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Call to Order, Committee Roll Call
Pamela Foote, Designated Federal Official, ISMICC

Ms. Pamela Foote called the meeting of Interdepartmental Serious Mental Illness Coordinating
Committee (ISMICC) to order and conducted roll call. After establishing a quorum, Ms. Foote
reminded participants the meeting is live streamed.

Federal ISMICC Members or Designees Present
e Meena Vythilingam, Designee, Health and Human Services (HHS) and Joel Dubenitz,

Social Science Analyst, Division of Behavioral Health and Intellectual Disabilities
Policy, Office of Assistant Secretary for Planning and Evaluation (ASPE), HHS

e Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health
and Substance Abuse, Substance Abuse and Mental Health Services Administration
(SAMHSA)

e Theron Pride, Deputy Associate Attorney General and Alison Leukefel, The Attorney
General, Department of Justice (DOJ)

e Sandy Resnick, Ph.D., Designee, Department of Veterans Affairs, Deputy Director,
Northeast Program Evaluation Center (NEPEC), Office of Mental Health and Suicide
Prevention, VACO Veterans Affairs Central Office (VACO), Department of Veterans
Affairs (VA)

e Richard Mooney, M.D., Designee, Secretary of the Department of Defense; Acting
Deputy Assistant Secretary of Defense, Health Services Policy and Oversight and CAPT.
Ken Richter, Designee, Secretary of the Department of Defense

e Corey Minor Smith, Designee, Housing and Urban Development (HUD)

e Meghan Whittaker, Early Childhood Team, Office of Special Education Programs

e Taryn Williams and Richard Davis, Secretary, Department of Labor (DOL)

e Kirsten Beronio, Centers for Medicare and Medicaid Services (CMS), Acting Deputy
Director, Center for Medicaid and CHIP Services

e Marion (Taffy) McCoy, Ph.D., Designee, Social Security Administration (SSA)

Non-Federal ISMICC Members Present
e Trinidad de Jesus Arguello, Ph.D., LCSW, PMHRN-BC, Director, Compostela

Community and Family Cultural Institute

e Yasmine Brown, M.S., CEO, Hope Restored Suicide Prevention Project, LLC

¢ Ron Bruno, Founding Board Member and Second Vice President, Crisis Intervention
Team (CIT) International

e David Covington, LPC, MBA, CEO and President, Recovery Innovations (RI)
International

e Brian Hepburn, M.D., Exec. Director, National Association of State Mental Health
Program Directors (NASMHPD)

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



e Johanna Kandel, Founder and CEO, The Alliance for Eating Disorders

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

e Amanda Lipp, Director and Filmmaker, Lipp Studios

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

e Rhathelia Stroud, JD, Presiding Judge, DeKalb County Misdemeanor Mental Health
Court, DeKalb County Magistrate Court

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

ISMICC Members Not Present
e Adrienne Lightfoot, Peer Program Coordinator, DC Department of Behavioral Health

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

Dr. Miriam E. Delphin-Rittmon welcomed participants and acknowledged the retirement of Ms.
Cynthia Kemp from SAMHSA. She then highlighted the following SAMHSA activities initiated
over the past fiscal year:

e SAMHSA established the Office of Recovery in 2021 and launched SAMHSA
STRONG, resulting in significant improvements in SAMHSA’s climate and culture and
increased federal rankings in best places to work in the federal government.

e In March 2022, President Biden unveiled his Unity Agenda, which includes a national
mental health strategy for transforming how mental health is understood, perceived,
accessed, treated, and integrated in the United States through three pillars:

o Strengthening system capacity
o Increasing connections to care
o Creating healthy environments

e SAMHSA received $2M to fund a national “Center of Excellence on Social Media and
Mental Wellness” and $15M for a three-year federal grant establishing a Center of
Excellence to build capacity and incorporate behavioral health care in nursing facilities.

e Through the Bipartisan Safer Communities Act signed in June 2022, SAMHSA received
another $800 million and will fund mental health block grants ($250M); the National
Child Traumatic Stress Network ($40M); Project AWARE — Advancing Wellness and
Resiliency in Education - to improve trauma services and mental health care in
educational settings ($240M); mental health awareness training ($120M); the 988 Suicide
& Crisis Lifeline ($150M); and Certified Community Behavioral Health Centers —
CCBHC:s - ($40M).

e With the roll-out of 988, the national mental health emergency number, SAMHSA



launched a dedicated office within the Office of the Assistant Secretary. Funding
increased from $24M to $432M, allowing an expansion of call centers and has already
shown an improvement in utilization of the Lifeline services as evidenced by answering
an additional 152,200 calls, texts, and chats when comparing August 2021 to August
2022.

e SAMHSA disseminated 20 Notice of Funding Opportunities (NOFOs) and made awards
to further the mission of improving the nation’s behavioral health. Examples of awards
include the Garrett Lee Smith suicide prevention programs; programs for young adults at
high risk for psychosis; tribal behavioral health; statewide family and consumer
networks; and infant and early childhood mental health programs; and supporting new
and/or expanded mobile crisis teams.

e SAMHSA created reports and advisories, such as the ISMICC’s final report to Congress,
an overview the Behavioral Health impacts of Long COVID, and more.

e In December 2021, a NOFO went out for SAMHSA’s first Harm Reduction Grant. Of
the 450 applications, 25 were awarded grants.

e (Celebrating 30 years, SAMHSA sponsored multiple events for Recovery Month in
September 2022, including a mobilized recovery bus traveling through the nation; the
Recovery Innovation Challenge with 20 award winners for inspirational work in
implementing SAMHSA’s four pillars of recovery (help, home, community, and
purpose). SAMHSA also honored National Children’s Mental Health Awareness Day in
May of 2022.

e Department of Health and Human Services (HHS) Secretary Xavier Becerra began a
national tour to strengthen mental health. Accompanied by Dr. Delphin-Rittmon, the
team connected with community provider grantees.

Consideration of April 13, 2022, Minutes
Pamela Foote, Designated Federal Official, ISMICC

Ms. Foote allowed for a time of questions and comments before entertaining a motion to accept
the April 2022 meeting minutes, which were accepted.

Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED): 30 Years of Focus
Anita Everett MD., DFAPA, Director, Center for Mental Health Services (CMHS);
Cynthia Kemp MA, LPC, Deputy Director, CMHS

Dr. Anita Everett thanked Dr. Delphin-Rittmon and Ms. Kemp, noting Dr. Billina Shaw
would be the new staff lead for the ISMICC. Dr. Everett also commented on the mental
health field before SAMHSA was authorized in 1992 and the speakers invited to
celebrate its 30" anniversary. She harkened back to the “relatively crude” emergency
response services for the 9/11 tragedy and the transformative work of Ms. Catherine
Power. She also announced Paulo del Vecchio will head the new Office of Recovery.
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As the former CMHS director, Mr. del Vecchio played a vital role in improving mental
health services in the nation.

Dr. Everett shared historical highlights and the beginnings of the ISMICC, which grew out of the
21% Century Cures Act (Act). Notably, the Act elevated the role of the SAMHSA Administrator
to an Assistant Secretary role, created the policy laboratory, and created the role and Office of
the Chief Medical Officer. Lastly, Dr. Everett mentioned David Morrissette and his work as the
original staff lead for the ISMICC.

Recently, at HHS headquarters in Washington, D.C., an announcement was made regarding
opportunities for more states to participate in the CCBHC demonstration program. Dr. Everett
noted the staunch support from Secretary Becerra and Senator Stabenow from Michigan, and
Senator Blunt from Missouri. With such support, SAMHSA and champions in the field have
addressed parity, created Medicaid expansion opportunities, support over 500 CCBHCs,
improved school-based mental health services, expanded the Mental Health Block Grant,
launched the national 988 Suicide & Crisis Lifeline, and prioritized the implementation of
mobile crisis response teams, crisis receiving centers, and urgent care centers.

Moving forward, Dr. Everett explained ISMICC is poised to be recertified and will continue to
focus on priorities to support social and emotional health, reduce mental health disorders through
early intervention, provide quality care in a timely manner, and support nationwide access and
recovery.

Lastly, Ms. Kemp explained the protocol for the convening, including a motion to accept the
recommendations forthcoming from the ISMICC working groups.

Focus Area 1 - Data and Evaluation Working Group Presentation: Implementation of
Measurement-Based Care for Mental Health in the Veteran’s Health Administration

Sandra G. Resnick, Ph.D., Deputy Director, VA Northeast Program Evaluation Center and
Director, Measurement-based Care in Mental Health Initiative, Office of Mental Health and
Suicide Prevention, Dept. of Veterans Affairs,; Professor of Psychiatry, Yale University School
of Medicine

Before beginning her presentation, Dr. Sandra Resnick noted her partners: Eddie Liebmann,
Ph.D., Jessica Barber, Ph.D., Ira Katz, M.D., Ph.D.

In 2016, the Veterans Health Administration (VHA/VA) was charged with implementing
measurement-based care (MBC) across the entire VA continuum. MBC has three components:

e Collect: Veterans complete patient-reported outcome measures (PROMs) routinely and
repeatedly throughout care to track progress over time.

e Share: Measurement results are discussed with the veteran in a timely manner to ensure
a shared understanding.

e Act: Together, providers and veterans use outcome measures to talk about
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individualized goals, collaboratively develop treatment plans, assess progress over
time, and make joint decisions about changes to the treatment plan.

In fiscal year 2021 (FY21), the VHA served over six million veterans across the nation, with
about 30% (1.8 million) receiving mental health services across the continuum of care.
Without models for MBC, the VHA created a learning infrastructure and implementation
process in partnership with volunteer champion sites to assist in local implementation. For
example, based on feedback from champions, very brief simulation videos were created to
make the material accessible to busy providers. They also created an implementation planning
guide for organizing implementation and measurement, which is widely available and
encourages facilities to engage in team-based implementation planning.

During phase two (FY18-20), adjustments were made, and policies and programs were
developed to align with new Joint Commission requirements for MBC. In phase three, a series
of field-based workgroups began to bridge the gap between research and practice and expand
MBC across the continuum to include program areas such as Post-Traumatic Stress Disorder
(PTSD) and specialty care. The process involved frontline providers creating guidance to aid
decision making and, in many ways, transfer ownership of the initiative back to the field and
inform national policy development.

The VA developed technology as an implementation strategy for collecting and facilitating the
use of PROMs in clinical care; however, technology is not needed for implementation.
Integrated with the electronic medical record and sponsored by the Office of Mental Health
and Suicide Prevention, the range of products include decentralized research projects from
centers of excellence across the VA system.

Data from the first two phases of the initiative show strong, consistent increases until the
COVID pandemic, which brought a slight decrease. The annual national provider survey
conducted through the Office of Mental Health and Suicide Prevention and the VAs National
Center for Organizational Development revealed provider attitudes and self-reported MBC
behaviors are increasing. Dr. Resnick also shared data on increasing percentages of providers
administering any core PROM per quarter across primary outpatient and residential settings.
Another benefit of MBC data is patients and providers can see their success visually through
graphs, which encourages all parties.

In FY23, the VHA will continue to develop new workgroups and partner with all program
areas to increase implementation and uptake of MBC across the VA system.

Focus Area 1 - Data and Evaluation Working Group Report Out and ISMICC Discussion,
Deliberation, and Acceptance of Recommendations

Stewards: Margaret O’Brien, Ph.D., JD, Social Science Analyst, Center for Behavioral Health

Statistics and Quality, SAMHSA; Nima Sheth, MD, MPH, Senior Medical Advisor, Office of the

Director, CMHS, SAMHSA



Non-Federal Members Federal Members

Yasmine Brown (Hope Restored Suicide Kate Bistline (SAMHSA); Joel Dubenitz (ASPE);

Prevention Project, LLC) Jennifer Humensky (NIH); Christopher Jones
(CDC); Ira Katz (VA); Edward Liebmann (VA);

Jennifer Higgins (CommonWealth Kirstin Painter (NIDILRR/ACL); Michael

GrantWorks) Schoenbaum (NIH); Meena Vythilingam
(OASH)

The Data and Evaluation Working Group’s purpose was to explore ways of creating an
interagency workgroup that focuses on measurement-based care (MBC) and inclusion of relevant
quality measures in furtherance of the recommendations below.

Priorities, progress, and recommendations are:

1.1 Improve ongoing interdepartmental coordination under the guidance of the
Assistant Secretary for Mental Health and Substance Use (includes HHS divisions
and VHA).

Progress includes: Working on data related to 1.6-1.8 and establishing an MBC
workgroup with the help of the VA.

Recommendations: Continue to work on 1.6-1.8 and establish workgroups as needed.

1.6 Use data to improve quality of care and outcomes, (primarily focused on MBC).

Progress includes:

e C(reating a general framework for implementation of MBC in community-based
settings based on literature reviews, presentations from federal staff with
experience in the field of MBC, discussions on framework development, and
developing an outline for a Brief Report on key implementation considerations
for community-based settings, with expected completion by the next ISMICC
meeting. [Note: MBC in community-based settings is defined as: “A clinical
process that uses standardized, valid, repeated measurements to track a client’s
progress over time and to inform treatment, utilizing a shared patient-provider
treatment-planning and treatment decision making process.” Further, MBC may
overlap with aspects of, but is not synonymous with, population screening,
quality measurement, program monitoring, and program evaluation. ]



The Brief Report will address multiple concepts, including core components of
MBC (population screening, quality measurement, program monitoring, and
program evaluation); summary findings (differences in approach,
implementation, populations served and the various settings, selection and use
of measures, and implementation); and lessons learned.

Recommendations:

Finalization of the Brief Report by the next ISMICC meeting

Compile additional information on discrete components of MBC
implementation in community-based settings

Approval of the working MBC description for behavioral health in community-
based settings

1.7 Ensure that quality measurement efforts include mental health.

Progress includes:

The workgroup has assembled inventories of resources from a wide array of
organizations identifying standardized instruments and quality measures
potentially suitable for use MBC; however, it is not yet comprehensive and
there is duplication across sources. Organizations include the American
Psychiatric Association (APA), the American Psychological Association (APA),
the Council of State and Territorial Epidemiologists, Health Resources and
Services Administration (HRSA), the Human Services Research Institute, the
Joint Commission, the Kennedy Forum, National Institute on Drug Abuse
(NIDA), SAMHSA, the University of Pennsylvania, the University of
Washington, the VA, and others.

Similarly, they assembled resources on quality measures from the National
Association for Health Insurance Plans, the Agency for Healthcare, Research
and Quality, the American Psychiatric Association, the Association of State
Correctional administrators, the HHS Behavioral Health Coordinating Council,
the Centers for Medicare and Medicaid Services (CMS), HRSA, the National
Committee on Quality Assurance, the National Quality Forum, the Pharmacy
Quality Alliance, the Joint Commission, SAMHSA, states, and many others.
The working group estimates there are several 100 formal quality measures of
greater or lesser quality and usefulness.

Recommendations:

Continue exploring ways MBC has been integrated into clinical workflows and
value-based payments systems by inviting presentations from implementers.
Continue to identify, deduplicate, and categorize evidence-based standardized
instruments (not quality measures) potentially suitable for use in behavioral
health MBC.



1.8 Improve national linkage of data to improve services.

Progress includes:

* Food and Drug Administration (FDA) and the Centers for Disease Control
(CDC) efforts to link the FDA Sentinel data to the CDC as national death index
data reveals the work not yet at a point where a public report can be made.
However, the working group identified other efforts enabling a broader linkage
of various datasets to help improve quality of care and outcomes. These efforts
include AHRQ’s Social Determinants of Health Database, multiple linkages by
the CDC’s National Center for Health Statistics, including survey and mortality
data; examples of All-Payer Claims Data in different states, as well as planned
tools to assist linkages and plans for future linkages over the next few years.

Recommendation:
» Continue to follow and gather information on relevant data linkage activities and
guidance, including those specific to care coordination across settings.

Discussion and Motion to Accept Recommendations

Dr. Delphin-Rittmon opened the call for discussion regarding the working group’s
recommendations. Hearing none, a motion was made to accept the recommendations and
seconded. The recommendations were accepted.

Focus Area 2 - Access and Engagement Working Group Presentation: 988 and Crisis
System Transformation: Updates and Opportunities Stewards: Michelle Cornette, Ph.D.,
Lead Public Health Advisor, Suicide Prevention Branch, Division of Service and Systems
Improvement, CMHS, SAMHSA; CDR David Barry, Psy.D., Chief Community Support
Programs Branch, Division of Service and Systems Improvement, CMHS, SAMHSA.

In 2020, suicide was the second leading cause of death for people ages 10 to 14 and 25 to 34
with approximately one death by suicide every 11 minutes, and suicide is becoming more
prevalent among younger and younger teens. Further, from April 2020 to April 2021, over
100,000 people died from drug overdoses.

To address these national concerns, 988 was designated as the emergency mental health number
in 2020. A transformation from the National Suicide Prevention Lifeline’s (the Lifeline) 10-digit
number, the 988 Suicide & Crisis Lifeline is a confidential service available 24/7 and is
accessible through phone call, chat, and text. In 2021, 988 was also designated as the way to
access the Veterans Crisis Line by pressing “1” after dialing “988”. Calls to the Lifeline are not
answered by staff at a centralized Lifeline office; instead, callers are connected to a local crisis
call center based on their area code. If the caller is deemed to be waiting too long, the person is
routed to a national backup center to ensure their call, chat, or text is answered in a timely way.
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Evaluation demonstrates individuals who contact the Lifeline become less depressed, less
suicidal, less overwhelmed, and experience more hopefulness following their Lifeline contacts.
Specifically:

» Seriously suicidal persons call (23%), chat (60%), or text the Lifeline.

» Caller’s intent to die is significantly reduced during the call (Gould et al., 2007).

* Counselors are able to resolve calls without additional intervention on over 75% of
imminent risk calls (Gould et al., 2016), which accounts for one percent of the calls.
This means for most individuals contacting the Lifeline, the call, chat, or text itself is
the intervention and may involve referrals, etc.

» Lifeline center counselors were more likely to inquire about current suicidal ideation,
recent ideation, and past attempts, and callers were more likely to experience reduced
distress (Ramchand et al., 2017).

* Follow up calls by Lifeline centers to suicidal callers are experienced by 90% of callers
as helping keep them safe and not kill themselves (Gould et al, 2018).

* Suicidality reduced among 50% of those accessing chat (Gould et al, 2021).

*  “Third-party callers” calling the Lifeline when they are worried about someone deemed
to be at imminent risk are provided a range of interventions which can supplement, and
at times replace, calling 911 (Gould et al., 2021).

SAMHSA released 988 funding opportunities directly to the states to be used for crisis response.
Grantees were responsible for turning in planning grants to the Lifeline administrator, with the
official transition to 988 occurring on July 16, 2022.

As for funding, the Lifeline’s budget increased from $7M to $24M, with most of it going to
Vibrant, the administrator of the Lifeline, and stipends going to most of the centers. Funding for
FY22 and FY23 grew to $282M to aid in the transition from the Lifeline to 988; $177M
designated for network expansion, workforce, and infrastructure and $105M to increase staffing
at local crisis centers across the nation. SAMHSA received an additional $150M through the
Safer Communities Act and, in FY23, the president's proposed budget for 988 is $700M.

The vision for 988 is to not only respond to crisis calls, texts, and chats at all times, but also have
a robust system providing crisis care anywhere in the country. SAMHSA’s behavioral health
crisis guidelines characterize these goals as “someone to talk to, someone to respond, and a safe
place for help”. Specifically, the goals are for 90% of Lifeline to be answered in-state by 2023;
over 80% of those contacting 988 will have access to rapid mobile crisis response by 2025; and
over 80% will access to community-based crisis care by 2027.

Over the past year, SAMHSA’s 988 and Behavioral Health Crisis Coordinating Office
created implementation guidance, or “playbooks”, for states, territories, and tribes, crisis contact

centers, behavioral health providers, public safety answering points, and others to work towards
implementing the vision of an integrated crisis system for all Americans. Created through
government and private partnerships, the playbooks are available at SAMHSA.gov and at
NASMHPD.org. The new office is also focused on coordinated and aligned communication
about 988. SAMHSA encourages partners to build on its messaging to meet local needs and to

11


https://www.samhsa.gov/find-help/988
https://www.nasmhpd.org/content/988-implementation-guidance-playbooks

use and disseminate the many resources available, including the 988 webpage and the 988
Partner Toolkit.

Focus Area 2 - Access and Engagement Working Group Report Out and ISMICC
Discussion, Deliberation, and Acceptance of Recommendations

Stewards: CDR David Barry, Psy.D., Chief, Community Support Programs Branch, Division of
Service and Systems Improvement, CMHS, SAMHSA,; Michelle Cornette, Ph.D., Lead Public
Health Advisor, Suicide Prevention Branch, Division of Service and Systems Improvement,
CMHS, SAMHSA

Non-Federal Members Federal Members

Hon. Rhathelia Stroud, J.D., DeKalb Jenny Vidas, Ph.D., Community Support Programs

County Misdemeanor Mental Health Branch, SAMHSA; Kareem Thomas, Veterans
Court and City of Decatur Municipal Crisis Line, VHA; Elizabeth Sweet, Child,
Court; Winnie Sprague, CNS, DNP, Adolescent, & Family Branch, SAMHSA;
Children’s Advantage; David Mohammed Soliman, MA, Ed.S., Dept. of
Covington, LPC, MBA, RI Education; Christopher Bersani, Psy.D., HRSA;
International (Recovery Innovations); Kate Elkins, MPH, CPH, NRP, CHES, Office of
Brian Hepburn, MD, National Emergency Medical Services/ Department of
Association of State Mental Health Transportation (OEMS/DOT); Emily Hassey,
Program Directors (NASMHPD) MPH, CHES. SAMHSA (Child, Adolescent &

Family Branch); Stephen O'Connor, Ph.D.,
National Institute of Mental Health (NIMH);
Michelle Oswald, CCSQ/ Centers for Medicare and
Medicaid Services (CMS); Lauren Ramos, HRSA;
Division of Maternal and Child Health Workforce
Development

Priorities, progress, and recommendations are:

2.1. Continue to build upon the significant investments made in bolstering the operations,
capacity, and quality of behavioral health crisis service provision throughout the U.S.

» Continue to make financial investments in behavioral health crisis services and
structure.

*  Continue to work toward 988 implementation and transformation of the behavioral
health crisis services continuum, with particular attention to meeting the needs of
adults, adolescents, and children; ensuring standardization of care across the network;
development and implementation of clinical standards and standardized training;
growing and training a robust, competent workforce; and coordination with 911
Public Safety Answering Points.

+ Continue to incentivize states and communities to support and sustain adequate crisis
care systems.

Progress includes: [See notes on the 988 presentation. ]
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2.2 Building upon recent investments in momentum, continuing to take steps to grow and
transform the continuum through partnerships at the federal state and local levels.

Prioritize the increase of mobile crisis services, as well as crisis stabilization units and
other types of crisis respite.

Ensure all needs of adolescents, adults, and children in crisis are being met.

Continue to work towards standardization of services nationally.

Continue to prioritize principles of least restrictive intervention.

Progress includes: The Cooperative Agreements for Innovative Community Crisis Response
Partnerships grant program, first of its kind at SAMHSA, is focused on the creation or
enhancement of existing mobile crisis teams to divert adults, children, and youth
experiencing a mental health crisis from law enforcement in high-need communities.
Awarded in September 2022, the program was open to myriad types of organizations.
Twelve grantees received $750,000 each to build their programs over four years for a total
funding of $9M million.

Recommendation: Continue to work on 1.6-1.8 and establish workgroups as needed.

2.8 Maximize the capacity of the behavioral health workforce. Through federal
interdepartmental planning, find ways to increase the capacity of the behavioral health
workforce to meet the needs of people with SMI and SED and their families. [Note: Bolded
sub-categories indicate an area of focus for this working group over the past six months. ]

a.

b.

Include coverage of peer and family support specialists in federal health
benefit programs.

Incentivize providers to obtain education and continuing education on evidence-
based treatments and team-based care models.

Provide tuition reimbursement to encourage mental health professionals in roles
where there are severe shortages, such as child psychiatry and in underserved
populations.

Remove exclusions disallowing payment to certain qualified mental health
professionals (marriage and family therapists, licensed professional
counselors), within Medicare and other federal health benefit programs (CMS
proposal).

Remove reimbursement and administrative burdens associated with
psychiatric care within Medicare, Medicaid, and other federal health benefit
programs (CMS proposal).

Explore how to fully implement integrated team models that are the most effective
in addressing the needs of people with SMI and SED.

Enable health care providers to practice to the full extent of their education
and training. For example, remove barriers that prevent advanced practice
registered nurses from prescribing medication.

Develop a workforce that is representative of the populations served (including
racial and ethnic minorities, people in rural areas, and populations facing health
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disparities such as lesbian, gay, bisexual, or transgender individuals) and able to
provide services in a culturally competent manner.

1. Develop standards for network adequacy in health plans and identify and implement
processes to monitor access to services and adherence to established standards.

Progress includes:

* Regarding 2.8.a, the group focused on further identification of the barriers and
facilitators contributing to coverage of peer and family support specialists,
including:

o Peer support specialists lack a national certification process and are not
recognized from one state to another. In collaboration with the Florida
Certification Board, Mental Health America developed a national peer
credentialing program designed to recognize peers who meet the minimum
requirements of three hours of experience and state-level credentialing
requirements. The process will improve general requirements nationally,
enhance expectations, improve mobility of the workers, and increase
retention.

o The national average salary for state certified peer specialists is about
$38,000. Currently, when not grant funded, these positions are reimbursed
via state amendments, medical waivers, and state health plans. SAMHSA
currently requires peer specialists to be part of CCBHCs and other
programs. Continuing to promote their inclusion in other programs would be
beneficial.

o Expand on Medicaid reimbursement.

* Regarding 2.8.g, the group is focused on providers being able to practice across
state lines, which would increase access in general, and especially in underserved
areas. Notably, interstate compacts are on the rise such as PSYPACT for clinical
psychologists, which is supported by 33 states currently. Other compacts for social
work and counseling are in various stages of development and are supported by the
National Center for Interstate Compacts, Council of State Governments, and the
BHCC Workforce Committee.

Recommendations: The working group has not yet prioritized the nine recommendations and
asks for feedback if specific focus is wanted. Further, the recommendations in 2.8 do not
address post-COVID issues like retention. Currently, the group recommends:

Interjurisdictional licensure pacts

Expanded use of peer support professionals

Focus on increase of Medicaid/ Medicare reimbursement for peer and family support
specialist services and programs

Recruitment and retention across the field

Access to evidence-based practices, learning collaboratives, and learning healthcare
systems like the Early Psychosis Intervention Network (EPINET)
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The group also asked ISMICC for input on adding older adults to the focus populations and they
question adding EMS collaboration to the workforce goal.

2.9 Support family members and caregivers. Develop and disseminate programs for non-
professional caregivers of children with SED and adults with SMI. Programming should be
like existing programming for caregivers of people with intellectual disabilities, people with
developmental disabilities, and older adults. Include caregiver respite, family consultation,
system navigation, caregiver training, and family psychoeducation. Provide technical
assistance and financial support for education programs by and for families and other
caregivers.

Progress: The working group identified and discussed how effective family and caregiver
involvement can be undermined by issues relating to Health Insurance Portability and
Accountability Act (HIPAA). These issues elicit strong feelings from family advocates who
feel stonewalled and providers who fear reprisals for breaking the law.

Recommendations: The working group asks the ISMICC for guidance on addressing
increased proliferation and dissemination of HIPAA information to families, caregivers, and
providers. The group currently proposes:
* Development of communications campaign that includes the dissemination of
information accessible to consumers and providers. Such a campaign would require:
o Cross collaboration with HHS offices of communication to include the Office
of Civil Rights
o Develop a HIPAA.gov site, much like opioids.gov and HIV.gov
o May require funding or a sponsor organization

Discussion and Motion to Accept Recommendations

Dr. Delphin-Rittmon opened the call for discussion. ISMICC members encouraged the group to
prioritize the recommendations on peer support specialists, including Medicaid/Medicare
reimbursements, family access around HIPPA, the inclusion of older adults, and strengthening
the EMS collaboration because many communities include EMS as a part of their mobile crisis
teams.

Seeing no further comments, Dr. Delphin-Rittmon called for a motion to approve the
recommendations. Motion was made and seconded. The recommendations were approved.

Focus Area 3 -Treatment and Recovery Working Group Presentation: Individual
Placement and Support (IPS) Supported Employment — State and Federal Policy Issues
Richard A. Davis, MSW, Senior Policy Advisor, Workforce Systems Policy Team Office of
Disability Employment Policy, U.S. Department of Labor
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Dr. Richard Davis began with a brief history of initiatives from the Office of Disability and
Employment Policy (ODEP). From 2012 to 2018, ODEP provided the Employment First State
Leadership Mentoring Program. The program focused on serving those with intellectual and
developmental disabilities (IDD) and helped states make employment a priority by aligning and
coordinating services for people with IDD and helping them earn minimum wage or higher in a
naturally integrated setting.

The Advancing State Policy Integration for Recovery and Employment (ASPIRE) “promotes
Competitive Integrated Employment (CIE) for individuals with mental health and co-occurring
substance use disorders by expanding evidence-based supported employment services, especially
Individual Placement and Support (IPS), through alignment of state policy, programs, and
funding infrastructures and systems,” explained Dr. Davis.

In the first round of ASPIRE, Florida, Indiana, lowa, Oklahoma, Minnesota, Virginia, and
Wisconsin participated. Each state clarified its unique set of contracts, options, relationships,
and agreements among mental or behavioral health, vocational rehabilitation, and Medicaid
authorities. Each state also extensively studied IPS tasks, funding sources, and relevant
authorities to develop a funding sources crosswalk (FSC) and identified state-specific funding
sources for each part of IPS. Further, each state worked to expand IPS capacity, recruiting new
IPS trainers and providers.

ASPIRE issue briefs include:

1. The American Rescue Plan: Focus on Funding Related to Mental and Public Health
State-Level Barriers and Facilitators to IPS Implementation

3. Measuring Access to IPS and Employment Outcomes for Historically Underserved
Groups

4. Extending IPS Supported Employment to People Outside the Mental Health System,
(those with substance use disorder, those experiencing homelessness, and re-entry and
transition-age youth populations).

5. IPS in Rural Communities

6. Employment and Education Services for Young Adults with Mental Health Conditions

Because of the ISMICC’s goal of improving federal interagency coordination and collaboration,
ASPIRE also has a technical working group comprised of federal and non-federal liaisons to
inform other agencies about ASPIRE; learn what other agencies are doing around employment
for people with mental health conditions; and development better coordination and learning
opportunities. The non-federal liaisons are Stephen Wooderson, M.S., Council of State
Administrators of Vocational Rehabilitation; Amanda Winters, M.A., National Governors
Association; Peggy Swarbrick, Ph.D., Associate Director of the Center of Alcohol and
Substance Use Studies, Rutgers University; Monica Porter, J.D., Bazelon Center for Mental
Health Law; Debbie Plotnick, M.S.S., M.L.S.P., Mental Health America; Lisa Dixon, M.D.,
M.P.H., Independent Consultant David Shern, Ph.D., Independent Consultant; Brian Hepburn,
MD, NASMHPD; Annette Shea, MEd, Independent Consultant; and George Brice, M.S.W,
Program Development Specialist, Collaborative Support Programs of New Jersey, Inc.
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A Brief Overview of Supported Employment in VHA

Sandra G. Resnick, Ph.D., Deputy Director, VA Northeast Program Evaluation Center and
Director, MBC in MH Initiative, Olffice of Mental Health and Suicide Prevention, Dept. of
Veterans Affairs, Professor of Psychiatry, Yale University School of Medicine

Since 2003, Dr. Sandra Resnick has been overseeing the program evaluation and data monitoring
of the VA’s vocational rehabilitation programs, which is also when Congress passed legislation
allowing supported employment to be implemented in the VA. Supported employment and
transitional work are required by policy at all VA medical centers. Other services are
encouraged but not required and include community-based employment services, supported self-
employment, supported education, and vocational assistance. The VA follows the IPS model of
supported employment through two high-level performance measures emphasizing the
importance of supported employment for veterans with psychotic disorders.

Historically, only face to face supported employment services were counted. However, the
pandemic resulted in an increase of telehealth and telephone visits, so now the full range of
services are closely monitored, and services have returned to pre-COVID levels of delivery.
Because of an overlap in coding, supported employment services are no longer separated in the
count.

In FY21, over 11,000 veterans participated, (at least two visits in supported employment or
community-based employment services); 5,000 veterans participated in-person and 2,500
participated in community-based supported employment services. Further, 2,000 veterans
completed and submitted supported employment forms revealing about 35% were employed at
program completion with an average wage of about $17.50 over 36 hours per week.

VA also supports research and demonstration projects in supported employment. For almost two
decades, the VA has conducted multi-site studies revealing the efficacy of supported
employment with veterans with PTSD and spinal cord injury. Other research underway includes
adaptations to supported employment for veterans with polytrauma and traumatic brain injury;
implementation studies; the use of motivational interviewing to enhance entry into supported
employment; cognitive behavioral therapy to improve work outcomes in supported employment;
and collaboration with the Veterans Benefits Administration to consider additional benefit
protections. Further, in FY22, the VHA’s Vocational Rehabilitation Program began a multi-year
expansion to embed supported employment specialists into substance use disorder specialty care.

Individual Placement and Support
Robert Drake, MD, Ph.D., Vice President, Westat,; Professor, Columbia University;
Vagelos College of Physicians and Surgeons

Dr. Robert Drake explained there is a very high rate (80-90%) of unemployment among people
who have serious mental disorders. Though over 60% of them want to work, they instead
receive clinical services, day treatment skills, training, sheltered work, etc. However, IPS
provides a model of supported employment tailored specifically for people with SMI. In this
“place then train” model, people are helped to find a job aligned with their interests as rapidly as
possible and then provided the training and supports they need on the job to be successful.
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Supported employment is simple, direct, inexpensive, and effective. Dr. Drake shared a
powerful example of a young man with first episode psychosis (FEP), who did not finish high
school nor ever worked. He was placed then trained at a veterinary clinic because of his skill in
caring for his own dog, the young man was working full time and planning on a career in the
veterinary field just one year later.

The fundamental principles of IPS are:

e Supported employment is open to anyone who wants to work; people are not screened
out.

e The focus is on competitive employment.

e A rapid job search is conducted, instead of extensive screening or training.

e Targeted job development is based on the individual's interests and preferences.

e Clients are provided individualized, long-term supports of typically one year followed by
transition to being independent.

e Vocational services are always integrated with treatment services.

¢ Individuals receive professional benefits counseling to understand how working 20 to 40
hours might affect their other benefits.

More than 30 randomized controlled trials reveal IPS helps people get and keep a job with higher
wages and increases job satisfaction. Further, in 10 U.S. trials, about 68% of people are
successful vocationally, which is two or three times greater than the control groups. Notably,
clients experience increased self-esteem, financial security, improved quality of community life,
fewer mental health crises, and a decrease in emergency room visits, hospitalizations, and health
care costs. Dr. Drake noted agencies benefitting financially (hospitals and emergency rooms) are
not the same agencies providing supported employment services, which needs to be addressed at
the federal level.

Even though IPS costs only $5,000 for one year of intervention and follow up studies at five, 10,
and 15 years reveal people are still employed, only about 2% of the people in community mental
health centers have access to IPS. This is due to complicated funding requiring funding from
several sources and highlights the importance of ASPIRE, which teaches states and local
providers to maximize use of Medicaid and vocational rehabilitation funds and state block
grants. Yet, the VA system and national health care systems in several other countries avert this
issue by paying for IPS services as a mental health service. Solutions to the funding dilemma are
to simplify it and increase interagency collaboration; increase the work in learning communities;
and develop better relationships with employers to create recover-friendly workplaces.

In closing, Dr. Drake stated though he used to see employment as a peripheral service others
provide, he now views it as the most important service offered because so many people recover
in the context of employment.

Focus Area 3 - Treatment and Recovery Working Group Report Out and
ISMICC Discussion, Deliberation, and Acceptance of Recommendations
Stewards: Doug Slothouber, MA, MSW, Chief, Eastern States, Division of State and Community
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Systems Development, CMHS, SAMHSA,; Nancy Kelly, MS, Ed, Chief, Mental Health Promotions
Branch, Division of Prevention, Traumatic Stress and Special Programs, CMHS, SAMHSA

Non-Federal Members Federal Members

David Covington (RI International), Susan Azrin (NIMH), Rhonda Basha (DOL),

Johanna Kandel (Alliance for Eating Richard Davis (DOL), Marcia Hunt (VA),

Disorders), Rhathelia Stroud (Dekalb Yolanda Lusane (ED), Sandy Resnick (VA),

County, Georgia) Sarah Russo (DOJ), Meena Vythilingam
(OASH)

Progress Summary:

Met in June, July, and September 2022 to work on implementation of approved
recommendations

Moved forward with identifying and making connections around active federal efforts on
supported employment/IPS and opportunities for collaboration/coordination

Made contacts regarding the peer workforce but did not identify opportunities for
collaboration

Identified opportunities for collaboration around FEP coordinated specialty care but did
not advance the issue.

Reviewed federal efforts to integrate implementation science into program and technical
assistance (TA) activity but determining the approach is currently best suited to use by
individual Operating Divisions

Contacted the Data and Evaluation working group around coordination on measurement
base care efforts

Reviewed and offered feedback on the ISMICC 2022 Supplemental Report

Priorities, progress, and recommendations are:

3.1: Maximize integration of peers; increase emphasis on employment supports; support
988/crisis continuum efforts

Progress:

e The group identified supported employment, specifically IPS, as an underutilized
evidence-based practice worthy of widespread dissemination and coordination
through the ISMICC.

e Relevant supported employment/IPS program activity was identified at Department
of Labor (DOL), the VA, and SAMHSA.

e Richard Davis at DOL has taken the lead, and opportunities for coordination and
promotion are being actively explored and pursued.

e Stewards met with the ISMICC Access working group stewards to discuss overlap
and potential for shared activity around peer integration; they agreed to stay in
contact on developments in this area.
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3.3: Expand Coordinated Specialty Care (CSC)/FEP presence, explore issues around
insurance coverage, adapt relevant elements across lifespan.

Progress:

* The group identified the federal Promising and Effective Practices Network
(PEPNET) working group whose goal is to support FEP/CSC expansion and
contacted SAMHSA staff developing an overview of FEP/ESMI activity in all states.

* The group invited participation by the Department of Education and was joined by
Yolanda Lusane.

* The group explored seeking CMS participation to address CSC/FEP financing until
discovering the existing PEPNET group.

3.6: Explore collaboration with HUD to expand access to support housing.

Progress:
e There was consensus that this met the workgroup’s criteria as an underutilized
evidence-based practice with significant potential for expansion.
e The group explored HUD participation but was not successful at identifying feasible
follow-up steps at the time.

3.10: Reimagine to focus on the use of implementation science to translate proven models to
widespread practice

Progress:

e Stewards met with SAMHSA’s Policy Laboratory to discuss possible collaboration
but did not identify near-term opportunities.

*  On June 13, 2022, Nima Sheth presented to the group on a CMHS pilot project in
collaboration with NIMH to match researchers with CCBHCs to use implementation
science in support of the adoption of evidence-based practices.

* On June 13, 2022, Dr. Resnick presented on the use implementation science at VA
facilities.

» After discussion, a path for transference or collaboration was not identified and the
group decided that current efforts are best suited to explored within individual
Operating Divisions.

*  The ISMICC accepted the recommendations of the working group with the following
recommendation:

o Provide attention to rural and urban, as well as ethnic and cultural issues and
ensure that they are addressed.

Recommendations:
» Seek participation from HUD and build collaboration around supported housing
o Prominent national issue
o Competitive HUD funding of $2.8B announced in August 2022 to homeless
services organizations across the country for supportive services and housing
programs
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o Opportunity to leverage existing partnerships through USICH

* Collaborate with ED, DOJ, and others on early SMI/FEP programs and initiatives.

o Continue to explore opportunities to raise awareness of early SMI and build
connections through ED.

o Continue to explore possibilities to expand financing and sustainability through
PEPNET.

o Explore potential DOJ collaboration around diversion/linkage to early SMI/FEP
programs.

o Continue to build upon efforts around expanding implementation of supported
employment/IPS.

Motion to accept recommendations
Dr. Delphin-Rittmon opened the call for discussion.

e Jennifer Higgins noted the hub and spoke model in the early years of psychiatry when the
doctor was the hub and employment was regarded as therapeutic.

e Corey Minor Smith, with HUD, expressed willingness to work with the group and
highlighted HUD’s recent NOFO for the continuum of care especially for rural areas and
its extended deadline of November 10, 2022.

e Dr. Brian Hepburn and Judge Stroud expressed wholehearted support of the
recommendations. Judge Stroud also asked Dr. Drake to share the 10 US IPS trial
locations.

e Dr. Delphin-Rittmon stated the IPS presentation completely aligns with SAMHSA’s
definition of recovery addressing health, home, community, and purpose.

e Megan Whitaker noted ED recently awarded $177M to help states move toward CIE, a
shared goal among agencies. She also supports collaboration, adding that families,
teachers, and administrators report a lack of resources within schools and lack of access
to community-based services for students in crisis.

e Dr. Everett noted the National Policy Academy convened to support state teams in
building programs supporting the payment models for IPS. Further, SAMHSA is
modifying some of the CCBHC requirements to incorporate elements of IPS and
supported housing.

After discussion, motion was made and seconded to accept the recommendations.
Focus Area 4 — Criminal Justice Working Group Presentation: Ending the Criminalization
of Mental Illness: The Miami Model

Judge Steve Leifman, Associate Administrative Judge Miami-Dade County Court, 11th
Judicial Circuit of Florida

21



Judge Steve Leifman explained the Miami Dade County jail is the largest psychiatric
facility in Florida. This jail alone serves as many people with mental illnesses as the entire
state serves, with about 56% (2,400 people) of the jail population identified as having
mental health treatment needs. At a cost to the county of $636,000 a day to warehouse this
population, the yearly expenditure is about $232M. In contrast, the state spends about
$47.3M to serve 34,000 people, leaving 70,000 without services in both Dade and Monroe
counties.

To identify the highest utilizers of services, they partnered with a university and sent 3,300
individuals to participate in a study, which found 97 people, primarily men diagnosed with
schizoaffective disorder or schizophrenia, were arrested 2,200 times over five years at a
cost of about $19M. Looking at the same individuals since 1985, researchers found they
were arrested 4,210 times, spent 97,438 days in jail, and 92% were homeless.

As for the nation, since 1980, the number of incarcerated people in the U.S. has increased
by about 500% and the length of sentences has increased by about 166 percent. Pre-
pandemic, one out of every 115 adults were incarcerated and one in 38 were under
correctional supervision. Further, people with mental illness are 10 times more likely to be
incarcerated than hospitalized and, out of two million incidents annually, 1.5 million people
with SMI are arrested each year. These statistics cost the U.S. about one trillion dollars
annually, with states spending more on criminal justice and competency hearings than on
treatment.

In 2000, a two-day event was held to explore the intersection between the community
mental health system and criminal justice system, leading to the finding that the county was
“embarrassing and dysfunctional,” per Judge Leifman. To course correct, the county took a
three-part approach. The first effort was implementing a Crisis Intervention Teams (CIT)
program through training of 8,000 officers across all 36 police departments and initiating a
pre-arrest diversion program. Extremely successful, the program has resulted in only 198
arrests out of 105,268,000 mental health calls and $96M in savings thus far.

The training also highlighted 15-35% of officers in most departments have severe PTSD
and more officers die by suicide than in the line of duty. As a result of helping officers find
treatment, the number of shootings in Miami Dade fell drastically after five years of
training from 90 police-involved shootings to 30, with another drop in the most recent five
years to 14 or 15 shootings.

In addition to the pre-arrest diversion program, the county instituted a post-arrest diversion
program to ensure those with misdemeanors and most nonviolent felons receive treatment,
reducing the recidivism rate from 75% to 25%. Since changing the screening tool and
developing an “inreach” program in the jail, the system immediately identifies people who
have an indication of SMI and schedules them with a psychiatrist within 24 hours. If they
meet the criteria, the doctor files a petition for civil commitment and the individual is
transported from the jail to a crisis stabilization facility within three days. Their case is
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then set for two weeks out and during that time the individual meets with a peer recovery
specialist and is provided all the essentials for recovery, including food, clothes, and more.

Because of the success of the post-arrest diversion program, the county invested $43.1M
and the state leases them a facility (181,000 sq. ft. and seven stories) for one dollar annually
for 99 years. With renovations almost complete, they hope to open its doors within six
months and offer an inviting and warm place for people to recover. With a unique focus on
services for the most acutely ill, the program will offer a culinary employment program,
primary, dental, vision, and podiatry clinics. Further, a courtroom will be housed within the
building and 200 beds will be available for housing. A predictive, analytic case
management system for this population is being piloted.

Lastly, trauma plays a significant role in the lives of those intersecting with criminal justice.
Because 92% of the women and 75% of men in jails and prisons with SMI have horrific
stories of trauma, he hopes to reach children who are at high-risk for incarceration before
they become justice involved.

Focus Area 4 - Criminal Justice Working Group Report Out and ISMICC Discussion,
Deliberation, and Acceptance of Recommendations

Stewards: Karen Gentile, LCSW-C, JD, Senior Public Health Advisor, Office of the Director,
CMHS, SAMHSA; Maia Banks, MS, Chief, Homeless Programs Branch, Division of Service
and Systems Improvement, CMHS, SAMHSA

Non-Federal Members: Federal Members:

Judge Rhathelia Stroud (Dekalb Maria Fryer (BJA), Mariel Lifshitz (BJA), Cornelia
County, GA), Judge Steve Leifman Sigworth (BJA), Sarah Russo (DOJ/CRT), Dia
(Miami Dade, Florida), Ron Bruno Boutwell (BOP), Jhamirah Howard (ASPE), Nancy
(CIT International), Katherine Kirshner (CMS), Marian “Taffy” McCoy (SSA),
Warburton (California Department of | Michelle Keeney (DHS/USSS), Katharine Stewart
State Hospitals), Trinidad Arguello, (VA), Roxanne Castaneda (SAMHSA), Jon Berg
Compostela Community and Family (SAMHSA), Joseph Bullock (SAMHSA), Leah
Cultural Institute), Pete Earley Compton (SAMHSA)

(Author)*

In April, ISMICC accepted the working group’s recommendations to:

e Continue determining which 2017 recommendations to retain, revise or retire and to draft
revisions

e Prioritize recommendations
e Develop a plan for work until ISMICC sunsets in March 2023
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Progress summary:
e Embedded ISMICC’s key priorities set in December 2021
e Revised every recommendation and consolidated two of them
e Moved the placement of one recommendation
e Added a preamble to provide context
e Added footnotes
e Added Preamble to provide context
e Major points of preamble
o Statement on the significance of issue
o Examples of challenges that people with SMI, SED and Co-Occurring Disorders
(COD) face when involved in the Criminal Justice and Juvenile Justice systems
o The recommendations support the use of diversion at all points of the Sequential
Intercept Model
o Support the use of trauma-informed, accessible, culturally, and linguistically
competent, and developmentally appropriate treatment and recovery services for
adults and youth
o Layout of the recommendations

4.1 Foundational recommendation - Revised language: Support interventions to
correspond to all stages of justice involvement. Consider all points in the Sequential
Intercept Model (SIM). Provide funding opportunities for communities to map their systems,
develop programs and services, and promote diversion of adults with SMI, youth with SED and
those with COD along the continuum of the SIM. Pay particular attention to increasing the
availability of a workforce of a sufficient number that reflects the demographics of the
communities served and that has a sufficient capacity to provide trauma-informed, accessible,
culturally, and linguistically competent, developmentally appropriate services. Focus also on the
enhanced utilization of technology to share data to drive decision making and facilitate
continuity of care.

Summary of Revisions:
e Removed the mention of 0 (Zero) intercept to emphasize all intercepts
e Added importance of the workforce
e Added utilization of technology to share data

4.2 (formerly 4.9) Leveraging legislation — Revised language: Monitor federal legislation
relevant to those with SMIL, SED, or COD at risk for, involved in, or released from the
criminal and juvenile justice systems in order to identify opportunities for innovative or
improved federal activities and interagency coordination. Particular attention should be given
to analysis of the Bipartisan Safer Communities Act, the Mentally Ill Offender Treatment and
Crime Reduction Act and the 21% Century Cures Act.

Summary of Revisions:
e Moved from the last recommendation to the 2" to place overarching recommendations
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together at the top
e Changed recommendation from focusing merely on a few specific pieces of legislation
to all relevant legislation
e Emphasized the purpose of the legislation monitoring to be to identify opportunities

for innovation or improvement and interagency coordination
4.3 (formerly 4.2 and 4.3) Diversion - Revised language: Enhance diversion and crisis
mental health services to divert people with SMI, SED and 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. Community-
based mental health services must be in place to address the crisis needs of people with SMI,
SED, and COD in order to divert them from the justice system. Specific diversion programming
focused on the SMI, SED and COD population should also be supported and enhanced.
Sustaining a comprehensive and interoperable crisis response system must be addressed through
interdepartmental collaboration. When appropriate, crises among people with SMI, SED and
COD should be resolved without involving law enforcement. When the crisis system fails to
divert, or the acuity level of a situation warrants, law enforcement along with behavioral health
specialist co-responders and other first responders, should be prepared to respond safely and
effectively to people with SMI, SED, and COD. All first responder staff should be aware of the
symptoms and be able to identify people with SMI, SED, and COD. They should have training
to de-escalate mental health crisis situations. Ensure that mid-level officers and training cadre
such as Field Training Officers and In-Service Training Officers coordinate with behavioral
health professionals in the field. The training cadre can maintain planned training and
information for patrol divisions and responding officers within every community regarding SMI,
SED, and COD. To facilitate diversion and continuity of care, there must be collaboration to
include information sharing and referrals between providers offering community behavioral
health and wrap around services and first responder personnel.

Summary of Revisions
e Consolidated 2017 Rec’s 4.2 and 4.3 into one revised recommendation that addresses
diversion
e Changed focus from early diversion to diversion throughout the intercepts
e Emphasized the need for interoperability and collaboration with law enforcement to
ensure readiness to appropriately handle cases involving people with SMI, SED and
COD.

4.4 Competency to Stand Trial — Revised language: 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. Develop federal guidelines and work with states to ensure both
diversion and reduced wait time in the competency evaluation and restoration processes. When
competency evaluation is deemed necessary, use jail/detention diversion options whenever
possible instead of holding people in jails or detention to await competency evaluations. Support
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the use of tools to develop evidence-based strategies for reducing forensic bed waitlists. Give
consideration to pre-arrest, post-arrest, and post-competency phases.

Summary of Revisions:
e Placed greater emphasis on diversion from CST system
e Added juvenile justice/youth language
e Revised to state that working group recommends that CST should be reserved for
those accused of committing low-level and non-violent offenses

4.5 Problem Solving Dockets — Revised language: Develop and sustain problem solving
court dockets in federal civilian, state, and local courts for people with SMI, SED or COD.
This includes support of problem-solving court models at local and federal levels, problem
solving court dockets, and probationary units with specialized caseload capacity and training to
work with people with SME, SED and COD. Examples include mental health courts,
accountability courts, veterans’ courts, and juvenile and family drug treatment courts. Support
the development and dissemination of state guidelines for problem solving courts within states.
Through coordination between federal departments and state and local agencies, community-
based services for people with SMI and SED should support diversion programs. Federal
funding should incentivize states to adopt and expand wraparound services such as case
management; Forensic Assertive Community Treatment (FACT); cognitive skills training; and
peer, family, and youth mentoring programs so courts and probation systems can connect people
with SMI and SED to effective services.

Summary of Revisions
e Modernized terminology by replacing “therapeutic justice dockets” to “problem
solving dockets”
e Added the support of state guidelines

4.6 Universal Screening — Revised language: Encourage the use of universal screening for
mental illnesses, substance use disorders, and other behavioral health needs of every person
booked into jail, juvenile detention facilities and diversionary community services and
provide assessment, treatment and referrals when warranted. Use evidence-based screening
tools to screen for SMI, SED, co-occurring substance use disorders, cognitive disabilities, and
suicide risk when the person is booked, and later if indicated. When people screen “positive” for
mental illnesses or substance use disorders, conduct a comprehensive assessment of mental and
substance use disorder treatment needs, in accordance with procedures developed in the Stepping
Up Initiative. Establish procedures for serving people identified through the screening process,
including immediate crisis response for those with a high risk of suicide, diversion services to
behavioral health services for lower severity offenses, and adequate jail- or detention-based
behavioral health services for those who remain incarcerated.

Summary of Revisions:
e Addition of juvenile justice/youth language
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e Added treatment and referrals when warranted
e Mentioned the Stepping Up Initiative

4.7 Restrictive Housing, Seclusion and Restraint — Revised language: Except in cases where
confinement in the general population poses a significant danger to self or others, strictly
limit the use of unnecessary solitary confinement, seclusion, restraint, or other forms of
restrictive housing for people with SMI, SED or COD in federal, state and local jails,
prisons and juvenile detention facilities. Develop and implement a plan to reduce such
restrictive housing that includes the use of comprehensive dangerousness assessments and the
implementation of mental and substance use disorder treatment services to alleviate symptoms
and, when appropriate, to help prepare people to reenter communities.

Summary of Revisions:
e Added the clause “except in case where confinement in the general population poses a
significant danger”
e Added juvenile justice/youth language
e Added the use of comprehensive dangerousness assessments

4.8 Offender Re-entry — Revised language: Reduce barriers that impede immediate access
to treatment and recovery services upon release from adult and juvenile correctional
facilities. Criminal and juvenile charges that are related to symptoms of SMI, SED and COD
should not impede a person’s ability to get housing, education, and employment. Ensure that re-
entry services are developmentally appropriate for youth and young adults. Work at the federal
level on relevant policy changes and efforts to help states to adopt and implement policies that
enable access to benefits pre-release (such as Medicaid, Supplemental Security Income, and
Social Security Disability Income) or, at the latest, immediately upon release from correctional
facilities, including services such as supported employment. Encourage states to suspend, rather
than terminate, Medicaid eligibility for adults and to suspend access to disability benefits for
people who are incarcerated less than 18 months. Individuals who are on parole, probation, or
have been released to the community pending trial (including those under pre-trial supervision)
are not considered inmates of a public institution, and thus are not subject to the prohibition on
providing and paying for Medicaid covered services to inmates. If they are otherwise eligible for
Medicaid, federal financial participation (FFP) is available for covered services provided to such
individuals outside of a carceral setting. Support forgiveness of criminal charges, including
felonies, and actions related to symptoms of SMI, SED and COD. Additionally, support
continuity of psychopharmacology through consistently up-to-date and well-stocked formularies
in facilities and the supply of an adequate amount of prescribed psychotropic medication upon
release.

Summary of Revisions:
* Added language about developmentally appropriate services and juvenile justice/youth
language
* Revised the language about public benefits for up-to-date accuracy
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Progress and prioritization:
* Initial discussions led to the following prioritization:
o 4.3 — Diversion
o 4.4 — Competency to Stand Trial
o 4.6 — Universal screening
o 4.8 —Re-entry
o 4.5 —Problem Solving Courts*
*  Further working group discussion led us to new direction:
o The group will not further debate prioritization. Focus will be based on issues
presented to the working group and aligned with the revised recommendations.
Progress: Discussion of TTA
* Focused discussion in July and August meetings: areas of focus for future training and
technical assistance
o Diversion and crisis mental health
o Competency to Stand Trial
o Mental health awareness/literacy for justice personnel, peer workforce and
teachers

Next Steps
At the September meeting, federal members proposed the following (later shared with non-
federal members for feedback):
*  Working group will focus on sharing information in the form of an inventory and focused
discussions in workgroup meetings to:
* Identify resources
» Identify gaps that federal government could fill through new and/or improved
activities
* Identify where ISMICC working group could advise on federal activities and
could help disseminate information/resources
*  Will advise on federal activities and other non-federal groups doing similar work in
collaboration with the federal government
*  Will meet with the federal members only once per quarter in place of one of the working
group monthly meetings

Recommendations:

* Seeking acceptance of revised 2017 recommendations

» Seeking acceptance of approach to prioritization

» Seeking acceptance of the following activities in the next 6 months:
o Development of inventory on activities
o Do presentations/discussions in meetings, share info/ID gaps that could lead to

new or improved fed activities

o Provide consultation on specific fed projects that we’ll bring to meetings
o Provide consultation to specific groups doing similar work
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o Co-Stewards to meet with Working Group #2 (Access) on areas of intersection
o Hold monthly quarterly meetings solely comprised of federal members

Motion to accept recommendations

Dr. Delphin-Rittmon called for the acceptance of, or discussion regarding, the working group’s
recommendations. Motion was made and seconded. The recommendations were approved.

Focus Area 5 - Finance Working Group Presentation: The Development and Future of the
CCBHC Program

David de Voursney, MPP, Director, Division of Service and Systems Improvement, CMHS,
SAMHSA

A Certified Community Behavioral Health Clinic (CCBHC) is a comprehensive provider
offering a range of services. Incorporating evidence-based practices, CCBHCs meet a minimum
standard of access to mental health and substance use disorder services, including increased
capacity to respond to crises. The program is implemented through several federal partnerships
with CMS, which focuses on payment and the Medicaid demonstration, ASPE, which manages
the evaluation of the Medicaid demonstration, and SAMHSA, which manages the expansion
grants.

There are three types of CCBHCs. First, CCBHC clinics in the Medicaid Demonstration (77
clinics across nine states) receive a cost-based reimbursement for Medicaid beneficiaries with an
enhanced Federal Medical Assistance Percentage and allows providers flexibility to provide the
needed services. States may choose one of two flexible payment models - daily or monthly
encounter rates — designed to support the full range of mental health or substance use disorder
services. Eliminating fragmented financing and care, the program is part of existing state and
local systems. Further, states have the option of using some of the required quality measurement
tools included in the CCBHC program.

Secondly, SAMHSA’s CCBHC expansion grants support 301 clinics, (150 existing and 151
new), located throughout 49 states and territories while other CCBHCs are supported by
independent state programs.

In addition to existing funding sources, SAMHSA’s expansion grants offer up to $1M per year
over four years to existing and new CCBHCs. As in the Medicaid Demonstration, grantees are
responsible for meeting certification criteria and clinics can participate in both programs.

There are six areas of standards for federal certification:
e Staffing must be based on local needs and include a Medical Director and access to
addiction specialists.
e Services must be available and accessible 24/7 to all ages and include crisis response
within three hours; people must receive timely care based on need (urgent within one
day, all others within 10 days); a treatment plan must be created within 60 days and
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updated at 90 days; and anyone is entitled to services without regard for ability to pay or
place of residence.

e Care coordination requires agreements across services and providers and a health
information infrastructure.

e Nine required services must be provided: 1) Screening, assessment, diagnosis, and risk
assessment; 2) outpatient primary care screening and monitoring; 3) outpatient mental
health and substance use services; 4) treatment planning; 5) crisis services; 6) targeted
case management; 7) peer, family support, and counselor services; 8) psychiatric
rehabilitation services; and 9) community-based mental health care for veterans.

¢ (Quality measures and improvements plans must be included in its operations.

e Organizational authority and governance, including consumer representation in
governance and appropriate state accreditation, must be included in its structure.

Mr. de Voursney shared a map of locations and a robust timeline beginning in 2014 with the
Medicaid Demonstration and the SAMHSA expansion grants beginning in May 2018. In June
2022, the Safer Communities Act was enacted providing $40M in funds for grants, evaluations,
technical assistance, and the authority to expand the Medicaid Demonstration. Activities in 2022
and through FY24 include updating certification criteria, announcement of a new planning grant,
15 additional planning grants and, by the end of FY24, adding 10 states to the demonstration
every two years.

Outcomes for SAMHSA expansion grantees include reported improvements of feeling healthy
overall, positive functioning in everyday life, attending school, or being employed/retired, and
not using illegal substances. Reductions were reported in binge drinking, experiencing physical
violence, homelessness, hospitalization, time in a correctional facility, and utilizing an
emergency department for behavioral health issues.

The Medicaid Demonstration improved access to care through responsiveness to the needs of the
community. Specifically, the findings reveal 78% of CCBHCs provide services in consumer
homes; 47% provide services in schools; 33% provide services in courts, police offices, and
other justice-related facilities; 30% provide services in hospitals; 20% provide services in
community service agencies and nonprofit organizations; and 11% provide services in homeless
shelters. Further, multiple services were added as a result of the demonstration: 24-hour mobile
crisis services; medications for alcohol and opioid use disorders; peer support services; peer
support for family members; specialty services for children and youth; and supported
employment.

Mr. de Voursney shared an example of a successful CCBHC program in Oklahoma. Oklahoma
Family and Children’s Services has increased coordination across primary and behavioral health
care, improved existing services for people with SMI, substance use disorder, co-occurring
disorders, and services for children and youth. With a focus on staff training, quality
improvement, data management and reporting, they have fully integrated crisis services,
improved their workflows, developed improved outreach, and better facilitate treatment resulting
in many positive outcomes.
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Focus Area 5 — Finance Working Group Report Out and ISMICC Discussion, Deliberation,
and Acceptance of Recommendations

Stewards: David de Voursney, MPP, Director, Division of Service and Systems Improvement,
CMHS, SAMHSA; Chris Carroll, Public Health Advisor, Special Assistant to the Director,
SAMHSA

Non-Federal Members: Federal Members:

Brian Hepburn (National Association | Judy Dey (ASPE),; Jacob Ackerman

of State Mental Health Program (CMS/CCIIO), Jennifer Masoodi (DOJ); Amber
Directors),; Katherine Warburton Rivers (DOL); Mitchell Berger (SAMHSA),
(California Department of State Jenny Nate Cornelia (SAMHSA); Abdallah

Hospitals), Rhathelia Stroud (Dekalb | Ibrahim (SAMHSA)
County, Georgia)

Priorities, progress, and recommendations are:

* The working group revised all recommendations and added an additional
recommendation related to financing crisis systems.

* The working group came to consensus on changes to six recommendations and the new
recommendation.

* Outstanding issues need to be resolved for two recommendations related to inpatient care
and the IMD exclusion. We would like input from the broader ISMICC before returning
to work on these.

5.1-Revised: Implement payment models in federal health benefit programs that address
population health, disparities, and social determinants of health. Such models should
provide support for integrated population health care that addresses the range of complexity and
co-occurring conditions experienced by people with SMI and SED. These models should have
an explicit focus on addressing health disparities and social determinants of health. People with
SMI and SED often experience co-occurring substance use disorders, intellectual and
developmental disabilities, and chronic physical health conditions, so payment models should
address these issues in an integrated fashion. To measure effectiveness and quality of care,
federal departments should employ outcome and quality measures at the individual and
population levels. Payment models should work to address outcomes such as improved
management of chronic conditions; involvement in the criminal justice system; and rates of
hospitalization, emergency department use, and crisis incidents, and support the data
infrastructure necessary to use these metrics. Where needed quality measures are unavailable,
new measures should be developed. Alternative payment models, including global payment
models, that create financing incentives supporting effective models of care delivery and
improved outcomes should be used wherever possible. Expanded use of existing models like
Medicaid Health Homes and home-and-community-based services should be considered in
addition to the development of new models. [Longer-term recommendation]
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Additions/Changes:

e New language around disparities and social determinants of health

e New language on payment models that support care for co-occurring disorders and
conditions

e Added focus on alternative payment models and outcomes inside of and outside of the
health system (criminal justice)

e Added language around creating new quality measures where needed

e Included example of Medicaid Health Homes as the type of model that can be used.

5.2-Revised and under discussion: Adequately fund the full range of services needed by people
with SMI and SED. Federal health benefit programs (including Medicaid, Medicare, VA, and
TRICARE) should cover outreach services, bidirectional integration of physical and behavioral
health care, care coordination, consultation, supported housing and employment services, home-
and-community-based services, family and peer support services, and other services needed by
people with SMI and SED. Payment models should make it easy to reimburse providers for
services. Payment systems should also ensure that people have access to a full continuum of
care that includes inpatient care when necessary, addressing incentives that have led to shortages
of inpatient beds in many areas. *Special attention should be paid to ending the practice of
emergency department boarding, with a focus on meeting the needs of children, youth, and
families in addition the general population. This should include the development of a range of
supports, including crisis stabilization, step down supports, transitional care, and ongoing
coordination and services that enable people with SMI and SED to be served in the most
integrated setting possible which can still provide the needed level of care. Fund such services
directly or through models such as health homes, accountable care organizations, and managed
care organizations and support coordination with other funding streams such as vocational
rehabilitation and social security. Federal departments should engage private health plans, and
with state and local governments, to promote similar approaches for people with private health
coverage. The federal government should also engage with states around their obligations under
the Olmstead decision and early and periodic screening, diagnostic, and treatment (EPSTD)
requirements to support this range of services. The federal government should also take steps to
ensure enforcement of requirements under the Emergency Medical Treatment and Labor Act
(EMTALA). [Longer-term recommendation]|

[*Note: DOJ suggests removal of “...addressing incentives that have led to shortages of inpatient
beds in many areas.”]

Additions/Changes:
¢ Added home and community-based services
e Added focus on emergency department boarding
e Proposed language related to inpatient care within a care continuum, including crisis care
and step-down care
e Added language around coordination across funding streams and engaging with private
health plans
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e Added an emphasis on engaging states around Olmstead, EPSDT, and EMTALA

5.3-Revised: 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. The Consolidated Appropriations
Act, 2021, included important new amendments to the Mental Health Parity and Addiction
Equity Act (MHPAEA) and resources to enforce the law. In January 2022, the Departments of
Labor, Health and Human Services, and the Treasury issued a report to Congress outlining their
implementation and enforcement efforts, as well as recommendations to strengthen MHPAEA’s
protections. These recommendations include enacting legislation to provide the Department of
Labor the authority to impose civil monetary penalties for findings of noncompliance and greater
authority to enforce MHPAEA. Review and implement, as appropriate, the recommendations in
the 2022 Report to Congress and provide additional funding to increase parity implementation
and enforcement efforts. Ensure that the services needed by people with SMI, and SED are
covered at the same level as for other health conditions, with attention to parity in payment rate
setting processes through direct federal action and partnership with states. The federal
government, both independently and in partnership with states, should also consider additional
ways to proactively identify and correct parity violations in addition to addressing complaints
raised by members of the public. [Medium- term recommendation]

Additions/Changes:
e Updated to respond to work and developments over the past five years
e Includes language from 2022 Report to Congress regarding civil monetary penalties,
increased monitoring, and enforcement
e Focus on payment rate setting
e Focus on proactive work, including work with states, to identify violations beyond
complaints

5.4-Revised and under discussion: Eliminate financing practices and policies that
discriminate against behavioral health care. Identify and eliminate programs, practices, and
policies that make it hard to deliver good mental health care. End the exclusion for
reimbursement of services to adults under age 65 in Institutions for Mental Diseases (IMD
exclusion) in Medicaid and work with states to implement programs under Medicaid waivers and
managed care that allow for exceptions to the IMD exclusion. Ensure that crisis stabilization
beds are not included under the definition of an IMD. End the 190-day lifetime limit on
Medicare psychiatric inpatient hospitalization as well as restrictions in Medicare on provider
types that commonly provide behavioral health services under other public and private health
plans and provide parity in funding for psychiatric residencies with other medical fields. In
addition, provide incentives for behavioral health providers to adopt electronic health records
similar to incentives that other health care providers have received. [Medium-term
recommendation]

Please note: DOJ is disagreeing on the recommendations around the IMD exclusion.
Specifically, they recommend removal of the highlighted text: “End the exclusion for
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reimbursement of services to adults under age 65 in Institutions for Mental Diseases (IMD
exclusion) in Medicaid and work with states to implement programs under Medicaid waivers and
managed care that allow for exceptions to the IMD exclusion. Ensure that crisis stabilization
beds are not included under the definition of an IMD...the 190-day lifetime limit on Medicare
psychiatric inpatient hospitalization as well as.”

Addition/Change:
e Included additional detail on crisis stabilization beds, Medicare provider types, and
residencies

5.5-Revised: Pay for psychiatric and other behavioral health services at rates equivalent to
other health care services. In many states, reimbursement by public programs for mental health
services is lower (as a percentage of cost) than reimbursement for other health services. This
forces providers to offer critical services (including psychiatric care and hospitalization) at a loss.
As a result, many mental health service providers do not participate in public programs, leading
to widespread mental health workforce shortages. Medicare, Medicaid, and other benefit
programs should provide adequate reimbursement for the full range of services needed by people
with SMI and SED, at rates equivalent to rates for other types of health care services. In addition
to other behavioral health care providers, work to increase reimbursement rates for peer recovery
providers in line with other similarly credentialed providers. Examine the application of parity
laws and regulations in both public programs and the commercial market to address these
disparities in reimbursement of mental health and substance use disorder service providers
compared with medical/surgical service providers. Reimburse for services provided through
telehealth and retain flexibilities established as a result of the COVID-19 public health
emergency. Focus these efforts especially on rural and underserved geographic areas. [Longer-
term recommendation]

Additions/Changes:
e Added language around peer providers
e Included parity as a lever for addressing disparities in reimbursement
e Included language around telehealth and retaining COVID-19 flexibilities
e Included focus on rural and underserved areas

5.6-Revised: Provide reimbursement for outreach and engagement services related to
mental health care. More than one- third of adults with SMI and most children and youth with
SED received no treatment in the past year. The public health care system must cover outreach
and engagement services essential to many effective mental health treatment models. Financing
models should also support efforts to keep people who need care engaged in services. These
efforts should have an explicit focus on individuals who are experiencing homelessness, unstably
housed, and accessing large amounts of services across systems in an uncoordinated fashion.
Outreach and engagement services allow mental health providers to meet with people with SMI
and SED and their families in the community and in their homes. These activities help ensure
people with SMI and SED get the care they need. Financing models should also create
incentives, so providers and funders do not avoid serving individuals who are difficult or
expensive to serve, such as creating requirements for outreach or follow-up or making them
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accountable for defined populations. One possible approach is to create specialized models that
engage and serve individuals with high levels of need, such as Health Care for the Homeless
programs. [Longer-term recommendation]

Additions/Changes:
e Added focus on people who are unstably housed or experiencing homelessness and
people accessing large amounts of services across systems
e Added detail about financing models that prevent funders and providers from not serving
individuals who are difficult or expensive to serve
e Suggested approach of specialized programs like Health Care for the Homeless

5.7-Revised: Fund adequate home- and community-based services for children and youth
with SED and adults with SMI. Through federal departmental coordination, help states meet
the needs of people with SMI and SED. Medicaid waivers and options can be used to expand the
availability of evidence-based services. Streamline the waiver approval and state plan
amendment processes so states can easily make changes to better serve people with SMI and
SED. To support states in this work, highlight best practices across states and make technical
assistance and materials available, such as model managed care contract language. Highlight
best practices under existing state programs established through mechanisms such as the 1915(i)-
state plan option under Medicaid. Provide specific technical assistance related to developing
financing models that support interagency collaboration, data sharing, and serving people with
cooccurring SMI/SED and SUD and IDD. Include a focus on the financing of critical
psychosocial supports such as supportive housing and supported employment and education
programs. [Medium-term recommendation]

Additions/Changes:
e Added specifics regarding types of models to provide technical assistance around, like
1915(i) model

e Added support for models that support cross-system collaboration, data sharing, and
serving people with co-occurring conditions.

e Included focus on supporting psychosocial supports including supportive housing and
supported education and employment programs

5.8-Revised: Expand the Certified Community Behavioral Health Clinic (CCBHC)
program nationwide. The CCBHC program provides a framework to support effective services
in a population health framework and offers a sustainable payment model for providers.
Develop a permanent mechanism to support the model under Medicaid. Support the uptake of
the CCBHC model across the United States and continue to evaluate the effectiveness of the
CCBHC model, using the findings to improve the reach and quality of services and outcomes.
Engage states in planning and coordination related to the CCBHC model and its spread and
development. Update the certification criteria that govern the CCBHC program and the
prospective payment provisions used in the CCBHC Medicaid demonstration. Work to provide
support for the model across payers and support independent accreditation of the model to ensure
adherence to its requirements. [Medium-term recommendation]
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Additions/Changes:
* Recommends permanent mechanism to support the CCBHC model under Medicaid
* Supports state engagement around the CCBHC model
* Suggests updating the CCBHC certification criteria and prospective payment system
*  Suggests support for model across payers
* Recommends supporting independent accreditation

5.9-New recommendation: Develop sustainable financing for 988 systems and crisis
services. Develop sustainable financing systems that support nationwide, 24/7 access to crisis
services linked to the 988 Suicide & Crisis Lifeline. Financing of crisis services should ensure
that they are available to anyone who needs them regardless of insurance status. These financing
mechanisms should work across payers and support collaboration across systems including the
988 Lifeline, health and behavioral health care, law enforcement, and other first responders.
Crisis financing systems should also create incentives that support connection to ongoing care
when needed and for intervening early to avoid crises when possible. Crisis financing systems
should also not result in administrative or financial burden for the person or family in crisis and
prevent issues such as surprise billing. /Medium-term recommendation]

Recommendations:
* Develop an agenda related to the approved recommendations.
*  Continue to work on the development of recommendations that have not been approved,
including recommendations 5.2 and 5.4.

Discussion

Dr. Katherine Warburton provided context regarding the workgroup’s IMD discussion. As the
medical director of a 6,500-bed forensic hospital system. Dr. Williams stated a large percentage
of their 100,000-person prison system, many with SMI, are being incarcerated due to a lack of
short-term community inpatient beds. Studies show police officers consider whether a person
will get a community psychiatric bed for short-term stabilization when deciding to book
someone into jail or take them to the emergency room. She added her position on the
elimination of the IMD exclusion is driven by the lack of short-term inpatient community beds
leading to criminalization of SMI and the desire to reverse this trend.

Dr. Brian Hepburn concurred adding that Maryland’s IMD demonstration indicates it is very cost
effective and comparative to the psychiatric stays in the acute general hospitals. However,
having lost the battle in his state, he urges a push for crisis stabilization units, with an average
stay of three to five days, as they currently do not fit into the IMD definition and keep people out
of institutions. Further, adding staff rather than beds is cost prohibitive and a poor business
model providers are not going to support.

Dr. Deena Fox, deputy chief in the special litigation section in the Civil Rights Division, shared

concerns with the recommendations as written. She cited research that states reimbursing IMDs
will not necessarily increase the availability of these services nor stays in hospitalization;
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however, it does risk increasing the use of the service. This would likely cost federal
government $40-$60B if there is an end to the IMD exclusion. She also stated that it would
incentivize states to remove funding and resources from the key community-based services
people need to avoid inpatient institutionalizations while undermining national progress on
expansion of services.

Conversely, IMD waivers are already in place and require states prove they are using those funds
to expand community services and not use them for long stays. Lastly, she emphasized the goal
is to create shorter-term, more home-like services within the array, so adding more beds would
miss the point. Lastly, her office urges the ISMICC not to include that recommendation going
forward.

Judge Leifman countered the IMD should not apply to a crisis stabilization unit and would not
have the fiscal impact discussed because it is not a hospital. However, it would help to
decriminalize SMI and increase access to community options.

Dr. Trinidad Arguello noted her rural community does not have the services found in an urban
setting, and the criminal justice system has taken the place of medication stabilization services.
She urges the ISMICC to consider ways to improve the system and facilitate ways for
individuals to receive short-term medication stabilization services.

Before calling for a motion, Dr. de Voursney suggested accepting the seven recommendations
where there was consensus and holding the two recommendations impacting IMD issues (5.2 and
5.4), so the workgroup can consider the feedback received and try to reach consensus.

Motion to accept recommendations

Dr. Delphin-Rittmon called for the acceptance of recommendations 5.1 through 5.9 with the
exception of 5.2 and 5.4. Motion was made and seconded. The recommendations 5.1 through
5.9 were approved with the exception of 5.2 and 5.4.

Public Comment
Pamela Foote, Designated Federal Official, ISMICC

Ms. Foote opened the meeting for public comment. She stated those who called in and requested

to speak would be called upon in the order that requests were submitted, and their public

comments would become part of the meeting minutes. Unedited comments were as follows:
Katie Dale, Co-Chair, Policy Action Committee — read by Anne Corcoran

To Members of ISMICC:

We recognize the enormity of the task charged to your committee and appreciate your
vision statement for the nation. Your April 2022 report demonstrates that collaborations
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between federal and non-federal departments and recommendations from them are
progressing and increasing. While the intent is well-meaning, and the care coordination
within the mental healthcare system is complex, we, the members of the National
Shattering Silence Coalition, comprised of people with lived experience, families,
caregivers, and professionals, are not yet feeling the practical effects of your policy
efforts. We need swift and more decisive action.

We urgently request that you consider the following recommendations and deliver on the
promise inherent in your policy vision statement to support those with SMI and SED, and
related Co-Occurring Disorders, or as we more accurately refer to these neuropsychiatric
disorders— Serious Brain Disorders (SBDs). We address our recommendations according
to each of the 5 Focus Areas of ISMICC:

1. “Strengthen federal coordination to improve care”: Use the ISMICC policies to
leverage a call on Congress to repeal the IMD Exclusion (there are currently 2 bills in
front of Congress that can do this, H.R. 2611 and H.R. 7803). In addition to increasing
the number of hospital beds, repealing the IMD Exclusion would allow for increased
reimbursement for inpatient care and all facilities at various levels of care, including
access centers and longer-term #HousingThatHeals.

2. “Access and engagement: Make it easier to get good care”: This cannot be
accomplished without HIPAA reform. Call on Congress to eliminate the HIPAA
handcuffs which exclude caregivers of those with SMI (SBDs) from participating in their
loved one's

care and care plans.

3. “Treatment and recovery: Close the gap between what works and what is offered”:
We recommend that AOT, and CCBHC fidelity standards be federally mandated, funded,
and implemented using nationally standardized guidelines.

4. “Increase opportunities for diversion and improve care for people with SMIs involved
in

the criminal justice systems. “Adopt judicial "pathways” including AOT, ACT, FACT, as
recommended by the National Judicial Task Force on State Courts Response to Mental
Illness, the Psychiatrists and Judges Initiative, and the National Equitas Model Law
Workgroup.

5. “Develop finance strategies to increase availability and affordability of care”: The
MHPAEA (Mental Health Parity and Addiction Equity Act) is great but ineffective in
achieving this goal. We need swift, simple action: tell Congress to repeal the IMD
Exclusion. We can’t stress it any more than we have: IMD Exclusion is archaic and
unjust, blatant discrimination. Waivers for SMI are underutilized at the state level
requiring a Federal Congressional response.
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We are the voice of those who know. We are speaking from first-hand experience. We
are watching for you to act.

Signed,

NSSC Policy Action Committee on behalf of members of the National Shattering Silence
Coalition [Contact information: Katie Dale, Co-Chair Policy Action Committee,
National Shattering Silence Coalition (NSSC)
coordinator@nationalshatteringsilencecoalition.org
http.//'www.nationalshatteringsilencecoalition.org]

Sherri McGimsey (sherrimcgimsey@gmail.com)
Dear Committee Member,

For the last 16 years we have loved and fought to keep our Beautiful Mind alive. He has
that 1% of the most serious no fault brain illness. Schizoaffective, he has survived
through the manic, the paranoia, the manic depressive and the PTSD of this disease. After
finally getting him the long term care in one of States Hospital. He is stable enough to
live alone, with the support of us his parents a MHICM team and some local support. The
one thing you find out during this illness is it’s very isolating for our loved ones. So when
I found the Fountain House clubhouse. We flew to NY to visit. Then came home and
visited Club Nova in Carrboro, North Carolina, Adventure House, North Carolina, and
the training center for the East Coast Gateway, in South Carolina. So here we are trying
to start a Brighter House Clubhouse in our rural town. We had to put it on hold for two
years because of the pandemic. You all moved Mountains during that time thank you. It
was difficult to watch because families like ours have lived in crisis mode for the last 50
years. We know what it’s like to wait on a bed, a vaccine, a cure.

The name for Brighter House is a play on a Dr. s [doctor’s] name that helped keep our
Beautiful Mind in our local hospital long enough to get him the long term care at our
State Hospital. So please help if you don’t have the power to end the IMD exclusion or to
reclassify schizophrenia so this illness can receive the treatment and care that’s needed. A
24-hour hold, or a 72-hour hold is not enough when your loved one is in psychosis. The
arch angel Michael. Help us by funding startup Clubhouses for those with schizophrenia,
bipolar, PTSD, OCD, and manic depressive. So, our loved ones can have a community a
work order day. If it’s this difficult for a Mom of a Veteran Marine to get the support
needed I can’t imagine what it’s like for a single working Mom.

Why are politics important to me? Getting the health care that’s needed. Serious Mental
illness a no-fault brain disease it is not a crime. Not getting the supported care is. So
Thankful for all the Moms advocates across this country that are fighting for families like
ours at the National AOT Symposium. Assisted Outpatient Treatment.

There are only three times in my lifetime that have brought this Mom this daughter to the
breaking point of no return.
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The first was when our Beautiful Mind was getting ECT treatments at Johnson City,
Tennessee’s VA. After a year Med compliant yet he needed more treatment. I had held
this treatment off because it been proven to help with the manic depression part of
schizophrenia. The choices you have to made to keep and give a loved one some quality
of life. It’s not the yellow brick road. It does affect their short-term memory. They
couldn’t keep him long enough to get that last treatment. Thankful they give him the
treatments. We have been there every week. That last week we had heavy commitments
and couldn’t even tag team him asked could they put him in the dormitory off the hospital
and to call us if he didn’t make a Med check. Three days later he didn’t pick his phone
up. I couldn’t find him called everyone we found him beat up with a black eye. They had
put him in isolation, and he had asked for help. He had done another walkabout and went
into a person’s home they found him on their couch he had brought their dogs inside ate a
banana drank a beer and went to sleep after two nights of wondering around Johnson
Tennessee in the wintertime. When the social worker found him, we rushed straight up.
When we got there the Sheriff’s Department told us all this. I was on the phone calling
the VA to get him a bed, to get that last treatment. They said we would have to bail him
out. I’'m like ok let’s do this as I was waiting to hear if he still could get his last treatment.
They explained the bail process to me and from another state. WOW!!! We told them we
would pay for any damages. And then I handed the phone to the officer, it was the James
H. Quillen VA Medical Center and they had a bed again. The Johnson City Sheriff
Department bailed him out and transported him back to the hospital for us. He still had to
go in front of a judge. Before his trial I could care less about the HIPAA laws I faxed
over more than 100 pages of his medical documents. As we picked him up to take to trial,
we didn’t leave with medical orders, no treatment plan. The person who’s home our
Beautiful Mind broke into would not let us pay them anything for he was a Veteran too.
As parents we can’t always be there and that hurt want ever go away. So when dealing
with officers and courts I’m preaching to the choir. #SOS4SMI #treatmentb4tradgy
Families like ours have lived in crisis mode for decades. Thankful and grateful we still
have him. We have to do better.

Ann Corcoran, RN, MSN (anncorcoranrnmsn@gmail.com)

Dear Members of ISMICC:

As a master level nurse, a parent with lived experience having an adult son that lives with
bipolar disorder, and a fierce advocate for those with serious mental illness I wanted to
share some of my recent experiences here in Massachusetts with you and the difficulties
in getting treatment for those that this committee’s main focus is to serve.

Being one of the last three states without an AOT law, families are left with no options to
get their loved one’s treatment when in crisis. Instead we are left to watch them
deteriorate, involve the criminal justice system or wait until they become a danger to
themselves or others which often leads to tragic outcomes. There is no other disease that
requires deterioration before receiving treatment - can you imagine having your Grandma
live on the streets and decline before being able to get her treatment for Alzheimer’s or
waiting until your stage 1 breast cancer becomes a stage 4 before treatment is allowed?
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Sadly, this has been the case for many across the country who live with serious brain
disorders like schizophrenia and bipolar. The families I have met in Massachusetts, along
with my personal experiences, have inspired me to be the voice for those that continue to
suffer the devastating effects of untreated serious mental illness. Juston Root, 41, was
shot over 30 times by police and killed while experiencing a mental health crisis between
two Mass Mental Health Centers. Brad Cappucci, once the lead economist for The
Boston Public Works, was 33 when his family was notified that his remains were found
in Darby Canyon. They last saw Brad at a commitment hearing 2 years earlier while
trying to get him help for his untreated schizophrenia and were denied despite having a
psychiatrist on their side. How as a civilized society can we continue to accept these
outcomes rather than provide needed treatment? Imagine having to accept incarceration,
homelessness or death in place of adequate treatment knowing that there are some great
treatments available but the laws in your state are a barrier to accessing these treatments?

I hear from families everyday struggling with these same issues and urge this committee
to focus on solutions for those in which the committee was intended. Having AOT
federally mandated and funded, ending the IMD exclusion, HIPAA reform and increasing
jail diversion programs will most certainly help level the playing field in terms of true
equity of mental and physical health. It’s the 21st century - we can no longer turn a blind
eye on the inequality and injustices faced by those that courageously live with these
debilitating illnesses, they too deserve a life of fulfillment and purpose and hope that you
are committed to making this a priority.

Sincerely,
Ann Corcoran RN, MSN, 7 Lincoln House Point, Swampscott, MA 01907

Katie Dale — Katie R. Dale (Katherine.dale6(@gmail.com)

To the members of ISMICC:

Thank you for fielding my comment today. I’'m Katie Dale, a member of the National
Shattering Silence Coalition, and former patient in both juvenile and adult psychiatric
units in NY and FL, and a former case manager for a CCBHC in Missouri. Additionally,
I’ve authored my accounts of

my inpatient stays at ages 16 and 24 in a memoir entitled But Deliver Me from Crazy.

As someone who has served others receiving these services, and as one who has been
served within the mental healthcare system, I have come to my own conclusions about
the most broken part of the mental healthcare system. The treatment I received inside
the multiple secured units screamed one common denominator: no standards of quality
care.

Maslow’s hierarchy lays out the most basic needs to provide quality of life: physiological
provisions, safety, love and belonging, esteem and respect, and lastly what he calls self-
actualization (to desire to be your best self). I think the hospitals I’ve stayed in got the
first out of those five right. What happens if our health and the rest of those needs are
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neglected?

What we see and have been seeing the last 60 years: The revolving doors, the untreated
cases of brain disorders, the complete irresponsibility toward our most acute cases that
need more time. Severity ought to determine treatment length. And treatment ought to
have standards of care that meet those five basic human needs. Simple enough, so why
don’t we have and enforce standards of treatment?

Here are a few changes I would make to inpatient care:

1. Hold a standard orientation with each patient, one on one, if possible, open to families.
Every time I was admitted I was in a confused state of mind and didn’t understand why I
was there and what I needed to get better, or the facility’s expectations.

2. Require staff to have compassion toward the patients. There should be no room for
condemnation or ignorance.

3. Require and encourage talk therapy in the secured units. Why this is not implemented
when it is evidently crucial to our treatment is unacceptable.

4. Require a structured schedule that does not change. Week to week or biweekly
schedules that change isn’t healthy for someone in a chaotic state of mind who needs
consistency, including visiting hours.

There are many changes needed for our nation’s mental healthcare system to improve.
But branching out to pursue superfluous studies about race theory and cases of milder
mental health conditions are steps backward. I caution you to resist the many distracting
suggestions peripheral to the core audience you are trying to serve: those with Serious
Brain Disorders.

Ronni Martorello (ronni.martorello@gmail.com)
Members of ISMICC:

As an advocate and a member of the National Shattering Silence Coalition, I thank you
for the opportunity to provide feedback on the important work of your committee and
your forthcoming recommendations to Congress.

As the mother, sister, and daughter of loved ones with serious brain disorders, (serious
mental illnesses) 1 have been deeply impacted by the failings of the United States
healthcare system since birth. In the early 1970°s my father developed schizophrenia.
Instead of receiving treatment he became a victim of our criminal justice system’s
revolving door which is anything but just. My entire family was homeless growing up
until my mother left my father. His homelessness continued and for 25 years he remained
criminalized, victimized, and untreated, living a life of hopelessness and despair.

In the 37 years between my father and my son developing schizophrenia, one would think
there would have been some advancement in access to quality care, but that has not been
my

family's experience. It is shameful that so little has changed over the course of nearly four
decades. Still, there is no sense of urgency from our elected officials or appointed
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committees. Meanwhile our loved ones continue to suffer, being pushed into the shadows
and languishing either in jail or on the streets.

Enough is enough! It is time for action - not more surveys and studies.

I concur with Pete Earley’s focus during his time on the ISMICC and implore swift
action that will impact our loved ones in meaningful ways, including:

e Intercept 0 - National implementation of community-based public safety systems as
outlined in the Sequential Intercept Model (S/M) on SAMHSA’s Criminal and Juvenile
Justice website page.

e Repeal the IMD Exclusion - This is in line with Intercept 0. There MUST be enough
emergency crisis beds available and length of inpatient treatment MUST be dictated by
patient stabilization or crisis intervention is futile.

o HIPAA Reforms - Families MUST be allowed to partner with professionals in
providing care for our loved ones. We are critical to their healing process and recovery.

Please eliminate the hundreds of current programs that are NOT effective, and implement
programs that benefit those suffering and our society as a whole.

Respectfully,
Ronni Martorello

Mary Ellen Stuart (mary_ellen_stuart@yahoo.com)

It has been almost 5 years since my brother, Jim, died. He had schizophrenia, which is the
hardest of the mental illnesses to treat. He managed to achieve long-term stability with
support from residential treatment provided by Rose Hill in Michigan, The Farm House
in Davis, CA and finally the John Henry Foundation is Santa Ana, CA. Each of these
excellent facilities has more than 16 beds, which is the basis for the IMD Exclusion.

In case you are not familiar with the IMD Exclusion, it is defined as follows:

The Medicaid Institutions for Mental Disease (IMD) exclusion is an outdated,
discriminatory federal rule that creates significant barriers to treatment for adults with
severe mental illness. Under this rule, Medicaid payments to states are prohibited for
non-geriatric adults receiving psychiatric care in a treatment facility with more than 16
beds. Even with recent advances in mental health care afforded by the Affordable Care
Act and federal parity legislation, the IMD exclusion remains the only section of federal
Medicaid law that prohibits federal payment for medically necessary care simply because
of the type of illness being treated.

My brother, Jim, died at the age of 51 after battling an aggressive cancer. It was
discovered at Stage 4. It’s likely that he didn’t recognize many of the symptoms earlier
due to his mental illness. He was so used to doubting his thoughts. New information
didn’t register with him the way it likely would with a mentally well person.
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Reflecting on his 6-month journey through cancer treatment, it was amazing how much
care and concern was given to him and our family by the medical world. His doctors,
nurses, hospital staff, treatment centers, the American Cancer Society, and hospice care
were outstanding. Cancer treatment has a well-driven road map. Everyone knows the
basic steps of chemotherapy, radiation, surgery, etc. We felt as if everyone providing the

various treatments and giving us assistance were all united to wrap us in a support
blanket.

It was such a stark contrast to the medical treatment we received in his 26-year journey
with schizophrenia. In that medical world, there was and is no support blanket. There is
no well- driven road map. Families are left to find their own solutions. If you can find a
successful residential treatment program, such as the ones like Rose Hill, The Farm
House and The John Henry Foundation, and are fortunate enough to be able to afford it,
there is hope. These types of facilities give housing, structure, activities, medical
treatment, medication management and so much more.

City, County, State and National resources should go into funding these proven programs
so that they can be available to everyone with mental illness, not only the ones with
substantial wealth. Ultimately, the monetary and human costs to our communities would
be far less than they are now. Money spent to successfully treat those with Serious
Mental Illness (SMI) is much better than money spent on the consequences of untreated
people with SMI such as hospitals, jails, law enforcement and ineffective clinics. The key
is to find the programs that are really working, then expand them or replicate them
throughout the country.

Sharon Engdahl, Executive Director, Mental Wellness Awareness Association, Inc.
(PA)

To the Members of ISMICC:

I am the founder of the Mental Wellness Awareness Association, Inc. of Pennsylvania
www.MentalWellnessAwareness.org and the American Mental Wellness Association
www.AmericanMentalWellness.org (MWAA/AMWA). The MWAA/AMWA “envision
a world that values public education for Prevention, Early Detection, Early Intervention,
Scientific Research, and Cures of Mental Health Conditions which includes substance
misuse for the holistic health of the individual and society.” MWAA/AMWA is also a
supporting member of the National Shattering Silence Coalition.

Prior to establishing MWAA/AMWA 1 was a legislative research analyst at the PA
House of Representatives for 25 years. While working on many issues, my passion was
the mental illness issue. I was the analyst who worked with a mental health coalition for
eight years for enactment of Pennsylvania’s first mental health insurance coverage law.

I know first-hand what it is to have the system fail you. I am the sibling of a sister who
began living with a SMI at 19 years of age in 1977, while attending college. She died at
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home, a premature death from pneumonia, at age 32 because the hospitals in
Pennsylvania were not accepting medical assistance patients as they wanted the
legislature to increase their MA reimbursement rates. I’'m the mother of two daughters
who became ill with a SMI at 19 while attending college. I am an aunt of a deceased
nephew who became ill at 19 while in college and died at 19 in a single car accident. All
my loved ones were/are highly intelligent, and two great resources for our society are no
longer alive because of poorly treated medical conditions with cognitive and emotional
symptoms. The good news is my daughters now 45 and 41 years old are living lives
comparable to others who manage their medical conditions well, such as those living with
diabetes, cancer, etc. The reason for their wellness is they were educated beginning in
their childhood about the early signs and symptoms of physical medical conditions with
cognitive and emotional symptoms — serious mental illnesses. Thus, they knew to call
home from college to receive prompt medical care. The new SSRIs were available to
both of them at first episode of their illnesses.

I have watched the improvements to care of adults with serious mental illness from 1970
through to 2022. I have spent 50 years working, advocating, helping, supporting, etc. my
sister, daughters, grandchildren, friends, and many strangers. In my personal life every
person who has ever called me for help with a SMI has gotten well enough to keep their
jobs and learn how to manage their mental medical condition. And the numbers are
many. Isn’t this the outcome desired of the 21 Century Cures Act?

Heartbreakingly, in my professional life I have received hundreds of calls from loved
ones and even those living with a SMI who have been suffering from poor public policies
and subsequent inhumane treatment. The AMWA answers every call and helps people
connect to proper services. Unfortunately, many loved ones have been incarcerated
because of minor infractions or no infractions other than being in public displaying
symptoms of their SMI. Once in jail or prison these people are stuck for longer than
others with similar infractions but without the serious physical medical condition, e.g. a
brain condition. THIS IS UNCONSCIONABLE, INHUMANE TREATMENT THAT
MUST END NOW!

Here is AMWA'’s Call to Action — 24 bullets that need to occur for equality, equity, and
justice, hopefully under your watch:
https://www.americanmentalwellness.org/calltoaction/ Here is AMWA'’s Rapid Response
Plan for America’s Broken Mental Health System:
https://secureservercdn.net/72.167.242.33/44b.3e9.myftpupload.com/wp-
content/uploads/2021/01/AMW A-Rapid-Response-Plan-for-America.pdf

We recommend a requirement that no federal, state, or local government department,
organization, or individual employee speak/write publicly to any media organization
regarding funding, including block grant funding, without including in their statements
on the record that the majority of individuals living with a SMI manage their brain
condition so well they are succeeding in careers, living, laughing, and loving like others
not diagnosed with a SMI.
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Dave Meyers — National Shattering Silence Coalition

I am grateful to present my lived experience to the ISMICC, to help improve services for
a misunderstood population: the seriously mentally ill. When severe mental illness is not
treated appropriately and quickly, much of the illness is prone to worsen. In my case, it
led me to attempt suicide, which led to a traumatic brain injury. An increased focus on
good long-term inpatient care is needed and would have been helpful for me earlier in my
treatment of bipolar 1 with psychotic features.

My illness was not treated properly until a brain injury allowed proper treatment. Had the
system not failed me in 1998, the year of my first psychotic break, I could be more at my
potential now. If the hospital system had not failed again in 2007 after growing
unrecognized symptoms resulted in a suicide attempt, I would be without a brain injury.

I will give some facts on brain trauma. If the injury is severe enough, treatment can take a
lifetime. CDC states at https://www.cdc.gov/traumaticbraininjury/moderate-
severe/index.html that 25 percent of people with head trauma die, 25 percent get worse,
25 percent of people stay the same, and 25 percent get better, approximately. Thankfully
I believe I am in the good 25 percent. This is only because of good medical professionals.

When this event happened in 2007, my brain was hemorrhaging profusely. I was not
capable of eating, walking, or talking for few several months. I had poor short-term
memory for nearly ten years, until I came under the care of the right neurologist, who
prescribed cognitive speech therapy. This neurologist also prescribed physical therapy
since | have a balance disorder from the frontal lobe TBI.

The brain injury was the result of a drastic attempted suicide. The attempt happened four
days after discharge from a hospitalization that failed to help me, following another
serious suicide attempt four months earlier. If the circumstances were better at that
county hospital, I doubt I would have required discharge so recklessly. That was an awful
environment that did not allow well for recovery from that trauma.

The lack of goal setting, immediate counseling services, and quality of life improvement
while inpatient was awful and contributed tragically to my second attempt that year.
Furthermore, symptoms of my brain injury, including disorganization and being easily
frustrated, were poorly handled by a mostly untrained staff at the treatment apartment
level in community housing.

At this stage I can say I have lived independently in supportive housing for over three
years with the help of my neurologists, psychiatrist, and speech therapists. I made the
Dean’s list in 2020 and earned back-to-back scholarships in the last six years. I am also a
devoted volunteer to three agencies.
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I have experienced the results of good medical treatment. I have also been witness to the
miserable failure of our “mental healthcare” system. Good treatment has great results, but
failure to care is devastating.

Ms. Foote thanked each caller, adding that all submitted written comments, including those
unread, would be available in full, for the written record of this meeting. She then turned the
meeting over to Dr. Delphin-Rittmon for closing comments.

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

Dr. Delphin-Rittmon thanked all meeting participants, and especially each person who submitted
their comments and shared their stories and recommendations. She noted the success about
reconvening the working groups and their tremendous effort in making meaningful
recommendations. Lastly, she stated the next meeting will be in March 2023.

Seeing no further questions, Ms. Foote adjourned the meeting was adjourned at 4:10 p.m.

Certification

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

/Miriam Delphin-Rittmon/
Date Miriam 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, Committee Roll Call
	Pamela Foote, Designated Federal Official, ISMICC
	Ms. Pamela Foote called the meeting of Interdepartmental Serious Mental Illness Coordinating Committee (ISMICC) to order and conducted roll call.  After establishing a quorum, Ms. Foote reminded participants the meeting is live streamed. 
	Federal ISMICC Members or Designees Present
	 Meena Vythilingam, Designee, Health and Human Services (HHS) and Joel Dubenitz, Social Science Analyst, Division of Behavioral Health and Intellectual Disabilities Policy, Office of Assistant Secretary for Planning and Evaluation (ASPE), HHS 
	 Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and Substance Abuse, Substance Abuse and Mental Health Services Administration (SAMHSA)
	 Theron Pride, Deputy Associate Attorney General and Alison Leukefel, The Attorney General, Department of Justice (DOJ)
	 Sandy Resnick, Ph.D., Designee, Department of Veterans Affairs, Deputy Director, Northeast Program Evaluation Center (NEPEC), Office of Mental Health and Suicide Prevention, VACO Veterans Affairs Central Office (VACO), Department of Veterans Affairs (VA)
	 Richard Mooney, M.D., Designee, Secretary of the Department of Defense; Acting Deputy Assistant Secretary of Defense, Health Services Policy and Oversight and CAPT. Ken Richter, Designee, Secretary of the Department of Defense
	 Corey Minor-Smith, Designee, Housing and Urban Development (HUD)
	 Meghan Whittaker, Early Childhood Team, Office of Special Education Programs 
	 Taryn Williams and Richard Davis, Secretary, Department of Labor (DOL)
	 Kirsten Beronio, Centers for Medicare and Medicaid Services (CMS), Acting Deputy Director, Center for Medicaid and CHIP Services
	 Marion (Taffy) McCoy, Ph.D., Designee, Social Security Administration (SSA)
	Non-Federal ISMICC Members Present
	 Trinidad de Jesus Arguello, Ph.D., LCSW, PMHRN-BC, Director, Compostela Community and Family Cultural Institute
	 Yasmine Brown, M.S., CEO, Hope Restored Suicide Prevention Project, LLC
	 Ron Bruno, Founding Board Member and Second Vice President, Crisis Intervention Team (CIT) International
	 David Covington, LPC, MBA, CEO and President, Recovery Innovations (RI) International
	 Brian Hepburn, M.D., Exec. Director, National Association of State Mental Health Program Directors (NASMHPD)
	 Jennifer Higgins, Ph.D., CCRP, Owner, CommonWealth GrantWorks
	 Johanna Kandel, Founder and CEO, The Alliance for Eating Disorders
	 Steven Leifman, J.D., Assoc. Administrative Judge, Miami-Dade County Court, Eleventh Judicial Circuit of Florida
	 Amanda Lipp, Director and Filmmaker, Lipp Studios
	 Winola Sprague, DNP, CNS-BC, Medical Director, Children’s Advantage
	 Rhathelia Stroud, JD, Presiding Judge, DeKalb County Misdemeanor Mental Health Court, DeKalb County Magistrate Court
	 Katherine Warburton, D.O., Medical Director and Deputy Director of Clinical Operations, California Department of State Hospitals
	ISMICC Members Not Present
	 Adrienne Lightfoot, Peer Program Coordinator, DC Department of Behavioral Health
	Welcome
	Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and Substance Use (SAMHSA)
	Dr. Miriam E. Delphin-Rittmon welcomed participants and acknowledged the retirement of Ms. Cynthia Kemp from SAMHSA.  She then highlighted the following SAMHSA activities initiated over the past fiscal year:
	 SAMHSA established the Office of Recovery in 2021 and launched SAMHSA STRONG, resulting in significant improvements in SAMHSA’s climate and culture and increased federal rankings in best places to work in the federal government. 
	 In March 2022, President Biden unveiled his Unity Agenda, which includes a national mental health strategy for transforming how mental health is understood, perceived, accessed, treated, and integrated in the United States through three pillars:
	o Strengthening system capacity
	o Increasing connections to care
	o Creating healthy environments 
	 SAMHSA received $2M to fund a national “Center of Excellence on Social Media and Mental Wellness” and $15M for a three-year federal grant establishing a Center of Excellence to build capacity and incorporate behavioral health care in nursing facilities.
	 Through the Bipartisan Safer Communities Act signed in June 2022, SAMHSA received another $800 million and will fund mental health block grants ($250M); the National Child Traumatic Stress Network ($40M); Project AWARE – Advancing Wellness and Resiliency in Education - to improve trauma services and mental health care in educational settings ($240M); mental health awareness training ($120M); the 988 Suicide & Crisis Lifeline ($150M); and Certified Community Behavioral Health Centers – CCBHCs - ($40M).  
	 With the roll-out of 988, the national mental health emergency number, SAMHSA launched a dedicated office within the Office of the Assistant Secretary.  Funding increased from $24M to $432M, allowing an expansion of call centers and has already shown an improvement in utilization of the Lifeline services as evidenced by answering an additional 152,200 calls, texts, and chats when comparing August 2021 to August 2022. 
	 SAMHSA disseminated 20 Notice of Funding Opportunities (NOFOs) and made awards to further the mission of improving the nation’s behavioral health.  Examples of awards include the Garrett Lee Smith suicide prevention programs; programs for young adults at high risk for psychosis; tribal behavioral health; statewide family and consumer networks; and infant and early childhood mental health programs; and supporting new and/or expanded mobile crisis teams.
	 SAMHSA created reports and advisories, such as the ISMICC’s final report to Congress, an overview the Behavioral Health impacts of Long COVID, and more.
	 In December 2021, a NOFO went out for SAMHSA’s first Harm Reduction Grant.  Of the 450 applications, 25 were awarded grants.
	 Celebrating 30 years, SAMHSA sponsored multiple events for Recovery Month in September 2022, including a mobilized recovery bus traveling through the nation; the Recovery Innovation Challenge with 20 award winners for inspirational work in implementing SAMHSA’s four pillars of recovery (help, home, community, and purpose).  SAMHSA also honored National Children’s Mental Health Awareness Day in May of 2022.
	 Department of Health and Human Services (HHS) Secretary Xavier Becerra began a national tour to strengthen mental health.  Accompanied by Dr. Delphin-Rittmon, the team connected with community provider grantees. 
	Consideration of April 13, 2022, Minutes
	Pamela Foote, Designated Federal Official, ISMICC
	Ms. Foote allowed for a time of questions and comments before entertaining a motion to accept the April 2022 meeting minutes, which were accepted. 
	Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED): 30 Years of Focus
	Anita Everett MD., DFAPA, Director, Center for Mental Health Services (CMHS); Cynthia Kemp MA, LPC, Deputy Director, CMHS
	Dr. Anita Everett thanked Dr. Delphin-Rittmon and Ms. Kemp, noting Dr. Billina Shaw would be the new staff lead for the ISMICC.  Dr. Everett also commented on the mental health field before SAMHSA was authorized in 1992 and the speakers invited to celebrate its 30th anniversary.  She harkened back to the “relatively crude” emergency response services for the 9/11 tragedy and the transformative work of Ms.  Catherine Power.  She also announced Paulo del Vecchio will head the new Office of Recovery.  As the former CMHS director, Mr. del Vecchio played a vital role in improving mental health services in the nation.
	Dr. Everett shared historical highlights and the beginnings of the ISMICC, which grew out of the 21st Century Cures Act (Act).  Notably, the Act elevated the role of the SAMHSA Administrator to an Assistant Secretary role, created the policy laboratory, and created the role and Office of the Chief Medical Officer.  Lastly, Dr. Everett mentioned David Morrissette and his work as the original staff lead for the ISMICC.
	Recently, at HHS headquarters in Washington, D.C., an announcement was made regarding opportunities for more states to participate in the CCBHC demonstration program.  Dr. Everett noted the staunch support from Secretary Becerra and Senator Stabenow from Michigan, and Senator Blunt from Missouri.  With such support, SAMHSA and champions in the field have addressed parity, created Medicaid expansion opportunities, support over 500 CCBHCs, improved school-based mental health services, expanded the Mental Health Block Grant, launched the national 988 Suicide & Crisis Lifeline, and prioritized the implementation of mobile crisis response teams, crisis receiving centers, and urgent care centers. 
	Moving forward, Dr. Everett explained ISMICC is poised to be recertified and will continue to focus on priorities to support social and emotional health, reduce mental health disorders through early intervention, provide quality care in a timely manner, and support nationwide access and recovery.
	Lastly, Ms. Kemp explained the protocol for the convening, including a motion to accept the recommendations forthcoming from the ISMICC working groups.
	Focus Area 1 - Data and Evaluation Working Group Presentation: Implementation of Measurement-Based Care for Mental Health in the Veteran’s Health Administration
	Sandra G. Resnick, Ph.D., Deputy Director, VA Northeast Program Evaluation Center and Director, Measurement-based Care in Mental Health Initiative, Office of Mental Health and Suicide Prevention, Dept. of Veterans Affairs; Professor of Psychiatry, Yale University School of Medicine
	Before beginning her presentation, Dr. Sandra Resnick noted her partners: Eddie Liebmann, Ph.D., Jessica Barber, Ph.D., Ira Katz, M.D., Ph.D.  
	In 2016, the Veterans Health Administration (VHA/VA) was charged with implementing measurement-based care (MBC) across the entire VA continuum.  MBC has three components: 
	 Collect: Veterans complete patient-reported outcome measures (PROMs) routinely and repeatedly throughout care to track progress over time. 
	 Share: Measurement results are discussed with the veteran in a timely manner to ensure a shared understanding.
	 Act: Together, providers and veterans use outcome measures to talk about individualized goals, collaboratively develop treatment plans, assess progress over time, and make joint decisions about changes to the treatment plan.
	In fiscal year 2021 (FY21), the VHA served over six million veterans across the nation, with about 30% (1.8 million) receiving mental health services across the continuum of care.  Without models for MBC, the VHA created a learning infrastructure and implementation process in partnership with volunteer champion sites to assist in local implementation.  For example, based on feedback from champions, very brief simulation videos were created to make the material accessible to busy providers.  They also created an implementation planning guide for organizing implementation and measurement, which is widely available and encourages facilities to engage in team-based implementation planning. 
	During phase two (FY18-20), adjustments were made, and policies and programs were developed to align with new Joint Commission requirements for MBC.  In phase three, a series of field-based workgroups began to bridge the gap between research and practice and expand MBC across the continuum to include program areas such as Post-Traumatic Stress Disorder (PTSD) and specialty care.  The process involved frontline providers creating guidance to aid decision making and, in many ways, transfer ownership of the initiative back to the field and inform national policy development. 
	The VA developed technology as an implementation strategy for collecting and facilitating the use of PROMs in clinical care; however, technology is not needed for implementation. Integrated with the electronic medical record and sponsored by the Office of Mental Health and Suicide Prevention, the range of products include decentralized research projects from centers of excellence across the VA system.
	Data from the first two phases of the initiative show strong, consistent increases until the COVID pandemic, which brought a slight decrease.  The annual national provider survey conducted through the Office of Mental Health and Suicide Prevention and the VAs National Center for Organizational Development revealed provider attitudes and self-reported MBC behaviors are increasing.  Dr. Resnick also shared data on increasing percentages of providers administering any core PROM per quarter across primary outpatient and residential settings. Another benefit of MBC data is patients and providers can see their success visually through graphs, which encourages all parties. 
	In FY23, the VHA will continue to develop new workgroups and partner with all program areas to increase implementation and uptake of MBC across the VA system.
	Focus Area 1 - Data and Evaluation Working Group Report Out and ISMICC Discussion, Deliberation, and Acceptance of Recommendations
	Stewards: Margaret O’Brien, Ph.D., JD, Social Science Analyst, Center for Behavioral Health Statistics and Quality, SAMHSA; Nima Sheth, MD, MPH, Senior Medical Advisor, Office of the Director, CMHS, SAMHSA
	Federal Members
	Non-Federal Members
	Yasmine Brown (Hope Restored Suicide Prevention Project, LLC)
	Kate Bistline (SAMHSA); Joel Dubenitz (ASPE); Jennifer Humensky (NIH); Christopher Jones (CDC); Ira Katz (VA); Edward Liebmann (VA); Kirstin Painter (NIDILRR/ACL); Michael Schoenbaum (NIH); Meena Vythilingam (OASH)
	Jennifer Higgins (CommonWealth GrantWorks)
	The Data and Evaluation Working Group’s purpose was to explore ways of creating an interagency workgroup that focuses on measurement-based care (MBC) and inclusion of relevant quality measures in furtherance of the recommendations below. 
	Priorities, progress, and recommendations are:
	1.1 Improve ongoing interdepartmental coordination under the guidance of the Assistant Secretary for Mental Health and Substance Use (includes HHS divisions and VHA). 
	Progress includes: Working on data related to 1.6-1.8 and establishing an MBC workgroup with the help of the VA.
	Recommendations: Continue to work on 1.6-1.8 and establish workgroups as needed.
	1.6 Use data to improve quality of care and outcomes, (primarily focused on MBC). 
	Progress includes: 
	 Creating a general framework for implementation of MBC in community-based settings based on literature reviews, presentations from federal staff with experience in the field of MBC, discussions on framework development, and developing an outline for a Brief Report on key implementation considerations for community-based settings, with expected completion by the next ISMICC meeting.  [Note: MBC in community-based settings is defined as: “A clinical process that uses standardized, valid, repeated measurements to track a client’s progress over time and to inform treatment, utilizing a shared patient-provider treatment-planning and treatment decision making process.”  Further, MBC may overlap with aspects of, but is not synonymous with, population screening, quality measurement, program monitoring, and program evaluation.]
	 The Brief Report will address multiple concepts, including core components of MBC (population screening, quality measurement, program monitoring, and program evaluation); summary findings (differences in approach, implementation, populations served and the various settings, selection and use of measures, and implementation); and lessons learned. 
	Recommendations: 
	 Finalization of the Brief Report by the next ISMICC meeting
	 Compile additional information on discrete components of MBC implementation in community-based settings
	 Approval of the working MBC description for behavioral health in community-based settings
	1.7 Ensure that quality measurement efforts include mental health.
	Progress includes: 
	 The workgroup has assembled inventories of resources from a wide array of organizations identifying standardized instruments and quality measures potentially suitable for use MBC; however, it is not yet comprehensive and there is duplication across sources.  Organizations include the American Psychiatric Association (APA), the American Psychological Association (APA), the Council of State and Territorial Epidemiologists, Health Resources and Services Administration (HRSA), the Human Services Research Institute, the Joint Commission, the Kennedy Forum, National Institute on Drug Abuse (NIDA), SAMHSA, the University of Pennsylvania, the University of Washington, the VA, and others.
	 Similarly, they assembled resources on quality measures from the National Association for Health Insurance Plans, the Agency for Healthcare, Research and Quality, the American Psychiatric Association, the Association of State Correctional administrators, the HHS Behavioral Health Coordinating Council, the Centers for Medicare and Medicaid Services (CMS), HRSA, the National Committee on Quality Assurance, the National Quality Forum, the Pharmacy Quality Alliance, the Joint Commission, SAMHSA, states, and many others. The working group estimates there are several 100 formal quality measures of greater or lesser quality and usefulness. 
	Recommendations:
	 Continue exploring ways MBC has been integrated into clinical workflows and value-based payments systems by inviting presentations from implementers.
	 Continue to identify, deduplicate, and categorize evidence-based standardized instruments (not quality measures) potentially suitable for use in behavioral health MBC.
	1.8 Improve national linkage of data to improve services.
	Progress includes: 
	• Food and Drug Administration (FDA) and the Centers for Disease Control (CDC) efforts to link the FDA Sentinel data to the CDC as national death index data reveals the work not yet at a point where a public report can be made. However, the working group identified other efforts enabling a broader linkage of various datasets to help improve quality of care and outcomes.  These efforts include AHRQ’s Social Determinants of Health Database, multiple linkages by the CDC’s National Center for Health Statistics, including survey and mortality data; examples of All-Payer Claims Data in different states, as well as planned tools to assist linkages and plans for future linkages over the next few years.
	Recommendation:
	• Continue to follow and gather information on relevant data linkage activities and guidance, including those specific to care coordination across settings.
	Discussion and Motion to Accept Recommendations
	Dr. Delphin-Rittmon opened the call for discussion regarding the working group’s recommendations.  Hearing none, a motion was made to accept the recommendations and seconded.  The recommendations were accepted.
	Focus Area 2 - Access and Engagement Working Group Presentation: 988 and Crisis System Transformation: Updates and Opportunities Stewards: Michelle Cornette, Ph.D., Lead Public Health Advisor, Suicide Prevention Branch, Division of Service and Systems...
	In 2020, suicide was the second leading cause of death for people ages 10 to 14 and 25 to 34 with approximately one death by suicide every 11 minutes, and suicide is becoming more prevalent among younger and younger teens.  Further, from April 2020 to April 2021, over 100,000 people died from drug overdoses. 
	To address these national concerns, 988 was designated as the emergency mental health number in 2020.  A transformation from the National Suicide Prevention Lifeline’s (the Lifeline) 10-digit number, the 988 Suicide & Crisis Lifeline is a confidential service available 24/7 and is accessible through phone call, chat, and text. In 2021, 988 was also designated as the way to access the Veterans Crisis Line by pressing “1” after dialing “988”.  Calls to the Lifeline are not answered by staff at a centralized Lifeline office; instead, callers are connected to a local crisis call center based on their area code.  If the caller is deemed to be waiting too long, the person is routed to a national backup center to ensure their call, chat, or text is answered in a timely way.
	Evaluation demonstrates individuals who contact the Lifeline become less depressed, less suicidal, less overwhelmed, and experience more hopefulness following their Lifeline contacts. Specifically: 
	• Seriously suicidal persons call (23%), chat (60%), or text the Lifeline.
	• Caller’s intent to die is significantly reduced during the call (Gould et al., 2007).
	• Counselors are able to resolve calls without additional intervention on over 75% of imminent risk calls (Gould et al., 2016), which accounts for one percent of the calls.  This means for most individuals contacting the Lifeline, the call, chat, or text itself is the intervention and may involve referrals, etc.
	• Lifeline center counselors were more likely to inquire about current suicidal ideation, recent ideation, and past attempts, and callers were more likely to experience reduced distress (Ramchand et al., 2017).
	• Follow up calls by Lifeline centers to suicidal callers are experienced by 90% of callers as helping keep them safe and not kill themselves (Gould et al, 2018).
	• Suicidality reduced among 50% of those accessing chat (Gould et al, 2021).
	• “Third-party callers” calling the Lifeline when they are worried about someone deemed to be at imminent risk are provided a range of interventions which can supplement, and at times replace, calling 911 (Gould et al., 2021).
	SAMHSA released 988 funding opportunities directly to the states to be used for crisis response. Grantees were responsible for turning in planning grants to the Lifeline administrator, with the official transition to 988 occurring on July 16, 2022. 
	As for funding, the Lifeline’s budget increased from $7M to $24M, with most of it going to Vibrant, the administrator of the Lifeline, and stipends going to most of the centers.  Funding for FY22 and FY23 grew to $282M to aid in the transition from the Lifeline to 988; $177M designated for network expansion, workforce, and infrastructure and $105M to increase staffing at local crisis centers across the nation.  SAMHSA received an additional $150M through the Safer Communities Act and, in FY23, the president's proposed budget for 988 is $700M.
	The vision for 988 is to not only respond to crisis calls, texts, and chats at all times, but also have a robust system providing crisis care anywhere in the country.  SAMHSA’s behavioral health crisis guidelines characterize these goals as “someone to talk to, someone to respond, and a safe place for help”.  Specifically, the goals are for 90% of Lifeline to be answered in-state by 2023; over 80% of those contacting 988 will have access to rapid mobile crisis response by 2025; and over 80% will access to community-based crisis care by 2027.
	Over the past year, SAMHSA’s 988 and Behavioral Health Crisis Coordinating Office  
	created implementation guidance, or “playbooks”, for states, territories, and tribes, crisis contact centers, behavioral health providers, public safety answering points, and others to work towards implementing the vision of an integrated crisis system for all Americans.  Created through government and private partnerships, the playbooks are available at SAMHSA.gov and at NASMHPD.org.  The new office is also focused on coordinated and aligned communication about 988.  SAMHSA encourages partners to build on its messaging to meet local needs and to use and disseminate the many resources available, including the 988 webpage and the 988 Partner Toolkit.
	Focus Area 2 - Access and Engagement Working Group Report Out and ISMICC Discussion, Deliberation, and Acceptance of Recommendations
	Stewards: CDR David Barry, Psy.D., Chief, Community Support Programs Branch, Division of Service and Systems Improvement, CMHS, SAMHSA; Michelle Cornette, Ph.D., Lead Public Health Advisor, Suicide Prevention Branch, Division of Service and Systems Improvement, CMHS, SAMHSA
	Federal Members 
	Non-Federal Members
	Jenny Vidas, Ph.D., Community Support Programs Branch, SAMHSA; Kareem Thomas, Veterans Crisis Line, VHA; Elizabeth Sweet, Child, Adolescent, & Family Branch, SAMHSA; Mohammed Soliman, MA, Ed.S., Dept. of Education; Christopher Bersani, Psy.D., HRSA; Kate Elkins, MPH, CPH, NRP, CHES, Office of Emergency Medical Services/ Department of Transportation (OEMS/DOT); Emily Hassey, MPH, CHES. SAMHSA (Child, Adolescent & Family Branch); Stephen O'Connor, Ph.D., National Institute of Mental Health (NIMH); Michelle Oswald, CCSQ/ Centers for Medicare and Medicaid Services (CMS); Lauren Ramos, HRSA; Division of Maternal and Child Health Workforce Development
	Hon. Rhathelia Stroud, J.D., DeKalb County Misdemeanor Mental Health Court and City of Decatur Municipal Court; Winnie Sprague, CNS, DNP, Children’s Advantage; David Covington, LPC, MBA, RI International (Recovery Innovations); Brian Hepburn, MD, National Association of State Mental Health Program Directors (NASMHPD)
	Priorities, progress, and recommendations are:
	2.1. Continue to build upon the significant investments made in bolstering the operations, capacity, and quality of behavioral health crisis service provision throughout the U.S. 
	• Continue to make financial investments in behavioral health crisis services and structure.
	• Continue to work toward 988 implementation and transformation of the behavioral health crisis services continuum, with particular attention to meeting the needs of adults, adolescents, and children; ensuring standardization of care across the network; development and implementation of clinical standards and standardized training; growing and training a robust, competent workforce; and coordination with 911 Public Safety Answering Points. 
	• Continue to incentivize states and communities to support and sustain adequate crisis care systems.
	Progress includes: [See notes on the 988 presentation.]
	2.2 Building upon recent investments in momentum, continuing to take steps to grow and transform the continuum through partnerships at the federal state and local levels. 
	• Prioritize the increase of mobile crisis services, as well as crisis stabilization units and other types of crisis respite.
	• Ensure all needs of adolescents, adults, and children in crisis are being met.
	• Continue to work towards standardization of services nationally.
	• Continue to prioritize principles of least restrictive intervention.
	Progress includes: The Cooperative Agreements for Innovative Community Crisis Response Partnerships grant program, first of its kind at SAMHSA, is focused on the creation or enhancement of existing mobile crisis teams to divert adults, children, and youth experiencing a mental health crisis from law enforcement in high-need communities. Awarded in September 2022, the program was open to myriad types of organizations. Twelve grantees received $750,000 each to build their programs over four years for a total funding of $9M million.
	Recommendation: Continue to work on 1.6-1.8 and establish workgroups as needed.
	2.8 Maximize the capacity of the behavioral health workforce.  Through federal interdepartmental planning, find ways to increase the capacity of the behavioral health workforce to meet the needs of people with SMI and SED and their families. [Note: Bolded sub-categories indicate an area of focus for this working group over the past six months.]
	a. Include coverage of peer and family support specialists in federal health benefit programs.
	b. Incentivize providers to obtain education and continuing education on evidence-based treatments and team-based care models.
	c. Provide tuition reimbursement to encourage mental health professionals in roles where there are severe shortages, such as child psychiatry and in underserved populations.
	d. Remove exclusions disallowing payment to certain qualified mental health professionals (marriage and family therapists, licensed professional counselors), within Medicare and other federal health benefit programs (CMS proposal).
	e. Remove reimbursement and administrative burdens associated with psychiatric care within Medicare, Medicaid, and other federal health benefit programs (CMS proposal).
	f. Explore how to fully implement integrated team models that are the most effective in addressing the needs of people with SMI and SED.
	g. Enable health care providers to practice to the full extent of their education and training. For example, remove barriers that prevent advanced practice registered nurses from prescribing medication.
	h. Develop a workforce that is representative of the populations served (including racial and ethnic minorities, people in rural areas, and populations facing health disparities such as lesbian, gay, bisexual, or transgender individuals) and able to provide services in a culturally competent manner.
	i. Develop standards for network adequacy in health plans and identify and implement processes to monitor access to services and adherence to established standards.
	Progress includes: 
	• Regarding 2.8.a, the group focused on further identification of the barriers and facilitators contributing to coverage of peer and family support specialists, including:
	o Peer support specialists lack a national certification process and are not recognized from one state to another.  In collaboration with the Florida Certification Board, Mental Health America developed a national peer credentialing program designed to recognize peers who meet the minimum requirements of three hours of experience and state-level credentialing requirements.  The process will improve general requirements nationally, enhance expectations, improve mobility of the workers, and increase retention. 
	o The national average salary for state certified peer specialists is about $38,000.  Currently, when not grant funded, these positions are reimbursed via state amendments, medical waivers, and state health plans.  SAMHSA currently requires peer specialists to be part of CCBHCs and other programs. Continuing to promote their inclusion in other programs would be beneficial. 
	o Expand on Medicaid reimbursement.
	• Regarding 2.8.g, the group is focused on providers being able to practice across state lines, which would increase access in general, and especially in underserved areas.  Notably, interstate compacts are on the rise such as PSYPACT for clinical psychologists, which is supported by 33 states currently.  Other compacts for social work and counseling are in various stages of development and are supported by the National Center for Interstate Compacts, Council of State Governments, and the BHCC Workforce Committee.
	Recommendations: The working group has not yet prioritized the nine recommendations and asks for feedback if specific focus is wanted.  Further, the recommendations in 2.8 do not address post-COVID issues like retention.  Currently, the group recommends:
	• Interjurisdictional licensure pacts
	• Expanded use of peer support professionals
	• Focus on increase of Medicaid/ Medicare reimbursement for peer and family support specialist services and programs
	• Recruitment and retention across the field
	• Access to evidence-based practices, learning collaboratives, and learning healthcare systems like the Early Psychosis Intervention Network (EPINET)
	The group also asked ISMICC for input on adding older adults to the focus populations and they question adding EMS collaboration to the workforce goal.
	2.9 Support family members and caregivers. Develop and disseminate programs for non-professional caregivers of children with SED and adults with SMI.  Programming should be like existing programming for caregivers of people with intellectual disabilities, people with developmental disabilities, and older adults.  Include caregiver respite, family consultation, system navigation, caregiver training, and family psychoeducation.  Provide technical assistance and financial support for education programs by and for families and other caregivers.
	Progress: The working group identified and discussed how effective family and caregiver involvement can be undermined by issues relating to Health Insurance Portability and Accountability Act (HIPAA).  These issues elicit strong feelings from family advocates who feel stonewalled and providers who fear reprisals for breaking the law.
	Recommendations: The working group asks the ISMICC for guidance on addressing increased proliferation and dissemination of HIPAA information to families, caregivers, and providers.  The group currently proposes:
	• Development of communications campaign that includes the dissemination of information accessible to consumers and providers. Such a campaign would require:
	o Cross collaboration with HHS offices of communication to include the Office of Civil Rights
	o Develop a HIPAA.gov site, much like opioids.gov and HIV.gov
	o May require funding or a sponsor organization
	Discussion and Motion to Accept Recommendations
	Dr. Delphin-Rittmon opened the call for discussion.  ISMICC members encouraged the group to prioritize the recommendations on peer support specialists, including Medicaid/Medicare reimbursements, family access around HIPPA, the inclusion of older adults, and strengthening the EMS collaboration because many communities include EMS as a part of their mobile crisis teams.
	Seeing no further comments, Dr. Delphin-Rittmon called for a motion to approve the recommendations.  Motion was made and seconded. The recommendations were approved.
	Focus Area 3 -Treatment and Recovery Working Group Presentation: Individual Placement and Support (IPS) Supported Employment – State and Federal Policy Issues
	Richard A. Davis, MSW, Senior Policy Advisor, Workforce Systems Policy Team Office of Disability Employment Policy, U.S. Department of Labor 
	Dr. Richard Davis began with a brief history of initiatives from the Office of Disability and Employment Policy (ODEP).  From 2012 to 2018, ODEP provided the Employment First State Leadership Mentoring Program. The program focused on serving those with intellectual and developmental disabilities (IDD) and helped states make employment a priority by aligning and coordinating services for people with IDD and helping them earn minimum wage or higher in a naturally integrated setting. 
	The Advancing State Policy Integration for Recovery and Employment (ASPIRE) “promotes Competitive Integrated Employment (CIE) for individuals with mental health and co-occurring substance use disorders by expanding evidence-based supported employment services, especially Individual Placement and Support (IPS), through alignment of state policy, programs, and funding infrastructures and systems,” explained Dr. Davis.
	In the first round of ASPIRE, Florida, Indiana, Iowa, Oklahoma, Minnesota, Virginia, and Wisconsin participated.  Each state clarified its unique set of contracts, options, relationships, and agreements among mental or behavioral health, vocational rehabilitation, and Medicaid authorities.  Each state also extensively studied IPS tasks, funding sources, and relevant authorities to develop a funding sources crosswalk (FSC) and identified state-specific funding sources for each part of IPS.  Further, each state worked to expand IPS capacity, recruiting new IPS trainers and providers.
	ASPIRE issue briefs include:
	1. The American Rescue Plan: Focus on Funding Related to Mental and Public Health
	2. State-Level Barriers and Facilitators to IPS Implementation
	3. Measuring Access to IPS and Employment Outcomes for Historically Underserved Groups
	4. Extending IPS Supported Employment to People Outside the Mental Health System, (those with substance use disorder, those experiencing homelessness, and re-entry and transition-age youth populations).
	5. IPS in Rural Communities
	6. Employment and Education Services for Young Adults with Mental Health Conditions
	Because of the ISMICC’s goal of improving federal interagency coordination and collaboration, 
	ASPIRE also has a technical working group comprised of federal and non-federal liaisons to inform other agencies about ASPIRE; learn what other agencies are doing around employment for people with mental health conditions; and development better coordination and learning opportunities. The non-federal liaisons are Stephen Wooderson, M.S., Council of State Administrators of Vocational Rehabilitation; Amanda Winters, M.A., National Governors Association; Peggy Swarbrick, Ph.D., Associate Director of the Center of Alcohol and Substance Use Studies, Rutgers University; Monica Porter, J.D., Bazelon Center for Mental Health Law; Debbie Plotnick, M.S.S., M.L.S.P., Mental Health America; Lisa Dixon, M.D., M.P.H., Independent Consultant David Shern, Ph.D., Independent Consultant; Brian Hepburn, MD, NASMHPD; Annette Shea, MEd, Independent Consultant; and George Brice, M.S.W, Program Development Specialist, Collaborative Support Programs of New Jersey, Inc.
	A Brief Overview of Supported Employment in VHA
	Sandra G. Resnick, Ph.D., Deputy Director, VA Northeast Program Evaluation Center and Director, MBC in MH Initiative, Office of Mental Health and Suicide Prevention, Dept. of Veterans Affairs; Professor of Psychiatry, Yale University School of Medicine 
	Since 2003, Dr. Sandra Resnick has been overseeing the program evaluation and data monitoring of the VA’s vocational rehabilitation programs, which is also when Congress passed legislation allowing supported employment to be implemented in the VA.  Supported employment and transitional work are required by policy at all VA medical centers.  Other services are encouraged but not required and include community-based employment services, supported self-employment, supported education, and vocational assistance.  The VA follows the IPS model of supported employment through two high-level performance measures emphasizing the importance of supported employment for veterans with psychotic disorders.
	Historically, only face to face supported employment services were counted.  However, the pandemic resulted in an increase of telehealth and telephone visits, so now the full range of services are closely monitored, and services have returned to pre-COVID levels of delivery. Because of an overlap in coding, supported employment services are no longer separated in the count. 
	In FY21, over 11,000 veterans participated, (at least two visits in supported employment or community-based employment services); 5,000 veterans participated in-person and 2,500 participated in community-based supported employment services. Further, 2,000 veterans completed and submitted supported employment forms revealing about 35% were employed at program completion with an average wage of about $17.50 over 36 hours per week.
	VA also supports research and demonstration projects in supported employment.  For almost two decades, the VA has conducted multi-site studies revealing the efficacy of supported employment with veterans with PTSD and spinal cord injury.  Other research underway includes adaptations to supported employment for veterans with polytrauma and traumatic brain injury; implementation studies; the use of motivational interviewing to enhance entry into supported employment; cognitive behavioral therapy to improve work outcomes in supported employment; and collaboration with the Veterans Benefits Administration to consider additional benefit protections.  Further, in FY22, the VHA’s Vocational Rehabilitation Program began a multi-year expansion to embed supported employment specialists into substance use disorder specialty care. 
	Individual Placement and Support
	Robert Drake, MD, Ph.D., Vice President, Westat; Professor, Columbia University; Vagelos College of Physicians and Surgeons
	Dr. Robert Drake explained there is a very high rate (80-90%) of unemployment among people who have serious mental disorders.  Though over 60% of them want to work, they instead receive clinical services, day treatment skills, training, sheltered work, etc.  However, IPS provides a model of supported employment tailored specifically for people with SMI.  In this “place then train” model, people are helped to find a job aligned with their interests as rapidly as possible and then provided the training and supports they need on the job to be successful. 
	Supported employment is simple, direct, inexpensive, and effective.  Dr. Drake shared a powerful example of a young man with first episode psychosis (FEP), who did not finish high school nor ever worked.  He was placed then trained at a veterinary clinic because of his skill in caring for his own dog, the young man was working full time and planning on a career in the veterinary field just one year later. 
	The fundamental principles of IPS are:
	 Supported employment is open to anyone who wants to work; people are not screened out.
	 The focus is on competitive employment.
	 A rapid job search is conducted, instead of extensive screening or training.
	 Targeted job development is based on the individual's interests and preferences.
	 Clients are provided individualized, long-term supports of typically one year followed by transition to being independent.
	 Vocational services are always integrated with treatment services. 
	 Individuals receive professional benefits counseling to understand how working 20 to 40 hours might affect their other benefits.
	More than 30 randomized controlled trials reveal IPS helps people get and keep a job with higher wages and increases job satisfaction.  Further, in 10 U.S. trials, about 68% of people are successful vocationally, which is two or three times greater than the control groups.  Notably, clients experience increased self-esteem, financial security, improved quality of community life, fewer mental health crises, and a decrease in emergency room visits, hospitalizations, and health care costs.  Dr. Drake noted agencies benefitting financially (hospitals and emergency rooms) are not the same agencies providing supported employment services, which needs to be addressed at the federal level.
	Even though IPS costs only $5,000 for one year of intervention and follow up studies at five, 10, and 15 years reveal people are still employed, only about 2% of the people in community mental health centers have access to IPS.  This is due to complicated funding requiring funding from several sources and highlights the importance of ASPIRE, which teaches states and local providers to maximize use of Medicaid and vocational rehabilitation funds and state block grants.  Yet, the VA system and national health care systems in several other countries avert this issue by paying for IPS services as a mental health service.  Solutions to the funding dilemma are to simplify it and increase interagency collaboration; increase the work in learning communities; and develop better relationships with employers to create recover-friendly workplaces.
	In closing, Dr. Drake stated though he used to see employment as a peripheral service others provide, he now views it as the most important service offered because so many people recover in the context of employment. 
	Stewards: Doug Slothouber, MA, MSW, Chief, Eastern States, Division of State and Community Systems Development, CMHS, SAMHSA; Nancy Kelly, MS, Ed, Chief, Mental Health Promotions Branch, Division of Prevention, Traumatic Stress and Special Programs, CMHS, SAMHSA
	Progress Summary: 
	 Met in June, July, and September 2022 to work on implementation of approved recommendations
	 Moved forward with identifying and making connections around active federal efforts on supported employment/IPS and opportunities for collaboration/coordination
	 Made contacts regarding the peer workforce but did not identify opportunities for collaboration
	 Identified opportunities for collaboration around FEP coordinated specialty care but did not advance the issue.
	 Reviewed federal efforts to integrate implementation science into program and technical assistance (TA) activity but determining the approach is currently best suited to use by individual Operating Divisions
	 Contacted the Data and Evaluation working group around coordination on measurement base care efforts
	 Reviewed and offered feedback on the ISMICC 2022 Supplemental Report
	Priorities, progress, and recommendations are:
	3.1: Maximize integration of peers; increase emphasis on employment supports; support 988/crisis continuum efforts
	Progress: 
	 The group identified supported employment, specifically IPS, as an underutilized evidence-based practice worthy of widespread dissemination and coordination through the ISMICC.
	 Relevant supported employment/IPS program activity was identified at Department of Labor (DOL), the VA, and SAMHSA.
	 Richard Davis at DOL has taken the lead, and opportunities for coordination and promotion are being actively explored and pursued.
	 Stewards met with the ISMICC Access working group stewards to discuss overlap and potential for shared activity around peer integration; they agreed to stay in contact on developments in this area.
	3.3: Expand Coordinated Specialty Care (CSC)/FEP presence, explore issues around insurance coverage, adapt relevant elements across lifespan.
	Progress:
	• The group identified the federal Promising and Effective Practices Network (PEPNET) working group whose goal is to support FEP/CSC expansion and contacted SAMHSA staff developing an overview of FEP/ESMI activity in all states.
	• The group invited participation by the Department of Education and was joined by Yolanda Lusane.
	• The group explored seeking CMS participation to address CSC/FEP financing until discovering the existing PEPNET group.
	3.6: Explore collaboration with HUD to expand access to support housing.
	Progress:
	 There was consensus that this met the workgroup’s criteria as an underutilized evidence-based practice with significant potential for expansion.
	 The group explored HUD participation but was not successful at identifying feasible follow-up steps at the time.
	3.10: Reimagine to focus on the use of implementation science to translate proven models to widespread practice
	Progress:
	 Stewards met with SAMHSA’s Policy Laboratory to discuss possible collaboration but did not identify near-term opportunities.
	• On June 13, 2022, Nima Sheth presented to the group on a CMHS pilot project in collaboration with NIMH to match researchers with CCBHCs to use implementation science in support of the adoption of evidence-based practices. 
	• On June 13, 2022, Dr. Resnick presented on the use implementation science at VA facilities.
	• After discussion, a path for transference or collaboration was not identified and the group decided that current efforts are best suited to explored within individual Operating Divisions.
	• The ISMICC accepted the recommendations of the working group with the following recommendation:
	o Provide attention to rural and urban, as well as ethnic and cultural issues and ensure that they are addressed.
	Recommendations:
	• Seek participation from HUD and build collaboration around supported housing
	o Prominent national issue
	o Competitive HUD funding of $2.8B announced in August 2022 to homeless services organizations across the country for supportive services and housing programs
	o Opportunity to leverage existing partnerships through USICH
	• Collaborate with ED, DOJ, and others on early SMI/FEP programs and initiatives.
	o Continue to explore opportunities to raise awareness of early SMI and build connections through ED.
	o Continue to explore possibilities to expand financing and sustainability through PEPNET.
	o Explore potential DOJ collaboration around diversion/linkage to early SMI/FEP programs.
	o Continue to build upon efforts around expanding implementation of supported employment/IPS.
	Motion to accept recommendations
	Dr. Delphin-Rittmon opened the call for discussion. 
	 Jennifer Higgins noted the hub and spoke model in the early years of psychiatry when the doctor was the hub and employment was regarded as therapeutic. 
	 Cory Minor-Smith, with HUD, expressed willingness to work with the group and highlighted HUD’s recent NOFO for the continuum of care especially for rural areas and its extended deadline of November 10, 2022. 
	 Dr. Brian Hepburn and Judge Stroud expressed wholehearted support of the recommendations.  Judge Stroud also asked Dr. Drake to share the 10 US IPS trial locations.
	 Dr. Delphin-Rittmon stated the IPS presentation completely aligns with SAMHSA’s definition of recovery addressing health, home, community, and purpose. 
	 Megan Whitaker noted ED recently awarded $177M to help states move toward CIE, a shared goal among agencies.  She also supports collaboration, adding that families, teachers, and administrators report a lack of resources within schools and lack of access to community-based services for students in crisis.
	 Dr. Everett noted the National Policy Academy convened to support state teams in building programs supporting the payment models for IPS.  Further, SAMHSA is modifying some of the CCBHC requirements to incorporate elements of IPS and supported housing.
	After discussion, motion was made and seconded to accept the recommendations.
	Focus Area 4 – Criminal Justice Working Group Presentation: Ending the Criminalization of Mental Illness: The Miami Model
	Judge Steve Leifman, Associate Administrative Judge Miami-Dade County Court, 11th Judicial Circuit of Florida
	Judge Steve Leifman explained the Miami Dade County jail is the largest psychiatric facility in Florida.  This jail alone serves as many people with mental illnesses as the entire state serves, with about 56% (2,400 people) of the jail population identified as having mental health treatment needs. At a cost to the county of $636,000 a day to warehouse this population, the yearly expenditure is about $232M.  In contrast, the state spends about $47.3M to serve 34,000 people, leaving 70,000 without services in both Dade and Monroe counties. 
	To identify the highest utilizers of services, they partnered with a university and sent 3,300 individuals to participate in a study, which found 97 people, primarily men diagnosed with schizoaffective disorder or schizophrenia, were arrested 2,200 times over five years at a cost of about $19M.  Looking at the same individuals since 1985, researchers found they were arrested 4,210 times, spent 97,438 days in jail, and 92% were homeless. 
	As for the nation, since 1980, the number of incarcerated people in the U.S. has increased by about 500% and the length of sentences has increased by about 166 percent.  Pre-pandemic, one out of every 115 adults were incarcerated and one in 38 were under correctional supervision.  Further, people with mental illness are 10 times more likely to be incarcerated than hospitalized and, out of two million incidents annually, 1.5 million people with SMI are arrested each year.  These statistics cost the U.S. about one trillion dollars annually, with states spending more on criminal justice and competency hearings than on treatment.
	In 2000, a two-day event was held to explore the intersection between the community mental health system and criminal justice system, leading to the finding that the county was “embarrassing and dysfunctional,” per Judge Leifman.  To course correct, the county took a three-part approach.  The first effort was implementing a Crisis Intervention Teams (CIT) program through training of 8,000 officers across all 36 police departments and initiating a pre-arrest diversion program. Extremely successful, the program has  resulted in only 198 arrests out of 105,268,000 mental health calls and $96M in savings thus far.
	The training also highlighted 15-35% of officers in most departments have severe PTSD and more officers die by suicide than in the line of duty.  As a result of helping officers find treatment, the number of shootings in Miami Dade fell drastically after five years of training from 90 police-involved shootings to 30, with another drop in the most recent five years to 14 or 15 shootings.
	In addition to the pre-arrest diversion program, the county instituted a post-arrest diversion program to ensure those with misdemeanors and most nonviolent felons receive treatment, reducing the recidivism rate from 75% to 25%.  Since changing the screening tool and developing an “inreach” program in the jail, the system immediately identifies people who have an indication of SMI and schedules them with a psychiatrist within 24 hours.  If they meet the criteria, the doctor files a petition for civil commitment and the individual is transported from the jail to a crisis stabilization facility within three days.  Their case is then set for two weeks out and during that time the individual meets with a peer recovery specialist and is provided all the essentials for recovery, including food, clothes, and more. 
	Because of the success of the post-arrest diversion program, the county invested $43.1M and the state leases them a facility (181,000 sq. ft. and seven stories) for one dollar annually for 99 years.  With renovations almost complete, they hope to open its doors within six months and offer an inviting and warm place for people to recover.  With a unique focus on services for the most acutely ill, the program will offer a culinary employment program, primary, dental, vision, and podiatry clinics.  Further, a courtroom will be housed within the building and 200 beds will be available for housing.  A predictive, analytic case management system for this population is being piloted.
	Lastly, trauma plays a significant role in the lives of those intersecting with criminal justice. Because 92% of the women and 75% of men in jails and prisons with SMI have horrific stories of trauma, he hopes to reach children who are at high-risk for incarceration before they become justice involved. 
	Focus Area 4 - Criminal Justice Working Group Report Out and ISMICC Discussion, Deliberation, and Acceptance of Recommendations
	Stewards: Karen Gentile, LCSW-C, JD, Senior Public Health Advisor, Office of the Director, CMHS, SAMHSA; Maia Banks, MS, Chief, Homeless Programs Branch, Division of Service and Systems Improvement, CMHS, SAMHSA
	Federal Members: 
	Non-Federal Members: 
	Maria Fryer (BJA), Mariel Lifshitz (BJA), Cornelia Sigworth (BJA), Sarah Russo (DOJ/CRT), Dia Boutwell (BOP), Jhamirah Howard (ASPE), Nancy Kirshner (CMS), Marian “Taffy” McCoy (SSA), Michelle Keeney (DHS/USSS), Katharine Stewart (VA), Roxanne Castaneda (SAMHSA), Jon Berg (SAMHSA), Joseph Bullock (SAMHSA), Leah Compton (SAMHSA)
	Judge Rhathelia Stroud (Dekalb County, GA), Judge Steve Leifman (Miami Dade, Florida), Ron Bruno (CIT International), Katherine Warburton (California Department of State Hospitals), Trinidad Arguello, Compostela Community and Family Cultural Institute), Pete Earley (Author)*
	In April, ISMICC accepted the working group’s recommendations to:
	 Continue determining which 2017 recommendations to retain, revise or retire and to draft revisions
	 Prioritize recommendations
	 Develop a plan for work until ISMICC sunsets in March 2023
	Progress summary:
	 Embedded ISMICC’s key priorities set in December 2021
	 Revised every recommendation and consolidated two of them
	 Moved the placement of one recommendation
	 Added a preamble to provide context
	 Added footnotes
	 Added Preamble to provide context
	 Major points of preamble
	o Statement on the significance of issue
	o Examples of challenges that people with SMI, SED and Co-Occurring Disorders (COD) face when involved in the Criminal Justice  and Juvenile Justice systems
	o The recommendations support the use of diversion at all points of the Sequential Intercept Model
	o Support the use of trauma-informed, accessible, culturally, and linguistically competent, and developmentally appropriate treatment and recovery services for adults and youth
	o Layout of the recommendations
	4.1 Foundational recommendation - Revised language: Support interventions to correspond to all stages of justice involvement. Consider all points in the Sequential Intercept Model (SIM). Provide funding opportunities for communities to map their systems, develop programs and services, and promote diversion of adults with SMI, youth with SED and those with COD along the continuum of the SIM.  Pay particular attention to increasing the availability of a workforce of a sufficient number that reflects the demographics of the communities served and that has a sufficient capacity to provide trauma-informed, accessible, culturally, and linguistically competent, developmentally appropriate services.  Focus also on the enhanced utilization of technology to share data to drive decision making and facilitate continuity of care.
	Summary of Revisions:
	 Removed the mention of 0 (Zero) intercept to emphasize all intercepts
	 Added importance of the workforce
	 Added utilization of technology to share data
	4.2 (formerly 4.9) Leveraging legislation – Revised language: Monitor federal legislation relevant to those with SMI, SED, or COD at risk for, involved in, or released from the criminal and juvenile justice systems in order to identify opportunities for innovative or improved federal activities and interagency coordination. Particular attention should be given to analysis of the Bipartisan Safer Communities Act, the Mentally Ill Offender Treatment and Crime Reduction Act and the 21st Century Cures Act.
	Summary of Revisions:
	 Moved from the last recommendation to the 2nd to place overarching recommendations together at the top
	 Changed recommendation from focusing merely on a few specific pieces of legislation to all relevant legislation
	 Emphasized the purpose of the legislation monitoring to be to identify opportunities for innovation or improvement and interagency coordination
	4.3 (formerly 4.2 and 4.3) Diversion - Revised language: Enhance diversion and crisis mental health services to divert people with SMI, SED and 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. Community-based mental health services must be in place to address the crisis needs of people with SMI, SED, and COD in order to divert them from the justice system.  Specific diversion programming focused on the SMI, SED and COD population should also be supported and enhanced. Sustaining a comprehensive and interoperable crisis response system must be addressed through interdepartmental collaboration.  When appropriate, crises among people with SMI, SED and COD should be resolved without involving law enforcement.  When the crisis system fails to divert, or the acuity level of a situation warrants, law enforcement along with behavioral health specialist co-responders and other first responders, should be prepared to respond safely and effectively to people with SMI, SED, and COD.  All first responder staff should be aware of the symptoms and be able to identify people with SMI, SED, and COD.  They should have training to de-escalate mental health crisis situations.  Ensure that mid-level officers and training cadre such as Field Training Officers and In-Service Training Officers coordinate with behavioral health professionals in the field.  The training cadre can maintain planned training and information for patrol divisions and responding officers within every community regarding SMI, SED, and COD.  To facilitate diversion and continuity of care, there must be collaboration to include information sharing and referrals between providers offering community behavioral health and wrap around services and first responder personnel.
	Summary of Revisions
	 Consolidated 2017 Rec’s 4.2 and 4.3 into one revised recommendation that addresses diversion
	 Changed focus from early diversion to diversion throughout the intercepts
	 Emphasized the need for interoperability and collaboration with law enforcement to ensure readiness to appropriately handle cases involving people with SMI, SED and COD.
	4.4 Competency to Stand Trial – Revised language: 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. Develop federal guidelines and work with states to ensure both diversion and reduced wait time in the competency evaluation and restoration processes.  When competency evaluation is deemed necessary, use jail/detention diversion options whenever possible instead of holding people in jails or detention to await competency evaluations.  Support the use of tools to develop evidence-based strategies for reducing forensic bed waitlists.  Give consideration to pre-arrest, post-arrest, and post-competency phases.
	Summary of Revisions:
	 Placed greater emphasis on diversion from CST system
	 Added juvenile justice/youth language
	 Revised to state that working group recommends that CST should be reserved for those accused of committing low-level and non-violent offenses
	4.5 Problem Solving Dockets – Revised language: Develop and sustain problem solving court dockets in federal civilian, state, and local courts for people with SMI, SED or COD. This includes support of problem-solving court models at local and federal levels, problem solving court dockets, and probationary units with specialized caseload capacity and training to work with people with SME, SED and COD.  Examples include mental health courts, accountability courts, veterans’ courts, and juvenile and family drug treatment courts.  Support the development and dissemination of state guidelines for problem solving courts within states. Through coordination between federal departments and state and local agencies, community-based services for people with SMI and SED should support diversion programs.  Federal funding should incentivize states to adopt and expand wraparound services such as case management; Forensic Assertive Community Treatment (FACT); cognitive skills training; and peer, family, and youth mentoring programs so courts and probation systems can connect people with SMI and SED to effective services.
	Summary of Revisions
	 Modernized terminology by replacing “therapeutic justice dockets” to “problem solving dockets”
	 Added the support of state guidelines
	4.6 Universal Screening – Revised language: Encourage the use of universal screening for mental illnesses, substance use disorders, and other behavioral health needs of every person booked into jail, juvenile detention facilities and diversionary community services and provide assessment, treatment and referrals when warranted. Use evidence-based screening tools to screen for SMI, SED, co-occurring substance use disorders, cognitive disabilities, and suicide risk when the person is booked, and later if indicated.  When people screen “positive” for mental illnesses or substance use disorders, conduct a comprehensive assessment of mental and substance use disorder treatment needs, in accordance with procedures developed in the Stepping Up Initiative.  Establish procedures for serving people identified through the screening process, including immediate crisis response for those with a high risk of suicide, diversion services to behavioral health services for lower severity offenses, and adequate jail- or detention-based behavioral health services for those who remain incarcerated.
	Summary of Revisions:
	 Addition of juvenile justice/youth language
	 Added treatment and referrals when warranted
	 Mentioned the Stepping Up Initiative
	4.7 Restrictive Housing, Seclusion and Restraint – Revised language: Except in cases where confinement in the general population poses a significant danger to self or others, strictly limit the use of unnecessary solitary confinement, seclusion, restraint, or other forms of restrictive housing for people with SMI, SED or COD in federal, state and local jails, prisons and juvenile detention facilities. Develop and implement a plan to reduce such restrictive housing that includes the use of comprehensive dangerousness assessments and the implementation of mental and substance use disorder treatment services to alleviate symptoms and, when appropriate, to help prepare people to reenter communities.
	Summary of Revisions:
	 Added the clause “except in case where confinement in the general population poses a significant danger”
	 Added juvenile justice/youth language
	 Added the use of comprehensive dangerousness assessments
	4.8 Offender Re-entry – Revised language: Reduce barriers that impede immediate access to treatment and recovery services upon release from adult and juvenile correctional facilities. Criminal and juvenile charges that are related to symptoms of SMI, SED and COD should not impede a person’s ability to get housing, education, and employment.  Ensure that re-entry services are developmentally appropriate for youth and young adults.  Work at the federal level on relevant policy changes and efforts to help states to adopt and implement policies that enable access to benefits pre-release (such as Medicaid, Supplemental Security Income, and Social Security Disability Income) or, at the latest, immediately upon release from correctional facilities, including services such as supported employment.  Encourage states to suspend, rather than terminate, Medicaid eligibility for adults and to suspend access to disability benefits for people who are incarcerated less than 18 months.  Individuals who are on parole, probation, or have been released to the community pending trial (including those under pre-trial supervision) are not considered inmates of a public institution, and thus are not subject to the prohibition on providing and paying for Medicaid covered services to inmates.  If they are otherwise eligible for Medicaid, federal financial participation (FFP) is available for covered services provided to such individuals outside of a carceral setting.  Support forgiveness of criminal charges, including felonies, and actions related to symptoms of SMI, SED and COD.  Additionally, support continuity of psychopharmacology through consistently up-to-date and well-stocked formularies in facilities and the supply of an adequate amount of prescribed psychotropic medication upon release.
	Summary of Revisions:
	• Added language about developmentally appropriate services and juvenile justice/youth language
	• Revised the language about public benefits for up-to-date accuracy
	Progress and prioritization:
	• Initial discussions led to the following prioritization:
	o 4.3 – Diversion
	o 4.4 – Competency to Stand Trial
	o 4.6 – Universal screening
	o 4.8 – Re-entry
	o 4.5 – Problem Solving Courts*
	• Further working group discussion led us to new direction:
	o The group will not further debate prioritization.  Focus will be based on issues presented to the working group and aligned with the revised recommendations.
	Progress: Discussion of TTA
	• Focused discussion in July and August meetings: areas of focus for future training and technical assistance
	o Diversion and crisis mental health
	o Competency to Stand Trial
	o Mental health awareness/literacy for justice personnel, peer workforce and teachers
	Next Steps
	At the September meeting, federal members proposed the following (later shared with non-federal members for feedback):
	• Working group will focus on sharing information in the form of an inventory and focused discussions in workgroup meetings to:
	• Identify resources
	• Identify gaps that federal government could fill through new and/or improved activities
	• Identify where ISMICC working group could advise on federal activities and could help disseminate information/resources
	• Will advise on federal activities and other non-federal groups doing similar work in collaboration with the federal government
	• Will meet with the federal members only once per quarter in place of one of the working group monthly meetings
	Recommendations: 
	• Seeking acceptance of revised 2017 recommendations
	• Seeking acceptance of approach to prioritization
	• Seeking acceptance of the following activities in the next 6 months:
	o Development of inventory on activities
	o Do presentations/discussions in meetings, share info/ID gaps that could lead to new or improved fed activities
	o Provide consultation on specific fed projects that we’ll bring to meetings
	o Provide consultation to specific groups doing similar work
	o Co-Stewards to meet with Working Group #2 (Access) on areas of intersection
	o Hold monthly quarterly meetings solely comprised of federal members
	Motion to accept recommendations
	Dr. Delphin-Rittmon called for the acceptance of, or discussion regarding, the working group’s recommendations. Motion was made and seconded.  The recommendations were approved.
	Focus Area 5 - Finance Working Group Presentation: The Development and Future of the CCBHC Program
	David de Voursney, MPP, Director, Division of Service and Systems Improvement, CMHS, SAMHSA
	A Certified Community Behavioral Health Clinic (CCBHC) is a comprehensive provider offering a range of services.  Incorporating evidence-based practices, CCBHCs meet a minimum standard of access to mental health and substance use disorder services, including increased capacity to respond to crises.  The program is implemented through several federal partnerships with CMS, which focuses on payment and the Medicaid demonstration, ASPE, which manages the evaluation of the Medicaid demonstration, and SAMHSA, which manages the expansion grants.
	There are three types of CCBHCs.  First, CCBHC clinics in the Medicaid Demonstration (77 clinics across nine states) receive a cost-based reimbursement for Medicaid beneficiaries with an enhanced Federal Medical Assistance Percentage and allows providers flexibility to provide the needed services.  States may choose one of two flexible payment models - daily or monthly encounter rates – designed to support the full range of mental health or substance use disorder services.  Eliminating fragmented financing and care, the program is part of existing state and local systems.  Further, states have the option of using some of the required quality measurement tools included in the CCBHC program.
	Secondly, SAMHSA’s CCBHC expansion grants support 301 clinics, (150 existing and 151 new), located throughout 49 states and territories while other CCBHCs are supported by independent state programs.
	In addition to existing funding sources, SAMHSA’s expansion grants offer up to $1M per year over four years to existing and new CCBHCs.  As in the Medicaid Demonstration, grantees are responsible for meeting certification criteria and clinics can participate in both programs.
	There are six areas of standards for federal certification: 
	 Staffing must be based on local needs and include a Medical Director and access to addiction specialists.
	 Services must be available and accessible 24/7 to all ages and include crisis response within three hours; people must receive timely care based on need (urgent within one day, all others within 10 days); a treatment plan must be created within 60 days and updated at 90 days; and anyone is entitled to services without regard for ability to pay or place of residence.
	 Care coordination requires agreements across services and providers and a health information infrastructure. 
	 Nine required services must be provided: 1) Screening, assessment, diagnosis, and risk assessment; 2) outpatient primary care screening and monitoring; 3) outpatient mental health and substance use services; 4) treatment planning; 5) crisis services; 6) targeted case management; 7) peer, family support, and counselor services; 8) psychiatric rehabilitation services; and 9) community-based mental health care for veterans.
	 Quality measures and improvements plans must be included in its operations.
	 Organizational authority and governance, including consumer representation in governance and appropriate state accreditation, must be included in its structure.
	Mr. de Voursney shared a map of locations and a robust timeline beginning in 2014 with the Medicaid Demonstration and the SAMHSA expansion grants beginning in May 2018.  In June 2022, the Safer Communities Act was enacted providing $40M in funds for grants, evaluations, technical assistance, and the authority to expand the Medicaid Demonstration.  Activities in 2022 and through FY24 include updating certification criteria, announcement of a new planning grant, 15 additional planning grants and, by the end of FY24, adding 10 states to the demonstration every two years. 
	Outcomes for SAMHSA expansion grantees include reported improvements of feeling healthy overall, positive functioning in everyday life, attending school, or being employed/retired, and not using illegal substances.  Reductions were reported in binge drinking, experiencing physical violence, homelessness, hospitalization, time in a correctional facility, and utilizing an emergency department for behavioral health issues.
	The Medicaid Demonstration improved access to care through responsiveness to the needs of the community.  Specifically, the findings reveal 78% of CCBHCs provide services in consumer homes; 47% provide services in schools; 33% provide services in courts, police offices, and other justice-related facilities; 30% provide services in hospitals; 20% provide services in community service agencies and nonprofit organizations; and 11% provide services in homeless shelters.  Further, multiple services were added as a result of the demonstration: 24-hour mobile crisis services; medications for alcohol and opioid use disorders; peer support services; peer support for family members; specialty services for children and youth; and supported employment.
	Mr. de Voursney shared an example of a successful CCBHC program in Oklahoma.  Oklahoma Family and Children’s Services has increased coordination across primary and behavioral health care, improved existing services for people with SMI, substance use disorder, co-occurring disorders, and services for children and youth.  With a focus on staff training, quality improvement, data management and reporting, they have fully integrated crisis services, improved their workflows, developed improved outreach, and better facilitate treatment resulting in many positive outcomes.
	Focus Area 5 – Finance Working Group Report Out and ISMICC Discussion, Deliberation, and Acceptance of Recommendations
	Stewards: David de Voursney, MPP, Director, Division of Service and Systems Improvement, CMHS, SAMHSA; Chris Carroll, Public Health Advisor, Special Assistant to the Director, SAMHSA
	Federal Members: 
	Non-Federal Members: 
	Judy Dey (ASPE); Jacob Ackerman (CMS/CCIIO); Jennifer Masoodi (DOJ); Amber Rivers (DOL); Mitchell Berger (SAMHSA); Jenny Nate Cornelia (SAMHSA); Abdallah Ibrahim (SAMHSA)
	Brian Hepburn (National Association of State Mental Health Program Directors); Katherine Warburton (California Department of State Hospitals), Rhathelia Stroud (Dekalb County, Georgia)
	Priorities, progress, and recommendations are:
	• The working group revised all recommendations and added an additional recommendation related to financing crisis systems.
	• The working group came to consensus on changes to six recommendations and the new recommendation.
	• Outstanding issues need to be resolved for two recommendations related to inpatient care and the IMD exclusion.  We would like input from the broader ISMICC before returning to work on these.
	5.1-Revised: Implement payment models in federal health benefit programs that address population health, disparities, and social determinants of health. Such models should provide support for integrated population health care that addresses the range of complexity and co-occurring conditions experienced by people with SMI and SED.  These models should have an explicit focus on addressing health disparities and social determinants of health.  People with SMI and SED often experience co-occurring substance use disorders, intellectual and developmental disabilities, and chronic physical health conditions, so payment models should address these issues in an integrated fashion.  To measure effectiveness and quality of care, federal departments should employ outcome and quality measures at the individual and population levels.  Payment models should work to address outcomes such as improved management of chronic conditions; involvement in the criminal justice system; and rates of hospitalization, emergency department use, and crisis incidents, and support the data infrastructure necessary to use these metrics.  Where needed quality measures are unavailable, new measures should be developed. Alternative payment models, including global payment models, that create financing incentives supporting effective models of care delivery and improved outcomes should be used wherever possible.  Expanded use of existing models like Medicaid Health Homes and home-and-community-based services should be considered in addition to the development of new models. [Longer-term recommendation]
	Additions/Changes:
	 New language around disparities and social determinants of health
	 New language on payment models that support care for co-occurring disorders and conditions
	 Added focus on alternative payment models and outcomes inside of and outside of the health system (criminal justice)
	 Added language around creating new quality measures where needed
	 Included example of Medicaid Health Homes as the type of model that can be used.
	5.2-Revised and under discussion: Adequately fund the full range of services needed by people with SMI and SED. Federal health benefit programs (including Medicaid, Medicare, VA, and TRICARE) should cover outreach services, bidirectional integration of physical and behavioral health care, care coordination, consultation, supported housing and employment services, home-and-community-based services, family and peer support services, and other services needed by people with SMI and SED.  Payment models should make it easy to reimburse providers for services.  Payment systems should also ensure that people have access to a full continuum of care that includes inpatient care when necessary, addressing incentives that have led to shortages of inpatient beds in many areas. *Special attention should be paid to ending the practice of emergency department boarding, with a focus on meeting the needs of children, youth, and families in addition the general population.  This should include the development of a range of supports, including crisis stabilization, step down supports, transitional care, and ongoing coordination and services that enable people with SMI and SED to be served in the most integrated setting possible which can still provide the needed level of care.  Fund such services directly or through models such as health homes, accountable care organizations, and managed care organizations and support coordination with other funding streams such as vocational rehabilitation and social security.  Federal departments should engage private health plans, and with state and local governments, to promote similar approaches for people with private health coverage.  The federal government should also engage with states around their obligations under the Olmstead decision and early and periodic screening, diagnostic, and treatment (EPSTD) requirements to support this range of services.  The federal government should also take steps to ensure enforcement of requirements under the Emergency Medical Treatment and Labor Act (EMTALA). [Longer-term recommendation]
	[*Note: DOJ suggests removal of “...addressing incentives that have led to shortages of inpatient beds in many areas.”]
	Additions/Changes:
	 Added home and community-based services
	 Added focus on emergency department boarding
	 Proposed language related to inpatient care within a care continuum, including crisis care and step-down care
	 Added language around coordination across funding streams and engaging with private health plans
	 Added an emphasis on engaging states around Olmstead, EPSDT, and EMTALA
	5.3-Revised: 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. The Consolidated Appropriations Act, 2021, included important new amendments to the Mental Health Parity and Addiction Equity Act (MHPAEA) and resources to enforce the law.  In January 2022, the Departments of Labor, Health and Human Services, and the Treasury issued a report to Congress outlining their implementation and enforcement efforts, as well as recommendations to strengthen MHPAEA’s protections.  These recommendations include enacting legislation to provide the Department of Labor the authority to impose civil monetary penalties for findings of noncompliance and greater authority to enforce MHPAEA.  Review and implement, as appropriate, the recommendations in the 2022 Report to Congress and provide additional funding to increase parity implementation and enforcement efforts.  Ensure that the services needed by people with SMI, and SED are covered at the same level as for other health conditions, with attention to parity in payment rate setting processes through direct federal action and partnership with states.  The federal government, both independently and in partnership with states, should also consider additional ways to proactively identify and correct parity violations in addition to addressing complaints raised by members of the public. [Medium- term recommendation]
	Additions/Changes:
	 Updated to respond to work and developments over the past five years
	 Includes language from 2022 Report to Congress regarding civil monetary penalties, increased monitoring, and enforcement
	 Focus on payment rate setting
	 Focus on proactive work, including work with states, to identify violations beyond complaints
	5.4-Revised and under discussion: Eliminate financing practices and policies that discriminate against behavioral health care. Identify and eliminate programs, practices, and policies that make it hard to deliver good mental health care.  End the exclusion for reimbursement of services to adults under age 65 in Institutions for Mental Diseases (IMD exclusion) in Medicaid and work with states to implement programs under Medicaid waivers and managed care that allow for exceptions to the IMD exclusion.  Ensure that crisis stabilization beds are not included under the definition of an IMD.  End the 190-day lifetime limit on Medicare psychiatric inpatient hospitalization as well as restrictions in Medicare on provider types that commonly provide behavioral health services under other public and private health plans and provide parity in funding for psychiatric residencies with other medical fields.  In addition, provide incentives for behavioral health providers to adopt electronic health records similar to incentives that other health care providers have received. [Medium-term recommendation]
	Please note: DOJ is disagreeing on the recommendations around the IMD exclusion. Specifically, they recommend removal of the highlighted text: “End the exclusion for reimbursement of services to adults under age 65 in Institutions for Mental Diseases (IMD exclusion) in Medicaid and work with states to implement programs under Medicaid waivers and managed care that allow for exceptions to the IMD exclusion.  Ensure that crisis stabilization beds are not included under the definition of an IMD...the 190-day lifetime limit on Medicare psychiatric inpatient hospitalization as well as.”
	Addition/Change:
	 Included additional detail on crisis stabilization beds, Medicare provider types, and residencies
	5.5-Revised: Pay for psychiatric and other behavioral health services at rates equivalent to other health care services. In many states, reimbursement by public programs for mental health services is lower (as a percentage of cost) than reimbursement for other health services.  This forces providers to offer critical services (including psychiatric care and hospitalization) at a loss. As a result, many mental health service providers do not participate in public programs, leading to widespread mental health workforce shortages. Medicare, Medicaid, and other benefit programs should provide adequate reimbursement for the full range of services needed by people with SMI and SED, at rates equivalent to rates for other types of health care services.  In addition to other behavioral health care providers, work to increase reimbursement rates for peer recovery providers in line with other similarly credentialed providers.  Examine the application of parity laws and regulations in both public programs and the commercial market to address these disparities in reimbursement of mental health and substance use disorder service providers compared with medical/surgical service providers.  Reimburse for services provided through telehealth and retain flexibilities established as a result of the COVID-19 public health emergency.  Focus these efforts especially on rural and underserved geographic areas. [Longer-term recommendation]
	Additions/Changes:
	 Added language around peer providers
	 Included parity as a lever for addressing disparities in reimbursement
	 Included language around telehealth and retaining COVID-19 flexibilities
	 Included focus on rural and underserved areas
	5.6-Revised: Provide reimbursement for outreach and engagement services related to mental health care. More than one- third of adults with SMI and most children and youth with SED received no treatment in the past year.  The public health care system must cover outreach and engagement services essential to many effective mental health treatment models.  Financing models should also support efforts to keep people who need care engaged in services. These efforts should have an explicit focus on individuals who are experiencing homelessness, unstably housed, and accessing large amounts of services across systems in an uncoordinated fashion. Outreach and engagement services allow mental health providers to meet with people with SMI and SED and their families in the community and in their homes.  These activities help ensure people with SMI and SED get the care they need.  Financing models should also create incentives, so providers and funders do not avoid serving individuals who are difficult or expensive to serve, such as creating requirements for outreach or follow-up or making them accountable for defined populations.  One possible approach is to create specialized models that engage and serve individuals with high levels of need, such as Health Care for the Homeless programs. [Longer-term recommendation]
	Additions/Changes:
	 Added focus on people who are unstably housed or experiencing homelessness and people accessing large amounts of services across systems
	 Added detail about financing models that prevent funders and providers from not serving individuals who are difficult or expensive to serve
	 Suggested approach of specialized programs like Health Care for the Homeless
	5.7-Revised: Fund adequate home- and community-based services for children and youth with SED and adults with SMI. Through federal departmental coordination, help states meet the needs of people with SMI and SED.  Medicaid waivers and options can be used to expand the availability of evidence-based services.  Streamline the waiver approval and state plan amendment processes so states can easily make changes to better serve people with SMI and SED.  To support states in this work, highlight best practices across states and make technical assistance and materials available, such as model managed care contract language.  Highlight best practices under existing state programs established through mechanisms such as the 1915(i)-state plan option under Medicaid.  Provide specific technical assistance related to developing financing models that support interagency collaboration, data sharing, and serving people with cooccurring SMI/SED and SUD and IDD.  Include a focus on the financing of critical psychosocial supports such as supportive housing and supported employment and education programs. [Medium-term recommendation]
	Additions/Changes:
	 Added specifics regarding types of models to provide technical assistance around, like 1915(i) model
	 Added support for models that support cross-system collaboration, data sharing, and serving people with co-occurring conditions.
	 Included focus on supporting psychosocial supports including supportive housing and supported education and employment programs
	5.8-Revised: Expand the Certified Community Behavioral Health Clinic (CCBHC) program nationwide. The CCBHC program provides a framework to support effective services in a population health framework and offers a sustainable payment model for providers.          Develop a permanent mechanism to support the model under Medicaid. Support the uptake of the CCBHC model across the United States and continue to evaluate the effectiveness of the CCBHC model, using the findings to improve the reach and quality of services and outcomes. Engage states in planning and coordination related to the CCBHC model and its spread and development.  Update the certification criteria that govern the CCBHC program and the prospective payment provisions used in the CCBHC Medicaid demonstration.  Work to provide support for the model across payers and support independent accreditation of the model to ensure adherence to its requirements. [Medium-term recommendation]
	Additions/Changes:
	• Recommends permanent mechanism to support the CCBHC model under Medicaid
	• Supports state engagement around the CCBHC model
	• Suggests updating the CCBHC certification criteria and prospective payment system
	• Suggests support for model across payers
	• Recommends supporting independent accreditation
	5.9-New recommendation: Develop sustainable financing for 988 systems and crisis services. Develop sustainable financing systems that support nationwide, 24/7 access to crisis services linked to the 988 Suicide & Crisis Lifeline.  Financing of crisis services should ensure that they are available to anyone who needs them regardless of insurance status.  These financing mechanisms should work across payers and support collaboration across systems including the 988 Lifeline, health and behavioral health care, law enforcement, and other first responders.  Crisis financing systems should also create incentives that support connection to ongoing care when needed and for intervening early to avoid crises when possible.  Crisis financing systems should also not result in administrative or financial burden for the person or family in crisis and prevent issues such as surprise billing. [Medium-term recommendation]
	Recommendations: 
	• Develop an agenda related to the approved recommendations.
	• Continue to work on the development of recommendations that have not been approved, including recommendations 5.2 and 5.4.
	Discussion
	Dr. Katherine Warburton provided context regarding the workgroup’s IMD discussion. As the medical director of a 6,500-bed forensic hospital system.  Dr. Williams stated a large percentage of their 100,000-person prison system, many with SMI, are being incarcerated due to a lack of short-term community inpatient beds.  Studies show police officers consider whether a person will get a community psychiatric bed for short-term stabilization when deciding to book someone into jail or take them to the emergency room.  She added her position on the elimination of the IMD exclusion is driven by the lack of short-term inpatient community beds leading to criminalization of SMI and the desire to reverse this trend.
	Dr. Brian Hepburn concurred adding that Maryland’s IMD demonstration indicates it is very cost effective and comparative to the psychiatric stays in the acute general hospitals.  However, having lost the battle in his state, he urges a push for crisis stabilization units, with an average stay of three to five days, as they currently do not fit into the IMD definition and keep people out of institutions.  Further, adding staff rather than beds is cost prohibitive and a poor business model providers are not going to support.
	Dr. Deena Fox, deputy chief in the special litigation section in the Civil Rights Division, shared concerns with the recommendations as written.  She cited research that states reimbursing IMDs will not necessarily increase the availability of these services nor stays in hospitalization; however, it does risk increasing the use of the service.  This would likely cost federal government $40-$60B if there is an end to the IMD exclusion.  She also stated that it would incentivize states to remove funding and resources from the key community-based services people need to avoid inpatient institutionalizations while undermining national progress on expansion of services.
	Conversely, IMD waivers are already in place and require states prove they are using those funds to expand community services and not use them for long stays.  Lastly, she emphasized the goal is to create shorter-term, more home-like services within the array, so adding more beds would miss the point. Lastly, her office urges the ISMICC not to include that recommendation going forward. 
	Judge Leifman countered the IMD should not apply to a crisis stabilization unit and would not have the fiscal impact discussed because it is not a hospital.  However, it would help to decriminalize SMI and increase access to community options.
	Dr. Trinidad Arguello noted her rural community does not have the services found in an urban setting, and the criminal justice system has taken the place of medication stabilization services.  She urges the ISMICC to consider ways to improve the system and facilitate ways for individuals to receive short-term medication stabilization services.
	Before calling for a motion, Dr. de Voursney suggested accepting the seven recommendations where there was consensus and holding the two recommendations impacting IMD issues (5.2 and 5.4), so the workgroup can consider the feedback received and try to reach consensus. 
	Motion to accept recommendations
	Dr. Delphin-Rittmon called for the acceptance of recommendations 5.1 through 5.9 with the exception of 5.2 and 5.4.  Motion was made and seconded.  The recommendations 5.1 through 5.9 were approved with the exception of 5.2 and 5.4.
	Public Comment
	Pamela Foote, Designated Federal Official, ISMICC
	Ms. Foote opened the meeting for public comment.  She stated those who called in and requested to speak would be called upon in the order that requests were submitted, and their public comments would become part of the meeting minutes.  Unedited comments were as follows:
	Katie Dale, Co-Chair, Policy Action Committee – read by Anne Corcoran
	To Members of ISMICC:
	We recognize the enormity of the task charged to your committee and appreciate your vision statement for the nation. Your April 2022 report demonstrates that collaborations between federal and non-federal departments and recommendations from them are progressing and increasing. While the intent is well-meaning, and the care coordination within the mental healthcare system is complex, we, the members of the National Shattering Silence Coalition, comprised of people with lived experience, families, caregivers, and professionals, are not yet feeling the practical effects of your policy efforts. We need swift and more decisive action.
	We urgently request that you consider the following recommendations and deliver on the promise inherent in your policy vision statement to support those with SMI and SED, and related Co-Occurring Disorders, or as we more accurately refer to these neuropsychiatric disorders– Serious Brain Disorders (SBDs). We address our recommendations according to each of the 5 Focus Areas of ISMICC:
	1. “Strengthen federal coordination to improve care”: Use the ISMICC policies to leverage a call on Congress to repeal the IMD Exclusion (there are currently 2 bills in front of Congress that can do this, H.R. 2611 and H.R. 7803). In addition to increasing the number of hospital beds, repealing the IMD Exclusion would allow for increased reimbursement for inpatient care and all facilities at various levels of care, including access centers and longer-term #HousingThatHeals.
	2. “Access and engagement: Make it easier to get good care”: This cannot beaccomplished without HIPAA reform. Call on Congress to eliminate the HIPAA handcuffs which exclude caregivers of those with SMI (SBDs) from participating in their loved one'scare and care plans.
	3. “Treatment and recovery: Close the gap between what works and what is offered”: We recommend that AOT, and CCBHC fidelity standards be federally mandated, funded, and implemented using nationally standardized guidelines.
	4. “Increase opportunities for diversion and improve care for people with SMIs involved inthe criminal justice systems. “Adopt judicial "pathways” including AOT, ACT, FACT, as recommended by the National Judicial Task Force on State Courts Response to MentalIllness, the Psychiatrists and Judges Initiative, and the National Equitas Model LawWorkgroup.
	5. “Develop finance strategies to increase availability and affordability of care”: TheMHPAEA (Mental Health Parity and Addiction Equity Act) is great but ineffective inachieving this goal. We need swift, simple action: tell Congress to repeal the IMDExclusion. We can’t stress it any more than we have: IMD Exclusion is archaic andunjust, blatant discrimination. Waivers for SMI are underutilized at the state levelrequiring a Federal Congressional response.
	We are the voice of those who know. We are speaking from first-hand experience. We are watching for you to act. 
	Signed,NSSC Policy Action Committee on behalf of members of the National Shattering Silence Coalition [Contact information: Katie Dale, Co-Chair Policy Action Committee, National Shattering Silence Coalition (NSSC) coordinator@nationalshatteringsilencecoalition.org http://www.nationalshatteringsilencecoalition.org]
	Sherri McGimsey (sherrimcgimsey@gmail.com)
	Dear Committee Member,
	For the last 16 years we have loved and fought to keep our Beautiful Mind alive. He has that 1% of the most serious no fault brain illness. Schizoaffective, he has survived through the manic, the paranoia, the manic depressive and the PTSD of this disease. After finally getting him the long term care in one of States Hospital. He is stable enough to live alone, with the support of us his parents a MHICM team and some local support. The one thing you find out during this illness is it’s very isolating for our loved ones. So when I found the Fountain House clubhouse. We flew to NY to visit. Then came home and visited Club Nova in Carrboro, North Carolina, Adventure House, North Carolina, and the training center for the East Coast Gateway, in South Carolina. So here we are trying to start a Brighter House Clubhouse in our rural town. We had to put it on hold for two years because of the pandemic. You all moved Mountains during that time thank you. It was difficult to watch because families like ours have lived in crisis mode for the last 50 years. We know what it’s like to wait on a bed, a vaccine, a cure. 
	The name for Brighter House is a play on a Dr. s [doctor’s] name that helped keep our Beautiful Mind in our local hospital long enough to get him the long term care at our State Hospital. So please help if you don’t have the power to end the IMD exclusion or to reclassify schizophrenia so this illness can receive the treatment and care that’s needed. A 24-hour hold, or a 72-hour hold is not enough when your loved one is in psychosis. The arch angel Michael. Help us by funding startup Clubhouses for those with schizophrenia, bipolar, PTSD, OCD, and manic depressive. So, our loved ones can have a community a work order day. If it’s this difficult for a Mom of a Veteran Marine to get the support needed I can’t imagine what it’s like for a single working Mom. 
	Why are politics important to me? Getting the health care that’s needed. Serious Mental illness a no-fault brain disease it is not a crime. Not getting the supported care is. So Thankful for all the Moms advocates across this country that are fighting for families like ours at the National AOT Symposium. Assisted Outpatient Treatment. 
	There are only three times in my lifetime that have brought this Mom this daughter to the breaking point of no return. 
	The first was when our Beautiful Mind was getting ECT treatments at Johnson City, Tennessee’s VA. After a year Med compliant yet he needed more treatment. I had held this treatment off because it been proven to help with the manic depression part of schizophrenia.  The choices you have to made to keep and give a loved one some quality of life. It’s not the yellow brick road.  It does affect their short-term memory. They couldn’t keep him long enough to get that last treatment. Thankful they give him the treatments. We have been there every week. That last week we had heavy commitments and couldn’t even tag team him asked could they put him in the dormitory off the hospital and to call us if he didn’t make a Med check. Three days later he didn’t pick his phone up. I couldn’t find him called everyone we found him beat up with a black eye. They had put him in isolation, and he had asked for help. He had done another walkabout and went into a person’s home they found him on their couch he had brought their dogs inside ate a banana drank a beer and went to sleep after two nights of wondering around Johnson Tennessee in the wintertime. When the social worker found him, we rushed straight up. When we got there the Sheriff’s Department told us all this. I was on the phone calling the VA to get him a bed, to get that last treatment. They said we would have to bail him out. I’m like ok let’s do this as I was waiting to hear if he still could get his last treatment. They explained the bail process to me and from another state. WOW!!! We told them we would pay for any damages. And then I handed the phone to the officer, it was the James H. Quillen VA Medical Center and they had a bed again. The Johnson City Sheriff Department bailed him out and transported him back to the hospital for us. He still had to go in front of a judge. Before his trial I could care less about the HIPAA laws I faxed over more than 100 pages of his medical documents. As we picked him up to take to trial, we didn’t leave with medical orders, no treatment plan. The person who’s home our Beautiful Mind broke into would not let us pay them anything for he was a Veteran too. As parents we can’t always be there and that hurt want ever go away.  So when dealing with officers and courts I’m preaching to the choir. #SOS4SMI #treatmentb4tradgy Families like ours have lived in crisis mode for decades. Thankful and grateful we still have him. We have to do better.
	Ann Corcoran, RN, MSN (anncorcoranrnmsn@gmail.com)
	Dear Members of ISMICC:
	As a master level nurse, a parent with lived experience having an adult son that lives with bipolar disorder, and a fierce advocate for those with serious mental illness I wanted to share some of my recent experiences here in Massachusetts with you and the difficulties in getting treatment for those that this committee’s main focus is to serve.
	Being one of the last three states without an AOT law, families are left with no options to get their loved one’s treatment when in crisis. Instead we are left to watch them deteriorate, involve the criminal justice system or wait until they become a danger to themselves or others which often leads to tragic outcomes. There is no other disease that requires deterioration before receiving treatment - can you imagine having your Grandma live on the streets and decline before being able to get her treatment for Alzheimer’s or waiting until your stage 1 breast cancer becomes a stage 4 before treatment is allowed? 
	Sadly, this has been the case for many across the country who live with serious brain disorders like schizophrenia and bipolar. The families I have met in Massachusetts, along with my personal experiences, have inspired me to be the voice for those that continue to suffer the devastating effects of untreated serious mental illness. Juston Root, 41, was shot over 30 times by police and killed while experiencing a mental health crisis between two Mass Mental Health Centers. Brad Cappucci, once the lead economist for The Boston Public Works, was 33 when his family was notified that his remains were found in Darby Canyon. They last saw Brad at a commitment hearing 2 years earlier while trying to get him help for his untreated schizophrenia and were denied despite having a psychiatrist on their side. How as a civilized society can we continue to accept these outcomes rather than provide needed treatment? Imagine having to accept incarceration, homelessness or death in place of adequate treatment knowing that there are some great treatments available but the laws in your state are a barrier to accessing these treatments?
	I hear from families everyday struggling with these same issues and urge this committee to focus on solutions for those in which the committee was intended. Having AOT federally mandated and funded, ending the IMD exclusion, HIPAA reform and increasing jail diversion programs will most certainly help level the playing field in terms of true equity of mental and physical health. It’s the 21st century - we can no longer turn a blind eye on the inequality and injustices faced by those that courageously live with these debilitating illnesses, they too deserve a life of fulfillment and purpose and hope that you are committed to making this a priority.
	Sincerely,Ann Corcoran RN, MSN, 7 Lincoln House Point, Swampscott, MA 01907
	Katie Dale – Katie R. Dale (Katherine.dale6@gmail.com)
	To the members of ISMICC:
	Thank you for fielding my comment today. I’m Katie Dale, a member of the National Shattering Silence Coalition, and former patient in both juvenile and adult psychiatric units in NY and FL, and a former case manager for a CCBHC in Missouri. Additionally, I’ve authored my accounts ofmy inpatient stays at ages 16 and 24 in a memoir entitled But Deliver Me from Crazy.As someone who has served others receiving these services, and as one who has been served within the mental healthcare system, I have come to my own conclusions about the most broken part of the mental healthcare system. The treatment I received inside the multiple secured units screamed one common denominator: no standards of quality care.
	Maslow’s hierarchy lays out the most basic needs to provide quality of life: physiological provisions, safety, love and belonging, esteem and respect, and lastly what he calls self-actualization (to desire to be your best self). I think the hospitals I’ve stayed in got the first out of those five right. What happens if our health and the rest of those needs are neglected?What we see and have been seeing the last 60 years: The revolving doors, the untreated cases of brain disorders, the complete irresponsibility toward our most acute cases that need more time. Severity ought to determine treatment length. And treatment ought to have standards of care that meet those five basic human needs. Simple enough, so why don’t we have and enforce standards of treatment? 
	Here are a few changes I would make to inpatient care:1. Hold a standard orientation with each patient, one on one, if possible, open to families. Every time I was admitted I was in a confused state of mind and didn’t understand why I was there and what I needed to get better, or the facility’s expectations.2. Require staff to have compassion toward the patients. There should be no room for condemnation or ignorance.3. Require and encourage talk therapy in the secured units. Why this is not implemented when it is evidently crucial to our treatment is unacceptable.4. Require a structured schedule that does not change. Week to week or biweekly schedules that change isn’t healthy for someone in a chaotic state of mind who needs consistency, including visiting hours.There are many changes needed for our nation’s mental healthcare system to improve. But branching out to pursue superfluous studies about race theory and cases of milder mental health conditions are steps backward. I caution you to resist the many distracting suggestions peripheral to the core audience you are trying to serve: those with Serious Brain Disorders. 
	Ronni Martorello (ronni.martorello@gmail.com)
	Members of ISMICC:
	As an advocate and a member of the National Shattering Silence Coalition, I thank you for the opportunity to provide feedback on the important work of your committee and your forthcoming recommendations to Congress.
	As the mother, sister, and daughter of loved ones with serious brain disorders, (serious mental illnesses) I have been deeply impacted by the failings of the United States healthcare system since birth. In the early 1970’s my father developed schizophrenia. Instead of receiving treatment he became a victim of our criminal justice system’s revolving door which is anything but just. My entire family was homeless growing up until my mother left my father. His homelessness continued and for 25 years he remained criminalized, victimized, and untreated, living a life of hopelessness and despair.
	In the 37 years between my father and my son developing schizophrenia, one would think there would have been some advancement in access to quality care, but that has not been myfamily's experience. It is shameful that so little has changed over the course of nearly four decades. Still, there is no sense of urgency from our elected officials or appointed committees. Meanwhile our loved ones continue to suffer, being pushed into the shadows and languishing either in jail or on the streets.
	Enough is enough! It is time for action - not more surveys and studies.
	I concur with Pete Earley’s focus during his time on the ISMICC and implore swift action that will impact our loved ones in meaningful ways, including:● Intercept 0 - National implementation of community-based public safety systems asoutlined in the Sequential Intercept Model (SIM) on SAMHSA’s Criminal and JuvenileJustice website page.
	● Repeal the IMD Exclusion - This is in line with Intercept 0. There MUST be enough emergency crisis beds available and length of inpatient treatment MUST be dictated by patient stabilization or crisis intervention is futile.● HIPAA Reforms - Families MUST be allowed to partner with professionals in providing care for our loved ones. We are critical to their healing process and recovery. 
	Please eliminate the hundreds of current programs that are NOT effective, and implement programs that benefit those suffering and our society as a whole.
	Respectfully,Ronni Martorello 
	Mary Ellen Stuart (mary_ellen_stuart@yahoo.com)
	It has been almost 5 years since my brother, Jim, died. He had schizophrenia, which is the hardest of the mental illnesses to treat. He managed to achieve long-term stability with support from residential treatment provided by Rose Hill in Michigan, The Farm House in Davis, CA and finally the John Henry Foundation is Santa Ana, CA. Each of these excellent facilities has more than 16 beds, which is the basis for the IMD Exclusion. 
	In case you are not familiar with the IMD Exclusion, it is defined as follows: 
	The Medicaid Institutions for Mental Disease (IMD) exclusion is an outdated, discriminatory federal rule that creates significant barriers to treatment for adults with severe mental illness. Under this rule, Medicaid payments to states are prohibited for non-geriatric adults receiving psychiatric care in a treatment facility with more than 16 beds. Even with recent advances in mental health care afforded by the Affordable Care Act and federal parity legislation, the IMD exclusion remains the only section of federal Medicaid law that prohibits federal payment for medically necessary care simply because of the type of illness being treated. 
	My brother, Jim, died at the age of 51 after battling an aggressive cancer. It was discovered at Stage 4. It’s likely that he didn’t recognize many of the symptoms earlier due to his mental illness. He was so used to doubting his thoughts. New information didn’t register with him the way it likely would with a mentally well person. 
	Reflecting on his 6-month journey through cancer treatment, it was amazing how much care and concern was given to him and our family by the medical world. His doctors, nurses, hospital staff, treatment centers, the American Cancer Society, and hospice care were outstanding. Cancer treatment has a well-driven road map. Everyone knows the basic steps of chemotherapy, radiation, surgery, etc. We felt as if everyone providing the various treatments and giving us assistance were all united to wrap us in a support blanket. 
	It was such a stark contrast to the medical treatment we received in his 26-year journey with schizophrenia. In that medical world, there was and is no support blanket. There is no well- driven road map. Families are left to find their own solutions. If you can find a successful residential treatment program, such as the ones like Rose Hill, The Farm House and The John Henry Foundation, and are fortunate enough to be able to afford it, there is hope. These types of facilities give housing, structure, activities, medical treatment, medication management and so much more. 
	City, County, State and National resources should go into funding these proven programs so that they can be available to everyone with mental illness, not only the ones with substantial wealth. Ultimately, the monetary and human costs to our communities would be far less than they are now. Money spent to successfully treat those with Serious Mental Illness (SMI) is much better than money spent on the consequences of untreated people with SMI such as hospitals, jails, law enforcement and ineffective clinics. The key is to find the programs that are really working, then expand them or replicate them throughout the country. 
	Sharon Engdahl, Executive Director, Mental Wellness Awareness Association, Inc. (PA)
	To the Members of ISMICC: 
	I am the founder of the Mental Wellness Awareness Association, Inc. of Pennsylvania www.MentalWellnessAwareness.org and the American Mental Wellness Association www.AmericanMentalWellness.org (MWAA/AMWA). The MWAA/AMWA “envision a world that values public education for Prevention, Early Detection, Early Intervention, Scientific Research, and Cures of Mental Health Conditions which includes substance misuse for the holistic health of the individual and society.” MWAA/AMWA is also a supporting member of the National Shattering Silence Coalition. 
	Prior to establishing MWAA/AMWA I was a legislative research analyst at the PA House of Representatives for 25 years. While working on many issues, my passion was the mental illness issue. I was the analyst who worked with a mental health coalition for eight years for enactment of Pennsylvania’s first mental health insurance coverage law. 
	I know first-hand what it is to have the system fail you. I am the sibling of a sister who began living with a SMI at 19 years of age in 1977, while attending college. She died at home, a premature death from pneumonia, at age 32 because the hospitals in Pennsylvania were not accepting medical assistance patients as they wanted the legislature to increase their MA reimbursement rates. I’m the mother of two daughters who became ill with a SMI at 19 while attending college. I am an aunt of a deceased nephew who became ill at 19 while in college and died at 19 in a single car accident. All my loved ones were/are highly intelligent, and two great resources for our society are no longer alive because of poorly treated medical conditions with cognitive and emotional symptoms. The good news is my daughters now 45 and 41 years old are living lives comparable to others who manage their medical conditions well, such as those living with diabetes, cancer, etc. The reason for their wellness is they were educated beginning in their childhood about the early signs and symptoms of physical medical conditions with cognitive and emotional symptoms – serious mental illnesses. Thus, they knew to call home from college to receive prompt medical care. The new SSRIs were available to both of them at first episode of their illnesses. 
	I have watched the improvements to care of adults with serious mental illness from 1970 through to 2022. I have spent 50 years working, advocating, helping, supporting, etc. my sister, daughters, grandchildren, friends, and many strangers. In my personal life every person who has ever called me for help with a SMI has gotten well enough to keep their jobs and learn how to manage their mental medical condition. And the numbers are many. Isn’t this the outcome desired of the 21st Century Cures Act?
	Heartbreakingly, in my professional life I have received hundreds of calls from loved ones and even those living with a SMI who have been suffering from poor public policies and subsequent inhumane treatment. The AMWA answers every call and helps people connect to proper services. Unfortunately, many loved ones have been incarcerated because of minor infractions or no infractions other than being in public displaying symptoms of their SMI. Once in jail or prison these people are stuck for longer than others with similar infractions but without the serious physical medical condition, e.g. a brain condition. THIS IS UNCONSCIONABLE, INHUMANE TREATMENT THAT MUST END NOW! 
	Here is AMWA’s Call to Action – 24 bullets that need to occur for equality, equity, and justice, hopefully under your watch: https://www.americanmentalwellness.org/calltoaction/ Here is AMWA’s Rapid Response Plan for America’s Broken Mental Health System: https://secureservercdn.net/72.167.242.33/44b.3e9.myftpupload.com/wp- content/uploads/2021/01/AMWA-Rapid-Response-Plan-for-America.pdf 
	We recommend a requirement that no federal, state, or local government department, organization, or individual employee speak/write publicly to any media organization regarding funding, including block grant funding, without including in their statements on the record that the majority of individuals living with a SMI manage their brain condition so well they are succeeding in careers, living, laughing, and loving like others not diagnosed with a SMI. 
	Dave Meyers – National Shattering Silence Coalition
	I am grateful to present my lived experience to the ISMICC, to help improve services for a misunderstood population: the seriously mentally ill. When severe mental illness is not treated appropriately and quickly, much of the illness is prone to worsen. In my case, it led me to attempt suicide, which led to a traumatic brain injury. An increased focus on good long-term inpatient care is needed and would have been helpful for me earlier in my treatment of bipolar 1 with psychotic features. 
	My illness was not treated properly until a brain injury allowed proper treatment. Had the system not failed me in 1998, the year of my first psychotic break, I could be more at my potential now. If the hospital system had not failed again in 2007 after growing unrecognized symptoms resulted in a suicide attempt, I would be without a brain injury. 
	I will give some facts on brain trauma. If the injury is severe enough, treatment can take a lifetime. CDC states at https://www.cdc.gov/traumaticbraininjury/moderate-severe/index.html that 25 percent of people with head trauma die, 25 percent get worse, 25 percent of people stay the same, and 25 percent get better, approximately. Thankfully I believe I am in the good 25 percent. This is only because of good medical professionals. 
	When this event happened in 2007, my brain was hemorrhaging profusely. I was not capable of eating, walking, or talking for few several months. I had poor short-term memory for nearly ten years, until I came under the care of the right neurologist, who prescribed cognitive speech therapy. This neurologist also prescribed physical therapy since I have a balance disorder from the frontal lobe TBI. 
	The brain injury was the result of a drastic attempted suicide. The attempt happened four days after discharge from a hospitalization that failed to help me, following another serious suicide attempt four months earlier. If the circumstances were better at that county hospital, I doubt I would have required discharge so recklessly. That was an awful environment that did not allow well for recovery from that trauma. 
	The lack of goal setting, immediate counseling services, and quality of life improvement while inpatient was awful and contributed tragically to my second attempt that year. Furthermore, symptoms of my brain injury, including disorganization and being easily frustrated, were poorly handled by a mostly untrained staff at the treatment apartment level in community housing. 
	At this stage I can say I have lived independently in supportive housing for over three years with the help of my neurologists, psychiatrist, and speech therapists. I made the Dean’s list in 2020 and earned back-to-back scholarships in the last six years. I am also a devoted volunteer to three agencies. 
	I have experienced the results of good medical treatment. I have also been witness to the miserable failure of our “mental healthcare” system. Good treatment has great results, but failure to care is devastating. 
	Ms. Foote thanked each caller, adding that all submitted written comments, including those unread, would be available in full, for the written record of this meeting.  She then turned the meeting over to Dr. Delphin-Rittmon for closing comments.
	Final Comments and Adjourn
	Miriam E. Delphin-Rittmon, Ph.D., ISMICC Chair, Assistant Secretary for Mental Health and Substance Use (SAMHSA)
	Dr. Delphin-Rittmon thanked all meeting participants, and especially each person who submitted their comments and shared their stories and recommendations.  She noted the success about reconvening the working groups and their tremendous effort in making meaningful recommendations.  Lastly, she stated the next meeting will be in March 2023. 
	Seeing no further questions, Ms. Foote adjourned the meeting was adjourned at 4:10 p.m.
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