Vermont
Department
of Mental Health

ACT 82 WORKING MEETING




Proposed Agenda

DATA OVERVIEW — 2 HOURS

BARRIERS AND GAPS/STAFFING — 1 HOUR

LUNCH ON YOUR OWN — 1 HOUR

CARE COORDINATION — 1 HOUR

CRISIS DIVERSION OPTIONS AND MODELS — 1 HOUR
MH PARITY/GERIATRIC/FORENSIC — 2 HOURS
QUESTIONS AND COMMENTS — 30 MIN

"There is no health without mental health."



Introduction

Act 82 (S.133)

An act relating to examining mental health care and coordination

(Sec 1, 17) Before moving ahead with changes to improve mental health care
and to achieve its integration with comprehensive health care reform, an
analysis is necessary to take stock of how it is functioning and what resources
are necessary for evidence-based or best practice and cost-efficient
improvements that best meet the mental health needs of Vermont children,
adolescents, and adults in their recovery.

(Sec 1, 18) It is essential to the development of both short- and long-term
improvements to mental health care for Vermonters that a common vision be
established regarding how integrated, recovery- and resiliency-oriented
services will emerge as part of a comprehensive and holistic health care
system.

"There is no health without mental health." 3


Presenter
Presentation Notes
On July 25th and August 17th DMH will facilitate discussions regarding the requirements in Section 3 and Section 4 of Act 82 to produce an “Analysis, Action Plan, and Long-term Vision for the Provision of Mental Health Care Within the Health Care System”.  Several pieces within these tow sections require a draft analysis by September 1.  The goal is to use this time to develop the draft analysis and further define the work that needs to take place from September 1-December 15th, when the final analysis is due.

Melissa and Nick will facilitate.  Nick will track time.

DMH Introductions
Ground rules
Timing


Current Data Collection — 15 min

WHERE DOES DATA COME FROM?

Established data applications

Back-end data capture

Spreadsheet data entry

Surveys

Data-sharing with other departments

"There is no health without mental health." 4


Presenter
Presentation Notes
Emma to present current data elements DMH collects and how they are in use – 15 min

Administrative Assistants, Care Managers, Utilization Review Managers, Business Office staff, Admissions Office staff, Quality Management staff all have data entry duties, in addition to typical job duties



Current Data Collection

WHAT TYPE OF DATA DOES DMH HAVE?

* |npatient stays
* Involuntary psychiatric inpatient hospitalizations for adults

* Psychiatric inpatient hospitalizations (pilot)

* All Medicaid-paid inpatient hospitalizations ¢
* All CRT inpatient hospitalizations

* All VPCH hospitalizations

* Community services
* Monthly service reporting
 Satisfaction with services
* Youth residential placements
* Medicaid paid claims¥%
* VHCURES%

"There is no health without mental health." 5


Presenter
Presentation Notes
Emma to present current data elements DMH collects and how they are in use – 15 min

Administrative Assistants, Care Managers, Utilization Review Managers, Business Office staff, Admissions Office staff, Quality Management staff all have data entry duties, in addition to typical job duties

Not frequently utilized, claims data are very complex
Not DMH data


Current Data Collection

WHAT TYPE OF DATA DOES DMH HAVE? (CONT’D)

* Event-specific
* ED wait times for involuntary hospitalization holds
* Emergency Involuntary Procedures on psychiatric hospital units
* Involuntary transports to and from inpatient hospitalization
* Electronic bed board census

* External data sources
* DOC Custody file

* General Hospital Discharge Dataset
* DCF Custody file

* Suicide deaths file

* DOL quarterly match

"There is no health without mental health." 6



Current Data Collection

WHAT TYPE OF DATA DOES DMH HAVE? (CONT’D)

* Event-specific
* CRT Perception of Care
* CYFS Perception of Care

* Relevant External data sources
* DOC Custody file

* General Hospital Discharge Dataset
* DCF Custody file

* Suicide deaths file

* DOL matching

"There is no health without mental health." 7



Current Data Collection

HOW ARE DATA USED?

* DMH RBA Scorecard

* DMH Statistical Report

* DMH Act 79 Report

* Grant application and management
* Monitoring

* Performance Management

www.mentalhealth.vermont.gov/reports

"There is no health without mental health." 8



http://www.mentalhealth.vermont.gov/reports

Data Needed — 30 min

(Sec 3, B) Identify data that are not currently gathered, and that are necessary for current and future
planning, long-term evaluation of the system, and for quality measurements, including identification
of any data requiring legislation to ensure their availability.

What long-term data should the department track?
What gaps in data collection do you see?
Why do you think we need this data?

What is needed to evaluate the quality of the mental health system?

"There is no health without mental health." ]


Presenter
Presentation Notes
Discuss data that is not currently gathered and is necessary for current and future planning.
What is needed for quality measurement and what might DMH need legislative help in ensuring it’s available.

Brainstorm list of what is missing, what might be needed for quality and what is challenging to collect – 30 min

DMH Internal to determine the data requiring legislation.


Referrals — 15 min

(Sec 3, C) Identify causes underlying increased referrals and self-referrals to emergency departments.

Why are people being referred?
What affects lengths of waits in the Emergency Room?

What affects the rate at which people brought to the Emergency Room
for Emergency Exam are found to need inpatient?

"There is no health without mental health." 10




Accessibility and Gaps in
Service — 15 min

(Sec 3,D) determine the availability, regional accessibility, and gaps in services that are barriers to
efficient, medically necessary, recovery- and resiliency-oriented patient care at levels of support that
are least restrictive and most integrated with regard to voluntary and involuntary hospital admissions,
emergency departments, intensive residential recovery facilities, secure residential recovery facilities,
crisis beds, and other diversion capacities; crisis intervention services; peer respite and support services;
intensive and other outpatient services; services for transition age youths; and stable housing.

Where are there gaps in bed locations?

Where are there gaps in bed types?

What are the barriers to getting different levels of care (including
community care)?

"There is no health without mental health." 11



Presenter
Presentation Notes
Emma to share Inventory of beds

where are they located? 
Where are the identified gaps?

Brainstorm gaps

Brainstorm barriers to getting to different levels of care (including community care)



Emergency Department Wait
Imes — 15 min

(Sec 3, E) Incorporate existing information from research and from established quality metrics
regarding emergency department wait times

Presentation, Discussion, and Questions

Presenter: Wilda White

"There is no health without mental health." 12



Presenter
Presentation Notes
Wilda to summarize research.



rends — 15 min

(Sec 3, F) Incorporate anticipated demographic trends, the impact of the opiate crisis and data that
indicate short and long-term trends

Overall VT population is static but slowly decreasing
Less youth under age 18, more adults over age 65

% of VT adults with any mental illness is 20%, higher than national avg. (2015)
% of youth with serious emotional disturbance is 6%, consistent with national avg. (2015)
% of VT adults getting treatment is 58%, also higher than national avg. (2015)

What demographic trends should we pay attention to?

Additional Materials: ADAP Handouts

"There is no health without mental health."



Presenter
Presentation Notes
Brainstorm what demographic trends to pay attention to, anything we can get on opiate (follow up with Jolinda) and any trend data including shift in population – stable population with little to no influx of people, young people leaving and more people moving to Chittenden Co

Per Melissa - add some info about demo trends, doesn't need to be a lot of detail, some info I found (est. # from 7/16)
624,594 - we could add % with MH issues from prevalence data both adults and kids and the % with SPMI/SED
Est change from census (April 2010) to set. 7/16 is decrease by .2%
Est change from 4/10 to 7/16 for specific categories
20.7% under 18, now 19%
Over 65 - 14.6%, now 18.1%
Between 2010-2013 there was a 12.51% increase in people over 65 and a 5.87% increase for people 55-64
Chitt has lowest over 55 (25.5%)
Franklin next lowest, Lamoille next then everywhere else has 30% of population over 65. 
Projections has by 2030 (13 yrs from now) an overall population decrease by .8%
Around 3% unemployment
Point I'm trying to make and I think most know it - one of the oldest state, young people leaving, unemployment low so hard to high, more need.  Maybe add data about VT having a higher rate of MI but also rated very high in access to care (?) 

 
The ADAP Opioid Use Disorder Treatment Census document attached give some trends in treatment, prescribers, and waitlist (waitlist numbers have improved since these April data, with the opening of the temporary hub in St. Albans). – you’ve probably seen this – it is in pretty wide circulation at this point.
Opioid databrief we received from ADAP in April, that speaks to national trends and Vermont trends.




Opilate Data—1
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Presenter
Presentation Notes
The ADAP Opioid Use Disorder Treatment Census document attached give some trends in treatment, prescribers, and waitlist (waitlist numbers have improved since these April data, with the opening of the temporary hub in St. Albans). – you’ve probably seen this – it is in pretty wide circulation at this point.  Opioid databrief we received from ADAP in April, that speaks to national trends and Vermont trends.




Opilate Data — 2
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"There is no health without mental health."



Presenter
Presentation Notes

 


Barriers and Gaps in
Service/Staffing — 1 hour

(Sec 3, G) Identify the levels of resources necessary to attract and retain qualified staff to meet
identified outcomes required of DAs and SSAs and specify a timeline for achieving those levels of
support.

What level of staffing is needed?

What are the different training levels needed?

Where do we need to put emphasis on staffing and training?

Presenters: Julie Tessler, Heidi Hall, and Jena Trombley
Georgia Maheras

"There is no health without mental health."



Presenter
Presentation Notes
Review any info we have from Das, what they say they need, compare market to different staff, report on the different workforce workgroups currently happening and what they are looking at (Georgia?)  VCP to present. 

Per Julie Tessler: Heidi Hall, Jena Trombly and I will present on "identify the levels of resources necessary to attract and retain qualified staff to meet identified outcomes required of DAs and SSAs and specify a timeline for achieving those levels of supports." and would like 1/2 hour of time to present.

Georgia …There is one section on workforce (not the workgroup but another section talking about resources needed.  Melissa suggested we also share the grid you put together regarding the different workgroups currently happening related to workforce. 

Per Melissa - what level of staff are needed (what are the different training levels do we need and where should we be putting emphasis in? Line staff, masters level, PhD, MD?)
Ideas on how to attract and retain - we know pay needs to increase but what other incentives to attract and retain



Lunch — 1 hour

Please enjoy lunch on your own and
be prepared to resume the meeting at 12:30.

"There is no health without mental health."



Regional Care Coordination — 30
MIinN

(Sec 4, 1) The potential benefits and costs of developing regional navigation and resource centers for
referrals from primary care, hospital emergency departments, inpatient psychiatric units, correctional

facilities, and community providers, including the designated and specialized service agencies, private
counseling services, and peer-run services.

Are you aware of care coordination models and initiatives in progress in
Vermont?

Presenters: Mary Moulton and Simone Rueschemeyer

"There is no health without mental health." 18


Presenter
Presentation Notes
Per Julie Tessler: Simone Rueschemeyer and Mary Moulton will be happy to briefly speak to care coordination  and regional navigation.  However, we suggest that you have an open discussion on this topic because there are a number of care coordination models and initiatives in progress in Vermont and they are not in a position to give that broad view at this time.
 



DMH Care Coordination

(Sec 4, 2) The effectiveness of the Department’s care coordination team in providing access to and
adequate accountability for coordination and collaboration among hospitals and community partners
for transition and ongoing care, including the judicial and corrections systems. An assessment of
accountability shall include an evaluation of potential discrimination in hospital admissions at different
levels of care and the extent to which individuals are served by their medical homes.

Department of Mental Health ~265 Staff

VPCH/MTCR ~200

Business office, Quality, Research

. . ) . ~53
Policy, Administrative, Commissioner

Utilization Review
Care Management

~12

"There is no health without mental health." 19



DMH Adult Care Coordination
— 10 min

(Sec 4, 2) The effectiveness of the Department’s care coordination team in providing access to and
adequate accountability for coordination and collaboration among hospitals and community partners
for transition and ongoing care, including the judicial and corrections systems. An assessment of
accountability shall include an evaluation of potential discrimination in hospital admissions at different
levels of care and the extent to which individuals are served by their medical homes.

The Adult Care Management team is currently comprised of four care
managers with the specific focus of supporting the movement of
consumers through the different systemic levels of care.

This current care management structure has evolved as we meet the
needs of the state system of care to provide direct DMH support to DA’s
and other community partners for individuals who are accessing all the
levels of mental health care the state offers.

Presenters: Emily Hawes, Cindy Olsen, Anne Rich, Allie Nerenberg, and
Kristy McLaughlin

"There is no health without mental health." 20


Presenter
Presentation Notes
have care team explain what they do for adults and CAFU explain what they do for children’s. History, current work and challenges. Can we get numbers on empty beds while we have people at ED? 

Emily Hawes – what CM does for adults, include history, current work and challenges – 10 min

Laurel Omland – what CM does for children, include history, current work and challenges – 10 min
	
Discuss – 10 min

Can we get numbers of empty beds while we have peoplein ED?


Current Adult Care
Management Roles

CoreManoger  lrole

Cindy Olsen Admissions
Anne Rich Discharges
Allie Nerenberg Discharges
Kristy McLaughlin ONHs

Inmates designated SFI

"There is no health without mental health."


Presenter
Presentation Notes
have care team explain what they do for adults and CAFU explain what they do for children’s. History, current work and challenges. Can we get numbers on empty beds while we have people at ED? 

Emily Hawes – what CM does for adults, include history, current work and challenges – 10 min

Laurel Omland – what CM does for children, include history, current work and challenges – 10 min
	
Discuss – 10 min

Can we get numbers of empty beds while we have peoplein ED?


DMH Child/Youth Care
Coordination — 10 min

(Sec 4, 2) The effectiveness of the Department’s care coordination team in providing access to and
adequate accountability for coordination and collaboration among hospitals and community partners
for transition and ongoing care, including the judicial and corrections systems. An assessment of
accountability shall include an evaluation of potential discrimination in hospital admissions at different
levels of care and the extent to which individuals are served by their medical homes.

Child, Adolescent & Family Care Management

Presenter: Laurel Omland

"There is no health without mental health." 22



Presenter
Presentation Notes
have care team explain what they do for adults and CAFU explain what they do for children’s. History, current work and challenges. Can we get numbers on empty beds while we have people at ED? 

Emily Hawes – what CM does for adults, include history, current work and challenges – 10 min

Laurel Omland – what CM does for children, include history, current work and challenges – 10 min
	
Discuss – 10 min

Can we get numbers of empty beds while we have peoplein ED?


Children’s Mental Health System of Care

~Children
~ 9nd Families



Presenter
Presentation Notes
Our role is across the continuum of prevention & promotion to intervention and within a system of care with a lot of State and local partners



Children Served by Public Mental
Health System over Time

Number Served by FY
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"There is no health without mental health."



Presenter
Presentation Notes
We have had continuous growth over time, with no parallel increase in central staffing resources



DMH Children’s Care Managers

3 primary roles:
= Care Management for intensive, non-hospital care

= System of Care development
= Quality of DA/SSA services

"There is no health without mental health." 25



Presenter
Presentation Notes
The role of the children’s care manager is very different than the adult care management role, despite having the same title.



Children’s Clinical
Care Management

Authorize access and Medicaid funding of these children’s MH services:
° Intensive Home and Community Based Services (aka Enhanced Family Treatment)

° Intensive residential assessment & treatment; and
> Extended stay reviews for Hospital Diversion and Crisis Stabilization

Provide feedback and technical assistance for local providers as to the most
appropriate course of action on complex family needs.

Extensive case coordination with system of care partners:
> Families

DCF Family Services

DAIL Developmental Services

Agency of Education and local schools

Dept of VT Health Access (inpatient cases)

VT Federation of Families for Children’s Mental Health

(¢]

(¢]

(¢]

(¢]

(¢]

"There is no health without mental health." 26



Presenter
Presentation Notes
DVHA authorizes inpatient beyond initial admission, conducts UR for children
DCF authorizes residential for children in State’s custody
DAIL authorizes residential and HCBS for eligible children with DD



Child & Family System of Care

Vermont’s Act 264, established in 1988,
defined the system of care for children
and families

> Established values for the system of care

> Decision making and service delivery is more
coordinated and involves parent voice at all
levels

> Created local and state interagency teams

° Created ability to think and act like a system:
common purpose; reasons to act together as
allies; develop strategies for continuous quality
improvement

> Created a Governor appointed advisory board

° Expanded in 2005 under the Interagency
Agreement with Education to include all
disabilities under Special Education

° Guides our daily work

Current focus:

[¢]

Early Childhood Mental Health consultation
and treatment

School-based Mental Health

Development of Hospital Diversion Program in
southern part of Vermont

Transferring resources used for residential care
into the community

Working with the Agency of Education to
reinvigorate Act 264

Health Care Reform

Addressing adverse childhood & family
experiences (ACEs/AFEs)

Suicide Prevention

Integrating developmental and mental health
services for children & families at the DAs

"There is no health without mental health." 27



Presenter
Presentation Notes
Act 264 established
CAFU care managers are integral in the functioning, planning, development of the system of care.  Each has areas of focus, such as early childhood, school-age and transition age systems.



DA/SSA Service Delivery

Policy & procedure development
> Review quality of DA/SSA child, youth & family services

o Adherence to standards of care

° Review patterns of performance by service providers and provide feedback
in collaboration with DMH quality team

> Promote best practice approaches for promotion, prevention, intervention &
treatment

"There is no health without mental health." 28




Child & Adolescent Inpatient

Department of Vermont Health Access (DVHA) authorizes inpatient
stays beyond the initial admission for children & adolescents

Inpatient unit and DA have primary roles in aftercare planning

DMH-CAFU coordinates with DVHA, inpatient unit and DA when
aftercare plans are complex

DMH-CAFU reviews quality processes of inpatient unit for children and
adolescents

"There is no health without mental health."

29




Children waiting in ED

Initial contact is DMH Adult Care Management
DMH-CAFU is brought in for prolonged stays and complex situations

Children’s Care Managers are involved primarily by providing
information about cases they are currently actively following

"There is no health without mental health."

30



Presenter
Presentation Notes
48 hours


DMH Care Coordination — 10 min

(Sec 4, 2) The effectiveness of the Department’s care coordination team in providing access to and
adequate accountability for coordination and collaboration among hospitals and community partners
for transition and ongoing care, including the judicial and corrections systems. An assessment of
accountability shall include an evaluation of potential discrimination in hospital admissions at different
levels of care and the extent to which individuals are served by their medical homes.

Group Discussion

"There is no health without mental health." 31



Crisis Diversion Evaluation
— 30 min

(Sec 4,3Ai) Existing and potential new models, including the 23-hour bed model, that prevent or divert
individuals from the need to access an emergency department; (ii) models for children, adolescents,
and adults; and (iii) whether existing programs need to be expanded, enhanced, or reconfigured, and
whether additional capacity is needed.

Can existing programs be expanded, enhanced or reconfigured?
What currently exists per county?
What alternative options are there?

What are the pros, cons, benefits and challenges of those systems?

"There is no health without mental health." 32



Presenter
Presentation Notes
Discuss whether existing programs need to be expanded, enhanced or reconfigured and if additional capacity is needed.

Inventory of what currently exists per county, what alternative options do people know about and what are the pros, cons, benefits and challenges of those systems? 


Diversion Models — 30 min

(Sec 4, B) Diversion models used for patient assessment and stabilization, involuntary holds, diversion
from ED and holds while appropriate d/c plans are determined shall be considered, including the extent
to which they address psychiatric oversight, nursing oversight and coordination, peer support, security
and geographic access. If preliminary analysis shows need for or benefits of additional, enhanced,
expanded or reconfigured models, the action plan should include steps including licensing needs,
implementation and ongoing costs.

What gaps in services, including community based through inpatient,
are needed or missing in the SOC?

What specific areas of the state are missing these services?

"There is no health without mental health." 33



Presenter
Presentation Notes

23/72 hour beds.  Karen?  Report?


UVMMC |Inpatient Psychiatry
Barrier Days Analysis — 30 min

Presentation, discussion, and questions

Presenter: Isabelle Desjardins, MD




Geriatric Psychiatric Support
— 30 min

(Sec 4, 6) Geriatric psychiatric support services, residential care, or skilled nursing unit or facility.
The analysis, action plan, and long-term vision evaluation shall evaluate the extent to which
additional support services are needed for geriatric patients in order to prevent hospital admissions
or to facilitate discharges from inpatient settings, including community-based services, enhanced
residential care services, enhanced supports within skilled nursing units or facilities, or new units or
facilities. If the analysis concludes that the situation warrants more home- and community-based
services, a geriatric nursing home unit or facility, or any combination thereof, the action plan shall
include a proposal for the initial funding phases and, if appropriate, siting and design, for one or
more units or facilities with a focus on the clinical best practices for these patient populations. The
action plan and preliminary analysis shall also include means for improving coordination and
shared care management between Choices for Care and the DAs and SSAs.

What are the challenges for all levels of care to discharge to a lower
level of care?

Presenters: Monica Hutt and Camille George

"There is no health without mental health." 35


Presenter
Presentation Notes
barriers we are hearing, brainstorm
DAIL to present general info re rates and some more specific info about their pilot

Consult with BGS to see if there are site we can use that are already built – brainstorm facilities ppl have heard about.



Forensic Psychiatric Support
— 30 min

(Sec 4,7) Forensic psychiatric support services or residential care. The analysis, action plan, and long-
term vision evaluation shall assess the extent to which additional services or facilities are needed for

forensic patients in order to enable appropriate access to inpatient care, prevent hospital admissions,
or facilitate discharges from inpatient settings. These services may include community-based services
or enhanced residential care services. The analysis and action plan shall be completed in

coordination with other relevant assessments regarding access to mental health care for persons in
the custody of the Commissioner of Corrections.

What services and facilities currently exist forforensic patients?
What services and facilities are needed for forensic patients?

What are the barriers to access of services for forensic patients?

"There is no health without mental health." 36


Presenter
Presentation Notes

Forensic support services or residential care.
Assess the extent to which additional services or facilities are needed to enable appropriate inpt care, prevent hospital admissions or facilitate d/c from inpatient care.  May include community based or enhanced residential care services. Should be conducted in coordination with DOC

Consult with BGS to see if there are site we can use that are already built – brainstorm facilities ppl have heard about.



Units or Facilities

(Sec 4, 8) Units or facilities for use as nursing or residential homes or supportive housing. To the
extent that the analysis indicates a need for additional units or facilities, it shall require consultation
with the Commissioner of Buildings and General Services to determine whether there are any units or
facilities that the State could utilize for a geriatric skilled nursing or forensic psychiatric facility, an
additional intensive residential recovery facility, an expanded secure residential recovery facility, or
supportive housing.

Are there any potential facilities we should be looking at?

Are there other spaces that are already built that would need
reconfiguration?

"There is no health without mental health."

37



Presenter
Presentation Notes
RE: space that exists.  Just a brainstorm of any other spaces people know about that are already built and would just need to be reconfigured.  I think - the thinking is this would be cheaper and quicker than building something new.  Also list what we have already heard about which I think is just - Maple Leaf and the Hospice space that moved (Williston or Essex I can't remember which)



Consult with BGS to see if there are site we can use that are already built – brainstorm facilities ppl have heard about.





Emergency Services — 30 min

(Sec 4, 9) How designated and specialized service agencies fund emergency services for the purpose of
ensuring emergency services achieve maximum efficiency and are available to all individuals within a
specific designated or specialized service agency’s catchment area and shall identify any funding gaps,
including methodologies of payment, capacity of payment, third-party payers, and unfunded services.
“Emergency services” means crisis response teams and crisis bed programs.

"There is no health without mental health." 38



Presenter
Presentation Notes
Explain how they are currently funded, explain the history of ES teams and how it has shifted without additional resources, challenges with billing 3rd party, utilization of crisis beds and why we think they are not fully used. 

Shannon add the amount that goes to DAs through MCO investment for emergency services; the FFS approx amounts paid by DVHA and DMH to DAs for this service (I have it somewhere and will try to find in my emails but I believe it's about $900k by DVHA and $1M DMH)
Can we add a description of how MCO investment works and FFS (I can draft something if you would like me to) and a high level description how it works to fund crisis beds




Emergency Services

Emergency services includes screening, assessment, support, referral,
and crisis beds

Emergency services are funded separately, funded within the IFS bundle
and also as part of CRT

MCO investment capacity (70%) and fee-for-service (30%)
> Percentages vary by DA

Little additional funding over time (Act 79 capacity payment FY13)
Challenges with third party billing

Trends in Crisis Bed Utilization

"There is no health without mental health." 39



Presenter
Presentation Notes
Explain how they are currently funded, explain the history of ES teams and how it has shifted without additional resources, challenges with billing 3rd party, utilization of crisis beds and why we think they are not fully used. 

Shannon add the amount that goes to DAs through MCO investment for emergency services; the FFS approx amounts paid by DVHA and DMH to DAs for this service (I have it somewhere and will try to find in my emails but I believe it's about $900k by DVHA and $1M DMH)
Can we add a description of how MCO investment works and FFS (I can draft something if you would like me to) and a high level description how it works to fund crisis beds




Questions/Comments — 30 min




Contact Information

Melissa Bailey, LCMHC, Commissioner
o melissa.bailey@vermont.gov

Department of Mental Health
280 State Drive NOB 2 North

Waterbury, VT 05671
Phone: 802-241-0090

*Please send any additional thoughts or information to Melissa with a CC to
Jen Rowell (Jennifer.Rowell@vermont.gov)

"There is no health without mental health." 41
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