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[bookmark: _Toc15309623]Executive Summary
Mobile Response and Stabilization Services (MRSS) differ from traditional crisis services in that MRSS provides more upstream services.  A mobile face-to-face response is provided to a family-defined crisis to provide support and intervention for a child/youth and their family, before emotional and behavioral difficulties escalate.  MRSS has been shown in other states to be responsive to child, youth and family needs, clinically and cost effective in “averting unnecessary” higher levels of care in settings such as emergency departments, inpatient psychiatric care, residential treatment or other placement disruptions, and is often the first point of contact with families (NASMHPD 2018).

Other states instituted Mobile Response and Stabilization Services in response to a major tragedy such as a school shooting or pending legal action under EPSDT.  In Vermont, we would like to take a more proactive approach rather than waiting for a tragedy to drive system change.  We know we are not immune to tragedy and we need to have the right resources in place to do all we can to reduce the likelihood of one happening in our state. 

Vermont strives to get upstream as a system, but due to many factors including funding levels, much of our system supports are available only in reaction to an identified problem.  We want to shift from being reactive to responsive. When supports and stabilization are offered earlier for families in their chosen setting (home or community), we can shift the trajectory for children and their families, heading off the need for more intensive, expensive and/or longer-term services down the road. 

To that end, a cross-agency group has been meeting for over a year to analyze data, participate in a multi-state peer-to-peer learning event and to determine how in Vermont we can have a different story that provides the services and supports families need to avoid a tragedy.

In Vermont we have the following challenges: 
· Increase in children/youth (0-17) who go to Emergency Departments with a mental health crisis and then have to wait for days for a crisis plan to be put into place (inpatient, crisis alternative program, or community-based plan).
· Currently, Designated Agencies’ emergency services are expected to provide “Mobile outreach capability and crisis stabilization services as feasible within existing resources to help prevent need for higher level of care” (emphasis added).  There is a gap between the resourced capacity of the DA emergency services teams and the current demand for these services.
· The DA emergency services teams manage this gap between resource and demand by determining what constitutes a crisis and prioritizing crisis screening for inpatient admissions.  
· Families and providers see a need for responsive, in-home community supports beyond screening.

Our goals to address these challenges include: 
· Re-prioritize mobile response in our child and family system to respond to a family-defined crisis to help families in distress in a timely way through infusing resources to adequately meet the current demand.
· Interrupt a family-defined crisis and serve as a point of access for responding to the identified needs of the family so the child/youth can remain safe at home, in the community and school.
· MRSS is resourced for sustainability and effective response to local need.

Core components of MRSS
· Crisis defined by the caller – Just Go! 
· Face-to-face mobile response to the child's home, school or location preferred by the family (90% of the calls) within [TBD 30-60]-minutes of call 
· On-site/ in-home de-escalation, assessment & planning, resource referral
· Brief follow up stabilization services, case management
· MRSS Team consists of:
· Team coordinator/ clinical director
· Licensed or license-eligible clinician
· Behavioral Specialist or Family Peer Services Worker
· Access to a psychiatrist or APRN under the supervision of a psychiatrist
· Centralized Call Center (strongly recommended)
· Data tracking and performance measurement reporting

Outcomes:
Other states have shown significant positive outcomes for children and families following implementation of mobile response and stabilization services.  Vermont would anticipate similar impacts on the following:
· Reduction of ED visits for mental health needs
· Decrease use and lengths of stay in higher levels of care
· Prevent and/or reduce lengths of out-of-home placements
· Reduce wait times for services and support 
· Increase placement stability for children involved with child welfare
· Identify and offer more upstream services in the home or community resulting in better outcomes for families and lower system cost
· Improve the health and well-being of children, youth and families

The recommendations of this group are:
1. Pilot a MRSS team in 3 regions of the state in FY20. This would be done through an RFI process and would incorporate the components of a Vermont MRSS Service Array (see page 8 for detail). The investment for one regional MRSS team is calculated at $664K. For three pilot teams, the investment is estimated to be $1,991,332, prior to any reimbursement through Medicaid or other sources.  We estimate that 80% of the children served through MRSS are Medicaid-enrolled. Therefore, we will be looking at what are the Medicaid-covered components in order to estimate what the State will be able to leverage through Medicaid funding.

2. Develop a sustainability plan to implement MRSS statewide by 2021 to include fiscal resources and mechanism, continuous workforce development plan, and outcome measurement structure.


[bookmark: _Toc15309624]The Need for Action
Other states instituted MRSS in response to a major tragedy such as a school shooting (FL, CT, CO, NV) or pending legal action under EPSDT (NJ, MA).  In Vermont, we would like to take a more proactive approach rather than waiting for a tragedy to drive system change.  We know we are not immune to tragedy and we need to have the right resources in place to do all we can to reduce the likelihood of one happening in our state. 
OTHER STATES INSTITUTED MRSS IN RESPONSE TO A MAJOR TRAGEDY SUCH AS A SCHOOL SHOOTING OR PENDING LEGAL ACTION


An AHS interdepartmental team with representation from The Department of Mental Health, Vermont Health Access (DVHA), Children and Families, Family Services Division (DCF-FSD), and Aging and Independent Living, Developmental Disabilities Services Division (DAIL-DDSD) began meeting nearly a year ago to explore mobile response and support services (MRSS) for the child, youth and family system of care.  Representatives from these departments/ divisions, along with representatives from a family advocate organization and a Designated Agency participated in a state-to-state peer learning and technical assistance event in December 2018 to hear about the experience of other states who have implemented MRSS.  

Crisis mental health care in the United States is inconsistent and inadequate. This is tragic in that good crisis care is a known effective strategy for suicide prevention, a preferred strategy for the person in distress, a key element to reduce psychiatric hospital bed overuse, and crucial to reducing the fragmentation of mental health care. Our country’s approach to crisis mental health care must be transformed. Crisis care is the most basic element of mental health care, yet in many states and communities, it is taken for granted. Limited. An afterthought. A work-around. Even non-existent. In many communities, the current crisis services model depends primarily upon after-hours work by on-call therapists or space set aside in a crowded emergency department (ED). These limited and fragmented approaches are akin to plugging a hole in a dike with a finger.
(National Action Alliance for Suicide Prevention: Crisis Services Task Force, 2016)



[bookmark: _Toc15309625]National Focus on MRSS
The Centers for Medicaid and CHIP Services (CMCS) and SAMHSA issued a joint Informational Bulletin addressing coverage of behavioral health services for children, youth and young adults.  The Bulletin highlighted Medicaid reimbursable services with demonstrated clinical and cost effectiveness that are essential to meet the needs of this population, including mobile response and stabilization services.  The bulletin indicated that “Mobile crisis response and stabilization services are instrumental in defusing and de-escalating difficult mental health situations and preventing unnecessary out-of-home placements, particularly hospitalizations” (CMCS & SAMHSA, 2013).

The National Association of State Mental Health Program Directors (NASMHPD) released a report, “Making the Case for a Comprehensive Children’s Crisis Continuum of Care”, which highlights the need for families to have access to a full continuum of crisis supports available 24/7 regardless of payer (NASMHPD, 2018).  The report details the essential components of a crisis continuum of care that is specific for the needs of children, youth and families and is not build upon an adult crisis system. “A comprehensive crisis continuum features screening and assessment, ideally using a validated screening tool; mobile crisis response; crisis stabilization services, and residential crisis services, where necessary; psychiatric consultation; referrals and warm hand-offs to home- and community-based services; and ongoing care coordination” (NASMHPD, 2018).  

Mobile Response and Stabilization Services (MRSS) differ from traditional crisis services in that it’s more upstream.  A mobile face-to-face response is provided to a family-defined crisis to provide support and intervention earlier for a child/youth and family, before emotional and behavioral difficulties escalate.  MRSS has been shown in other states to be responsive to a child/youth and family’s needs, clinically and cost effective in “averting unnecessary” higher levels of care in settings such as emergency departments, inpatient psychiatric care, residential treatment or other placement disruptions, and is often the first point of contact with families (NASMHPD 2018).

Why MRSS? 
Most states across the country are challenged with over utilization of higher levels of care, children/youth waiting in hospital emergency departments before they can access the needed acute psychiatric care, lack of placement stability in foster homes, and high costs of law enforcement or ED response to child/youth behavioral health crises.

MRSS offers an antidote to many of these issues.  It provides opportunities that are beneficial to families and to the fiscal delivery of services.  Some main points to consider are that MRSS has been seen to:
· Identify and offer more upstream services resulting in better outcomes for families and lower system cost
· Decrease placements in higher levels of care
· Reduced wait times for services and support 
· Increase placement stability for children involved with child welfare

The goal of MRSS is to interrupt a family-defined crisis and serve as a point of access for responding to the identified needs of the family so the child/youth can remain safe at home, in the community and in school.  MRSS are provided where the child and family are naturally, such as the home or school.  Traditional crisis intervention services focus on crisis screening to determine if acute psychiatric inpatient care is needed, triage and referral.  In such cases, the crisis is typically defined by the provider who determines if the situation warrants screening.  This is often driven by capacity and may contribute to families going to an Emergency Department to meet a crisis screener.  

In contrast, MRSS takes a “just go” approach to responding to a family-defined crisis. These situations may not rise to the level of warranting screening for inpatient admission like danger to self or others, but nonetheless are a crisis situation for the family.  Without stabilization, these situations could escalate to a more significant crisis over time. When defined in this way in MRSS provider contracts, states have seen a shift in practice from traditional crisis services: MRSS connects with more families earlier than if the crisis team determined what they respond to.  

Another way MRSS has been shown to impact the system is in regard to children/youth in foster care. A compelling take away from the Dec 2018 MRSS Peer to Peer Onsite Technical Assistance opportunity was hearing from one jurisdiction which emphasized that mobile response provides an opportunity to meet children at the point they are entering foster care to support and hopefully reduce the trauma experienced at that moment. Data showed that 46/46 children who entered foster care and who had a mobile response were able to remain in their first placement. 
OTHER STATES’ SUCCESSES
[bookmark: _Hlk4144834]States which have effectively implemented MRSS, including a robust data tracking system, have shown savings through inpatient diversions, reduced hospital ED costs including reduced rates of subsequent ED visits, reduced out-of-home treatment costs (in number and lengths of stay), fewer foster home placement changes, and reduced costs of law enforcement intervention (NASMHPD 2018; CDHI 2018; NJ).  To cite a few:
· CT: A study of the Connecticut MRSS showed a 25% reduction in ED visits among children/youth who used MRSS compared to youth who didn’t access MRSS (Child Health & Development Institute, 2018). Evaluation of CT’s MRSS program found the 2014 average cost of an inpatient stay for Medicaid-enrolled children and youth was $13,320 while the cost of MRSS was $1,000, a net savings of $12,320 per youth. (NASMHPD, 2018).
· WA: The Seattle, WA MRSS reported diverting 91-94% of hospital admissions and “estimated that it saved $3.8 to 7.5 million in hospital costs and $2.8M in out-of-home placement costs” (NASMHPD 2018). 
· AZ: Arizona’s MRSS reportedly “saved 8,800 hours of law enforcement time, the equivalent of four full-time officers”. 

These fiscal and staff savings and reductions in utilization of higher levels of care are one part of the story.  Importantly, families report feeling more supported.
COMMON COMPONENTS OF MRSS IN OTHER STATES 
· Crisis defined by the caller – Just Go! 
· Centralized call center 24/7
· BA-level call center staff with access to clinician and child welfare expert
· Triage & warm hand-off to local mobile response service system (MRSS)
· Electronic case record accessible by mobile response team
· Verbal consent; presumptive eligibility
· Local mobile response service system (MRSS)
· Response time within 45 minutes to 1 hour
· 72 hr. intervention
· De-escalation, assessment & planning 
· Crisis Assessment Tool (short version of CANS)
· Service contracts through RFP and are all embedded in either a community mental health center or hospitals
· Follow up stabilization services for up to 8 weeks (56 days)
· Child Welfare policy that within 24 hours of a foster placement, mobile crisis goes to home regardless of the reason child entered care
· Regional or statewide crisis call centers coordinating in real time
· Robust staffing 
· Clear annual workforce development & standardized training
· Core intervention skills
· Routine data reporting, data analysis, ongoing quality improvement

(Connecticut Mobile Crisis Intervention Services: Performance Improvement Center, 2017; Massachusetts Behavioral Health Partnership; New Jersey Children's System of Care, 2016; Colorado Crisis Services, 2018; Wraparound Milwaukee; Wisconsin Administrative Code, Register, October, 2004, No. 586)

[bookmark: _Toc15309626]A Comprehensive Crisis Continuum in Vermont: MRSS Service Array
A comprehensive crisis continuum provides the right level of support and intervention to address the presenting crisis, without unnecessarily bumping to a higher level of care.  Successful comprehensive crisis continuums often have a single point of access.
Warm hand-off at any point


The following components are the proposed service array for Vermont’s MRSS: 
· Crisis is defined by the caller.  MRSS takes a “Just go!” approach.
· Centralized Call Center: consider expanding use of existing structure such as First Call or 211.
· MRSS receive calls, by conference or warm-line transfer, from the Call Center that have been triaged by the Call Center
· MRSS is delivered through a face-to-face mobile response to the child's home, school or location preferred by the family (90% of the calls) within [TBD]-minutes of call, or in rare situations through a telephonic or tele-health intervention
· Service includes:
· Screening and assessment, including use of standardized tool
· Crisis stabilization
· Crisis planning
· Resource referral and linkage 
· Case management 
· Prior to the end of the initial intervention, a Crisis Plan will be developed with the family and a copy provided to all participants
· Provide brief follow-up care (up to 72 hours) to promote continued stabilization and linkage with ongoing supports and services within the community
· Respond to crisis calls from the target population within their geographic service area during operational hours, seven days per week, 365 days per year. Must have the ability to be able to handle multiple calls at one time.
· After hours calls will be handled by the Call Center (i.e. 10:00 PM through 5:59 AM M-F and 10:00 PM through 12:59 PM Saturday, Sunday, & Holidays) and the Call Center will notify the MRSS of all calls received during the "after hours" period for follow-up by the MRSS in the morning.
· Follow-up care to support continued crisis stabilization, strengthening of supports, and linkage to ongoing services and supports
· Team consists of:
· MRSS team coordinator/ clinical director
· Licensed or license-eligible for independent practice as a clinical psychologist, clinical social worker, marriage and family therapist, licensed professional counselor, or licensed alcohol and drug counselor
· Behavioral interventionist
· Access to a psychiatrist or APRN under the supervision of a psychiatrist
· When responding to a home, MRSS team may use a paired response of clinician and interventionist or peer specialist.  
· Support to foster home on the day a child has an initial removal from their home and is placed in a foster home
· Outreach and marketing materials for public awareness
· Performance measurement system/ data tracking/ EHR integration between call center & MRSS team.  Consider:
· systems other states use for MRSS; 
· capability of DAs new EHRs; 
· system used by HMG/211
· Workforce development plan/structure.  Includes multicultural and linguistically competent, trauma-informed training and service delivery
· Free to the child and family regardless of insurance (back-end process for payment)
· Integrated approach for Mental Health and Developmental Disability

[bookmark: _Toc15309627]Vermont’s current landscape[bookmark: _Hlk5805740]I am an adoptive mom for a young man who is 14 years old chronologically, and developmentally age 5. While he has a complex learning and medical profile, it was not until his early teen years that both his physical size and mental health needs increased. 

Earlier this year we were sent to the Emergency Department (ED) because he became so dysregulated while at a routine med check with his psychiatrist that he was not safe coming home. He remained in the ED (without services) for 6 days, while being refused 5 assessment bed placements in three states because of his complicated co-occurring mental health and developmental service needs. On day six, we were discharged home without having the level of   services we needed in place. Not surprisingly, we returned to the ED just three days later for another six day stay…searching for an assessment bed where my son could receive support and be safe.  This time we were fortunate enough to be accepted by the VCIN (VT Crisis Intervention Network) and then supported by a specialized development disability services agency.

In the county where I live, mobile services are not available to persons in crisis. Instead families can call the crisis phone line, and someone can call you back, but mostly only to provide phone consultation. Not all DA’s have mobile services currently in VT. This can and would have made a significant difference for our family, had we received those proactive services and supports much earlier in his development. 

In-person crisis support, in the moment, provides support to both the child and the adults providing their care. Can you imagine telling someone over the phone how to perform a surgery with intricacies and evolving factors?  Why do we think social emotional supports for mental health are any less worthy of directed and skilled care in the exact moment that they are needed? 
~Kathleen
ONE FAMILY’S STORY

Vermont has a long history with a child, youth and family system of care; indeed, our state had the original federally funded initiative to create a system of care focused on children with emotional and behavioral problems and their families.  Underlying our system is strong legislation, Act 264, which ensures that the child-serving entities are coordinated at the state and local level (Act 264 Legislation, n.d.).  This entitlement to coordination was extended beyond children with severe emotional disturbance to children with any disability under special education (DOE/AHS Interagency Agreement, 2005). Additionally, the VT legislature established Outcomes of Well-being through Act 186 (Vermont Agency of Human Services, 2019)), including:
· Vermonters are healthy
· VT’s families are safe, nurturing, stable, and supported 
· VT’s children and young people achieve their potential

Yet families are still struggling to meet the needs of their children when they are having social, emotional, mental or behavioral difficulties.  Often, when a child is experiencing an emotional or behavioral crisis, families bring their child to the local emergency department where they are then screened by the local Designated Agency emergency services provider to determine if the child needs acute inpatient psychiatric care, an alternative crisis stabilization program, or a detailed plan to help the child return safely to a community setting (home, foster home, etc.).  As noted nationally, “EDs often lack the specialized expertise to effectively respond to a pediatric psychiatric emergency, leading to children being “boarded” in the ED for hours, or even days, until an appropriate placement becomes available. Care in the ED is expensive for payers and time-consuming for the parent and child who will have to wait to access care a second time after being discharged from the ED” (NASMHPD 2018).  This does not meet the needs of the child and family, puts undue pressure on EDs which already have capacity challenges, and is frustrating for the mental health providers who are trying to get the right services in place for the child and family within limited resources.  

We strive to get upstream as a system, but due to funding much of our system supports are available only in reaction to an identified problem.  We want to shift from being reactive to responsive. When supports and stabilization are offered earlier for families in their chosen setting in the community, we can shift the trajectory for children and their families, heading off the need for more intensive or longer-term services down the road. 

[bookmark: _Toc15309628]Existing crisis response
Designated agency Emergency Services
Emergency Services Programs across the state of Vermont serve adults, children, youth and families who are within the catchment area of the Designated Agency (DA).   Each DA provides emergency service response for adults and children 24 hours a day, seven days a week for telephone (within 5 minutes) and face-to-face interventions (within 30 minutes). The purpose of Vermont’s Emergency Services is to help individuals through a mental health crisis, provide or link with crisis stabilization services to help prevent the need for a higher level of care which often takes them away from their own community, and consultation and referral to other ongoing services.  All Vermonters living in the DA’s catchment area are eligible for services; however, the DA is statutorily required to provide emergency service response to people who are served by the DA.  The current funding agreement with Emergency Services programs includes the expectation for “Mobile outreach capability and crisis stabilization services as feasible within existing resources to help prevent need for higher level of care” (emphasis added).  There is a gap between the resourced capacity of the emergency services teams and the demand for these services.
[image: ]Vermont’s current DA Emergency Service Teams vary widely across the state in terms of size and overall capacity.  Some Emergency Services (ES) Teams may have the capacity to initiate proactive outreach calls and visits to identified children and adults who need stabilization services to prevent further escalation into crisis; whereas other teams may function in a more reactive way to identified crises or problems.  ES teams are expected to provide emergency response within the offices of the DA, out in the community, local hospitals and Emergency Departments, schools, and courts, and sometimes alongside law enforcement, DCF social workers and other community partners.  ES teams provide assessment, triage, safety planning and referral to higher levels of care such as crisis bed / hospital diversion programs, as well as both voluntary and involuntary inpatient psychiatric hospitalizations.  Emergency Services staff are credentialed to assess for and complete all necessary legal paperwork required to facilitate involuntary psychiatric admissions within the state of Vermont.  Map 1

As noted above, Emergency Service Teams throughout Vermont vary in size and mobile capacity due to staffing levels, resources and geographic location.  While all teams would like to increase their capacity for both proactive and upstream service delivery, the current reality of their multiple responsibilities and demands, across the entire age span, can be quite prohibitive.  This is also likely a contributing factor for Emergency Services Teams to decide what constitutes a “crisis” or whether a mobile response may be justified or not.  

[bookmark: _Hlk8894118]Vermont Inpatient and Crisis Program Capacity
Vermont has one inpatient psychiatric facility for children and adolescents, the Brattleboro Retreat. Combined with the currently available hospital diversion and crisis stabilization programs, there are a total of 46 inpatient and crisis beds available for children and adolescents (see Map above and Table 1). However, according to the Retreat CEO, on average about 70% of the children and adolescents served in the Brattleboro Retreat are Vermonters, and on average about 60% of Vermonters are funded through Medicaid.   

Table 1
	
	FY 2019 
	Average Utilization 
FY19 thru Q3

	Inpatient Children/Adolescent (invol/vol) – Brattleboro Retreat
	30 
	85%

	Hospital Diversion Program (North) – Northeastern Family Institute 
	6 
	84%

	Hospital Diversion Program (South) – Northeastern Family Institute
(In development, working toward capacity of 6) 
	4 
	71%

	Crisis Stabilization Program – Howard Center 
	6 
	

	TOTAL Inpatient and Crisis Program Capacity
	46 
	




The increasing dependence on…hospital EDs to provide behavioral evaluation and treatment is not appropriate, not safe, and not an efficient use of dwindling community emergency resources. This includes not only hospitals, but emergency transportation providers and law enforcement. More importantly, it impacts the patient, the patient’s family, other patients and their families, and of course the hospital staff.
Source: National Action Alliance for Suicide Prevention: Crisis Services Task Force. (2016). Crisis now: Transforming services is within our reach. Washington, DC: Education Development Center, Inc. (http://bit.ly/1PxFqSq)


Emergency departments
Children and youth with mental health concerns are presenting at emergency departments at higher rates in recent years compared to five to ten years ago.  A recent analysis of the Vermont Healthcare Claims Uniform Reporting and Evaluation System (VHCURES), Vermont’s all-payer claims database, showed evidence of this concerning trend (Wade, et al., 2019).  The study looked at pediatric ED claims of Vermont children who sought care at a VT or NH hospital between 2009 - September 2017.  Of the 328,306 ED pediatric claims, 6.8% were related to Mental Health.  The number of individual children/ youth with a mental health related ED visit claim ranged from 1,319-2,034 per year.  The distribution of age groups between males and females was relatively similar for claims without a mental health diagnosis.  Females, especially aged 14-17, are presenting in EDs with mental health related claims at higher rates than males, except in the 6-10 age range in which males had higher rates than females (Figure 1) (Wade, et al., 2019).  

Figure 1: Pediatric ED claims by sex
[image: ]
The top 5 primary MH diagnosis of ED visits in rank order were mood disorders; anxiety disorders; attention deficit, conduct, and disruptive behavior disorders; suicide and intentional self-inflicted injury; and adjustment disorders.  When looking at rates, suicide and intentional self-inflicted injury rates sharply increased between 2014 to 2017 and was highest among females (Wade, et al., 2019).

Leaders in emergency departments, Designated Agency emergency services, providers of inpatient psychiatric care for children and youth, and families have expressed frustration to the Agency of Human Services about the impact on families and the system when children/youth are waiting in EDs during mental health crises. Yet, the Department of Mental Health only has access to data for individuals who were on involuntarily status, in the care and custody of the Commissioner of DMH. DMH has incomplete data on children/youth waiting on voluntary status at an ED.   

[bookmark: _Hlk3906592]The Vermont Association of Hospitals and Health Systems (VAHS) reports that “the number of visits for patients with mental illness increased by a modest amount, while the length of stay increased at a much greater rate” and increased lengths of stay were largely attributed to people waiting on voluntary status (Act 200 Report, 2019). Vermont has ranked in the lower third states in ProPublica’s “ER Wait Watcher” as of February 2018.  DMH noted in its report to the VT Legislature that “[w]ait times in emergency department rooms have been identified and remain a significant access to care concern and an unresolved issue for Vermonters of all ages” (Act 200 report, 2019).  

According to data provided by VAHS, Children’s ED visits comprise both 16% of the total number of discharges (ED visits) and 16% of the total ED bed days. There were 32 inpatient ED records, which are likely children waiting in the ED with primary MH diagnosis who are admitted to the hospital for physical health concerns. On average, children waited almost one day before leaving the ED, either to inpatient care or back to the community.  When looking at legal status (Table 2), children waiting involuntarily in EDs wait 3.2 days on average, with over 50% of children waiting 2 days or more. This population looks significantly higher than the voluntary figures, but the voluntary figures also include children in the ED who ultimately don’t go to inpatient care. The waits for involuntary children (3.2 days) are similar to the waits recorded for all involuntary stays in EDs (3.1 days).

Table 2 Children in Emergency Departments – Wait Times
	Patient Type 
	Total # Discharges 
	Total # Bed Days 
	Length of Stay in Days (Mean) 
	Length of Stay in Days (Median) 

	Children (voluntary) 
	1589 
	1180 
	0.7 
	0 

	Children (involuntary) 
	71 
	225 
	3.2 
	2 

	Total 
	1660 
	1405 
	0.8 
	2 



Figure 2 below shows the number of instances each quarter from FY14-FY18 when involuntary children/youth had to wait in emergency departments because an inpatient placement wasn’t available. These data include children/youth who were in the custody of the VT Department for Children and Families.

Figure 2 Children waiting in Emergency Departments
[image: ]

Figure 3 shows the number of Medicaid-paid children’s inpatient hospitalizations; the blue line is the Involuntary admissions and orange is the voluntary admissions.  The involuntary admissions have remained relatively flat, but the voluntary admissions have increased.  This of course only represents those children/youth who were admitted to an inpatient setting.  It is notable that the Brattleboro Retreat is the only inpatient option for children/youth on involuntary status; whereas voluntary referrals can go to out-of-state inpatient settings which may be closer proximity for the family, hospital diversion programs, crisis beds, or other community options.  The process to gain prior authorization for admission to out-of-state inpatient settings takes more time and may contribute to lengthened wait times in EDs.

Figure 3 Medicaid-paid children’s inpatient hospitalizations
[image: ]

what is available for children and youth with developmental disabilities? 
Children with developmental disabilities in the state of Vermont access the same crisis response services available to all from the Designated Agency (DA) in the region where they live.   In addition, the Vermont Crisis Intervention Network (VCIN) may have support available to youth who are connected with a DA participating in this Network.  

VCIN services may include targeted team consultation, mobile community based staffed supports, and/or access to an individualized staffed crisis bed - one in the northern part of the state and one in the south.  The Developmental Disabilities Services Division triages the VCIN staffing and bed access with a prioritization process. Since this is a statewide resource with only two beds available, access may be limited.

Right-sizing the response to family-identified crisis
It is more clinically appropriate and fiscally responsible to address the family’s identified crisis before turning to emergency departments, police response, or even the DA emergency services resource.  The community’s traditional emergency response systems such as police and emergency departments should be a last resort for families. For these to truly be the last resort, there needs to be a more robust and high-quality continuum of crisis services.  Vermont could benefit from developing a mobile response and stabilization service that is distinct from the DA’s emergency services teams.  


Residential treatment utilization
“MRSS are a viable alternative to acute care and residential treatment because they consistently demonstrate cost savings while simultaneously improving outcomes and achieving higher family satisfaction” (NASMHPD 2018). MRSS is a resource which could enable families to get services earlier on to prevent the need for a higher level of care.  

The Agency of Human Services has been studying the utilization of residential treatment for children and youth to determine what is behind the upward trend and what changes to the system of care could turn the curve on that trend.  This has included tracking of utilization data across all AHS departments which fund residential treatment (DCF, DMH and DAIL), surveys of residential providers, surveys of families whose child(ren) have been in residential treatment, and review of existing policies and structures.  

On average across the 5 most recent fiscal years, 40% of children/youth who are receiving residential treatment are in an out-of-state program; 60% are in Vermont but may be in a different region than their home community. The data in Figure 4 represents the total bed days and total number of children in residential treatment by State fiscal year. While the number of children/youth in residential treatment has remained relatively steady over the 4 fiscal years shown (FY2015-FY2018), the “bed days” have increased which implies that lengths of stay have increased. 

Figure 4 Residential treatment utilization
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Total Bed Days is the total number of days a child/youth stays overnight in a residential program.  For the Total Bed Days chart, children who were in more than one program during the fiscal year are represented more than once so that all bed days are calculated.  
For the Total Child Count in Residential by State fiscal year, the number of children is unduplicated within the fiscal year, such that if a child was in more than one residential program during the fiscal year, the child is only counted once.


The literature has been clear that length of stay does not equate with treatment efficacy. Research has shown that youth who continue in residential programs beyond therapeutic impact have worse outcomes. Longer lengths of stay are often due to lack of community options.  This is reflected in what was learned through interviews with parents of children who received residential treatment.

Residential stakholders survey/ focus group themes
The AHS gathered information from a variety of stakeholders including family members, mental health workers, child welfare/youth justice workers, and residential program staff to inform the review of residential trends and potential system changes.

On behalf of AHS, the VT Federation of Families for Children’s Mental Health interviewed parents of children who received residential treatment.  Many parents indicated that a lack of availability of local services and supports, a lack of high-quality services locally, and help coming too late were big factors in why their children reached the level of need for residential treatment.  

Providers of mental health and child welfare, as well as residential providers, also indicated that there is not enough capacity or high-quality community supports.  This lack of community-based services and supports was noted as a frequent cause of why children/youth stay in residential when they might otherwise be ready to discharge.

Recommendations from the Residential Utilization Review
Through this review, the AHS departments recommended exploration of the following strategies:
· Restructure AHS funding streams to support increased provision of services in communities (e.g. payment and delivery system reform)
· Engage whole communities
· Increase supports upon discharge from residential settings
· Recruit and retain foster parents across the state (including therapeutic foster care)
· PNMI Rate Setting reform
· Foster Care Rate Setting reform
· Expand use of mobile crisis services

Foster Care and Placement Stability
Early in 2018, VT DCF-Family Services engaged in a series of focus groups with foster and kin caregivers as a component of Diligent Recruitment Planning.  Information shared by focus group participants noted that crisis response capacity varied significantly depending on where the family was located.  Families living more rurally had significant challenges accessing crisis supports.  Some of them stated that they had stopped reaching out to the designated agencies for crisis support because they knew they would be asked to bring the child to the Emergency Department, or they would be told that the issue they were experiencing was “behavioral” and would not result in a mental health screening.  Families shared that their ability and willingness to provide care to a child with a more complex presentation was in part, connected to their ability to access crisis supports.   

AdoptUSKids, a national project that supports child welfare systems and connects children in foster care with families recently wrote, “Once a family is about to have a child placed with them, it is critical to ensure that they have services and support in place to help ensure that the placement is successful and stable. Supporting foster families at this stage also helps them be better positioned to continue foster parenting in the future, which means having less foster parent turnover that your child welfare system has to address” (AdoptUS Kids, 2019).  The article goes on to state that the availability and accessibility of crisis outreach is an important component of comprehensive caregiver support. 

A compelling take away from the 2018 MRSS Peer to Peer Onsite Technical Assistance opportunity was hearing from one jurisdiction which emphasized the that mobile response provides an opportunity to meet kids at the point they are entering foster care to support and hopefully reduce the trauma experienced at that moment.  A cohort of youth were followed, and data showed that 46/46 children who entered foster care and who had a mobile response were able to remain in their first placement. Additionally, children who received a mobile response were able to be connected to services and supports more quickly.  The administrator for this jurisdiction noted that mobile response “Allows DCF to remain focused on the child abuse and neglect issues instead of the kitchen sink”. 

What story does the VT data tell? 
· Children and youth should be able to access supports and safety somewhere other than the ED. We do not want children waiting in hospitals.
· Children/youth who are experiencing an emotional/mental health crisis are waiting in emergency departments unnecessarily without timely access to the appropriate mental health supports and interventions.  
· There are challenges with flow through the children’s system of care.  Children/youth may also be ready to discharge from an inpatient psychiatric or residential treatment setting, but families are concerned about their child/youth returning home due to inadequate supports to return to the community.  This is one factor in the lengths of stay and utilization of inpatient psychiatric and residential treatment.
· Families want access to short-term out of home respite and/or behavioral supports
· We have a lack of child psychiatrists in Vermont which impacts access to this level of intervention

We are spending money on waiting to get the right services rather than providing the right services.
[bookmark: _Toc15309629]Foundational work 
VT Mobile Response Think Tank
Since late in 2017, the Department of Mental Health has been working with other AHS Departments, including Vermont Health Access (DVHA), Child and Families (DCF) Family Services Division, and Aging and Independent Living (DAIL) Developmental Disabilities Services Division to explore mobile response and support services (MRSS) for the child, youth and family system of care.  

Vermont state-level system of care leaders identified the following issues: 
· There has been an increase in children/youth (0-17) who go to Emergency Departments in crisis and then have to wait for days at a time for a crisis plan to be put into place (inpatient, crisis alternative program, or community-based plan).
· Currently, Designated Agencies’ emergency services are structured around crisis screening for inpatient admissions.  Families and providers see a need for responsive, in-home community supports beyond this screening.
Goals: 
· help families in distress in a timely way
· provide support to prevent higher levels of care
· prevent out of home placements
· provide services in the home or community whenever possible
· provide services to ensure stability and safety
· improve the health and well-being of children, youth and families
· MRSS is resourced for sustainability and effective response to local need

AHS convened a Mobile Crisis Think Tank in June 2018 which was planned and convened by an interagency team with representation from state level child welfare and youth justice, developmental disabilities, and mental health.  The Think Tank brought together representatives from state and local child welfare/juvenile justice, emergency services, child and family mental health, children’s developmental disabilities, family advocates, family consumers, early childhood providers, residential treatment programs, hospital diversion programs, and Medicaid policy to discuss the current status of mobile crisis and stabilization for children, youth and families across Vermont and opportunities for improvement. We shared data from Vermont, current practice models from other states (NJ & CT), and engaged in a discussion about what a redesigned mobile crisis and stabilization system could look like in Vermont.  We have identified themes about what is currently working well, essential elements of MRSS, gaps, and possibilities/needs.

We are also engaged in discussions with Vermont Medicaid policy leaders to explore alternatives to psychiatric inpatient and initial consideration of the potential strategies to reinvest in community-based alternatives. 



From the Mobile Crisis Think Tank, themes emerged about possible strategies to improve the crisis response for children, youth, and families.  Some of those themes include: 
· Identify alternative sites for a mobile crisis response in a neutral, non-medical setting with a “living room” feel, as some families don’t want the crisis to remain in the home. 
· Offer planned support for foster parents upon placement of a child in their home with anticipatory guidance and overview of available resources as proactive measure to decrease crises and improve placement stability.
· Use a multi-disciplinary team approach for mobile crisis response that may include a master’s level clinician, behavioral support specialist or nurse.
· Offer standardized trainings for mobile crisis staff to have knowledgeable responses for children with mental health or developmental disabilities (many mobile crisis teams were developed for the adult MH system). 
· Structure EHR system and establish solid protocols to more effectively share crisis plans between child & family’s provider team and the mobile crisis teams (even across agencies if crisis emerges in another region where the EHR isn’t shared). Explore concept of a universal release for crisis supports.
· Further develop peer support services of family peers and youth peers and fully integrate into the system.
· Expand training and collaboration between child, youth and family mental health and police departments for more developmentally effective response to crises.
System partners 
An effective mobile response is informed by and connected with the child and family system of care.  

State Peer Learning on MRSS
Representatives from DMH, DVHA, DCF-Family Services, DAIL-Developmental Disabilities Services Division, along with representatives from a family advocate organization and a Designated Agency participated in a state-to-state peer learning and technical assistance event hosted by the National Technical Assistance Network for Children’s Behavioral Health (TA Network) in December 2018 to hear about the experience of other states who have implemented MRSS.  The TA Network and states who have been implementing MRSS are resources for Vermont as we move this work forward.




YOU DON’T HAVE TO SEE THE WHOLE STAIRCASE, JUST TAKE THE FIRST STEP
Martin Luther King, Jr.



[bookmark: _Toc15309630]Readiness

The following captures some of the strengths and potential barriers to implementation of MRSS in Vermont.


Potential barriers to implementation

Strengths for successful implementation

· 

[bookmark: _Toc15309631]Workforce Strategies

One state that has a well-established MRSS system has a standardized training and practice development plan.  Their MRSS staff are also certified to conduct assessments for inpatient admission.  Their training includes core modules on crisis assessment, planning and intervention; strength-based crisis planning; traumatic stress and trauma-informed care; screening for suicide; motivational interviewing; etc. with modules delivered in several regions of the state several times per year.

Vermont would work with the Designated Agencies to determine what already exists and what would need to be supplemented to support a well-trained MRSS workforce.  Recruitment and retention of qualified workforce is a challenge across mental health services in Vermont, so there would need to be strategies to make this type of work attractive, including acknowledgement of the opportunity to work on a multi-disciplinary team, the ability to provide immediate support to families can be rewarding, and consideration of salary and incentives for the unique schedule.
[bookmark: _Toc15309632]Financing MRSS 
The NASMHPD report encourages blended or braided funding, drawing together multiple funding streams such as Medicaid, commercial insurance, state funds, contracts with cities/towns/schools, private foundation funding, etc. Other states have had successes with this approach and have contracted with law enforcement, school systems, and child welfare to enhance Medicaid and mental health state funding. Other states have had MRSS written into legislation to protect the service during fiscal down-turns.
[bookmark: _Hlk8895085]Vermont Funding Options to consider
To support an effective and sustainable Mobile Response and Stabilization Service across Vermont, we need to consider the following funding sources: Medicaid (across AHS departments), 3rd party commercial insurance, state funds, Family First Prevention Services Act (FFPSA) funds, and other contracts for specific components (e.g. law enforcement, schools, child welfare foster homes).  It is noted that the FFPSA funds may be available in future years, but at this time Vermont is requesting a two-year delay in implementing the requirements of this act. 
Funding mechanisms options
The State will consider the most effective funding mechanism for the pilot and use that experience to inform long-term mechanisms.  These could include fee-for-services, case rate, or other.
VT Fiscal analysis 
DMH is working with DVHA to identify the current expenditures for children/youth with mental health needs who received services through EDs, psychiatric inpatient, crisis stabilization and hospital diversion programs, emergency services (DA), and outpatient mental health services. The goal is to calculate the total cost of care for children/youth with mental health needs across Medicaid and commercial insurers and to track that trend over time.  An initial analysis of VHCURES FY2017 claims shows an average of $8,000 cost of mental health care for all Medicaid enrolled children and youth ages 1 through 17 in Vermont; $7,000 for combined Medicaid-enrolled and commercially insured. Continued analysis of Medicaid claims will explore the cost of care for children with higher level mental health needs. In New Jersey, the cost of care per youth before MRSS was $30,000; after it was $15,000.  Connecticut determined that the cost of MRSS was $1,000 compared to the 2014 average cost of $13,320 for an inpatient stay for Medicaid-enrolled children and youth.

In no way does Vermont anticipate achieving similar results to NJ or making assumptions that investment in MRSS would achieve specific savings elsewhere; however, taking from other states’ experiences, we do anticipate that MRSS could have the following impacts:If we want to dramatically change the use of ED, MRSS cannot just show up sometimes. If this is a driver, we need 100% mobile response to build trust, change culture and how people think about accessing care.
Lessons Learned 
from other states

· More children are served in their own home rather than out-of-home in foster care system, Intensive Home & Community Based Services, residential
· timely access to mental health assessment, intervention, resources at the appropriate level of care
· Reduce ED utilization and wait times 
· Reduce inpatient and residential utilization and length of stay; Discharge planning can be smoother if families feel supported to have child return home.
· Reduced use of law enforcement to respond to family crises
· Stabilize new placements in foster homes
· Build strength-based family crisis plans that don’t direct to ED or police, rather call MRSS
· Key stakeholders and families know what MRSS is/does
· Improved consumer satisfaction, timely response
· Shorter intervention using less resources; reduce wait times for outpatient
· Families feel supported and aren’t worn out

[bookmark: _Hlk15992004]Estimate of resource needed to stand this up in VT (pilot)

Investment in FY 21 of MRSS pilot is outlined below.  This could be a collaboration between DMH, DCF and DVHA. The investment for one MRSS team is calculated at nearly $664K.  For three pilot teams, the investment is estimated to be $1,991,332, prior to any reimbursement through Medicaid or other sources.  We estimate that 80% of the children served through MRSS are Medicaid-enrolled.  Therefore, we will be looking at what are the Medicaid-covered components in order to estimate what the State will be able to leverage through Medicaid funding.

Other small states found that providing phone-only coverage by a licensed clinician during the nighttime hours offered an immediate (and more cost-effective) response to the few calls that were made during that timeframe, and families could determine if an in-person mobile response was necessary the next day. Modeling the VT program similarly, the estimates here (Figure 5) are based on MRSS staffing during peak hours on weekdays (6AM-10PM) and weekends (1PM-10PM), rather than having mobile response 24/7.  

Figure 5. MRSS FTE coverage
	FTE with Leave Factor (1.7 for 2 shifts)
	Hours 
per day
	Total Hours Per Week
	FTEs
	FTE with Leave Factor

	6 am - 10pm, 5 days per week (½-hour overlap)
	16
	80
	2
	2.27

	1pm - 10pm weekends
	9
	18
	0.45
	0.51

	
	
	Total FTEs
	2.78



Other states varied as to whether the MRSS teams have paired (2-person teamed) responses.  If Vermont determines to support a teamed response, with a master’s level clinician paired with either a bachelor’s level interventionist or family peer worker, then the FTEs would be increased with the potential for up to double the coverage. The full MRSS team structure could be something like the following, inclusive of the paired response and projecting out to 3 pilot teams:

Figure 6.  Mobile Response Teams Cost
	
	FTE
	Annualized Cost
	MRSS Team Cost
	Credentials

	Program Director
	1
	$       116,480 
	$       116,480
	Master Level Licensed as Psychologist (Master or Doctor Level), Licensed Clinical Mental Health Counselor (LCMHC), Social Worker (LICSW)

	Clinician
	2.78
	$         87,360 
	$       242,570 
	Masters Level might be licensed or license eligible (same categories as above)

	Behavioral Specialist
	2.78
	$         58,240 
	$       161,713 
	Behavioral Specialist or family peer

	Psychiatric Consultation
	0.25
	$       266,000 
	 $      66,500 
	Psychiatrist or APRN

	Overtime (estimated at 10%)
	 $        16,171 
	
	
	
	

	Subtotal
	 $     603,434 
	
	
	
	

	Admin Cost (10%)
	 $        60,343 
	
	
	
	

	MRSS Team Total
	 $     663,777 
	
	
	
	

	Pilot 3 teams
	 $  1,991,332 
	
	
	
	



Following successful pilot implementation, the State and providers would review lessons learned to consider how many teams would be needed for effective statewide roll-out.  Using an estimate of ten (10) teams and applying the current fiscal analysis, the statewide annual cost could be up to $6.6 million. These estimates do not include the cost of a statewide centralized call center and data system. Those associated costs would depend on whether that component was added on to an existing structure, newly stood up, or phased in over time and could increase the start-up and annualized costs.  The costs associated with training MRSS teams are also not yet factored in.  

[bookmark: _Toc15309633]Summary and Recommendations
Vermont has experience with providing mobile response to child, youth and family- identified crises, but the resources available to meet the current need is inadequate and varies across the state.  A clear investment of funding and programming is necessary to respond to children and youth experiencing mental health crises and their families so they can remain in their homes and communities.

A team of AHS and provider representatives reviewed VT-specific data, participated in state-to-state peer learning about MRSS, and developed this document to capture the findings.  This team recommends the following:  
1. Pilot MRSS in 3 regions of the state in FY20. This would be done through an RFI process and would incorporate the components of an effective MRSS service array.
2. Develop a sustainability plan to spread MRSS statewide by 2021 to include fiscal resources and mechanism, continuous workforce development plan, and outcome measurement structure.
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TOTAL per Year	
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