A SPECIAL REPORT

—
m =

B
=
L=>
=
=

A___4
TSH—w= /P N\
Y A | |

Gl i



L AR

ise . )\

\e

LU, %R

P S )

L AR

CONTENTS

Introduction A2
Mental illness and addiction don't
respect party boundaries.

by Norman Ornstein

Hillary Clinton’s Work A4
Step by hard step toward the big goal.
by Greg Sargent

John Kasich’s Work A6
For the governor, it's personal.
by Daniel McGraw

Mental Health Courts A8
A workaround for a broken

mental health system,

by Paul S, Appelbaum

Getting Meds A1o
Why does government

make it so hard?

by Sally Satel

Rural America A1
Vermont is finding a way to deliver.
by Elizabeth Hewitt

Drug Treatment A13
How to separate the good

from the bad.

by Keith Humphreys

Parity for Mental Health  A1s
Time to strengthen enforcement.
by Jenny Gold

Cost and Quality A17
Integrating behavioral and

physical health care is the key.

by Allison Hamblin

Better Police Training A1g
Learning to interact with people
living with intellectual or
developmental disabilities.

by Harold Pollack

This special report was made

possible with the generous support

of the Staunton Farm Foundation

and the Thomas Scattergood
Behavioral Health Foundation.

Editors: Matt Connolly, Paul Glastris
Factcheckers: Lisa Schohl,
Jessica Swarner

Publisher: Diane Straus
lllustrator: Anthony Russo

call (855) 492-1648 or e-mail
wmcs@pcspublink.com

Washington Monthly

1200 18th Street, NW, Washington, DC 20036
phone: (202) 955-9010

A2 June/JulyAugust 2016

By Norman Ornstein

four-year-old son Matthew died in Delaware, an accident caused by inadver-

tent carbon monoxide poisoning, Sixteen months later, the pain is even great-
er than it was when we found out. While an accident, Matthew's death was shaped by
a lack of judgment itself driven by a ten-year struggle with serious mental illness. In
the midst of a successful career in Hollywood, he had a psychotic episode at twenty-
four that brought his vibrant life to a grinding halt. Most likely, Matthew suffered
from bipolar disorder. There was never a definitive diagnosis, which is not uncom-
mon, but in his case it did not matter. Different diagnoses can lead to different drug
combinations or therapies, but a core part of Matthew’s illness was anosognosia—
an inability to recognize that he suffered from a mental illness, and an unwillingness
to accept any treatment. For ten years, we struggled with him and a system that made
it impossible to intervene or help; of course, our frustration and pain paled next to
the pain he felt and the stigma he suffered despite the fact that he was never a dan-
ger to anyone.

In the United States, if an individual is over eighteen, both federal and state laws
in most cases give the individual enormous autonomy. Parents and other loved ones,
not to mention most medical professionals, are unable to learn about their conditions
or to influence treatment in any way. The autonomy flows mostly from an under-
standable concern about civil liberties, but for those with deep-seated psychoses and/
or with anosognosia, the result is not freedom but more often tragedy, from home-
lessness to bullying to arrest and worse.

For loved ones of those with serious mental illnesses, sometimes the only realis-
tic hope of getting treatment for their conditions is to have them arrested—and have
a judge who has both the sensitivity and power to provide an alternative to prison
or jail, including assisted outpatient treatment (AOT). That is what happened to the
journalist Pete Earley, who recounted, in his 2006 book Crazy, the happier ending to
the journey he had with his own bipolar son.

One judge who is making a dramatic difference is Miami-Dade's Steve Leifman,
who has transformed the way the county deals with mentally ill patients who come
through the criminal justice system by developing partnerships with police and 911
responders to get them crisis intervention training (CIT). The judges in his court have
separate mental health court hearings and provide an alternative to jail, while mental
health, social work, and county officials provide wraparound services, including hous-
ing, therapy, medications, and counseling, along with job training, for people with
mental illnesses. He has had remarkable success, transforming lives and reducing
imprisonment and recidivism, even enabling the county to close a jail and save tax-
payers $12 million,

O n January 3, 2015, my brilliant, funny, sweet, and immensely talented thirty-



But Leifman'’s heroic efforts remain
far more the exception than the rule,
Many with mental illnesses who come in
contact with police—most of whom do
not have CIT—end up tased or shot be-
cause they do not respond to commands
the way others do. And for those in jails,
often for petty theft, loitering, or small-
time drug offenses (a large number of
those with mental illnesses have dual di-
agnoses, including substance abuse prob-
lems), the outcomes can be simply hor-
rific, Last April, as the Washington Post
reported, Jamycheal Mitchell, who suf-
fered from schizophrenia and bipolar dis-
order, was arrested for stealing $5 worth
of snacks. A judge ordered him sent for
treatment to a state hospital until he was
well enough to stand trial. Instead, be-
cause of bureaucratic malfeasance and in-
competence, he languished for months in
a jail, where he got no treatment and no
attention and died of heart problems re-
lated to extreme weight loss.

Abuses in prison go beyond ne-
glect. Eyal Press’s stunning exposé
in the New Yorker showed mental-
ly ill prisoners beaten, tortured,
starved, and killed in Florida and
New York, with abuses covered up.

Even when officials vow to fix things,
underfunding and privatization in-
terfere. Fortunately, the policy dilem-
mas and the major problems associ-
ated with mental illness and substance
abuse are now on the radar screen of local,
state, and federal officials. A few weeks ago
in Washington, D.C., the American Psychi-
atric Association Foundation, the Nation-
al Association of Counties, and the Coun-
cil of State Governments sponsored a con-
ference inspired by Judge Leifman, called
“The Stepping Up Initiative,” bringing to-
gether representatives from fifty counties
around the country to share best practices
to deal with the burgeoning cost and pain
of the mentally ill caught in county jails.

In Congress, we are seeing bipartisan
activity on several fronts. In the Senate,
the Comprehensive Mental Health and
Justice Act, cosponsored by Minnesota
Democrat Al Franken and Texas Republi-
can John Cornyn, passed on a voice vote
last December after being subject to holds
by Republican senators for an extended
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period. It has bipartisan support in the
House, and should make it across the fin-
ish line this year. The act would expand
mental health courts and veterans’ courts,
and vastly increase CIT for police, school
officials, and others who come into con-
tact with those suffering from mental ill-
nesses who have a crisis or confrontation,
in order to avoid violence and tragedy.
Michigan Democrat Debbie Stabe-
now and Missouri Republican Roy Blunt
were able to pass a bill in the Senate to
expand funding for community mental
health centers, the first step in a more
comprehensive approach. And in both
the House and the Senate, bipartisan
mental health policy reform bills are inch-
ing forward: Tim Murphy, a conservative
Republican representative from Pennsyl-
vania as well as a psychologist, is joining
with the former psychiatric nurse and
Texas Democrat Eddie Bernice Johnson

At a time when few
things in Congress are
bipartisan and
presidential candidates
agree on even less, it is
encouraging that this
area is different.

as chief sponsors in the House; Connecti-
cut Democrat Chris Murphy and Louisi-
ana Republican Bill Cassidy are sponsors
in the Senate.

The House bill would provide incen-
tives for AOT, more beds for patients with
mental illnesses, and more flexibility in
the HIPAA law to enable loved ones to get
information about their mentally ill rel-
atives, and would reform a dysfunction-
al federal government system by reorga-
nizing the Substance Abuse and Mental
Health Services Administration to make
it more effective and responsive to the
problems of serious mental illness. The
Senate bill is significantly weaker, but still
moves in the same direction.

Some months after my son died,
I wrote an op-ed in the New York Times
about our family’s journey, making a

strong plea for the Murphy-Johnson leg-
islation. I was flooded with responses,
including from many who themselves
suffer from mental illness, many more
parents and siblings whose journey was
similar to ours (although not always with
its horrible ending), and many more yet
who had experienced the suicide of fa-
thers, mothers, brothers, and sisters af-
ter their struggles with mental illness.
For a large number, it was the first time
they had spoken or written to anyone
about their experiences; some wrote that
they had felt alone in their trauma. It has
become clear to me that there is scarce-
ly a family in America that has not been
touched by these problems and issues.
But it is also clear that there has been
limited discourse on their experiences,
on the policy and medical dilemmas we
face, on what paths we need to follow,
and on what works and what doesn’t.

There are essays in this special sec-

tion on the unique problems in rural
America, on stigma and interactions
with police, on the treatments avail-
able on addiction and mental illness
and what seems to work and not.
And there are articles on the ap-
proach of the presidential candi-
dates who have directly addressed
these issues in their campaigns, es-
pecially John Kasich and Hillary
Clinton. Kasich’s case is interesting in
part because it reflects a reality of politi-
cal life—lawmakers with passion about
these difficult problems are often those
who have been profoundly affected in
their own families. That was true of Sen-
ators Pete Domenicdi and Paul Wellstone
when they championed mental health
parity in health insurance coverage (its
spotty enforcement is the subject of an-
other essay here).

At a time when few things in Con-
gress are bipartisan, it is encouraging
that this area is different. But that sun-
ny reality has some dark clouds on the
horizon. The Murphy-Johnson bill fac-
es opposition from both Democrats and
Republicans—with many Democrats re-
sistant to anything that impinges on the
civil liberties of the mentally ill, even if
they are deeply psychotic or don'’t rec-
ognize their illnesses, and many Repub-
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licans resistant to spending any money
through the federal government, despite
evidence that the money spent on effec-
tive treatment, induding wraparound
services and providing beds, along with
alternative treatments to imprisonment
for those caught up in the criminal jus-
tice system, can actually save money as it
saves lives and heartache,

While the Franken-Cornyn bill
has already moved through the Senate

and has strong support in the House
(in part because it is an authorization,
not yet an appropriation), this Congress
is en route to becoming the most un-
productive in modern times and can-
not be relied upon to act expeditiously
on even consensus bills in an area that
has deep needs at all levels. But given
the broad support, you can expect simi-
lar legislation in the next Congress with
a new president at the helm. And per-

HILLARY CLINTON’S WORK

Step by hard step toward the big goal.

By Greg Sargent

s Hillary Clinton campaigns for
A the presidency, she frequent-

ly invokes her well-known role
in crafting her husband’s ill-fated 1993
health care plan, to demonstrate to pro-
gressives who remain uncertain about her
ideological instincts that she has faithful-
ly advocated for universal health care for
more than two decades.

But it should also be remembered
that as part of that effort, Clinton also
pushed for broad reforms to how our na-
tion treats—or mistreats—people with
mental illness. It’s a cause she has champi-
oned for just as long,

Early on, as the leader of the Clin-
ton administration’s health care task
force, the first lady enlisted Tipper Gore,
wife of Vice President Al Gore, to serve
as its mental health adviser. Tipper, who
had a master’s degree in psychology and
had long been involved in mental health
advocacy, due in part to her own bouts
of depression, recommended a policy of
“parity”—that is, that the government
should require insurance plans to of-
fer coverage on an equal basis to both
physical and mental illness. Gore ar-
ticulated the problem in simple terms:
“Why should a woman with diabetes
who needs insulin have it covered by in-
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surance, whereas a woman with manic-
depressive illness who needs lithium not
be covered in the same way, when both
diseases can be managed and controlled?”

At the time, Hillary Clinton agreed.
“It’s a problem that permeates the whole
system,” she said. “We have to do some-
thing, I don’t think there is a choice any-
more.” Mental health practitioners and
advocates were ecstatic. As Congressional
Quarterly put it, “For the first time in his-
tory, they see a chance that mental illness
will get the same insurance coverage as
physical illnesses.”

As we all know, this entire effort
came crashing down, due to industry and
congressional opposition, as well as Hill-
ary Clinton’s own miscalculations. The
chastened first lady retreated from her
push for health care reform—mental
health reform included.

Or, at least, so it seemed. The full
story is that, starting in the mid-1990s
and continuing for the next two decades,
Clinton kept up the fight, both in public
and behind the scenes, for parity. And it
paid off with a series of small-bore ad-
vances that—while there’s still a long
way to go—have added up. That narrative
sheds light on the continuing challenges
presented by the parity issue, and use-

haps this special section of the Washing-
ton Monthly can raise enough conscious-
ness and provide enough grist to cre-
ate more public demand for action and
move us at least a baby step closer to
progress. Wm

Norman Ornstein is a resident scholar at the
American Enterprise Institute and contribut-
ing editor for the Atlantic. He is coauthor, with
Tom Mann, of It’s Even Worse Than It Looks.

fully illustrates Clinton’s broader public
philosophy—that is, that incremental re-
form is worth fighting for, and can pro-
duce real change over time.

Only two years after the defeat of
the health care bill, President Bill Clin-
ton signed, with Hillary’s backing and
advocacy, the Mental Health Parity Act
in 1996. That law was extremely limit-
ed in scope. It secured the same lifetime
and annual dollar limits to mental health
coverage as for coverage of medical and
surgical benefits, but insurers found
ways around it by restricting the num-
ber of hospital days and outpatient vis-
its for mental health services. As liberal
Senator Paul Wellstone, the bill's cospon-
sor, put it at the time, “We didn’t even
get half a loaf. We just got crumbs. But
it’s a start.” And indeed it was; the law
raised the profile of the parity issue and



prompted states to experiment with par-
ity laws of their own.

Three years later, Hillary and Tip-
per helped organize the first-ever White
House Conference on Mental Health,
which brought national attention to the
nation’s neglect of the mentally ill—and
to the cause of parity. “We must do what-
ever it takes not only to remove the stig-
ma from mental illness, but to begin treat-
ing mental illness as the illness it is on a
parity with other illnesses,” Hillary de-
clared, At the same conference, the pres-
ident announced an executive order pro-
viding mental health parity for 8.5 million
federal employees, retirees, and their de-
pendents covered by the federal govern-
ment’s employee health benefits program.
That coverage continues to this day.

By 2000, Hillary Clinton was run-
ning for the Senate from New York, and
again making the case for parity to vot-
ers. “The mind is an organ just like the
heart or the liver,” she told one woman
on the campaign trail, “and I would like
to advocate and work towards parity for
coverage for mental illness.” Throughout
her first term as senator, Clinton pushed
for various mental health care reforms
that would have impacted the treat-
ment of mentally ill juveniles in
the justice system.

But it wasn’t until 2008 that
she played a role in another,
more significant advance on
parity. In that year, she cospon-
sored the Mental Health Parity and
Addiction Equity Act, which went
much further than its 1996 prede-
cessor by requiring employers with
more than fifty employees to provide
equal mental and physical benefits if em-
ployee insurance plans covered mental
health treatments. While the law—which
was signed by George W. Bush as part of
the big bank bailout package—did not re-
quire mental health coverage, and did not
apply to the individual insurance mar-
kets, it did lead most insurance compa-
nies to eliminate separate co-pays and re-
duce unequal limits on outpatient visits
and inpatient stays.

That same year, Clinton ran for pres-
ident behind a health care plan that fea-
tured mental health parity, along with
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coverage for substance abuse treat-
ment. Though she lost the primary fight
to Barack Obama, health reform finally
became a reality in 2010, with the pas-
sage of the Affordable Care Act. That law
brought still more parity reform: it man-
dated mental health coverage as part of
required “essential benefits" packages for
some small group plans and on the indi-
vidual market.

Despite that progress, however,
there’s still a long way to go. Insurers have
found new ways to get around the parity
mandates in the 2008 law and the ACA—
by denying claims, for instance, based
on their not being “medically necessary.”
Federal and state enforcement has been
lax, And, as the National Alliance on Men-
tal Illness (NAMI) points out, Medicare
and some Medicaid plans are not sub-
ject to the 2008 parity law, with the result
that many Medicare and Medicaid benefi-
ciaries find that mental coverage is lack-
ing compared to physical coverage.

“Basically what we have now, thanks
to all this incremental progress, is that
the vast majority of Americans are now
covered by federal parity law,” says Timo-

At the core of Hillary’s

plan will be a broad effort to

tackle that same problem

she discussed so long ago:

the need for parity in our
treatment of people with
mental illness.

thy Clement, the policy director of the ad-
vocacy organization Parity Track. “But we
still have huge problems, The law is not
adequately enforced, and very few people
are aware that there even is a law. The re-
sult is that prevalence of mental illness is
high and treatment seeking is low.”
Clinton has continued to talk about
these and other problems on the stump
during the current election cycle. And
while she has not yet rolled out a com-
prehensive plan for overhauling the way
our nation treats those with mental ill-
ness, campaign aides say she will soon.

Her plan will indude expanding access
to mental health care, greater emphasis
on early intervention (treating mental ill-
ness in early stages to reduce serious out-
breaks later) and suicide prevention, and
more investments in efforts to treat low-
level offenders with mental illness rather
than throwing them in jail.

But at the core of her plan, her
aides say, will be a broad effort—once
again—to tackle that same problem she
discussed so long ago: the need for pari-
ty in our treatment of people with men-
tal illness. Her proposals, one aide tells
me, will be anchored by the “basic be-
lief” that “mental health is a part of a
person’s general health, and mental ill-
ness should be treated no differently
from other medical conditions.”

It's unclear whether Clinton’s pro-
posals will end up being as ambitious as
her campaign indicates. But advocates are
cautiously optimistic that the Oval Of-
fice could soon be inhabited by someone
who has demonstrated—for decades—
an understanding of the need for a fun-
damental change in the way our society
views mental health, one that treats it as

fully equal to physical health. As Ange-
la Kimball, NAMT's director of advo-
cacy and public policy, puts it, “We
need a paradigm shift.”

If Clinton does become pres-
ident, she may be in a position
to finally get parity done and
complete that paradigm shift.
Or, at least, to get us a whole lot
closer to completing it than ever
before. The current Democrat-
ic primaries have been framed as
a choice between a candidate with
a bold vision (Bernie Sanders) and one
promising only incremental reforms
(Hillary Clinton). But in the case of men-
tal health, at least, Clinton has revealed
that she harbors a vision that is quite
bold indeed, but, tempered by experi-
ence, she has also demonstrated the val-
ue of advancing incrementally toward it,

one hard-fought step at a time. Wm

Greg Sargent writes the Plum Line blog for the
Washington Post. He covered Hillary Clinton’s
Senate years for the New York Observer and New
York magazine.
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JOHN KASICH’'S WORK

For the governor, it's personal.

By Daniel McGraw

t a John Kasich town hall meeting
A in Watertown, New York, in April,
a questioner from the audience
was having a difficult time formulating his
question. He was able to get out that he
suffers from autism and is college educat-
ed with two master’s degrees, but said he
has a difficult time finding employment.
It seems that employers are often put off
by his bad social interaction skills and are
worried about his potential ability to fit in
with other employees. Because of prob-
lems like this, the young man told Kasich,
adults suffering from autism have very
high unemployment rates.

Kasich moved closer and leaned
in, clearly both agitated and con-
sumed by the man's problems.

The 600 people in the room could

see that Kasich knew what this

guy was talking about—not in

terms of the specific symptoms

of autism, maybe, but in a person-

al and emotional way. Because if
there is one thing John Kasich un-
derstands, it is not being under-
stood. Everyone agrees he is bright
and likeable, but not everyone agrees that
he brings a sense of what we constitute
as normalcy.

He has been described as flaky,
mean, cheerful, ornery, sullen, distant,
and enthusiastic. Someone who is honest
but not forceful about his spirituality who
often spouts crazy-uncle idioms, who
sometimes lectures instead of discuss-
ing, and who is always impressed with his
own jokes. In a 1995 Washington Post ar-
tide, the then Ohio congressman was de-
scribed by those with whom he worked
as someone who needed both Ritalin
and Valium for his own mental balance
to balance the federal budget. The writer
also observed that Kasich’s eyes blinked
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thirty-six times in a minute, compared
to just two blinks in the same period by
“the more inert” Texas Congressman Dick
Armey. “[Kasich] radiates so much ener-
gy that colleagues in the Ohio delega-
tion, weary and looking for sleep, dread
the thought of getting seated near him on
flights back to the Midwest,” the article
said. The Post story also declared Kasich
to be a "wiry and fidgety politician.”

But on this day in Watertown, his
eyes seemed to blink slower as he settled
the young man down and addressed dis-
ability and mental health issues. “When

Though he made

the decision not to make his

brother a part of the

campaign, John Kasich has

not shied away from the
main reason he expanded
Medicaid in Ohio.

it comes to developmentally disabled—
and we have to come up with a better
term—we just need to integrate people
into our system to the level they are able
to perform,” he said. “We just need to let
people know about these issues. It's not
hard to bring people in. What the heck, I'd
hire you”

This exchange took place at almost
every Kasich town hall meeting before
he suspended his presidential campaign
in April. This was where the presidential
candidate told the crowd that we must
all—government, private businesses,
neighbors—take care of the “people in the
shadows,” which, in Kasich code, means
the developmentally disabled, the men-

tally ill, the drug addicted, and the impov-
erished. The ones we may have a hard time
understanding because they are not like us.

Republicans have hammered Ka-
sich’s 2013 decision to expand Medicaid
in Ohio, accusing him of being friendly to
President Barack Obama’s health care re-
form initiatives and warning that the ex-
pansion “would be a disincentive to work.”
In other words, any health program that
is not provided by the private market or
a charitable entity—even government-
led mental health initiatives—is nothing
more than just another welfare entitle-
ment for the poor.

But buried a bit deeper in all the po-
litical wrangling is a simpler reason why
Kasich expanded Medicaid: more men-
tal health treatment and accessibility for
everyone had long been at the top of his
policy wish list, and he saw expanding
Medicaid as the best way to get it. This
was driven by three main factors in the
John Kasich belief book. He thinks physi-
cal and mental health programs must be

conjoined for either to be effective, his

Christian beliefs are clearly based in

helping the less fortunate, and he’s
familiar with mental illness issues
thanks to family experience. Even
with these three driving factors,
it’s been no easy task.

“When [ started out as a
judge more than forty years ago,
the first thing I noticed was that my
docket was full of people with men-
tal health issues, and they kept com-
ing through again and again,” says Ev-
elyn Lundberg Stratton, a Republican who
served as a justice on the Ohio Supreme
Court from 1996 to 2012. “They were re-
cycled inmates. And the sheriffs who ran
the jails were saying that incarcerating the
mentally ill was consuming most of their
resources.” John Kasich, Stratton contin-
ues, “has been a courageous governor in
bucking his own party on this issue, and

as aresult he has saved many lives.”

It was the new allocation of resources
that attracted Kasich initially to the Med-
icaid expansion. Even before he was elect-
ed Ohio governor in 2011, states had to re-
formulate their Medicaid programs to get
them more in line with federal mandates
as part of the initial Obamacare changes.



So eighteen months before he was elect-
ed, Kasich assembled a team—some of
whom had worked with him in the 1990s
in Washington on the federal budget—
that would look at ways to integrate men-
tal health programs into the revised Ohio
Medicaid system. “He joked that he was
getting the band back together again,”
says Greg Moody, who worked on the U.S.
House Budget Committee in the 19g0s
and is now the director of the Ohio Gov-
ernor’s Office of Health Transformation.
The Medicaid expansion brought
about 600,000 Ohioans into the program;
more than half of them worked (or had
spouses who did) and another 30 percent
didn’t work because of chronic disabilities.
About half of those with chronic condi-
tions had associated mental health issues.
“We have found through numerous stud-
ies that most of the mentally ill lose their
jobs because of health problems, mostly
because getting physical health treatment
becomes difficult for them to take care of
with the other issues plaguing them,” says
Terry Russell, director of the Ohio chapter
of the National Alliance on Mental Illness.
The Kasich administration has in-
stituted numerous programs that make
Medicaid spending more efficient in inte-
grating mental health into the equation—
from increasing childhood access to men-
tal health treatment to changes in opi-
oid addiction treatment polices to spend-
ing $316 million in fiscal years 2016 and
2017 to help Chioans with developmen-
tal disabilities, including programs to find
better housing and jobs. “We seem to ig-
nore these people,” Kasich said during
a campaign speech in Georgia last year.
“Now, I don't know how many of you
know people who struggle with these ill-
nesses, but if you've got problems with
schizophrenia and you find yourself in
prison? It’s a disgrace in this country.”
Selling that line of thinking has
been difficult, especially in the evangelical
Christian community. According to a 2013
study by Lifeway Research, a Tennessee-
based Christian church research group, 48
percent of evangelical, fundamentalist, or
born-again Christians believe that prayer
and scripture study alone can overcome
mental illness. (Interestingly, eighteen- to
twenty-nine-year-olds in those groups are

{/M SPECIAL REPORT ON MENTAL HEALTH

more likely to believe in Bible and prayer
treatment than those between the ages of
fifty-five and sixty-four.) So while Kasich
has been adamant about trying to bring
better mental health treatment options
to the poor, he is facing a strange battle
of sorts within the GOP power base. Not
only do many Republican conservatives
believe that mental health care provided
under the Medicaid umbrella is repack-
aged welfare, many also believe that prayer
is all that’s needed.

Some observers think that may
be changing. “There may be some pas-
tors and Christian counselors with plat-
forms who remain very skeptical of men-
tal health professionals and the mod-
ern concept of mental illness, but I can't
imagine my evangelical friends rejecting
a candidate who strongly supports better
funding of mental health research or ac-
cess to mental health services on that ba-
sis, especially if they were demonstrably
committed to other issues of interest to
evangelicals . . . sanctity of life, religious
liberty, school choice, the persecuted
church,” says Stephen Greevich, a psychi-
atrist in Chagrin Falls, Ohio, who works
with church groups on religious and chil-
dren’s disability issues. Evelyn Stratton
thinks that what Kasich has been doing
politically—trying to hold down costs
while providing services to the mental-
ly ill—will work “because everyone has a
mother, father, sister, or brother who has
amental illness problem.”

In Kasich's case, this is true. His
younger brother Rick, fifty-nine and a for-
mer postal worker like their father, told
the Columbus Dispatch in a 1999 interview
that “he takes medication and sees a coun-
selor for emotional problems.” The prob-
lems were, he said, “chemical in nature. .
. I could give you a diagnosis, but I'd rath-
er not.”

The family went through horrific
tragedy in 1987, when the brothers’ par-
ents were killed by a drunk driver. There
was some disagreement about how the
estate would be divided, according to the
Dispatch story, and bad blood developed
between them. Rick Kasich said his broth-
er's “life can’t be reconciled to me in any
degree. ... I have alow view of him. I really
don’t want to get involved with him.”

While the two have since reconciled,
according to an April story in the New
York Times, Rick’s opinion hasn’t changed
much. “He doesn’t have much to do with
me, and I don’t have much to say about
him,” he told the Times. His older brother’s
campaign told the paper, “We love Rick
deeply and have shared the struggles that
his disease brings with it,” and called for
his privacy to be respected.

Though he has made the decision
not to make his brother a part of his po-
litical campaigns throughout the years—
and not to use Rick as an example of why
policy changes are needed when lobbying
the state legislature in Columbus—John
Kasich has not shied away from the main
reason he expanded Medicaid in Ohio.
During one of the early debates last sum-
mer, he was asked why he'd done it: “T had
an opportunity to bring resources back to
Ohio to do what? To treat the mentallyill.
Ten thousand of them sit in [Ohio] pris-
ons. It costs $22,500 a year [for each one].”

Very simple: Save government mon-
ey. Practice what you preach. And, more
importantly, learn from personal experi-
ences, however painful they may be. W

Daniel McGraw is a freelance writer and au-
thor living in Lakewood, Ohio. He is a former
senior editor with U.S. News & World Report
and his work has appeared in Politico, Pacific
Standard, the New Republic, Next City, the
Guardian, and others.

Washington Monthly
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MENTAL HEALTH COURTS

A workaround for a broken mental health system,

By Paul S. Appelbaum

County had a problem. With a paucity
of available mental health programs,
police often had no alternative to arrest
for people who were behaving bizarrely
on the streets. Growing numbers of de-
fendants with serious mental illnesses
were appearing in criminal court, charged
with crimes such as trespassing that of-
ten seemed driven by their disorders. Af-
ter a short jail stay, usually without treat-
ment, their charges would be dismissed
or sentences reduced to time served by
judges who knew that their reappearance
in court was almost inevitable.
Judges around the country, usual-
ly with no background in mental health,
faced dockets clogged with similar cases.

I n the mid-19g0s, Florida's Broward
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Epidemiologic surveys of jails and pris-
ons found that 14 to 24 percent of in-
mates suffered from serious mental ill-
nesses, conditions more often neglected
than treated during confinement. With
little public interest in funding adequate
services, the problem of how to deal with
persons with mental disorders was being
left to the already overburdened criminal
justice system. Broward County, though,
decided to do something to try to tack-
le the problem: it established the first
mental health court (MHC) in the Unit-
ed States.

Drawing on the earlier model of
drug courts, aimed at treating rather
than punishing addicts, MHCs were de-
signed to divert defendants with seri-
ous mental illnesses from
the criminal justice sys-
tem. Models differ across
jurisdictions: some MHCs
intervene before trial,
others only after a find-
ing of guilt; misdemean-
ants are the exclusive fo-
cus of the Broward court,
but defendants accused
of felonies are also eligi-
ble in some places; most
MHCs don't control their
own treatment resources,
but a small number—like
the Miami-Dade program
in South Florida—do. Vi-
olent or sexual offenders
are often excluded from
participation, and some
jurisdictions impose oth-
er limitations. What they
have in common is the
ability to offer defendants
the opportunity to avoid

jail or prison time if they agree to follow
a court-approved treatment plan. MHC
participation is always voluntary, but
participants who complete the program
will have charges dropped or sentences
suspended. However, failure to abide by
the terms of the program can result in a
return to the criminal justice system and
the prospect of doing time.

MHCs are often paired with oth-
er reforms aimed at keeping the men-
tally il out of jail. In Allegheny County,
Pennsylvania, where Pittsburgh is locat-
ed, hundreds of police officers have gone
through a forty-hour “crisis intervention
team” training course on how to manage
individuals with mental illnesses. These
cops wear small blue “CIT” badges that
signal to street people with mental ill-
nesses that they are dealing with officers
who understand their conditions and
aren’t interested in putting them behind
bars. As an alternative to jail, police can
escort those who commit minor crimes
or disturbances—such as a man who re-
peatedly tried to direct traffic on a busy
main thoroughfare, according to the
Pittsburgh Post-Gazette—to special units
at local hospitals.

MHCs have become extremely pop-
ular, perhaps not surprisingly given the
ubiquity of the problem they are meant
to address. At last count, there were 357
adult MHCs in the U.S. and another six-
ty tribunals dealing with juveniles. The
MHC model has been adopted in other
countries, including Canada and Austra-
lia, and has spawned a similar approach
for veterans of the armed forces, who of-
ten have a combination of mental health
and substance abuse problems. Sever-
al of the bipartisan legislative propos-
als stutter-stepping their way through
Congress this year would encourage ad-
ditional jurisdictions to create MHC pro-
grams. But as with so many public policy
initiatives, enthusiasm for MHCs has of-
ten outstripped the evidence for their ef-
fectiveness and advocates tend to ignore
the downsides of the programs.

What do we know about how well
MHCs work? After some early equivocal
findings, most recent studies have con-
firmed that MHC participation is associ-
ated with reduced rates of rearrest and



reincarceration compared with ordinary
handling by the courts and correctional
system. A newly published study of the
District of Columbia MHC, for example,
found that 25 percent of misdemeanor
defendants with serious mental illness-
es who “graduated” from the program
were rearrested within two years, com-
pared with 48 percent of defendants who
were eligible for the program but didn’t
enter it. (Interestingly, MHC dropouts
had the highest recidivism rates of all,
at 55 percent.) Similarly positive results
come from Ramsey County, Minnesota,
in which St. Paul is located: misdemean-
ants who went through the usual crim-
inal process were two and a half times
more likely to be convicted in their first
year in the community and served
almost five times as many days

in jail in that period compared

with MHC completers.

Although it is often as-
sumed that reducing rear-
rest and incarceration will
result in a net savings, data
on costs associated with MHCs
has been inconsistent. A Rand
Corporation evaluation of the
MHC in Allegheny County, Penn-
sylvania, suggested that savings begin
to accrue after the first eighteen months
of participation, largely accounted for by
reduced jail time. However, an analysis
of four MHCs in different parts of the
country funded by the John D. and Cath-
erine T. MacArthur Foundation showed
that MHC involvement led to increased
annual costs of $4,000 per participant
compared with a matched group of non-
MHC jail detainees, as the costs of en-
hanced mental health treatment consis-
tently exceeded the savings from fewer
days of incarceration. When it comes to
dealing with offenders with serious men-
tal illnesses, MHCs are not offering a
free lunch.

What has been harder for research-
ers to pin down is why MHCs seem to
work. Advocates for MHCs, perhaps not
unreasonably, assumed that many of the
charges faced by defendants eligible for
the programs stemmed from behaviors
related to the ililnesses themselves. Per-
haps the euphoria and grandiosity asso-
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ciated with a manic state might lead to
the kind of public rowdiness that could
result in a charge of disordetly conduct.
Or the delusional thinking seen in acute
psychosis could cause a homeless per-
son to believe that he owned all the retail
stores in the city and hence to walk out of
a convenience store without paying for a
candy bar. Treat the symptoms of the un-
derlying illnesses, the theory went, and
the criminal behavior would go away. Al-
though that commonsense proposition
has been remarkably difficult to substan-
tiate, a recent reanalysis of data from the
MacArthur Foundation study has con-
firmed that increased medication com-
pliance and use of mental health servic-
es were linked to significantly lower rates

Family members

desperate to obtain treatment

for a loved one may see no
alternative but to have the
person arrested, hoping

detention will lead to diversion

to a mental health court.

of arrest. Nonetheless, it's still possible
that more intensive supervision or other
nonspecific factors play a role in reducing
recidivism too.

Often neglected in the rush to em-
brace the MHC model are the limitations
and potential negative effects of the ap-
proach. Since MHCs rarely control their
own mental health services, the treat-
ment plans they can impose are neces-
sarily limited by what is available in a
given area. Thus, participants who need
a service that no local provider offers
are simply out of luck. Moreover, given
that community mental health services
are “maxed out” in many locales, often
with waiting lists of weeks or months in
duration, creation of an MHC may sim-
ply alter who gets access to a scarce re-
source. Even if a judge’s order jumps
an MHC participant to the head of the
queue, it will only be at the cost of an-
other person with serious mental illness
who has never broken the law but now
will have to wait even longer for help. In

short, MHCs are not an easy solution to
the problem of an underfunded mental
health system.

Embedding access to mental health
treatment in the criminal justice sys-
tem can have other perverse effects as
well. Family members desperate to ob-
tain treatment for a loved one may see
no alternative but to have the person ar-
rested, hoping detention will lead to di-
version to an MHC. In addition to the
risk associated with an encounter with
the police—neatly a quarter of victims
of police killings each year have an iden-
tifiable mental illness—an arrest record
can lead to subsequent difficulty find-
ing housing, getting a job, and accessing
community services, all consequences of

endowing a person with the dual

stigmata of mental illness and a

criminal record. Yet the temp-

tation to gain access to treat-

ment by characterizing illness-

related behavior as criminal

is real. The ironic result may

be an increased flow of peo-

ple with serious mental illness-

es into the criminal justice sys-

tem, exactly the opposite of the
original goal.

Finally, we need to acknowledge
the paradox of the “success” of MHCs: if
adequate community-based services and
hospital beds were available for the treat-
ment of serious mental illnesses, it is un-
likely that Broward County and the hun-
dreds of jurisdictions that have followed
its lead would have developed MHCs in
the first place. To be sure, even with an
optimal system of mental health care
some people with mental illnesses would
end up facing charges and could bene-
fit from MHCs and other diversion pro-
grams. But as we listen to politicians,
bureaucrats, and others extol the MHC
model, we would do well to keep in mind
that it is only a workaround. Ultimately,
our badly funded and pootly organized
mental health system itself needs to be
addressed in a more thoughtful and sys-
tematic way. Wm

Paul S. Appelbaum, MD, is the Elizabeth K.
Dollard Professor of Psychiatry, Medicine and

Law at Columbia University.
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GETTING MEDS

Why does government make it so hard?

By Sally Satel

ny of the goo,000 physicians
A in the country can—and often

do—prescribe, at their own dis-
cretion, the kind of opioid painkillers
whose abuse has led to a 300 percent
spike in overdose deaths between 2001
and 2014. But if they want to prescribe
medicines to help patients overcome
opiate addiction, they face an array of
government restrictions and system-
ic obstacles.

Take a medication called buprenor-
phine, approved by the FDA in 200a2.
Buprenorphine’s profile has risen with-
in the last few years. It suppresses drug
cravings and quells withdrawal symp-
toms like muscle aches, sweating, anxi-
ety, agitation, and diarrhea—also called
“dope sickness.” The drug is a less potent
substitute for the classic opiate replace-
ment drug, methadone, and has less of a
potential for abuse. Some patients dose
daily over weeks or months as a way to
slowly detox from abused opiates. Oth-
ers stay with buprenorphine for years.

In order to prescribe buprenor-
phine, Congress requires that doctors
undergo special training and certifica-
tion from the Substance Abuse and Men-
tal Health Services Administration, or
SAMHSA. The eight-hour course is not
particulatly onerous (I did it in three
days at my computer, and it was an ex-
cellent refresher on opiate psychophar-
macology). Nor is it expensive. Yet, ac-
cording to SAMHSA, fewer than 32,000
doctors are certified. Worse, most doc-
tors with the buprenorphine certifica-
tion seldom administer the drug—4o0
percent of physicians allowed to pre-
scribe it never do so, according to SAM-
HSA. Also, many doctors who prescribe
buprenorphine don’t accept insurance.
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In fact, physicians routinely find that pa-
tients who make appointments to begin
buprenorphine treatment have already
initiated the medication on their own af-
ter buying it on the street, an indicator of
how hard it can be to find a doctor who
prescribes it.

What’s more, federal law limits cer-
tified doctors to treating only thirty pa-
tients at any given time during their
first year of prescribing buprenorphine
and a maximum of 100 patients there-
after. (If buprenorphine is prescribed
by a doctor in a licensed clinic devoted

Y%

to the treatment of opiate dependence,
then there is no limit per doctor.) “Re-
moving this barrier to buprenorphine is
particularly critical in rural and under-
served areas, where the growing need
for [medication-assisted treatment] of-
ten outstrips the number of physicians
licensed to supply it,” according to the
National Governors Association.

To be fair, the point of the limit
is to keep doctors’ offices from turning
into “film mills” (the drug is adminis-
tered in a sublingual “film”) that hand
out buprenorphine without providing
counseling and monitoring for abuse.

But in some regions of the country so
few doctors prescribe the drug, and so
many patients could benefit, that some
politicians and public health workers
have urged raising the limit or lifting
the cap altogether and allowing nurse
practitioners to prescribe it. While Pres-
ident Obama proposed allowing doctors
to treat up to 200 patients at a time after
the second year of buprenorphine prac-
tice, some observers believe this won't
make much of a difference because so
few doctors prescribe buprenorphine to
a large number of patients in the first
place. Soon an implantable form of bu-
prenorphine lasting up to six months
is expected to be approved by the
FDA. With this, concerns about abuse
should decline.

The buprenorphine limit has been
only one of several obstacles standing
in the way of providing effective drug
treatment for addicts more widely, but,
fortunately, abill called the Comprehen-
sive Addiction Recovery Act (CARA)
can remove a number of them. The
broad intent of the legislation is to pro-
mote treatment of addicts over punish-
ment. In service of that mission, it au-
thorizes an expansion of pharmacolog-
ical treatment for addiction. Using the
catch-all phrase “medication-assisted
treatment,” or MAT, the bill refers to
several kinds of medications that ad-
dress opiate addiction.

One of these drugs is methadone, a
synthetic substitute for heroin and nar-
cotic painkillers that prevents opiate
withdrawal symptoms and reduces crav-
ings. I work as a part-time psychiatrist in
a methadone clinic near George Wash-
ington University Hospital. My main job
is to adjust the doses of methadone that
patients drink daily in front of a nurse—
methadone is addicting in its own right,
and must therefore be carefully man-
aged. The methadone is pink and cherry
flavored; the lives of the patients are of-
ten far less sweet. The average age of our
clientele is fifty-seven. Most are unem-
ployed or disabled, and many have pris-
on records. They are old-school addicts:
people who started using three to four
decades ago, took heroin as their first
opiate, and quickly moved to injecting,



Today, by contrast, 75 percent of
all heroin users started with painkillers
that they bought on the street or from
pill mills run by unscrupulous doctors,
or stole from the medicine chests of un-
witting relatives and friends who were
prescribed the narcotics to treat pain. It
is this new generation of opiate addict
that’s galvanized public health officials
and politicians. According to the Na-
tional Survey on Drug Use and Health,
the number of first-time heroin users
nearly doubled between 2006 and 2013,
Ninety percent of that group comprised
whites living outside of urban areas who
began using opiates in their early twen-
ties. The heroin surge of the 1970s, by
contrast, comprised mainly inner-city
minorities who initiated use in their
mid-teens.

Today most methadone clinics ca-
ter to a subset of opiate users: those who
have been treated with methadone on
and off over the years; those who have
failed other medications and counseling;
and young users with habits too heavy
for treatment with buprenorphine.
CARA funds could indeed be used to es-
tablish more methadone and buprenor-
phine treatment, but the most valuable
aspect of the legislation with regard to
methadone is that it promotes the use of
MAT within the criminal justice system.
This is an important provision, because
many judges, prosecutors, and prison of-
ficials still believe that opiate addiction
can only be treated with counseling and
group therapy.

Another drug covered under CARA
is naloxone. Commonly known by its
trade name, Narcan, naloxone is the
subject of an entire section of the bill.
It is basically an antidote; it saves lives
by interrupting a potentially fatal over-
dose. It binds to the same sites in the
brain as heroin and most other opioids,
notably the breathing center in the
brain stem. But it has a tighter grasp, so
it can “kick” the opioid drugs off the re-
ceptors even after the drugs have taken
effect. Pharmacologically speaking, nal-
oxone is an opiate “antagonist.” It is de-
livered as an intramuscular shot, intra-
venous injection, or nasal spray. Timing
is essential: the medication must get to
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the brain stem as quickly as possible af-
ter opioid ingestion.

For decades following its approval
by the FDA in 1971, naloxone had been
used almost exclusively by emergency
room doctors and first responders. CVS
now sells Narcan kits to anyone with a
doctor’s prescription (patients can sim-
ply ask their doctors to prescribe it), and
in twenty-three states it can be bought
without a prescription. Narcan is also
sold online and is available at needle ex-
changes or public health clinics. Some
communities provide kits free to anyone
who asks.

Another antagonist, naltrexone
(Revia, Vivitrol), blocks abused opi-
oids from producing euphoria or a high
by binding tightly to opioid receptors.
It is not a substitute for heroin or pain-
killers—it will precipitate withdrawal
in people who are opiate dependent. To
avoid dope sickness, a patient must first
be opiate free for at least one week before
taking naltrexone. There is a small group
of people for whom the drug works well,
however—patients with stable social sit-
uations, a lot to lose, and motivation to
succeed, such as impaired physicians or

nurses. Naltrexone is primarily used as
an extended-release injection that has
to be taken only once monthly. A pellet-
like naltrexone implant, which is surgi-
cally inserted under the skin and lasts
between three and six months, is also
available, but it is used rarely and not ap-
proved by the FDA. (Unlike buprenor-
phine and methadone, naloxone and
naltrexone are not addictive, and will
have no effect on a person who does not
use opiates regularly.)

Medication is indeed a critical ele-
ment in the treatment of opiate addic-
tion in many patients. But it rarely does
enough, by itself, to solve an addict’s
problems: absent serious motivation to
recover, no medication will work. Full
recovery requires new, more construc-
tive habits, identities, relationships, and
a sense of one’s future. Ideally, howev-
er, the medications can provide an extra
dose of stability upon which addicts can
rebuild their lives, Wm

Sally Satel is an addiction psychiatrist, a resi-
dent scholar at the American Enterprise Insti-
tute, and a lecturer at Yale University School
of Medicine.

RURAL AMERICA

Vermont is finding a way to deliver.

ou could be forgiven for look-
Y ing at Vermont's heroin crisis—

the surging addiction rates,
the climbing death tolls, the related
crime—and feeling like you've read
this book before. After all, rural states
across the country are going through
the exact same thing. Centers for Dis-
ease Control data shows that drug
overdose death rates, up nationwide,
are particularly high in the most ru-
ral parts of the country. Resources for

By Elizabeth Hewitt

mental illness and substance abuse are
limited, and many people who struggle
with those issues end up in the crimi-
nal justice system.

“It was the perfect storm,” Gov-
ernor Peter Shumlin said. “Rising ad-
diction, rising prison population, lack
of money to keep doing what we were
doing, and a real sense of social injus-
tice being served to people who were
suffering from a disease that led to
petty crime.”

Washington Monthly

A1

—ahal )/ 1

\Le'1/ /) a

1

[\{[oeHe—a L \[ eTd/6@&



q
/

— e A RN

REEOIR®. )\ 7Y

L/ Uo7 /1 RN

Vermont is writing a new chapter,
though, with a series of policy respons-
es that have helped lower incarceration
rates by keeping addicts in treatment
and out of prison. While the shift in pol-
icy and attitude began with the previous
administration, Shumlin made criminal
justice reform a key part of his success-
ful 2010 campaign for governor and has
carried the initiative through his second
and third terms, dedicating his entire
2014 State of the State address to opi-
ate abuse.

“We must bolster our current ap-
proach to addiction with more com-
mon sense,” he said at the time. “We
must address it as a public health cri-
sis, providing treatment and support,
rather than simply doling out punish-
ment, claiming victory, and moving on
to our next conviction,”

Now, if you get arrest-
ed on a nonviolent charge
in Vermont, there’s a
good chance you'll nev-
er do time behind bars.
You might end up in
addiction treatment,
or with your case on
a special drug treatment
docket. Circumstances
depending, you might
not even end up with a
charge on your record. Three
Vermont counties have drug courts, one
has a mental health court, and another
has a DUI court. The treatment dockets
are part of a mosaic of initiatives that re-
route defendants away from prison and
into appropriate treatment for mental
health and substance abuse treatment.

These treatment courts reach peo-
ple when they are already much of the
way through the judicial system. Partic-
ipants in drug court are often charged
with drug-related offenses or drug-
motivated ones, like theft. The court is
specifically for high-risk, high-need indi-
viduals, who face the possibility of pris-
on time if they fail out of the program.

At fortnightly meetings, attended
by attorneys, social workers, probation
officers, a state trooper, and others, the
judge checks in, one by one, with each
enrollee in the program. If they make
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it to their regular urinalysis screenings,
group meetings, and therapy sessions,
they progress through the program. If
they fail to comply, they face sanctions.
If they fail too many times, their case
goes back to the criminal docket and
they go to prison to serve their underly-
ing sentence.

Unlike in drug treatment court,
defendants on Vermont’s DUI docket,
which began in January 2014, do not
avoid a conviction or sentence. The goal
is to resolve the underlying issues that
have led a person to multiple impaired-
driving charges. Typically the program
takes between eighteen and twenty-four
months to complete.

Vermont is still in the process of
building out the services that will in-
tercept and divert people in the stages
between arrest and conviction. Under

Governor Peter Shumlin made
criminal justice reform a key part of his
successful 2010 campaign for governor
and has carried the initiative through
his second and third terms, dedicating
his entire 2014 State of the State

address to opiate abuse.

the pretrial services program, passed
by the legislature in 2014 and rolled
out in 2015, every county offers an as-
sessment that calculates an individu-
al's risk factor and indicates what types
of services they might need. Anyone
cited or arrested has the option to
go through a seven-question screen-
ing designed to flag potential mental
health or substance abuse issues be-
fore arraignment.

The program is designed to give the
prosecutor and judge more information
about an individual before making de-
cisions. The person facing charges may
be referred to treatment before even
stepping into the courtroom. Depend-
ing on the case, the prosecutor, and the
individual’s success in treatment, he or
she may never be formally charged with
a crime,.

Shumlin and other policymakers
are seeing results. Between 1997 and
2008, the number of people incarcerated
in Vermont's correctional system grew
by 86 percent, according to the Council
of State Governments. Given that trend,
the council predicted that there would
be 2,619 people incarcerated by mid-
2015. After years of reforms, that num-
ber came in at 1,734.

Several other rural states are im-
plementing similar programs to try
to divert nonviolent defendants away
from the correctional system. The pro-
grams attempt to relieve taxed criminal
dockets and maximize exhausted treat-
ment services, while curbing the re-
cidivism associated with addiction and
mental illness.

In Kentucky, defendants charged
with nonviolent offenses have the op-
tion of participating in a di-

version program. Under
the guidance of a pro-
gram officer, and with
approval of the district

judge, defendants are

referred to appropri-

ate treatment, ther-
apeutic counseling, and
other services. Depend-
ing on their success in
the program, their charg-

es may be dismissed.

Mike Thompson, director of the
Council of State Government’s Justice
Center, said that Vermont’s statewide
adoption of risk and need assessments
is a significant step. “That’s very impor-
tant, because you don't want judges, de-
fense attorneys, prosecutors making de-
cisions about the kind of program to put
somebody in without the benefit of that
criminogenic risk assessment,” Thomp-
son said.

However, Thompson said, while
there have been small gains from vari-
ous promising initiatives, Vermont lacks
a comprehensive system—and, with it,
lacks data tracking how well the pro-
grams actually function. That's a prob-
lem across the country, he said. And
without more coordinated efforts to col-
lect and gather the data demonstrating
how effective various initiatives actual-



ly are at curbing the prevalence of men-
tal illness in prisons, “we're going to have
the same kind of hodgepodge of stories
for the next ten years,” Thompson said.

Amid the many efforts to manage
available treatment and court resources,
scarcity of services in rural areas remains
a significant challenge in efforts to curb
opiate addiction and related crimes. It's
a shortage Governor Shumlin readily ad-
mits is one of the biggest weaknesses of
Vermont's system. Wait lists for addic-
tion services through Vermont's system
number in the hundreds, and wait times
can be weeks. “The demand is higher
than what we've built out,” Shumlin said.

Bobby Sand, a faculty member at
Vermont Law School and Shumlin's
criminal justice liaison, was a key driver
of the statewide risk-need assessment
system. The various diversion initiatives
are promising, he said, but the criminal
justice system as a whole is still lacking,
“The biggest thing that we're missing in
Vermont is a road map,” Sand said, “an
agreed-upon vision for how we collec-
tively address substance abuse and men-
tal health programs.”

One issue, he said, is lack of support
at the federal level. Greater investment
in programs like treatment courts would
be helpful. There’s also a need for more
experts and resources in mental health
and substance abuse treatment services;
the federal government could help with
that, Sand said, by setting up a program
to incentivize the field, similar to the
Title IV-E program that encouraged
more people to go into social work.

In the meantime, Sand said he be-
lieves that Vermont has been a leader
in one key way: recognizing that sub-
stance abuse and mental health issues
are best served by treatment, not by
prison, “I think the biggest thing we're
doing right is recognizing that a heavily
based criminal justice response to peo-
ple who present with a mental health
or substance abuse issue is not only not
effective but probably counterproduc-
tive,” he said. Wm

Elizabeth Hewitt is the courts and corrections
reporter for VTDigger.org, an online news or-
ganization in Montpelier, Vermont.
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DRUG TREATMENT

How to separate the good from the bad.

len's character tells an old joke about
two elderly ladies at a Catskill moun-
tain resort: “One of 'em says, ‘Boy, the
food at this place is really terrible’ The
other one says, ‘Yeah, I know—and such
small portions.” Well, the good news,
when it comes to addiction treatment
policy, is that the portions are larger—
that is, reforms over the past decade
have made treatment for substance
use disorders accessible and affordable
to more Americans than ever. The bad
news is that the quality of much of that
care is still terrible.
Even before the overdose crisis be-
gan claiming as many lives each year as
AIDS did at its peak, the need for sub-

I n the movie Annie Hall, Woody Al-

By Keith Humphreys

stance use disorder treatment in the
United States was immense. More than
twenty million Americans meet medical
diagnostic criteria for a drug or alcohol
disorder, exacting a brutal toll on their
health and well-being as well as impos-
ing substantial costs on the communi-
ty, from intoxicated driving, violence,
unemployment, family breakdown, and
infectious-disease transmission. But be-
cause excessive substance use has until
recent years been seen primarily as a sin
meriting stigma and punishment, fund-
ing for addiction treatment has been
in short supply. Many private employ-
ers haven't particularly wanted to pro-
vide good insurance benefits for their
employees wrestling with addiction,
and taxpayers have been
reluctant to fund servic-
es, with the exception of
a few groups who provoke
unusual sympathy and
concern, like veterans and
pregnant women.
However, sustained
cultural and political activ-
ism, including by recover-
ing addicts themselves, has
created a new public un-
derstanding of substance
use disorder and, with it,
a new public policy envi-
ronment. In 2008, Con-
gress, with strong biparti-
san majorities, passed the
Wellstone-Domenici Men-
tal Health Parity and Ad-
diction Equity Act, which
mandates that substance
use and mental health dis-
order treatment benefits
provided by large employ-
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ers be comparable to those provided
for physical health care. The same year,
the Medicare Improvement for Pa-
tients and Providers Act substantial-
ly enhanced the outpatient substance
use and mental health disorder treat-
ment benefits for that program’s fifty
million beneficiaries. The Affordable
Care Act (ACA) advanced access even
further in 2010 by mandating cover-
age for substance use disorder screen-
ing and treatment in health insurance
exchanges and within the Medicaid ex-
pansion provisions. Along with other
changes wrought by the ACA, the legis-
lation is estimated by the Department
of Health and Human Services to have
improved access to care for substance
use disorder treatment for more than
sixty million people.

People who pushed for these mas-
sive reforms (including me) are jubi-
lant that access to treatment has
reached a historically unprece-
dented level. However—and it’s
a big however—the long-under-
funded, undervalued, rickety
U.S. addiction treatment sys-
tem cannot consistently pro-
vide the quality of care that pol-
icymakers, purchasers, and pa-
tients are now going to expect in
exchange for a flood of new pub-
lic and private money. Studies of the
system have shown that most programs
do not have even one medically trained
person on staff who can write a pre-
scription, conduct a physical exam, or
diagnose hepatitis, HIV, or tuberculosis.
Very few treatment agencies meet cur-
rent standards for electronic health re-
cords, and about a quarter have no com-
puter resources of any kind. Even billing
a private insurer or Medicaid is beyond
the capacity of most programs, Physical
infrastructure is sometimes tatty, and
clinics are frequently located in areas
that make them unappealing to patients
and also isolate them from other health
care providers.

While many treatment agencies
contain dedicated staff who offer high-
quality care, one also sees the sorts of
programs one expects to see when a
marginalized population receives un-
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derfunded services: treatment with no
basis in scientific evidence, individuals
poorly trained in the professional and
ethical requirements of their job, and
a culture of low expectations and ac-
countability. The prominent addiction
researcher Tom McLellan used to illus-
trate the field’s realities with a classi-
fied ad from a Philadelphia newspaper:
“Drug counselor wanted, $12,000, no ex-
perience necessary.”

When that same Tom McLel-
lan and I were working in President
Obama’s White House Office of Nation-
al Drug Control Policy, we shared the
view that a root cause of the often poor
quality of substance use disorder treat-
ment was its segregation from the rest
of the health care system. Although it is
far from perfect, the mainstream health
care system has established numerous

A classified ad from a
Philadelphia newspaper
illustrates the addiction

treatment field’s realities:
“Drug counselor wanted,
$12,000, no experience
necessary.”

mechanisms to attract and retain well-
trained staff, to apply scientific evidence
in clinical practice, to protect the dignity
of patients, and to improve the quality
of care. Evaluations of current addiction
treatment effectiveness generally show
that the average patient benefits de-
spite the challenges, and we believe that
bringing addiction treatment out of the
shadows and into the larger health care
system would not only reduce stigma
but also improve the quality of care over
the long term.

The most obvious and impor-
tant way to accomplish such integra-
tion was to advocate for full inclusion
of substance use disorder care within
the ACA. But it also involved other bud-
getary decisions, particularly prefer-
ring expansions of treatment funding
within established federally supported

health care systems such as Communi-
ty Health Centers, the Veterans Health
Administration, and the Indian Health
Service. This was a change from the pre-
vious policy of directing federal dollars
preferentially to the onetime bulwark of
federal support for treatment, the $1.8
billion Substance Abuse Prevention and
Treatment Block Grant to states. The
block grant does significant good, par-
ticularly in those states in which this
federal largesse is the only support for
services. However, it has never had any
mechanism to promote quality of care
(like pay for performance), nor have
the states shown any enthusiasm about
such standards being imposed. Further,
the set-aside funding led to a set-aside
treatment system with little connection
to the services and quality improve-
ment mechanisms of the mainstream
health care system. In addition, block
grant funding continues to decline
in real terms each year. For pro-
viders who adapt to the realities
of the new policy world, the surge
of new public and private fund-
ing will more than compensate
for the loss of the old fund-
ing stream: Medicaid spending
alone in 2020 is projected to be
more than ten times that of the
block grant.

With the new funding and new
legitimacy will come new expectations.
Substance use disorder treatment pro-
grams, like the rest of medicine, will
have to consistently employ qualified
staff, make use of evidence-based meth-
ods, maintain state-of-the-art health
care records, and be a part of modern
health care networks. The transition
will be bumpy, but it is also necessary.
Advocates have already won the chal-
lenging cultural battle to convince most
of the country that addiction is a legiti-
mate health problem. Now we must en-
sure that those experiencing it receive
quality health care. Wim

Keith Humphreys is a professor of psychia-
try at Stanford University. He served as a
senior policy advisor at the White House Of-
fice of National Drug Control Policy from
2009 to 2010.
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PARITY FOR MENTAL HEALTH

Time to strengthen enforcement.

ichael Kamins’s twenty-year-
M old son had recently been hos-

pitalized twice with bipolar dis-
order and rescued from the brink of sui-
cide. Then Kamins received a letter from
his son’s insurer—they had determined
that he had improved and it was no lon-
ger medically necessary for him to see his
psychiatrist two times a week, The com-
pany would pay for two visits per month.
“There was steam coming out of my ears,”
Kamins recalled, his face reddening at the
memory of that day in June 2012. “This is
my kid’s lifel”

His son again became suicidal and
violent, causing him to be re-hospitalized
eight months later. Kamins, a market-
ing professor at the State University of
New York at Stony Brook, felt he had to
do something. So he found a lawyer and
sued his insurer, alleging that it had vio-
lated mental health parity law by denying
his son needed care.

To Kamins’s great frustration, the
judge determined that he did not have
standing to sue under the parity law—
a decision he is appealing. Four years af-
ter receiving that letter, Kamins’s insurer
has still not admitted any wrongdoing or
compensated him in any way.

The case is an example of just how
difficult it is for patients and families to
access what they see as essential—even
lifesaving—mental health care, despite
heralded legislative changes designed to
pry open the door to more extensive and
better treatment.

In 2008, President George W. Bush
signed a landmark federal parity law ban-
ning discrimination in the treatment of
people with mental illnesses and sub-
stance abuse problems. Senator Edward
Kennedy called the law “historic,” and
praised his colleagues for finally ending

“the senseless discrimination in health
insurance coverage that plagues persons
living with mental illness.”

The law did not require health plans
to provide coverage for mental health,
but it did require any plan offering such
coverage to ensure that its mental health
benefits were on par with those offered

for medical and surgical care. Within a
few years, most insurers had dropped an-
nual limits on the number of therapy vis-
its they would cover. Separate deductibles
and higher co-payments and coinsurance
also became less of a problem.

In 2010, President Obama signed
the Affordable Care Act (ACA), which

By Jenny Gold

went a step farther: it required that all
government plans and those sold on in-
surance exchanges provide mental health
coverage—opening treatment to mil-
lions more people.

But neither the ACA nor the parity
law has ensured in practice that patients
receive fair and equal mental health cov-
erage. Insurance companies were unhap-
py with the plan to regulate utilization
management, like their determination
of whether a treatment is “medical nec-
essary,” and when those regulations were
finalized the insurers said they didn't
have enough guidance to implement
them properly. “We are not fighting pari-
ty. We are trying to understand it and im-
plement it to the best of our ability,” said
Pamela Greenberg, president of the As-
sociation for Behavioral Health and Well-
ness (ABHW), which represents insurers
providing mental health and addiction
coverage. “It's a complicated law with a
lot of gray areas.”

In the case of medical neces-
sity, professional opinions can vary
from case to case. And it’s not easy to
compare the necessity for treatment
across mental health and other medical
disciplines—certainly not as easy as
comparing deductibles and co-pays.
But mental health care advocates have
accused insurers of using medical ne-
cessity to deny coverage. Michael Ka-
mins'’s case, for instance, hinges on it—
his doctor says treatment is necessary,
but the insurer says it’s not. Years lat-
er, well after the crisis has passed, the
courts may have to decide. “‘Medical
necessity’ is the insurers’ last hurrah,”
says Meiram Bendat, who is represent-
ing the Kamins family and has filed oth-
er cases alleging parity law violations in
several states.

Washington Monthly

A1g

—ealall/ Y

®\\e' 1/ ) a

‘®
o
R
P

¢
T
by
LY
r



Ly e A

RSEeTER® . )\ Y

WASRSSA A EOVRWL O

It’s difficult to tell the extent to
which insurers are complying with the
law, because agencies have been enforc-
ing them in private, piecemeal fashion. A
review by Kaiser Health News found that
in the eight years since the federal law
was passed, the U.S. government has not
taken a single public enforcement action
against an insurer or employer for violat-
ing the law. “Our problem is that these in-
vestigations are all kept secret,” said Car-
ol McDaid, who coordinates the Parity
Implementation Coalition, an advocacy
group created to make sure parity laws
have been properly enforced. This means
that the decisions have no effect on what
other employers or insurers do, she said.

That lack of transparency can also
create problems for patients. Because en-
forcement isn’t assigned to any one fed-
eral agency—with various aspects fall-
ing to the Departments of Health and
Human Services, Treasury, and Labor,
as well as to state insurance commis-
sioners—consumers appear to be left
with limited or confusing options.
When they feel their care has been in-
equitable, no single agency can be
held accountable.

Advocates say most consum-
ers don’t even know they have new
rights, and those who do know often
don’t know where to turn. Just four in
ten Americans are aware that the gov-
ermment requires insurance plans to pro-
vide mental health benefits in parity with
medical benefits, according to a recent
poll from the Kaiser Family Foundation.
The Departments of Health and Human
Services and Labor both have consumer
assistance lines, but those numbers are
not specifically for mental health parity
concerns. “It gets very complicated for the
average person,” said McDaid.

Henry Harbin, former CEO of Ma-
gellan Health, a managed behavioral
health care company, said insurers have
taken advantage of the minimal over-
sight. “They can micromanage care down
to almost nothing,” said Harbin, who also
served as Maryland’s mental health direc-
tor before becoming a consultant. “The
enforcement in this area is a joke.”

Clare Krusing, a spokesperson for
America’s Health Insurance Plans, the
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industry’s main trade group, said it is
“a misperception” that enforcement has
been weak. Insurers are working close-
ly with federal and state governments,
she said, and “have taken tremendous
steps to implement these changes and
requirements in a way that is affordable
to patients.”

Beyond limited enforcement data,
it'’s difficult to empirically assess the re-
sults of the parity law—the few studies
that have been done have been limited in
time or scope, or have been done by ad-
vocacy groups. But some analysts point to
shortcomings, or at least a slow start.

A study from the health policy cen-
ter at the University of Colorado School
of Medicine found that at least through
2011, eighteen months after the interim
regulations took effect, the parity law had
little to no impact on access to or use of
mental health services.

Thanks to his
insurer denying further
coverage, Michael
Kamins had to tap into
his retirement fund to
pay for extra psychiatrist
visits for his son.

A study published in the journal
Psychiatric Services found that in the first
open enrollment period, from October
2013 through March 2014, a quarter of
the plans sold on two state Obamacare
exchanges appeared to violate the fed-
eral parity law in various ways, including
requiring higher cost sharing for men-
tal health. The states, one large and one
small, were not named in the research.

“I was surprised. I would have ex-
pected that a couple years after the law
was implemented it wouldn't be that
high,” said one of the authors, Haiden
Huskamp, a professor in the Depart-
ment of Health Care Policy at Harvard
Medical School.

In a 2015 survey by the Nation-
al Alliance on Mental Illness, an advo-
cacy group for mentally ill people and

their families, patients said they were
denied coverage because treatment was
deemed “not medically necessary” twice
as often for mental health as for other
medical conditions.

In March, President Obama weighed
in, suggesting that parity was at risk of be-
coming “an empty phrase.” He announced
the creation of a parity task force to cre-
ate tools and guidelines to hold insur-
ers accountable. “We've got to let the in-
surance carriers know that we're serious
about this,” Obama said during a panel
discussion at the National Prescription
Drug Abuse and Heroin Summit in Atlan-
ta, Georgia.

Several bills are pending that would
strengthen the parity law by requiring in-
surers to disclose the documents reveal-
ing how they make coverage decisions
on both the mental health and medical-
surgical sides of their business. Carol Mc-
Daid said that change is crucial to allow

advocates, lawyers, and patients to de-
termine and demonstrate whether a
violation has occurred.

As for Kamins, he is continuing
to wage his own private battle. His
court case is proceeding as a breach
of contract and deceptive business

practice suit, while Bendat said he also

plans to bring the parity law violation

to an appellate court. Kamins said he

wants a change in the insurer’s policy,

reimbursement for benefits denied, and
attorneys’ fees.

Kamins said he had to tap into his
retirement fund to pay for extra visits for
his son. After a year of ups and downs, in-
cluding rehospitalization, the young man
was able to return to college in the fall of
2013. The next year, his father's employer
contracted with a new insurer, which Ka-
mins said gave the young man greater ac-
cess to care and helped him become stabi-
lized. Now twenty-four, he is scheduled to
graduate this fall. Wm

Jenny Gold is a senior correspondent at
Kaiser Health News, a national nonprofit
news service covering health policy issues.
It is an editorially independent program of
the nonpartisan Henry J. Kaiser Family
Foundation, which is not affiliated with Kai-
ser Permanente.
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COST AND QUALITY

Integrating behavioral and physical

ehavioral health issues—mental
B illnesses and substance use dis-

orders—rarely occur in a vacu-
um. Many individuals with mental ill-
ness or substance use issues also suffer
from chronic physical ailments, includ-
ing diabetes, asthma, and heart disease.
All too often, physical needs are ignored
due to unresolved and overwhelming be-
havioral health issues, resulting in costly
and frequent emergency department vis-
its and hospital stays. Likewise, many in-
dividuals who are hospitalized for acute
medical conditions either have or may be
at risk for developing a behavioral health
condition. Among the highest Medicaid
users of hospital care in New Jersey, for

health care is the key.

By Allison Hamblin

example, 80 percent have a behavioral
health diagnosis.

Spending for Medicaid recipients
with a behavioral health diagnosis is
nearly four times higher than for those
without. The average yearly Medicaid
costs for someone with diabetes, for in-
stance, are below $10,000 for those with
no behavioral health condition but more
than $35,000 for those who have a men-
tal illness and substance use issue. As
many as one in five Medicaid beneficia-
ries has a behavioral health diagnosis,
and this population accounts for almost
half of total Medicaid expenditures.

Historically, the nation’s health
care safety net has separated treatment
of physical and behavioral issues, treat-
ing body and mind independently and
not providing “whole-person” care. This
approach ignores the role of mental ill-
ness and substance use as a cause of
many medical conditions. In some cases,
this may be because behavioral health
issues overwhelm an individual’s abili-
ty to focus on physical health problems;
in others, as can happen with substance
use disorders, the medical conditions
develop as a consequence of untreated
behavioral conditions.

Stories of Medicaid beneficiaries
are complex and diverse: Jerry, a fifty-
two-year-old alcoholic who went on dis-
ability after a job-related injury and be-
came addicted to opioids, has visited the
emergency department fifteen times
over the last year for gastritis and pan-
creatitis. Sharon, a forty-three-year-old
grandmother with severe depression,
diabetes, and spinal disc degeneration,
became unable to manage her complex
health needs and was hospitalized half

a dozen times within twelve months.
Kevin, a homeless thirty-one-year-old
with bipolar disorder, visits the emer-
gency department frequently, and has
been in and out of jail eight times in the
last three years for disruptive behavior
and petty crimes.

A prevailing theme for these indi-
viduals is their lack of access to coordi-
nated physical and behavioral health
services. State and federal policymakers
are increasingly focusing on the need
to better coordinate care for this popu-
lation, not only to improve health and
generate potential cost savings but also
to help reduce homelessness, end the cy-
cle of repeat jail visits, and improve this
vulnerable population’s overall quality
of life.

Innovations made possible through
the Affordable Care Act (ACA), plus
growing recognition of the prevalence
of behavioral health needs among high
users of health care, are helping to in-
tegrate behavioral and physical health
services. Under its Innovation Accelera-
tor Program, launched in 2014, the Cen-
ters for Medicare and Medicaid Servic-
es (CMS) is helping states advance new
payment and service delivery reforms,
including efforts that seek to improve
care for those with substance use disor-
ders and co-occurring physical and be-
havioral health conditions. With CMS
support, states are developing new data
tools, quality measurement strategies,
and payment arrangements that sup-
port more coordinated care.

Through the Mental Health Par-
ity and Addiction Equity Act, health
insurers must now cover behavioral
health treatment at the same level as
medical care. Under Medicaid expan-
sion, states must provide newly eligible
populations with more robust behav-
ioral health benefits than they previ-
ously offered. A new federal initiative
will create “certified community behav-
ioral health centers,” with heightened
requirements for delivering integrated
care to individuals with serious behav-
ioral health needs. In addition, current
regulatory reform efforts aim to reduce
barriers to care coordination imposed
by 42 CFR Part 2, a federal privacy law
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governing the exchange of information
related to substance use disorders.

On a parallel track, the urgency to
address the many costs of poorly coor-
dinated physical and behavioral health
services is building at the state level.
One of the key places this is playing out
is in managed care, in which more than
70 percent of all Medicaid beneficiaries
are enrolled. Traditionally, most states
have excluded specialty behavioral
health services from managed care ar-
rangements, either leaving those ser-
vices unmanaged or contracting with
a separate entity to administer behav-
ioral health benefits. A few innovator
states, including Tennessee and Min-
nesota, have long integrated services
within a single managed care plan to
provide a more holistic focus, but un-
til recently few other states have done
s0, due to the many complexi-
ties associated with this ma-
jor system overhaul.

More recently, the mo-
mentum has increased, with
atleast sixteen states now
providing or planning to
provide behavioral health
services within an integrat-
ed health plan. These states,
including Arizona, Florida,
Kansas, New York, and Texas,
are testing care delivery mod-
els that make one entity accountable for
physical and behavioral health services.
With greater ability to identify and ad-
dress a more complete array of health
needs, as well as bottom-line incentives
to prevent avoidable and costly hospital-
izations, the end result promises to be
more seamless care for beneficiaries.

Other innovations are springing up
across states to better serve individuals
with behavioral health needs, improve
health outcomes, and reduce unneces-
sary health and social service outlays.

Medicaid “health homes,” for ex-
ample, made possible under the ACA,
give states a mechanism to pay for the
intensive care coordination required
for individuals with chronic conditions.
Currently twenty-one states and the
District of Columbia are operating a to-
tal of thirty health home programs for
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high-risk patients, two-thirds of which
specifically focus on adults with severe
mental illness. These unique programs
are not a physical home; they can be
based in a primary care or behavioral
health provider’s office or offered virtu-
ally. Wherever care is “housed,” services
must include comprehensive care man-
agement, transitional care and follow-
up, and referrals to community and so-
cial support services.

Missouri, for example, established
Medicaid health homes throughout the
state’s twenty-nine community men-
tal health centers. Beneficiaries with
behavioral health issues receive men-
tal health treatment from providers
who also coordinate medical treatment
needs and provide links to social sup-
ports, functional skills training, and
post-hospitalization services. With-

Jerry, a fifty-two-year-old

alcoholic who went on disability
after a job-related injury and
became addicted to opioids, has
visited the emergency department
fifteen times over the last year for

gastritis and pancreatitis.

in its first year of operation, the pro-
gram has saved nearly $100 per month
per beneficiary, resulting in $31 million
in Medicaid savings linked to reduced
emergency visits and hospitaliza-
tions and significant improvements in
health outcomes.

Providing a personal connection
with peers is one of the most successful
strategies for gaining the trust and re-
ceptiveness of patients to seek and stay
in mental health or addiction treat-
ment. Project Engage, an initiative of
Christiana Care Health System in Del-
aware, uses a team of individuals who
have successfully recovered from addic-
tion to build relationships with hospital
patients with substance use disorders.
Early results show that over 40 percent
of patients seen through Project En-
gage successfully enrolled in substance

use disorder treatment, resulting in
significant savings from reductions in
hospital and emergency admissions.
This program is now being replicated
across several hospitals in Pittsburgh.
A similar effort in Rhode Island targets
individuals visiting the emergency de-
partment for an opioid overdose. The
AnchorED program connects patients
with peer recovery coaches who pro-
vide support and resources and, per-
haps most importantly, a sympathetic
ear. Since the program started, 8o per-
cent of patients have engaged in some
type of recovery services.

Because many individuals suffer-
ing from mental illness and substance
use disorders cycle in and out of jail, con-
necting people to the care they need to
avoid incarceration is a high priority for
municipalities and states. For example,
in May 2016, Maryland officials

announced a first-ever propos-

al to reduce Medicaid eligibil-

ity requirements for individ-

uals upon release from incar-

ceration, with the goal of

providing immediate cov-

erage and access to needed

services—including behavior-

al health treatments—upon

reentry into the community.

Individuals enrolled through

this expedited process would re-

ceive coverage for sixty days, at which

point standard eligibility determination
requirements would resume.

At present there is no comprehen-
sive fix to improve care for people with
behavioral health issues. But through in-
novations occurring in states across the
country, the health care system is mov-
ing toward whole-person care on many
fronts. Ensuring that people get coor-
dinated behavioral and physical health
care will help to keep them out of the re-
volving door of emergency care and in-
patient stays, improving the health and
quality of life for many. Wm

Allison Hamblin is vice president for strategic
planning at the Center for Health Care Strate-
gies, a nonprofit policy resource center
focused on improving the health of low-
income Americans.
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BETTER POLICE TRAINING

Learning to interact with people living with
intellectual or developmental disabilities.

n January 12, 2013, Robert
O Ethan Saylor, a twenty-six-yeat-

old man living with Down syn-
drome, went to see Zero Dark Thirty at a
local theater in Frederick County, Mary-
land. He was accompanied by his atten-
dant, Mary Crosby. When the movie
ended, Crosby asked him if he was ready
to go home. Saylor became angry, and
Crosby called Saylor’s mother for ad-
vice on managing the situation. Saylor’s
mother suggested that Crosby go get
the car to give her son an opportunity
to calm down.

While Crosby was gone, Saylor de-
cided to go back inside the theater. He
sat down in his original seat to watch
Zero Dark Thirty a second time. Custom-
ers aren’t supposed to do this, and he
was asked to leave. Against Crosby’s ad-
vice, a theater manager called three off-
duty sheriff's deputies who were work-
ing security. Things got loud, and then
physical as they grabbed the 300-pound
Saylor and tried to drag him out. Saylor
ended up on the ground in cuffs. He suf-
fered a fractured larynx, and died. The
Baltimore Chief Medical Examiner’s Of-
fice ruled his death a homicide as a re-
sult of positional asphyxia.

The officers were never indicted. I
believe that was the right call. T doubt
these three officers had any desire to
hurt Mr. Saylor, let alone to cause his
death. That is precisely what makes such
cases instructive and frightening, In-
deed, the deputies’ legal defense was
that they had followed their training in
their steady escalation of force.

Saylor didn’t respond to the depu-
ties’ instructions in the way they want-

ed or expected and was clearly angry and
frustrated, but he was sitting passively
in his seat. They dealt with his disrup-
tive and defiant—but non-dangerous—
behavior by putting their hands on him

=
7

when they could have kept their dis-
tance and waited for him to calm down
or for more-experienced help to arrive.
His attendant was available to assist
them; his mother was en route. This sit-
uation could have been managed with-
out force. Instead, as a judge concluded,
Saylor died over a $12 movie ticket.

By Harold Pollack

In this era of Black Lives Matter,
protesters, ordinary citizens, policy-
makers, and police are trying to find
common ground in improving police
training and procedures to defuse po-
tentially violent situations of all kinds.
Everyone involved in policing also un-
derstands that officers require better
training, policies, and procedures when
they encounter people in behavior-
al crisis. Many police departments are
raising their game to deal with crises
that arise from severe mental illness. [
myself am involved in two Chicago ef-
forts to reduce the use of force by po-
lice in such situations.

Less attention is paid to men,
women, and youth who experience be-
havioral crises involving intellectual
disability, autism, communication dis-
orders, and other disabilities. Some-
times, as with Robert Saylor, the dis-
abilities are obvious. Sometimes they
are more hidden, or are merely one ele-
ment in the mix. A disturbing number
of violent policing incidents involve in-
dividuals living with intellectual and
developmental disabilities (IDD). Bal-
timore’s Freddie Gray, for example, ap-
pears to have been cognitively harmed
by lead paint exposure, and Chicago’s
Laquan McDonald experienced a com-
plicated mix of mental health challeng-
es and learning disabilities.

This issue is of some personal inter-
est to me. My wife, Veronica, and I are
the guardians of her brother Vincent,
who lives with an intellectual disabili-
ty called fragile X syndrome (FXS), the
most common heritable cause of intel-
lectual disability. Men with this disorder
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sometimes exhibit behaviors that may
require interventions, including from
law enforcement. In one national sur-
vey of caregivers of young people with
FXS, one-third of parents reported that
they had been injured, often repeatedly,
by their sons.

Rebecca Feinstein and I recently
surveyed forty middle-aged and older
caregivers for individuals with fragile X
syndrome. Personal safety was a com-
mon concern. One respondent had been
pushed down the stairs and suffered a
broken rib and punctured lung. Another
reported, “He’s not aggressive or violent
just for the sake of it. . . . I know what
triggers it. I spend the vast majority of
my days working around knowing how
to prevent something like that from
happening.” As long as the behavior was
directed only at her, she had learned to
live with it.

Some of the most poignant
conversations occurred after the
tape recorder was shut off. One
mother described how her son
had hurt someone in a ran-
dom outburst and then fought
with the police. I asked, “Why
is he still living with you?” Her re-
sponse was straightforward: The
best residential placements won't
take him because of these behav-
iors; the places that will take him in-
clude other young men who exhibit the
same behavioral challenges. She was
afraid for her son.

Caregivers’ concerns are com-
pounded by worry about how their sons
might be traumatized, injured, or worse
if they summon law enforcement help.
They have good reason to be concerned;
too many police departments haven't
been educated on the issues associated
with IDD.

Even positive or inclusive stereo-
types don't always help. The popula-
tion of individuals who live with IDD is
diverse, experiencing conditions rang-
ing from Down syndrome and other ge-
netic disorders to the consequences of
traumatic brain injury and fetal alco-
hol syndrome. Some of these disabili-
ties are easily recognized, but others
are more subtle or are accompanied by
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physical or psychiatric comorbidities,
including some that bring them into
conflict with others or into contact
with police.

Basic improvements to training
and procedures can make a big differ-
ence. Dr. Bruce Davis, the director of
behavioral and psychological services
at Tennessee’s Department of Intellec-
tual and Developmental Disabilities,
and his colleagues offer useful strat-
egies for officers to slow situations
down, to use time and distance to keep
everyone safe from avoidable physi-
cal confrontations. I asked Davis what
he was trying to accomplish with this
training. “One thing [ trytodo. . .is to
turn around the idea that the success-
ful intervention is a collar, or an ar-
rest,” he said. “We turn it into the idea
that a successful interaction is a de-

A successful police
intervention can be a
de-escalation that keeps
everyone safe from
avoidable physical
confrontation rather than
a collar or an arrest.

escalation. We talk about quiet author-
ity and how much more effective that
can be in working with many people,
particularly a person with intellectual
disabilities. . . . It's a reconceptualiza-
tion of the police officer’s role.”

Davis also teaches officers about
some of the health problems that indi-
viduals with IDD may experience when
they are physically restrained. One criti-
cal principle is to restrain resistant sub-
jects on their sides rather than face-
down, and to monitor the restrained
person’s face for signs of distress. Many
deaths occur because officers restrain
someone in a prone position, and then
apply pressure to the neck, back, or
chest in ways that can cause lethal as-
pirations or positional asphyxiation.
Many people with IDD experience re-
spiratory disorders, GI reflux, or mor-

phological defects that make prone re-
straints especially dangerous.

Sometimes, interpersonal conflicts
occur at private residences or group
homes because a staff member or care-
giver has become overly controlling or
has otherwise precipitated conflict. Da-
vis related one case in which a group
home resident became angry and un-
ruly because the staff had gotten rid of
his pet dog. Family caregivers and staff
in residential facilities can also work
with local police ahead of time, inform-
ing police of a person’s specific disabili-
ties and behavioral challenges and for-
mulating a crisis plan.

Not long ago, Vincent wasn't feel-
ing well. He wanted to go to the hos-
pital. So an ambulance was sent to his
group home. As usual in such cases, a
police officer arrived to help. At some

point, Vincent decided that he want-
ed to slide from his chair onto the
floor. The floor was cold and dirty,
and Vincent is clumsy. So the offi-

cer tried to help by gently pushing

on Vincent’s shoulders to keep

him in the chair. But Vincent
didn’t like that, and resisted.

Fortunately, Veronica was there

to help, and the incident was re-

solved peacefully. But it’s scary to
think about how this mundane oc-
currence could have instantly become
life-changing for everyone. Vincent is a
strong 250-pound man who doesn’t al-
ways realize the consequences of what
he does. My mother-in-law occasion-
ally had marks on her arms because he
would flail at her with the back of his
hand when he got frustrated.

Vincent didn't pose safety issues
in the three years he lived with us; he
is blessed with a sweet disposition, and
is wonderfully gentle with Veronica and
our two daughters. Still, the possibility
of behavioral crisis remains in the back
of our minds, in the queue of anxieties
and worries. As does our concern about
whether it would even be safe or wise to
summon law enforcement help. W
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