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WELCOME AND INTRODUCTIONS
Representative Verlalnsko
NC House

Representative Insko welcomed the Task Force memtbéhe meeting.

CRISISSERVICES
Steve Day
Technical Assistance Collaborative

North Carolina has been working on improving crgasvices for almost two years now,
the goal is to have a complete crisis system thattegrated into the larger health care
system. Often, crisis services are talked aboabagonents, but individual
components, such as mobile crisis and crisis &abibn units, will not work alone. To
best serve people’s needs, North Carolina must Aaoeplete, well-functioning
system. A well-functioning system is attained tilglbo sameness of purpose, clarity of
roles, interconnectedness of communication, aneré&ing resources.

The crisis system starts with prevention and eatBrvention, includes acute
intervention and crisis treatment and ends witlovecy and reintegration. Ensuring the
first part of the system, that identifies peopleiisis and at-risk for crisis, is operating
smoothly helps subsequent parts of the systemducheg the number of people showing
up in need of acute intervention.



Crisis planning being done around the state isdbaseseven principles of
comprehensive crisis systems:

* Make crisis work routine.

» Strive for resource transparency.

* Incorporate crisis competencies across the network.

» Use data for planning, performance assessmentj@addy management.

* Assess and strengthen essential partnerships.

* Seek upstream solutions.

* Address community expectations.
A variety of efforts are underway around the statmtegrate these principles into the
crisis system. A lot of what is being done is amimproving early response to crisis.
LMEs are working to identify gaps in the system dath that would be helpful for
planning at the local level. One major hurdle @rking with the broader community to
address expectations and educate them about hdwlltbesis system works.
Communities often expect hospitals to be theinsgenter and may not be aware of, or
trust, alternatives. There is a need for commuitinavith both the medical community
and the public about the variety of crisis serviaeailable within communities.

There are a number of services available acrossydtem to respond to crisis, including
mobile teams, crisis respite, crisis facilitiessdbdetoxification, developmental disability
competencies and resources (although still a giesad for more), substance abuse
competencies and resources, and family focusetvaridons. Although there are a wide
variety of services, the substance use treatmgntegaains quite large. In the past year,
almost 200,000 people needed, but were not reggiti@atment for illicit drug use, and
425,000 needed, but were not receiving, treatnmrdal€ohol use. There are a number of
barriers preventing these people from accessingcselincluding a lack of problem
recognition by users, under-identification by pd®ns, a lack of access to or awareness
of services, and stigma.

The barriers preventing people who need treatmrent feceiving it could be reduced by
using non-traditional allies to identify people Wwgubstance abuse treatment needs. One
idea to do this would involve a brief screeninggmention for patients coming through

the emergency room, another would increase theesngas and competency of providers
of other services to identify substance users.r&hee many options that would expand
the safety net by looking beyond traditional sezgiand providers to ensure that others
are involved in improving services and treatmenttiose with substance abuse
problems.

North Carolina must continue to strive towards mmpehensive crisis continuum that is
integrated with and supported by the DMHDDSAS sysémd other parallel systems (ie,
health, criminal, justice, housing). This integdsystem must have clear clinical
pathways and points of authority and accountability

Comments/Questions:
If a patient presents at 2am in the ER and theod®ttave their hands full, is it good or
bad for the doctor to check them in and call indhsis response team? Case-by-case



decisions are always appropriate. If the personstay in the waiting room safely for a
few hours then that response may be okay. Thest atways be good patient care based
on individualized responses. The decision of theta needs to be made in full
awareness of all options available within the comityufor crisis response. In turn, the
system must provide reliable, safe options to E&ats that are reliable.

CRISISSERVICES
Bonnie Morell
Crisis Services

NC MHDDSAS

In 2006, the NC General Assembly passed legislatppropriating funds for the
planning and development of a continuum of crisivises for consumers of all ages
who are in need of crisis services because of rhkeatdth, developmental disabilities, or
substance abuse. The legislative requirementdchilel MEs to develop plans to
address 24-hour crisis telephone lines, walk-isi€gervices, mobile crisis outreach,
crisis respite, 23-hour beds, facility-based crsgpvices, detoxification services, in-
patient hospitalization, and transportation. Finéion was appropriated in SFY 07 for
start-up funds, $7 million recurring funds for @iservices in SFY 07, and $13.7 million
in SFY 08 in recurring additional funds for implema&tion of crisis plans.

LMEs developed comprehensive crisis plans thatddakt services available by age
group, identified gaps, and set priorities, andhsited them by March 1, 2007. Plans
were reviewed by the DMHDDSAS. The DMHDDSAS workeith LMES on revisions,
with some LMESs receiving technical assistance tprove their plans. All LMEs then
received start-up funding. Currently, all LMEs kaaken steps to implement their plans
by identifying additional service providers andrg@sing the capacity and effectiveness
of current services.

Data from state hospital admissions indicate thagess is being made at the local level.
Hospital admissions, including those for substaatngse, are down in SFY 08 from SFY
07, which indicates something is happening in comties and it may be, in part, due to
changes in the crisis response system.

Data from LMEs show that 6,699 people with substaatmuse disorders received crisis
services in SFY 07, which represents 11% of adulis substance abuse disorders who
received services in the community. Social settiepxification and non-hospital
medically-monitored detoxification were the mostlaly used services. Others received
services such as mobile crisis or facility-basagtises, or services from an Assertive
Community Treatment Team. The data indicate tbatmany people are getting local
detoxification services and the system needs mdystance abuse-specific acute
interventions.

The DMHDDSAS's strategic plan for 2007-2010 incladeork to continue development
of a comprehensive crisis services system thatégrated with existing community



medical and public safety emergency response sy$iginprovides an effective,
clinically appropriate continuum of services.

Comments/Questions:

There was a discussion around LME plans and sutistmuse services. It was pointed
out that all LMEs had to address substance abyseately in the plans submitted to
DMHDDSAS.

There was a lengthy discussion of why the crisigiooum is not currently working for
substance abuse. Reasons cited included: paient®t behaving because they are
intoxicated; providers are not as well compenséiedubstance abuse services as they
are for other chronic diseases; there is an umgitiess to provide any supports to
someone who is in an active addition stage; a soatl belief that people are not going
to get better until they hit bottom.

Many were concerned with how to better integrateppeinto they health care system
early on. To ensure that people receive primarg aad have a medical home so that
prevention and early intervention part of the srontinuum can work. If more people
are tied in to the medical community from the begig, the pre-crisis part of the
continuum can work relieving pressure on parthefdystem that must deal with acute
crises. Additionally, there were concerns abouwt kmget people presenting at
emergency departments who are unknown to the sytstenm to resources outside of the
emergency department.

There was a lot of discussion around the neednfortsand long-term services for
substance abuse patients. Many cited a concerthihaesources are just not available
for substance abuse patients to receive the kidrefthey need.

Health insurance came up in a number of questinDdsamments about ways to better
integrate patients with substance abuse probletaghe health care system before crisis.
Although many acknowledged that universal healtluiance would be beneficial to this
population, they agreed the focus of this taskdatees not include solving the overall
health care crisis.

SUBSTANCE ABUSE CARE IN THE HOSPITAL EMERGENCY
DEPARTMENT

Mike Vicario

Vice-President of Regulatory Affairs

North Carolina Hospital Association

The emergency department serves as the “front dufdle hospital to the general
public, with 45% of all hospital admissions comingm emergency departments. A
significant percentage (40%) of patients being se@mergency departments are not
classified as urgent or emergency. 62% of hospregdort their emergency departments
are over capacity. In North Carolina, there aré d®ergency department visits per



1,000 people and the average wait time is 240 req(NIC is close to the national
average in both categories).

Hospitals are working to reduce the strain beinggouemergency departments in a
variety of ways. Hospitals are improving theirarhation systems and improving triage
to help better handle patients coming in to emergelepartments. Hospitals are
working with their communities to increase alteies for people who come to the
emergency room for primary care such as commuliitics, drug store clinics, and
urgent care clinics. These alternatives providéetaservices and are preferred by
insurers because services are provided at muclr lovets. Some hospitals are working
on redesigning or expanding their emergency demantsa—this is happening all over
North Carolina. In some areas where the currestesys are unable to handle the
demand for emergency care, freestanding emergezgaronents are being built.

One growing concern is that boarding, or lengthit ti@es in emergency departments,
is on the rise. In North Carolina, a number ofgitads are reporting wait times of 12-14
hours. This is especially true for behavioral @atts coming in through the emergency
department. Sometimes waits are longer than 2dshespecially when a patient is
waiting for transfer to a state hospital.

In 2005, 1.4 million of 108 million emergency roasits were associated with drug
misuse. About 1/3 of drug related visits invohadohol combined with drugs (or
alcohol alone for those under 21-years-old). Téta drom 2004 to 2005 show a 21%
increase in the number of visits related to the-ma&dical use of pharmeceuticals,
including prescription and over-the-counter druidsese percentages likely
underestimate the extent of alcohol and drug relateergency department visits.

A Washington state study showed that frequent agelddisabled emergency department
patients have high rates of alcohol and drug dessrdnd mental illness. Fifty-six
percent of those who visited the emergency depaittBie or more times/year had both
an alcohol or drug disorder and mental illnesser&hs increased interest in providing
alcohol and other drug intervention services in igaecy departments because multiple
studies of screening, brief intervention, and meflsrconducted in primary care,
emergency departments and in-patient trauma cem@esshown positive outcomes in
decreasing or eliminating alcohol use, reducingrinjates and reducing costs.

The Emergency Medical Treatment and Active Labar B&MTALA) requires that
hospitals with emergency departments meet certaigations. These obligations
include providing a medical screening examinatmalt patients, providing necessary
stabilizing treatment within the hospital’s capabibnd capacity, providing an
“appropriate transfer” to ensure safe transpod, @oviding care regardless of managed
care plan or payer status. EMTALA raises someasgar handling alcohol and other
drug disorder patients in emergency departmentge ddncern is whether an
“appropriate transfer” must be another hospitaf drincludes any facility that can
provide appropriate care. Although there are are@sing number of facilities that can



treat substance abuse and mental health probletsisi@the hospital setting, if a patient
presents at the hospital, EMTALA regulations muestdilowed.

In North Carolina, there were 3.5 million visitsttee emergency department in 2006 and
402,000 patients were admitted from the emergeepadment. The emergency
department payer mix of patients presenting was 8d84pay, indigent or charity, 23%
Medicaid, 21% commercial insurance, 20% Medicand, 2% other. The payer mix for
substance abuse patients in North Carolina foB&é15 patients seen in the emergency
department in 2006 shows that the vast majorit§qpare self-pay, indigent or charity
followed by Medicaid (15%), commercial insurancé¥d) and Medicare (12%). The
payer mix for mental health patients presentingnrergency departments was 27% self-
pay, indigent or charity, 25% Medicaid, 23% Mede&and 16% commercial insurance.
From 2004 to 2006, the number of uninsured patiestsng the emergency room grew
approximately 7% each year. This growth signalghareasing access challenge for
uninsured patients.

In 2007, the North Carolina Hospital Associatiomeened the Emergency Care Services
Task Force. As part of the work of this Task Fothe hospitals agreed that the primary
purpose and core business of hospital emergeneysbauld be driven by urgent and
emergent needs of patients. This group felt tbeiasissues (ie, dental care, domestic
violence) and mental health could best be handlgsiae the emergency room. They
cited mental health issues and substance and &labbse treatment as two of the
greatest diversions to the delivery of care to gy@etr patients. To solve this problem,
the hospitals believe that they need to form steopgrtnerships with community
organizations and service providers.

Comments/Questions:
The comments and questions that followed this ptasien were a continuation of the
discussions that came up after the first two priediems.

DiscussION OF POTENTIAL RECOMMENDATIONS

The Task Force discussed recommendations focusprewantion, primary care,
continuum of services, and data. Each participas given a copy of the
recommendations incorporating comments from baghdibcussion at the February
meeting and email communication following the megti The discussion will continue
at the April meeting to finalize the recommendasiéor the interim report.



