NASMHPD Medical Directors Council
Meeting Minutes
May 6, 2001
New Orleans, Louisiana

Participants:

Tom Hester, M.D. (Georgia) - Chair
Kenneth Casmir, M.D. (Wisconsin)

Robert Fisher, M.D. (Louisand)

Brian Hepburn, M.D. (Maryland)

Ted Lawlor, M.D. (Guest from Connecticut)
Richard Lippincott, M.D. (Guest from Louisana)
Rabir Minhas, M.D. (Montana)

Larry Miller, M.D. (Arkansas)

Joseph Parks, M.D. (Missouri)

Alan Radke, M.D. (Minnesota)

Steve Shon, M.D. (Texas)

Roy Praschil (NASMHPD)

l. I ntroductions and Updates from Participants
While introducing themsdlves, each Medica Director gave a brief sate update.

Minnesota s state menta hedlth agency has adopted aregiond system where adminigtrators and medica
directorsare now responsible for regionsingtead of individud facilities. This move dlowsthe stateto save
about $13 million dollars. Minnesota dso is working toward having more stakeholders provide basic
“safety net” servicesinthe community. The Governor had dl state agencies put a certain percentage of thar
budgets into a pool to fund hospita-like supports in the community. The state also uses dollars from
Medicaid’ ssocia rehab optionand other appropriations to build up treatment services, socia supportsand
affordable housing which enable consumers to trangtion from hospital-settings.

Texas has begun a statewide benefit redesign group which will examine illnesses defined for the priority
population from a disease management perspective. This process will focus on an illness (e.g., mgor
depressive disorder) and determine the sufficient criteria for diagnoss, appropriate evidence-based
trestment and medication, and protocol for first, second and lifelong episodes. Universities, community
mental health centers, hospitals and medical economigts are involved with the process of defining
appropriate benefit packages regardless of setting. By the end of 2001, the redesign group should have
initid findings on the first diagnoss. The god of this multi-year process is to have recommendations on



restructuring benefits for the legidature' s next biannual session.

Montana s state menta hedth systemisinastate of flux, asthe state istrying to determine next steps given
managed care has been thrown out. Montana s red chdlenge is the lack of community mental hedlth
sarvices. The state started two PACT programs in Helena and Billings to serve 80 people served in the
community, 40 of whom were in the sate hospitd.

Arkansasis experiencing poor revenue projections, which has resulted in budget cutsfor the Divison of
Mentd Hedlth ($1.8 million in 2001 and $2.5 million in 2002). These cuts have had a significant impact
on the state' s adminidrative and traning budgets, particularly its Research and Traning Inditute.  The
Divison aso had to delay the opening of a forengc unit. Dividon gaff are working with the Arkansas
Medicaid Director to addressthefinancid concerns and qudity of care issuesassoci ated with psychotropic
medications. Arkansas is dso focusing on promoting good psychopharmacologica practice; the state
established a pilot project where an interdisciplinary team works with nursing home staff and their use of
psychotropics with resdents. Other efforts include devel oping amental health court and pursuing funding
to conduct crigsintervention training for police.

The Chief of Adult Servicesat the Universty of Connecticut Medical Center reported that, as of July 2001,
the state will assign a case manager to work with people with serious and persstent mentd illness served
by the Center.

Missouri isinitsfourthyear of focusng on better integration between the substance abuse and menta hedlth
sysems.  Collaboration efforts include regiona planning, joint training throughout the year, providing
funding to substance abuse providers to provide psychiatric medications, and revamping the social detox
program to indude professona nursing and physician saff to address consumers physica and menta
hedth needs. Other activities within the Missouri mental health system include collaborating with the
department of developmenta disabilities, working on practice guiddines initiaives, drafting protocol for
physicians prescribing Clozapine and deve oping patient education materids regarding generics. Missouri
recently surveyed doctors about medication availability and whether doctors felt their ability to prescribe
was restricted by formularies. Only 11 percent of doctors felt that they couldn’t prescribe what they
wanted for Department of Mentd Health (DMH) clients, which was down from 40 percent about 3 years
ago. Missouri has aso noticed that their non DMH-operated beds (e.g., Veterans Affairs, private
psychiatric or generd hospitas) have dropped by 30 percent inlast decade and this trend has accelerated
in the past two years.  This trend raises the question about the impact that these private sector decisons
will have on state mentd hedth systems.

Louisana s state menta hedth system is moving toward disease management and ingdtituting clinical
protocols. In particular, the gate is aming to admit consumers to the level of care they need on the
continuum and thenratchet themdown to the least redtrictive environment as quickly as possible. The state



continues to collaborate with academic partners; LouisanaState Univeraty runsal of the sate genera or
charity hospitals while Tulane runs the stat€’ s forensic program. Louisanaaso belongs to the multi-state
purchasing consortium which dlows the state to purchases its pharmaceuticas at a great savings and
recaive free drug samplesto assst indigent patients. Threatened budget cuts are the biggest chalenge in
Louisana. Inaddition, the stateisoverwhelmed with forensic patients; forensic patientstake up 55 percent
of the state’ sbeds. If thistrend isextrapolated out to 2020, the state won't have any civil bedsleft. Since
forengc patients are criminaly committed, the state mental health system does not control their length of

Say.

Maryland indtituted a statewide adminidrative services organization (ASO) four yearsago. Whenthe state
releases its RFP for the ASO, it expects four bidders with the ASO adminidrative costsrunningat about
3%. Thislast year Maryland experienced a$30 million budget shortfal, primarily due to the cydicd deay
inprocessing clams, increased number of uninsured consumers and increased number of people withdual
diagnogis (mentd illness and substance abuse and mentd illness and developmenta disability). Maryland
is in the process of modifying some reimbursement structures to address gaps and disincentives in the
sysdem. As severd hospitals are refusing to take Medicaid and Medicare patients, the state is moving
toward a prospective payment system to address thisissue.  In addition, hospitals are reluctant to admit
people with psychiatric problems whose longer length of stay may conflict withthe rate methodology. Dr.
Hepburn is working with the rate and heath care commissons to try to improve incentivesto take people
intothe genera hospitals and possibly exclude people withdevel opmental disabilitiesfromthe methodol ogy.

Wisconsin isworking on minimizing its use of seclusonand restraint and has introduced new training and
policies. Some of the chalenges facing the sate include a hiring freeze for patient care staff and budget
concerns.

Georgiais engaged in a push to maximize federd revenue streams, induding the Medicaid rehab option.
Thiseffort will involve amgor change for community providers who will have to begin billing for services
asof dJuly 2001. In addition, after athree year trend of dramatic reductions in admissions and lengths of
dtay in Sate hospitad beds, the trend has flattened and recently shown adight increase. Thus, the Sateis
anticipatingpressureonstatehospital beds. TheMedical Director position in Georgiahasrecently changed
to now have the executive directors of regiona planning and purchasing boards report to Dr. Hester.

Multistate | ssues

Appropriate levels of care

Severa Medical Directors spoke of the importance of funding dl levels of care (e.g., psychiatric hospital
beds, general hospitd beds, resdentia beds, supported residential and community placements) to
appropriately treat persons with mentd illness. When some of these levels of care are not adequately
funded, consumers end up in levels of care that they don’t need and/or that don’t serve them well.



Georgia examined this issue and hired an outside utilization group to gpply LOCUS criteria to dl state
hospital patients and determine who met criteria for Level 6, who did not, and what level of care was
recommended. Asaresult, theregiona purchasing board hasthe aggregate datato determinewhich levels
of care sarvices need priority funding.

The private sector’s decreasing interest in serving persons with mentd illness dso has an impact on the
avalable trestment options and supports. In particular, as economics change, private hospitas are less
interested in contracting with the state to provide inpatient services. Asthe private sector and Veterans
Affarsget out of the business of providing services to people with serious mentd illness, the public mental
hedlth system will continue to fed the impact.

Some states have developed flexible treatment settings to meet this range of need. Georgia has crisis
resdential programs operated by the community menta hedlth centers. Since the program is under 15
beds, the services can be Medicaid reimbursable. These community-based criss programs have taken
tremendous pressure off of hospitals.

People who have developmental disabilities and mental illness

The difficulty of finding inpatient beds for persons with the dud diagnoss of mentd illness and
developmenta disabilities was also discussed. Genera hospitds may be reluctant to accept these
individuds, fearing lengthy stays, community placements that cannot remain open and/or families that do
not want the patient to return home.

Minnesota has responded to this issue by usng criss beds for persons with developmenta disabilities,
particularly as mogt of the crises are more behavior-related thanpsychiatric. If the person does require a
psychiatric bed, they aso bring the trestment team and support gaff to them for the 3-5 day inpatient Stay
and then return the person to the less-redtrictive crisis bed.

Texas date fadilities has gpecid units which are funded with both mentd illness and mentd retardation
dollars. These programs alow interdisciplinary teams to cross-train and work together to address the
unique needs of this dudly diagnosed population.

The discussion of cross-cutting state issues concluded with suggestions that NASMHPD might want to
convene work groupsaround (1) levels of care and associated costs (e.g., costs of state-operated, private
beds and crisis community-operated beds); (2) forengc issues, perhapsas ajoint effort with the Forensic
and Legd Divisons and (3) providingservicesfor people withmentd ilinessand developmental disabilities,
perhaps as ajoint effort with the Nationd Association of State Developmenta Disability Directors.

Review and Approval of December 3, 2000 M eeting Minutes



The Medical Directors Council reviewed the draft minutes from its December 3, 2000 meeting. The
minutes were approved and accepted.

Action: The Medicd Directors Council gpproved the past meeting minutes.
Report on Superintendents National Summit

According to NASMHPD Executive Director Bob Glover (who was unable to attend the Medical
Directors Council Meeting due to illness but passed dong his thoughts via some of the participants), the
Superintendents Nationd Summit in March was well-received. Some of the topics that Superintendents
were particularly interested inincluded the Olmstead decisionand the hospitdl’ srole, usng eectronic charts
for state psychiatric hospitas, violence and mandated treatment and responding to needs of trauma
aurvivors. The Superintendents are establishing regiona groups to continue discusson and information-
shaiing. The plan is developing that the Superintendentswill have a nationa mesting every other year with
aregiona meeting to occur during the off years.

NASMHPD Position Statement on Restor ation of State Hospital Cemeteries

TheMedical Directorsreceivedacopy of the draft NA SMHPD Position Statement on Restorationof State
Hospital Cemeteries, which Dr. Hester helped to draft. The position statement was approved by the
NASMHPD Board and will be voted upon by the membership a the summer Commissioners Mesting.
AsDr. Hester explained, addressing this issueisared opportunity for heding among state menta hedth
systems and consumers.

A few Medicd Directors had some minor language suggestions to clarify the statement. While it was
unclear if such changes could Hill be incorporated, Roy Praschil agreed to pass aong these comments to
Bob Glover.

Report on 2000 NASMHPD Medical Directors Councils Technical Reports

Dr. Hester gave abrief overview of the processand history of the Medicd Directors Council developing
Technica Reports. The Council develops and issues two reports per year on hot button issues with
recommendations geared toward state systems and nationa organizations. Thetwo reportsfor 2000 were:

. Seclusionand Restraint 11 which has been completed, approved and distributed. Rupert Goetz,
M.D. (Oregon) served as Chief Editor.

. Pharmacology. This report was done inconjunctionwithseveral Medicaid Medicd Directors, a
successful firgt attempt to draft atechnical group with another group. The report is available for
digribution. Dan Luchins, M.D. (Illinois) served as chief editor.



One participant suggested that the next step for the Council to undertake isto submit the Technicad Reports
in a shortened form to various journas. With little additional work, the Council could achieve wider
dissemination of the Council’s work and raise awarenessof NASMHPD. For example, materid fromthe
psychiatric medication Technica Report might be placed in the Mental Health Administrator while
Psychiatric Services might be interested in the seclusion and restraint topic. Participants agreed that the
Council’s Editorid Advisory Board could assume responsibility for placing such articlesin peer journds
and other publications.

Roy Praschil mentioned that the Medical DirectorsCouncil needsto explore other funding for the Technica
Reports in future years. Currently, pharmaceutical companies fund the effort, but such support is not
appropriate for sometopics (e.g., the 2001 report on polypharmacy). Participants suggested investigating
SAMHSA or NIMH funding.

Action: Roy Praschil will ensure that the current Technical Reportsare posted on NASMHPD’ s
web ste. Roy or Tom will talk with Bob Glover about the idea of publishing shortened
versions of the technica reportsin journas.

Report on 2001 Medical Directors Technical Reports
The Medicd Directors serving as editors for the 2001 Technica Reports gave updates.

. Joe Parks, M.D. (Missouri) reported that the work group on polypharmacy had its technical
writing meeting inearly May. Thework group convened seven psychiatrists, two consumers, three
pharmacists, two Commissioners and atechnica writer. The process resulted in consensuson a
number of generd and specific recommendations, such as the importance of communicating and
working withconsumers on medicationissues and the vaue of indtituting some process (e.g., prior
authorization) where more than 2 antipsychotics can't be prescribed without formal gpproval.

. Brian Hepburn, M.D. (Maryland) expects the firg draft on outpatient commitment to be available
inJune. Thiswork group met earlier in the year and involved a representative from the Forensic
Divison, two Commissoners, several Medica Directors, a consumer and an expert consultant,
Paul Applebaum. The report will address the issues of community safety, violence and menta
illness, options, coercive treatment, advanced directives. Dr. Hepburn relayed that the group
reached consensus that (1) coercion should not be a replacement for lack of services; if services
are in place, sysems may not need the choice of outpaient commitment and (2) Inge case
incidents should not drive policy on thisissue.

Editorial Advisory Board Appointments



Dr. Hester reviewed the process for other Medica Directors (outside the immediate working group) to
review draft Technica Reports. The Council had established an Editorid Advisory Board to gpprove
technical report subjects, review and approve technical reports prior to distribution and consider
suggestions for items to be posted onthe web page. Participants agreed that this Sructure still made sense
and suggested some Medica Directors to fill the “vacant” spots on the Board.



Participants then brainstormed possible topicsfor 2002 Reportsto suggest tothe Editorial Advisory Board.
The topics (some of which may be used for future Best Practices Symposium) included: consumerswith
dua diagnoss (mentd retardation/mental illness); utilization management of planning for services
(private/public beds, levels of care); juvenile forensic issues (suggested by Bob Glover); joint project with
NASMHPD’s Forensc Divison; menta hedlth courts; trauma and recovery; suicide (as follow-up to
recently released Surgeon Generd’ s report); implementation strategies for states for evidenced-based
practices and telepsychiatry.

Action: On the handout describing the Editorid Advisory Board' s structure and function, modify
the Board' s functionby ddeting “ consder suggestions for items to be posted on the web
page’ and adding “ promulgate technica reports, including presentations and peer review
publications’

Add the following people to the Editorid Advisory Board:
Steve Bartels (N.H.) for Northeast
Brian Hepburn, M.D. for Northeast
Robert Fisher, Louisanafor South
Kenneth Casmir, Wisconan for Midwest
Penny Knapp, Cdiforniafor West

Dr. Parks will contact Drs. Bartels and Knapp to seeif they will serve.

Roy will give the lig of possible topicsfor future Technica Reportsto Bob Glover and then
members of the Editorial Advisory Board.

Memorandum of Under ganding with the American Academy of Community Psychiatrists

The Council reviewed the draft Memorandum of Understanding with the American Academy of
Community Psychiatrists, which was writtenby Dr. Parks and reviewed by Dr. Glover. The MOU needs
to sgned by NASMHPD representatives and forward to AACP for their signatures. The Medica
Directors Council Chairperson will serve asthe AACP liaison.

XIl. 2001 Best Practices Symposium

The Medica Directors Council 2001 Best Practice Symposium will occur in October 8-9, 2001 in
Orlando, Florida. Roy Praschil sent out the draft agendafor “ Transforming Knowledge and Research Into
Practice in Public Mental Hedlth Systems.” CME creditswill again be available.

The 2001 Symposium will feature the following sessons.



NRI’ s Performance Measurement System Update. DanLuchins, M.D. isthe Section Chair for
this closed session.

Children Psychopharmacy Issues. Brian Hepburn, M.D. and Penny Knapp, M.D. are Section
Chairs.

Continuity of Care from the Hospital to the Community (Successes and Failures). Alan
Radke, M.D. isthe Section Chair.

Update on practice guidelines including changes by APA and modifications by the tri-
universities. Steve Shon, M.D. chairsthis Section.

A participant suggested that NIMH might be willing to fund this last sesson on practice guiddines.
Miscellaneous

Seclusion and Restraint National Meeting

NASMHPD is planning a 2.5 day nationd meeting on secluson and restraint invalving a range of
stakeholders. The meeting will occur in late fal or early winter. Bob Glover requested that one or two
Medicd Directors assist with shaping the agenda, finding faculty and identifying important topics.
Depending on scheduling, the following Medicd Directors are available to participate in planning: Rupert
Goetz, M.D., Joe Parks, M.D., Alan Radke, M.D., and Tom Hester, M.D..

ORYX feedback.

Dr. Radke urged participants to attend the eastern or western ORY X user group mestings in fdl 2001.
He suggested that the Medica Directors might want to provide input on the issues of case mix, risk
adjustment, and the data' s practicdity.

Next Meeting

In conjunction with NASMHPD Summer Commissioners Meeting, the next Medica Directors Council
Mesting will occur July 29, 2001, 8 AM-12:00 PM in Minneapolis, Minnesota. The Commissioners
Mesting will run through Tuesday, July 3lst with Monday, July 30th being the joint meeting day with the
Children’ sDivison. For the next Council Meeting, participants agreed to continue using up to1.5 hoursfor
informd introductions/updates and to supplement their updates with rdlevant maerids (e.g., articles) of
interest to other Medica Directors.



