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Background

The 2015 Montana Legislature passed House Bill
33, which allowed Montana counties to apply for
funding to “expand behavioral health crisis inter-
vention and jail diversion services to areas of the
state that lack services”! Dawson County and
the Glendive Medical Center (GMC) partnered
with 16 other Eastern Montana counties to apply
for this funding to develop a plan for behavior-
al health crisis intervention and jail diversion
services and to support the re-opening of GMC’s
inpatient behavioral health unit. A portion of
the House Bill 33 funds received were allocated
to develop this plan for behavioral health crisis
response and jail diverstion services in Eastern
Montana. To support its development, the GMC
and EMCMHC hired a team of three consul-
tants.

Methodology

The team of consultants hired for this project
were Jane Smilie, Katie Loveland, and DeAnn
Carr. From January 1 to April 30, 2017 the
consultants worked with stakeholders in Eastern
Montana and experts across the country to gath-
er the information that is included in this plan.

Key data gathering initiatives conducted for the
project include:

o A literature review of the published evidence
for regional behavioral health crisis services in
rural areas

« Semi-structured interviews with 11 national
stakeholders with experience designing or imple-
menting regional crisis services in rural areas

« A full-day in-person facilitated strategic plan-
ning meeting on March 29th, 2017 at GMC, with
70 stakeholders from across the region in atten-
dance

« Thirty semi-structured interviews with key
identified stakeholders in Eastern Montana
including county attorneys, sheriffs, hospital
CEOs, primary care and behavioral health care
providers, judges, and county commissioners

o An analysis of available population and organi-
zational-level data on behavioral health crisis in-
cluding hospital discharge data, client data from
the EMCMHUC, vital records data on intentional
self harm and historical data from the GMC
Behavioral Health Unit

o A review of policy, payment, regulatory and
workforce issues affecting the provision of crisis
response and jail diversion services in Montana

« Three electronic surveys to gather informa-
tion on the impact of behavioral health crisis on
various agency types. The surveys conducted
include:

 The Eastern Montana Behavioral Health
Provider Survey: Sent to 26 behavioral health
providers working for the Eastern Montana
Community Mental Health Center. Nineteen
responses were received for a response rate

of 73%




o The Eastern Montana Emergency Medical
Services and Behavioral Health Crisis Sur-
vey: Sent to 23 directors of Emergency Medi-
cal Service organizations in Eastern Monana.
Six responses were received for a response
rate of 26%

o The Eastern Montana Law Enforcement
and Behavioral Health Crisis Survey: Sent
to 21 sheriffs and chiefs of police in Eastern
Montana. Eight responses were received for a
response rate of 38%

The results of these assessments and inquiries
were used to develop the background informa-
tion in this report, identify the strengths and
weaknesses of the current behavioral health
crisis response system in Eastern Montana and
inform recommendations to strengthen the re-
gionalized crisis response system in the region.

If you have any questions related to the contents
of this report, please contact:

Jane Smilie, MPH Katie Loveland MPH, MSW

Population Health Partners Loveland Consulting, LLC
406-465-0331 Or 406-431-9260

smilieconsulting@gmail.com lovelandk@gmail.com
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An introduction to the region
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Community-Based Mental Health Services

in the Region

The primary mental health provider in the
region is EMCMHC. Established in 1967, the
EMCMHC currently operates full time men-
tal health center facilities in Sidney, Glendive,
Miles City, Forsyth, Plentywood, Glasgow, and
Wolf Point, while providing part time com-
munity-based mental health services in Baker,
Broadus, Culbertson, Jordan, Malta, Scobey,
Wibaux, and Circle. The EMCMHC is one of
the few organizations in Montana that is dually
licensed as a State Approved Community Mental
Health Center and a State Approved Substance
Abuse Provider. EMCMHC is licensed as a state
approved provider in all of the counties in this

region except McCone, Dawson, Richland,
Prairie and Wibaux, preventing them from
providing substance use disorder treatment
services in their clinics in Glendive and Sid-
ney. The substance use prevention program
through the EMHMHC supports two full
time substance use prevention specialists who
coordinate substance use prevention activities
across Eastern Montana as well as the services
of Licensed Addiction Counselors across the

region. SUD services are provided at the clini-
cal facilities in Baker, Broadus, Forsyth, Wolf
Point, Malta, Glasgow, Plentywood, Culbert-
son, Miles City, and at the Community Health
Center in Jordan.




Why crisis services?

The federal Substance Abuse and Mental Health
Services Administration (SAMHSA) defines
behavioral health crisis services as “a continu-
um of services that are provided to individuals
experiencing a psychiatric emergency.” The
most common psychiatric emergencies are
“patient-initiated threat of harm to self, health
care personnel, or others in the patient’s sphere
of influence” Crises can also commonly include
emotional distress, substance use disorders,
psychosis, or other rapid changes in behavior.’
SAMHSA notes that a primary goal of crisis
services is to ensure that individuals experienc-
ing a psychiatric emergency are stabilized, that
their symptoms and underlying problems are
addressed and that services are provided in the
most appropriate and least restrictive setting.

Unfortunately, in the U.S., many individuals
experiencing a behavioral health crisis, especially
those threatening harm to others, are processed
through our justice and jail systems instead of
receiving appropriate behavioral health care. The
U.S. Department of Justice estimates that more
than half of all inmates in the U.S. have a mental
illness, including 64% of all individuals held in
local jails.*

Sending individuals in a behavioral health crisis
to jail, the emergency department or the hospital
are high cost options and are often inappropriate
or ineffective forms of response. In one study
in Texas, the cost of community-based services
was estimated at $12 per day, compared to $137
for a jail bed and $986 for the emergency room.

A study in Philadelphia found a 54% recidivism
rate for individuals jailed with a mental illness
and a 68% recidivism rate for those incarcerated
with a co-occurring mental illness and substance
use disorder.® Clearly, jailing these individuals

is not solving the problem of behavioral health
crises and re-entry into the justice system.

23 hour Short-term
Crisis hot Mobile crisis crisis
Warm lines lines crisis teams stabilization stabilization
beds facilities

CORE CRISIS SERVICES

To address the growing concerns about appro-
priately responding to mental health crises, a
variety of crisis response and jail diversion pro-
grams have been developed nationwide.
SAMHSA promotes the development of a range
of evidence-based core crisis services such as
crisis warm lines, crisis hot lines, mobile crisis
teams, 23-hour crisis stabilization facilities, and
short term crisis stabilization facilities.” How-
ever, like most systems developed and studied
in the United States, these crisis services and
diversion programs were often developed in
populated urban centers. Thus, a mobile crisis
team serving in Chicago might cover an area

of five square miles and respond face-to-face to
thousands of individual crises a year. A short
term crisis stabilization facility in Los Angeles
could coordinate with a dozen large healthcare
facilities and mental health centers in a 20-30
mile radius to provide ongoing stabilization ser-
vices to their clients. These urban models must
be adapted for frontier areas like Eastern Mon-
tana where substantially smaller populations are
spread out over much larger areas. The challenge
for Eastern Montana is translating these best
practice models into a regional approach that
works in a sparsely populated, frontier area cov-
ering thousands of square miles.



Evidence for effectiveness of regional
crisis services in rural areas

Not surprisingly, the published research on the
effectiveness of regional crisis services in rural areas
is limited. The following is a summary of the key
findings from a number of studies that quantify the
feasibility and impact of these types of services.

o An Australian study assessed the impact of a re-
gional/rural crisis Crisis Assessment Treatment
(CAT) service, which was designed to respond to and
manage psychiatric crisis presentations within the
community. The multidisciplinary CAT team con-
sisted of a psychiatrist, medical, nursing and allied
health staff. The CAT team provided 24/7 on-call
outreach and emergency service that included crisis
assessment and treatment services to triage patients
and serve a gate-keeping role for all potential admis-
sions. The study found there were proportionately
fewer psychiatric hospital readmissions after the
development of the CAT service and that psychiatric
hospital admissions were more likely to be influenced
by illness severity and diagnostic considerations post-
CAT (meaning that those admitted to the hospital for
psychiatric admissions were appropriately targeted).®

* A 2005 study describing a rural community mental
health center that developed regional crisis services
designed to reduce the need for hospitalization and
more restrictive forms of care found that adaptations
from the traditional SAMSHA core crisis services
were needed in a rural area. The center in the study
supported 24/7 crisis hotlines and professionals on
call, crisis beds and 72 hour hold facilities. On-site
crisis services at the center were preferred to mobile
crisis in this setting because of the rural nature of the
area, long travel times and burnout of the mobile cri-
sis professionals. The study found that 60% of the cli-
ents in severe crisis were female and that 56% of the
crises occurred during normal center business hours,
with only 12% occurring after midnight, including
lower utilization on weekends. The development of
these robust crisis services reduced the inpatient ad-
mission referrals for the center’s clients by 40%.’

« A 2010 study of mental health services in rural jails,
including Montana, found that rural jail adminis-
trators and mental health providers “understand the
need for mental health services for jail inmates but
are constrained by inadequate community mental
health resources, lack of coordination with com-
munity mental health providers, and infrastructure
challenges including facilities, transportation, and
legal processes.” The researchers suggest that rural
jails consider the following as they attempt to develop
more mental health services and jail diversion pro-
grams:

« Support the development of more communi-
ty-based mental health and substance abuse ser-
vices to help place individuals with mental illness
in appropriate settings and to improve follow-up
care for released inmates.

o Foster relationships between rural jail adminis-
trators and community mental health providers
to help develop creative solutions to local prob-
lems.

o Support regular, cross-sector meetings between
behavioral health and justice system stakeholders

« Better utilize technology such as videoconferenc-
ing, to simplify pre-commitment hearings and
assessments.

o Develop short-term holding facilities as an alter-
native placement for individuals who need brief
interventions to protect themselves and society."




Evidence for effectiveness of regional
crisis services in rural areas continued

o A study that used focus groups of local law
enforcement agencies running Crisis Interven-
tion Team (CIT) Programs in rural communities
found that CIT teams can be successfully im-
plemented in rural areas. However, the study
indicated rural teams report a lack of resources
in their communities for individuals with mental
illness and lack data on the number and types of
offenders with mental illness. The study included
the following suggestions for rural communities
developing CIT programs:

« Engage in cross-system training to better
understand the role and perspectives of other
partners

« Be creative in the use of local resources and
talent to sustain CIT in rural communities

« Engage advocacy groups such as NAMI to champi-
on the development and sustainability of CIT

o Determine the local needs of your community
through activities like process mapping to under-
stand how CIT can be effective.!!

CONCLUSION

Though the published literature on regionalized crisis
services and jail diversion programs in rural areas is
limited, the studies that do exist point to the potential
for developing effective programs as long as stakehold-
ers across sectors are engaged and willing to develop
adaptive, innovative solutions that meet community
needs.

History of crisis services in

Eastern Montana

Like many places in the country, counties in
rural, Eastern Montana struggle to respond ef-
fectively to individuals in acute behavioral health
crisis. In a frontier region like Eastern Montana,
an individual experiencing a behavioral health
crisis may present hundreds of miles from a
hospital, and the nearest hospital may not have
licensed behavioral health staff available to prop-

erly assess the patient and determine how to respond.
As is true nationally, the first point of contact for
individuals in crisis is often law enforcement. Without
adequate training or community-based resources for
referral, law enforcement officials who encounter an
individual in crisis may have no option but to take the
individual to a jail or call 911 so that he or she can be
transported to the nearest hospital. Law enforcement
agencies (LEAs) and Emergency Medical Services
(EMS) in Eastern Montana report that behavioral
health crisis calls are a routine part of their work. Sher-
ifts and city police chiefs in Eastern Montana estimate
that 22% of the calls they respond to are related to
mental health crises and 60% are related to substance
abuse. Interestingly, law enforcement agencies in
Eastern Montana estimate that behavioral health crises




are more common in their work than EMS agencies.
EMS directors in Eastern Montana estimate that 13%
of their calls are related to mental health crises and
26% are related to substance abuse.

Individuals in behavioral health crisis who are not
sent to jail may be taken via ambulance or patrol car
to an emergency department or transported over
long distances to an inpatient behavioral health unit
in a hospital. The burden of transporation in East-
ern Montana to the Montana State Hospital (MSH)
in Warm Springs is substantial. Warm Springs is in
the western portion of the state and is more than 450
miles away from some of the largest communities in
Eastern Montana including Wolf Point, Glendive and
Sidney. Round trip, the drive from these communi-
ties is more than 14 hours. And yet, most LEAs and
EMS services report that transport to the MSH is an
established part of their work. Seventy five percent
of LEAs and 50% of EMS organizations in Eastern
Montana report transporting individuals in behav-
ioral health crisis to the MSH. A snapshot of the
administrative data from the MSH from September
to December 2016 showed between 9 and 12 patients
from Eastern Montana were in the MSH at any point
during that time period, with two-thirds of patients
committed forensically and the remaining third

commitmented civilly. Despite the long distances to
travel, Eastern Montana patients during this time
period were just as likely as patients from all parts
of the state to be committed to the MSH."

In addition to transport to the MSH, 87% of LEAs
in Eastern Montana report transporting individ-
uals in crisis to other inpatient healthcare settings
such as local community hospitals or hospitals in
Billings. Though EMS agencies report transporting
individuals to these high cost, intensive healthcare
settings, they do not report using their ambulances
to transport individuals to lower levels of care. EMS
services in Eastern Montana report they do not
transport individuals to community-based mental
health services.

When a person in Eastern Montana is transported
to the MSH or Billings before being fully assessed
by a mental health professional, and causing a local
law enforcement officer to leave his or her jurisdic-
tion for up to two full days, it is clearly a drain on
human and financial resources. However, without
a clear plan and system to respond to mental health
crises in the region, this “worst case scenario” can
be the only option.

Worst Case Crisis Response System in Eastern Montana (Current)

Law Enforcement

Individual in crisis

assessment by
qualified

behavioral behavioral health

health
professional

Transferred to
State Hospital in
Warm Springs

No triage or ER or Hospital
with no access to

assessment

crisis is resolved




Though some patients in behavioral health crisis in
Eastern Montana likely experience the “worst case
scenario’, there are also many organizations in the

region working to provide adequate crisis services. A
summary of the available services is outlining on the
following pages.

24/7 Behavioral health crisis line

Ater 5 pm and on weekends, hospitals and law
enforcement agencies can receive consultation from
EMCMHC staff through their crisis line. After nor-
mal business hours, office lines re-direct calls to the
hotline number and EMCMHC staff provide tele-
phonic triage services to individuals, family mem-
bers or hospitals who call needing assistance with a
behavioral health crisis. Those who call may have
their concerns addressed over the phone, be direct-
ed to the nearest emergency department for care or
may be referred to EMS or LEAs. Whenever possible
and necessary, EMCMHC staff are dispatched the
next day to the individual’s location for face-to-face
assessment and follow up care.

In 2016, the EMCMHC crisis line fielded 133 calls,

for an average of 11 per month, with a low of only two
in July compared to 18 in February. Of all the calls
received in 2016, 60% were for existing or previous cli-
ents already known to the EMCMHC and the remain-
ing 40% were new clients.

There is evidence that the crisis line may be underuti-
lized by some agencies in the region. Only one out of
the six responding EMS organizations in Eastern Mon-
tana reported that their EMTs or paramedics call the
EMCMHC (either the local clinic or the 24 hour crisis
line) for assistance with individuals in mental health
crisis. This agency reported typically using the line
once, though sometimes more often. LEAs in Eastern
Montana are more likely to report using the crisis line.
Fifty percent of the LEAs surveyed reported using the
line and those who reported using it noted that they
call between two and five times a month.




