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THE SELECT COMMITTEE ON MENTAL HEALTH
EXECUTIVE SUMMARY

The Proclamation & Process

The Honorable Joe Straus, Speaker of the Texasdéiof Representatives appointed the Select
Committee on Mental Health in November 2015. Spe&ktraus, via a Proclamation, attached as
Appendix A, instructed the Select Committee to holistically study and make recommendations
on virtually every aspect of mental health Texas, including co-occurring substance abuse
issues often referred to as beloaal health. As far as known ifiexas legislative history, this

was the first time that one committee was tasked with studying every aspect of local and state
mental health systems in Texas.

Specifically, the Proclamation charged the Select Committee with exploring major mental health
components including: the identification, includipgeferably early identification, of mental
health conditions in both children and adults; access to care (meaning the financial ability to pay
for services and the availability to be readily treated in every region of Texas by a skilled ment
health workforce); and the effective and timely delivery of mental health services, including the
essential continuum of care. §Proclamation also instructed the committee to identify barriers

to each of these components in both the memalth treatment of ddren and adults, in
specific populations such as vetegsaand the homeless, and in certain settings including, but not
limited to, public schools, highexducational institutions, the criminal justice arena both from
city and county jail to state hospitaed state correctional facilities.

To systematically tackle the task at hand, including ascertaining an understanding of the current
local and state mental/behavioral health services available in Texas, examining the existing gaps
in services, and exploring the innovative approaches in each of the aforementioned settings, the
decision was made to carefully examine themponents by grouping like or similar components

with one another for further review. For instance, the Select Committee dedicated one entire
hearing solely to children’s mental health BssuThis in-depth analysis by grouping similar
mental health issues resulted in the Selech@itee conducting hearings on eight separate days
with over 40 hours of hearings. The committee tie¢astimony from and had the opportunity to

ask questions to over 100 expert witnessesluding diverse mental/behavioral health care
professionals, judges, and experienced law enforcement officials. The Select Committee also
received valuable insight through public testtpoThe committee further placed emphasis in
ensuring that testimony was heard from all areas across Texas — urban, suburban and rural.

Additionally, committee members and their stafembers visited sevdratate, county and
private mental health facilities and discussed topics with varied stakeholders in office meetings
and via telephone. Siteasited included medical schools, dieal centers, hospitals, health
science centers, adult and children psychiatric centers, local mental health authority facilities, a
homeless and substance abusalifiaca county jail during mentahealth hearings, and state
hospitals.




Summary of Major Findings
Funding

Texas spends a substantial sum on "direct" aldmtalth and behaviak health services and
treatment. General Rawee funding appropriated for the 2016-2017 biennium by the legislature
was $3.6 billion. These funds are distributed tghtden agencies across five articles of the
state’s budget. Additionally, during the hearings, the Select Committee learned that $3.1 billion
is spent on mental health anchbgioral health through Medicaid. Thus, at a minimum, the state
is spending approximately $6.7llion (All Funds) on mental health and behavioral health
programs and services. State funding is potentlatiher as some programs are encompassed
within agency budget strategies and not considered as "direct” funding.

As the recipient of the majority of the apprigped funds, the Department of State Health
Services (DSHS) has been the administrator of most of the programs for mental health services
for the state, including state hospitals. As of Septerhp2016, the community services portion

of the agency moved to the Health and Human Services Commission (HHSC); the state hospital
portion remains at DSHS until September 1, 2017.

Examining the effectiveness of every program aeeiving this direct funding was beyond the
scope of the Select Committee and these prognaas should be thoroughly examined by the
House Committee on Appropriations, including the Article 1l Subcommittee.

It is important to note that while significant resources are currently being invested, the demand
for services throughout theas¢ continues to increase.

Services & Treatment

There are many diverse mental health senacestreatment being providéy dedicated mental
health professionals throughout Texas in hospilalsal mental healtffiacilities, schools, and
through law enforcement. Testimony received by the Select Committee indicated that some
regions and counties of the stdtave innovative and effectiveograms while other areas are
lacking in services available. Best practices, ises/gaps, and ideas for addressing the identified
gaps were presented. Importantly, serviaad taeatment options including the type, extent, and
the scope of the continuum of care, if anypisnarily dependent on where one resides. Thus,
there is a patch work of mental health sm8 and treatments in ¥& on both a local and
regional level. For instance, a person may find that crisis intervention may exist in many areas
of the state but the degree in scope and length to which these services may be provided vary from
one community to another.

Additionally, testimony was pwided regarding many effective programs in place but expert
testimony also emphasized that the system often limits the potential of progress within these
programs. System limitations may consist of aadacking the ability to build-out a continuum

of care which may be due to a lack of local fundimdack of providers, or a lack of emphasis in

the locale on a particular continuum ofe#or certain mental health conditions.




In many instances, the Select Committee hdww effective strategies are being employed
through collaboratives on a local level. Many sgses in the delivery of effective services were

the result of entities and/or groups who broke ddwarriers to work together to seek better
outcomes to the problems they faced. Alsopdigh its work, this Committee opened doors,
started dialogues among stakeholders and prdvadéorum for the exchange of many good
ideas. Improvements and progress is being made as a result of the Committee’s work even in
advance of any potential legislative initiatives.

One recurring message or theme stood ouh¢éoCommittee - communities and stakeholders
who work in partnership and kaboration provide more effective mental health/behavioral
health services and in many cases to atgreanumber of persons and have the greatest
successes. A clear example of this is the Hawembpe model in the San Antonio community.

It is clear that cooperation, coordination, plargiand provision of lo¢danatching funds by

local stakeholders and assistance at the state level can successfully and effectively allow a
community to identify and address its own uniguental health/substance abuse challenges.

Successful and innovative ideas are being engaldiiroughout Texas to combat many existing
problems, and plenty of the successful strategie® formulated and implemented locally. This
statement should not be read, however, to imply that the state’s past actions and investments
have not been productive. Retanvestments over the pastveeal sessions have yielded
successful outcomes. Statewide initiatives, however, just are not often as nimble or flexible
since there really is not a one-size-fits-all solution to many of our existing challenges. The Select
Committee heard that local inputdadirection is often an esd@l ingredientto implementing
successful strategies across our geographically diverse state. Issues of statewide concern and
opportunities for potential expansion of services to solve existing service gaps as identified by
stakeholders included:

x truly integrated health care to treat the whole person from “head to toe,” meaning a
multiple healthcare provider ‘team approach’ to treat the patient’'s physical health
concerns and mental health concerns;

x prioritizing early intervention and previeon measures espedilamong school-age
children given that testimony revealed that one in five children have a mental health
condition;
expanding innovative public school-based programs;
ensuring greater access to chyerequiring parity and transparency between practitioners
and insurance companies;
sustainability of the 1115 Transfortian Waiver/DSRIP funded programs;
expanding bed capacity by expanding ‘steprdobeds to provide a continuum of care;
strengthening and expanding jaiveision for non-violent offenders;
expanding trauma-informed care;
continuing to address mental health work# shortages through educational incentives
and by expanding the availability and utilima of technology, such as telemedicine.

xX X

X X X X X

Fortunately, many of the bestgatices presented in the hearings addressed areas of concern and
provided direction and ideas for others’ pdtahadoption and implementation. Additionally,
ideas for new programs or an expansion of programs were presented.




Working with the various stakeholders tacfilitate proven and innotigse methods for the
provision of services to the mentally ill throughout the state is the committee's ongoing goal.
However, as all are aware, the expansiommainy needed services or programs commonly
require funding. Additionally, as we are also aNare, funds, whether federal, state, or local,

are limited. Funding has been increased durirgy past two legislative sessions, and the
Committee is optimistic that the services being provided can be maintained and enhanced even in
these challenging fiscal times. As we head into tHel&Fjislative Session, all indications are

that mental/behavioral health funding foe t018-2019 biennium budget will remain a priority.

*Disclaimer -- This report is generated from information obtained in the hearings, meetings with
various stakeholders, and visits to various providers by the Select Committee. On September 1,
2016, some persons and programs were transfeiithoh the HHSC enterprise. As applicable,

the information provided in this report is presen#s the programs and staff placements were at
the time of the hearing date.




INTRODUCTION

Recognizing that mental health issues are impacting virtually all aspects of our society and to
study the provision of mental health service3 @xas, the Honorable Joe Straus, Speaker of the
Texas House of Representativea November 9, 2015, appointedtieen members from across

the state to the Select Committee on Mentadlthe(Committee) for the 2015/2016 interim. The
Committee membership consisted of Four Price (Chairman), Joe Moody (Vice-Chairman), Greg
Bonnen, Garnet Coleman, Sarah Davis, Rickr@a, Sergio Munoz, Andrew Murr, Toni Rose,
Kenneth Sheets, Senfronia ThormpsChris Turner, and James White.

The Proclamation of the Select Commdtt on Mental Health can be found at
http://www.Irl.state.tx.us/scanned/leadershipdocs/proc151109gud is also included as
Appendix A. Generally, the charges instructed the Committee to identify and review mental
health/behavioral health services and programs currently available in Texas for both adults and
children, to discover potential gaps in these services, and to recommend solutions for several
specific populations and settings.

The charges were:

1. Review the behavioral health system, inatgdsubstance abuse treatment, for adults and
children. Make recommendatiotssimprove the delivery ancbordination of services to
create an integrated system to improve early identification of mental illness, improve
access and continuity of services, reducei@arto treatment, and increase collaboration
between entities responsible for the delivefrgare in a manmehat will ultimately
reduce cost and improve care.

2. ldentify educational, healthcare, law enforcement, criminal justice, judiciary, state,
county, and city entities that are statutorily or contractually responsible for the
identification or delivery of behavioral H#aservices. Review how the services are
directly or indirectly connected and how the entities work together.

3. Review entry points into the mental health system for both adults and children; how
individuals gain access to services; what services are available; the effectiveness of
services; and how to define, prioritize, measure, and improve outcomes achieved for
adults and children.

4. |dentify local and state cost of mentalltiean Texas and identify measures to reduce
cost to the overall system by improving care.

5. Study and recommend solutions for the challenges within the current system, including,
but not limited to, how to provide effective services in the short term and close gaps over
the longer term in mental-health workforce shortage areas; access to appropriate mental
health care for school-age children, includihgse identified through Mental Health
First Aid training, to break the school to juvenile detention tsoprpipeline; factors
contributing to differences in communitiestcess to law enforcement and Judges with
specific mental health training; communities’ access to crises intervention and jail
diversion services; communities’ ability to plan and coordinate between healthcare




providers and systems, law enforcement, the judiciary, and the criminal justice systems to
deliver and coordinate care; and the location and availability of inpatient treatment beds,
including how the need for inpatient beds garby the effectiveness of the entire system.
Also, identify obstacles to adequate insurance coverage for mental health services.

6. Identify the challenges of providing care and increasing access to veterans, homeless
Texans, and individuals with serious mental illness.

7. Examine challenges of providing servicesmaerserved and rural areas of the state and
in communities serving high numbearsTexans below 200% poverty level.

The Committee has completed its hearings and has issued the following final report with its
findings and recommendations.

The recommendations included in this report include recommendations committee members
submitted based on the information obtained throughout the interim hearing process. To be
clear, the fact that a recommendation is listed herein does not indicate that each committee
member ratifies or supports eaaldividual recommendation withoumodification. They are set

forth in this report to provide a representative set of recommendations for potential study,
analysis or future legislative consideration. Many of the recommendations included in this report
could serve as a catalyst for future study or action, both during theegislative session and
beyond.

The Committee wishes to express appreciation to the state agencies, local government entities,
organizations, and concerned @iz who testified at the public hearings for their time and
efforts. The presenters imparted much knowledge regarding many effective mental health and
behavioral health services currently available in Texas, identified gaps and areas of service that
need attention, and provided ideasdahancing the provision of services.




INTERIM STUDY CHARGES

The proclamation for the appointment ofethSelect Committee on Mental Health is
comprehensive in scope. Many of the individolaarges set forth therein address related yet
separate issues concerning mental health. To enable the Committee to adequately address the
charges of the proclamation, the Committee dividedtiaeges into specific topics to allow for a
detailed discussion, and thasnore thorough understanding, of each issue.

The charges were addressed in eight hearings (seven hearings with invited testimony plus one
hearing for public testimony). The invited testimony included state agencies, local government
representatives, community organizations, comiguadvocates, mental health professionals,

and education professionals. ginasis was placed on ensuring that all population areas — urban,
suburban, and rural — were represented.

Hearing #1 — related to obtaining a detailed oiewof the current landscape of mental health
services and funding mechanisms to ensure that committee members had the most current and
accurate information regarding the actual services being provided in Texas as well as their source
of funding.

Hearing #2 — related to obtaining a thorough understanding of mental health and behavioral
health services and treatments provided in the state for children, including those services
provided in clinical, pulic education, and juvéle justice environments.

Hearings #3 and #4 — related to hearing from plgsgand other mentakalth care providers
regarding early identification, crisis interventi@tcess to care, continuity of care, coordination

of services related to an integrated system of care, and the delivery of care to the diverse
populations and regions of Texas. The heariagg concerned workforce challenges and
identifying ways in which the delivery of services could be improved.

Hearing #5 — related to insurance parity, obtagniletails regarding health insurance plans, and
hearing some innovative ideas on billing integrated services. Hearing #5 also concerned
mental/behavioral health’s relationship to law enforcement and our system of criminal justice.

Hearing #6 — related to mental/behavioral health services for the homeless and veterans. The
Committee also heard testimony on the co-occurrence of substance abuse and mental iliness.

Hearing #7 — public testimony only.

Hearing #8 — related to gaining further insight into Texas' State Hospital system and to hearing
ideas on partnerships with academic institutions and criminal justice entities for increasing
psychiatric bed capacity. The hearing also rélatepublic institutions ohigher education and

their efforts to ensure students have knowledgawailable mental health services on college
and university campuses.

Although this committee was formed as the “Select Committee on Mental Health,” its charges
included the review of variousspects of mental healémd substance abuse. As clarified in the




first hearing by the Health and Human Services Commission Associate Commissioner Sonja
Gaines, "Mental health" is a diagnosis of mental illness, and "behavioral health" encompasses
substance abusk.Throughout this report, mental healdnd behavioral health are used
interchangeably. Additionally, in this document, "behavioral health” does not refer to
misbehavior requiring disciplary actions in a school or law enforcement environment.




PUBLIC HEARING #1: MENTAL HEALTH OVERVIEW

To establish a framework of "the state of mehelth” in Texas and to determine the amount of
mental health funding appropridtén the state budget as well as the services being provided, the
Committee held its initial public hearing reldtéo mental health on February 18, 2016 at
10:00am in Austin, Texas in the Capitol Extension, Room E2.016.

The Committee invited state agencies and stakeholders to provide an overview of current
programs, to discuss details on howurrent services are working, and to identify potential gaps
in services. The following organizatidmglividuals were invited to testify:

Alison Mohr Boleware, HOGG ¢undation for Mental Health
Rachel Carrera, Legislative Budget Board

Mike Diehl, Legislative Budget Board

Sonja Gaines, Texas Healthd Human Services Commission
John Hellerstedt, MD, T&s Department of &te Health Services
Lee Johnson, Texas Council of Community Centers

Andrew Keller, PhD, Meadows Mental Health Policy Institute
Lisa Kirsch, Texas Health and Human Services Commission
Lauren Lacefield-Lewis, Texas Departmef State Health Services
Kelsey Vela, Legislative Budget Board

The following section of this report related to mental health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction

The committee was charged with initiating a broad scope of review for the mental health /
behavioral health services bgiprovided in Texas. The scope encompassed both adult and youth
populations; urban, suburban andaluregions; varied communitgntities, citiescounties, law
enforcement, the judicial sysh, the criminal justice system, hospitals, schools, providers of
community services, the state; and varioupybations of Texans such as those who are
homeless, veterans, children in foster carejndividuals who are already diagnosed with a
mental illness.

This general topic has been addressed by theldure during numerous past sessions; however,
the numbers of individuals reqiuig mental health / behavioral services across the state
continues to increase. Consequently, stalddrel around the state are continuing to ask for
additional assistance to address the ongoing problem of providing services to the mentally ill.

Background
"A mental illness is a condition that affects agmar's thinking, feeling or mood. Such conditions

may affect someone's ability to relate to eshand function each day. Each person will have
different experiences, even people with the same diagrfosis."

9



Statistics

One in five adults experiences a mental health condition every year;

One in seventeen lives with a serious meilbaéss such as schizophrenia or bipolar
disorder;

Half of mental health conditions begin lage fourteen, and 75%f mental health
conditions develop by age twenty-four;

Just over 500,000 adults in Texas live withserious and persistent mental illness
(SPMI);

Nearly 250,000 children have a seri@motional disturbance (SED);

About one-half of these persons are below the 200 percent poverty level;

Adults with untreated mental health conditions are eight times more likely to be
incarcerated than the general population, and are more likely to have comorbid
conditions;

1.7 million veterans in Texas may sdshavioral health treatment;

Approximately 26,300 Texas students are reogivspecial education services with a
primary diagnosis of emotional disturbance;

Approximately 32,000 children are Department of Family Btective Services (DFPS)
conservatorship, and it is estimated that over fifty percent of those children have a
diagnosed mental iliness;

Approximately 50 percent of youth in the juvenile justice system have been identified
with need for mental health treatment; and

Approximately 80 percent of state committed youth have a need for alcohol or drug use
treatment:

Populations identified for increased potentiaéd of mental health services include:

X
X
X

X X X X X X

Individuals with Intellectual and Developmental Disabilities (IDD);

Individuals involved within the Criminal Justice System;

School-age children or those involved witle sthool system (over 1000 school districts
in Texas);

Veteran and military populations and their families;

Children and adolescents in foster care;

Individuals experiencing aat risk for homelessness;

Individuals with physical illnesses;

Individuals with limited English proficiencies; and

Aging populations.

The social and economic costs of untreddedavioral health conditions include:

X

Joblessnessa 17.5 percent of people served by LMHAs report having gainful
employment (this figure does notlaode persons not served by LMHAS);
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X Homelessness$96.6 percent of people served by LMHAS report living in stable housing
(this figure does not account for the unknowmber of persons not receiving services
through the LMHA);

x Criminal behavioraan estimated 30 percent of inmates have one or more serious mental
illnesses. This equates tearly 20,000 people in Texas coufdis with serious mental
illnesses;

X Adverse health effectschronic medical conditions present at more advanced stages or
at crisis points and more risky behavior leads to injury and iliness;

x Emergency room userbehavioral health-related catidns comprise 8.5 percent of
initial Texas Medicaid inpatieradmissions and 25.8 percent are potentially preventable
readmissions; and

x Suicide dn 2013, there were 3059 suicides in T&x80 percent of people who die by
suicide experience mental illness. On¢hiree people who commit suicide are under the
influence of drugs or alcoh8l.

Indicators of success for behavioha@alth continuum of care include:
x For mental healthestable housing, sustained employmeeduced incarcerations, fewer
hospital admissions, and reduced emergency room visits; and

x For substance abusincreased abstinence and reduction in reldpse.

Of the youth involved with juvenile justice in FY2015:
X 643 juveniles had a psychiatric diagnosis;
X 99 percent of youth needed sompéayf specialized treatment; and
x 83 percent of youth had two or necspecialized treatment neéds.

Overview of the current landscape of naittealth services and funding mechanisms

Texas has been providing mental health care in State Hospitals since 1861 when the facility in
Austin accepted its first patiefitsThe state currently has ten state hospital facilities plus a youth
facility in Waco which provide mental health services for forensic and civil, adult and youth,
patients. A state hospital m#s included in Appendix C.

Additionally, government funded mental heatthare is provided in community settings, which
began, at least in part, over 50 years ago wherfederal government passed the Community
Mental Health Act of 1963 providing federalniding for community mental health/intellectual
development disability (MH/IDD) centers with a community-based service philo¥bphy

Accordingly, the Texas MH/IDD Act of 1965 wamssed to authorizedal taxing authorities
(counties, cities, hospital distrgtschool districts) to create local governmental entity and
appoint a local governing board to developmoaunity alternatives tareatment in large
residential facilities; and to establish local, state and federal partnerships to a create community-
based system for people with mental illness and intellectual disablfitiesese entities are
known as Local Mental Health Authorities (LMHASr community centers. Thirty-nine (39)
LMHAs are positioned throughout Texas.
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Various mental health services have been ssbugsadded via legislation over the years. To a
degree, however, the agencies responsibleniglementing various seices did not always
communicate well with one another. As a consequence, House Bill 1, the General
Appropriations Bill during the 84th Legislature, created the Statewide Behavioral Health
Coordinating Council (Council). Th€ouncil consists of the identified eighteen agencies that
receive funds "directly" appropriated for mentadalth programs acrods/e articles of the
budget. Information suggests that mental healttiarsaare addressed and funded to some extent
in additional agencies but funding is buried witlprograms and thus not considered "direct”
funding. The information provided by this onggiCouncil is expected to be valuable in the
continued review and direction @fental health services in the state. By coordinating their
efforts, the Council should be abte facilitate the provision of various services in a more
efficient and effective manner. It is also believed that budget decisions and analyses will be aided
by the work of this Council.

Recent legislative actions and funding measures

Actions in recent Texas legislative sessions hgreatly expanded behavioral health services
over the past few years. Over that period, ltkgislature created positions and councils and
appropriated funds to address rgezed concerns. In data provided in the testimonies from The
Meadows Mental Health Policy Institdfe the Legislative Budget Boartl Health and Human
Services Commissidfy the Department of State Health Services/Health and Human Services
Commissior®, and Texas Tech University Health Sciences Céhtae following legislative
actions were takemd appropriations made:

x $82 million investment during the 80th Legisleg for the FY 08-09 biennium that
began the mental health g¢sigedesign. Implementation focused on ensuring statewide
access to competent rapid response servasasdance of hospiiaation and reduction
in the need for transportation; allowed the state to make significant progress toward
improving the response to mental heaihd substance abuse crises. The 81st
Legislature continued funding for thesésis services for the FY 09-10 biennidih.

x $55 million for Transitional/Intensive Serviceledicaid Substance Abuse benefit by

the 81st Legislature;

$160 million for waitlists in the 83rd Legislative Session;

x Senate Bill 58 and SeteaBill 1185 targeted specific populations through the Health
Communities Homeless Qaboratives and the Harris County Jail Diversion Pilot in the
83rd Legislature;

X Senate Bill 1 created the Office of Mental Health Coordination (MHC) in the Health and
Human Services Commission during the 83rdiskative Session to "ensure that Texas
has a unified approach to the delivery of hatwal health services that allows Texans
to have access to the right care at the right time and place";

X Legislation in the 83rd Legislative Sessidimected HHSC to include covered mental
health rehabilitation and mental health targeted case management in managed care; to
establish an advisory committee regarding the inclusion of services in managed care and
the integration of physical and behaviorahlih; and to develop two health home pilots
for integration of physicahnd behavioral health. Effective September 1, 2014, certain
mental health services were carved into the STAR and STAR+PLUS managed care
programs. Mental health rehabilitation services and mental health targeted case

X
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management are available to Medicaid recipients who are assessed and determined to
have a severe and persistent mental illness and to children and adolescents ages 3
through 17 years with a diagnosis of a mental illness or who exhibit a serious emotional
disturbance. Mental health rehabilitative services include crisis intervention services,
medication training and support servicesygb®social rehabilitate services, skills
training and development servicasd day programs for acute needs.

Senate Bill 200 in the 84th LegislativesS®n required HHSC toreate a new Medical

and Social Services division so that physicahlth and mental hé#h could have an
integrated delivery stream.

Senate Bill 55 in the 84th Legislature created the Texas Veterans + Family Grant
opportunity;

House Bill 197 in the 84th Texas Legisl® Session required that every public
institution of higher education post on its website information identifying where a
student could find mentdlealth care services;

Senate Bill 239 in the 84th Texas Legisla Session provides for loan repayment
assistance for certain mahhealth professionals;

House BIll 1, the General Appropriations Bill, during the 84th Legislative Session
created the Behavioral Health Coordinating Council to consist of the identified eighteen
agencies across five articlésat receive funds directlyparopriated for mental health
programs;

For community mental health services, the funds appropriated during the 84th
Legislative Session were $939 million in staeneral revenue funds ($1.1 million All
Funds) -- adult mental health servicesrev8554 million state general revenue funds,
up 9.7 percent, ($665 million All Funds); chidth's mental health services $133 million
state general revenue funds, up 14 per¢8805 million All Funds); community mental
health crisis services $250 million statgel revenue fundsip 15.3 percent, ($253
million All Funds);

For substance abuse programs, the fuappropriated during the 84th Legislative
Session were $89 million in state general revenue funds, up 26.2 percent, ($325 million
All Funds);

For state hospitals the funds appropriatednduthe 84th Legislative Session were $667
million in state general revenue funds, up 4.3 percent, ($872 million in All Funds);

For community hospitals, the funds appiafed during the 84th Legislative Session
were $190 million in state general reveriueds, up 35.2 percent, ($209 million in All
Funds);

For the expansion of the Residentibleatment Center Bject $4.8 million were
appropriated during the 84th Legisl/e Session for 20 additional beds;

To address an insufficient mental healtbrkforce, in the 84th Legislative Session,
legislation was passed that allows paytmeinup to $160,000 toward the student loans

of mental health prefssionals who agree to practice in underserved portions of the State
thereby helping attract these professionals to rural areas of the state;

For Texas Department of Criminal JustidéCJ), the funds @propriated during the

84th Legislative Session were $490.7 millionstate general revenue funds ($495.8
million in All Funds), including approprieons for Texas Correctional Office on
Offenders with Medical or Mental Impenents (TCOOMMI) of $47 million in state
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general revenue funds, up 14.7 percedt7(million in All Funds) and correctional
institution based servicesf $166 million in state general revenue funds, up 10.4
percent, ($166 in All Funds);

x For TJJD, the funds appropriated duritttge 84th Legislative Session were $155.8
million in state general revenue ($169 million in All Funds);

x For the Office of the Governor Trusteecb&rams in Article I, the funds appropriated
during the 84th Legislative Session were $1.5 million state general revenue ($10.6
million All Funds);

x For the Texas Veterans Commission in Articléhe funds appropriated during the 84th
Legislative Session were $4.0 million stgeneral revenuesd.0 million All Funds);

x To the University of Texas - Health Sceen Center Tyler in Article lll, the funds
appropriated during the 84th Legislative Session werer#iBlidon state general revenue
($8.0 million in All Funds);

x To the University of Texas - Health SceenCenter Houston in Article IlIl, the funds
appropriated during the 84th Legislative Session were $12.0 million state general
revenue ($12 million All Funds);

x To the Texas Military Departmé in Article V, the funds appropriated during the 84th
Legislative Session were $1.3 million state general revenue ($1.3 million All Funds);
and

x To varied medical board agencies in Article VIII, the funds appropriated during the 84th
Legislative Session were $3.7 million stgeneral revenue ($3.7 million All Funds).

Additionally, many behavioral health services provided by the state are funded through Medicaid
monies. Four million Texans are on Medicaid. Most of the Medicaid monies are for low income
children but some funds go to provide servicesaftults with disabilitis, pregnant women, and

low income adults with long term care needslditional funding in Texas for addressing
behavioral health needs is prded through Medicaid dollars and calculated to be approximately
$3.1 billion in All Funds for the 2016/17 bienniuth.

Also, a component of the Medicaid 1115 Transformation Waiver, the Delivery System Reform
Incentive Payment (DSRIP) program, provides funding that allows opportunities for
communities across the state, through local match monies, to earn billions of dollars. This
program was designed to fund infrastructure amovative projects to transform healthcare.
Later guidance from the Centers for Medicare and Medicaid Services (CMS) indicated that the
projects should become self-sustaining. The wravas approved in 2011, and the initial waiver
period ended September 30, 2016; boeer, the waiver has been extended for an additional
fifteen months, including DSRIP. Numerous local government entities, in many cases with
community organizations, generated innovative glm increased impact on mental health in
their communities and have implemented new programs which have provided additional
services. As of September 2016, behavioral health-related projects in Texas had earned
approximately $1.8 billion in incentive paymentgh the potential to earn almost $800 million
additional payments by the end of fiscal year 2017. Overall, the DSRIP/1115 waiver projects
have earned $7.9 billion All Funds over five yehrs.
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Programs and Services
Detailed Funding Breakdown

A chart of the eighteen state ages that receive funds for diradtilization in bénavioral health
services, the budget article in which the fuade appropriated, artie amounts appropriated
can be found in Appendix B. As shown thereire appropriations for the 2016/17 biennium are
$3.6 billion (or $1.8 billion per year) in All Fundsr behavioral health and substance abuse
services to the eighteen agencies idemtifie Article IX, Sec. 10.04 of House Bill 1, 84th
Legislative Session, 2015.

As reflected in the Statewide Behavioral He@thategic Planned ar@@oordinated Expenditures
document, the agencies receiving the bulk of the mental health monies are:

x Department of State Health I8&es (DSHS) in Article lin the amount of $2.7 billion
for the biennium (76.2 percent of thedgeted behavioral health funding);

x Department of Criminal Justice (TDCJ)Aaticle V in the amount of $495.8 million for
the biennium (13.8 percent of the budgeteehavioral health funding), includes
TCOOMMI funding;

x Juvenile Justice Department (TJJD) intidle V in the amount of $169 million for the
biennium (4.7 percent of the budgeted behavioral health funding);

X Health and Human Services Commission (Mhi$h Article Il in the amount of $78.4
million (this figure is not inclusive of Medicaid expenditures for mental health which
was later determined to be $3.1 billiainjs amount also does not include the 1115
Transformation Waiver/Delivery System Rafolncentive Payment (DSRIP) funding in
which, as of January 2016, the projectsd hearned approximately $1.7 billion in
incentive payments with the potential to earn almost $1 billion in additional payments by
the end of federal fiscal year 2095 and

x Department of Family and Protective Servi¢Bs-PS) in Article Il in the amount of
$52.5 billion for the biennium.

The balance of the referenced funds is apprtgdian Article | to the Office of the Governor
Trusteed Programs and to the Texas Veterans Commission; in Article Ill to the University of
Texas - Health Science Center Tyler and to the University of Texas - Health Science Center
Houston; in Article V to the Texas Military Department; and in Article VIII to varied medical
board agencies.

DSHS, as the primary state mental health and substance abuse agency, is responsible for
community-based inpatient and patient services and for inpatient services at the ten state
mental hospitals. The agency is responsible overseeing and providing public behavioral
health services to persons in crisis, medicatlgigent persons, andertain Medicaid clients

living in Texas.

Of the funds allocated to DSHS, state htadpireceive $872.6 million in All Funds; community
services for adults and children and communmental health crisis services, through
performance contracts with the 39 Local Menitidalth Authorities (LMHAS), receive $1.1
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billion in All Funds. The balance of the $2.7 billion to DSHS goes to a few varied programs,
including capital dollars for pairs and renovations at statespitals and funding at the Rio
Grande State Cent@utpatient Clinic?

Specific services may vary depending on theHAJ but these entities are located throughout
the state to provide, coordinate, and support conityrbased mental hehl services in their
assigned communities. State funds do not colteroats for the programs administered by the
LMHAS; expenses are supplemented directly wabal funding, Medicaid monies, Medicare
monies, grants, patient assistance pnogrunds, 1115 Waiver/DSRIP funds, and local
partnerships. An LMHA service ar@aap is included as Appendix B.

LMHAs work closely with community partnersncluding schools and the criminal justice
community. LMHA services include crisis services that are designed to help adults and children
avoid unnecessary hospitalization, incarceration, and use of emergency rooms.

Mental health funding to TDCJ allows the aggno provide behavioral health services and
programming to offenders in the community through probation-based diversion programs, and
parole services, and within the institution through correctional institution-based services. Health
care, both medical and mental, is providedirtcarcerated offenders in TDCJ through the
Correctional Managed Health Caf@MHC) system which is comprised of The University of
Texas Medical Branch and the Texas Tech University Health Sciences Center. Some behavioral
health services are contracted. Specific treatment programs include substance abuse treatment
and coordination, DWI treatmerand sex offender treatment.

Certain substance abuse and mental health treatseevices and programs serve offenders on
probation and on parole. These are through Texas Correctional Office on Offenders with Medical
or Mental Impairments (TCOOMMI) or Substance Abuse Felony Punishment Facilities
(SAFPF).

TCOOMMI provides grants for community-basedatment programs fgrobation and parole
adult and juvenile offenders with special needs. This includes a continuity of care program for
offenders with SMI and a system for local referrals from various entities.

TJJD provides services for juvenitéfenders with behavioral needgher in state-custody or in
the community through probation and parole prograHowever, the majority of the funding to
the juvenile probation system is provided by lamaunty governments and is not reflected in the
state funded appropriations. State bdselthvioral healttreatment includes:
X psychiatric evaluations;
X ongoing psychiatric services and psychotropic medication;
X general rehabilitation treatment; and
X specialized rehabilitation treatment, which includes treatment for mental health and
substance abugé.

The LMHAs also work with TJJD, TDCJ and the Texas Correctional Office on Offenders with
Medical or Mental Impairments (TCOOMMI) togride behavioral health support to youth and
adults involved in the ate's judicial system.
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Detail of Programs and Services Througk tepartment of State Health Services

The Texas Department of Stateealth Services (DSHS) is the agency responsible for state
funded behavioral health programand services. Most of the funding goes towards community
services or to the state hospital facilities, although some direct services are provided.

Community Services Through Local i Health Authorities (LMHAS)

The bulk of community mentaldalth services are provided digh the 39 Local Mental Health
Authorities (LMHASs), also referenced as Community Centers, which are positioned in
communities throughout Texas. Each LMHA has assigned counties in which it provides a broad
array of evidence-based, front-door, crisis, angoamy mental health services to communities,
and in which it coordinates with the various local entities, such as law enforcement, hospitals,
schools, the judicial system, and health cliniws,provide behavioral health services in the
community.

A LMHA/Community Center is not a state agermyt a unit of the local government, locally
sponsored by counties, cities, hospital distraetd school districts. Each LMHA is governed by

a publicly appointed Board of Trustees compriselboél leaders that represent the diversity and
best interests of communities, families, and consumers. The Centers provide services and
supports to people with intellectual and development disabilities, sevenéal illness, and
substance use disorders. They promote lomalrol over funding, responsiveness to community
needs, access to vital, cost-effective services, and recovery artkteethination. Section
533.035 of the Texas Health and $pf€ode describes delegatiohresponsibility by the state
authority to the designated local authorities for planning, policy development, coordination,
resource allocation, resource devel@nty and oversight of services.

As the LMHAs/community centers are not fulyate funded, funding sources for the various
community programs include monies from looatch sources, Medicaid, state general revenue,
Medicare, grants, patient assistance progrdrh$bs waiver/DSRIP, and local partnerships. The
base state funds are through Department Statdtid Services (DSHS) contracts with the base
allocations calculated on a per capita formul These funds help the LMHAs provide,
coordinate, and support the community-basedntaie health servicesin the assigned
communities.

LMHAs/community centers are involved in all asps of mental health care in the community,
whether for early intervention and prevention, afiaé services, psychiatric crisis emergency
services, community outreach, peapport services, or with criminguistice. They are the core

for providing services in the communities they serve. The biggest pressure point of communities
are the indigent, the jail populaticand those requiring hospitalizati6h.

LMHAs crisis system services include:
{ Access through crisis hotlines or as a walk-in;
{ Cirisis screening and assessment;
{ Connection to crisis services; and
{ Transition into ongoing community services.
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Specific services vary throughothe state, but crisis systeprograms, crisis facilities, and
alternatives to hospitalization and jaibgrams through LMHAs may also include:

{ Mobile Crisis Outreach Teams (MCOT) whigrovide around-the-clock services that
include crisis assessment, crisis inteti@n crisis follow-up, and relapse prevention
services;

Crisis respite services;

Crisis residential services;
Extended observation units (EOU);
Crisis stabilization units (CSU); and
Rapid crisis stabilization beds.

(e Wt Wanten Wanten Wanden Y

Persons obtain access through an intake process at the LMHA and obtain a diagnosis and a
standardized assessment -- Child and Adoldssgengths Assessment (CANS) or Adult Needs
and Strengths Assessment (ANSA).

The $24 million, effective in September 2013, ®@&rd Legislature appropriated to address
community wait lists numbers for both children and for adults began a steep decline, and the
numbers of persons served increased. Sinceequa of 2014, the wait list numbers for adults
have been increasing, but the numbers sensa @ntinued to rise. Comparatively, during the
same time frame for children, the number served continued to rise while the wait list has
remained low.

Assistant Commissioner Lacefield-Lewis explained that each LMHA decides its services and
programs based on resources, but funds are limitedveait list will always exist. Priority on a

wait list is determined by assessment tools utilized to determine the level of care needed.
Regarding these state allocations to LMHAs, the state withholds ten percent from the allotted
funding with receipt of the withhold paymtdmeing contingent on performance measures.

Measures for adults in a Full Level of Care include:

x Employment -- percentage with paid employment that is independent, competitive,
supported, or self-employment;

X Adult community tenure -- percentage thabia hospitalization ira DSHS-operated or
contracted psychiatric inpatient hospital bed;

X Adult improvement in functiomg -- percentage who show reliable improvement in at
least one of the Adult Needs and Stresgi#hssessment (ANSAylomains of risk
behaviors, behavioral health needs, life doemfunctioning, strengths, substance use,
adjustment to trauma;

X Adult monthly service provision/engagement into treatment -- percentage who receive at
least one face-to-face, telelibaor telemedicine encounter of any service per month;
and

x Residential stability -- percentage with acceptable or improved residential stability.

Measures for children in a Full Level of Care include:

X Juvenile justice avoidance -- percentagghwio arrests or a reduction in number of
arrests between the first and most recent assessments;
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x Child and youth community tenure -- percentage who avoid psychiatric hospitalization in
a DSHS purchased inpatient bed aftehatization into a Full Level of Care;

x Child and youth improvement -- percentageonemonstrate reliablenprovement in at
least one of the Child and Adolescent Stteagdssessment (CANS) domains/modules of
child strengths, behavioral and emotiomededs, life domain functioning, child risk
behaviors, adjustment to traumahasal performance, substance use; and

x Child and youth monthly service provisiongagement -- percentage in Full Level of
Care or YES waiver program who receive at least one face-to-face, telehealth or
telemedicine encounter of any service per month.

Measures for community mental health crisis services include:

X Hospitalization -- the equity-adjusted pertage of adults and children with DSHS
operated or funded psychiatric inpatient pitd stays in relation to population of the
local service area,;

x Effective crisis response -- the percentagendividuals who receive crisis services and
avoid admission to a DSHS optd or contracted psychiatrinpatient hospital bed for
30 days after the start of the crisis episode;

X Frequent admissions -- the percentage of admitschildren authorized in a Full Level of
Care who are admitted 3 or mammes within 180 days to a DSHS operated or contracted
inpatient psychiatric bed;

X Access to crisis response services -- the pergerg&true crisis hotline calls that result
in face-to-face encounters within one day; and

X Adult jail diversion -- the equity-adjusted neentage of adult bookings entered into the
Texas Law Enforcement Telecommunicatiddgstem with a history of DSHS-funded
mental health services.

Responsibilities of the LMHASs also include pearfong outreach to increase public awareness
about available services. Outreach efforts can be broad-based vati@thicwebsites and
community events or targeted to specific programs and include:

X Projects for Assistance in Transition from Homelessness (PATH);

X Mental Health First Aid (MHFA) which teaches skills to respond to signs of mental
illness and substance abuse in Texas students; the 83rd Legislature authorized DSHS to
provide grants to LMHAs to train staffnd contractors with the focus on educator
training; the 84th Legislature expanded K to allow other school employees to
receive training to expand the reach; and

X Speak Your Mind Public Awareness Campaighich builds broad awareness, reduces
stigma, equips people to recognize warning signs of mental illness and substance abuse
disorders, and connectwdividuals with treatment.

Historically, counties have providede largest portions of local funds, as compared to cities, or
other taxing entities, such as hospital disi in support of the local LMHA/community
center?®
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Services Accessible Statewide

Access to behavioral health resources statewide include:

X
X
X

MentalHealthTX.orgca One-Stop Shop;

Texas Veterans Mobile Appa One-Stop for Veterans;

Friends and Family Guide to Adult Mental Health Serviceglvises where to go or
whom to call;

Children's Mental Health Seonas Navigation and Resource Guidedvises where to go
or who to call;

Enhanced Information & Referral services through 2Elephone hotline;

Mental Health First Aidecourse administered througiMHAS to school personnel and
persons in the community; and

Navigatelifetexas.orgaresources for children with disabilities and special health care
needs.

Community Services Directly Through Department of State Health Services

Department of State Health Services pamgs for access to behavioral care include:

X

Contracting with 12 LMHAs for substancewse Outreach, Screening, Assessment and
Referral (OSAR) services which help gpée navigate the continuum of care for
substance abuse and link to communégdd support services after treatment
(previously DSHS contracted directly with OSARs and other third party entities, but for
coordination of efforts, the 84th Legisladumoved the contracting role to the LMHAS);
Providing ongoing care through the Texas resilience and recovery (TRR) program which
is an outpatient delivery system that ipexson-centered approach to service provision
that moves away from the historical disease-focused model and focuses on resilience and
recovery. Basic elements of TRR include: evide-based practices, consistent levels of
care (low to high), data and outcomesalBnges to TRR indde: demand (population
growth) and complex/high needs;

Providing behavioral health services toterans through partnerships with the Texas
Veterans Commission and Texas A&M University and through the Veterans jail
diversion program wherein trained peeasid coordinators provide services in
coordination with 24 vetan treatment courts;

Working with the criminal justice system, rggrally through grants or matched funding
efforts, in the outpatient competency reatmn program, withHarris County in jail
diversion efforts, and with TCOOMMI,

Working through peer-centered services within the Clubhouse program which is a
recovery-oriented program for adults and aimed at improving an individual's ability to
function successfully in the community;

Working toward peer reintegration with a program in development that will use certified
peer specialists to assist in the transition from a county jail into community-based
services;

Working with housing assistance services for a supportive housing program, the HUD
Section 811 Project Rentakgistance Program, and Healthy Community Collaboratives.
Working to reduce suicides through prevention programs, such as Youth Suicide
Prevention and Zero Suicide in Texas (ZEST); and
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X Encouraging trauma-informed care which recognizes that clients may be impacted by
traumatic experiences or are survivors of tmatic events; delivers services in a way to
avoid re-traumatization; and recognizélsat the best practice approach fosters
consumer/individugparticipation®’

Services Through State Hospitals

The Department of State Health Services (DSHS) oversees and regulates Texas' state hospitals.
The state operates ten state hospitus the Waco Center forovth. The state hospitals provide
inpatient psychiatric hospitalization. DSH&nd state hospital personnel also work in
coordination with LMHAs, substee abuse treatment providersgddhe criminal justice system

to ensure continuity of care upon release of a patient.

State hospitals admit persons via civil commitments and via forensic commitments. Civil
commitments are for persons who are of imminent risk of serious harm to themselves or others
or of substantial risk of mental or physical deterioration; forensic commitments are for persons
admitted through a court order due to incompetence to stand trial or a verdict of not guilty by
reason of insanity.

According to data, from 1994 through 2015, the state reduced funding by 424 psychiatric beds.
That difference reflects funding for an additibB80 contracted beds, but a reduction in funding

for state hospital beds by 660. In late 20t number of forensic commitments passed the
number of civil commitments. The system currently has 2919 state funded psychiatric beds; 2463
which are state operated and an addai 456 funded within communities. The
community/purchased beds help with the shorter-term stays of three to seven days.

Within the state hospital system, DSHS currently has a psychiatric residency program with
participation by three univates in the 2016-2017 academic sohgear for enhancing services.
Psychiatric residency prograrttgoughout the state incorporate:
X San Antonio State Hospital;
Kerrville State Hospital,
Terrell State Hospital,
Dallas Metrocare Services (LMHA/community center);
El Paso Psychiatric Center (State Hospital);
MHMRA of Harris County (LMHA/community center);
University of Texas Southwestern Medical Center;
Tarrant County Hospital District; and
Austin Travis County Integral Care (LMHA/community cent&¥).

X X X X X X X X

Additional State Agenes Providing Services

Additional state agencies were identified by various testifiers in this initial hearing. Details on
the provision of services through those additiostate agencies were heard in later hearings.
These additional agencies include, Texas Department of Criminal Justice (TDCJ), Texas
Juvenile Justice DepartmentJJD), and Texas Correctional @#i on Offenders with Medical

or Mental Impairments (TCOOMMI) which prale behavioral health services for the
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incarcerated, probation, paroled, jre-trial defendanpopulation. In addition to individuals

being served in state prisons, these departments have programs and work with local entities for
ongoing care when an individual is living in the community. In many instances, LMHAs are the
entities that enable continuity of care after someone has been released back into the community
whether from jail/prison or from a psychiatric hospital.

Additionally, the Texas Department of Veteranféafs provides behaviordlealth care services
and referrals for access to behaviorallteservices to veterans in the state.

Statewide Behavioral Health Coordinati@puncil in the Health and Human Services
Commission (HHSC)

The Statewide Behavioral Health Coordinatfdguncil was created in House Bill 1 in the 84th
Legislative Session and consists of members representing the eighteen state agencies ¢hat receiv
funds for direct utilization for mental healthrgees plus representation from Texas Education
Agency (TEA) which does not receive fundsrédtly” appropriated for mental health.

The Council's task and its five-year statewiddavioral health strategic plan is to:
X eliminate redundancy;
x utilize best practices in contracting standards;
X perpetuate identified, succegisinodels for mental healdnd substance abuse treatment;
X ensure optimal service delivery; and
X identify and collect comparable data on results and effectiveness.

The Council's goals are for a unified approach in:
service delivery;

statewide data;

prevention and early intervention;
coordination across agencies; and
financial alignment.

X X X X X

Current state initiatives identified ltlye Council for service delivery include:

x Department Aging and Disabilities Services (DADS) service enhancements

implementation;

x TDCJ/ TCOOMMI Program -- 350,000 persons ar county jails on any given day and
if a person has been in treatment inl&iHA, a crossover program coordinates care
during and after jail;

Texas System of Care programs;

United School Age Children (USAC);

NorthSTAR transition;

Behavioral health-focused DSRIP progcthrough the 1115 transformation waiver
program;

Health Community Collaboratives;

YES waiver;

X Texas Veterans + Family Alliance Grant Program;

X X X X

xX X

22



x Certified CommunityBehavioral Health Clinics @CBHC) Substance Abuse Mental
Health Services Administration (SAMHSA) Grant; and
X Mental Health First Aid (MHFA).

The Council's financial alignment goals include:
x Coordinating expenditures across thouncil's member agencies;
x The carve-in of case management and rehabilitation in Medicaid managed care; and
x State and local investment in projects thequire community collaboration and match,
such as homeless projects and veterans grants.

Additionally, all mental healthelated exceptional items ofetlCouncil member state agencies'
legislative appropriations requests (L&Rnust be vetted through the Courfil.

Mental Health AdvocatefRecognition of improvements and Identification of Gaps

As researchers, educators, and public policyaiites of mental health, and to permit a deeper
understanding of mental healdnd longer-term considerationsr faddressing mental health
issues, the Hogg Foundation (Hogg Foundation)taedvieadows Mental Health Policy Institute
(MMHPI) were asked to discuss details on the "state of current services" and to identify and
provide insight into addressing gaps in the system.

The Hogg Foundation appreciates the legislatwatésmpt to do away with siloed approaches,
movement towards a recovery based systemd lbetter coordination of efforts. Regarding
recovery, the Foundation states, "Thexas public mental healthsgsgm has been moving to a
recovery-based system for a number of years and has helped many escape the sometimes endless
cycle in and out of mental health hospitals gits. Recovery is not a cure; it is a journey in

which individuals with mental hé& or substance use conditions are able to manage their iliness

in a way that allows them to lead a meaningful life. Recovery is more than simply surviving, it is
based on the belief that whilersgtoms of mental illness are not always under the individual's
control, managing those symptoms and livingjithife can be. Recovery can break the cycle..."

Identified gaps in services identified by thegdoFoundation include the lack of integration of
care, workforce shortages, the lack of IPDpulation recognition, not offering the opportunity
for self-directed services, not supporting peer suppenvices, the lack of parity, the lack of
early intervention programs, and the latlaffordable housing during recovety.

MMHPI asserts that of the one in five person3 @xas who need mental health help, 80 percent
do not receive services because of the system, not because the services do not exist.

Targeted populations include super-utilizers; thogh @ first episode psychosis, and children in

order to narrow the prison pipeline. MMHPI pea¢s data showing that 22,000 persons in
poverty who suffer from mental illness are repelgtegcling through jails, emergency rooms,

and hospitals and are referred to as "super-utilizers". These persons cause Texas taxpayers to
incur at least $1.4 billion in emergency room spgit least $450 million in local jail costs; at

least $230 million in local juvenile justice systesosts; and billions of dollars of potential
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Medicaid physical health spending. Services thatk exist, but Texas currently only has the
capacity to serve one in seven or 3,400 super-utilizers.

MMHPI also discussed that each year abo@0D@,Texas adolescents and young adults first
experience a psychosis and sththat these individuals, without intervention, are likely to
become "super-utilizers”. Dallas and Houston have programs for First Episode Psychosis, based
on the RAISE Early Treatment Program, but éhase available only for the indigent, not for
Medicaid nor for private pay.

Programs exist through Texas A&M and the Coluot State Governments Justice Center that
have shown the path to reducing the pipeline. TJJD reforms are currently in place, but a gap prior
to juvenile justice system entry remains.irffaithousand (30,000) Texas children with severe
mental health needs are at high risk before entry. The current system can serve only a few
hundred at the needed level of intensity.

Additionally, an overwhelming majority of Tegacounties are designated as Mental Health
Professional Shortage Areas (defined as rtimae 30,000 Texans per dbran); Texas has 1,460
psychiatrists (532 over the age of 55) and camtonly 370 in Texas s&dencies each year;
Texas needs at least 1,000 more adult and 200 more child psychiatrists today.

With intervention and coaching, one-third ofrg@ns can function fully; one-third can function
sufficiently to manage; and one-third could have a full-blown psychbsis.

Best Practices ldentified

Examples of DSRIP projectsrdugh LMHAS in Texas are:

x MHMR of Harris County (Regional HealthcaRartnership 3) -- added three additional
teams to the Crisis Intervention Response Teahich partners law enforcement officers
with master-level clinicians teespond to law enforcement calls;

x Tropical Texas Behavioral ¢&lth (Regional Healthcare f@ership 5) -- developed
primary care clinics co-located within three Tropical Texas clinics;

x Center for Health Care Services (Regional Healthcare Partnership 6) -- established a
centralized campus from which systems or families can obtain care for children and
adolescents with a serious emotional antéiravioral problernor development delay;

x Tarrant County MHMR (Regional HealthcaRartnership 10) -- established a crisis
program to support Intellectual Developmeémesabilities who experience a crisis; and

x Texas Panhandle Centers (Regional HealthPargnership 12) -- provided a 24/7 crisis
respite program focusing on rapid stabilization and averting future crises.

Some best practices in LMHAs/community centers highlighted by the Council are:
X Telemedicine utilization related to jail services by LMHAs are through the Betty
Hardwick Center, Bluebonn@tails Community Service§,exoma Community Center;
X Telemedicine utilization related to mental health crisis services by LMHAs are through
Austin Travis County Integral @@, Hill Country, and Lakes Regional,
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X

Telemedicine utilizaon related to active jail diversion/MCOT by LMHAs through 1115
Waiver/DSRIP projects are through Helen Farabee, Harris Center, Tropical Texas, and
West Texas;

A jail diversion project by Bluebonnet Trails a Justice-Involved Services through
Regional Mental Health Deputy project. Theject involves three counties in which for

four years has successfully diverted 1,6b@iths and adults with mental illness from
incarceration; improved law enforcement community relations; increased awareness of
other officers in recognizing mental illness and accessing appropriate crisis teams; and
reduced repeated detentions and incaraeratin all three coudies. The project was
funded through 1115 Waiver funds of $350,@@0 year and general revenue of $50,000
per year and has shown an estimated cost savings of over $5 million over the four years
(or $1.25 million per year).

Challenges

X

Sustainability of 1115 Transformation WanWDSRIP projects and future funding
thereof. Numerous and varied programmave been implemented because of funds
received for approved initiatives to expamneental health services. The 1115 waiver
program began in 2011 and was set tpiexin September 2016 but was extended
through December 2017. Although many servibase proved to be successful, if the
federal government does not further extémel program and funding, some entities will
have to absorb the costs or the programs may expire.

As the population of Texas, the complexitytbé needs of individuals in crisis, and the
demand for mental health and substance abesgces continue to grow in Texas, the
legislature continues to hear the need for additional assistance from law enforcement, the
judiciary, Local Mental Health Authorities (LMHAS) and other providers of community
services, hospitals, citizens, and mentaalth advocates, including persons who have
benefited from services.

For the first time in state history, in 2013%®thumber of forensic beds passed the number
of civil beds. This is in large part due tiee number of individuals at the county level
being placed in state hospitéts competency restoration.

Peer support service providers are persshe have "been there" and can personally
relate to the challenges being experien€settified peer support pviders are not being
utilized to the greatest extent possible as reimbursement for their services is not allowed
in many situations.

Wait lists exist for transition into state hospitals and also in communities for immediate
service.

Inpatient rehabilitation is offered in many situations when a person is released from a
surgical or other medical procedure. However,mental health, step-down beds are not
provided. Thus, a reliable continuum of care, esgiscin an inpatient setting, is lacking.
Often when an individual is released from a mental health facility or from jail, he/she will
receive enough medication for "X" days and outpatient care information for follow-up
care in the community. Much of the outpatieate is coordinated through the LMHASs.

The stigma attached to mental iliness and the willingness of individuals to seek help.
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x State hospitals need additional beds for the increase being seen in forensic commitments,
particularly for maximum security; supportrfthe aging infrastructures; and support for
an adequate and competent workforce.

Recommendations

X Seek consideration of various forms of fineagcto improve operatns, purchase private

beds to increase needed capacity and totapdamodel and construcew state hospitals

in accordance with a strategic plan.

Improve opportunities for integrated health care.

Develop a comprehensive pléor workforce development.

Address instability of over-reliance on and sustainability of the 1115 Waiver.

Provide for a definition of peer support sees in the Insurance Code and require

insurers to pay for peer support services. Asgew considerations for the expansion of

support services provided by certified substance use recovery coaches.

x Utilize and expand use of technology thrbuthe use of telemedicine & mobile
applications.

X Review reciprocity of psychiatrists and atheental health professional licenses to
ensure maximum utilization of providers and services.

x Review MCOs and the alignment of fmaal incentives as well as the loop hole
regarding coverage by MCOs for persons in jail.

X Numerous programs are in place and much funding is provided for mental health and
behavioral health but commerdge being heard about the system not working. Create a
team from the Behavioral Health Coordinati@guncil to ascertain the hindrances in the
system and enhance the Council's ptaaddress the specific issues found.

X New and innovative programs are many times needed as population grows and
technology changes; however, proven and pesttices are being utilized throughout the
state and can potentially be wholly or pariathplemented by others if the knowledge is
made available. The lead administrator of the state programs needs to be intricately
familiar with the actual programs and practices in-place by the various entities and able to
guide other areas in adoption of provestpractices across areas of the state.

X Review funding by HHSC/DSHS to LMHAsased on innovativenes$ programs. The
assessments and funding award are madedan "value" as determined by DSHS
personnel. Some LMHAs may be more "sophatiéd” and thus more innovative, others
may just need additional help in retaining psychiatrists or other mental health
professionals or help in realizing efficieasiin providing services. Also, there is not
consistency in services that LMHASs providaich as some do not offer any children's
services. True coordination of commursigrvices should incorporate the LMHA.

x Further support LMHAs to pmit additional leadershigor community services --
increase funding and support for LMHAs and restructure how funding is awarded by
DSHS utilizing strengthened measures and outcomes of programs; unlock local
innovation and waive the current 10 percénancial withhold penalty from LMHAs
who have proven records and where all laggarernments agree to work together, but
continue with penalty of areas that continue to have silos or refuse to collaborate with
other entities; streamline performance contacflexibility and accountability; leverage

X X X X
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X X X X X

X

existing flexibility statute and allomLMHAs to move resources around; reduce
regulatory barriers, such as with substance use disorder and mental health integration;
streamline crisis stabilization units (CSU) requirements (the Texas Administrative Code
currently mirrors psychiatric hospital requiments but CSUs do not provide the same
level of care as a hospital); asttengthen outcome measurement.

Define Continuum of Care andguide funding for step-down beds.

Have targeted funding for mentagalth programs in rural areas.

Increase funding for Texas Veterangamily Alliance in underserved communities.
Eliminate the overly burdensome prior authorization rules by insurers.

Increase access to substance abusdntezd and housing supports and continued
investment in mental la¢th outpatient services.

Review and address accessimgatient care in rural and high need areas, possibly
through purchased beds around the state.

Continue review of university affiliations, including provision of medical and psychiatric
services and enhanced traigifor psychiatric residents.
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PUBLIC HEARING #2: Mental and Behavioral Health Services and
Treatments For Children

The second public hearing related to mentalthdalcused on services to children and was held
on March 22, 2016 at 10:00am in Austin, Texashe Capitol Extension, Room E2.016. The
following organizations/individua were invited to testify:

Christine Bryan, Clarity Child Guidance Center

Tushar Desai, MD, TexaBivenile Justice Department

Jodi Duron, EdD, Elgin Independent School District

Ginger Gates, PhD, LP, LSSP, BB, Region 4 Education Service Center
Clynita Grafenreed, PhD, LP, LSSP, Region 4 Education Service Center
John Hathaway, JD, Travis County Juvenile Court

Daniel Hoard, PhD, Travisdlinty Juvenile Ribation Department

Gary Jessee, Texas Health and Human Services Commission

Douglas Killian, PhD, Huttorlddependent School District

Lauren Lacefield-Lewis, Texas Dapaent of State Health Services
Elizabeth Minne, PhD, Vida Clinic; Austin Independent School District

Anu Partap, MD, MPH, UT Southwestern Medi¢énter; Rees-Jones Center for Foster Care
Excellence at Children's Medical Center

Billy Philips, Jr., PhD, MPH, F. Marie Hall Institute for Rural and Community Health; Texas
Tech University Health Sciences Center, Lubbock

David Reilly, Texas Juvele Justice Department

Andrea Richardson, Bluebonnet Trails Community Services

Craig Shapiro, MEd, Austin Indepdent School District Program

Tracy Spinner, MEd, Austin Independent School District Program

William Streusand, MD, Texas A&M HealtBcience Centefollaborative Care
Pam Wells, EdD, Region 4 Education Service Center

The following section of this report related tomted health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction

The committee was charged to review of the mental health / behavioral health services being
provided in Texas for childreand youth populations, includingdse in foster care and in the
criminal justice system.

Background

"Early onset of child mental illnesses is préidie of lower school achievement, an increased
burden on the child welfare system and greater demands on the juvenile justice system, resulting
in an annual economic cost of $247 billion in 20&7dccording to the American Academy of

Child and Adolescent Psychiatry.
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"A better-designed health system will mean more immediate access to timely, evidece-base
mental health treatments, interruption of ldex; and protection ofhild and adult outcomes...

when a child has something as common as depression, anxiety, or mood disorder, we must make
sure sound and safe therapies ar@lable, accessible, and exhaudisfest. It is amazing to see

how therapies and medicationpagately or together, transform a child and family's [ffe."

Statistics

X

Fifty (50) percent of chronic mental illness presents itself by age 14 and 75 percent by
age 24%

One in five U.S. school-age children have symptoms that meet criteria for a mental
illness;

One in ten U.S. children on any given day live with a mental iliness;

In Texas, more than 500,000 children aadolescents have a severe emotional
disturbance, a conditiondahimpairs functioning;

Children with untreated mental illness arere likely to fail school, interface with
juvenile justice, engage in high risk hedbbhaviors, and haymor health as adults;

Children with intellectual/developmental disabilities are more likely to have mental
illness; and

Children who live with abuse, neglect, a pamsith mental illnessparent with addiction,

or domestic violence, are more likely to develop mental iliness in adulfRood.

Further information includes:

X

"In 2013 the American Academy of Child aAdolescent Psychiatry estimated that there
were approximately 8%0practicing child and adolescent psychiatrists in the U.S. With
15-20% of children needing services; there is a severe unmet need.

Only 20 percent of children who need nadritealth care get it on a national basis.

Often times mental health issues that confront children and families defy a simple system
of diagnosis leading to a specific treatment.

Of children who present pre-adolescendan early adolescence with severe mood
dysregulation, most experience a high rigk depression in later adolescence as
compared to continued aggression.

Many states are addressing the unmet needs by converting...to Integrated Clinic
Models...a broad concept of placing mental health care settings where children appear.

It is difficult for families to navigate school systems to obtain appropriate
accommodations for mental health disabilitiero tolerance policies in schools are the
beginning of what justice policy advocates call "the criminalization of mental illness".

The jusﬁtgce system is the largest provider of mental health services in Texas and most
states.

Additional statistics from Texas Juvenile Justice Department for state facilities show:

X

X

99 percent of those committed need some typgpecialized treatment with 50 percent
needing mental health treatment and 82 g@raeeding treatment for alcohol or other
drug use;

On th§7local level, 39.7 percent of juvesilen probation had mental health needs at
intake:
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Services and Providers
Physicians

Dr. Partap, a pediatrician, and Dr. Streusand,ild eind adolescent psychiatrist, agree that early
intervention and prevention can help children and families identify and address mental health
issues. Further, they also agree that integrated health care provides care for the whole person, as
factors that affect mental health affect physical health.

Dr. Partap's comments, "For every condition, ekoeental iliness, | know can take a history,
treat the child within my scope, refer for suppésrtal or specialty care, and my patient will
receive the highest level of care he needs taseirvecover, and rehabilitate. For mental illness,
one or more of these basiedith care steps is delayed....

"We are finally positioned to get it right. It's thestidrontier of medicine in which we need to do

a substantially better job anchet conditions inform us how we get there...The easiest solution

IS integrating services, placing primary care and behavioral health in single sites so families have
ready access to basic services when their child needs it. It just makes sense to place professionals
together for common, distressing conditions that need early treatffient.”

Child and adolescent psychiatrist, Dr. Streusaeldys that psychiatrists work for cash because
they can; it is a seller's market. Pre-approvals and filing insurance claims take time and there is
no guarantee that payment will be forthcomiiig.

Dr. Partap further states that it is imperative that children and families receive expert care from
the moment they present. Mental illness diffiecsn other conditions in the sheer isolation and
stress experienced by families. Screening, referral networks, specialized services, family
supports, and integrated health care address wifaig barriers families experience on the front
lines when their child is in trouble. If Texas rmsetwork adequacy issue, it is likely related to
reimbursements and paymefis.

A Center for Children

The Clarity Child Guidance Center (Clarity) T®&xas' only nonprofitnpatient and outpatient
mental health organization serving strictly children. Clarity acts as the state hospital for children
under 12, and provides overflow capacitysi@n Antonio State Hospital for adolescents.

Clarity provides inpatient servicé®ur units of 66 beds with an average length of stay of 5 - 7
days) and also innovative outpatient servicesdatsj such as day treatment (partial program)
and crisis assessment units (6 23-hour observaigas -- part of the 1115 Waiver program).
Their mental health professiorstaff includes inpatient chilgpsychiatrists, psychologists,
master's level clinicians, certified therapeutic recreation specialists and a music specialist.

Eighty (80) percent of children served by Clarity have some state supported funding; 71 percent
of inpatient and 47 percent ofitpatient revenue are Medicdithded. Twenty-five (25) percent
of inpatient referrals are from area LMHAs; 15 percent are from law enforcement.
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Clarity's services are based on trauma-informed care and focus on triggers not misbehaviors, as
behavior is not the problem but a symptom of the proifem.

Services through Department of State HealtlviSes (DSHS) and Health and Human Services
Commission (HHSC)

Children's behavioral health services in communities are provided/coordinated through the
LMHAs. Services are provided according to levels of care (LOCs). Programs include:

X

the Youth Empowerment Services (YES) program which serves to prevent or reduce
institutionalization of children and adolescents ages 3 - 18 with serious emotional
disturbance (SED). The prograpnovides access to a flexible array of services through
intensive community-based services and improved access to services. In March 2016, the
program began including children in Dejaent of Family and Protective Services
(DFPS) conservatorship;

DSHS/DFPS residential treatment center (RTC) projecollaboration to prevent
parental relinquishment of iitiren to DFPS due solely to a lack of mental health
resources. In the 84th Legislative Session, $4.8 million was appropriated to DSHS to
expand the RTC project from 10 beds to 30 beds. Since January 2014, 61 children have
been served; 25 have been successfullyhdiged from RTC to home; 89 percent have

met program criteria and remained in paatrcustody; and 13 have remained in home
with assistance through LMHA or YES services;

Zero suicide in Texas (ZEST) is fedeyallunded but coordinatethrough DSHS which
partners with 22 LMHAs/community cesrs to develop suicide-safe care in
communities through adoption of besagtices; as of March 2016, 1,509 youth have
received suicide screenings since implementation in FY2014;

Mental Health First Aid (MFHA) is areight-hour evidence based curriculum that
teaches individuals how to help someone who is developing a mental health problem or
experiencing a mental health crisis; helsnees identify, understand, and respond to
signs of mental illnesses and substance use disorders until professional help arrives; the
program has $5 million per biaium appropriated specifidglfor school personnel; in

FY 2015 6,527 educators and 4,792 non-educators were trained,;

Star Health Program is a Medicaid managed care model designed to improve services
and better coordinate care for children wnservatorship of DFPS; features include
service management and coordinatiomotigh the MCO; psychotropic medication
utilization review; psychiatric hospital diversion services, such as a Mobile Crisis Team;
and a health passport which isedactronic health information system

Of over 400 behavioral health-focused project¥exas in the 1115 Waiver/DSRIP program, 46
focus specifically on providing services toildren and/or adolescents. Types of projects
include:

X

Interventions to prevent unnecessary use oViees, such as in the criminal justice
system and in hospitainergency departments;

Enhanced behavioral healthngee availability, such akours, locations, transportation,
and mobile clinics;

Development of behavioral crisis stabilization services;
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X Integration of primary and bavioral care services; and
x Deliver of behavioral care through telemedicine/telehe@lth.

Of those 46, 29 are through LMHASs; others #mough hospitals, physician groups and local
health departments.

Examples of the 1115 Waiver/DSRIP behavidnaklth projects that focus on children and
adolescents include:

x Center for Health Care Services (RHP &}entralized campus from which systems or
families can obtain care for children and adolescents with serious emotional and/or
behavioral problems or development delays.

x Hill Country MHDD Centers (RHP 7xIimplemented a children's mental health crisis
respite center;

X Metrocare Services (RHP 3Implemented the Family Preservation Program to provide
services to children recently released from psychiatric hospitals or at risk for out-of-home
placement;

X Texas Panhandle Centers (RHP XPelivers intensive behavioral services to children
and adolescents who are at high risk@&S or juvenile justice involvement; and

x Children's Medical Center of Dallas (RHP 18htegrates behavioral health services into
primary care setting®

School Settings

"Being mentally healthy is not just the absence of a mental illmsaeans that you have the
ability to handle the challenges of life.

"Children do not leave their mental hea#ththe school house door. Schools educate students
with a full continuum of mental health, from g living to chronic iliness. Students who have
mental health problems have a difficult time learning and maintaining appropriate behavior.

"Student behavior and mental health issaes inextricably linked...a natural connect to the
work done by the TBS Network is that of adshieg the mental health needs of students.” The
goal of the network is to build capacity inXBs schools for the provision of Positive Behavior
Interventions and Supports (PBIS) to all students...”

"The negative consequences of not addressingents’ mental healtare serious, including
unsafe behaviors, drug and alcohol abusé, school failure," stated witnesses from Region 4
Education Service Center (Region4).

Texas has over 342,000 teachers, on 8,656 campnske219 school districts working with 5.2
million students. In 1967, to assist school dis$righd charter schools in improving efficiencies
and student performance, 20 regional educationcgepenters (ESCs) were established by the
Texas Legislature. ESCs, under the directainthe Texas Education Agency (TEA), are
responsible for developing sifjisant expertise and capacity &stablish and coordinate a 20-
region network for their functions.
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Region 4 leads the statewide Texas Behavior Support (TBS) Network. Drs. Wells, Gates, and
Grafenweed with Region 4 say, "It is very difiit for the various agencies that support mental
health services to efficiently and effectivelyllaborate with schools. ESCs have an existing
relationship and communication netks with schools and are thusiquely situated to support

the efforts to collaborate on and igtate health training and servicés."

The Region 4 presenters understand the impoetaof collaborative relationships with
community mental health provider partners. Tretyess, however, that "...the mental health
community should be aware that their intervensi must align with the major concern of the
schools racademic achievement. Likewise, the education community must be aware that mental
health professionals dbave strategies to improve instruction and achievement as well as
improving social and emotional functioningy children. The convergence of these two
perspectives is the hallmark t$chool-based" mental healtff"School mental health services

are generally provided by school psychologists, celans, or social workers who are trained not
only in mental health but also in school systems.

The PBIS model focuses on prevention and is desiga help educators be proactive, monitor
progress, and ensure thitstudents are getting the necessary supports to be succéésful.”

Examples of Best Practices

School environment best practicegograms in urban, suburbaand rural settigs testified
regarding programs in place and the collaborasind partnerships necessary to have success.
Testimony was provided by the Austin Indegent School District, the Hutto Independent
School District, and the Elgin Independent School District regarding programs that provide
mental health care access in their respectivedcdistricts. All are administered somewhat
differently, but all have funding through 1115 Waiver/DSRIP monies and none of the three are
siloed. The schools, the community LMHASs, familiasd local mental health providers are all
involved in partnership® facilitate the programs.

The Austin 1.S.D. program is through the goh district, but is in coordination with the
LMHA/community center, Austin Travis Countptegral Care (ATCIC), AISD Schools-Based
Services - Seton in Schools, and also uses lagals for expansion to allow for hiring the Vida
Clinic on three campuses.

The Hutto I1.S.D. and Elgin 1.S.D. prograrase through Bluebonnet Trails Community Center,
the LMHA/community center, the schools, the communities, and FQHCs.

Urban Schools

Mr. Shapiro from the Austin Independent School as{AISD) testified, "David Crockett High
School was rated Academically Unacceptahl€006 and 2008. In 2008, the Crockett federal
graduation rate was 72.6 percent; the annuapalrt rate was at 4.7 percent; the school-wide
attendance rate was 88.9 percent there were 749 home suspensions.” Changes were made in
systems, curriculum delivery, and supports, greschool was removed from the Academically
Unacceptable list. However, "the school still struggled.”
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In 2011, Crockett High School began developma&na pilot program to introduce a mental
health center on campus. A system was devdldpeugh the school and a community partner

to develop processes to ideptstudents who needed assistance and a consent system for the
services. A full-time licensed psychologist was placed on campus to provide mental health
services through a Campus Based Counseling Referral Center (CBCRC).

As services were provided, the school data reftba positive shift. Also, teachers have reported

a "greatly improved" school climate in whichethhave fewer disruptions. Additionally, the
school saw a decrease in suspensions. Ms. Tracy Spinner's testimony included, "We know based
on student health data that there is a needéatiy focus on the mental well-being of children."”

Mr. Shapiro stated, "Students who are not "head ready" for class will not be receptive to quality
instruction.” He continued by saying that withdlie mental health clies, the reforms probably

would not have worked as well.

At AISD, graduation rates continue to increase, by 14 percent in 2014; attendance has risen over
5.5 percent; dropout rate has reduced by 3t8goe¢; and home suspensions have dropped from
749 to 166.

Mr. Shapiro also stated, "...the mental health needs of a school popwatichave a profound
effect on both the students who are receiving aldmalth services and those students who are
not receiving services."

Students and families can reeeimental health services layfull-time licensed therapist in the
CBCRC as the therapists work collaboratively with other school based programs.

Through participation in the 1115 Waiver, the déstreceives $2.4 million in valued services at

the 15 Campus Based Counseling Referraht€@s. From August 2015 to March 2016, 94
students have received behavioral health services through partnerships with Austin Travis
County Integral Care (ATCIC) and the AlSBchool-based Services - Seton in Schools. In
August 2015, the district committed local fun@l&0,000) to contract with a private provider

for services at three additional campuses bringing the total to 18 campuses that provide mental
health therapy.

Ms. Spinner comments, "Investing in students esalyes money in the long run, as the cost of
incarceration and inpatient mentalo@havioral care is far more costly."

Dr. Elizabeth Minnie continues, "While studentsy initially be referred due to behavioral
problems such as aggressive outbursts, we fiaiduthderlying those behaviors are struggles with
prolonged stress, mood, and history of psychalignaltreatment.” Wholehild oriented which
emphasizes a youth's healthy long-term development in addition to academic
achievement 48 49 30

Suburban Schools

Through a connection during a MHFA course amedognizing an increase in mental health
issues involving students, Bluebonnet Tralemmunity Services, the LMHA serving eight
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counties in central Texas covering 6,910 squailes with a totapopulation of over 790,000,
took action to pair needs with available community resources.

The action entailed implemaation of two school environmentental health programs. Through

the utilization of 1115 Waiver/DSRIP funds, integrated health clinics were placed in schools: one
in Elgin and one in Hutto. The programs are built on relationships, comprehensive treatments,
and access to treatment. The hetval health aspect of ¢hchildren's service continuum
includes early childhood intervention, ntal health, and substance use.

In Hutto, ISD staff, families, and health care providers were engaged for an integrated clinic with
medical services for pisical health and for counselinggrvices provided through licensed
professionals to be opened inside the HuttghHschool. The services are provided for all ISD
students and their family members and for 1S&8ffsas well. Access to services are provided
throughout the school year and mirror ISD summer hours. In 2014, Hutto ISD showed that 46
percent of the students were economically disadvantaged.

In Elgin, ISD staff, families, and health care providers were engaged for an integnaitedith
medical services for pisical health and for counselingervices provided through licensed
professionals to be opened within the Elgin ISD Administration Building. Providing services in
the administration building and not on anuattschool campus allows for community-wide
access to health care services. The servacesprovided for ISD students and their family
members, for ISD staff, and for the communigcess to services are provided throughout the
school year and mirror ISD summer hours. 012, Elgin ISD showed that 71 percent of the
students were economically disadvantaged.

Benefits of these integrated heatiimics on school campuses include:
x Improved access of services,

Improved school attendance,

Better adherence to treatment and follow-up,

Increased collaboration between community partners,

Decreased use of unnecessary emergency services,

Development of an integrated and individualized care plan,

Diversion from unhealthy choices, and

x Educators and families may also receive care.

X X X X X X

The benefits of a partnership with the LMHA include:

X The ability to offer services year-round, beyond the academic school year and during
breaks when support for children and youth can be limited.

x Clinicians may see students even if thedsint is suspended, not attending school, in
detention, or in the hospital. The LMHA will also support adolescents after hours through
crisis intervention services.

X To meet the needs of the families, the ISDs may benefit from the resources of the LMHA
including the latest evidence-based practices, including dialectical behavioral therapy,
trauma-focused cognitive behavioral therapy and functional family therapy.

X The ISDs may also offer access to the LMHA assertive community outreach; wraparound
services that include family, communitgnd Family Partnerupport; substance abuse
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treatment; and additional services that school districttahdealth professionals may not
have the capacity to provide.

Although initially funded through the Medicaid 13 Waiver Program, fimecial sustainability is
progressing through:
X Financial assessment data is captured sathleaprovider is able to seek reimbursement
from private insurance, Medicaid and Medicare for services provided.
X The ISDs and ISD Health Plan reimburdee providers for care delivered to ISD
employees; keeping employees healthy at work.
x The providers are now privileged on 4 oéthl Medicaid Managed Care Health Plans
serving the area.
X Working alongside the FQHC, the ability to seek an enhanced rate through Medicaid.

For continued progress, MCOs need continugacation regarding the value of School-Based
Programs; a focus on detection, prevention aady intervention of healthcare concerns;
continued partnering benefitspé consideration of state and atal metrics, measure of health
outcomes over time including the impact on disciplinary actidns.

Rural Schools

The TWITR (Telemedicine, Wellness, Intervemtj Triage, and Referrarogram, developed

by Texas Tech University Health Science Center F. Marie Hall Institute for Rural and
Community Health, provides mental health scnegrservices for ten school districts in nine
counties including and surrounding Lubbock Cgurithe screening process utilizes Licensed
Professional Counselors (LPC) thvait the partner school districts to aid in identifying the need
for crisis intervention and other behaviorablplems experienced by adolescents. When the
screening by LPCs indicates the need for ppoatment with a psychiatrist, that visit and
referrals for ongoing care occurs via telemedicine almost immediately which reduces nvhat ca
often be a months-long wait for an initial visit with a psychiatrist. This process is especially
important in rural west Texas as the statistics below show the lack of availability of mental
health professionals.

Additional national statistics:

x Approximately 50 percent of students age 14 and older with a mental illness drop out of
high schoaol,

X The suicide rate in rural areas is 1.7 times higher than in large central metropolitan areas
(17.6 per 100,000 vs. 10.3 per 100,000);

x Mental illness costs the country at least $44Hohi a year in medical costs, disability
payments, and lost productivity;

X Among the 20.2 million adults in the U.S. avlexperienced a substance use disorder,
50.5 percent (10.2 million) had a co-occurring mental iliness.

West Texas workforce statistics:
x Out of 2,848 board certified psychiatrists in Texas, only 151 (5.3 percent) are located in
West Texas;
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X 94 West Texas counties have no psychiatast the majority of psychiatrists are
concentrated in Lubbock, Amarillo, El Rasand Wichita Falls (statewide, 185 Texas
counties, with a combined population éhast 3.2 million, have no general psychiatrist);

x Out of the 7,452 psychologists in Texas, only 441 (5.9 percent) are located in West
Texas;

x Out of the 21,271 licensed pref@onal counselors in Texas, only 2,093 (9.8 percent) are
located in West Texas.

TWITR outcomes include:
X Number school staff trained = ~1,610;
Number students impacted = ~21,174;
Number referrals = 305;
Number screenings = 114;
Number triaged = 108 (all by telemedicine);
Number removed from school = 16;
Reduction in truancy = 17 percent;
Reduction in student discipline referrals = 25 percent;
Increase in student overall GPA = 3.6 percéént.

X X X X X X X X

Juvenile Justice Services

Unfortunately, the review of children's mentadalth is not complete without review of the
juvenile justice system services. The Texas Juvenile Justice System involves state and county
services.

The Texas Juvenile Justice Department (TJJD) services:
x Operate state secure correotl facilities and halfway houses;
x Provide rehabilitative treatment and specialized treatment to youth;
x Serve youth 10-18 who have committed felony offenses;
x Partner with 166 probation gartments, providing graftinding, oversight of minimum
standards for county juvenilerobation; and technical assiste to juvenile probation
departments.

Counties juvenile mbation department:
X Serve about 98 percent of youth engagingdelinquent conduc(misdemeanors and
felonies of ages 10-17);
x Contribute an average of 73 percehtocal juvenile justice funds;
x Provide services to youth, including belaai health, commitment dersion, residential
placement, family engagement, and others; and
X Are governed by local juvenile boards.

County probation departments provide:
x Mental health and drug courts, preventiand intervention services, a special needs
diversionary program, psychoeducation and life skills, psychological and psychiatric
evaluations and services;
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x Behavioral health anglauma treatment; and
X Specialized treatment, such as substance abuse.

Approximately 22,300 youth are on county supeoriswith less than 1.5 percent of referrals
resulting in commitment to TJJD. Youth are committed through a court order of the juvenile
court and only the most serious and/or chronic offenders are committed.

Regarding behavioral health, on the state ledating the orientation and assessment phase,
juveniles have a suicide rislscreening, a psychologicadjchiatric evaluation, and a
drug/alcohol assessment. TJJD youth are placed in state-level coriefettaiiges according to
risk, treatment needs and proximity to home.

TJJD manages five secure correctional institgiand eight medium restriction halfway houses
for a gradual transition home. TJJD also has contracts with 10 facilities where youth can be
placed with three of those ten being secure facilities.

All five of the state secure institutions have mental health and alotiel drug treatment
programs and employ full-time psychologists. Youth have access to psychiatrists in person or via
telemedicine. Medication management for low needs youth is provided at all facilities. The
McLennan Residential Treaent Center (MRTC) javides services for youth with high mental
health needs. MRTC and the Ron Jackson facility have crisis stabilization units (for youth with
unstable mental illnesses who are also dangerous to themselves or others).

TJJID's goal with the mental health treatment program is "to stabilize any acute mental health
issues and teach youth techniques to manage their mental health issues as they reintegrate into
the community."

TJJD offers both high and moderate intensigphbl or other drug (AD) treatment. Treatment

may include psycho-educationabskes, short-terrimeatment, supportive selential programs,

and a relapse prevention program. Evidence-based strategies and curriculum are provided by
appropriately licensed clinicians.

Regarding continuity of care upon reentry to the community, TJJD provides the youth with 30
days of prescription medications and assis&nthn enrolling in health care coverage. Youth
with psychological and psychiatric servicesyni® referred to the Texas Office on Offenders
with Medical or Mental Impairments (TGQMMI) and LMHAs if needed for continued
services.

For youth with serious emotional disturbanddJD staff talk with families about the Youth
Empowerment Services (YES) waiveogram, one of the DSHS progranfs.

Best Practice Example in Juvenile Justice

A best practice presented on the county leveludises the COPE program utilized in Juvenile
Court in Travis County.
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"The primary purpose of Juvenil&urt is to protect public safety, necessitating effective holistic
interventions to meet the needs of juveniiealved children and their families...An absence of
treatment may contribute ta path of behavior that ¢fudes continued delinquency and,
eventually, adult criminality...Effective assessnt and comprehengvresponses to court-
involved juveniles with mentahealth needs can help breakstieycle and produce healthier
young people who are less likely to act out and commit crimes.”

According to Travis County Juvenile Justice, "NAMI estimates that 70 percent of youths in the
juvenile justice system have at least one mental health disorder with at least 20 percent
experiencing significant functional impairment from a serious mental illness...Without the
appropriate treatment amaevention, these juveniles will contie to cycle through the juvenile
justice system. This frequent interaction with the criminal justice system can be detrimental to
both the individual and their family, while also detracting from the public's safety and
government budgets™

"While up to 34 percent of children in the U.S. have experienced at least one traumatic event,
between 75 and 93 percent of youth enteringukerjile justice system annually in the U.S. are
estimated to have experienced some degree of trauma.” Impact of traumatic exposure shows to
cause behavioral disorders, depression,xiedyy substance use disorders, school
problems/truancy, suicide attempts, etc.

Mental health assessments, psychological uatens, and substance abuse assessments are
important to identifying early who needs services and then the services that are needed. This
allows going beyond the behavior generating the referral and determining the potential problem.
Residential services programs and intetvgs for the individubprogram plan include:

x Individual and family therapy;

x Academic and vodeonal training;

x Extracurricular activities;

X Reentry/aftercare planning; and

X Specific to individual needs intervention.

The Travis County's Juvenile Mental Healtbu@t's (JMHC) purpose is to divert children with
significant mental health or trauma issues from initial or deeper penetration into the juvenile-
justice system by avoiding first-time adjudications, subsequent adjudications, and out-of-home
placements by:

x Providing community-based, youth- and family-focused services;

X Building on youth and family strengths; and

X Supervision and tracking as needed.

In an effort to divert youth from the juvenijestice system, current programs include COPE, a
pre-adjudication program, and Special Ne&igersionary Program (SNDP) which is a post-
adjudication program.

COPE (Collaborative Opportunities for Positive Experiences) was Travis County's initial
Juvenile Mental Health Court; the first JIMHC in Texas, and the first pre-adjudication JMHC in
the U.S. Judge Hathaway discussed that the initial COPE funding was through a grant in 2006 in
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the amount of $200,000 and also by some later grants. However, when the grant funds were
utilized, the county considered the programeetiVe and allocated fusdto continue and to
further grow the program.

The Judge also discussed being innovative ditiding the resources available. The meetings

are informal and are not called hearings; they meet every three to six weeks to discuss the
treatment plan and ensure the delivery of treatment services. When he first started working with
the COPE program, he wanted to work with thmily and not just with the juvenile offender,

but he was advised that the fundiwgs restricted to youth. He wable to coordinate with the
county's Community Resource Coordination Group (CRE®)r wraparound services and
began working with the families. (CRCGs are accessible to every county.) For more complex
cases and aftercare services, working with the YES waiver program through DSHS is a potential
resource.

A study has found that JIMHCs are "an effectaleernative to placement in psychiatric and
detention facilities; theyeduce recidivism rates among juiles suffering with mental illness;
they are an effective and efficiemse of public resources; and th@pvide participants and their
families with the essential #ls and resources they need to move toward success."

COPE participated in FEDI (Front-End Diversion Initiative), a program that concentrates on the
use of specialized juvenile probation officers &t ploint of intake to divert youth with suspected
mental health needs by connecting them and their families to community resources. Preliminary
data suggest that FEDI has increased access to needed mental health services while reducing
further involvement in the juvenile justice syst. Four local juvenil@robation departments in

Texas have been involvéd.

Challenges

x Early identification. In schools, attendanceadyration rates, and entire environments are
affected by mental health and behaviorallte@sues. Identifying and addressing mental
health issues early and coordinating e§ahd utilizing proven programs throughout the
state, can impact children in foster care, children impacted by trauma, and may help to
reduce the school-to-prison pipeline.

X Mental health professionals inform that the earlier in time a mental health disorder is
assessed and treated the greater the clanseiccessful medical intervention. Mental
health professionals inform that the avbelming number of mental health conditions
manifest in childhood; thus, early childhood mention is the key to reducing many of
the issues the state is trying to remedy on the adult end, such as jail diversion, etc.

X A vast chasm and disconnect exists between mental health professionals and
educators/administrators. While there are some excellent models of collaboration
between mental health pref@onals and educators, thasea genuine disconnect in
serving public school age children with mental health issues. Factors are many: the two
professions speak different languages andojasge.g. behavioral health for educators
means a disciplinary issue whereas mental health providers define the term of art as
including co-concurrent mental healdhd substance abuse disorders.
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X In the 82nd Legislative Session, Mental He&itst Aid (MHFA) was created to provide
mental health training for public schoolrpennel via LMHAs. The program has not been
widely utilized, and data kept by DSHS does adequately inform as to what ISDs are
utilizing the program and what categoriespaofblic school personhéave d@tended the
training course. Effectiveness variesarg the LMHA regions. Feedback from school
superintendents is that tleers no state stipend for travel and the course requires the
entire day away from school.

X TEA receives no direct state mahhealth funding, and thus, is not statutorily a member
of the Texas Behaviorald#4lth Coordinating Council.

X More students could benefit fro early intervention programs if local school districts
were encouraged to create these specialized programs.

X Support for the TWITR Project was initially prided by a criminal justice grant via the
Governor's Office. That grant term eddAugust 31, 2016. Provide funding to sustain
and expand utilization of the program tdd#ional rural countie and other Health
Science Centers.

X Psychologists are not accepted as in-netvpodviders with all private and government
insurance companies and organizations in the area in school environments.

x Foster care children are not timely evaluated for mental health. CPS generally does not
require mental health assessment until 30 days within the system.

Recommendations

X Require at least annual mental health screenings during Texas Healthy Steps visits.

X Review creating a psychiatric and adolesgayichiatric innovation grant that will allow
medical schools to create psychiatric and adelespsychiatric programs to increase the
number of physicians in these areas of practice.

x Develop referral networks that link non-mentealth providers and parents to child
mental health treatment specialists (depending on the progress of integrated care, as the
design of blending primary care and mental health in single sites, would eliminate most
referral networks). The all-too-common practice of giving a parent of a mentally ill child
a phone number would be unacceptable for @iher serious condition, such as hearing
deficit or diabetes.

X School-age children see varied school employees on a near daily basis. Improve the
access to MHFA so that mental health illness signs can be recognized as early as possible
to allow for early intervention.

X Promote integrated care practices as integrated care supportal rhealth affect
physical health. The two are intertwined inldhood in ways that require us to treat the
whole child.

x Review MCOs and their non-flexibility of payment models being not timely/available for
innovative programs and for too much tinteeing spent by providers for prior
authorizations on medications. Consider allowing ISDs to contract with MCOs to receive
reimbursements from Medicaid for treatments.

x Link crisis mental health networks tordi responders, emergency departments, and
hospitals; immediate continuity of care to prevent declines after discharge.

X Link family support services to providers working with higher risk child populations.
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Establish specialized service networks fotdren with serious or co-morbid conditions -

- there are varying degrees of severity.

Expand on best practice programs such as ¢oeated at Elgin ISD, Hutto ISD, and
Austin ISD for early intervention. Children wlaze affected by mental health issues are
less likely to perform well in school, and Bantervention will help for the long-term.
Restructure mental health first aid (MAF to address concerns about DSHS not
knowing statistics regarding the breakdown of which regions, which schools, and the
specific personnel benefiting from the courses offered through the LMHAs.

Require OSARs to interact with public sch®and increase services for youth with
mental health and/or substance abuse needs.

Statutorily include TEA as a member of thexas Behavioral Health Coordinating
Council and identify the programs and amounténdirect funding for mental health to

TEA and other state agencies.

Currently, classroom teachemsust complete 150 clock hours every five years. School
counselors, learning resource specialiststibres, educational diagnosticians, reading
specialists, master teachers, superintendemtscipals, and assistant principals must
complete 200 clock hours every five years. Hogreexcept for a single hour required on
suicide prevention, there is no hour requimedhow to spot a potential mental health
condition. Dyslexia CAPE training is reqed for educators who teach students with
dyslexia. Increase the one-hour suicide prewn requirement to 3 hours of training on
mental health discussion. Fund the LMH#s provide such training at a local ESC
where educators attend matignes throughout the year. In other words, teach in the
environment they are naturally comfortalhereby further breaking down barriers.

Establish and fund a Texas Cenbn Mental Health in Schools, similar to the Texas
School Safety Centeat Texas State University in San Marcos.

Expand the role and funding of the Tex@shavior Support Netark within Region 4
Education Service Center (ESC) to includaining and support to all school districts
statewide on the effects of trauma, scHoa$éed trauma-informed practices, and
integrating mental health training and services into a positive behavior interventions and
supports (PBIS) framework.

Statutorily authorize ISDs to contract witlMHASs for providing mental health services

on their campuses and to contract witle tCOs to receive reimbursements from
Medicaid for treatment.

Provide funding to sustain the TWITR projeand to expand the program to additional
rural counties and othétealth Science Centers.

In school environments, accept psychologistmagetwork providers with all private and
government insurance companies and orgéoizs in the area, as allowing campus-
based mental health providers to be designated as in-network will increase access to
much needed services.

Consider requiring all foster care childrerrézeive a mental assessment within 72 hours

of being placed in foster care and then require that the children receive the necessary
treatment as indicated by the mental health assessment. Provide a mental health medical
home during permanency plannifay foster care children that have mental health issues.
Ensure that there is an integrated care for physical and mental health care. The model is
the Rees-Jones Center for Foster Care Excellence at Dallas Children’s Hospital. Require
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that CPS coordinate with the child’s mental health care givers regarding all aspects of
placement, transition planning, and permanergnsider revising policy to include
participation by a child’s actively treating medical team and mental/behavioral health
treatment team in Primary Medical Needaffstg calls. Provide for a continuum of
mental care when the child ages out of the foster system via mental health care at
LMHAs or Health Science Centers.

Judge Hathaway spoke of bringing in families and not just the juvenile offender for the
meetings and treatment plan discussio@hildren who go back into the same
environment will likely continughe same actions. Reviewnfding allocated to juvenile
programs and consider making more flexitdeutilize for enhanced family involvement

and not be exclusively for the juvenile offender.

Require recognition and utilization of resources available; Judge Hathaway mentioned
that every county has access to a CRCG — so such resources could potentially be relied
upon more for wraparound services as an example.
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PUBLIC HEARING #3: Mental and Behavioral Health Services and
Treatment Access, Continuity of Cae, Coordination, and Workforce

The third public hearing related to mental health focused on testimony by physicians and other
mental health care providers regarding services, the delivery thereof and on workforce
challenges. The hearing was held on April 27, 28060:00am in Austin, Texas in the Capitol
Extension, Room E2.016. The following organiaas/individuals werénvited to testify:

Jeff Bullard, MD, Texas Academy of Family Physicians

Kirk A. Calhoun, MD, The University of exas Health Science Center at Tyler

Stephen Glazier, MBA, FACHE, The University of Texas Harris County Psychiatric Center
John Hawkins, Texas Hospital Association

Ardas Khalsa, Texas Health and Human Services Commission

Thomas Kim, MD, Texas Medical Association

Jeffrey L. Levin, MD, MSPH, The University of Texas Health Science Center at Tyler

Jair Soares, MD, PhD, UT Higa Science Center at Houston;

Rebecca Teng, MD, Texas Association of Obstetricians and Gynecologists

Kari Wolf, MD, Seton Health Care Familfrepresenting psychiatric emergency room
physicians)

The following section of this report related tomted health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction

The committee was charged to review mental health / behavioral health services regarding early
identification, crisis intervention, access to cagentinuity of care, coordination of services
related to an integrated system of care, aeddilivery of care to the diverse populations and
regions of Texas. The committee was also charged to review workforce challenges and
identifying ways in which the delivery of services may be improved.

These discussions began in Public HeatiB@nd were continued in Public Hearing #4.
Background

Access to care, continuity of care and coordination thereof, and a sufficient workforce are subject
matters of high interest in mental health care discussions, especially as more and more
individuals are being diagnosed with a mental health iliness and the gap between care providers
and individuals needing care is widening.

In the past, individuals in a mental health cngeye typically taken by law enforcement either to
jail or to a hospital emergency room. Today, imémtion services and diversion programs are in
place for assessment and treatment and are tboateany communities across the state.

A multi-disciplinary field of mental health professionals provide care to individuals with mental
health illnesses, and care is provided in numerous and diverse settings. Professional mental
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health care providers include phyatrists, primary care physicig, nurses, physician assistants,
psychologists, counselors, and social worke$sttings include care in hospital emergency
rooms, psychiatric hospitals, doctor's officeknics, and via telemedicine. Insurance claims,
however, are often denied because mental health services have been rendered but are not
covered.

Mental health illness covers a heterogeneous group of diseases. The most common mental
illnesses include:
x ADHD (Attention Deficit Hyperactivity Disorder);
Anxiety Disorders;
Autism;
Bipolar Disorder;
BPD (Borderline Personality Disorder);
Depression;
Dissociative Disorders;
Eating Disorders;
OCD (Obsessive-copulsive Disorder);
PTSD (Posttraumatic Stress Disorder);
Schizoaffective Disorder;
Schizophrenia; and
Substance abusé.

X X X X X X X X X X X X

Statistics

Regarding national primary care psychiatry:

x 80 percent of antidepressants are presdrly primary care providers (PCPs);

x Depression goes undetected in approxitgdi@ percent of depressed individuals;

X Only 20-40 percent of people cared for BACP's in depressi have substantial
improvement in six months;

x Over half of PCPs report difficulty findingehavioral health referral sources; and

X Only half of the people referred to a merttaklth professional follow-through with the
referral (in large part due to stigma issu®s).

The impact of mental disorders includes:
X Untreated mental health paired with chronic disease results in higher morbidity rates;
x Patients with anxiety go to the ER physician offices 3-4x more; and
x Treatments of mental illness are effective 60-80% of the time.

Costs of mental health illnessnental iliness is the leading cause of disability.
X Someone depressed is 7 times more likely to be unemployed,;
x Those employed lose 5-6 hours of pradwe time per week because of slower
processing and taking longer to accomplish things; and
x A reduced life expectand.
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Providers

Physicians in Private Practice or in a Hospital

Family physicians, psychiatrists, and hospitals realize the significant interface between the
physical health and the mental health ofradhividual and acknowledge therisdits of integrated

care, or treating the whole person. Much emphas@aced on the need for more integrated
resources in a clinical setting in the community and better discharge planning between parties.
They acknowledge the stigma of the illness amdsstthat parity cdimues to be unrealized.

They are also proponents of eadgntification and telemedicine.

As a psychiatrist and provider of care in hospital settings, including in emergency rooms, Dr.
Wolf noted that three mental health groups typically visit emergency rooms: ones with chronic
mental illness, ones with anxiety, and peopleo do not know where to go for services. She
advises that patientsitiv depression and anxiety are cloggup emergency rooms and primary
care clinics.

She comments that patients should have a followisipwithin a week after discharge from an
emergency room, but a lack of service providers sometimes pushes this time frame to as much as
three months, especially in relation to services with the LMHAs. She comments that some states
have opened up funding to otheoppiders in addition to the LMHAs.

Dr. Wolf encourages investing upstream and not waiting for crises and advises that a focus on
prevention, early identification, access to outpdtieare, and outpatient care can make a
difference. Her testimony includes that pre-1115 Waivers, inpatient psychiatric beds in the
community were full and patients were in the emergency room in emergency detention until an
inpatient psychiatric room became available, usually between one and seven days. She
emphasizes that emergency rooms are the mxsensive arm of health delivery and most
mental health patients do not need to be tiféréinder EMTALA, regardless of ability to pay,
hospitals must provide behavioral care to treat and stabilize, but hospital emergency rooms may
not have the right expertise or dieation for mental health mattets.

Some hospitals have opted to now also hagparate emergency rooms or areas just for
psychiatric patients. In these situations, Dr. Welferences that the benefits of a psychiatric
emergency room are more than just the prayithee environment also makes a difference. Her
example entailed a patient contained in a regular emergency room which escalated the
individual's agitation; when transferred topaychiatric emergency room the individual was
allowed to pace to control the agitation.

Specifically regarding payments through mambhgare, Dr. Wolf advises that her employer
subsidizes payment for the Medicaid populatiord g¢hat payments are "nowhere close to
breakeven."

In response to a question specifically regagdpsychologists being allowed to prescribe
medications, Dr. Wolf discussed that mental health treatment is a multi-disciplinary practice and
everyone needs to practice at the top of their license. She also states that the issue is related to the
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fact that a psychiatrist has four yearsnoédical school which prodes an understanding of
physiology and pharmaco kinetics; mental hegitbfessionals who are not physicians do not
have the understanding of the irsetions of how the brain is connedtto all of the other organs

in body. Initially the thought was that "psych" drugs were benign and safe as there was limited
understanding of the drug/drug interactionsyt this thought has changed with more
understanding of medicines.

She stressed that the complimentary roles need to be recognized, and identified psychologists as
excellent with safety assessments and levetasé assessments, and excellent in preventive,
resiliency, and cognitive behavioral therapy servfées.

In his testimony, Dr. Bullard, a family physician, depicts a patient and how a physician having
knowledge of mental health issueg-front makes a difference in amtial office visit. He is a
proponent of embedding mental libgprofessionals in clinicgbractice settings, but says that
claim payments must be available. He would like to eliminate the "carve-out" mentality. His
practice's zip code is saturated with mental health providers and this affects billing capabilities as
mental health care workers cannot get crededti&de billing purposes. He also references
stigma related to mental health and that patients do not want to park in front of a mental health
facility but will seek treatment at a clinic.

Dr. Bullard comments about differences in coordinated, co-located, and fully integrated care.
Issues include the exchanging of information and he stresses that the communication gap needs
to close. For referrals, creating registriesnadntal health care providers would help, although
many providers are cash only and do not accept insurance. He has a counselor in his practice, but
if insurance does not pay for the services, the services become cash based and billed to the
patient.

He further comments that with more of an integrated approach to patient care, patients receive
better care, and providerseanappier with the resulfs.

Dr. Bullard says that anxiety is the most common mental health illness addressed by family
physicians>®

Mr. Hawkins, with the Texas Hospital Assodiet, discusses the transitioning from fee-for-

services (separate payments for varied ises) to managed care, preventive care and
community based services (bundled, integrated mhdde stresses the need for the system to
reinvest the managed care savings into a paysystem that provides the right incentives for

care providers. "Hospitals" are now health syst and collaborate with community partners.

Mr. Hawkins further states that the reality isttllepending on where one is, Texas is different
and all communities have different needs, adithough the state may be funding programs
appropriately in certain areas, the service defiaistem may not be built for the best use of
those resources.
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Examples of Innovative DSRIP Projects by Hospitals

x Memorial Herman Northwest Hospital is currently expanding home health services to
include psychiatric services. The goal is to provide care to patients with mental health
issues in a home and community-based setting, and in turn, reduce ER visits.

x DeTar Hospital Navarro is cumty providing the first intensive outpatient program for
behavioral health patients Yictoria County, thereby decrsiag the likelihood that those
patients will only obtain treatment through the ER.

x John Peter Smith Hospital's ggect will provide telemedicine services by linking
psychiatrists to 1,802 primary care providers in Region 10.

X Christus Spohn Corpus Christi is relocgtithe psychiatric assessment unit from the
hospital to the Hector P. Gaadfacility. The relocation wilallow them to pool resources
and better service patients’Havioral health care needbys reducing ER visit€

Dr. Teng stressed the importanaf recognizing and treatimmpstpartum depression. Postpartum
depression (PPD) is not just the “baby bluesliich affects as many as 85 percent of new
mothers. PPD is a persistemtdadebilitating form of depressidhat occurs soon after delivery
up to as much as a year afterwards andriss®and potentially fatal when left untreatéd.

Specifically regarding telemedicine, Dr. Kim, an internist and psychiatrist, stressed that with
limited workforce resources, telemedicine offers additional options needed for the many varied
communities in Texas. Regarding billing, however, he comments that he has to go to "rural
provider poor areas," health provider serviagaar(HPSA) and nonmetropolitan statistical areas,

to be reimbursed for services; he feels that if reigns are loosened on telemedicine regarding this
geographic limitation, more residents may berigted in entering the psychiatry fieftl.

According to Mr. Hawkins, much disinformation etsisasbout what is or is not allowed by state
regulations regarding telemedicifte.

Dr. Kim's message regarding parity is thatental health care provider services should be
optimized not considered a cost to avoid. He stresses that creative thinking is needed for new
models of caré’

Workforce and Provision of Care
Addressing Workforce and Research of Mental Health

UTHealth Northeast, The University of Texas Health Science Center at Tyler and The University
of Texas Health Science Cent&rHouston, UTHealth, are each appropriated funds by the Texas
Legislature for direct expenditures regarding mental health and each have representation on the
Behavioral Health Coordinating Council. Bo#ntities were invited tdestify regarding the
utilization of these appropriated funds.
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UTHealth Northeast

Dr. Calhoun with UTHealth Northeast discussédttseparating physicand mental health
"makes no good sense.” For individuals with rakiliness, the costs for care increases and life
expectancy lessens; when substance use éisaro-occurs, the costs are higher and life
expectancy further lessens.

UTHealth Northeast is the only academic nesadicenter in northeast Texas serving 1.3 million

in population covering 28 counsieAn estimated 85,000 individualstime region have a serious

mental illness; approximately 113,000 need treatnfer substance abuse, but do not have
access to needed care; and the region has a suicide rate that is 65 percent higher than the average
rate for Texas (typical for rural areas).

A few years ago, no mental health was available at the hospital; they referred out. As the hospital
personnel became more aware of the intensityehthtter, they began using 1115 Waiver funds

to address issues. UTHealth Northeast also received, through a "special item" appropriation from
the legislature of $8 million for the 2016-2017 fodum, funds to address the mental health
concerns in northeast Texas.

Several of the DSRIP projects are in the areas of telemedicine, integrated care, crisis stabilization
units and expansion of services to undersep@ullations. The 1115 waiver behavioral health
projects in RHP 1 account for 30 percenpuadjects valued at $78.5 million over 5 years .

Additionally, UT Northeast is partnering with DSHS to improve mental health services. In
March 2013, a 30 bed residential wvits opened to provide mentadith services and alleviate
overcrowding at state mental facilities. InpBamber 2014, a 14 bed acute care unit was opened

to provide additional beds to the state to provide better care for patients in acute mental illness
crisis. Also, in September 2014, a 21 bed gedagisychiatric inpatientinit was opened to treat
elderly patients with mental illness. Additionally, for patients requiring commitment hearings, a
tele-court room into the county judge's office has been created on campus; thus, no transportation
is needed.

These facilities relieve the demand on emergency rooms and space for the state hospitals, and
time spent by law enforcement who need a place for an individual in a mental crisis.

To support its integrated care effort, UTHealthrieast is integrating mental health services
into UTHealth primary care clinics and embedding nurse practitioners into the LMHAs to
provide physical care services.

UTHealth Northeast identifies patient paymesguies, especially with same day/same location
visits, and payment rates as ongoing challenges.
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In a discussion regarding drug costs, Dr. Calhoys fzat one of the biggest problems and high

cost areas are drugs; staff members want to utilize the most modern drugs, as typical drugs tend
to be sedating and have other side-effects. Howeyp®n release, the individual often is not able

to obtain the same drug in many cases, dw®$b, and just stops taking the needed medication,
which places him/her back into crisis.

The $8 million for the 2016/17 biennium has mpéted the development of mental health
workforce training programs for rural and urgkrved areas and has allowed doubling the size
of the clinical psychology internship program (now 6 psychology interns); recruitment of two
board certified child psychiatrists with othactilty positions being recruited; and deployment of
technology and telecommunication infrastructtceconnect UTHealth Northeast to Rusk State
Hospital; allowed expansion of rotations to Rusk State Hospital, and in 2017, the psychiatry
residency program on campugle established which will be 24 when fully populaféd.

UTHealth Houston

UTHealth Houston was appragted $12 million as a "specidgem"” for the 2016/17 biennium

for spending directly related to mentalalt matters. Faculty ceuitment from 2014-2016 has
included 16 research faculty members, 7 MD clinician researchers, 4 PhD research faculty, 5
PhD clinical psychologists; 16 postdoctoradearchers; and 6 research coordinators.

"Special item" new programs include: early gsysis research, fMRI laboratory, psychologist’s
intervention research program for mood spectrdisorders, post-traumatic stress disorder
program, center for molecular psychiatry, eenfor experimental models in psychiatry,

UTHealth trauma and grief center for youth, g®logy intern training program, psychiatric

genetics program, brain bank prograangd a geriatric research program.

During 2014-2016, UTHealth Houston has publish8d articles in peer-reviewed journals, and
submitted 82 grant proposals. Research activinekide deep brain ishulation, psychiatric
genetics (biomarkers), and some piloting inrimra in trauma and grief center for youth,
standardized trauma assessment toolseang diagnosis and treatment of psychosis.

UTHealth is directly affiliated with the Hias County Psychiatric Center (HCPC), a 276 bed
acute care psychiatric hospital and the secomgetd academic psychiatric hospital in the
country. HCPC is jointly owned between thatet and county, is operated and staffed by
UTHealth Department of Psychiatry, is a teaching hospital, and is funded primarily by the state
through a contract between UTHeadthd The Harris Center, the LMHA.

Three key challenges HCPC identified in mental health services are workforce shortages, lack of
integration of substance abuselanental health services, agaps in the continuum of care.

Regarding the continuum of care gap, Mr. Glazwth UTHealth HCPC discusses that chronic
recidivism and rapid re-admissiotts acute care hospitals, the most expensive forms of care, are
two of the consequences. The over reliance on acptgient care drives costs up and results in
less than optimal outcomes including, super-utilizers (individuals with 4+ admissions per year)
equals 1,244 admissions and costs HCPC &#million; rapid re-admitters (readmissions
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within 30 days) equals 1,207 patient days anst®éiCPC over $5 million; and discharges to
shelters are 2,910. That gap also over-@dilaw enforcement and jail services.

These issues continue in part due to persons receiving needed care in programs only to relapse
once released because of the lack of stepadpmegrams within the continuum of care. When
released from a facility or program, persons typically receive medication for "X" days. When
that medication is depleted, the person is resptn$or refills, but may choose not to or may

not understand how to navigate the system.

To address the continuum of care gap, Mr. Glagiates that the most severe and persistently
mentally ill patients need to be treated incatthuum of progressively less intensive and less
restrictive forms of care. Spedatlly, to address the continuum acdre gap for the Houston area,
the suggestion is for 299 additional beds distedub cover hospital sad short- and long-term
sub-acute patient care and community basedieatial treatmentcrisis respite housing, and
supported housing.

The anticipated outcomes for this type of continuum of care program include:

X better patient outcomes;

x reduced demand on law enforcement and jails;

X reduced demand on psychiateimergency intake systems;

X cost savings from reduced utilization of higher level services;

X reduced waits for beds;

X movement towards less restrictive, less costly, more community-based levels of care;

X treatment of patients in their own communities;

X moving of the infrastructure wards value-based reimbursement;

X evaluation of clinical atheconomic outcomes; and

x replicable model in urban areas significantly reducing the demand for typical state
hospital services and the retioa of utilization and faster throughput for psychiatric
patients in hospital emergency rooffis.

Challenges

X Workforce shortages. A majority of Texas counties are designated as Mental Health
Professional Shortagkreas, and many have no psychitrHowever, the shortfall is not
limited to just psychiatry. Universities and care providers are studying and implementing
ways to address the shortfall in the workforce.

o Too few mental health (MH) professials, especially child mental health
providers.

o Too few nurses going into mental health, in part, because nursing curriculum is
physical health centered.

o0 Too few mental health professidsan rural and frontier areas.

x Postpartum mental health. Increased postpartum mental health assessments are needed to
permit more women to receive the assessment and treatment, including interconception
care.
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x Lack of continuum of care causes overutiliaatof emergency rooms, law enforcement,

and jails.
Recommendations

X Review creating a psychiatric and adolesgayichiatric innovation grant that will allow
medical schools to create psychiatric and eslcént psychiatric progms to increase the
number of physicians in these areas of practice.

x Provide grant funding to nursing and med®ehools to address the workforce shortage.

X Increase number of psychiatry residency slots.

X Realize potential of each of the varied nta¢ health professnals, and increase
utilization accordingly. Review allowing suchqgfessionals to pract to the full scope
of their authority and knowledge.

x Provide loan forgiveness for varied mertteklth professionals who practice for 4 years
in rural and frontier areas.

x Amend Medicaid rules to allow Masters of Social Work to be reimbursable service
providers.

X Increase service provider rates in rural regions.

X Increase the use of telemedicine-psychiatry especially in rural and frontier areas,
including use the school and criminal justssdtings. Example is Telemedicine Wellness,
Intervention, Triage and Referral Project (TMR) of The F. Marie Hall Institute for
Rural and Community Health at TTUHSC.

x Provide additional funding taddress post-partum care. Increase the length of treatment
to one year after the date a woman givethitio her child. Consider allowing pediatric
providers to conduct and bftbr post-partum screenings.

x Provide funding for continuum of care programs to further enable programs to have a
long-term effect.

X Review and address capacity needs for growing forensic commitments.
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PUBLIC HEARING #4: Mental and Behavioral Health Services and
Treatment Access, Continuity ofCare, Coordination, and Workforce

The fourth public hearing related to mental Itedocused on some best practices of certain
LMHAs and on services provided by various natritealth care professionals and was held on
April 28, 2016 at 9:00am in Austin, Texas in the Capitol Extension, Room E2.016. The
following organizations/individda were invited to testify:

Terry Crocker, MBA, MA, Tropical Texas Behavioral Health

Sharon K. Cunningham, LPC-SQOC, Texas Counseling Association

Carson Easley, BSN, MS, RN, Texas Nurses Association

Will Francis, LMSW, National Association of Social Workers - Texas

Catherine Judd, MS, PA-C, CAQ Psychiatry, APA, Texas Academy of Physician Assistants
Beth Lawson, Sunrise Cany@&ehavioral Health Network

Gregory Simonsen, PhD, Texas Psychological Association

Cindy Zolnierek, PhD, RN, Executive Director, Texas Nurses Association

The following section of this report related tomtad health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction

The fourth public hearing was held as a cwmition of Public Hearing #3 for the review of
mental health / behavioral health services regarding early identification, crisis intervention,
access to care, continuity of caceprdination of serviceselated to an integrated system of care,
and the delivery of care to the diverse populatiand regions of Texas. Also, the hearing was
held to review workforce challenges and to identify ways in which the delivery of services may
be improved.

Providers and Services
Best Practices by LMHAs

Tropical Texas Behavioral Health (TTBH$ the LMHA and IDD authority for Cameron,
Hidalgo, and Willacy counties. TTBH found thatithpatients, who had chronic and co-morbid
medical conditions, were unable or unwilling to eascerimary care services in the community.
TTBH decided to establish primaogare clinics inside mentalehlth clinics;two were funded
through the 1115 Waiver program; one was funttedugh Methodist Healthcare Ministries.
Recognized advantages of integrated care and being co-located include, "warm-handoffs" from
mental health care providers to primary care providers and with all providers utilizing the same
electronic medical records agdod communications capabilities. An example case showed that
upon providing cross-services to a person presentitig diabetes, high triglycerides, obesity
and schizoaffective disorder, the person's maydest results improved dramatically. TTBH
advises that they serve more children than any other LMHA in the state.
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Challenges expressed includeogth in demand for services, clinical staff resources, over-
capacity, sustainability of programs, and quantifying value across the system.

Although not exclusive to TTBH, another prograiiscussed concerned a mte health officer
program. For TTBH, this program is fundeddugh the 1115 Waiver program. The program
provides funding for 17 law enforcement offise¢o cover the 3000 square mile, three county
region, 24/7/365. The officers are assigned through memorandums of understanding to the
mental health center. Duties of these officetdude: responding to individuals in mental health
crisis, welfare checks, and assisting Mobile Crisis Outreach Teams (MCOT) when needed;
providing transportation; decreasing preventable admission/readmission to criminal justice;
decreasing utilization of local hospital emergency rooms; and intervening when requested in
mental health situations with other members of law enforcement.

The challenge expressed is suisability of the program at eost of approximately $1.7 million
annually’®

StarCare Specialty Care Health System (SteelCis the LMHA for Lubbock, Lynn, Crosby,
Cochran, and Hockley countie§tarCare is the only LMHAthat operates an inpatient
psychiatric hospital. Sunrise Canyon is the name of their hospital and affiliated services include a
full range of non-emergent access into care antergent/crisis and inpatient psychiatric
services. According to Ms. Lawson, these sa&wviare possible because "StarCare and other
community leaders had the foresight to envisi@@mmunity psychiatric hospital as a part of an
entire continuum of care to meledth crisis/acute and non-crigiagoing needs.... The success
of Sunrise Canyon's community-based hospitadel hinges upon localollaborations, which
result in substantial local befits." The community partners include: the Lubbock County
Hospital District, the Lubbock County Judge, Inditdos of higher education, law enforcement
and the city of Lubbock which donatecktland on which the buildings sit.

The continuum of care/systearray includes: Outreach, scraay assessment, and referral
(OSAR) services; Non-crisis services, including outpatient services, rehabilitative services,
targeted case management, peer services, Hsasveveterans' services; and crisis services,
including a crisis hotline, mobile crisis oeéich (MCOT), 23-hour extendl®bservation services

and inpatient psychiatric services, along with the associated aftercare.

Challenges expressed include, syststrain, forensic involvementecruitment and retention of
medical professionals, regulatory barriers, being a state mental health facility diversion site, and
some unique challenges because they operate a psychiatric hdspital.
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Mental Health Professions (non-physician)

Numerous licensed, registeredidacertified professions are involtyén the care for individuals
with mental health illness, with addiction issues, affected by abuse, and with a disability.
Regulations allow some to provide direct treatment care; others are more limited. The
professions invitetb testify included:

f Social Workers;

f Counselors;

f Nurses;

f Physician Assistants; and

f Psychologists.

These behavioral health professionals work inechenvironments including in schools, criminal
justice, LMHAS, medical clinics, hospitals, and private practice.

Social Workers

Texas has 23,000 social workers. Nationally, alosorkers make up 60 pnt of all mental

health providers. The practice requires knowkdf human development and behavior, of
social, economic and cultural institutions, and of how these areas intersect. Social workers work
with individuals, families, and gups to prevent and respond to crises and to enhance capacity
for social functioning. Many ar@volved in child welfare services.

Social workers have three main levels of licensure (Licensed Clinical Social Worker (LCSW),
Licensed Masters Social Worker (LMSW), and Licensed Bachelor of Social Work (LBSW)) and

in Texas, are regulated by the Texas State Board of Social Work Examiners. LBSWs perform
service coordination and referrdts community resources; LMSWSs are involved in assessment
and care related to case management and evaluations. LCSWs are authorized by The Center for
Medicare/Medicaid to practice dependently and are authorized to practice autonomously in
Texas. One hundred seventeen cogntieTexas do not have a LCSW.

Social workers have title protection and must have a degree from an accredited university and be
licensed to be called a social worker. Theiteth States has no licensure reciprocity around
social work, and Texas does not have any agreesmvath other states. The reciprocity issue is
currently being addressed nationally by theséciation of Social Work Boards (ASWB). The
ASWB writes the licensing exam for most of the states, and although there are requirements
among the states, many of the details are largely technical. Canada recently adopted reciprocity
among their provinces.

An example of a social worker providing services in a criminal justice setting is Harker Heights
where the Chief of Police hired a social workemtark within the department to offer "a needs
response” and not wait to be called for asisriresponse” at locations where police were
frequently called?
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Licensed Professional Counselors

Licensed Professional Counselors (LPCs) in Texak divectly with persons with mental health
illness including depression, anxiety, PTSD, adcidal ideation. The lack of parity for
insurance coverage (or enforcement thereof) arldck of consistency of what services are
allowed by the various health plans are challenges for LPCs and their receiving payment for
services rendered. Some insupcooviders pay below the Medidaate. Additional challenges
include LPC interns are not allowed to bill under the Medicaid program for services, the
Medicaid reimbursement rate is nminsistent across the board foental health professionals
(currently at 70 percent for LPCs); and reindmment rates are not standard across all health
insurance provider®.

Registered Nurses

All registered nurses receive edtion and clinical training ceng for persons with mental
disorders; psychiatric/mental health nurseKP identify this area as their primary population

of focus. Additionally, PMH Advanced Practié®egistered Nurses (APRNSs), including nurse
practitioners and clinical nurse specialists are prepared with graduate degrees and advanced
education in the diagnosis arickatment of mental disorders, including the prescribing of
therapeutic medication. PMH nusseractice in varied clinicakettings including, crisis
intervention and psychiatric emergency services, acute inpatient care, intermediate and long-term
care, partial hospitalization and intensive outpatient treatment, residential services, community-
based care, and asseeticommunity treatment.

In 2015, Texas had 286,442 registered nurses; #sllifsed working in psychiatric/mental
health/substance abuse practice settings; 545 ARRNS. Nursing shortage is expected to more
than triple from the deficit of 17,000 in 2015 to over 66,000 in 2030.

To recruit and retain nurses, the Texas Nu/sesociation recommends continuing the nursing
shortage reduction progm and extending the student loan repayment program for nurses in a
PMH setting; helping to provide safe work environments by enabling state psychiatric hospitals
and community mental health centers to beaiims free work environments; and continuing the
Texas peer assistance program for nurses (TPAPN) to provide peer assistance to nurses who
have mental health and/or sulrata use issues so they can safely return to practice (the funds
appropriated for the nurse substance abuse progra funded through nursing fees and provide

a case manager for the nurse; the monies dopagtfor counseling services for the nurse
receiving treatment)’

Physician Assistants

Texas has 8000 physician assistants (PAs) witbr one-half in family practice settings.
According to testimony, their skill set includeging first responders abeir education/and
clinical training is "founded and grounded in physician like medical hafd@edical education
closely resembling and modeling medical schawitent and curriculum for a physician." They
have 27-43 months of training which incluggsarmacology, clinical pathophysiology, clinical
medicine, clinical clerkship in obstetrics/ggméogy, psychiatry, physiology, anatomy, and
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biochemistry. Upon completion of their training, they have essentially the same level of training
as a medical school graduate. Ten percentheir national certification exam covers mental
health and psychiatry related content.

Texas Academy of Physician Assistants expresses that the barrier for physician assistants being
limited in the provision of mental health services in Texas has to do with the Health and Safety
Code 571-000 and physician assistamt being identified as a n@iysician provider of mental

health services. Often, when insurance providers look at that code, they will not reiffiburse.

Psychologists

According to Dr. Simonsen with the Texasyé®logical Association (TPA), Texas has 4,176
licensed psychologists, 3,009 licensed specialists in school psychology, 3,000 LSSPs in schools,
and 1,041 licensed psychological associates who work under a psychologist for services. With a
workforce shortage, uninsured and underinsunelividuals and families end up in crisis and
using "free" organizations.

Barriers to entry for becoming a psychologist urie the high cost of education as the student
loan debt for a PhD is $70,000, but the salar$60,000; reimbursement rates are low; and
psychologists are not able to practice at full capaédditionally, regarding student loan debt
and forgiveness thereof, the playing field is leatel. For example, DiSimonsen advised that
certain zip codes cannot seek retitan in student loan debt even though the psychologist works
solely with Medicaid and CHIP populationsthedugh in the same organization and building
psychiatrist residents and psychiatrists have massive debt release.

Dr. Simonsen further states that Texas:

x lacks early intervention strategies and sle®t consider the population and cultural
diversity; one size does not fit all, butatcess to care falls into one’s cultural belief
systems, persons and families tend to buy-in and follow-up;

x does not allow competencies of mental health practitioners to be utilized to their fullest
capacity;

X should create transparency between praogtis and insurance companies regarding
reimbursement rates (one needs to knawormation upfront from insurance
companies);

X should engage in student debt forgivenand increase grants and scholarships;

x should allow and improve access to emerdexwhnologies teletherapy or telemedicine;
and

x should utilize psychologists in integratashd behavioral health, engage underserved
populations at the local level througlkechnological assessment and educational
programs.

In a discussion regarding the underutilization psychologists, Mr. Simonsen advises that
neuropsychologists are specially trained andmerd to diagnose and treat concussions but are
not in plans for use in the treatment plans faoselary education and college campuses, as that
role is limited to physicians; and that some psychologists are specially trained in prescription
writing after two additional yearsf education time, but in Texas they cannot prescribe medicine.
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Currently four states anddtDepartment of Defense allqorescribing psychologists.

Psychologists are regulated by the Texas State Board of Examiners of Psychologists. To be
licensed one must pass the EPPP national examispriitdence exam for laws of Texas, and an

oral exam before a panel of psychological péeensure education and experience to intéract.

Recommendations

See Public Hearing #3 for recommendations related to this hearing.
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PUBLIC HEARING #5: Insurance Coverage and Parity and Law
Enforcement

The fifth public hearing related to mental health focused on insurance and law enforcement and
was held on June 2, 2016 at 10:00am in Aystiexas in the Capitol Extension, Room E2.016.
The following organizations/indiduals were invited to testify:

Ayo Afejuku, MD, Molina Healthcare of Texas

Wendy Baimbridge, Captaiiouston Police Department

John Burruss, MD, Metrocare Services

Doug Danzeiser, Texas partment of Insurance

Barbara Dawson, The Harris Center for Mental Health and IDD

Jamie Dudensing, Texas Assation of Health Plans

Tamela Griffin, Texas Health and Human Services Commission

Brian Guthrie, Texas Teacher Retirement System

Gary Henschen, MD, Magellan Health

Ron Hickman, Sheriff, Harris County

Ken Janda, Community Health Choice

Chris Kirk, Sheriff, Brazos County

Debra Diaz Lara, Texas Department of Insurance

Kevin Lawrence, Texas Munjgal Police Association (TMPA)

Michael Massey, MD, Baylor Scott & White

Joseph Penn, MD, UTMB Correctioridbnaged Care for Texas Dejpaent of Criminal Justice
Mary D. Peterson, MD, MSHCA, Driscoll Health Plan

Kim Vickers, Texas Commission on Licensing Enforcement (TCOLE)

Dennis Wilson, Sheriff, Limestone County; Texas Sheriffs Association; Texas Council of
Community Centers

Porter Wilson, Texas Employee Retirement System

April Zamora, Texas Correctional Office on Qfteers with Medical or Mental Impairments
(TCOOMMI)

The following section of this report related rrental health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction
The committee was charged to review coverage anty & mental health and behavioral health

services by health insurance plans and to review the services provided by law enforcement and
criminal justice.
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Background

Insurance coverage has been a recent topic of great interest in the United States with the passage
of the Patient Protection and Afftable Care Act and as medisarvices continue to move from

a fee-for-services model to a managed care model. Specifically regarding mental health, the issue
of parity, which is the provision of equal coage for mental health care as compared to
physical health care, entered discussions.

Parity is a complex issue. Generally regalas began in the 1990s with the federal Mental
Health Parity Act (MHPA), expanded in 2008 wittderal Mental HealtlParity and Addiction
Equity Act (MHPAEA) to include substancese disorder coverage, and further expanded
coverage requirements with the federal Affordable Care®Rti. 2011, Texas implemented
mental health parity regulationsder the Texas Administrative Code.

However, citizens continue tad@se that mental health s&rgs are not being covered under
insurance plans and that in many cases they are having to pay cash for services or are not
receiving services. Also, service providers contiti@dvise that they are unable to obtain pre-
authorizations to provide mental health care or are denied payment if a claim is submitted.

*Disclaimer -- parity is a very complex issweth numerous caveats depending on the type of
health care plan held, the coverage offerethenhealth plan, and the insurance provider. The
details provided in this reportgride only high level informatioand do not provide a complete
description of the intricacies gfrity rules and regulations.

Statistics from MentdHealth Care Providers

Two-thirds of primary care physicians pat not being able to access outpatient
behavioral health for their patients;

Use of health care services decreasedl6% for those receiving behavioral health
treatment, while it increased by 12% for patients who were not treated for their
behavioral health care needs;

Behavioral health disorders accotmt half of all disability days;

Annual medical expenses--chronic medical &dnéoral health conditions combined --
cost 46% more than those with only a chronic medical condition;

f Of the top five conditions driving overall &kh care costs (wkrrelated productivity +
medical + pharmacy cost), degsion is ranked number offe.

f 80% of people with a behavioral health diagnosis will visit a primary care provider at
least once a year;

f 50% of all behavioral health disters are treated in primary care;

f 48% of appointments for all psychotropic atgeare with a non-psychiatric primary care
provider;

f 67% of people with a behavioral heattisorder do not get behavioral health

f treatment;

f

f

~h ~n
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Additional statistics regarding children and mental health:
f Nearly 1 in 10 hospital admissions for childrage 3-17 have a primary diagnosis of a
mental health condition;
f 44.1% of pediatric primary mental healldmissions are depression, 18% are bipolar,
and 12% are psychosis;
f 75% of children diagnosed with mental illness are seen in primary care; half of those are
treated within the primary care practite.

Insurance
Role of Texas Department of Insurance (TDI)

Issues in regulating mental health parity in insurance coverage include:
X Health insurance regulation;
x Parity regulations -- history, state and federal requirements, and compliance;
X Network adequacy; and
X Medical necessity.

Population coverage estineatin Texas for 2014 were:
x Private (Fully insured) coverage at 19 percent;

x Publically funded coverage at 25 percent;
x Self-funded coverage at 40 percent; and
X Uninsured at 16 percent.

The breakdown of the Fully insured sources2014 was 82 percent Employer-based profile
(small employer at 41 percent; large employeé&s@percent) and Direct purchase was 18 percent.

The breakdown of Self-funded coverage2®l4 was 14 percent military, 5 percent ERS, 7
percent TRS, 6 percent FEHBP, and 6&pst other self-funded employer groups.

Types of coverage for Fully inswtenajor medical plans in 2014 were:

x Individual major medical (HMO, PPO, EPO);

x Small and large group medical;

x Small and large employéealth group cooperatives;

X Major medical plans by group hospital servicorporations, appved nonprofit health
corporations, stipulated premium companieaternal benefit socies, and reciprocal
exchanges;

x Child only plans;

x Professional employer organization plans (PEOs) and multiple employer welfare
arrangements (MEWASs); and

x Group health plans issued by unlicensediees outside of Texas but covering Texas
residents.

Types of coverage by Self-furdigroup health plans in 2014 were:
x Local governmental employee plans (city and county employees);
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State employee plans (ERS);

State university plans (UT, A&M, etc.);
Church employee plans;

Local government plans offered to the public;
Public school emplyee plans (TRS);

Private employer plans (ERISA);

Federal employee plans; and

Military employee plans (Tricare).

X X X X X X X X

Types of coverage by Public plans in 2014 were:
x Medicaid;
X Children's health insurance program (CHIP); and
X Medicare.

TDI does not regulate most of the health plans covering citizens of Texas. Regarding parity
complaints, TDI advises that the total numbercoimplaints received in 2014 were seven with
three confirmed; ten parity complaints nereceived in 2015. TDI acknowledges that more
complaints may be received but coding may not recognize the complaint as a "parity issue."”

Regarding mental health parity coverageTexas, the state passadbill in 1989 to address

chemical dependency and then a bill in 199Yequire all group plans to offer coverage for
severe mental illness (SMI). In 1996, the Fed&tahtal Health Parity Act (large group) was
passed. The state and federal gonents have continued to adsiseparity for varied diagnoses
and certain groups. The Mental Health Paritg &uddiction Equity Act (MHPAEA) passed in

Congress in 2008 with the regulations beconeffgctive in 2014. Regulations for EHB (to add
individual and small groups) also became effective.

The MHPAEA:
x Extended parity to substance use disolsirefits in addition to mental health;
x Expanded parity to covega terms related to:
o Financial requirements, indling deductibles, copayments, coinsurance, and out-
of-pocket expenses; and
o Treatment limitations, including limits on the frequency of treatment, number of
visits, days of coverage, or similar limits on scope/duration of treatment; and
o Coverage terms for mental health/substanse disorder benefits cannot be more
restrictive than the predominant coverage terms that apply to substantially all of
the medical/surgical benefits.

The MHPAEA requirements include:
X That plans may not impose any financial requirements or treatment limitations that only
apply to mental health/substance use disorder benefits;
x If a plan covers out-of-network coverage foedical/surgical benefits, it must provide
out-of-network coverage for mental health/SUD;

X Requires plans to use the same type otg@sses and standartds determine medical
necessity and requireipr authorization; and
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X Standards for medical necessity criteria aadsons for denial of mental health/SUD
services must be disclosed upon request.

Federal MHPAEA rules:
x Create classifications of benefitader which parity rules apply
o A financial requirement or treatment limit that applies to MH/SUD may not be
more restrictive than the predominant requirement or limit that applies to
substantially all medical/surgical benefits in the same classification:

f
f
f
f

Inpatient in-network; inpatient out-of-network;
Outpatient in-network; outpatient out-of-network;
Emergency; and

Prescription drugs.

o If MH/SUD is covered under the plarhenefits must be provided in all
classifications in which medicaliggical benefits are provided;
o All cumulative financial requirements (e.g., deductible, out-of-pocket limit) in a
classification must combine medical/surgical and MH/SUD benefits.
x Distinguishes between quantitative damonquantitative treatmée limitations and
requires parity for both:
o Nonguantitative treatmeiimitations include:

f

= THh THh T™H = T T™H

Medical management standards limiting benefits based on medical
necessity, experimentmvestigative status;

Formulary design;

For plans with multiple network tiers, network tier design;

Standards for provider admission participate in a network, including
reimbursement rates;

Plan methods for determining usualistomary, and reasonable charges;
Step therapy protocols or fail-first policies;

Exclusions based on failure to coletie a course of treatment; and
Restrictions based on geographiocation, facility type, provider
specialty, and other criteria that limitetiscope or duration of benefits for
covered services.

o0 Any nonquantitative treatment limit for MH/SUIRenefits must be comparable to
and applied no more stringently than medical/surgical limits, including with
respect to the processes and standards used to apply the limit

Parity regulation utilizes a dual regulatory amgech wherein, TDI reviews group health policy
forms for compliance with Texas requirements (SMI, quantitative parity) and federal regulators
review individual and small gup policies for compliance witessential health benefits and
enforce parity consistent with rules that address quantitatdd@an-quantitative limits.

Each health plan defines the phrase “medicaflgessary” in accordance with the health plan’s
policies and benefits described in the evideoteoverage. TDI does not define or determine
what is “medically necessary” for approval/denial of medical services. Medical necessity
decisions are made through a system of atilin review, defined at TIC 84201.002(13) as “a
system for prospective, concurrent or retrospective review of medical necessity and
appropriateness of hih care services....”
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TDI reviews and approves processes and policies of certified or registered utilization review
agents (URAs). TDI does not review or approve medical/clinical guidelines that these entities
utilize to determine medical necessity.

Examples of Innovative Collaborative Care Programs

Dr. Burruss with Metrocare in Dlas advises that psychosis is a symptom, not a diagnosis, and if
psychosis goes untreated it causes brain damhgs, early treatment is the answer. In Texas,
about 4000 people develop a new psychotic disoeglery year. The disorder usually has an
onset during one's teens or twenties. Eadgtinent has been proven to reduce symptoms and
hospitalization, and increased chances of onengialy care and improving one's quality of life.

He explained and described Metrocare's Firss@&ge Psychosis program which is based on the
proven RAISE program. The program reduces symptoms and as a person stays in care over the
long-term improves the quality of life by diminishing disability, incarceration and estrangement
from family, and keeps one employed which helps to maintain insurance. In the long term, this
program reduces the number of super-utilizers and high users of mental health services.
However, he stresses the program is efilgctive if implemented early and fully.

When asked how much of this program is covered by insurance, Dr. Burruss responded that
although Metrocare accepts all forms of insurapegadoxically this program is more available

for the indigent, less available for those covdrgd/edicaid, and in many cases difficult or non-
existent for third party private insurance holdasshe program is typically considered medically
unnecessary. He noted that the hurdles ohdgryo receive support from insurance companies
has been difficult.

He further stated that by not praung care at the first sign of symptoms is an injustice to 3900
young people who develop conditions every ywhere services are not covered to address the
condition in its early stages; one would expesunance to provide full and thorough care for a
knee or other physical injury.

Specifically regarding Medicaid coverage, due to waivers in Medicaid services Metrocare has
been able to create some interventions by working through issues with the payer. Dgs Burru
continues that, in general, many MCO progranesraore ready to support treatment than third
party insurances because of an insurance eommonsidering the treatment "not medically
necessary" and the inability to obtain preapproval/prior authorization. He compares follow-up
services to a rehabilitation program for a stroke patient, but in mental health care, the treatment is
not typically covered. One can appeal, but if the language is not in the original
contract/agreement, the services are not pre-authorized for coverage and require an extensive
amount of work to get approval, if one can actually be achi&ed.

Dr. Massey representing Baylor Scott & Whiliscusses a new practice of embedding a LCSW

in clinics with a primary care physician. He statieat many persons with an underlying chronic
disease also have depression and the depression, or anxiety, needs to be controlled first before a
patient typically can focus on his/her chronic iliness.
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He discussed that people feel more comfortable getting mental health care services in a primary
care office. The BSW IMPACT (Depression)olfel program needs a team with both primary
care treatment and a LCSW tcach, counsel, and monitor patients.

When asked what is needed to help, Dr. Massgnmented on insurance problems with coding,

and billing and reimbursement. If a primary care provider sees and refers a patient, both visits
can be billed, but services for both physical amehtal health cannot be billed on the same day

at the same location. He also comments that weétftain services, mental health diagnoses are
not recognized under medical benefits and under managed care “carve outs” are typically
contracted with licensed behavioral health pesionals only and do not reimburse primary care
physicians for treatment, which leads to fragmented care for the patient. He discussed that not all
insurance plans include mental health benefits and there has been a decrease in mental health
coverage being provided by employers, leavingny patients without access. Thus, the norm

has become for behavioral health providers to accept cash only dimongement challenges,
further segregating care providers. He emphasizesieed to build teams around physicians to
provide caré®

Insurance Plan Providers

Texas Association of Health Plans (TAHP) statbat health plans and behavioral health
organizations support and are committed to tlegegtions established by the MHPAEA, and
that health plans meet network adequacy lzenkfit requirements undérderal and state laws.
TAHP further comments that in addition toripg health plans have demonstrated strong
leadership in pioneering innovative programsnteet the health care needs of patients with
mental health and substance use disorders, ofteagh partnerships with behavioral health care
organizations.

TAHP clarifies that the MHPA of 1996 andettMHPAEA of 2008 do nomandate coverage,
only require that when such benefits are offetlerough an employer, they be offered at full
parity. Also, the Texas Mental Health Manelapplies to large employer groups to provide
coverage for SMI for at least 45 inpatient daysl 60 outpatient visitand requires financial
limitations be the same for medical care. Additionally, the Affordable Care Act expanded the
federal parity requirements tqualified health plans and plans offered through the small
employer and individual markéf

Challenges identified by the insurance providers regarding mental health services include
shortage in child psychiatrists in Texas, the aging mental health workforce, the need exceeds the
number of graduating psychiatrists, and the lackntdrnship sites. Barriers to recruitment are

low reimbursement rates, thada Medicaid and the large indigent populations; and the lack of
cultural and linguistic diversity and competence in workforce.

Suggested short-term solutions by Driscoll utd additional Continng Medical Education

(CME) for primary care physicians in behawabhealth, a consultation program between PCPs
and psychiatrists for advice and triage, telemedicine, and a decreased hassle factor with current
edits in the formulary. Longer term solutions suggested by Driscoll include loan repayment
programs, exposing medical students earlier @irthotations to psychiatry, having more GME
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slots across Texas for psychiatry, and increasieditbhid fee schedules for psychiatry. Driscoll
is involved with a telepsychiatry pilot prograwith UTMB and BehavioraHealth Services of
Nueces County (BHSNCY.

Considered a Safety Net Health Plan underARA, Community Health Choice (Community) is

a non-profit corporation created by Harris Countyspital District in 1996. Over 80 percent of
their revenue comes from Medicaid or othevggmment programs focused on the underserved
population. Community advises a strong supporinehtal health parity and collaborates with
Beacon Health Options for behavioral healthwoek and care managemtesystems. It has
strong relationships with the LMHAs, FQHGa)d other safety-net and private providers.

Community's primary focus is on low income populations. Challenges identified include lack of
psychiatrists, especially in rural areas; eligibility challenges, for example loss of eligibility f
women 60 days after delivery (post-partum), persons’ inability to be certified for SSI,
coordination with jail health, ral others; creation of value bdspayment system integrating
behavioral and physical health; and the laclk custainable funding source for DSRIP projects
involving mental health fiothose currently uninsured.

Community comments that a disproportionate nundfgpeople with mental health conditions

are low-income and uninsured and thus hdiféculty in maintaining employment, but by
treating and stabilizing persons with mental and behavioral needs, local economies could be
strengthened. They advocate that care coordinatnd integration are mdetter in a managed

care system as the current fragmented system is inefficient and difficult to navigate and that
managed care plans can create and paydostraditional home and community serviées.

Behavioral Health at Magellan Health (Magellan) advises that since the MHPA was signed,
much progress has been made for consideratibngental health and physical health, but more

needs to be done. For instance, gaps across providers need to close, and an understanding and
implementation of sound and effective treatmaatsieeded for behavioral and substance use
disorders to treat not juste issue but the whole person.

Magellan says they have performed a full analg$isvery component of parity. In Texas, "all
members served by BCBS of Texas and Magellan are approved for all mental health services
based on Medical Necessity Criteria." They are reviewing programs to fully integrate ratute a
behavioral health care for the STAR+KIDS praxq; teams for joint clinical rounds; working

with two certain providers for adults with SMthildren with SED and individuals with long

term and serious substance use disorders; alydoparmacy to have a heightened and intense
case management of members whespribed more than four psychotropic meds or two or more
antipsychotics. They are also studying the opiate crisis and are committed to being part of the
solution in battling opiate addiction.

Benefits being seen in Texas for paritglude from 2013 to 2015, an increase of behavioral
health providers and acute care providers coordinating’2are.
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Molina Healthcare of Texas health plan provided testimony regarding pre-authorization
challenges and pilot programs for utilizing varied mental health professionals in the provision of
care and coordination of traveling to the patight.

The Texas Teacher Retirement System (TR®)ises coverage of inpatient and outpatient
services for mental health and chemical depeny. Mental health and chemical dependency
accounted for approximately two percent, or $44 million, of $1.98 billion in total medical
services rendered by TRS in FY2015. Mental heatid chemical deperdcy drugs made up
six percent, or $40.8 million, of $730 million in tofkescription drug claims during that year.

The Texas Employee Retirement System (ERS) advises coverage of mental health illnesses and
substance use disorders. Of the top five ntcostmon conditions, mentalkealth and substance
abuse is fifth with a seven percent need=¥2015, mental health benefits cost $36.7 million in
medical services and $115 million in pharmacy services. ERS insurance providers provide a 24
hour toll-free telephone number for quick access team with information about mental health

and substance abuse coverage; websites prosadarces and director oktwork providers; and

the HealthSelect wellness program offers telephbehavioral health coaching for management

of stress, anxiety, sleep, anger, grief, and relationship difficdfties.

Medicaid in Texas is provided through HHSC aaltl people receiving any services through
Texas Medicaid and CHIP MCOs are protectedni®ntal health parity requirements, even if
some services are provided in fee-for-service (FFS). HHSC and the MCOs determine which
Medicaid services are included in each of the four classifications, inpatient, outpatient,
emergency care, and prescription drugs used in parity analysis. Limitations on behavioral health
services in each classification cannot be m@strictive than limitabns on physical health
services in the same classification. When mheiteing the classification, the MCO must apply

"the same reasonable standardsw&alical/surgical benefits and toental health or substance use
disorder benefits."

CMS will continue to issue technical guidanetated to parity implementation in the coming
months. Texas must be fully complianitvfinal parity rules by October 207 .

Law Enforcement and Training on Mental Health

According to Texas Commission on Law Enforcement (TCOLE), all Texas peace officers go
through a minimum of 643 hours for their basic lsieg course; 16 hours @risis Intervention
Training (CIT) is included. The CIT course includesining on how to identify a person in crisis
and techniques to calm them down and deescalate a situation.

Officers also have the opportimito obtain a Mental Healtfficer Proficiency Certificate
through a 40-hour course. There are 6,256 peace affinefexas with these certificates. This
number was up by 528 from September 2015 to June 2016.

Currently the course material is being mwved and updates are being made. Changes will
include incorporating some legislation passhigting the 84th Legislative Session such as
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training on how to respond to situations ining persons with traumatic and acquired brain
injury and trauma affected veterans. The committee is reviewing the current CIT course to
determine if training on mental health issuegds to be increased or improved. Experts from
Texas Council of Community @&rs and DPS's Division ofictim and Employee Support
Services are having input on the subject.

The basic peace officer course also inctu@de section on professional policing as well as
professionalism and ethics.

TCOLE is also responsible for licensing all coujgiers. The basic licensgy course for jailers
is a minimum of 96 hours. The basic jailer counsgludes two hours of training on suicide
detection and prevention and three house abqgms with mental impairments, including
information on diseases such agldimers, schizophrenia, and PTSD.

Jailers also have the opportunity to obtain a MeHealth Officer proficiency certificate; 2,144
jailers hold these certificates.

A jail curriculum update committee was set tginen June. A representative from TCOOMMI
and from the Texas Commission on Jail Standarelsvarking on the task to update jail suicide
screening and its processes.

To obtain an intermediate proficiency certificate, jailers must also go through courses on Suicide
Detention and Prevention and Intermeral Communications in the Jail Settitg.

Mr. Lawrence with the Texas Municipal Poliédessociation (TMPA) advised that TMPA is a
provider of Crisis Intervention Training and adates that additional mental health training is
needed for peace officers. He also referencatwen law enforcement is called, the situation
is a crisis and more up-front resources are neéted.

Law Enforcement

Law enforcement, including a large police dépent and rural, urban, and suburban sheriffs,
emphasize the importance of law enforcemer BMHAS working together to provide crisis
services involving calls related to menta&alth matters. Houston Podéi Department has teams
with an officer and a mental health professl to respond to calls known to be a potential
mental health crisis.

Although many cities and coungieitilize their own Crisis Intervention Training (CIT) programs
and Mobile Crisis Outreach Teams (MCOT) as jail diversion measures, Sheriff Wilson of
Limestone County advises thatral counties may not have the means to do so but that the
LMHAs do offer services. He stresses that LMHAs are critical for individuals needing mental
health sg%rvices in areas of support for houdiragpsportation, employmennedications and peer
support:

According to Sheriff Kirk of Brazos Countyhrough utilization of programs since 2006, the
county has diverted 1,400 people from jail at a costs savings of about $500,000. Through an
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1115 Waiver project, the LMHA is performing screegs to keep persons from potentially going
to the emergency roof.

Sheriffs throughout the state continue to sdréhe need for additional beds, especially in
maximum security facilities. Sheriff Wilson suggests an option to open maximum security beds
in a quicker manner could be to make the Kerrville facility a step-down facility from maximum
security units. He also emphasizes treatroarthe front-end, as opposed to the back end.

Sheriff Hickman of Harris County advises thdarris County taxpayers have been the default
providers of mental health care "to the tun&22 million for FY2016". To address, he created a
hospital environment on one floor that allows émncentration of the majority of the medical

and mental health services in one place for patients with greater medical needs or ones diagnosed
as being "in crises" for mental health. He adsthanced relationships with the County Mental
Health Authority, has full time psychiatristn staff, and started a work group led by the
county's LMHA, and including the County Attorne@sfice, the Sheriff's Office, and the Mental
Health Authority. With these enhanced services, he argues that "the application of the Jail
Commission's mandated screening form is pteped¢o actually impede upon the standards of
evaluation already in place in our booking procé&ssms developed to lpeuntrained detention
personnel identify possible risk factors canngilaee the evaluations of the licensed medical
and mental health professionals that screeary inmate in Harris County upon intake. In a
recent assessment of the State's new mentahhsealeening tool, we found that a 21 percent
increase of prisoners would be erroneously foricethe front of the line for a detailed mental
health evaluation that could h&rwise be assessed by a medigadfessional in out intake
process.®

Criminal Justice

In Texas Department of Criminal Justice (TDCJ) the mental health assessment begins at intake
and continues at the unit of assignment. $aesices are comprehews including evaluation,
observation, diagnostic evaluation, case ctiasan, and medicationtreatment services,
psychotropic medication treatmte and monitoring, individual and group psychotherapy,
psychometric/psychological testing, psychoeducation, suicide and violence risk assessments,
case management services (outreach and trgckingis managemenind inpatient psychiatric
services, and specialized mental health programs.

TDCJ inpatient psychiatric prison units are:
x TDCJ Montford in Lubbock which is affiliated with Texas Tech University Health
Science Center for mental health services;
x TDCJ Skyview in Rusk affiliated with University of Texas Medical Branch for mental
health services; and
x TDCJ Jester IV in Sugarland affiliated with University of Texas Medical Branch for
mental health services.

Additionally, the TDCJ Mountain View Uniprovides crisis manageent counseling and
evaluations services, and the Bill Clements Unit in Amarillo has a Program for Aggressive
Mentally Ill Offenders (PAMIO). Special Progre for the IDD population are provided through
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the Developmental Disabilities program at the Hodge Unit in Rusk for males and at the Crain
Unit in Gatesville for females.
Other special programs include:

x the Chronic Mentally Il Treatment program for those needing structured monitoring and
supervision;

x the Chronic Mentally lll, Sheltered Housimgogram designed to provide structured,
secure and supportive environment with pamgmatic activity for offenders in single
cell housing;

x the Mental Intermediate Care Progranthe TDCJ Gib Lewis Unit in Woodbville;

Administrative Segregation and other Restrictive Housing Settings programs; and
x Mental Health Therapeutic Diversion Program in the Hughes Unit in Gatesville and in
the Michael Unit in Tennessee Colony.

X

TDCJ mental health services has 154,896 inpatient encounteregreB,325 crisis management
encounters per year; and 31,676 otigrd encounters per year. Telemedicine and telepsychiatry
are utilized by TDCJ. Psychotropic drug costs for TDCJ are $4 million and 8.8 percent of the
total drug costs.

The challenges identified by TDCJ are that prisons are not designed to be state hospitals or
mental health treatment centers, compliance with federal standards for access to mental health
care, and recruitment and retention of psychiatrists, psychologists, and other mental health
professionals.

Texas Correctional Office on Offenders wittedical or Mental Impairments (TCOOMMI) was
established in 1987 and is enabled by the Heatith Safety Code, Chapter 614. Aspects of the
criminal justice coinuum addressed are:
x Juvenile Continuity of Care;
Adult Continuity of Care;
Probation Cas®lanagement;
Parole Case Management;
Jail Diversion and Court Resource; and
Competency restoration while awaiting trfal.

X X X X X

TCOOMMI funds a Continuity o€are (COC) Program designed to provide a responsive system

for local referrals from parole, probation, jail, family and other related agencies. They provide
pre-release screening and referral to aftercare treatment services and monitors, coordinates, and
implements a continuity of care system for offenders with special needs. They contract with
LMHAs for care in the community. Through their research informed case management
processes, they have intensive outreach and emgsgevith a main goal to prevent re-arrests
and/or re-incarcerations.

Texas is one of three states with a statutorily mandated coordinating body for clients with special
needs; the only state with Continuity of Care ledieh; one of few statesith targeted funds for
juveniles and adult clients with special needs; one of few states with specialized juvenile and
adult probation/parole caseloads; and is the most proactive state in regulatory, statutory,
procedural and programmatic practices for clients with special needs.
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TCOOMMI advises that their community-based programs work because of:

X

Joint staffing between local and state criminal justice agencies (Jail, CSCD or Parole), the
local mental health authority and other treatment providers as well as juvenile justice
when appropriate;

Cross-training (courts, supervigiagencies, treatment providers);

Co-location of staff to improve coordinati and communication regarding services for
clients;

Identification and referral process; and

Sharing of relevarinformation (HSC 614.017%°

Challenges

X

Integration of health care, physical, m@Entand substance abuse. Regarding a truly
integrated system of care, the HogguRdation comments that, "To date most of
what has been integrated has been fimding streams...The evidence supporting
integrated health care is significant and research demonstrates that integrating mental
health/substance use services with primeaye can improve quality outcomes and
reduce costs." Statistics show that patients with anxiety go to the hospital emergency
room or physician offices 3-4 times more often; untreated mental health paired with
chronic disease results in higher morbidity rates; and treatments of mental illness are
effective 60-80% of the time. Many persons go to their primary care physician for
mental health purposes, but many perseiss their primary care physician for
physical symptoms and have mental health determined to be the underlying cause.
Integrated care treats the whole person and increases access and the quality of the
care.

Parity. Parity is a complex issue involvihgalth insurance companies and equal (or
lack thereof) coverage for mental health care as compared to physical health care.
Citizens advise that although they neee treatment for physical illnesses and
accidents, their insurance plans are not providing equal coverage and that they can
only receive mental health care through cash payments to a psychiatrist. Additionally,
because of the various types of insurance plans, the Texas Department of Insurance
(TDI) has limited authority or enforcement capabilities.

Insurance. Providers of care advise timsurance plans do not pay both a physical
health visit claim and a maithealth visit claim if onducted at the same location on

the same day. This hinders integrate care efforts.

TDI has woefully insufficient FTEs tonvestigate mental health plans regarding
compliance with current law and the investigation of consumer complaints.

Social workers, licensed professionalunselors and licensed marriage and family
therapists receive 70% of the full rate for the exact same billing codes for mental
health services, with psychologists and psychiatrists receiving 100%. This rule was
put into effect in 2000 through HHSC, andfact, this would not be permissible for

an insurance company under TDI rullest the MCO'’s are excluded from this rule.
Masters of Social Work hours are coded/blilkss a medical product instead of as a
mental health service.
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X Criminal Justice. Sheriff and police defmaents are many times the first responder to
address a person potentially needing rakemiealth treatment. By default, many
persons with mental illness have beaken to county jails whether for a crime
committed or for their own safety or for the safety of others. This is costly to the
counties. Jail diversion programs are an alternative and are being utilized, for both
adults and juveniles, in many areas o #tate to prevent persons needing mental
health or behavioral treatment from everngpto jail. The judiciary is also involved
with jail diversion programs. While margties and couties have benefited greatly
from the implementation of programs to address mental health needs, all areas have
not been able to adopt the measures.

X Extensive forensic commitments by district courts have stressed the state hospital
system which has a crumbling physicafrastructure. These other factors have
strained county jails and the ability to place civil commitments.

Recommendations

X Increase TDI’s investigative budgegesding behavioral health plans.

X Address the billing disparity by modifying or eliminating the HHSC rule affecting rates
for social workers, licensed professioma@unselors and licensed marriage and family
therapists.

X Require mental health parity & protect awgti arbitrary claims denials — require HHSC
and have TDI require transparency and tgam reimbursementates of MCOs and
insurers.

x Provide TDI with the specific authority and resources to enforce compliance with the
Mental Health Parity and Addiction Equity &commonly referred to as the ‘Parity’ law.

X Require insurers to make good faith effortsriolude more mental health providers in
their networks and demonstrate such efforts to TDI.

x Enact a mental health "Parity” state law: either full parity for all mental health conditions
or a scaled version requiring parity coverajespecific mental health conditions or all
serious mental illnesses.

x Enhance funding of the Texas Correctional &ffon Offenders with Medical or Mental
Impairments (TCOOMMI) due tthe program's success rate.

x Expand crisis intervention services and iversion programs. Specifically enhance
support for regional crisis intervention teams.

X Review suspension rather than “terminatiof’Medicaid benefits for those in jail.

x Provide judges more options for restoringngetency in addition to commitment to a
state hospital.

x Expand judicial education on how to address mental healtiess Require all judges to
receive mental health education.

X Review requirements for competency restmn and the potential for diversion of
nonviolent offenders and restorationjail and outside of jail settings.

X Review the possibility for the expansion of the Houston pilot program across the state.

X Require specialty courts to provide for cotem data collection to evaluate specialty
court outcomes, recidivism, etc.
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x Expand best practices such as mental healiht e jail or havinga mental health docket.

x Improve transfer procedures both following competency restoration and by clarifying
exactly who has authority to transport asoe during and outside of a mental health
emergency.
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PUBLIC HEARING #6: Substance Abuse, Homelessness, and
Veterans

The sixth public hearing related to mental heétitused on substance abuse, homelessness, and
veteran programs in Texas and was held ogusti 16, 2016 at 10:00am in Austin, Texas in the
Capitol Extension, Room E2.016. The followirggganizations/individuals were invited to
testify:

Leon Evans, The Center for Health Care Services

Matthew Feehery, Texas Hospital Association

Sonja Gaines, Texas Healthd Human Services Commission

Susan Garnett, MHMR of Tarrant County, Fort Worth

Amy Granberry, Charlie's Place

Sean Hanna, Texas Veterans Commission

Greg Hansch, National Association Mental Illiness (NAMI) Texas

Cynthia Humphrey, Associatiasf Substance Abuse Programs

Suzanna Hupp, Texas HealtidaHuman Services Commission

Lauren Lacefield-Lewis, Texas Dapaent of State Health Services

Janie Metzinger, Mental Health America of Greater Dallas (MHA Dallas)

Josette Saxton, Texans Care for Children

Tony Solomon, Mental Health Amea®f Greater Houston (MHA Houston)

Gyl Switzer, Mental Health America of Texas (MHA Texas)

Naomi Trejo, Texas Departmentidbusing and Community Affairs

Kenneth Wilson, Haven for Hope

The following section of this report related tomted health is produced in large part from the
oral and written testimony of ¢hindividuals identified above.

Introduction

The committee was charged with reviewing services provided for substance abuse and
homelessness, and for veterans.

Many argue that if an individual has no home, he/she has nowhere to remain stabilized after
treatment and release from a hospital, treatment facility, jail, or as a parolee.

Statistics for Substance Use Disorder and Homelessness

In 2015, the estimated population in Texath a substance use disorder (SUD):
x 1,626,126 adults (8.1 percent of the adult papoh; 42.4 percent below 200 percent
federal poverty level (FPL) with 5.7 percent served); and
x 161,755 youth, aged 12-17 (6.7 percent of the youth population; 56.9 percent below 200
percent FPL with 5.2 percent served).
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In January 2015, a U.S. Department of Housind Urban Development’s Point-in-Time survey
found nearly 24,000 homeless in Texas statewide.

x 18.7% had a serious mental iliness, and

X 15.7% had a chronic SUH?

According to Association of Substance Abuse Programs

X Over one-half of adults with a drug use disorder also have a co-occurring mental health
disorder;

X A little over one-third of adults with an alcohol use disorder also have a psychiatric
disorder;

X When the mental health problem goes watid, the substance abuse problem usually
gets worse as well and vice-versa,

x Parental substance use disorders are estimated to be a contributing factor in one-third to
two-thirds of CPS cases;

x 38 percent of homeless people were dependerdlcohol and 26 percent abused other
drugs;

x People with substance use disorders have overall health care costs that are more than
twice as high per year than people withowsth disorders, and those with both substance
abuse and mental disorders hawsts that are even higher;

x Among offenders admitted to prison and state jail who were assessed for chemical
dependency, more than hgdB8.5 percent) were chemically dependent in fiscal year
2012; and

X A 2004 survey by the U.S. Department o$tite (DOJ) estimated that about 70 percent
of State and 64 percent of Federal prisonegsilarly used drugs prior to incarceratiGh.

According to Behavioral Healthd@incil at Texas Hospital Association:
x 80 percent of heroin users started whenitloévidual was no longer able to obtain the

painkiller drug*®*

Services and Providers

According to Associate Commissioner GaineshwHHSC, the challenge to providing SUD
services and treatment programs is the capacity of the current behavioral health system. In a
February 2016 survey, the HHSC Behavioral [le&€oordinating Council, with participation
from 745 individuals, 69 percent from large urban (population greater than 50,000), 24 percent
from small urban areas (population between 2,500 and 50,000), and 7 percent from rural areas
(population less than 2,500), iddied strengths, weaknessespportunities, and threats for
mental health services in Texas. They are:
x Strengths
o Availability of peer services;
o Diverse array of available services; and
o0 Availability of crisis response teams.
X Weaknesses
o Limited available services;
o Shortage of psychiatrists|iracal staff, behavioral &alth providers and lack of
substance use treatment; and
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0 Low coordination between providers, laok follow-through, organization and
attention to effective outcomes.
x Opportunities
o0 To expand telemedicine/telehealth;
o To increase stakeholder involvemamtd front line staff input; and
0 To expand existing services.
x Threats
0 Lack of appropriate and adededunding and funding cuts;
o Sustainability of innovativerad grant-funded programs; and
o High costs of services, lack of insurance, claims and reimbursement issues.

She continued that the large investments apdatdship of the governor and the legislature

have made positive change in increased treatment alternatives to incarceration, enhancements for
local community collaboration, ancbordinated funded efforts, bthat gaps and challenges
related to coordination, access, and/e provision continue to exist.

Identified gaps related specifically to substance use and homelessness are:
x Access to appropriate beharal health services;
x Access to timely treatment services;
x ‘Use of peer services; and
x Access to housing.

Identified underserved populatis include individuals with:
X Substance Use Disorder (SUD);
x Co-occurring psychiatridisorders and SUD;
x Severe Mental lllness; and
X Super-utilizers of jail, emergency room and inpatient services.

Provider shortages, wait lists for services, arddbmmon perception that an individual's mental
health needs take priority over SUD needsen both should be treated simultaneously are
identified issues caused by lack of access to SUD treatment services. The unavailability of SUD
treatment drives crisis and emergency room utilization and inpatient readmissions.

Behavioral health disorders can lead to or Ipesalt of homelessness. Individuals typically have
more chronic physical, mental health, amtbstance use issues than the general population and
without secure housing may cycle through the numstly options of care, such as emergency
rooms, the criminal justice system, or service provid&rs.

Of the mental health moniegppropriated to DSHS, 85 percene state funds with 15 percent
being from the federal government or other funding sources; for substance abuse funding 77
percent is from the federal government with 23 percent from the state.
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For adults, substance abuse programs incluttxidieation, residentiatreatment, and outpatient
treatment. For Texas residents ages 13-lihstance abuse programs include intensive
residential treatment (fandividuals assessed as high sety@risupportive resiential treatment
(for individuals assessed as moderate severity), and outpatiemtantgfor individuals assessed
as lower severity).

The state also has specialized substance dabemtenent programs fowvomen with dependent
children and pregnant women, programs forompdependent treatmenprograms for co-
occurring psychiatric and subsce use disorder (COPSDpdaneonatal abstinence programs.

Regarding homelessness services, suppdnwusing programs through DSHS include:

X

Supportive Housing Prograrma rental and utility assistance program working in concert
with mental health services; currenil LMHAS receive Supportive Housing funding;
Healthy Community Collaborativesa program for chronicalljpjomeless individuals in
Houston, Dallas, Fort Worth, San Antonio, aAdstin with mental illness and/or co-
occurring substance use issues;

U.S. Department of Housirand Urban Development (HULHection 811 Project Rental
Assistance Program;

Projections for Assistancérom Homelessness (PATH) a street outreach, case
management, housing services, and servicas are supported by mainstream mental
health programs for individuals who have a serious mental illness and may also have co-
occurring substance use disorders and are homeless or at imminent risk of becoming
homeless;

Home and Community-Based Servicea program offering supervised living, assisted
living, supported home living and host homefganion care for individuals with severe
mental illness (SMI) with extended tenure in state mental health facilities, repeated
arrests and frequent emergency department visits (program showed very limited service
areas at time of hearing, but some pending areas for growth);

Oxford Housesra program for individuals in recomefrom substance abuse disorders
where the persons must pay an equal share of housing expense; and

Money Follows the Persoma grant program that helps individuals with co-occurring
physical and mental health/substance abuse conditions transition from institutions to
community care (currently a pilot in Bexar, Atascosa, Wilson, Guadalupe, Williamson,
Hays, and Travis Counties with the services for enrolled participants continuing through
December 31, 2017).

Project Access Pilot Progranka program operating through collaboration with The
Texas Department of Houg and Community Affairs (TDHCA) offering housing
vouchers to disabled individuals currentty or recently discharged from state-funded
psychiatric hospitals or Local Mé&al Health Authority service$®

An additional program through TDHCA is the Homeless Housing and Services Program which
provides housing funding to cities with a pagidn of 250,000 or higher. Twenty-five (25)
percent of the persons who benefit from this program have a mental illness. The agency also
works with the Emergency Solutions Grant which is funded through HUD with $8 million in
competitive awards.
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Statistics for Veterans

x Texas is home to approximately 1.6 million veterans;

x Approximately 2,400 Texas veterm were considered horeek in 2015 due to mental
health issues, PTSD, depressiarhstance abuse and brain injury;

X Thirty-eight percent of the approximate®y400 homeless Texas veterans received no
shelter assistance;

X Texas veterans represent abbOtpercent of the Texas pogtibn, but represented about
18 percent of suicides in Texas;

X Among veterans of all ages, suicides are responsible for 1.4 percent of all deatsy
younger veterans (under the age of 30) suicides are responsible for 32 percent of
deaths'’

Services and Providers

In accordance with HB 19 passed during tB3rd Legislative Session, Texas Veterans
Commission (TVC) and DSHS coordinate to administer the Veterans Mental Health Program
(VMHP). The bulk of the effort is concentrated in the LMHA based Military Veteran Peer
Network (MVPN). Thirty-seven (37) MVPN coordittas across the statad trained volunteer

peers, provide community based one-on-qreer support, peer support groups, Veteran
Treatment Court peer mentoring and community engagement events. Veterans and their families
find the camaraderie, trust and support useMMHP also provides Military Cultural
Competence training for licensed mental health professionals, Veterans Mental Health awareness
training for community-based organizations and faith-based organizasindscoordination of
Justice Involved Veteran programming throughgagement, training and cooperation with
justice system agencié®

Dr. Hupp with the Health and Human Servi€égsmmission advises that the principal causes of
homelessness among veterans are mental health issues, including Posttraumatic Stress Disorder
(PTSD), depression and feelings of hopelessness, substance abuse, and brain injury; difficulty re-
integrating into home and community life, and difficulty finding and maintaining stable
employment.

Outreach and inter-agency collaboration and coordination of veteran services, identification and
connection of existing homeless veteran prograansl public-private partnerships to provide
veteran homeless shelters, resourerters, peer networks, andammation and referrals related

to training and employment opportunities are idertdifis the state's best practices for addressing
homelessness for veterans.

The Texas Veterans Portal, managed by the Texas Veterans Commission (TVC) is a
collaborative effort of several state agencies and commissions to provide assistance, services,
and benefits for Texas veterans, their families, and services providers. HHSC is working with
county governments to include the portal on their websites and to further promote it at the local
level by extending TVP to city government and private industry.
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In 2013, Texas joined 45 other states as a neerabthe Substance Abuse and Mental Health
Administration's Service Members, Veterans and their Families Interagency Leadership
Initiative. The Texas interagency team represents all HHSC agencies, the Texas Veterans
Commission, the Texas Workforce Commission, the Texas Military Forces, and the Texas
Councils of Government.

Senate Bill 55 in the 83rd Legislative Session required HHSC to establish a grant program to
support community mental health programs primgdservices and treatment to veterans and
their families. Grant funds totaling $21 million wesppropriated: $1 million for a pilot project

to be matched by another $1 million from thietoprogram administrator and $20 million for the

full program ($10 million each fiscal year of the 2016/17 biennium with the full grant program
administrator securing or obtaining matching private and local matching funds up to $20
million).

Expected outcomes include local communities will increase access for veterans to mental health
care; reduction of barriers to accessingecaincluding community stigma; community
partnerships supported as they develop projectd integrate services to strengthen their
collaborative planning capacity’

A Best Practice for the Homeless

Haven for Hope (Haven) and the Center for Health Care Services (the area's LMHA) are located
in San Antonio. Before Haven, many agencpsvided food, shelter, and clothing but not
transformation services. Furth&an Antonio had a blighted area of the city that was "home" to
the homeless, primarily those who weragland alcohol-addicted and mentally ill.

Haven was created to offer a place of hopd maew beginnings. Comprehensive services are
provided on a 22-acre campus with 31 co-located partners, and include services that offer
collaborative care for recovery. Additionally, a works with 47 referral partners off-campus

and 13 community support agencies. Major lomallaboration efforts include: Bexar County,
Bexar County Sheriff, San Antonio Police, ¥ County Services, Bexar County Judicial
Services, City of San Antonio, University HiaSystem, Haven for Hope, University Health
System, and numerous business partners.

Programs and services offered include:

X Intensive treatment programg fdrug and alcohol addiction;
Intensive treatment programs for mental iliness;
Initiated trauma-informed care and jail outreach program;
Use of peer support specialists;
Courtyard sick bay and day sleeping;
Courtyard integrated care clinic;
Development of CSG call center on campus; and
Kennels for animals.

X X X X X X X
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The in-house recovery and wellness programs peavid help the addicted and mentally ill have
a 58 percent success rate (1,267 have compleied)a 49 percent success rate (1,114 have
completed) respectively.

Their "Summary of Our Success!" includes:

Almost 8,000 lives saved;

Almost 3,000 from homelessness to homes;

Almost 5,000 off the streets and into higher levels of care;

Downtown homeless count down by 80%;

Over $96 million in cost avoidance at jail, emergency rooms and courtrooms;
Over 35,000 individuals helped with soberidgtoxification and crisis intervention;
Over 1,000 open jail beds;

Jail bookings in 2015 were 1,700 lower than 2014;

Recidivism rate at Haven is 2#32%, compared to County’s 80%;

Over 40,000 medical, dental & vision services annually, over a $16 million value;
A once blighted area of S@&mtonio transformed; and

340 jobs created.

X X X X X X X X X X X X

Also, with the provision for law enforcement dloop off persons needing services, officers are
back on the streets quickly which has been valued at $2 million per year.

Haven is a true public/priva initiative with private, city, county, and state monies provided for
the construction funding. In 2016, private contributions funded over 40 percent of the operational
budget!°

Advocates and Providers

The Association of Substance Abuse Praogga(ASAP) is a membership organization
representing substance use disorder preventieatntient and recovery service providers across
the state of Texas. The majority of ASAP members are community based non-profit
organizations who contract with DSHS t@pide SUD safety-net services for Texans.

Public mental health and substance use disdreéatment is provided in different systems; a
cross-systems goal would be to enhance the co-occurring capabilities of both systems.

Continued investment is needed to expandrireat and prevention capacity, develop a system
of recovery support services that will cost efifealy leverage treatmemmvestments, strengthen

the fragile treatment infrastructure, improve co-occurring services and effectively integrate
behavioral health and primary cdre.

Substance Abuse Programs

Charlie's Place Recovery Center is an inpatient/outpatient treatment center in Corpus Christi, the
only one with a full array of services south#n Antonio and west ¢fouston. Charlie's Place

has 155 licensed beds (20 detox and 28 inpatigmted through DSHS) and 30 outpatient slots

(10 funded through DSHS). Services includebatatory and inpatient ihdrawal management,
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intensive and supportive inpatient/residential, specializedalie intensive and supportive
inpatient/residential, co-occurring psychiatind substance use disorder case management
services, recovery support services (peer recovery coaches)ufipatient treatment. The
facility serves over 2,000 patients per year.

Funding sources are DSHS, Medicaid, Vaterassociation, TexaVeterans Commission,
federal probation, SAMHSA, local foundations, United Way, donors, private pay, and local
government.

Identified barriers are:

x Accessibility and availability of treatment for patients (travel distances; long wait tmes
for Charlie's Place the detox wait is typically 5-10 days; for inpatient/residential the wait
is typically 6-8 weeks);

x Capacity building for providers (low reimlsament rates; five percent cash match
required in addition to rates; increased costs associated with compliance to increased
regulatory burdens; rising cost of providitrgatment that meets best practices in the
field without corresponding rate increasesid provision of interim services for all
patients on wait list with no reimbursement available)

x Difficult for patients to obtain treatment for both disorders at the same time;

x Charlie's Place has four local mental healtithorities in its primary region and serves
patients from across the state creating difficulty in helping patients access the mental
health services and meditions they require.

Treatment does work; recoverypsssible and achievable; patients across the state are entering
treatment and the journey to recovery on a daily basis; families are reunited, the workforce is
stronger, and communities are safer for eachopevgho takes that step and lives in recovery.
Peer support offers better chance of recovefy.

Another concern on behavioraldith care is the opioid epidemiStatistics from 2014 show that
drug overdose was leading cause of accidedédth in the United States, with 47,000 plus
deaths. Prescription related deatqualed 18,900 and heroitated deaths equaled 10,600. This
reflects a five-fold increase since 2000 in alese deaths with four-fold being since 2010. The
number of pain Killer prescriptions to persansTexas ranged from 72 to 82.1 for every 100
persons. Texas is in the third tier, so lower thtrer states in opioids prescribed and thus not a
leader in opioid deaths.

When dependency is developddlerance increases and dosage needs increase. Eighty (80)
percent of heroin users started with painkillers and an inability to obtain a prescribed drug.
7+$V %HKDYLRUDO +HDOWK &RXQFLO ZDQWYV SK\WLFLDQV WR
a two to three day supply will suffide?

Veterans Programs
Many veteran support programs are in place ardbedtate. Mental Health America of Greater

Houston and MHMR Tarrant County were invitedestify regarding their specific programs for
veterans.

81



Mental Health America of Greater Houston HIM-Houston) provides upport to veterans for
Veteran Courts, peer spprt, and jail diversion.

Since 2007, the Houston-Harris County VeterBekavioral Health Initiative (VBHI) at MHA

of Greater Houston has employed strategic collaborative community engagement and
trainings in support of the overall goal of shapthe mental health of people and communities.
The VBHI impacts the community on numerous levels and strives to ensure that veterans
behavioral health needs are met. As the regional coordinator for the state of Texas' Military
Veteran Peer Network (MVPN), thmission is to connect servieeembers, veterans and their
families to local, state and natidmasources. As the mentoring arm for Harris County, Veterans
Treatment Courts MHA-Houston engages the ges8ystem to involve veterans with peer to
peer support, health and weléseand activities that connect them to supportive services through
dedicated and highly trained volunteers. Theyehantegrated and holistic programs; peer
support; and self-accountability.

Additionally, the VBHI provides behavioral H#aeducation to volunteereteran court mentors
statewide through its Veterans Court Advocand Mentoring Progma (VCAMP) to better
serve Harris County veterans and increase cap@acityeteran treatment courts across the state.

MHA of Greater Houston provides services asttler programs including school behavioral
health, integrated health care, women's mental health, mental health and aging, and children's
mental health public awareness.

MHMR Tarrant County, has nearly 2,000 employees and serves almost 50,000 individuals every
year. They had 82,071 crisis callsesned and assessed last year.

The facility's SUD treatment for adolescents include residential treatment, and outpatient
treatment which are funded through DSHS, ldtends, Medicaid and other insurance. SUD
treatment for adults include detox - residential and ambulatory, residential treatment, and
outpatient treatment vith are funded through DSHS, lodainds, 1115 Waiver, Medicaid and
other insurance.

For individuals who receive mental health or $abse use disorder services while in the Tarrant
County jail, one in three st reports being homeless.

Regarding veterans, MHMR Tarrant services include Military Veteran Peer Network, Liberty
House, TVC funded counseling program, VA contfactpsychiatry and counseling, support in
veterans court, VETCO aborative, and Texas Lawyers for Texas Veterans.

Collaboration in Tarrant County allows for logalblic and private partnerships, reduced barriers
to access to care and enhance continuity of care, and community problem 58lving.
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Advocates

Numerous and varied mental health advocatecgstsans exist throughout the country and state.
Some of the advocates wemvited to provide broad insighin gaps and needs within the
programs.

Mental Health America of Greater Dallas stresses the need for continuity of care; recovery-
orientated; bed capacity, mental liegrofessionals and fund disparity’

Texans Care for Children advises that there are effective interventions and services for children,
but many children in need do not receive th&imoughts on addressing mental health issues in
children include: addressing maternal mentalltihe helping schools address the "whole child";
improving outcomes of children in foster camgproving outcomes of children in the juvenile
justice system; helping bring best and promising practices, including those that are trauma-
informed to more programs and services thloagordinated training and technical assistance;
improving state and local coordination of serviteshildren and youth with complex needs; and
supporting and empowering familiesaifildren with mental illnesS'’

"NAMI Texas is dedicated to improving the quality of life of all individuals living with mental
illness and their families."

Policy priorities include --

1) Expanding the mental health system capaaitg best practices through investment in
services, addressing workforce shortages, establishing enough capacity for all civil and
forensic patients; invest in First Episode Psychosis programming for early intervention
and prevention, reducing future costs.

2) Closing the insurance gap;

3) Pairing jail diversion and reentry strategies with increased access to quality mental health
care;

4) Expanding the availability of safe Permanent Supportive Housing;

5) Maintaining medication access and continuity across treatment systems;

6) Supporting mental health of children in fastare and families involved in kinship care;

7) Strengthening suicide prevention policies; and

8) Ensuring mental health parity®

Mental Health America Texas (MHAT) emphasizes "parents as teachers" and suicide prevention
programs. "Parents as teachers" is an eweédrased program for prevention and early
intervention with an intentional approach to increasing protective factors in families and
connecting families to community resources. Suicide prevention is training for licensed mental
health providers!®
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Challenges

x Workforce shortage. Current research shiaWwat peer support provided by certified
recovery coaches for SUD treatment decrease substance use, reduce utilization of
inpatient and emergency room care and increase consumer engagement in care.
Increasing access to peer support servi¢fessoa cost-effective strategy for expanding
the behavioral health workforce and redgcieliance on crisis, inpatient, and other more
restrictive types of care. Additionally, peers gday an important role in crisis response
and critical transitions, including commtyn re-entry after hospitalization and
incarcerations.

X Access to Housing.

x Coordination of services, intensity and funding alignment.

Recommendations

X Increase access to peer support services tyirg "peer services" so that more service
locations may be able to employ and bill for services potentially increasing the ability to
provide continuity of care and reduceciddvism. Allow substance abuse recovery
coaches, certified mental health peer specialists for "peer services" and "certified family
partner services" to be reimbursed for sggsiprovided in a manner appropriate to the
scope of their practice; define in rule the scope of peer services; expand the Loan
Repayment Program (SB239, 84th) to includiege debt for certified peer specialists
and certified recovery coaches; billing codes reimburse care but also shape and limit the
extent of a specialist's practice, currgntiperating under mentdlealth rehabilitation
services is not only insufficient to cover the range of services provided by peer
specialists, it is also provided only through LMHA#hese restrictions severely limit the
settings in which peer specialists may practice.

x Ensure the Statewide Behavioral Health @amating Council remains intact and the plan
produced continues to coordiraand financially align the programs among the various
state agencies and various entities to address the various needs of the mentally ill. All
mental health related funds are not congdédirect,” and the Council should learn what
other mental health spending is includedhm the various strategies for the varied
agencies and encompass those progrartieicoordination of services program.

84


SchroederE
Highlight

SchroederE
Highlight

SchroederE
Highlight

SchroederE
Highlight


PUBLIC HEARING #7: Public Testimony

The seventh public hearing reldteo mental health was publiestimony only and was held on
August 16, 2016 at 10:00am in Austin, Texas in the Capitol Extension, Room E2.016. The
following individuals testified:

Candace Aylor, Self

Kevin Banks, Self

David Bass, Self

Deloris Biagas, Self, NAMI Greater Houston

Andrea Brauer, Texas Gun Sense

Patti Derr, Self

Stephen Ellsesser, Engence Health Network

Tony Farmer, Self, Young People in Recovery

Claudette Fette, Self

Jaclyn Finkel, Self

Marita Heyden, Self

Coleen Horton, Hogg Foundation for Mental Health

Jason Howell, Self, SoberHood

Katharine Ligon, Center fdPublic Policy Priorities

Jane Malin, Self, NAMI Greater Houston

Benny Malone, Self, NAMI Greater Houston

Evelyn Marquez, Self, People's Community Clinic

Amelia Murphy, Self, Santa Maria Hostel, Inc.

Patricia Pickles, Self

Valerie Romness, Self, Clhenger Street Newspaper

Apryl Rosas, Texas Office for Prevention of Developmental Disabilities

Paul Rowan, Self

Nikki Saurage, Self, Kerrville Recovery Community, Sober Kerrville and The White Lily House
Miranda Simmons, Self

Jobi Weinstein, Teen and Family Services

Laurie Zapinski, Self

Introduction

The committee was charged to review the behavioral health system in Texas. For a thorough
review of mental health, an opportunftyr public testimony was provide'd®
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PUBLIC HEARING #8: State Hospitals, Options for Addressing
Needs, and Mental Health Care on Campuses of Higher Education

The eighth public hearing related to mental health focused on Texas' State Hospitals
infrastructures and mental health bed allocaiod on Texas' institutions of higher education,
both two-year and four-year programs, and was held on September 22, 2016 at 10:00am in
Austin, Texas in the Capitol Extension, Ro&B.016. The following organizations/individuals
were invited to testify:

Christopher Albert, PhD, The University of Texas Rio Grande Valley

Tim Bray, JD, MA, Texas Departmeof State Health Services

Chris B. Brownson, PhD, The University of Texas at Austin

Kathlyn Dailey, PhD, Texas State University

Jon Davis, West Texas A&M University

Maggie Gartner, PhD, Texas A&M University

Cynthia Hernandez, PhD, Texas A&M University

David Lakey, MD, The University of Texas Sgat, Austin; The University of Texas Health
Science Center, Tyler

Richard A. Lenox, PhD, Texas Tech University

Drew Miller, PhD, Sam Houston State University

Norma Ngo, PsyD, University of Houston; Texdniversity and College Counseling Directors
Association

Lee Scott Rinker, PhD, LPCS, Houston Community College

Dayna Schertler, West Texas A&M University

Rito Silva, PhD, Del Mar College

Ron Stretcher, Criminal Jusé Director for Dallas County

Richard Walker, EdD, University of Houston System

John Warner, MD, University of Texas Southwestern Medical Center

The following section of this report related tomted health is produced in large part from the
oral and written testimony of thedividuals identified above.

Introduction

To further cover the scope of the Proclamation, the committee heard testimony regarding state
hospitals, mental health services on campwselkigher education, and ideas on options for
providing services through partnerships with academic institutions.

Background - State Hospitals
Texas has ten psychiatric state hospitals locatednd the state plus the Waco Center for Youth.

The properties include 584 buildings on approxeha2,000 acres. Buildg construction dates
ranged from 1857 to 1996.
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Bed capacity continues to be an issue for bathfehensic and the civil populations; the forensic
population in Texas' state hospitals surpasseciil population in late 2013. DSHS and state
hospitals continue to expresdrastructure and workforce conceri@®ounty officials continue to
advise that their jails have a wait list for individuals with a forensic commitment and these
persons are having to be hatdhe jails at county expense.

State Hospitals

In January 2015, the Department of Stdesalth Services issued a report entitiidte Hospital
System Long-Term Plawhich can be found at www.dslexas.gov/legislative/2015/Rider83-
State-Hospital-Long-Term-Plan.pdf. Theport included recommendations to:

x Transform and clarify the role of state and local hospitals;
x Expand access through local contracting;

X Replace and renovate state hospitals;

x Pursue academic affiliations; and

X Address other critical issues.

Efforts by the 84th Legislature to address the mental health issue included:

x Patient Transition into Communities program;

x  $50 million for purchased private psychiatric beds;

x Additional feasibility reports on state hospital replacement;

X Analysis of current and potential academic partnerships and Psychiatric Residency
Stipend program; and

x $18.3 million for critical state hospital repa and $1.4 million for targeted nursing
increases.

With the consolidation of the health carevsee agencies, on September 1, 2016, the client
services (community mentaleblth) moved from DSHS to HHSC. Operations of the state
hospitals are scheduled to move to HHI& 2017, but currently remain at DSHS.

The role of state hospitals in Texas is gengtallprovide inpatient psydatric care to forensic

and civil commitment patients. Commitment can be voluntary or via a court mandate. Forensic
patients are placed in state hibsipfacilities after beig determined by a judge to be either
incompetent to stand trial or unable to stand trial for reason of insanity.

Regarding the condition and infrastructure Tdxas’ state hospitals, a long-term plan was
provided to DSHS in January of 2015 that meatended state hospitalsvieaa specialized role

to serve the most complex forensic and civil commitment patients with community beds serving
less-complex cases. DSHS is currently working towards this new model. However, according to
Mr. Bray, infrastructure issues, increased denfanthpatient care, and other factors are barriers

to this new focus.
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As of September 20, 2016, the state hospp@pulation by commitment type (including
Montgomery County and Waco Center for Youth) was:

X Forensic, maximum security population equaled 233;
x Forensic, non-maximum securypulation equaled 1073; and
x Civil patient populéion equaled 914.

The Waco Center for Youth, and child adolescamui¢s in Austin, ElI Paso, North Texas, and
Terrell provide services for children. The Rumsid the North Texas units are the designated
maximum security units, but their patient padidns are intermixed with civil and non-
maximum security.

As of Sept 20, 2016, 354 individuals were on thé Vigt for transfer to a state hospital; 269 of
the 354 were waiting for a MSU. The increased appaipns for capacity by buying beds in the
Montgomery County and the HCPC facilitited an immediate impact, but not for MSU
capacity.

Currently the average civil/voluntary length of stay at a state hospital is 44 days; the average
incompetent to stand trial length of stay is 2ihys; the average length of stay for MSU is 190.1
days; the average length of stay for individuals with multiple disabilities including intellectual
developmental disorders is 363 days; and the geelength of stay for individuals found not
guilty by reason of insanity (NGRI) is 615 days.

Funded capacity and actual capacity for the $tagpital facilities are ndhe same on any given

day due to varied circumstances including, staffing and retaining workers, special needs for
certain patients, and consttion maintenance. As of September 20, 2016, 2,557 beds were
funded; 2,220 beds were actually being utilized.

Additionally, all beds at all state hospitacflities are not funded, and the agency has not
included a request to fund the bedsiniyithe upcoming legislative session.

Factors affecting reduced bed capacity are:
X Aging campuses and maintenance issues;
Building designs based on outddt®odels of inpatient care;
Workforce shortage;
Staff turnover in critical positions;
Specialized care for unique patients; and
Repairs required by regulatory surveys (CMS, Joint Commission).

X X X X X

Additional challenges includehigh turnover in staffing and the accumulated deferred
maintenance expenses over the yé#rs.

Options for Addressing Capacity Needs

Dr. Lakey of The University of Texas System and The University of Texas Health Science
Center - Tyler (UTHSC - Tyler) and Dr. Warner Ghiversity of Texas Southwestern presented
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options and estimated costs for improving the Texas mental health hospitals through academic
partnerships.

Dr. Lakey advocates for state hdafs partnering with academia to provide treatment to the
mentally ill. He advises that state hospitals are poorly designed for modern healthcare. He also
suggests that the state agershould perform a contract managent role and not directly
operate the state hospitals.

Models for academic partnerships provide foygbgatric residency traing in state mental
health hospitals; combining psychiatric faculty/ practice plans; making all clinical staff
university staff; complete management of the hospital; and university ownership of the facility.

Ways in which academic partnershgmuld improve care identified include:

X Bringing telehealth & telepsychiatry to hospitals;

X Increasing training opportunities for psychiategidents and otheritcal mental health
workforce;

x Improving clinical settings;

x Improving coordination with ¢ter healthcare providers community through reducing
outside medical costs and increasingsmg homes and discharge placements;

X Improving treatment of foresic patients in public psychiatric hospitals; and

x Expanding prevention and early treatment programs.

Opportunities include improved cost efficiencitiwbetter designed fdities for more effective
use of staff; potential to decrease length of stay due to ability to serve more people with same
resources; minimizing outside medical costs; afilczation of technology such as telehealth.

Potential risks to academic institutions includespige, accreditation, financial risk, and future
funding. Options for funding include state GRdmbt; philanthropy; publiprivate or non-profit
partnership; and university HH@artnerships. Criteria for full partnership with University of
Texas System Hospitals would include that hospitafgoor condition have to be replaced to not
risk loss of accreditation of the academic insttw and reimbursement would need to include
true operating costs.

Presented possibilities of partnerships between academic institutions and state hospitals include:

x UTHSC and Rusk State Hospital (Rusk) withTHSC providing residency training,
incorporation of RSH physicians into the WTactice plan, and management of the RSH
for the state; allowing initially for 100dalitional maximum security unit beds and 200
forensic beds; moving the current civil capgdb Tyler and Houston; and would likely
require full funding by the Texdsegislature for new construction.

x UT Dell Medical School and Austin State Hospital (ASH) with UT integrating ASH
physicians into the UT practice plan angarding psychiatric residency by using ASH
as a primary training site; potentially having a role for the LMHA and community
partners for wrap around services such asisceervices, psychiatric emergency room,
alcohol and substance abuse services; potigntize state legislature could fully fund
replacement of 300 bed mixed civil/ forensacility with a public—private (non-profit)
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partnership to build and operate facility based on future funding of full operational/ debt
service/ depreciation of facility.

x UTHealth Houston and Harris County Psych@tCenter to increase inpatient and
community based regential bed capacity.

x UTHSC Tyler to increase the residential bed capacity for civil and low-risk forensic
patients;

x UT Southwestern Medical Center (UTSW)pmovide approximatelyl50 inpatient beds
on the campus; legislature would have to pay for initial debt service one session and full
operating/ debt/ depreciation costs the following sessions.

x UTSW and UTHSC - Tyler and Terrell Stalt#ospital to move 150 civil capacity to
UTSW if/when capacity is constructed; backfill these 150sbe&ith forensic capacity;
improve residency trainingpportunities with UTSW and UHealth Science Center
Tyler with the possibility of incorporating clinical staff into UT practice plan; funding
would have to be secured from the legislature for construction of new mostly forensic
facility.**

Dr. Warner with UTSW provided details of the costs of the potential UTSW academic
partnership to provide care for the mentahltte Additionally, he stressed the university's
location and proximity to other care providers for sharing faculty resources and expertise.

The study undertaken considers a 148 bed parpast psychiatry hospital for the most
complex civil patients. The cost is estimatied be $180 million including land cost at an
estimated $24 million; construction cost at an estimated $156 million (umfr@mortized into
daily rate) and includes parkingarage; and operations with raquired contracted rate of
$790/b?<2:i?{day with capital costs incorporated $538/bed/day with capital costs funded
upfront.

Mr. Stretcher expressed that themary concern for Dallas Countyiminal justice is the wait

time for a bed. As of August 31, 2016, 59 indivituan Dallas County were waiting in jail for
forensic beds. Forty-one (41) have been waiting over 60 days and the wait list has been as many
as 93 individuals in the past months. He advises that the wait time, in jail, for maximum security
beds has averaged 154 days in 2016 with some admissions waiting as long as 278 days. The wait
time for a non-maximum security bed averages 73 days.

He advises that DSHS is a good partnertbatsystem presents so many barriers.

He states that local behaviofaalth funding for inpatientnal 23-hour observation services has
grown from 30 percent of funding to 39 percémmim 2012 to 2016, and that as more funding is
spent on inpatient treatment, less iaikable for community based treatment.

He argues that state hospital® an important part of th@mtinuum, but many complex factors
are barriers to their full integration into local care systems, including:
{ Their location in non-urban areanake coordination with locakrvices very difficult,
especially impacting discharge planniagd warm handoffs to the community.
{ The staffing and facility pressures make access to beds difficult to predict.
{ The State Hospital Allocation Methodolod$HAM) for allocating beds among the
local authorities is complex and difficult tmderstand and does netad to fair access
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to beds across the state. NTBHA regularly has access to less than 90% of its allocation
due to overuse by other parts of the state.

{ Managing wait lists is a difficult challenge and leaves people who simply need care
stuck in correctional settings and locahwounity leaders frustrated with not knowing
when to expect admissions.

Local communities actually bear the bulk of the expense, risks, and negative impacts of the lack
of an adequately funded and locally integrated delivery system as access to services start locally,
either by voluntary access by consumers imvoluntary access that requires local law
enforcement, hospitals and local courts. Persons treated at the hospitals will return to their
community and long term success requires strong community based support services.

He emphasizes that more traditional state hospital beds are not the primary solution; that state
hospitals an important part of local continuum if focusedh@nappropriate target population
treating the maximum security forensic commitments for competency specialized and longer
stays; and that options exists for both short and long term reduction of state hospital waiting lists
and better integration of servicesdrthe local continuum of caré?

Challenges

x Bed Capacity. In late 2013, the need for foremeeds in state hospitals passed the need
for civil beds. Thus, beds that were previguseemed as "civil* have been transitioned
to "forensic". This has affected county jailsdahospitals that need to transfer patients to
a facility for care. Although the Legislatrhas been funding community beds for
patients, the need for beds continues to exceed the beds available.

x Capital costs to maintain state hospitals. State hospital maintenance costs have been
deferred for many years. Some facilities are irreparable.

X Workforce shortage of mental Hamedical staff and care providers.

Recommendations

X Conclusively determm and adopt a feasible long-term plan for addressing the
infrastructure and staffing problems at the various state hospital facilities and fund
accordingly. Consider the adopted new method by DSHS at the suggestion of the
consultant to funding community beds fitre less complex needs patients, academic
partnerships to provide care, utilization of the varied mental health professionals, changes
in the criminal justice system for fewer fosec placements, and the benefits of early
identification. Compare the costs of rebuildiogrefurbishing the current state hospital
facilities, funding community beds, and diaeg academic partnerships. Consider the
availability of workforce. Consider the loss foihds to state hospitals by private insurers
for the care of civil patients.

x Determine the number of beds the state actually has available in state hospital facilities
and ascertain if these beds should be fdndersus buying beds in the community.
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Consider in the analysis the locations arotimel state where beds are most needed; if
staffing issues are due to the location of the current facilities, determine a plan to best
address the needs of the patients.

x Consider a study to reallocate or relocatdepds across our hospitals to determine if
efficiencies can be gained.

x Consider legislation banning guns on State Hospital campuses except by peace officers or
military personnel acting in an official capacity.

Higher Education

The need for early intervention-related mehilth services does not end upon graduation from
high school. The state of Texas is home to Jlipwniversities and upperixdsion centers, 50

public community college districts that have multiple campuses across the state, 10 health-
related institutions, 4 Texas State Technical @eallsystems, 3 state colleges and 42 independent
institutions®° In 2014, the most recent year for which the Higher Education Coordinating Board
has data, there were 1,464,489 total students enrolled in some form of higher education in Texas;
713,033 of those students were enrolled io fx@ar community college programs and 751,456
were enrolled in four year college or universitié.

In August, the Texas Tribune reported thfa appointment wait times for on-campus mental
health services is two to three weeks at Tebaagest public institutions. Schools claimed this is
largely due to workforce shortage¥’ The provider-to-student ratio recommended by the
International Association of Counseling Services is 1:1,000 - 1dending on other services
offered by the institution®® Of the University Systems and/or college campuses that were
invited to testify, only the University of Housté/ictoria is in compliance with the staff-to-
student ratio recommendation with a ratio of 1:1,4330ther invited campuses have ratios
ranging from 1:1,600 to 1:7,000.

From the testimony offered, the committee was abledam about the strengths and shortfalls of

the mental health services available to students currently enrolled in institutions of higher
education. It was important to hear from two yaad four year programs because of the distinct
challenges the different campuses face. The committee reached out to the Texas Association of
Community Colleges to best determine which two year programs to invite to testify, and
Houston Community College and Del Mar Colleg¢hesiastically responded to the prospect of
testifying before the committee. The committee also prioritized hearing from institutions from
different geographic regions and across varying dgaphics of the state, and did not invite any
institution who was not in compliance with House Bill 197, authored by Chairman Price. That
bill required the placement of mentadith resources on the school's webSite.

During the 84th Legislative Session, the stappropriated $13,587,830,138hmher education

for the 2016-17 biennium; $5.4 billion to geneaaldemic institutions, $3.1 billion to health-
related institutes, $162.2 million to technicalleges, $60.3 million to state colleges and $2.097
billion to community college$®! Funding for counseling servicesovided by public institutions
primarily comes from studentés, and the majority of the counseling centers' budgets go
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towards personnel salaries. Funds are also deditatcampus marketing, training and screening
programs-? Each counseling center budget is deiieed by their college or university.

Per the invited testimony, all four-year institins provide a minimum of individual, group and
couples counseling services. The institutions warkevels of crisis itervention and marketing
strategies to inform students abdhe services their centers provitfé. Two-year institutions

have more limited resources and because their students do not tend to live on campus, some
campuses provide very little in the way of physical health services.

Current Legislative Requirements

Counseling services are required to be maddadlaiat public institutionef higher education
both through federal and state regulation, howedee to broad languagend limited resources,
the availability of mental health services varies across Texas's two and four year institutions.

At the federal level, Section 504 of the Reifitation Act under the Americans with Disabilities

Act, requires arranging reasonable accommodationsll qualified students. The language is
written such that it broadly prohibits the daniof public educationparticipation or the
enjoyment of the benefits of publicheml programs because of a disabifit§ Title IX ensures
equality among genders in a higher educasietiing and promotes alcohol, drug and sexual
misconduct programs on camp(s.Both federal codes emphasize equal rights and the
importance of adequate treatment for those with either a mental illness, or someone experiencing
residual effects from the trauma of a gsakassault or substee abuse addiction.

The Texas 84th Legislative Session prioritized addressing mental illness in the states' higher
education institutions. Regulations that wpessed in 2015 provide more specific guidance on
access to mental health resources in higherattic Senate Bill 1624 that was signed into law

on June 18, 2015 and went into effentSeptember 1, 2015 states that,

A general academic teaching institution $hptovide to each entering full-time
undergraduate, graduate, or professiosaldent who transfers to the institution,
information about; (1) available mental headiid suicide prevention services offered by
the institution or by an associated organization or programs; and (2) early warning signs
that are often present in and appragriantervention for a person who may be
considering suicide. (b) The information remui under this section: (1) may be provided
through: (A) a live presentation; or (B) a faatrthat allows for student interaction, such

as an online program or video; and (2) may not be provided in a paper form&tonly.

SB 1624 is seen as a baseline for early intervention and prevention efforts regarding suicide and
mental illness on college campuses in Texas. House Bill 197, signed into law on June 15, 2015
and also went into effect on September 1, 2015eldes that idea to include the presence of
university and community mental health resou@meshe website of the institution. The language
reads that,

Each institution to which this section applies [any institution receiving state aide] shall
create a web page on the institution's Internet website dedicated solely to information
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regarding the mental health resources available to students at the institution. The
webpage must include the address of the nearest local mental health atithority.

The legislature found that if a student wasciisis, it was often times difficult for another
student to quickly find information like what nioer to call, or where to take the student. HB
197 was designed to make that information rgaditailable for any student, staff or faculty
member who is in a position to help a student in crisis. Representative Price's office followed up
on compliance with the bill in August of 2016ydfound that 54 higher education institutions
were not in compliance; 40 two year prograamsl 14 four year programs. The numbers are
subject to change after the office had disarssiwith each school that was not in compliance.

To various degrees, counseling services are offered at higher education institutions across the
state, however, the committee determined there are wide gaps in services. Depending on
differences in geographic location, staf€ollege/university resources and community
partnerships, the committee has learned that there is not a blanket solution, and all relevant
factors must be taken into consideration wheorking towards a solution to mental health
resource shortages in higher education.

Trends

Higher education institutions receive studenta atiinerable stage of their life. Early adulthood
presents changes and challenges many students have not yet faced. The committee heard various
examples from the invited testimony of challeagnd trends regarding mental health faced by
higher education institutions across Texas.

Invited witnesses pulled trends specific to two-year institutions from a recent nationwide study
conducted by the University of Wisconsiropt Lab regarding mental illness on community
college campuses. The study found that students@anunity college are more likely to suffer
from a mental illness than students at a four-year college/university, and that disparity grows
when discussing students aged 25 years orgeu(b6% of community college students suffer
from a mental illness as opposed to 46% of four-year studefitdpwever, "57% of four-year
colleges and universities have on-site psychiatric facilities appropriate for treating mental illness
compared to just 8% of community collegé®’'Students attending community colleges are also
less likely to have health care coverage or s&te health care services outside of schol.

Observed trends across the entire spectrumgtfenieducation include an increasing number of
overall students, leading to an increasing number of counseling center appointments. Texas
A&M University, College Station provided the committee with information stating that they
serve 10-12% of their student population of 28,9%that is 832 appointments in FY 2016 and a
236% increase in appointments since FY 215This trend does not only affect four-year
campuses. The committee heard testimony from Dr. Rito Silva of Del Mar Community College
that their counseling center saw a 429%éase in appointments from FY 2015 to FY 26%6.

Other professional testimony texed the same drastic increaseappointments over the past
year. This trend is severely stretching highgucation mental health resources across the state.
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The witnesses also testified to a shift in the number one presenting issue they see. They agreed
that anxiety has surpassed depression as the most common presenting mental health disorder
among student¥’® Dr. Drew Miller of Sam Houston State described higher expectations and
increasing pressures on college age students as a primary driver for this trend, while Dr. Maggie
Gartner of Texas A&M University discussagaker coping mechanisms among stud&ftr.

Gartner also expressed to the committee the evolving challenge of meeting higher expectations
of parents and students, "We are wondering whatents and their parents are entitled to in the
counseling centers" she stated during her invitstinbdny. She went on to say, "We are there to
support the academic mission of the institution...educating and researthigjudents and

parents are expecting more services from higher education institutions than ever before. More
students are entering college having alreadgived professional mentakalth services, they

come with lower coping skills and high presssito succeed, and higher education counseling
centers are expected to take on the burden.

The four-year program professionals drew comsgsron the fact that, although there are more
students attending college inngzal, students also feel mocemfortable acknowledging that

they may need help. This trend is significant because it is a step in the right direction for
reducing the stigma surrounding mental ilinéso-year programs educate more students who
are not full-time students and who do not live on campus; therefore, this trend is not as prevalent
on their campuse¥”’

Best Practices

A repeated trend heard throughout the testimenyhat resources are limited and very few
schools meet the recommended staff-tadent ratio of 1:1,000-1,500. However, despite
widespread staffing shortages, different programs are able tadgvpeer supports, training and
community services outside of the university torease mental health awareness and prevention
efforts.

Del Mar College, located in Corpus Christi, motly operates a full-time counseling center, but
also uses a faculty/staff consultation program tp delegate assistance for students who are in
need of services but are not in a crigigation. This model allows the counselors to,

"Provide consultation to faculty or staffho are concerned about a student and need
assistance with next steps. Consultatiorscnfidential and do not become part of the
student’s record. Counselors can share approaches for assisting and referring a student of
concern as well as how other campus resources may be héffful.”

Instead of referring the student straight t@ ttounseling center or having the student go
untreated until they reach a point of crisis, the faculty/staff is now equipped with knowledge on
how to best proceed with the student, while freeing up counseling center resources at the same
time.

Del Mar also focuses on wellnesatreach and intervention, impleming programs like "Let's
Talk" or "Be Well", that place wellness checkpoiotst on campus, not just in the counseling
center, and allow students to interact vifthir peers as well as licensed professiofals.
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Texas A&M University in College Station is uniquely situated in rural East Texas but is home to
just under 55,000 studertt®. With increasing numbers of students both on campus, and coming
into the counseling center, and limited commuméagources, A&M also focuses on prevention

and early interventio* All housing staff and Resident Asgnts are trained using the QPR
(question, persuade, refetraining technique> Dr. Gartner estimated ov®,000 faculty, staff

and students have been QPR trained on canfuditionally, the counseling center partners

with the student health center so that any student who has an appointment at the student health
center also receives the PHQ9 depression scre@himapn arrival. If a student scores within a
certain range, the student is autorrticreferred to the counseling centét Should a student
experience a crisis on campus, the student will be seen immediately by a professional in the
counseling center. Texas A&M maintains a notligtipolicy for students in crisis situatiohs,

Other schools utilize community resourcesmake up for limited staff. West Texas A&M
University employs a "Health Integrati Specialist® funded by the 1115 waiver, who
coordinates all referrals an@rnects students with outside catf@They also partner with the
Amarillo area Local Mental Health Authority (LMHA) and local respite recovery center that
serves as a stabilization unit to help keep students in class and not in the hospital. The University
of Texas at Austin implements a similar model with an FTE designated to be a liaison between
the students and community servi¢&sBy referring students who have the means to be able to
afford outside resources to community servipeviders, the university is able to keep the
counseling center waitlist to a minimum.

A university-LMHA partnership like the one iAmarillo cannot alwayde replicated due to
geographic restraints. However, having a plidae an LMHA that is convenient and relatively
inexpe:lgéve where students can receive sesviwould ease the burden of school counseling
centers:.

Challenges

X Many students in higher education institutions suffer from mental health iliness,
especially anxiety. Second only to financial constraints, mental health issues cause
students to drop out of school. Institutiasfshigher learning at a minimum are
required to have information on their websites about the availability of mental health
services, but students may need additisealices provided and not all campuses are
compliant.

X Mental health services on campuses of two year institutions are sparse to non-existent
although these facilities serve a great number of students.

x  Mental health services provided by four year institutions have a disparity in the degree
provision, from stellar to sparse.

Recommendations

X House Bill 197 should be amended to tightempbance and ensure crisis resources are
readily available to anyone on the school's website.
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0 Require the crisis hotline number to be displayed on the back side of every
student ID card.

X Require a PHQ9 depression screening fargstudent who presents to the general
campus student health center to increadiaboration between health and counseling
centers, as well as emphasize early intervention. If a student falls within a specified
guideline on the scale, the student must then be referred to the campus counseling center
for a consultation.

0 Model after Texas A&M College Station program.

X Promote community resources to help d@hseburden of higher education counseling
centers. Though community resources vary across the state and each school has access to
different kinds of resources, they are valuabie necessary partnerships to help students
stay in school and receivergees at the same time.

x Promote the psychological health of tlreioseling center staff with routine staff
wellness checks.

x Provide statutory guidance regarding the minimum services state institutions of higher
education should provide along with stateding and requiring these institutions to
interact with their LMHA.

CONCLUSION

Texas is well-positioned to be the country’s leafiermental and behavioral health care. We
have accessible world-class wasces available throughout Texas. We also have a statewide
desire and leadership in every region of our state to make world-class resources available to
every community of Texas so that access to mental health services and treatment is not
determined by a patient’s zip code. This is an achievable reality — just as we have already done in
other areas of medical science.

Several years ago, as an example, we created the Cancer Prevention and Research Institute of
Texas (CPRIT) and pioneered the way to brimgovative ideas, researeimd professionals to

fight cancer in Texas. As a result, Texans across our state are benefitting from breakthroughs,
research and successful initiatives. Similarly, it is clear that we have opportunities to creatively
combat mental and behavioral health challenges tiet can be both a catalyst for our state as
well as a model for other states all across our country. Access to services; early intervention,
assessment and treatment for both school-agidrelm and adults; adgate bed capacity,
including types of beds from acute to less-intensive; and workforce challenges are just a few of
the issues that need immediate and ongoing attention; but, improvement in these areas is
absolutely achievable. If we fail to adequatelyest and earnestly address the issues now, we

do so at our own peril because the societaklioa¢ and criminal justie costs alone will be
extremely high. In short, the problems will not simply go away on their own. In fact, they will
only increase as Texas continues to grow and so will the costs — loss in human potential;
detrimental social impact on families, communities and businesses; and financially. Because
mental health affects so many segments of our daily lives (i.e. education, medical care, health
insurance, criminal justice, homelessness, etdg,absolutely one of the most critical areas of
concern facing Texas today.
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Appendix A

PROCLAMATION

APFPOINTMENT OF
SELECT COMMITTEE OX MENTAL HEALTH

Pursuant o Bule 1, Section 16, Howse Boles, [, Joe Straus, Speaker of the Texas

Hemse of Representatives, create the House Select Commitiee on Mental Healih, The commifies

ahall:

Review the behavioral health system, including substance abuse treatmenl. for aduBs and
children. Alake recommendalions bo improve the delivery and coordinalion of services bo
create an mbegraed system fo improve early identification of mental illness, improve
access and continuity of services, reduce harricrs to trestmend, and increase collshoration
between entities reaponaible for the delivery of care in a masner that will ulimately
reduce coat and improve care.

Identify sducational, healthcare, law enforcement, criminal justice, judsciary, state,
conmy, and city ewtithes ithai are siatuborily or comractually responsibde for the
nlemtification or delivery of behavioral health services, Review low ibe services ane
directly or mdirectlly conmctad amd low the entilies work logether,

Review emiry points indo the mental healih syvstem for bath adults and children: hoaw
andividuals gam aceess 1o services; whal services are availshle; the effediveness of
services; and Bow 1o define, prioritize, meassine, ad improve owcomes schieved for
aduliz snd children

Identify local and state cost of mental health in Texns snd identify mensures fo reduce
ot 10 the overall svstem by improving cans,

. Srudy and recommend salusons for the challenges within the currend system, mcluding,

ot not limifed 1o, how bo provide effective services in the shon term end Close gaps over
the bonger term im menial-health workforce shorage aress; sccess o approprisie mental
bialth care for school-age childnen, mehiding thoss identified throwgh Mental Health
Farst Aml trating, to bneak the schoal te juvenile datention to prison pipalme: factors
comtribaneng 1o dulTerenees m communilies” aceoss o baw enforcement and Judges with
specific mental health raining; communsies” access 1o crises intervention and jail
diversion services; commundties” ahility to plan and coordinaie between healthcare
providers and systems, law enforcement, the judiciary, and the arimina] justice systems fo
deliver and coordinae care, and the location snd availabiliny of inpaticn restment beds,
inchuding how the need for inpatient heds varies by the ellectiveness of the entine svaben
Adsa, idemtily chstacles 1o aloguals nsuranos coverages For montal health services.

. Identify the challenges of providing care and incressing, sccess to velerans, homeless

Texans, and mdividuale with serious nsental iliness,

. Examine challenges of providing services in underserved and rural sreas of the state and

in commumnilies serving high numbers of Texans helow 3P poverty kevel.

This commiltes may request the assistance of oller commitlees in obtaiming infonnation.
The commties shall have 13 membsers,

Thie falbvwing memben ane hereby appaiatad 1o the House Select Commiitlen o

Mntal Health:

Four Price, Char

Jowr Mosadly, Vice=Chair
Cireg Bomnen

(iamel Coleman

Barah Davis

Erek Cialmnidis

Kergio Muflor

Andy Murr

Tomi Rese

Kenmeth Shesis
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Senfroma Thompson
Chris Tamer
James White

The committes shall file a final report in the manmer provided by Rule 4, Section 61,
Howse Rules, nod loter tham December 51, 2016, The commities expires on the date ihe B3th

Loprslanare convemos.

Joe Straus
Speaker of the Houss

Kovember 9, 2005
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Appendix D d.ocal Mental Health Authorities (LMHAS)
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