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1) Sustain Vermont’s mental health system of care by:

A) Action:  With recent state budget cuts, state investments are needed to sustain effective community-based mental health services in Vermont.  Failure to do so will result in higher rates of psychiatric hospitalization at greater cost to Vermont taxpayers, and would undermine VT’s historic commitment to treatment in the community vs. institutional care. 

A 2007 independent study of the designated agencies’ capacity found that, given current demands and cost pressures, these agencies need a minimum 8.5% annual increase over 2008 state general fund budget just to keep pace with their current caseload.  These services were granted a 2.5% increase in the FY ’09 budget, which then became a 5% cut as of Dec. ‘08.  Further state cuts are likely to wreak havoc in the ability of these agencies’ staff to support individuals in recovery.   

NAMI-Vermont believes that under-funding of non-hospital mental health services in Vermont, including low reimbursement to clinicians, has been a major reason why admissions to VT’s inpatient psychiatric hospital beds have increased by 20% over the past 10 years.  Because it’s more cost-effective to treat people with mental illness in the community than in hospitals, NAMI-Vermont believes Vermont should continue its recent investments to strengthen these services.

B) Action:   Funding for key elements of the Vermont State Hospital (VSH) Futures Plan must be included in FY ‘10 state budget, with a continued emphasis on ‘front-loading’ implementation of reforms which strengthen community-based non-hospital and inpatient psychiatric services in Vermont. 

NAMI-Vermont applauds the Legislature’s support for the Dept. of Mental Health (DMH) planning for the VSH replacement inpatient facilities, and funding to open several new community-based programs needed for patients now served at VSH.  NAMI-Vermont supports continued ‘front-loading’ implementation of non-hospital programs of the VSH Futures Plan to strengthen the capacity of our community-based system of care (such as increasing the stock of non-hospital diversion and crisis beds, supported housing and employment services, and peer support programs). NAMI-Vermont believes legislators should continue to support DMH’s efforts to obtain a Phase II Certificate of Need for the Futures Project, and include Futures planning & program development resources in the state’s FY 2010 capital and general fund budgets.

C)  Action:  Involve Vermont community hospitals in meeting the needs of all persons requiring acute inpatient psychiatric care, including those now served only at the VT State Hospital, with clear standards for partnership:

While the VSH Futures Plan envisions a broader role for our community hospitals in providing acute care to Vermonters with serious mental illness, NAMI-VT continues to hear reports that people in acute psychiatric crisis have been denied care, or transferred to VSH for involuntary care, instead of being treated closer to home in our community hospitals.  Rather than proceeding with negotiations with any willing partner, we believe DMH should pursue the following standards:

1. True parity of care, with a ‘no reject’ policy: NAMI-VT strongly supports the concept of one or more of our community hospitals providing acute medical and psychiatric care to Vermonters with serious mental illnesses, including the level of acute care currently available only at VSH. However, any partnership between the VT Department of Mental Health (DMH) and a community hospital must fully address parity of care. That is, the partner hospital must agree to a “no reject” policy for patients meeting mutually agreed-upon criteria for acute care psychiatric admission to its VSH replacement beds. Patients with serious mental illnesses could not be transferred from that hospital’s psychiatric inpatient unit to another psychiatric hospital for reasons other than those that would apply to patients who are seriously ill with other medical conditions. (Without such a policy, a separate state psychiatric acute care inpatient facility such as VSH would still be needed, which would undermine the whole rationale for the partnership, going forward.)  


2. Shared risk, shared reward, and shared responsibility: Any proposed partnership between DMH and a community hospital to build new inpatient acute care psychiatric beds that are designated to replace VSH capacity must also be based upon principles of shared risk, shared reward, and shared responsibility with regard to funding and financial aspects.  Community hospitals should not expect taxpayers to assume 100% of the costs of building and operating these facilities.  Community hospital-based inpatient psychiatric programs that are even partly state-funded must also be held to our Vermont standards and values; they must be trauma-informed, recovery-oriented, and reduce the use of seclusion, restraint & other forms of coercion. 
3. Deadline to complete a deal, or move on: If DMH cannot complete a legally binding agreement reflecting these standards with at least one community hospital to meet a substantial portion of VSH inpatient needs by July 1, 2010, we believe it’s time for policymakers to finally drop this project, and move on to planning construction of one or more new state-operated psychiatric inpatient facilities. We would urge legislators to make such a deadline a condition of continued support for funding the VSH Futures project planning & capital budget requests.
D)  Action:  NAMI-Vermont favors changes to current practice and statute that would lead to a more prompt medical and legal determination of the need for involuntary treatment, and more prompt access to active treatment, when an individual with acute symptoms of a psychiatric illness lacks the capacity to make informed decisions about their care.  
Within 30 days of admission to a Vermont hospital for an emergency evaluation, psychiatric patients believed to be in need of involuntary treatment should have access to and receive the following: 

· A prompt determination of their decision-making capacity by a treating psychiatrist

· A separate evaluation of their need for involuntary psychiatric hospitalization and involuntary medication, by a second psychiatrist

· Only if these evaluations find both a lack of capacity AND a need for treatment, a prompt filing by attorneys for the state of petition(s) for involuntary care

· Appointment of competent legal representation for the patient

· Active treatment (including non-emergency medication) should begin immediately, while decisions on the patient’s case are pending in court
· The judge’s decisions on continuing involuntary hospitalization and/or medication should be conveyed promptly to the patient and the hospital staff.
Our current process in Vermont clearly does not meet these minimum standards.  Lengthy delays in providing active treatment to the patient, while the legal process slowly runs its course, serve no one’s interest.  Public policy and law should support psychiatric patients’ right to be well & facilitate prompt access to the best care available.  For the small number of seriously ill Vermonters who are subject to this cumbersome process today, treatment long-delayed becomes treatment denied.
2) Work to Decriminalize Mental Illness by:

A) Action:   Encourage policy makers to develop & expand the Mental Health Court model in Vermont, to improve access to treatment for people with mental illness who are arrested or cited for crimes & encourage their diversion from jail to treatment and recovery.

Vermonters with serious mental illness who become involved with the justice system do not have access to sufficient treatment while incarcerated.  Many cycle through the courts and jail without ever being fully evaluated or treated.  


The Chittenden Mental Health court employs a social worker to screen people with mental illness into treatment, as an alternative to incarceration for misdemeanor violations.  Judges & prosecutors in the MH court work together to impose conditions of release that support the offender’s engagement with community-based treatment.  


As recommended by Vermont’s Chief Justice Task Force on Criminal Justice and Mental Health in 2008, NAMI-Vermont believes this model should be expanded to be available throughout the entire state.  It’s in the public interest to break the endless cycle of arrest, trial, conviction, parole and recidivism of this population, and move more offenders into effective community-based mental health treatment.  This would decrease costs to the taxpayer, improve public safety, and produce better individual outcomes for those who now get stuck in the system.

B) Action: Work with state agencies & legislators to develop and fund appropriate treatment for individuals with active symptoms of a serious mental illness while they are under the supervision of the VT Dept. of Corrections, starting with passage of S. 2. 


The Dept. of Mental Health, local community mental health providers and the Dept. of Corrections should work together to expand treatment options for those with mental illness and/or substance abuse issues who are involved with the criminal justice system. NAMI-VT believes that a comprehensive system of treatment, services and supports that address prevention, early intervention, recovery and support, jail diversion, and transitional care should be available to all individuals living with mental illness and their families. Care should be available to all persons no matter where they are in the system, to include those in outpatient settings, inpatient settings, community based programs and those who are incarcerated. 


These services should be available through publicly and privately funded service systems, and should promote resiliency and recovery, and include evidence- and research-based interventions. We also strongly support the restoration of health, housing and employment benefits to eligible inmates before discharge, to improve outcomes upon their release.  
C) Action:  All Vermont law enforcement officers should be trained on dealing effectively with crises involving individuals with mental illness, and how to safely de-escalate such crises without the use of force.  Every municipal police and sheriff’s department should get at least 1 officer trained in this curriculum.
NAMI-Vermont staff helped to develop, and has actively promoted, a new training program for Vermont’s police officers to respond appropriately to individuals in a mental health crisis. This curricula is now part of the required training at the VT Police Academy, and a 6.5 hour in-service training is also offered to local police, sheriffs, and other state & local law enforcement personnel. NAMI-VT believes that providing this training to local police is critical, since the first response to a mental health crisis is often provided by the local law enforcement. 
NAMI-Vermont will continue to advocate with local officials and police chiefs to provide release time and funding for their untrained officers to get this vital training. We believe that 911 dispatchers, emergency medical technicians & corrections officers should also be trained.  NAMI-Vermont also supports expanding pilot projects that encourage close collaboration between police and social workers, now offered in Burlington, Bellows Falls and Brattleboro, which help to divert individuals with mental health issues from arrest & prison into appropriate community programs.
3) Strengthen access to mental health treatment services by:

A) Action:  Monitor rule-making and enforcement by the VT’s Banking, Securities & Health Care Administration (BISHCA) of the provisions of Act 129, to strengthen the compliance of mental health managed care providers with the equal access provisions of Vermont’s mental health parity law.
 B) Action:  Improve peer support and outreach to Vermont’s military veterans returning from war to determine their need for mental health treatment, and provide improved support and education about mental health treatment to their family members.
NAMI-VT supports recent efforts in Vermont to improve outreach to our returning veterans who may be experiencing serious mental health issues as a result of exposure to the traumas of combat service, but have not yet accessed mental health care at home. We believe that stigma against mental illness is an important barrier to vets (and their families) getting the care they need.  
NAMI-Vermont will continue to collaborate with Vermont Vet-to-Vet and the Military-Family Community Network of Vermont to encourage vets & their families to get help, when needed. We will also work to support, educate and empower members of Vermont’s military families, as they support their loved ones in coping with these conditions.
4)  Increase funding for mental health care and outreach to VT’s under-served children, youth and elderly who live with serious mental health conditions, and strengthen transitional services for youth.
Vermont needs effective system coordination and collaboration between all agency systems serving children, youth, adults and their families so that services, supports and accommodations will be timely, accessible and provided in the least restrictive environment.

A) Action:  Promote expansion of school-based outreach programs to prevent suicide & promote collaboration between school staff, treatment professionals and parents to help youth at risk.

B) Action:  Educate legislators and the VT Dept. of Mental Health about the need for improved transition services for youth with a serious emotional disturbance who are leaving school-based services to move into Vermont’s adult system of care.

C) Action: Increase funding for outreach and in-home mental health services targeting rural and isolated elders.

For more information on NAMI-Vermont or to get involved in our advocacy efforts, please contact us at namivt1@verizon.net, or call 1-800-639-6480.
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