosis. As it is, they have no idea
because she recovered completely. Nothing in her behavior indicates mental illness.

Another person did not have any problems with his treatment. He found his medication helpful, took
it intermittently. Then he was ordered into a system of outpatient treatment. They abruptly switched
him to a different medication, which affected him badly and committed him to a hospital where he
was beaten. His mother alleges that his AOT manager embezzled his Medicaid money and was trying
to silence him. I saw photos of his bloody face and medical records from the ER where he was treated
for injuries. A journalist started to investigate this story but soon they asked him to stop. His son was
threatened to be sent back to the hospital if the family spoke out.

Many people are silent out of fear. Others do not have time and energy for advocacy. To give this
comment, | had to cancel a class today. Not everyone can take time off work. (Inaudible)is a full-time
job for which pharma funded. Nonprofits have well-paid employees. Advocates of (inaudible)
treatment are not (inaudible) and paid up by paid professionals. We are other groups and scattered
over many small grassroot groups.

I can do advocacy now that my daughter has recovered from her psychosis under the care of a
provider practicing the Open Dialogue method. But when she showed symptoms, I spent every spare
minute supporting her and searching for effective treatments until I found Open Dialogue.

When I hear mothers of children with serious mental illness commenting on abuse (inaudible) I
wonder how do they know about them. How do they find time? Do they receive information and
assistance from pharma funded treatment advocacy centers? I hope and pray that you ask yourselves
these questions when considering public comments. Mothers asking you to expand forced treatment
may be sincere but (inaudible) of parents whose voices are amplified beyond all proportion by a big
money machine. Please find it in you to resist this machine.

Stop the situation when a medical mental health policy is shaped by the pharma companies and by the
agenda of the bad mail order billionaires whose son got out of the hospital, went on to receive an
education to have a career, but now this son uses the family money to deprive other people of a free
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choice and opportunities that he enjoyed because they are (inaudible) AOT deprives people of those
opportunities. Please fund evidence-based, non-coercive treatments. Thank you.

Doris Lynch: Hearing these very heartfelt stories from many individuals and sadly nobody can
communicate back to them on a chat as well as on a chat to say hey, how do I get connected or
whether it may be, very disappointing. My heart goes out to each and every one of them. I know
many suffer with severe mental illness. All are different but many similar. Even those suffering feel —
sadly, they feel there are better opportunities for them. It should not be as difficult and it is basically
money related.

For someone suffering with a mental illness, which is the same as someone suffering with a heart
disease or whatever it may be, they should get the same treatment. For a child that is over the age of
14, and their parents are not permitted to have any say is absurd, completely absurd. These children
are not in their right minds. Their family is their support system. Their family is supposed to be
involved in their life and responsible until the age of 18. Although if it is related to mental health, no.
Completely baffling. It is a disgrace.

I can understand if there was DHS system, Department of Human Services or there was something
with the parents that concerns the doctors. Well, maybe they should not be involved. But when there
is nothing of such, the parents should not be removed from the children’s care related to mental
health.

And then you have the HIPAA law. When someone is mentally ill, they have no contact with anyone
but yet they are in there under doctor’s care and they are not in their right mind. There should be
something implemented when they leave that hospital that they can sign saying God forbid if I am
ever committed again if | am in this facility or any again. | want to sign a form giving permission now
that I am in my right mind departing from this hospital that you have permission to contact so and so
at this number. There is nothing like that. They should have permission. It is in other states but not in
Pennsylvania. Why in one place and not in another? It is wrong. It should be amended throughout the
country.

These people are suffering. It is a battle for their well-being every day. It is a battle for their housing
every day. It is a battle for them to — it should not be this way. There is a DNA test that can be
implemented to determine what medicine is best for the chemical imbalance in one’s brain. Hardly
anybody knows about it. There is no funding for it to be given to individuals when they enter a
hospital. They are given numerous medications like a guinea pig. When there is a DNA test swabbed
inside a check, right now, your chemicals are this and that that are imbalanced. This medication
would be the best right now for you. But they cannot do it because there is no funding is what I have
been told by political people. It is a disgrace. Why are we doing this to our fellow human beings?

Then they end up out in the street because their loved ones are in jeopardy of their lives as well
because yes, schizophrenia and other mental illnesses as we know with many mass shootings were
focusing on the drugs on the street, were focusing on the guns. Who is holding the guns? They are not
in their right mind. Many of them who cause mass shootings are people who are mentally ill. Let us
stop avoiding it. There is no stigma. People are talking about mental illness. Our government is
stagnant. It is doing nothing. Nothing has changed in X amount of years. All here know that. Very
little. There is no connection. None. This organization is talking. That organization is talking. We
need unite. The shenanigans need to stop. Save the lives. Get it right. The communication here was
sour and that is how it is throughout anything with mental illness.
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Forgive me. I am talking quickly because I do not want to sit here and talk for half an hour. There are
many more topics. I hope I touched someone’s mind with something that can make some change. I
am sorry if [ sound angry, but I am and I know many are. I am speaking from my heart. I had nothing
written down. I dedicated my day to this. I appreciate the information that was shared but most of it
has been spoken over and over again. You need to give better connection to the people suffering and
their families to not be blocked out.

In my particular neighborhood, we have never had a mental health gathering, anything related. We
need it. We are doing it in May. It needs to be done more and more. Organizations need to come to the
community more and more. I know you are doing what you can but we need more. I appreciate the
time. God willing, things will change quickly. Thank you.

Ms. Foote announced the conclusion of the public comment period and turned the meeting over to Dr.
Delphin-Rittmon for closing comments.

Final Comments and Adjournment
Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and
Substance Use (SAMHSA)

Dr. Delphin-Rittmon thanked all who submitted and shared their public comments, acknowledging the
input reminds everyone in the field of their purpose. She also thanked Dr. Everett and her team for their
efforts, the staff stewards for leading and presenting, and all meeting participants for their commitment to
improving the lives of those living with SMI and SED. Dr. Delphin-Rittmon also expressed appreciation
for the opportunity to hear about the many collaborations.

Lastly, Dr. Delphin-Rittmon encouraged everyone to look for the “save the date” announcement for the
fall meeting and for the next Report to Congress. She then adjourned the meeting at 3:33 PM.
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Public Comment for the Record

Darrell E. Herrmann
Captain, Field Artillery
United States Army, Retired

Virtually every Psychiatric Hospital in the United States today claims to be recovery oriented. For
psychotic illnesses this claim is a complete illusion. They claim to be recovery oriented based on the
SAMHSA Working Definition For Recovery. This document is woefully deficient for psychotic illnesses.

I have been living successfully with Schizophrenia for 39 years. After diagnosis I earned a B.S. in
Computer Science. I worked very successfully as a professional computer programmer for 18 years. The
stress of working and coping with my diagnosis became more than I could handle, and I went on
disability. I became a volunteer recovery educator in psychiatric hospitals in Columbus, Ohio for over 15
years. In the 10 years prior to COVID I spoke to more than 30,000 people in those hospital groups. My
lived experience gives me a unique perspective on those facilities and their patients with psychosis.

The first serious flaw in the SAMHSA document is it places only two requirements on facilities. These
are cultural competence and Trauma Informed Care. I have never seen mention of psychosis with cultural
competence. Psychosis and its aftermath is highly traumatic for most. There is no mention of psychosis
with Trauma Informed Care. Staff members often have a completely erroneous understanding of what
psychosis is and are completely ignorant of what the experience is like. The second serious flaw in the
SAMHSA document concerns the importance of “making informed healthy choices that support physical
and emotional wellbeing.” The SAMHSA document charges no one with educating the patients so they
are informed enough to make healthy choices. The most obvious place to teach this information is in
psychiatric hospitals. When admitted the patient is not capable of learning this material but they are prior
to discharge. The basics could be taught in a half-day session without significant cost increases and
should significantly reduce relapse and readmission and produce better recoveries. Each patient with a
psychotic illness should receive his or her current diagnosis and a basic education on symptoms of
psychosis. They should be told the common causes of and warning signs of relapse, so they can ask for
help in a timely manner. They should know the common side effects of medications for psychotic
illnesses and strategies for coping with a psychotic illness to lead a relatively normal life. It is critical to
inform these patients that you can live a relatively normal life with a psychotic illness. Psychiatric
hospitals do not teach these things and most staff members are completely unaware of them. During their
hospital stay most patients receive no meaningful therapy other than medication. This situation is like
diagnosing someone with Type 1 Diabetes and telling them to take insulin with no other education
whatsoever.

The idea that these facilities are recovery oriented is a complete illusion. These facilities are doing
essentially nothing to promote the recovery of their patients with psychotic illnesses. Although many
people achieve a good recovery this is in spite of the mental health system not because of it. The
SAMHSA guidelines are aspirational in nature and provide no practical framework to aid patients with
psychosis to achieve recovery.
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Margery Wakefield

My childhood was a worst-case scenario. I was the oldest of four children born to two mentally ill
parents, neither of whom ever received the treatment they needed. As a child I was seriously abused —
sexually, physically, and emotionally.

I grew up depressed. I didn’t feel like playing like the other kids. There was a dark hole inside me, and I
called it “the shadow.” The shadow was with me constantly, my companion throughout grade school and
high school. I was also a loner.

After high school, I traveled to London, England, to study the piano, for which I had a talent. But in
London, I became disoriented, engulfed and overwhelmed by the vastness of the city.

I was sent by my teacher back to the US, and, in a psychotic state and unable to answer any questions of
orientation, was admitted to the psychiatric floor of the city hospital in Philadelphia. I didn’t even know
my name at that point.

I experienced a mental breakdown of excruciating intensity. The only way to get through it was to
concentrate on each and every excruciatingly painful breath. In and out, in and out. Just breathe.

My very kind doctor, Dr. Grofe, didn’t ask me if [ wanted to be treated. I was in no shape to understand
or to judge what was best for myself. Dr. Grofe ordered Thorazine for me, and a lot of it. 600 milligrams
three times a day. Eventually, in a few months, I cleared up and came to know what was happening
around me. I was transferred to a hospital in the countryside, under my father’s insurance. I am
convinced that it was because of Dr. Grofe’s early intervention that my recovery took place. I got better.

It wasn’t the end of my journey. In the following ten years, I had over fifty-five hospitalizations, as |
fought for my sanity. But my graph was trending upward. Slowly, I got better.

A wise psychiatrist recommended that I go to college. And I listened to her. I enrolled at the Program for
Experienced Learners at Eckerd College in St. Petersburg, Florida, where I now lived. They actually gave
me credit for my psychiatric experience. Psychology 101!

After I graduated with a Bachelor’s in Human Resources, I took the GRE Exam and ended up with a full
scholarship at Florida State University in Tallahassee, Florida, where I majored in Social Work,
graduating with my Master’s Degree, or MSW, two years later.SI have had a successful twenty-five-year
career as a hospice social worker, which I loved. I retired last month, and now do volunteer work with the
elderly in nursing homes where I live.

It hasn’t always been a rosy road. There have been ups and downs. But on the whole, if I had to do it
over again, [ wouldn’t change a thing. And regarding my rights, I had a right to treatment, not to refuse
treatment. [ was simply too sick to know what I needed. I still take medication even now, at seventy-six
years young, but this is a small sacrifice to pay for a full and productive life. Thank God for Dr. Grofe for
his understanding about my need for medical intervention, and for medicating me without my consent. He
did the right — and humane — thing. All I had to do was swallow the medicine. Thank God I did that. In
return, [ have been very lucky. I have survived schizophrenia. Not everyone does. Whatever time [ have
left will be spent in advocacy. Our “mental health” system, which should be labeled our “mental illness”
system, is sadly broken. We can continue to ignore the obvious reality every time we walk past or step
over a mentally ill person sleeping on the sidewalk, or sitting next to us, smelly, on a bus. I choose to
speak out, to put my own experience to good use.
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Ann Corcoran
Executive Director
National Shattering Silence Coalition

As executive director of the National Shattering Silence Coalition, a grassroots organization that
advocates for a more just and compassionate world for those living with severe mental illness, it has never
been more evident that we are failing terribly for those living with no-fault brain disorders, families and
the public despite increased spending on mental health in our country.

The stories from families that reach out to me are truly horrifying. Tristin Murphy was a 37-year-old man
who lived with schizophrenia and was arrested for driving his truck into a lake in Florida which was
considered littering over 5001bs and carried an automatic jail sentence. Tristin did not receive the medical
care he desperately needed while in jail and ultimately cut his head off with a chainsaw.Christopher
Ferguson is a 41-year-old man whose family repeatedly tried to get him help for 5 months while in
psychosis. He now sits at Bridgewater State Hospital awaiting trial for allegedly breaking into a house in
his neighborhood and taking the lives of 3 innocent people. He had no previous history of violence and
was liked by many.

Emmanuel Lopes was just found guilty of 1st-degree murder for taking the life of a police officer and an
innocent bystander after crashing his car in 2018. His mother reported to me that he has schizophrenia,
was in psychosis, and 4 weeks earlier was begging the hospital to keep him and was denied as her son
reported that he did not want to hurt himself or others. There is a long history of schizophrenia on his
father’s side. t

A mom reached out to me whose 22-year-old son was arrested after attacking his father and almost killing
him while in extreme bipolar psychosis. The family has spent years trying to get their son help and were
forced to let him live on the streets as they feared him. He now sits in the state hospital, refusing
medication as he doesn’t believe he is ill, and thinks he deserves to go to jail to be punished. He has
reported climbing trees without clothes on so that he could get closer to god to speak to him and describes
talking to the devil.

In January, I got word from a mom that her daughter Margaret had passed away. Margaret lived with
schizophrenia for the past 14 years and struggled with digestive issues. Her mental condition prevented
her from agreeing to the medical care she needed despite multiple attempts to involuntarily hospitalize
her. Sadly Margaret died from what could have been a treatable illness.

These are the stories that aren’t often told, our organization advocates to ensure we are the voices for the
22 million people living with and dying too young from serious mental illness. All of these families’
stories are similar in that they begged for help, often jumping through hoops to try and get their loved
ones the medical care that was needed and were repeatedly told there was nothing that could be done.

When will our country acknowledge that living with a serious mental illness with psychosis requires a
different approach than treating a mental health condition that one has insight into? I have spoken to peers
who describe having no recollection of events that take place when experiencing psychosis and how
intervention is crucial. We know that leaving psychosis untreated can have devastating consequences. It’s
inhumane to ignore what is happening around the country as we track the tragedies - it has never been
more apparent that with early intervention and the right treatment, these tragedies are preventable. I hope
that this committee will remember these stories as they provide input on what is needed to help those with
SMI to lead a meaningful recovery. Thank you for allowing me to speak on behalf of every family like
mine.

Al Galves
Psychologist
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A necessary part of the Federal government's effort to help people recover from serious mental illness is
the creation of many more Soteria houses. Soteria houses are home-like residences which provide
treatment in the form of providing safety, support and affirmation to people as they go through the
psychotic process. They have recovery rates up to 60 percent. They address the cause of psychosis in a
way that the conventional treatment does not. Unfortunately, there is only one in the U.S. - Soteria
Vermont in Burlington, Vermont. Soteria Vermont has been operating successfully for 8 years. Itis a
model of one very effective way of treating psychosis that should be duplicated throughout the U.S.

Doris Lynch
PORT Richmond Neighborhood Action
President

1) Concerns of "mental" hospitals opposed to "regular" ...
Don't seem to be treated to same severity.
2) Not same attention is being given to mental health treatment as there is towards addiction.

3) More support can be implemented prior to leaving hospital to ensure their care, safety as well as those
who care for them.

4) Treatment for aftercare should be in all neighborhoods ~ not in only certain areas.

Edmond Creekmore
Policy Action Committee Co-Chair
National Shattering the Silence Coalition

The National Shattering the Silence Coalition encourages consideration by ISMICC of Experience Based
Co-design (EBCD) as an innovative, evidence-based model for transitioning seriously mentally ill (SMI)
adults and others with mental health disabilities from hospitals and jails to stable long-term support in the
community with the help and support of their families and adult peers. EBCD is an evidence-based form
of shared decision making which actively involves all participants in the mutual collaboration or co-
design of treatment plans and services. EBCD is in common use in the UK and Australia in support of
general medical practice as a collaborative care model, but it is not commonly used in the US. It is even
less commonly used in the US in the collaborative mental health care of those with serious mental illness,
such as Schizophrenia and Bipolar Disorder, either in hospitals, jails, or the community. We know of only
one such study in the US in Los Angeles County, California.

EBCD involves the collaboration of all participants on an equal basis in the development of evidence-
based recovery tools such as discharge and transition planning, advance care directives, inpatient and
outpatient crisis plans. EBCD may potentially be used with qualified adult peers and family in support of
988/911 emergency intervention, and in support of point of care delivery of medical services provided by
in-home licensed medical providers. The typical EBCD protocol includes training, group peer support,
role plays, and discussion of prerecorded segments developed by participants or drawn from archival
footage in preparation for “step-down” to lesser levels of care and maintenance and support in the
community. EBCD can be adapted and integrated for use in collaboration with Assertive Community
(ACT) Treatment teams and other community-based health services through Certified Community
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Behavioral Health Care Centers. As in the LA study it can be used to transition individuals with SMI
from incarceration into community-based care per the CCBHC model and evidence-based standards.

Matthew Sipress

I am a person with schizophrenia, so I am well-versed in the dynamics of serious mental illness......my
experiences with schizophrenia have been interesting and even give me a certain sense of delight.....

I hear friendly female voices telling me how airlessly lunar I am......
I receive radio messages from a planet I call Drotar..........

I feel so euphoric and so very airlessly lunar.........

I do use the spice nutmeg, which has hallucinogenic effects........

[ use it both as a spice and as a recreational drug........

it is one of my primary mind-bending drugs of choice.......

caffeine is my primary drug of choice.......

I enjoy my delusions and hallucinations,
as well as all of my schizophrenia symptoms.........
esp. my creating new words(neologisms)
I am also a poet and I use the phrase
"[AM SO VERY AIRLESSLY LUNAR"
in many of my poems...........

I AM SO VERY AIRLESSLY LUNAR
airlessly lunar nisbidix in my mind
undulating clouds and dreaming while awake
feeling so very airlessly lunar

on planet Cocana

drifting through starry space

100 billion miles from earth

soaring with comets

and getting sucked into black holes
hearing the whispers of the Vool

and receiving radio messages

from planet Drotar

skirrid skasms blast through my mind

at the speed of light

bombarding my psyche with

interstellar superatomic nuclei

in a massive thermonuclear explosion
dazzling my nydix eyes

like a limitless supernova detonation

in psychedelic airlessly lunar space

seen from planet LSD-3000

100 trillion teratons of TNT
BOOMBOOMBOOM.........

faults snapping in my mind

shifting of rock in my psyche

like the Northridge earthquake

energy of 300 Hiroshima bombs
detonating in my locus ceruleus

dazzling with luminous
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airlessly lunar intensity
rumbling in my psyche

more potent than the recent
2.0 magnitude tremor in NYC
jolting my spirit to its core
with Dynidium-350

Jamie Bushell and Monika Ostroff
Multi-Service Eating Disorders Association

The ISMICC evaluates the effects federal programs related to SMI and SED have on public health.
SAMHSA defines a serious mental illness as a mental illness that interferes with a person’s life and ability
to function. SAMHSA offers common examples of serious mental illness, including bipolar disorder,
major depressive disorder, and schizophrenia on its website (https://www.samhsa.gov/serious-mental-
illness).

SAMHSA does not currently recognize the severity or prevalence of eating disorders and is largely absent
in programs, services and literature SAMHSA provides. Eating Disorders are a serious mental illness with
10,200 deaths per year, equating to about one death every 52 minutes. 29 million Americans will have an
eating disorder in their lifetime, according to a recent study by Harvard University’s Strategic Training
Initiative for the Prevention of Eating Disorders. Eating disorders are among the deadliest mental
illnesses, second only to opioid use disorder. In people with eating disorders, quality of life is greatly
reduced (van Hoeken & Hoek, 2020).

SAMHSA does not provide adequate education, resources, and programming/funding around eating
disorders. On one webpage: https://www.samhsa.gov/mental-health/eating-disorders, SAMHSA lists three
common eating disorders, but does not mention ARFID, OSFED, and other less common, but equally
dangerous eating disorders.

There is an expressed interest in addressing "quality of mental and substance use disorders treatment
services" and rates of suicide. To best provide access and services to and support for people with mental
illness then addressing one of the biggest mental health issues - eating disorders is critical. Suicide is the
second leading cause of death among individuals with anorexia nervosa (AN), and suicidal behavior is
elevated in bulimia nervosa (BN) and binge eating disorder (BED) relative to the general population.

The Multi-Service Eating Disorders Association (MEDA) is an eating disorders non-profit organization
dedicated to the prevention and compassionate treatment of eating disorders, so that Every Body has
access to recovery and support. For thirty years, MEDA has successfully provided eating disorder
treatment and recovery support services across Massachusetts. As such, we are asking ISMICC and
SAMHSA to add education, resources, and programming/funding for eating disorders that is reflective of
the significant impact this mental health issue has on the broader population.

Mary Ellen Stuart
Board Chair of the John Henry Foundation
National Shattering Silence Coalition

Thank you, to everyone on the committee, for your continuing time and effort, to provide solutions to the
mental illness crisis in our country. As both Judy Fitzpatrick and Laura Van Tosh said earlier today, it’s
hard work and we are grateful for your persistence.
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Your esteemed committee member, (and honoree of the Pope!) Judge Leifman, advocates for
decriminalizing mental illness. Today I heard you all agree. His data shows how incredibly expensive it
is to have law enforcement, the judiciary system, and correctional facilities, be the primary entities
handling people with severe and persistent mental illness. Along with being extremely expensive, Judge
Leifman exposes that they are also (mostly) ineffective. And it’s not their fault. Those bedrock systems
were never designed to offer complex, long-term, medically necessary treatment.

We define the overall problem as “mental illness” which has the word illness right in the name of the
problem! Illness suggests that medical intervention is required, not law enforcement and the courts.
Doctors and therapists can create effective treatment plans. The challenge is to get someone with SMI to
follow them. The answer for my loved one with schizophrenia, was to live in an excellent residential
treatment program. They gave him the medical support to follow doctor’s orders, attain mental well-
being and achieve lasting stability. Stable people don’t need police, courts and jails.

As family members and taxpayers, we are happy to pay for affordable effective medical-based care, and
not happy to pay for higher priced, ineffective, criminal care.

Community based organizations, (mentioned by Jennifer Higgins, Tae, and others) most of which are non-
profits, are providing evidence-based, medically necessary care. They operate on tight budgets because
funding is so difficult to secure. Private donors and private foundations pick up the bulk of the costs.
These community-based organizations are often referred to as Housing That Heals, Supportive Housing,
Residential Treatment, etc. What they really do, is put the supports in place to allow their residents to
follow their doctor’s wellness plan. Their goal is to promote healing and stability, and they can
demonstrate success. Directing funding to these organizations is a more responsible, lower-cost
investment, with high-potential positive impact.

There are government grants out there, I can personally tell you that they are really hard to get. County
officers in charge of disbursing much of this grant funding in my area, lament to lawmakers that they
“can’t give it away.” That is because the bar is set to a standard that is almost unattainable for a
community-based organization. None have extra staff, just ready to assemble the endless documentation
requirements needed to even apply for the funds. So money might be there, but it’s not helping anyone.
Can the ISMICC committee help change that?

Good community-based organizations can make real progress to improve the way that serious and
persistent mental illness is treated in our country. They can also save taxpayers money. Please redirect
some of the funding from the expensive police, courts and jails to the lower cost, boots-on-the-ground
services that are providing the effective, stabilizing care for people who suffer from mental illness. Stable
people don’t need expensive criminal intervention. And if anyone is interested in the name of the
excellent supportive housing my brother enjoyed, it’s the John Henry Foundation in Santa Ana, CA.
https://www.johnhenry.org/

Diane Kaufman
Child Psychiatrist

I am a child psychiatrist. When I was in medical school, alone one weekend in my dorm room, I tried to
kill myself. I wanted to die but instead of that happening, I started to vomit blood. I ended up medically
admitted to Mount Sinai Hospital. I told no one at my medical school nor any friends as I feared how

could I ever become a psychiatrist if anyone knew my story. Years later [ was diagnosed with Bipolar 11
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Disorder. As a poet, artist, physician, and a person with lived mental health & illness experience, I am
dedicated to transforming trauma and despair into life affirming creativity. I am the founder/director of
the Hold On Campaign for Suicide Prevention, a fiscally sponsored non-profit that uses art to educate on
suicide and helps those struggling with suicidal thoughts via the power of art to connect, express, and
heal. Music is an art that reaches deep into heart, mind, and spirit beyond that of mere words. I am here
today to I advise the committee that the Hold On Campaign's "Don't Give Up," "Lift You Up," "Hold On"
and "Holding The Heart When It Breaks," suicide prevention songs, all inspired by my poetry become
lyric, have garnered international acclaim including awards for Best Original Song and Best Lyrics. These
videos are available free of charge and can be posted on mental health websites and shared on social
media. The music videos not only increase awareness of the 988 crisis and suicide lifeline number but
most importantly they encourage the suicidal person to not give up, to be lifted up, to hold on, and to
know they can be held and understood with compassion when their life is at the breaking point. To learn
more about the Hold On Campaign please see www.holdoncampaign.org. I can be reached at
diane@holdoncampaign,org

I would also like to share with the committee the "Just Like This Tree" poster that has text by myself and
artwork by Amanda Meador. It was created in August 2019 after the suicide death of my friend and
mental health colleague Stacy who left behind two sets of young twins when she jumped off a bridge. If
anyone is interested in the poster which could also be used as an art card with suicide prevention
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resources on its back, please reach out to me. Thank you so much for allowing me to contribute today.

David Geiger
Author of: In the Matter of Edwin Potter (IMOEP)

Vic Welle
Peer Support Trainer
Co-founder/Peer Run Respite
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My name is Vic Welle. I am a peer support trainer, and the co-founder of a peer run respite, a community-
based resource where people experiencing emotional distress can stay overnight and receive peer support
as an alternative to emergency rooms, jails, or locked psychiatric facilities. I do this work because I want

to be able to offer options like this that were not available to me when I was struggling.

If you were to take a look at my medical records and case notes, you would see phrases like “serious and
persistent mental illness” and at one point in time, “vulnerable adult.” You would see hospitalizations,
many, many medications, and many, many different kind of therapy. In spite of all of those many clinical
interventions, I continued to cycle in and out of the psychiatric system. I was able to interrupt that cycle
and find healing. What worked for me was access to stable, affordable housing, body-based interventions
that helped me process trauma, and most of all, the healing relationships I developed in peer support
communities. Communities like Alternatives to Suicide support groups, which are run by and for those of
us who know what it’s like to want to die by suicide. Or a spiritual explorations peer support group, where
those of us who don’t feel welcomed in traditional faith communities due to our mental health history can
meet and talk about our connection to the sacred. Peer support groups also offer space for people to talk
about how their mental well being is impacted by the ongoing harms of racism, transphobia, violence, and
economic insecurity. It is because of these initiatives led by and for those of us who carry psychiatric
labels like “SMI” that I know it’s possible to go through significant mental health challenges and find
long term healing and recovery. Programs like peer run respite and peer support groups are effective
because they are voluntary, decrease isolation, and open up new possibilities for exploring what a
meaningful life can look like. I am grateful for the funding and support that is currently offered to develop
and sustain peer run (consumer) programs.

As SAMHSA and other federal agencies work to improve and strengthen supports for people diagnosed
with significant mental health challenges, I urge you to increase funding and support for peer to peer,
community-based projects developed by and for those of us who know what it is like to experience these
challenges. Offer our peer led organizations long term funding to sustain programs and provide peer
support workers with a living wage. Invite us to decision making bodies and seek out our consultation at
all stages of program development. We are subject matter experts and can bring new perspectives about
what is culturally relevant, effective support.

Yulia Mikhailova

Dear ISMICC Chair Dr. Delphin-Rittmon and Committee Members,

I applaud you for discussing the Olmstead and for talking about recovery, and I hope that it will become
more than a talk. I am speaking today on behalf of the many people who cannot express their voice here:
people who recovered from serious mental illness; people who live a full life while also experiencing
what is usually called symptoms of serious mental illness, such as hallucinations; and parents like myself
whose children were victimized by forced psychiatric treatment.

Many of them are silent out of fear of what may happen if they come out of the closet. I do not have this
fear, because my daughter’s last name is different from mine, and I have her permission — and
encouragement — to talk about her in general terms, without identifying details.

Now, let me share two stories of people who cannot speak for themselves.

One was forcibly hospitalized and medicated, and then lived on the streets, hiding from her parents who
believed that court-ordered treatment was in her best interest. Eventually, she escaped the system and
received help with housing and recovery. Now she has a degree and a full-time job. Her parents sought,
and received, forgiveness from her.
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She does not share her story publicly, fearing that her treatment team may trace their former patient, or
her colleagues and neighbors may learn about her diagnosis. As it is, they have no idea, because she
recovered completely and nothing in her behavior indicates mental illness. As an aside, her case shows
that there is no way to know the true number of those who recovered from serious mental illness as long
as we have laws and policies that force them to keep secrecy.

Another person did not have any problems with his treatment — he found his medication helpful and took
it voluntarily. Then he was ordered into an assisted outpatient treatment program. They abruptly switched
him to a different medication, which affected him badly, and committed him to a hospital, where he was
beaten to the inch of his life. His mother alleges that the AOT manager embezzled his Medicaid benefits
and was trying to silence him. I saw photos of his bloodstained face and medical records from the ER,
where he was treated for his injuries. The parents convinced the ER staff to allow him to go home with
them.

At the parents’ request, I connected them with an investigative journalist, but soon they asked to stop the
investigation. They were threatened that, if they speak out, the son will be sent back to the hospital and
not allowed to see his family. By the way, this was a threat I also received from my daughter’s psychiatrist
— if you complain about me, I will not allow you to see your daughter.

Thus, some people are silent out of fear. Others do not have time and energy for advocacy. Tracing bills
and organizing public campaigns is a full-time job. Well-paid employees with business and public
relations degrees do this work for non-profits whose leaders claim that their promotion of forced
treatment has nothing to do with donations they receive from pharmaceutical companies.

No companies donate to advocates of non-coercive treatment. We are not coordinated and kept informed
by paid professionals; we are scattered over many small grass-root groups and do what we can as unpaid
volunteers.

I can do advocacy now that my daughter has fully recovered and lives independently. When she had her
psychotic symptoms, I spent every spare minute supporting her and searching for effective treatments. I
hardly had time to eat and sleep. Making public comments would have been unimaginable.

So, when I see mothers of children with serious mental illness commenting on a bill or a funding
provision hidden in the middle of a multi-page governmental document, I wonder, how did they learn
about it? How did they find time to compose their well-written comments and to rehearse them for a
perfect 3-minute oral delivery?

Do they have super-human abilities, or do they receive help from pharma-funded astroturfs and/or the
Treatment Advocacy Center created with the money of the mail-order billionaire Theodore Stanley? How
many parents really give up on all the dreams they once had for their children? How likely is it for an
average mother to subscribe to the belief that her child will never recover and needs to be forced into a
program that precludes community inclusion, education and gainful employment?

I hope that you ask yourselves these questions when considering public comments. Please do not create
false equivalence between parents advocating for and against forced treatment. Mothers asking you to
expand forced treatment may be sincere, but they only represent a fraction of parents whose voices are
amplified beyond all proportion by a big money machine.

Please find it in you to resist this machine and to see astroturf for what it is. Please stop this situation
where American mental health policy is shaped by the pharmaceutical companies and by the agenda of a
dead mail-order billionaire.
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Ellie Stabeck
National Shattering Silence Coalition
Organization: National Shattering Silence Coalition

Having devoted myself to saving my son from a diagnosis of Schizoaffective Disorder every day for the
past 15 years, navigating him through a rabbit hole of repeated failures from ineffective hospitalizations,
laws not designed for his illness, the cruelty of incarcerations, ignoring Anosognosia, I am very grateful
for the opportunity to address the ISMICC.

A.

Legislation for the disabled to live in the community was good for the physically disabled but it
ignored the symptoms of those with serious mental illness, who have Anosognosia. The result of
addressing these two disabilities under one piece of legislation, contributed to major
homelessness, suicides, deaths and burdened the criminal justice system.

The Institute for Mental Disease Exclusion is legislation passed to prevent asylums by limiting
beds to 16 for hospitals treating those with serious mental illness. However those with serious
mental illness require long term treatment. Since long term treatment is unavailable, mentally ill
patients recycle increasing the demand on beds and financial costs, leading some hospitals to stop
admitting seriously mentally ill. This increases homelessness, suicide and more burden on the
jails and courts.

Community Care is good for those who voluntarily seek it. Community Care is a failure for those
with serious mental illness, because they do not believe they are ill (Anosognosia), and will not
voluntarily stay in treatment. The result is more homelessness, more burden on law enforcement,
jails and on the courts.

HIPAA designed to provide confidentiality of one’s health information is contraindicated to those
with mental illness who are unaware of their illness due to anosognosia and need their family to
provide their health information to the doctors. HIPAA is an added obstacle to effective treatment
for someone with Anosognosia.

Legislation preventing involuntary treatment until a person with serious mental illness is a danger
to self or others, is a set up for their failure. Waiting for something bad to happen, before families
can get their loved one to a hospital, is not fair to either the ill person or to the family.

From this nightmare life I struggled through as a mother, these are the points I would like to share with
you, in the hope something can finally be done to end this insanity for those with serious mental illness.

Sonja Burns
Advocacy

I would like to address:
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1. Persons with comorbidities - specifically persons with Intellectual and Developmental Disabilities and
Serious Mental Illness, and persons with Traumatic or Acquired Brain Injuries and Serious Mental Illness.

Too often mental health facilities have exclusionary criteria for persons with IDD, Autism, and/or
nonverbal. And TBI is often just excluded from mental health treatment - all of this is predicated upon the
idea that these individuals will not benefit from treatment. This is to the detriment of far too many people
who need these services - and who are now in our jails and our streets as they cannot access meaningful
services (based on diagnosis). r2. Meaningful residential options for persons with a higher level of need -
specifically those who are vulnerable to incarceration due to "behaviors". There are members in our
communities who cannot be expected to adhere to the rules of society (through no fault of their own and
due to the presentation of their symptoms). For these individuals, we should not be relying on the criminal
legal system to provide a secure setting in the form of a jail cell. This is the responsibility of the civil
system to essentially commit a person to appropriate housing and services - so that a person has an
opportunity to be served in the least restrictive, most appropriate setting (Olmstead). We do not want to
recreate the institutions of the past, nor do we want to find new ways to warehouse people. But we are
failing too many individuals who do in fact require a higher level of support by not providing more
options between hospital level care and community placement - and the end result is persons left to
languish in our jails/prisons and the open-air asylum of homelessness.

Certification

I hereby certify that, to the best of my knowledge, the foregoing minutes and the attachments are
accurate and complete.

_06/14/2024 /Miriam Delphin-Rittmon, Ph.D./

Date Miriam E. Delphin-Rittmon, Ph.D.
Assistant Secretary for Mental Health and
Substance Abuse

Minutes will be formally considered by the ISMICC at its next meeting, and any corrections or
notations will be incorporated into the minutes of that meeting.
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	Call To Order and Roll Call
	 Secretary of Department of Defense, Susan Orsega
	 Secretary of the Department of Housing and Urban Development Designee: Corey Minor Smith, M.Ed. J.D.
	 Secretary of the Department of Education Designee: Meghan Whittaker, M.S.W., J.D.
	Welcome
	Consideration of October 18, 2023, Meeting Minutes
	Opening Remarks: SAMHSA
	Opening Remarks: Center for Mental Health Services Updates
	General ISMICC Updates
	The Olmstead Decision: 25 Years of History in the Making
	Jennifer Mathis, J.D., Deputy Assistant Attorney General, Civil Rights Division, U.S. Department of Justice


	1. Unnecessarily segregating people curtails their everyday activities, including work, educational opportunities, economic independence, family relations, and social and cultural opportunities.
	2. Confining people when they did not need to be institutionalized perpetuated unfounded assumptions that people with disabilities are incapable or unworthy of participating in community life.
	Judy Fitzgerald, MSW, Executive Director, Voices for Georgia’s Children

	1. A more nuanced approach to accelerate the impact of Olmstead and consideration beyond increased legal enforcement.
	2. Engaging in discussions that address health disparities, the role of crisis services, the opioid epidemic, substance use disorders, post-COVID economic and social realities, CCBHCs, and investments in SDOH.
	3. Developing community-based service delivery systems that, beyond including informed choice, help people make decisions based on what is actually available in their communities. [Though informed consent and choice is emphasized, professionals need t...
	4. Allowing states and local communities to engage in pilots and innovation, so they can be the incubators they really are.
	Laura Van Tosh, Advocate
	Jeanine Worden, J.D., Associate General Counsel for Fair Housing, U.S. Department of Housing and Urban Development

	1. Individuals with disabilities have the right to live and interact with individuals without disabilities to the fullest extent possible.
	2. Individuals with disabilities deserve and have the right to autonomy. For example, there must be options for who they can interact with, what types of meals they eat, and when they eat.
	Kimberly E. Reynolds, MPA., M.Ed., Public Health Advisor & Project Officer, Office of Policy Coordination and Innovation, CMHS, SAMHSA

	 Dr. Delphin-Rittmon stated SAMHSA has some connections and ongoing collaboration with judges handling substance use disorder (SUD) cases and a collaboration with chief state justices around opioid use disorder and treatment to get people connected t...
	 Dr. Everett added that the GAINS Center has numerous related resources. CMHS also held a recent policy academy on the topic and its Policy Lab staff are also addressing it. Further, they have been talking with ISMICC member, Judge Leifman, about tra...
	 Judge Leifman responded that the 16 states being sued respond to this issue by trying to build more capacity or to allow competency restoration in jail because of the lack of alternatives. In his state of Florida, researchers found that about 70% of...
	 Ms. Mathis concurred that diversion is best and is a focal point for DOJ. She highlighted significant ADA findings, though not directly Olmstead work, from Louisville, Kentucky, and in Minneapolis, Minnesota, on who should respond to a crisis and ho...
	SMI Adviser: A Modern Approach to Technical Assistance That Makes an Impact

	 GOLD and SILVER Davey Awards (The Data on Serious Mental Illness animated video)
	 Best Health Care Mobile Application (My Mental Health Crisis Plan app)
	 Web Awards, Health Care Standard of Excellence (SMI Adviser website, SMI Adviser newsletter)
	 SILVER Aster Award (#MissionForBetter campaign)
	 GOLD dotCOMM Awards (My Mental Health Crisis Plan app, Third National Conference on Early Psychosis Care, How to Talk About the COVID-19 Vaccine with Individuals Who Have SMI)
	Focus Area 1 – Data & Evaluation Working Group

	 The team is comprised of experts in measurement-based care (MBC) from across the Department of Health and Human Services (HHS) and the Veterans Administration (VA) and its implementation in the area of behavioral health.
	 MBC is a best practice using data to inform and improve the quality of care and outcomes. The long-term goal is to support further integration of MBC in evidence-based clinical processes in community-based settings providing behavioral health servic...
	 At the last full meeting of the ISMICC, the group recommended, and it was accepted, that Recommendation 1.7 focus on quality measures specific to MBC implementation in community behavioral health care settings. The intent was to strengthen the focus...
	 Since the last meeting, the group better understands the lack of general quality measures focused on the use of MBC and met with American Psychiatric Association representatives to learn about their efforts to develop such a measure and the challeng...
	 Are there other organizations that have quality measures on implementation of MBC that we might investigate?
	 If we were developing quality measures focused on the use of MBC in behavioral health, what measures would be most needed or useful?
	 Are there any other suggestions as we move forward in our work on MBC, such as names of organizations or specific states implementing it now?
	Dr. Cohen stated the SMI Adviser had a number of sites wanting to implement MBC have done so mainly around psychosis with the Brief Psychiatric Rating Scale (BPRS) and a number of the gold standard measures woven into their app. To ensure true impleme...
	Dr. Sheth stated Dr. Connors at Yale University has contributed input on MBC in school settings and some of the themes discussed during the meeting were addressed at the MBC convening previously mentioned. She added the working group is open to any ot...
	Seeing no further comments or questions, Dr. Delphin-Rittmon called for a vote to approve the working group’s brief, which was unanimously accepted.
	Focus Area 2 – Access and Engagement Working Group

	 SAMHSA recently published of “A Snapshot of Behavioral Health Crisis Services and Related Technical Assistance Needs Across the U.S.” (May 2023), available on SAMHSA’s block grant resources page. The product will be updated annually with the next re...
	 SAMHSA recently published the “Coordinating Specialty Care for First Episode Psychosis: Costs and Financing Strategies Report” and hosted a subsequent webinar (see SAMHSA.gov). The report found a significant increase in the availability of coordinat...
	 In September 2023, CMHS hosted a learning collaborative focused on addressing workforce retention and recruitment. Workforce enhancements and other opportunities to bolster these efforts will be part of the upcoming learning collaboratives. Further,...
	1. How can we further engage you?
	2. How can we work to incorporate more of our ISMICC members into some of the priorities that we have been working on?
	3. How can we further align our members’ interest with these future opportunities?
	 Engaging self-advocacy groups nationwide would be helpful.
	 Targeted goals include target levels related to mobile crisis capacity (2025) and to facility services (2027), which may be priorities for the ISMICC. With the crisis continuum framework in place, it is important to ensure that there is expansion of...
	 Working through certification outfits to reach people; it may be easier to start with a publicly available membership list.
	Focus Area 4 – Criminal Justice Working Group

	 Since the last full ISMICC meeting, the entire working group met once, and another meeting was held for federal members only. The group provided input on a draft of the CISA tool that helps states assess themselves on certain topics related to commu...
	 They also provided feedback and recommendations for experts and resources to inform the development of a brochure on early identification and intervention for ESMI within the justice system. The goal is to increase awareness of the justice system as...
	 The group conceived of an awareness resource for funding opportunities across all intercepts that will help communities with access and successful implementation. The resource is in part a response to Judge Leifman’s suggestion to address fragmentat...
	 Youth in criminal justice and juvenile justice settings
	 Equity
	 Recovery and re-entry services
	 Homelessness and the intersection of justice involvement and behavioral health
	1. How can federal agencies and non-federal partners enhance coordination and collaboration so that under-resourced communities receive key information about the following:
	o Funding opportunities
	o Best and promising practices
	o Training/technical assistance necessary to take full advantage of these resources and opportunities
	Mr. Terrell stated they are funding an ACL project focused on how to finance state and local development of self-advocacy groups to improve home and community-based services broadly, although it does not yet have an explicit focus on mental health.
	2. How can federal agencies and non-federal partners promote seamless transitions between health care (including behavioral healthcare) in justice settings, community settings, and hospitals?
	3. What mechanisms can federal agencies and non-federal partners implement to promote cross-sector collaboration to be proactive to address the root causes of justice involvement?
	Focus Area 5 – Finance Working Group

	Mr. David DeVoursney thanked the working group members, and specifically recognized Mike Watterson. After reading the full list of recommendations, he highlighted the group’s priorities:
	 The group worked across several departments, including DOL, HHS, Treasury, SAMHSA and others, to advance parity and implement new regulations around parity. Mr. DeVoursney stated the numerous activities they have previously reported are still underway.
	 CCBHCs are continuing to expand. Applications for the next round of states to join the CCBHC Medicaid Demonstration have been received. Ten states will be selected and join as early as July 1, 2024. Ten more states will be added every two years. Thr...
	 A state Technical Assistance Center for the CCBHC program launched in 2024 and is focused on the existing states in the CCBHC Medicaid Demonstration, states that have built out CCBHC programs, planning grants to states actively working to build CCBH...
	 They also kicked off their first ever regional grantee meeting in Washington, D.C. Another team traveled to Seattle, Washington to meet with grantees from the West Coast. Three more regional meetings will be held in New Orleans, Chicago, and Boston ...
	 A convening of state leaders in Washington D.C. will allow participants to discuss CCBHC development.
	 The first appropriations bill that passed included a permanent option within Medicaid to support the CCBHC model. This bill presents a clear path for states to either develop or continue their CCBHC programs.
	 The group works with the National Academies of Sciences, Engineering, and Medicine on a study about barriers to provider participation in Medicare and Medicaid, participation that is vital for improving access and building the workforce. Great progr...
	 The focus will be on supported employment because state data show only a very small percentage of people participating in public mental health systems receive those services. Supported employment also supports social inclusion, leading to broader an...
	The group posed the following questions:
	 Is there any work or developments that we should consider as we explore a project related to the financing of supported employment?
	 Recognizing the need and recent increases in the numbers of people experiencing homelessness, what suggestions do you have related to the financing of services related to housing and homelessness?
	Public Comment
	Final Comments and Adjournment




