Mailing Address:

1 Baldwin Street

Drawer 33

Montpelier, Vermont 05633-5701

Tel.: (802) 828-2295
Fax: (802) 828-2483

STATE OF VERMONT
JOINT FISCAL COMMITTEE
1 Baldwin Street
Montpelier, Vermont 05633-5701

MEMORANDUM

To: James Reardon, Commissioner of Finance & Management
From: Rebecca Buck, Staff Associatelg
Date: April 18, 2008

Subject:  Status of Grant and Position Request

No Joint Fiscal Committee member has requested that the following item be held for
review: :

JFO #2320 -$552,410 grant from the U.S. Substance Abuse and Mental Health
Services Administration (SAMHSA) to the Department of Mental Health. These grant
funds will be used to implement alternatives to the use of restraint and seclusion in
institutional and community based settings that provide mental health services. Joint
Fiscal Committee approval is being requested to establish one (1) new sponsored limited
service position--VSH Alternatives to Seclusion/Restraint Coordinator--for the duration

of this grant.
[JF'O received 03/19/08]

In accordance with 32 V.S.A. §5, the requisite 30 days having elapsed since this item was
submitted to the Joint Fiscal Committee, the Governor’s approval may now be considered
final. We ask that you inform the Secretary of Administration and your staff of this

action.

cc: Linda Morse
Cynthia LaWare
Michael Hartman
Molly Paulger
Jenny Audet

VT LEG 232490.v1



From: Anne Donahue

To: Michael Obuchowski,GLeach@vdh.state.vt.us

Date: 4/5/2008 9:35 AM

Subject: Re: JFO 2320 Mental Health grant and position

CcC: Matt.Riven@ahs.state.vt.us,Rebecca Buck,Steve Klein,mhartma@vdh.state.vt...

| am pleased to hear that the disclosures were not made, since it was the position of many advocates that
they were unnecessary to achieve the purposes. After objections were made publically, the Department
never provided the information that it had withdrawn the intended sharing of information. Its continued
position that it would have been appropriate, however, remains a cause for concern. Whether it is a valid
exception under the HIPAA "health care operations” exception is not necessarily responsive to the
additional federal protections for substance abuse records, which the grant indicates are applicable to this
project; nor to Vermont public policy under the patient bill of rights and under state law regarding VSH
records, as well as to public policy in Vermont. The intention to permit another hospital to review
confidential records in order to assess patient profiles for further engagement in the Futures Project, in
light of the fact that the same information could have been conveyed either with patient consent, with
redacted files, or in conference with VSH staff withholding names, demonstrated a preference for
convenience over concern for patient privacy. Although this is an ongoing concern, | am not suggesting
that it be grounds to turn down the grant, as opposed to legislative awareness and a stated expectation
that higher standards are expected, whether or not there are arguments for technical compliance.

It is accurate that | gave permission for Commissioner Hartman to include my letter as an attachment. |
did not anticipate that such permission would mean it would be listed under a heading of "letters of
support,” which would indicate to anyone not reading the attachments in full that the application had the
support of a state legisiator.

It is also accurate the the Department has made some increases in its efforts to include consumers in
dialogue than at the time this application was prepared, and fully developed before seeking "after the fact"
responses despite the federal requirement that consumers participate in that actual development of the
grant. The Department continues to struggle in its interpretation of participatory involvement in planning
and effective communications. It can be hoped that under the aegius of this grant, there can be more
aggressive and appropriate progress in this area.

Thank you for the opportunity to respond to the Department's reply to my concerns.
Anne

>>> "Leach, Gary" <GLeach@vdh.state.vt.us> 04/01/08 3:28 PM >>>

> Rep. Obuchowski:

>

> Responding to concerns expressed by Rep. Anne Donahue regarding JFO
> #2320.

>

> 1. The application to SAMHSA was submitted by DMH with an appendix

> titled "Letters of Support” which included a copy of a letter from me

> strongly opposing approval of the grant.

>

> 1. Response: Prior to the submission of the grant application,

> Commissioner Hartman spoke with Rep. Donahue about her concerns, and
> she gave DMH permission to include her letter in its application.

> Commissioner Hartman speaks to Rep. Donahue's letter and her concerns
> in his cover letter that was submitted with the application (see

> attached).

> <<Hartman LOS.doc>>

> Despite Rep. Donahue's objections to how DMH has handled this issue

> previously, we feel her input and focus on this issue will help to






> improve implementation of the grant. There were many concerns and

> issues raised by different stakeholders who were involved in the grant

> planning process, but the vast majority of these stakeholders felt

> Vermont should apply for this grant opportunity and supported our

> grant application.

>

> 2. The "standard terms of award" {(grant award p. 3) includes the

> statement, "Grant funds cannot be used to supplant current funding of
> existing activities. Definition: Supplant is to replace funding of a

> recipient's existing program with funds from a federal grant." The

> Agency of Human Services review memo (unnumbered page; Giffin to Riven
> memo) states: "Per the instructions of the Secretary of

> Administration, the Agency of Human Services separately requested the
> Department of Human Services to abolish a vacant limited service

> position (840160) in the Department of Mental Health to offset the

> additional position in this grant request.” It appears that this

> "offset" may violate the terms of the grant.

>

> 2. Response: The position abolished was vacant, i.e., there was no

> funding for the position. Therefore there was no supplantation.

>

> 3. Standard condition 6 on page 3 requires compliance with federal

> standards regarding confidentiality of patient records. The Department
> of Mental Health knowingly evaded those standards in a planned

> disclosure of confidential patient records within the past month.

>

> 3. Response: We believe Rep. Donahue is referring to a discussed, but
> never executed, sharing of patient information with Rutland Regional

> Medical Center for the purposes of planning for new psychiatric

> inpatient capacity. While we believe that the sharing of necessary

> patient information for the purposes of health care operations is

> permissible under HIPAA - we concluded that the information that RRMC
> sought for planning purposes was not necessary and therefore there was
> not unauthorized disclosure of confidential patient records. Rep.

> Donahue is apparently reacting to incomplete information.

>

> Please let us know if you want further discussion of these issues or

> have additional questions. You may contact Nick Nichols by email to

> nnichols@vdh.state.vt.us or by phone at 652-2029. Thank you.

>

>

> Gary Leach

> Vermont Department of Health Business Office

> 863-7384

>

>






From: "Leach, Gary" <GLeach@vdh.state.vt.us>

To: "Michael Obuchowski" <OBIE@)leg.state.vt.us>

Date: 4/1/2008 3:28 PM

Subject: JFO 2320 Mental Health grant and position

Attachments: Hartman LOS.doc

CC: "Hartman, Michael" <mhartma@uvdh.state.vt.us>, "Nichols, Nick" <nnichols@...

> Rep. Obuchowski:

>

> Responding to concerns expressed by Rep. Anne Donahue regarding JFO
> #2320.

>

> 1. The application to SAMHSA was submitted by DMH with an appendix
> titled "Letters of Support" which included a copy of a letter from me

> strongly opposing approval of the grant.

>

> 1. Response: Prior to the submission of the grant application,

> Commissioner Hartman spoke with Rep. Donahue about her concerns, and
> she gave DMH permission to include her letter in its application.

> Commissioner Hartman speaks to Rep. Donahue's letter and her concerns
> in his cover letter that was submitted with the application (see

> attached).

> <<Hartman LOS.doc>>

> Despite Rep. Donahue's objections to how DMH has handled this issue
> previously, we feel her input and focus on this issue will help to

> improve implementation of the grant. There were many concerns and

> issues raised by different stakeholders who were involved in the grant

> planning process, but the vast majority of these stakeholders feit

> Vermont should apply for this grant opportunity and supported our

> grant application.

>

> 2. The "standard terms of award" (grant award p. 3) includes the

> statement, "Grant funds cannot be used to supplant current funding of

> existing activities. Definition: Supplant is to replace funding of a

> recipient's existing program with funds from a federal grant." The

> Agency of Human Services review memo (unnumbered page; Giffin to Riven
> memo) states: "Per the instructions of the Secretary of

> Administration, the Agency of Human Services separately requested the
> Department of Human Services to abolish a vacant limited service

> position (840160) in the Department of Mental Health to offset the

> additional position in this grant request.” It appears that this

> "offset” may violate the terms of the grant.

>

> 2. Response: The position abolished was vacant, i.e., there was no

> funding for the position. Therefore there was no supplantation.

>

> 3. Standard condition 6 on page 3 requires compliance with federal

> standards regarding confidentiality of patient records. The Department
> of Mental Health knowingly evaded those standards in a planned

> disclosure of confidential patient records within the past month.

>

> 3. Response: We believe Rep. Donahue is referring to a discussed, but
> never executed, sharing of patient information with Rutland Regional

> Medical Center for the purposes of planning for new psychiatric

> inpatient capacity. While we believe that the sharing of necessary






> patient information for the purposes of health care operations is

> permissible under HIPAA - we concluded that the information that RRMC
> sought for planning purposes was not necessary and therefore there was
> not unauthorized disclosure of confidential patient records. Rep.

> Donahue is apparently reacting to incomplete information.

>

> Please let us know if you want further discussion of these issues or

> have additional questions. You may contact Nick Nichols by email to

> nnichols@vdh.state.vt.us or by phone at 652-2029. Thank you.

>

>

> Gary Leach

> Vermont Department of Health Business Office

> 863-7384

>

>






7~ VERMONT

Department of Health Agency of Human Services
Division of Mental Health {phone] 802-652-2000

108 Cherry Street, PO Box 70. Ifax) 802-652-2005

Burlington, VT 05402-0070 [tty] 800-253-0191

Healthvermont.gov

May {0, 2007

Crystal Saunders, Director of Grant Review

Office of Program Services

Substance Abuse and Mental Health Services Administration
Room 3-1044

1 Choke Cherry Road,

Rockville, MD 20857

Dear Ms. Saunders

This letter is sent as notice indicating interest by the Vermont Department of Health (VDH),
Division of Mental Health, in pursuing the SAMHSA grant application # SM-07-005 to reduce
the use of seclusion and restraint at two locations providing inpatient psychiatric care. The
decision to apply for this funding is based on the internal assessment by VDH that the next step
of improvement for care at both the Vermont State Hospital, our single state operated mental
health facility, and The Retreat Healthcare, a private psychiatric facility for children and adults,
is to focus on this important area of care.

The Vermont State Hospital (VSH) and The Retreat Healthcare (RHC) are the primary providers
of involuntary care for Vermonters, and thus are faced regularly with decisions of if or when to
use seclusion and restraint as a method of control when coping with threatening or dangerous
behavior. Both facilities have recognized that the occurrences of these behaviors are not
unpredictable phenomena. Rather, these events have precursors, which, when recognized, offer
opportunities for intervention previous to an outcome of restraint and/or seclusion. Both also
recognize that such events are trauma inducing episodes that have a negative impact on patient
trust of a provider, and can create new issues of loss of personal control, fear of harm, and
embarrassment for both the patient being secluded or restrained as well as patients who observe
such interventions.

In the past few years, VSH has struggled through periods of care compromises which resulted in
increased use of emergency procedures, loss of certification on two occasions by the Center for
Medicaid/Medicare Services and most challenging, the death of two patients. At this time VSH
has been able to bring its rate of seclusion and restraint down to a range comparable to national
averages. However, the State has yet to regain the momentum of working with consumer
advocacy partners in the effort that existed as late as 2004. At that time, VSH and VDH







leadership had committed to a reduction, and were actively working with Vermont Protection
and Advocacy (VP&A) and other advocates and consumers on a plan to do so. However, the
events mentioned above occurred, and in the ensuing time period momentum was lost. Retreat
Healthcare has not experienced the extreme challenges of VSH, but has had management
changes which have slowed some important strides toward the reduction of seclusion and
restraint. Similar to VSH, the RHC had also committed to change and had worked with VP&A
toward a reduction of seclusion and restraint, but subsequent changes in leadership at that
hospital had an impact on the momentum there as well.

Thus, as both entities have now stabilized under new leadership, the recognition of the need to
continue in the direction that was set out previous to these difficulties has concretized.
Vermont’s commitment to recovery and self-directed care has now also gained a significant third
area of concern in the arca of trauma informed care, which requires a new look at the use of
coercion and restraint within the system of care. Historically this commitment has been made
via legislative and policy initiatives. These are reflected in two primary examples.

The first example is the commitment to addressing coercion in the system of care. As Former
Commissioner Copeland stated in a 1999 policy paper (Vermont’s Vision Of A Public System
For Developmental And Mental Health Services Without Coercion, October 1999) regarding the
position of the then Department of Developmental and Mental Health Services,

*...we must measure the success of DDMHS’s systems of care by improvements in the
wellbeing of our citizens. DDMHS believes that the various forms of coercion are
powerful negative forces working against us as we strive to assist citizens to enhance the
quality of their lives...Put another way, we do not believe that we can achieve the highest
quality of care and supports without paying close attention to the presence of coercion in
its various forms in our system of care.”

The paper goes on to describe a range of coercive pracfices, factors that may lead to coercion and
ideas related to its elimination. These ideas included self-directed care, recovery education for
providers, best use of informal alternatives and the use of natural supports

The second example is that of commitment by the state of Vermont to reduce involuntary
procedures as an aspect of care. In 1997 the Vermont Legislature added a subsection on
legislative intent in Title18 of the Judicial Proceeding Chapter 181. This states, “( ¢ ) It is the
policy of the general assembly to work towards a mental health system that does not require
coercion or the use of involuntary medication.”

Vermont’s system of care has not been able to maximize the strong support of governmental
leadership and solidly establish a system without coercion as stated by the former commissioner.
In fact, we have struggled to respond to demands made by VP&A and other advocates and
consumers to make a strong and solid commitment to this effort. This struggle is evident in the
attached letters of support by the VP&A Director, the Vermont - NAMI Director and Rep. Anne
Donahue. There are clearly some differing perspectives on the work that VSH and VDH have
done in this area in the past four years. It is important to acknowledge, as I believe we do in this
application, that the efforts in this area have been insufficient to address the need for establishing
new expectations of care and articulating appropriate interactions of staff with patients when
collaboration has failed to be established. We offer these letters in our application to be clear
and honest about the need for change, and to validate the views of the advocacy community.







At this time, however, the system is ready for this culture change, and will make maximum use
ofthe SAMHSA funds to achieve this goal. The Governor, the Secretary of the Agency of
Human Services and the Commissioner of Health have committed to fund and support
improvements to the system of care for inpatient psychiatry. This is exhibited not only by
increased funding for inpatient and community mental health services during each of the past
three years, but also by the support of new residential alternatives such as the recently opened
Second Spring program. This program is moving selected VSH patients out of the hospital and
into an intensive level of residential care in a community setting. This residential alternative is
trauma-informed, consumer centered, and works in partnership with Vermont Psychiatric
Survivors to reinforce the principles of recovery based programming.

Since 1999 the Agency of Human Services and VDH have required that all ten mental health
service agencics have at least 51% consumer/family representation on their corporate boards.
The Agency has supported the creation of 11 consumer advisory groups for adult mental health,
one at each of the ten service agencies, and one for statewide issues. Tn addition, since 2004 the
Vermont State Hospital Futures Advisory Committee, a consumer/family/advocate/provider
advisory group, has initiated planning in tandem with VDH to develop new replacement services
for VSH, an institution with residential units in buildings of between 70 and 115 years old. This
group has worked to create not only a preferred plan for a new hospital, but has also spawned
three new community programs that now exist. In addition, the group has planned for 2 — 4 other
services that will further create community-based treatment options for persons at risk of
hospitalization.

It is with this level of commitment that VDH’s Division of Mental Health applies for this
tunding opportunity, We believe that our work in restructuring VSH and our partnership with
the Retreat are of the nature that will make this project highly successful because it affords an
opportunity for Vermont to make a significant move ahead in the area of highest quality patient
care. We firmly believe our system to be in a state of evolution that can support and make very
effective use of this funding opportunity.

Sincerely,

Michael Harfman, MSW

Deputy Commissioner for Mental Health
Vermont Department of Health

Division of Mental Health







From: Rebecca Buck

To: gleach@vdh.state.vt.us

Date: 3/31/2008 9:26 AM

Subject: Re: Fwd: JFO 2320 Mental Health grant and position
CC: Klein, Steve; Obuchowski, Michael

Good morning Gary. I am forwarding concerns that Rep. Anne Donahue expressed to Rep. Michael Obuchowski regarding JFO
#2320. Steve and I are asking that you respond directly to Rep. Obuchowski with a "cc¢" to us. Thank you. --Becky

>>> Michael Obuchowski 3/31/2008 9:07 AM >>>
FYI Please investigate these concerns. Thank you.

>>> "Anne Donahue" <gounterp@tds.net> 3/31/2008 10:59 PM >>>

Hello Michael,
I apologize for not replying sooner; you asked that a copy be sent to me regarding the request of the administration to accept a

grant from SAMHSA for reduction of restraint and seclusion at VSH and the Retreat.

I do have several things to note about this grant:
1. The application to SAMHSA was submitted by DMH with an appendix titled "Letters of Support" which included a copy of a letter

from me strongly opposing approval of the grant.

2. The "standard terms of award" (grant award p. 3) includes the statement, "Grant funds cannot be used to supplant current
funding of existing activities. Definition: Supplant is to replace funding of a recipient's existing program with funds from a federal
grant."

The Agency of Human Services review memo (unnumbered page; Giffin to Riven memo) states:

"Per the instructions of the Secretary of Administration, the Agency of Human Services separately requested the Department of
Human Services to abolish a vacant limited service position (840160) in the Department of Mental Health to offset the additional
position in this grant request.”

It appears that this "offset” may violate the terms of the grant.

3. Standard condition 6 on page 3 requires compliance with federal standards regarding confidentiality of patient records. The
Department of Mental Health knowingly evaded those standards in a planned disclosure of confidential patient records within the

past month.

Anne Donahue



From: "Leach, Gary" <GLeach@uvdh.state.vt.us>

To: <obie@leg.state.vt.us>

Date: 3/24/2008 12:46 PM

Subject: Questions with regard to JFO #2320 (SAMHSA grant and Itd service position)
cc: <rbuck@leg.state.vt.us>, "Riven, Matt" <Matt.Riven@ahs.state.vt.us>, "Ha...

Rep. Obuchowski :

Becky Buck forwarded your questions regarding JFO #2320. Our responses
follow.

1) On page 33 of the Project Abstract, in Section F - Budget

Justification - Budget Year One, there is a total of $30,000 in general
fund which also is reflected on page 37 (and extends into the next 2
budget years at $27,000 and $24,500 respectively) that is not reflected

in the AA-1. Please explain why it's not included in the AA-1 in item 10
(budget information). Also with increasing scarcity of general funds,
please explain why are we committing $81,500 in general funds over the
next 3 years?

(1) - Yes, the narrative budget in our application did describe the
expenditure of General Funds for equipment and renovations at the State
Hospital. These funds were not included on the AA1 because expenditure
of these funds is not a requirement for receipt of the Federal funds;

there is no required match under this grant. This item was included in

our narrative budget only to make our application for Federal funds more
competitive. Conversely, these General Fund monies will need to be
expended for equipment and renovations at the State Hospital whether or
not the Federal grant is accepted.

2) On the AA-1 Form under item 9 (impact on existing programs if grant
is not accepted) the department response was "None". If that is true why
is Joint Fiscal being asked to approve this grant and limited service
position?

(2) - It has been the Department's usual practice to answer "None" under
item 9 on the AA-1. It is our understanding that this question intends

to discover whether declining the grant would require the Department to
curtail any of its current programs or activites. It would not. If the

grant is not accepted, current Department activities will continue

without interruption or change. We are asking that this grant be

accepted in order to enhance our current programs at the State Hospital,
as we've described in the narrative attached to the AA1.

We would be happy to provide additional information on this grant, or
further discussion of its role in improving our programs at the State
Hospital, at your request. Please let Nick Nichols know if you have more
questions, by email to nnichols@vdh.state.vt.us or by phone at 652-2029.
Thank you.

Gary Leach, Vermont Department of Health Business Office, 863-7384



From: Rebecca Buck
To: Nichols, Nick
Subject: Questions from Rep. Obuchowski re: JFO #2320

Hello Nick. Representative Michael Obuchowski has the foilowing questions with regard to JFO #2320
(SAMHSA grant and ltd service position):

1} On page 33 of the Project Abstract, in Section F - Budget Justification - Budget Year One, there is a
total of $30,000 in general fund which also is reflected on page 37 (and extends into the next 2 budget
years at $27,000 and $24,500 respectively) that is not reflected in the AA-1. Please explain why it's not
included in the AA-1 in item 10 (budget information). Also with increasing scarcity of general funds,
please explain why are we committing $81,500 in general funds over the next 3 years?

2) On the AA-1 Form under item 9 (impact on existing programs if grant is not accepted) the department
response was "None". If that is true why is Joint Fiscal being asked to approve this grant and limited

service position?

If you need further clarification on any of these questions, don't hesitate to let me know either by phone
(828-5960) or at the above e-mail address. Please be sure and cc me on your response to
Representative Obuchowski (obie@leg.state.vt.us) . Thanks. --Becky

CC: Klein, Steve; Obuchowski, Michael; Riven, Matt



JOINT FISCAL OFFICE PHONE: (802) 828-2295
1 BALDWIN STREET FAX: (802) 828-2483
DRAWER 33

MONTPELIER, VT 05633-5701

MEMORANDUM
To: Joint Fiscal Committee Members
From: Rebecca Buck ‘K\
Date: March 25, 2008
Subject: JFO #2320 (Mental Health grant and position)

Senator Susan Bartlett asked that I forward to you a copy of the enclosed
memo.

cc: Rep. Anne Donahue
Stephen Klein

VT LEG 231516.v1



2~~~ VERMONT

Agency of Human Services

Department of Mental Health [phone]  802-652-2000
108 Cherry Street, PO Box 70. [fax] 802-652-2005
Burlington, VT 05402-0070 [tty] 800-253-0191

www.healthvermont.gov/mh/index.aspx

Memorandum

To: Susan Bartlett, Chair Joint Fiscal Committee

From: Michael Hartman, Commissioner Department of Mental Health
Date; March 20, 2008

Re: JFO #2320

The request from the Department of Mental Health regarding JFO #2320, a $552,410 grant from the
U.S. Substance Abuse and Mental Health Services Administration (SAMHSA) to DMH is made to
assist in our continuing efforts to address seclusion and restraint reductions in the Vermont system of
mental health care. The SAMHSA opportunity is ideal in that it compliments work that began at VT
State Hospital and the Brattleboro Retreat Children’s Inpatient Unit in coordination with VT Protection
and Advocacy about 4 years ago. Both institutions have actively been engaging in training and
environmental designs to reduce the need for these interventions, and the grant would enable DMH to
develop a model that could be duplicated in care settings—i.e. other inpatient units, emergency room
departments—across our state.

The three year grant will provide for one limited service state position at VSH, a second position via
contract with Retreat Health Care their site, and funding for consultation and environmental changes
that would support better non-coercive interventions at both locations. The optimal outcome for this
grant will be reduced rates of seclusion and restraint and improved environment of care that may
increase collaboration between care providers and patients. There can be other benefits derived from
this effort such as reduced use of involuntary medication as well.

In addition to the services at the two sites, DMH has committed to bring new knowledge and trainings
to other AHS departments, the Designated Agencies, and local hospitals. The need for this kind of
support for health care workers is significant as it is a profession that must be highly accessible to all
persons thus the environment of care is one that is vulnerable to the rare occasion when anxiety and
safety concerns create possible conflicts. From my visits with all Vermont hospitals last summer and
feedback both from consumers and providers it is clear this is a priority of all participants in our
system of care.

I will be glad to respond to any concerns the committee may have regarding this request.



Mailing Address:
1 Baldwin Street
Drawer 33
Montpelier, Vermont 05633-5701

Tel.: (802) 828-2295
Fax: (802) 828-2483

STATE OF VERMONT
JOINT FISCAL COMMITTEE
1 Baldwin Street
Montpelier, Vermont 05633-5701

MEMORANDUM

To: Joint Fiscal Committee Members
From: Rebecca Buck, Staff Associate @
Date: March 20, 2008

Subject:  Grant and Position Request
Enclosed please find one (1) request which the Joint Fiscal Office recently received from

the Administration:

JFO #2320 —$552,410 grant from the U.S. Substance Abuse and Mental Health
Services Administration (SAMHSA) to the Department of Mental Health. These grant
funds will be used to implement alternatives to the use of restraint and seclusion in
institutional and community based settings that provide mental health services. Joint
Fiscal Committee approval is being requested to establish one (1) new sponsored limited
service position--VSH Alternatives to Seclusion/Restraint Coordinator--for the duration
of this grant. :

[JFO received 03/19/08

The Joint Fiscal Office has reviewed this submission and determined that all appropriate
forms bearing the necessary approvals are in order.

In accordance with the procedures for processing such requests, we ask you to review the
enclosed and notify the Joint Fiscal Office (Rebecca Buck at 802/828-59609;
rbuck@leg.state.vt.us or Stephen Klein at 802/828-5769; sklein@leg.state.vt.us) if you
would like this item held for legislative review. Unless we hear from you to the contrary
by April 3 we will assume that you agree to consider as final the Governor’s acceptance

of this request.

cc: James Reardon, Commissioner
Linda Morse, Administrative Assistant
Cynthia LaWare, Secretary
Michael Hartman, Commissioner
Molly Paulger, Classification Manager
Jenny Audet, Classification Program Technician

VT LEG 231139.v1



INFORMATION NOTICE
The following item was recently received by the Joint Fiscal Committee:

JFO #2320 -$552,410 grant from the U.S. Substance Abuse and
Mental Health Services Administration (SAMHSA) to the Department of
Mental Health. These grant funds will be used to implement alternatives to the
use of restraint and seclusion in institutional and community based settings that
provide mental health services. Joint Fiscal Committee approval is being
requested to establish one (1) new sponsored limited service position--VSH
Alternatives to Seclusion/Restraint Coordinator--for the duration of this grant.
[JFO received 03/19/08]

VT LEG 231155.v1



STATE OF VERMONT - dFo
GRANT ACCEPTANCE FORM
A3

GRANT SUMMARY: 3 year grant to implement alternatives to restraint and seclusion
in institutional and community based settings that provide mental

health services.

Title: State Incentive Grants to Build Capacity for Alternatives to
restraint and Seclusion -

DATE: ' 3/17/2008

DEPARTMENT: Department of Mental Health

GRANTOR / DONOR: US Substance Abuse and Mental Health Services Administration
(SAMHSA)

FEDERAL CATALOG No.:  93-243
GRANT/ DONATION: Funding for development and implementation of policies and

procedures for alternatives and one (1) limited service position

AMOUNT / VALUE: $552,410.00  FYO08 ($124,600), FY09 ($213,905) & FY10
($213,905) - -

~POSITIONS REQUESTED: 1 new Limited Service position (VSH Alternatives to
Seclusion/Restraint Coordinator).

GRANT PERIOD: Starting Date: 9/30/07 Ending Date: 9/29/10

COMMENTS: see attached.

DEPARTMENT OF FINANCE AND MANAGEMENT: (INITIAL)
SECRETARY OF ADMINISTRATION (INITIAL)
SENT TO JOINT FISCAL OFFICE: . DATE:
RECEIVED
MAR 19 2008
JOINT FISCAL OFFICE




FORM AA-1 (Rev. 11-05)

STATE OF VERMONT
REQUEST FOR GRANT ACCEPTANCE

1. Agency: Human Services
2. Department: Mental Health
3. Program: Adult Mental Health

4. Legal Title of Grant: State Incentive Grants to Build Capacity for Alternatives to
Restraint and Seclusion

5. Federal Catalog No.: 93.243
6. Grantor and Office Address: Substance Abuse and Mental Health Services Administration
Rockville, Maryland 20857
7. Grant Period: From: 9/30/07 To: 9/29/10
8. Purpose of Grant: The purpose of the grant is to implement alternatives to the use of restraint
and seclusion in institutional and community-based settings that provide mental health services.
(see attached summary)

9. Impact on Existing Programs if Grant is not Accepted: None

10. Budget Information (1st State FY) (2nd State FY) (3rd State FY)
FY 2008 FY 2009 FY 2010
EXPENDITURES:
Personal Services $ 39,300 $ 117,955 $ 117,955
Operating Expenses $ 5,300 $ 15,950 3 15,950
Other (Grants) $ 80,000 $ 80,000 $ 80,000
TOTAL $ 124,600 $ 213,905 $ 213,905
REVENUES:
State Funds:
Cash $ $ $
In-Kind $ $ $
Federal Funds:
(Direct Costs) $ 117,490 $ 192,575 $ 192,575
(Statewide Indirect) $ 1,000 $ 2,985 $ 2,985
(Dept. Indirect) $ 6,110 $ 18,345 $ 18,345
Other funds: '
(source) $ $ $
TOTAL $ 124,600 $ 213,905 $ 213,905

Grant will be allocated to these appropriation expenditure accounts:

Appropriation Nos. Amounts
3150070500 $124,600




Form AA-1 Page 2

11. WIill grant monies be spent by one or more persopal service contracts?
[X ] YES

If YES, signature of appoi indicates intent to follow current

guidelines on bidding./)!i-

12a. Please list any requested Limited Service positions:

Titles Number of Positions
VSH Alternatives to Seclusion/Restraint Coordinator 1
TOTAL 1

12b. Equipment and space for these positions:
[V]/Is presently available.
[ ] Can be obtained with available funds.

| certify that no funds have pended or committed in anticipation of Joint fiscal Committee

approval this gragnt.
2/
g ture dfﬁpﬁomtlng Authority Date

/‘-‘* D.cuhpnc Dg(@z@

Signature of Agency Secretary or Designee

14. Action by Governor:

[~/] Approved | M 3/ %3

[ ] Rejected (Signature) (Date)

15. Secretary of Administration:

[ ] Request to JVO c @ os
[ 1 Information to JFO (Signature) (Date)
16. Action by Joint Fiscal Committee: (Dates)

[ ] Request to be placed on JVC agenda

[ ] Approved (not placed on Agenda in 30 days)
[ ] Approved by JFC

[ 1 Rejected by JFC

[ ] Approved by Legislature

(Signature) (Date)



STATE OF VERMONT
Joint Fiscal Committee Review
Limited Service - Grant Funded

Position Request Form

This form is to be used by agencies and departments when additional grant funded positions are being requested. Review
and approval by the Department of Human Resources must be obtained prior to review by the Department of Finance and
Management. The Department of Finance will forward requests to the Joint Fiscal Office for JFC review. A Request for
Classification Review Form (RFR) and an updated organizational chart showing to whom the new position(s) would report
must be attached to this form. Please attach additional pages as necessary to provide enough detail.

Agency/Department: AHS/Mental Health Date: 2/20/08

Name and Phone (of the person completing this request): Nick Nichols, 652-2029

Request is for:
XPositions funded and attached to a new grant.
[_|Positions funded and attached to an existing grant approved by JFO #
1. Name of Granting Agency, Title of Grant, Grant Funding Detail (attach grant documents):
Department of Health and Human Services-Substance Abuse and Mental Health Services Administration

State Incentive Grants to Build Capacity for Alternatives to Restraint and Seclusion
(Short Title: Alternatives to Restraint and Seclusion SIG)

2. List below titles, number of positions in each title, program area, and limited service end date (information should be
based on grant award and should match information provided on the RFR) position(s) will be established only after JFC
final approval:

Title* of Position(s) Requested # of Positions Division/Program  Grant Funding Period/Anticipated End Date

VSH Alternatives to Seclusion/ 1 Vermont State 10/1/07 — 9/30/2010 / April 1%, 2011
Restraint Coordinator Hospital

*Final determination of title and pay grade to be made by the Department of Human Resources Classification Division upon submission and review of
Request for Classification Review.

3. Justification for this request as an essential grant program need:

This grant funded position will be responsible for coordinating the implementation of alternatives to seclusion
and restraint at two inpatient facilities (Vermont State Hospital and Retreat Healthcare). Coordination of this
multi-site initiative requires a full tim# position and could not be done by an existing state position.

| certify,that this mfor tlon is

avaitable (require ;,f
///J,f% 1 - ;
S;'g’n%fé‘é of Ag8ncylor ﬁ’epiartmint Head { r,f Date
Y Wdiey [l A 222 0%
(Approved/Demed by Department of Human Resources Datj ,
Wﬂmﬂ/ﬁ/?f/jAA 3/2/0F
Approved/Renied by Finance@ptd Managemant I Déte
quﬂ,f /}/cm R [6Y
Approved!/Dented by Secrefary of Administration - '"Date . ]
Comments: -~ = » - IR ik
Posihon T 40140 will be akolished | F Hu rww Limeted DHR - 11/7/05

i

:)‘L VWV L \\'r\ >5W\(ﬁ\\ \x i Iq A\ 4 (l l’“ 7 }r'( . t\_tc'\’
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Request for Grant Acceptance
Alternatives to Restraint
Summary

2/20/2008

The Department of Mental Health (DMH) has been granted approximately $213,905 a year for three
years by the Substance Abuse and Mental Health Services Administration to implement alternatives
to the use of seclusion and restraint (S/R) in institutional and community-based settings that provide
mental health services. Specifically, DMH will implement alternatives to S/R at the Vermont State
Hospital (VSH) for adults with serious mental illness and Retreat Healthcare (RHC) for children and
adolescents with serious emotional disturbances. SAMHSA'’s Six Core Strategies to Reduce the Use
of Seclusion and Restraint will guide the development of strategic plans at each hospital and will help
create the culture shift necessary for the use of less coercive measures for ensuring patient and staff
safety. The goals of the project are:

Goal 1: Vermont will strengthen and enhance its oversight, leadership and coordination capacity at
the state level and at VSH and RHC to enhance the development of alternatives to restraint and
seclusion.

Goal 2: Using the SAMSHA Six Core Strategies as a guide, Vermont will develop and implement a
strategic plan to complete S/R Reduction efforts at VSH and the RHC.

Goal 3: Vermont will implement specific S/R Reduction Techniques (e.g. Sensory Modulation) at VSH
and the RHC to reduce and prevent the need for S/R.

Key activities under this grant will include:

1. Establish/enhance a stakeholder steering committee at each institution to oversee S/R Reduction
activities

2. Create a state-level position to coordinate S/R Reduction grant activities and assist in the

implementation S/R reduction efforts at VSH

Create a “S/R Reduction Coordinator’ at RHC to oversee the implementation of alternatives to S/R

at that organization.

Complete Core Training on SAMHSA'’s Six Core Strategies to Reduce S/R at VSH and RHC.

Complete an Organizational Assessment re: the Six Core Strategies at VSH and the RHC

Create and Implement a Strategic Plan to Develop Alternatives to S/R at VSH and the RHC

Augment current training for VSH and RHC staff using SAMHSA'’s Roadmap to S/R-Free Mental

Health Services

Implement improved debriefing techniques at VSH and RHC for staff and consumers following an

incident of seclusion or restraint

9. Develop and modify of policies and procedures at VSH and RHC to support S/R reduction,
including the creation of clinical practice protocols,

10. Develop improved methods for using consumers o support the prevention and reduction of S/R

11. Implement improved methods for collecting, analyzing and reporting on the use of S/R at VSH and
RHC.

12. Implement Sensory Modulation techniques and approaches at both institutions

13. Establish “Sensory Spaces” (e.g. Calm Rooms, Multisensory Treatment Rooms) at VSH and the
RHC to provide a choice of different sensory experiences to help ground, calm, center and/or alert
individuals.

w

No ok
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Approximately $80,000 of these funds will be sub-granted each year to the Retreat
Healthcare to support implementation at that organization. $35,000 will be used each year
to purchase expert consultation and training on the Six Core Strategies and the
implementation of Sensory-Based Approaches. Approximately $62,000 will be used to fund a
state-level position to coordinate the project and oversee implementation of alternatives to
S/R at VSH. The remaining funds will be used by the Department to cover the costs of travel
and meetings necessary to support the project.

The Department of Mental Health is hereby requesting acceptance of $124,600 in new
Federal funds during State Fiscal Year 2008. The remainder of the Federal funding will be
included in the Department's future budget requests. The Department is requesting the
establishment of one limited service position to serve as VSH Alternatives to
Seclusion/Restraint Coordinator. We are including a copy of our application, a copy of the
Federal grant award and a copy of the position request for your information.



VSH Alternatives to Seclusion/Restraint Coordinator

The VSH Alternatives to Seclusion/Restraint Coordinator will oversee the implementation
of alternatives to seclusion and restraint (S/R) grant activities and will serve as a liaison
between the Commissioner of Mental Health, the Principle Investigator and the project
staff leaders at both VSH and Retreat Healthcare. This position will also be responsible
for coordinating S/R reduction activities at VSH. This individual will be a state
employee, and will be recruited upon notification of the grant award.

Major Job Duties and Responsibilities

e Oversee the planning, implementation and coordination of grant activities

e Work closely with both VSH and the Retreat to guide the development of a
strategic plan that incorporates the 6 core Strategies. Both plans should be
reviewed and updated annually to reflect project progress and experience

e Work closely with both institutions to develop data collection methods and ensure
that routine program data is collected, analyzed and reported.

e Coordinate the expert consultation of Tina Champagne, OTR, to maximize the
use of her time to teach and train each institution about effective, empirically-
based organizational and clinical strategies for reducing restraint and seclusion.

e TFacilitate communication between VSH and the Retreat to share information
about project successes, challenges and effective strategies for accomplishing the
goals of the project.

e Maintain an effective presence at DMH, VSH and the Retreat to ensure project
visibility and stimulate and sustain the engagement of key staff in the change
process

e Manage reporting obligations to SAMHSA and communication between the .
Commissioner’s office, the two participating hospitals and interested stakeholders

e Serve as the S/R Reduction Coordinator for VSH

Skills, Qualifications and Experience

e Demonstrated experience as change leader
Demonstrated effectiveness in program development, implementation and
management

e Knowledge of and experience with people with acute severe mental illness
Understanding of data collection and analysis methods

e [Effective verbal and written communication skills



Vermont Agency of Human Services

To: Jim Giffin

From: Matt Riven /}7&9&

Date: February 22, 2008

Subject: Review of AA-1 Request for Grant Acceptance

Agency: AHS/DMH/VSH

Grant title: State Incentive Grants to Build Capacity for Alternatives to Restraint and
Seclusion

Grantor: U.S. Substance Abuse and Mental Health Services Administration
(SAMHSA)

Grant Period: 9/30/07 to 9/29/10

Amount:

SFY08: $124,600
SFY09: $213,905
SFY10: $213,905

Explanation: The Department of Mental Health (DMH) has been granted $213,905 for
each of three federal years by SAMHSA to implement alternatives to the use of seclusion
and restraint in institutional and community-based settings that provide mental health
services. DMH will implement alternatives to seclusion and restraint at the Vermont
State Hospital for adults with serious mental illness and Retreat Healthcare for children
and adolescents with serious emotional disturbances.

Position analysis: Implementation of the grant includes creation of one state position to
coordinate grant activities and assist in implementation of alternatives to seclusion and
restraint at the Vermont State Hospital. The required materials — position request; job
specifications; and organization chart — are included in the material. Per the instructions
of the Secretary of Administration, the Agency of Human Services separately requested
the Department of Human Services to abolish a vacant limited service position (840160)
in the Department of Mental Health to offset the additional position in this grant request.
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Request for Classification Review
Eagsition Desctiption Form A
Page 1

Request for Classification Review
Position Description Form A

For Department of Personnel Use Only

Notice of Action # ﬁ g 5?’ ‘L/:)f R /,1 - 74  bate R?C'GWEd (Stamp)
Action Taken:
New Job Title
Current Class Code ! ‘”3" SH0 New Class Code
Current Pay Grade ‘t",;?\;-!‘ . New Pay'Grade _ :
Current Mgt Level A/ BAU 0 OTCat. 17 _EEOCat, OFFLSA A
New Mgt Level BIU__ OTCat. __"EEOCat ___ FLSA |
Classification Analyst Date . Effective Date: !32& iof
Comments: ' - ot
Date Processed:

lWi!Iis Rating/Components; Knowledge & Skills: Mental Demands: Accountability:

Working Conditions: Total: . : '
Incumbent Information: : Qoretad By ded, Lyl e €2ipnn i

Employee Name: || Employee Number: ] ‘ e

Position Number: [ | Current Job/Ciass Title:| |

Agency/Department/Unit: [ |  Work Station: [ | Zip Code: [___|

Supervisor's Name, Title, and Phone Number: ||

How should the notification to the employee be sent; [ ] employee's work location [: or [} other

address, please provide mailing address:
New Position@osition Information: .

New Position Authorization: (:] Request Job/Class Title: ﬂ/SH Alternatives to Seclusion/Restraint

Position Type: [_| Permanent or L|m|ted / Fund[ng Source: [] Core, [ ] Partnership, or X Sponsoy

Vacant Position Number: ICurrent Job/Class Title: {:] ?Lf k1% V 5.2 V\L‘é\ N“”’l‘ff’“
Agency/Department/Unit: IAgency of Human Services/Department of Mental Health/Vermont Statej
Hospita] Work Station: [Waterbury]  Zip Code: [05671

Supervisor's Name, Title and Phone Number: Mchael Hartman, Commissioner, 652—2000!

Type of Request:
(x] Management: A management request to review the classification of an existing position, class, or create a
new job class.



Request for Classification Review
Position Description Form A
. Page 2

. ] Employee: An employee’s request to review the classification of his/her current position.

1. Job Duties

This is the most critical part of the form. Describe the activities and duties required in your job, noting
changes (new duties, duties no longer required, etc.) since the last review. Place them in order of
importance, beginning with the single-most important activity or responsibility required in your job. The
importance of the duties and expected end results should be clear, including the tolerance that may be
permitted for error. Describe each job duty or activity as follows:

> What itis: The nature of the activity.

» How you do it: The steps you go through to perform the _actiVity. Be specific so the reader can
understand the steps.

> Why it is done: What you are attempting to accomplish and the end result of the activity.

For example a Tax Examiner might respond as follows: (What) Audits tax returns and/or taxpayer records.
(How) By developing investigation strategy; reviewing materials submitted; when appropriate interviewing
people, other than the taxpayer, who have information about the taxpayer’s business or residency. (Why) To
determine actual tax liabilities. :

This position will oversee and administer a statewide grant project focusing on the
development of alternatives to seclusion and restraint (S/R) at the Vermont State Hospital
and Retreat Healthcare (RHC). Major Job Duties and Responsibilities include:

+ Oversee the planning, implementation and coordinatjon of grant activities

« Work closely with VSH and Retreat Healthcare to guide the development of a strategic
plan that incorporates the 6 Core Strategies to Reducing Seclusion and Restraint.

» Work closely with both institutions to develop data collection methods and ensure that
routine program data is collected, analyzed and reported.

« Coordinate use of expert consultation on effective, empirically-based organizational and
clinical strategies for reducing restrairit and seclusion.

« Facilitate communication between VSH and Retreat Healthcare to share information
about project successes, challenges and effective strategies for accomplishing the goals
of the project.

« Maintain an effective presence at Department of Mental Health, VSH and Retreat
Heaithcare to ensure project visibility and stimulate and sustain the engagement of key
staff in the change process.

» Manage reporting obligations to grant funder (SAMHSA) and communication between
the Commissioner’s office, the two participating hospitals and interested stakeholders.

«  Work with S/R reduction consultants to implement sensory modulation techniques
among VSH and RHC staff and serve as the in-house expert on these approaches at
VSH.

« Facilitate VSH S/R Reduction Steering Committee.

“+ Identify organizational needs for and operational barriers to successfully reducing the
use of involuntary procedures at VSH |, and commumcate these to VSH leadership and
interested stakeholders.




Request for Classification Review
Position Descniption Form A
. Page 3
. 2. Key Contacts

This question deals with the personal contacts and interactions that occur in this job. Provide brief typical
examples indicating your primary contacts (not an exhaustive or ail-inclusive list of contacts) other than those
persons to whom you report or who report to you. If you work as part of a team, or if your primary contacts are

- with other agencies or groups outside State government describe those interactions, and what your role is. For
example: you may collaborate, monitor, guide, or facilitate change.

Works closely with key leadership and operations staff (Executive Director, Medical
Director;, Operations Director) at Vermont State Hospital to coordinate implementation of
alternatives to restraint and seclusion. Works with VSH leadership team to develop and
modify existing policy and operations practices. Works with core treatment staff at VSH to
adopt specific alternative interventions (e.g. Sensory Modulation) to reduce incidents of
seclusion and restraint. Coordinates use of expert consultation/training. Collaborates with
key leadership and operations staff at Retreat Healthcare to monitor and guide
implementation of alternatives to seclusion and restraint at RHC. Regular contact with
state-level representatives of multiple stakeholder groups (e.g. Vermont Psychiatric
Survivors, Vermont Protection and Advocacy) to faciliate input and consensus-building
regarding implementation of alternatives to S/R at VSH. Faciliatates stakeholder project
steering committee. Collaborates with project evaluator and federal grantors to ensure
proper collection and reporting of project outcomes.

3. Are there licensing, registration; or certification requirements; or special or unusual skills
necessary to perform this job?

Include any special licenses, registrations, certifications, skills; (such as counseling, engineering, computer
programming, graphic design, strategic planning, keyboarding) including skills with specific equipment, tools,
technology, etc. (such as mainframe computers, power tools, frucks, road equipment, specific software
packages). Be specific, if you must be able to drive a commercial vehicle, or must know Visual Basic, indicate
$0.

Education: Professional degree in Occupational Therapy, Nursing, Activities Therapy or
other clinical profession (e.g. Master’'s Degree in Social Work, Psychology or Counseling).

.| Experience: Experience in operation of inpatient services to people with mental iliness.
Demonstated experience in successful program development, implementation and
management.

Skills and Knowledge:

-Knowledge of and experience with people with acute severe mental illness
-Understanding of data collection and analysis methods

-Effective verbal and written communication skills

-Knowledge of best and evidence-based practices regarding inpatient psychiatric
treatment '

-Knowledge of the principles and practices of public administraﬁon
-Knowiedge of supervisory principles and practices

-Knowiedge and skilis in strategic planning and systems change
-Knowledge and skills in project management

-Skills in leadership and multi-stakeholder consensus-building

-Ability to devélop and negotiate contracts




Request for Classification Review
Position Description Form A
' Page 4

-Ability to evaluate program effectiveness
-Ability to communicate effectively orally and in writing.

-Ability to coordinate and provide training

-Ability to establish and maintain effective working relationships.

4. Do you supervise?

In this question “supervise” means if you direct the work of others where you are held directly responsible for
assigning work; performance ratings; training; reward and discipline or effectively recommend such action; and
other personnel matters. List the names, titles, and position numbers of the classified employees reporting to
you:

No.

5. In what way does your supervisor provide you with work assignments and review your work?

This question deals with how you are supervised. Explain how you receive work assignments, how priorities
are determined, and how your work is reviewed. There are a wide variety of ways a job can be supervised, so
there may not be just one answer to this question. For example, some aspects of your work may be reviewed
on a regular basis and in others you may operate within general guidelines with much independence in
determining how you accomplish tasks.

Works with supervisor and federal grantor to effectively set goals and establish
priorities;understand, prepare and adhere to project goals, objectives, tasks, deadlines and
time lines. - '

Effectively solicits, integrates and responds to regular input, consultation and directives
from multiple sources, including VSH and RHC leadership teams, project steering
committee, state leadership, national expert consultants, federal administrators, treatment
providers, consumers, families, and community representatives.

Works with supervisor to montior and adhere to expectations and requirements of federgl
adminstration funding the project. '

Clearly cdmbmunicates grant project and departmental expectations, desired outcomes, and
effectively delegates responsibilities to project staff, providing necessary supervision and-
resources to accomplish expectations. '

Performs work activities with modest superivion; expected to complete many work projects
independently without direct superivion.

6. Mental Effort

This section addresses the mental demands associated with this job. Describe the most mentally challenging
part of your job or the most difficult typical problems you are expected to solve. Be sure to give a specific
response and describe the situation(s) by example.

> For example, a purchasing clerk might respond:  In pricing purchase orders, | frequently must find
the cost of materials not listed in the pricing guides. This involves locating vendors or other sources
of pricing information for a great variety of materials.



Request for Classification Review
Position Description Form A
Page 5
> Or, a systems developer might say: Understanding the ways in which a database or program will
be used, and what the users must accomplish and then developing a system to meet their needs,
often with limited time and resources.

Expected to effectively understand, evaluate, and develop strategies to overcome multiple,
complex organizational barriers to alternatives to S/R.

Expected to oversee implementation of multi-year, systems change initiative involving two
separate complex inpatient organizations. '

7. Accountability

This section evaluates the job’s expected results. In weighing the importance of results, consideration shouid
be given to responsibility for the safety and well-being of people, protection of confidential information and
protection of resources.

What is needed here is information not already presented about the job’s scope of responsibility. What is the
job’s most significant influence upon the organization, or in what way does the job contribute to the
organization’s mission?

Provide annualized dollar ﬁgures if it makes sense to do so, explaining what the amount(s) represent.
For example:

» A social worker might respond: To promote permanence for children through coordination and
delivery of services;

* A financial officer might state: Overseeing preparation and ongoing management of division
budget:. $2M Operating/Personal Services, $1.5M Federal Grants.

Overseeing implemenation and managementvof three-year, $ 640,00 federal grant.

Overseeing implementation of new/improved interventions for individuals who are a
danger to themselves or others to ensure their safety, wellbeing and protection of iegal
rights.

Reducing the use of seclusion and restraints and associated staff and patient injury at
Vermont's two primary inpatient facilities for adults and chilren.

8. Working Conditions

The intent of this question is to describe any adverse conditions that are routine and expected in your job. It is
not to identify special situations such as overcrowded conditions or understaffing.

a) What significant mental stress are you exposed to? All jobs contain some amount of stress. If
your job stands out as having a significant degree of mental or emotional pressure or tension
assocnated with it, this shouid be described.

Type - | How Much of the Time?

b) What hazards, special conditions or discomfort are you exposed to? (Clarification of terms:
hazards include such things as potential accidents, iliness, chronic health conditions or other
harm. Typical examples might involve exposure to dangerous persons, including potentially



Request for Classification Review
Position Description Form A
Page 6
violent customers and clients, fumes, toxic waste, contaminated materials, vehicle accident,
disease, cuts, falls, etc.; and discomfort includes exposure to such things as cold, dirt, dust,
rain or snow, heat, etc.)

Type | How Much of the Time?

‘Working with potentially violent clients 5%

c) What weights do you lift; how much do they weigh and how much time per day/week do you
-spend lifting? :

Type How Heavy? How Much of the Time?

d) What working positions (sitting, standing, bending, reaching) or types of effort (hiking, walking,
driving) are required?

Type How Much of the Time?

Additional Information:

Carefully review your job description responses so far. [f there is anything that you feel is important in
understanding your job that you haven't clearly described, use this space for that purpose. Perhaps your job
has some unique aspects or characteristics that weren'’t brought out by your answers to the previous
questions. In this space, add any additional comments that you feel will add to a clear understanding of the
requirements of your job.

This position will oversee a project that will attempt to achieve substantial change across
two separate complex inpatient organizations, one of which is state-run and the other being
privately-run. Because of this, this position has been placed directly under the supervision
of the Commissioner of Mental Health but will also work closely with the Director of VSH.

Employee’s Signature (required): | Date:




Request for Classification Review
Position Description Form A
Page 7

Supervisor’'s Section:

Carefully review this completed job description, but do not alter or eliminate any portion of the original
response. Please answer the questions listed below.

1. What do you consider the most important duties of this job and why?

* Work closely with VSH and Retreat Healthcare to guide the development of a strategic plan that
incorporates the 6 Core Strategies to Reducing Seclusion and Restraint. '

+ Coordinate use of expert consultation on effective, empirically-based organizational and clinical
strategies for reducing restraint and seclusion.

+ Maintain an effective presence and Ieadérship at Department of Mental Health, VSH and Retreat
Healthcare to ensure project visibility and stimulate and sustain the engagement of key staff in the
change process.

* Work with S/R reduction consultants to implement sensory modulation techniques among VSH
and RHC staff and serve as the in-house expert on these approaches at VSH.

+ ldentify organizational needs for and operational barriers to successfuily reducing the use of
involuntary procedures at VSH , and . communicate these to VSH leadership and interested
stakeholders. '

This grant has the potential to bring about significant change in the way mental health inpatient
services are provided to adults and childiren who are a danger to themselves and/or others. To
make these changes, key stakeholders within both institutions, as well as advocates, consumers
and family members will need to work together to achieve cultural and behavioral changes at both
VSH and RHC. Previous attempts to reduce seclusion and restraint at VSH and RHC have
resulted in mixed succsess, and this issue has become highly charged and political. To achieve
the goals of this grant, a compiex mix of fraining, consultation, technical assistance and consensu-
building will need fo be coordinated in a systematic and focused manner.

2. What do you consider the most important knowledge, skills, and abilities of an employee in this job (not
necessarily the quaiifications of the present employee) and why?

-Effective verbal and written communication skills

-Knowledge of best and evidence-baséd practices regarding inpatient psychiatric treatment
-Knowledge and skills in strategic planning and systems change

-Knowledge and skills in project management '

-Skills in leadership and multi-stakeholdér consensus-building

-Ability to evaluate program effectiveness

-Ability to establish and maintain effective working relationships.

Explanation:

This position will attempt to build consensus and achieve orgamzatlonal change at two compiex
organizations workiing with diverse stakeholders who currently have strong and sometimes
opposing viewpoints of how to achieve change. :

3. Comment on the accuracy and completeness of the responses by the employee. List below any missing
items and/or differences where appropriate.



Request for Classification Review
Position Description Form A
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N/A

4. Suggested Title and/or Pay Grade:
VSH Alternatives to Seclusion/Restraint Coordinator PG: 26

7
ya

Supervisor's Signature (required):

Date: /L/éé%

(/Y 4

Personnel Administrator’s Section:
Please complete any missing information on the front page of this form before submitting it for review.

Are there other changes to this position, for example: Change of supervisor, GUC, work station?

[_X[ Yes D No If yes, please provide detalled information.

Attachments:
' [Z] Organizational charts are required and must indicate where the position reports.

] Draft job specification is required for proposed new job classes.

Will this change affect other positions within the organization? If so, describe how, (for example, have duties
been shifted within the unit requiring review of other positions; or are there other issues relevant to the
classification review process).

e

Sug gested Title and/or Pay Grade ‘Pb/ 2o

Personnel Administrator's Signature (required).C?\"”‘j’k O)[%DJZCS/KDateﬁ ‘// 8/0 K

Appointing Authority’s Section:

Please review this completed job description but do not alter or eliminate any of the entries. Add any
clarifying information and/or additional comments. (if necessary) in the space below.

Suggested Title and/or Pay Grade:
B DA ¢ P Xl
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%/W e T ki

77 '
A% ointing Authonty g/ Authorlzed Representative Signature (required) Date




Oreoanizational Chart for Vermont State Hospital (VSH) Alternatives to Seclusion/Restraint
Coordinator

Michael Hartman, MSW
Commissioner, Vermont
Dept. of Mental Health .

Terry Rowe, MSW . VSH Alternatives to
Director,Vermont | -~ ______ Seclusion/Restraint
State Hospital Coordinator

The VSH Alternatives to Seclusion/Restraint Coordinator will be supervised by Michael
Hartman, Commissioner of the Department of Mental Health, but the position will be based at
the Vermont State Hospital, and so the position will also work closely with the director of VSH.



. Notice of Grant Award

P’ Restraint and Seclusion Issue Date: 08/31/2007
_/é Department of Health and Human Services

R Substance Abuse and Mental Health Services Administration

Center for Mental Health Services

Grant Number: 1H795M058125-01

Program Director:
William McMains

Project Title: Implementation of alternatives to restraint and seclusion

Grantee Address Business Address
VERMONT STATE DEPT OF HEALTH Mr. Thomas Ciaraldi
Mr. Thomas Ciaraldi Chief Financial Officer
Chief Financial Officer Vermont Department of Health
Division of Mental Health 108 Cherry St
108 Cherry St Burlington, VT 05402-007
Burlington, VT 054020070 '

Budget Period: 09/30/2007 — 09/29/2008
Project Period: 09/30/2007 — 09/28/2010

Dear Grantee:

The Substance Abuse and Mental Health Services Administration hereby awards a grant in the amount of
$213,905 (see “Award Calculation” in Section | and “Terms and Conditions” in Section [} to VERMONT
STATE DEPT OF HEALTH in support of the above referenced project. This award is pursuant to the v
authority of 42 U.S.C 290aa et seq. and is subject o the requirements of this statute and regulation and of
other referenced, incorporated or attached terms and conditions.

Award recipients may access the SAMHSA website at www.samhsa.gov {click on *Grants” then SAMHSA
Grants Management), which provides information relating to the Division of Payment Management System,
DHHS Division of Cost Allocation and Postaward Administration Requirements. Please use your grant
number for reference .

Acceptance of thls award including the "Terms and Conditions” is acknovwedged by the grantee when funds
are drawn down or othetwise obtained from the grant payment system.

If you have any queshons about this award, please contact your Grants Management Specnahst and your
Govemment Project Officer listed in your terms and conditions.

Sincerely yours,

/ZM// e

‘Gwendolyn Slmpson

Grants Management Officer

Division of Grants Management, OPS

Substance Abuse and Mental Health Services Administration

See additional information below
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SECTION | - AWARD DATA — 1H798M058125-01

Award Calculation (U.8. D

Salaries and Wages $47.403
Fringe Benefits ' $14,221
Personnel Costs (Subtotal) . $61,624
Travel Costs ’ : : : - $86,650
Other ‘ ‘ - $124,300
Direct Cost . $192,574
indirect Cost : . - $21,331
Approved Budget i : $213,905
Federal Share $213,905
Cumulative Prior Awards for this Budget Period $0
AMOUNT OF THIS ACTION (FEDERAL SHARE) : $213,905

SUMMARY TOTALS FOR ALL YEARS

YR | AMOUNT

1 $213,905
2 $213,564
3 $213,777

* Recommended future year total cost support, subject to the avallablllty of funds and satisfactory progress
of the project. )

Fiscal Information:

CFDA Number: : - 83.243
EIN: 103600027488
Document Number: HISM58125A
" Fiscal Year: -~ 2007
ic CAN Amount
SM Co6C127 _ $213,905

SM Administrative Data:
PCC: CMHS-S&R 10C: 4145

SECTION i — PAYMENT/HOTLINE INFORMATION ~ 1H79SM058125-01

Payments under this award will be made available through the DHHS Payment Management System
(PMS). PMS is a centralized grants payment and cash management system, operated by the HHS
Program Support Center (PSC), Division of Payment Management (DPM). Inquiries regarding payment
should be directed to: The Division of Payment Management System, PO Box 6021, Rockville, MD 20852,
Help Desk Support — Telephone Number: 1-877-614-5533,

The HHS Inspector General maintains a toll-free hotline for receiving information conceming fraud; waste,
or abuse under grants and coopera’nve agreements. The telephane number is: 1-800-HHS-TIPS (1-800-
447-8477). The mailing address is: Office of Inspector General, Department of Health and Human
Services, Attn; HOTLINE, 330 Independence Ave., SW, Washington, DC 20201

SECTION 1l - TERMS AND CONDITIONS — 1H798M05812501

This award is based on the application submitted to, and as approved by, SAMHSA on the above-title
project and is subject to the terms and conditions incorporated either dlrectly or by reference in the
following:
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a. The grant program legislation and program regulation cited in this Notice of Grant Award.
b. The restrictions on the expenditure of federal funds ih appropriations acts to the extent those
- restrictions are pertinent to the award. &
c. 45 CFR Part 74 or 45 CFR Part 92 as applicable.
d. The DHHS Grants Policy Statement.
- e. This award notice, INCLUDING THE TERMS AND CONDITIONS CITED BELOW,

Treatment of Program lncome:
Additional Costs

SECTION V- SM Specnal Terms and Condition — 1H7QSM058125-01
SPECIAL CONDITIONS OF AWARD *

Within 30 days of award, the grantee must provide to the SAMHSA Grants Management Specialist a

revised budget for approval. The budget and justification must cleariy identify a cost breakdown for the
following items:

1. Contractual (Consultants) Name, annual salary, Ievel of effort, salary being requested fringe beneiits,
travel costs, other direct costs, indirect cost, etc

2. Other Direct Cost Sensory Equipment and Physical Plant Renovations i.e. building sensory/calmmg
rooms is listed twice in the budget, pleasejustn‘y

STAN_DARD TERMS OF AWARD:

1. This grant is subject to the terms and conditions, included directly, or incorporated by reference on the ‘
Notice-of Grant Award, Refer to the order of precedence in Se'ction 111 on the Notice of Grant Award.

2. The grantee organization is legally and financially responsiole'for all aspects of this grant, including funds
provided to sub-recipients. .

3. Grant funds cannot be used to supplant current funding of existing activities. Under the DHHS Grants
Policy Directives, 1.02 General -- Definition: Supplant is to replace funding of a recuptent‘s existing program
with funds from a Federal grant.

4. The recommended future support as indicated on the Notice of Grant Awarded reflects TOTAL costs
(direct plus |nd|rect) Funding is subject to the avaﬂabthty of Federal funds, and that matchlng funds, (if
applicable), is verifiable, progress of the grant is documented and acceptable.

5. By law, none of the funds awarded can be used to pay the salary of an mdlwdual at a rate in excess of
the Executive Level |, which is $186 600 annually. :

8. "Confidentiality of Alcohol and Drug Abuse Patient Records" regulations (42CFR 2} are applicable to any
information about alcohol and other drug abuse patients obtained by a "program” (42 CFR 2.11), if the
program is federally assisted in any manner (42 CFR 2.12b).

. Accordingly, all project patient records are confidential and may be disclosed and used only in accordance '
with (42 CFR 2). The grantee is responsible for assuring compliance with these regulations and principles,
including respensibility for assuring the security and confidentiality of all electronically transmitted pa’uent

. material. . .

7. Accounting Records and Disclosure - Awardees and sub-recipients must maintain récords with
adequately identify the source and application of funds provided for financially assisted activities. These
records must contain information pertaining to grant or subgrant awards and authorizations, obligations, -
unobligated balances, assets, liabilities, outiays or expenditures, and income. The awardee, and all its sub-
recipients, should expectthat SAMHSA, or its designee, may conduct a financial compliance audit and on-
site program review on grants with significant amounts of Federal funding.

. Page-3
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8. Per (45 CFR 92.34) and the PHS Grants Policy Statement, any copyrighted or copyrightable works
developed under this cooperative agreement/grant shall be subject to a royalty free, nonexclusive and
irrevocable license to the govemment to reproduce, publish, or otherwise use them and to authorize others
to do so for Federal Goveinment purposes. Income earned from any copyrightable work developed under
this grant must be used a program income. . :

9.A notice in response to-the President's Welfare-to-Work Initiative was published in the Federal Register
on May 16, 1997, This initiative is designed to facilitate and encourage grantees and their sub-recipients to
hire welfare recipients and to provide additional needed training and/or mentoring as needed. The text of
the notice is available electronically on the OMB home page at www.whitehouse.gov/iwh/sop/omb.

10. The DHHS Appropriations Act requires that to the greatest extent practicable, all equipment and
products purchased with funds made available under this award should be American made.

11. Program Income accrued dnderthe award must bé accounted for in accordance with (45CFR 74.24) or
(45 CFR 92.25) as applicable. Program income must be reported on the Financial Status Report, Standard
Form 269 (long form).

Program income accrued under this award may be used in accordance with the additional costs alternative
described in (45 CFR 74.24(b) (1)) or (45 CFR 92.25(g) (2)) as applicable. Program income must be used
to further the grant objectives and shall only be used for allowable costs as set forth in the applicable OMB
administrative requrrements S

* 12. Actions that require prior approval must be submitted in wntmg to the Grants Management Officer
(GMO), SAMHSA. The request must bear the signature of an authorized business official of the grantee

_ organization as well as the project director. Approval of the request may only be granted by the GMO and

will be in writing. No other written or oral approval should be accepted and will not be binding on SAMHSA.

13. Any replacement of, or substantial reduction in effort of the Program Director (PD) or other key staff of
the grantee or any of the sub-recipients requires the written prior approval of the Grants Management
Officer, The GMO mustapprove the selection of the PD or other key personnel, if the individuat being
nominated for the position had not been named in the approved application, or if a replacement is needed

- should the incumbent step down or be unable to execute the position's responsibilities. A resume for the
individual(s) being nominated must be included with the request. Key staff (or key staff positions, if staff has
not been selected) is listed below:

, Project Director

14. None of the Federal funds provided under this award shall be used to carry out any program for
distributing sterile needles or syringes for the hypodermic injection of any illegal drug.

15. Refer to the back of the Notice of Grant Awarded for information regarding grant payment information
(1) and the Health and Human Services Inspector General's Hotline for information conceming fraud, waste
or ahuse.

18. As the grantee organization, you acknowledge acceptance of the grant terms and conditions by drawing
or otherwise obtaining funds from the Payment Management System. In doing so, your organization must
ensure that you exercise prudent stewardship over Federal funds and that all costs are allowable allocable
and reasonable.

17. No DHHS funds may be paid as profit (fees) per (45 CFR Parts 74.81 and 92.22(2)).
18. RESTRICTIONS ON GRANTEE LOBBYING (Appropriations Act Section 503).

(a) No part of any appropriation contained in this Act shall be used, other than for hormal and recognized
executive-legislative relationships, for publicity or propaganda purposes, for the preparation, distribution, or
use of any kit, pamphlet, booklet, publication, radio, television, or video presentation designed to support or
defeat legislation pendlng before the Congress except in presentation fo the Congress itself or any State
legislature.
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(b) No part of any apprdpriatidn contained in this Act shall be used to pay the éalary or expenses of any
grant or contract recipiént, or agent acting for such recipient, related to any activity designed to influence
legisiation or appropriations pending before the Congress or any State legislature.

19. Where a conference is funded by a grant or cooperative agreement the recipient must include the

following statement on all conference materials (including promotional materials, agenda, and Internet
sites):

Funding for this conference was made possible (in part) by SM-07-005 cooperative agreement from‘
SAMHSA. The views expressed in written conference materials or publications and by speakers and
moderators do not necessarily reflect the official policies of the Department of Health and Human Services,

hor does mention of trade names, commercial practices, or organizations imply endorsement by the U.S.
Govemment.

REPORTING REQUIREMENTS

1. Financial Status Report (FSR), Standard Form 269 (long form) is due within 90 days after expiration of

the budget period and 90 days after the expiration of the project period. If applicable, include the required

match on this form under Transactions (#10 a-d), Recipient's share of net outlays (#10 e-i) and Program

Income (g-t) in order for SAMHSA to determine whether matching is being provided and the rate of

expenditure is appropriate. Adjustments to the award amount, if necessary, will be made if the grantee fails
. to meet the match. The FSR must be prepared on a cumulative basis and all program income must be
reported. Disbursements reported on the Financial Status Report must equal/or agree with the Final
Payment Management System Report (PSC-272).

2; Grantees must provide annual and final progréss reports. The final progress report must summarize
information from the annual reports, describe the accomplishments of the project, and describe next steps
forimplementing plans developed during the grant period.

3. The grantee must comply with the GPRA requirements that include. the collection and periodic reporting
of performance data as specified in the RFA or by the Project Officer. This information is needed in orderto -
comply with PL 102-62, which requires that SAMHSA report evaluation data to ensure the effectiveness
. and efficiency of its programs.

4. Submission of audit reports in accordance with the procedures established in OMB Circular A-133is -
required by the Single Audit Act Amendments of 1966 (P.L. 104-156). An audit is required for all entities
which expend $500,000 or more of Federal funds in each fiscal year and is due to the Clearinghouse within -
30 days of receipt from the auditor or within nine (9) months of the fiscal year, whichever occurs first, to the
following address:

Federal Audit Clearinghouse
Bureau of the Census

1201 E. 10th Street
Jeffersonville, IN 47132

Failure to comply with this requirement may resutt in DHHS sanctions placed against your organization, i.e.,
classification as high risk, conversion to a reimbursement method of payment, suspension or termination of
award.

HUMAN SUBJECTS:

Under goveming regulations, Federal funds administered by the DHHS shall not be expended for, and
individuals shall not be enrolled in research involving human subjects without prior-approval by the -
Substance Abuse and Mental Health Administration of the project's procedures for protection of human
subjects. This restriction applies to all Multiple Project Assurance grantee institutions and performance sites
without human subjects  certification. For institutions with a Single Project Assurance, but no certification
attime of award, no funds may be expended or individuals enrolied in research without prior approval by
the Office for Human Research Protection (OHRP) of an assurance to comply with the requwements of (45
CFR 46) to protect human research subjects.
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INDIRECT COSTS:

1. Grantees that have not established indirect cost rates are required to submit an indirect cost proposal to
the appropriate office within 90 days from the start date of the project period. If the grantee requests indirect
. cost reimbursement but does not have an approved rate agreement at the time of award, the grantee shall
_be limited to a provisional rate equaling one-half of the indirect costs requested, up to a maximuni of 10
percent of salaries and wages only. If the recipient fails to provide a timely proposal, indirect costs paid in
anticipation of establishment of a rate must be disaliowed.

- SAMHSA will not accept a research indirect cost rate. The grantee must use another-sponsored program
rate or iowest rate available.

Please contact the appropriate office of the Division of Cost Allocation to begin the process for establishing
an indirect cost rate. To find a list of HHS Division of Cost Allocation Regional Offices go to the SAMHSA
website www.samhsa.gov then click on "grants"; then click on "Important offices",

All responses to special terms and conditions of award and post award requests must be malled to the
Division of Grants Management, OPS, SAMHSA below

For Regular Dellvery.

Division of Grants Management
OPS, SAMHSA

1 Choke Cherry Road, Room 7-1091
Rockvilie, MD 20857

For Ovemight or Direct Delivery:
Division of Grants Management,
OPS, SAMHSA

1 Choke Cherry Road, Room 7-1091
Rockville, MD 20850

- John Morrow, Program Official .
~ Phone: (240) 276-1783 Email: john.morrow@samhsa.hhs.gov

Sherie Fairfax, Grants Special{ist
Phone: 240-276-1415 Email: sherie faifax@samhsa.hhs.gov Fax: 240-276-1430
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STATE INCENTIVE GRANTS TO BUILD CAPACITY FOR ALTERNATIVES TO
RESTRAINT AND SECLUSION

Catalogue of Federal Domestic Assistance (CFDA) No.: 93.243

Project Abstract -

State of Vermont — Division of Mental Health

Proposal to Implement Alternatives to Restraint and Seclusion

The purpose of the project will be to improve mental health inpatient treatment by implementing
alternatives to seclusion and restraint (S/R) at the Vermont State Hospital (VSH) for adults with
serious mental illness and Retreat Healthcare (RHC) for children and adolescents with serious
emotional disturbances. SAMHSA’s Six Core Strategies to Reduce the Use of Seclusion and
Restraint will guide the development of strategic plans at each hospital and will help create the
culture shift necessary for the use of less coercive measures for ensuring patient and staff safety.
The goals of the project are as follows: :

Goal 1: Vermont will strengthen and enhance its oversight, leadership and coordination
capacity at the state level and at VSH and RHC to enhance the development of alternatives to
restraint and seclusion :

Goal 2: Using the SAMSHA Six Core Strategies as a guide, Vermont will develop and
implement a strategic plan to complete S/R Reduction efforts at VSH and the RHC.

Goal 3: Vermont will implement specific S/R Reduction Techniques (e g. Sensory Modulation)
at VSH and the RHC to reduce and prevent the need for S/R.
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Section A: Statement of Need

The State of Vermont proposes to build capacity for alternatives to seclusion and restraint (S/R)
at two inpatient institutions: The Vermont State Hospital (VSH), which is Vermont’s only

* state-run institution for adults with serious mental illness, and Retreat Healthcare (RHC) a
private, not-for-profit mental health and addictions treatment center for people of all ages. RHC
serves as the Vermont State Hospital for children and adolescents with serious emotional
disturbances. Because of the unique and specialized services that these two institutions provide,
both serve the entire state of Vermont’s population of 620,000.

Both VSH and RHC have focused on the reduction of S/R for the past several years. However,
each institution has had different challenges and opportunities related to their efforts at reducing
S/R. Consequently, each institution joins this proposed project with a different set of needs. The
activities proposed in this grant will build upon the accomplishments and past “lessons learned”
from both organizations.:

Grant activities described in this proposal will focus on adults with serious mental illness at

VSH, and children and adolescents at Retreat Healthcare. However, it is the-anticipated that the
institutional learning from this grant will benefit the adult populations served by RHC as well.

Vermont Stéte Hospital

VSH is a 54-bed state psychiatric hospital providing intensive psychiatric treatment and secure
observation when no adequate less restrictive alternative exists. VSH has an average daily census
of about 50 patients. Between 70-80% of VSH admissions are for emergency evaluations and the
remaining admissions are patients transferred from less restrictive care settings. The VSH
physical plant is over 70 years old.

VSH admits the state’s most acutely ill psychiatric patients, most of whom have been deemed to
be too high an acuity level for care at any of the other five Vermont hospitals offering inpatient
psychiatric services. These patients generally suffer from psychotic illnesses, and have often
demonstrated recent violent behaviors prior to admission to VSH. Many of the patients admitted
to VSH have refused to accept treatment for their psychotic illness, such as taking antipsychotic
medication or attending treatment focused activities.

VSH serves both civil and forensic male and female patients. The civil and forensic populations
are housed together and there is generally little control over when and how often court-ordered
admissions (generally for forensic fitness to stand trial evaluations) are admitted. VSH may
receive several admissions through the courts on any given day, and needs to assimilate multiple
persons with untreated psychosis and recent histories of violence and/or trauma onto already
crowded units.

The average number of individuals served annually at VSH over the last 4 years was 225. It is
anticipated that this will remain the average number served at VSH through the life of this grant.
On average, 65% of patients served at VSH are male and 35% are female. The majority of
people served are over the age of 35 (66%) and only 5% are 20 years old or younger. Ninety-two



of people served at VSH are Caucasian, with 8% of Asian, Hispanic or African American
descent. The median length of stay is 2 months and the mean length of stay is 1 year, nine
months.

Seclusion and Restraint VSH

In the summer of 2002, the Commissioner of Mental Health and the VSH Executive Director

- recognized the need for change at VSH and commissioned a study of options for reducing
seclusion, restraint and other coercive measures at VSH. The study, called A System Under
Siege, documented the “many symptoms of an institution struggling with the impact of chronic
stress.” The report concluded that VSH needed a facilitated cultural transformation in order to
successfully change course and reduce the use of seclusion, restraint and other coercive
measures. During that same time, a team of Vermont representatives, including members of
VSH, the Division of Mental Health, Vermont’s Protection and Advocacy organization, and
Vermont’s statewide consumer organizations, attended an intensive training on SAMHSA’s Six
Core Strategies to Reduce the Use of S/R. Following that training, the group spent three days
together developing a document called “Preliminary Strategic Plan for Reducing / Eliminating
the Use of Seclusion and Restraint at Vermont State Hospital.” This Preliminary plan was
intended to lay the foundation for a longer term strategic plan.

Unfortunately, before the preliminary plan could be implemented, VSH suffered two tragic
patient suicides, and VSH was decertified by the Center for Medicaid and Medicare Services
(CMS). Shortly after decertification, the U.S. Department of Justice (DOJ) formally initiated a
federal Civil Rights of Institutionalized Persons Act (CRIPA) investigation. The DOJ
investigation found that VSH failed to adequately protect the civil rights of patients in a number
of areas of care. The DOJ specifically cited VSH for numerous instances of failing to protect its

- patients from harm due to overuse of unnecessary S/R. In sum, the DOJ found that VSH’s use of
S/R substantially departed from generally accepted professional standards of care and exposed its
patients to harm due to inadequate policies and procedures, poor staff training, insufficient
behavioral programming, and inadequate documentation and supetvision.

DOJ méde the following specific findings related to the use of S/R at VSH:

e Over 90% of restraint incidents at VSH involve strapping patients down to a bed in five-
point restraints in a seclusion room - the most restrictive and dangerous form of
intervention. And that the percentage of patients secluded and restrained substantially
exceeds the national average for psychiatric hospitals.

® S/R are repeatedly used as interventions for behaviors where the patient is not an

immediate danger to himself or others.

® ' VSH consistently uses S/R as an intervention of first resort and fails to consider lesser
restrictive alternatives.

VSH also keeps patients in S/R substantially longer than the original incident warrants.

e VSH fails to adequately document its use of S/R — including several instances where
records failed to contain any physician order — and fails to provide an appropriate
rationale for the restrictive measure



¢ S/R at VSH is applied without adequate professional assessment and/or supervision, often
with significant clinical error, for the convenience of staff, and without appropriate
documented rationale. -

Since the initiation of the DOJ investigation, with focused leadership and technical assistance,
VSH has made significant progress in addressing the areas.of concern identified by DOJ. Some
of the improvements are:
e VSH developed a new policy that comports with Uenerally accepted standards of care for
the use of S/R.
e VSH prioritized the use of S/R for data collection and performance improvement.
e VSH established an Emergency Involuntary Procedures Reduction Program (EIPRP) as
part of the new collaboration between the University of Vermont/Fletcher Allen Health
Care and the VDH Division of Mental Health. The purpose of EIPRP was. to initiate
coordinated and comprehensive reform regarding the use of emergency involuntary
procedures at the Vermont State Hospital. Consumers, advocates and hospital staff
comprised this task force and assumed the responsibility of creating a method for
tracking and trending relevant data, identifying training and practice needs and
orchestrating and interventions in order to eliminate the avoidable use of restraint,
seclusion, and emergency involuntary medication.

However, much work remains to be done.

- Over the past two years, VSH’s ability to track and trend data on the use of S/R has improved
greatly. VSH tracks the use of seclusion, restraint, emergency involuntary medication and
constant observation in a variety of ways. On a monthly basis, VSH tracks hours of S/R, hours
per 1,000 patient hours, episodes of S/R and the number of individuals secluded or restrained. In
addition, on a morithly basis, VSH tracks episodes of emergency involuntary medications, the
number of individuals receiving involuntary medications and number of hours, individuals and
episodes of constant observation. VSH has the ability to analyze the data from a number of
perspectives including: patient demographics, diagnosis, time-of day, staff involved, attending
physician, legal status, and length of stay.

In 2006,VSH documented a total of 366 episodes of seclusion with severity ranging from 11 to
60 episodes per month and including documentation of one client repeatedly isolated due to
threats of harm toward others. Removing the top two outliers, the mean number of events
changes from 30 to 15 per month. During the same-year, there were 254 documented episodes of
non-ambulatory restraint defined as use of a 4-point or 5-point restraint bed. The mean time
restrained was 1.4 hours with a range from 1 to 3 hours. The majority of non-ambulatory
restraint episodes occur equally between day shift (41%) and evening shift (43%). The night
shift accounted for 16% of these restraint episodes. Emergency Involuntary Medications (EIM)

- (by definition, another form of restraint) were administered a total of 293 times during 2006.
Episodes of constant observation by staff were needed a total of 558 times with a total of 218
patients having at least one 1:1 observation order.

Although much of the work done to date at VSH represents a foundation from which to launch a
new strategic initiative to embrace the Six Core Strategies, there is not general agreement among



Vermont’s key stakeholders regarding the state hospital’s progress to-date. . Several stakeholder
representatives, including Vermont Protection and Advocacy, have expressed frustration with the
state for not implementing the R/S reduction strategic plan developed three years ago, and there
have been repeated requests for VSH to update and begin implementing a comprehensive
strategic plan to reduce S/R. While the creation of a workgroup focusing on S/R reduction
(EIPRP) has coincided with a reduction in the use of S/R at VSH, some stakeholders have been
unhappy with its process and outcomes and have stopped attending the group. In addition, some
stakeholders believe that VSH currently struggles to comply with a state consent decree, known
as Doe v Miller, which was designed to protect patients’ basic civil rights relative to S/R. As a
result they have limited confidence in the organization’s ability to be proactive in this area. Some
stakeholders have expressed the need for a broader “culture change” at VSH, including a more
comprehensive, transparent process. Many of these concerns are included in several letters of
support in Appendix 1 and in the summary of Stakeholder comments below.

While there is not general agreement in the stakeholder community as to where VSH currently is
on the continuum of improvement, there is agreement that VSH needs a transparent, inclusive
and accountable process to move forward toward the goal of reducing seclusion and restraint.
DMH believes that the activities proposed in this grant will address this shared goal.

Retreat Healthcare

Retreat Healthcare (RHC), founded in 1834, is a not-for-profit, regional, specialty mental health
and addictions treatment center, providing a full range of diagnostic, therapeutic and
rehabilitation services for individuals of all ages and their families. RHC offers individualized,
comprehensive continuum of care including inpatient, partial hospitalization, child and
adolescent residential, and outpatient treatment . :

The population that this project will focus on will be children ages 5-12 and adolescents ages 13-
18. Both programs are designed to provide short term, specialized inpatient hospital care for
children or adolescents who have serious social, emotional, psychiatric or substance abuse
disorders that have led to disruptive and maladaptive behaviors and relationships. As the
Vermont state hospital for children and adolescents, RHC specializes in the treatment of
complicated psychiatric disorders. The average length of stay is eight to 10 days. Based on their
needs, patients may move back and forth along a continuum of care at RHC, from inpatient to
residential to partial hospitalization.

The average number of children and adolescents served annually at RHC over the last 4 years
was 453. It is anticipated that this will remain the average number served at RHC through the life
of this grant. On average, 54% of patients served at RHC are female and 46% are male. Forty-six
percent (46%) of the children served are between the ages of 11 and 15, 39% are between the
"ages of 16 and 19 and 15% are under age 11. Of the 573 total admissions to our
Child/Adolescent Inpatient Services in 2006, 95% (543) were voluntary.



Seclusion and Restraint at Retreat Healthcare

In February 2004, the Residential Licensing Unit (RLU) of the Vermont Department of Children
and Family Services (DCF), Vermont’s state child welfare agency, placed a temporary hold on
child and adolescent admissions at RHC. This admissions hold was the result of licensing
violations, many of which related to the use of S/R in RHC’s residential programs for children
and adolescents. Shortly thereafter, RHC and RLU agreed to a corrective action plan and the
admissions hold was lifted. The RLU closely monitored the implementation of the corrective .
action plan to ensure the required improvements in the use of S/R among the children and
adolescents served at RHC. Since that point, care has continued to improve.

In 2005, after a number of staff returned from a training on the reduction of S/R sponsored by
National Technical Assistance Center (NTAC), RHC established a task force to guide the
organization through the Six Core Strategies. The task force, known as TIRRM (Trauma
Informed, Resiliency, and Recovery Model) developed a strategic action plan to implement the
Six Core Strategies. TIRRM consists of clinical managers from all in-patient and residential
programs, members of the executive team, social work staff, therapeutic services staff and
several direct care staff from various programs. Other members include the manager of clinical
education, director of outreach and education, performance improvement manager and a member
from Vermont Protection and Advocacy. This group has met biweekly since April 2005.
Through TIRRM, RHC staff has utilized many of the training tools developed by NTAC and
NASMHPD. RHC has prioritized TIRRM’s philosophy of care and the reduction of R/S has
been embraced by the institution from the Board of Directors down to the majority of the clinical
staff. Currently the TIRRM task force is reviewing and updating the strategic plan in an ongmmJ
effort to strengthen the organization’s commitment to the plan’s goals.

Shortly after its inception, the TIRRM task force identified a need for RHC to implement the use
of specific S/R reduction tools (Strategy Four) and created a subcommittee focusing on this area.
The subcommittee chose to focus on the use of sensory integration and sensory modulation as
key techniques which could aid in the prevention and reduction of S/R (see section B for a full
description of sensory modulation), and they began to work with Tina Champagne, a national
expert on sensory modulation, to review the organization’s facilities and progress to date relating
to sensory integration and to make recommendations on how RHC could fully embrace the
sensory 1ntegrat10n tools and techniques.

Generally, Ms. Champagne’s review was very positive. She documented the organizations
efforts throughout the facilities to establish sensory rooms and make sensory tools (carts)
available to patients / residents. She commented on the commitment and motivation of the staff
to use sensory integration techniques in programming. It became clear from Ms. Champagne’s
review and recommendations that, without further expertise to guide staff, RHC will not be able
to experience the full benefits of sensory modulation; RHC has essentially reached a plateau in
their efforts to implement sensory techniques. Specifically, without further staff expertise, RHC
will not be able to implement the assessment techniques necessary to determine what sensory
tools are best suited for each individual’s needs and treatment goals.



In consulting with different stakeholders regarding the development of this grant application,
there have been some concerns expressed that high turnover among leadership staff at RHC has
diluted and slowed RHC’s progress toward the implementation of its strategic plan to reduce S/R
(see Letters of Support — Appendix 1). As such, some believe there is a need to strengthen
stakeholder involvement, re-assess RHC’s progress to-date, and revise its strategic plan
accordingly.

" Similar to VSH, RHC collects data that enables the hospital to track and trend the use of S/R.
RHC has relied on data to guide and focus their S/R reduction efforts to date but hopes to
maximize the use of data to inform practices through the efforts of this grant. In 2006, the
Brattleboro Retreat documented a total of 41 episodes of locked seclusion (patient locked in
room w/viewing window in door and. staff member on opposite side of door observing and
speaking with patient) on all of our inpatient units. Of the 27 episodes of seclusion on the
child/adolescent units, 12 of those episodes occurred with one patient. Of the 14 episodes of
seclusion on our adult units, 7 of these events involved one patient. The minimum time for a
seclusion event was 1 minute, the maximum time was 9 hours 50 minutes. The average time for
a seclusion event, including the outliers, was 44.9 minutes. Removing the 2 outlier patients, the
average time per seclusion event was 24.48 minutes.

With administrative support and educational programs the clinical staff of the Brattleboro Retreat
has strived to improve their therapeutic relationships with patients in an effort to reduce the
frequency of “hands on” therapeutic holds that are required to maintain both patient and staff
safety. Over the last two years, all units have experienced a downward trend in the numbers of
therapeutic holds required to maintain safety.

During 2006, there were a total of 91 episodes of ambulatory therapeutic holds on all of the
inpatient units. The average length of a therapeutic hold, including outliers, is 12.02 minutes
with a minimum of 1 minute and a maximum of 80 minutes. Removing the 2 outliers, the
average hold time is 10.42 minutes with a maximum hold length of 40 minutes. There were 67
therapeutic holds on the child/adolescent units. Of these, 18 were with 3 patients. The
remaining 49 were spread among 27 patients. On the adult unit, there were 24 therapeutic hold
episodes, 14 of which were with two patients. The remaining 10 were spread over 7 patients.
There were 2 documented episodes of non-ambulatory restraint and no uses of 4-point restraints.
Emergency Involuntary Medications (EIM) were administered only one time at RHC during
2006. ‘

Additional § takehélder Assessment of Need

“For the preparation of this grant, the Division of Mental Health sponsored a public forum to elicit
comments from interested parties regarding how Vermont should focus its efforts to reduce S/R
at VSH and RHC. Participates in this meetings included: Vermont Psychiatric Survivors,
Vermont Protection and Advocacy, Vermont Legal Aid, the Vermont Chapter of the National
Alliance for Mental Illness, the Vermont Council for Developmental and Mental Health
Services, and Vermont Department of Corrections, and two individuals who have received
treatment at the Vermont State Hospital. The following themes emerged from this public input
meeting: ‘



Culture Change
Philosophy

Approach needs to be broader than simply reducing restraint and seclusion. It should
involve a commitment to reducing coercion of all types. It should embrace principles of
recovery, respect and self-determination

Approaches should be trauma-informed and not re-traumatize or penalize patients.
Program Implementation should focus on prevention of escalating behavior rather than
on de-escalation

Mpyths regarding restraint and seclusion

Other states have demonstrated that the incidence of restraint and seclusion can be
reduced in spite of high acuity level of the served population and lack of or delay in the
state’s ability to provide involuntary medication to some patients

Use of restraint and seclusion is largely avoidable, and should not be the result of
medicating patients involuntarily

Institutions’ readiness to change

RHC had demonstrated progress in reducing restraint and seclusion in past and both RHC
and VSH have demonstrated interest in past but implementation efforts have been
derailed or stymied at both institutions by staff turnover (RHC), lack of resources (VSH
and RHC), lack of strong leadership (VSH and RHC) and decertification at VSH.

Vermont Protection & Advocacy has found numerous instances of ineffective de-
escalation practices and failure to employ best approaches to de-escalation at both
institutions. They have worked closely with staff at RHC and have offered assistance to
VSH in improving de-escalation techniques but, to date, help has not been accepted

Leadershlp and Staff Training

Leadershlp must be totally committed to creating a culture change and to leading staff
through this change

Staff need training, demonstrated leadership and an understanding that reliance on
historical practices is no longer acceptable. Staff should be rewarded for adopting use of
new clinical techniques or sanctioned if they resist

- Differing opinions about proposed project leadersmp One participant said statew1de

Project Director position demonstrates statewide authority, visibility and commitment,
while another stated that the champions for implementing this culture change should be
working within each institution

Monitoring Progress

Current EIPRP at VSH not effective structure or process for monitoring incidence of

-restraint and seclusion. Alternative monitoring process needed.

Alternative Techniques and Physical Environment

Many questions posed about how to employ sensory modulation techniques with newly
admitted agitated patients

Creation of calm rooms should not eliminate other space equally important to patients
Green space, outdoor activity space and pets on units can assist in calming patients
Improved staffing patterns and reduced crowding can reduce escalation episodes



® Brattleboro Retreat has used peers and family members very effectively in calming
patients. Use of peers and family members should be integral to any plan to implement
alternatives to restraint and seclusion.

Consistency with State Priorities

This application is being submitted by the Vermont Department of Health, Division of Mental
Health, which is the State Mental Health Authority. Michael Hartman, Deputy Commissioner
for Mental Health at the Department of Health, acts as the State Mental Health Commissioner,
and has submitted a letter as part of this application (see Appendix 5 — Letter from State Mental
Health Authority) validating that the identified needs are consistent with the priorities of the
State. As described in Mr. Hartman’s letter, Vermont has consistently hi-lighted the need to
reduce coercion within the mental health system over the past ten years. In a 1999 policy paper
(Vermont’s Vision Of A Public System For Developmental and Mental Health Services Without
Coercion, October 1999) then Commissioner Rod Copeland wrote:

“...we must measure the success of DDMHS’s systems of care by improvements in the
wellbeing of our citizens. DDMHS believes that the various forms of coercion are
powerful negative forces working against us as we strive to assist citizens to enhance the
quality of their lives... Put another way, we do not believe that we can achieve the highest
quality of care and supports without payzng close attention to the presence of coercion in
its various forms in our system of care.’

In addition, in 1997 the Vermont Legislature adopted the following statement:of legislative intent
regarding their vision of the state’s mental health system: “It is the policy of the general
assembly to work towards a mental health system that does not require coercion or the use of -
involuntary medication.” 18 VSA §7629(c).

Section B: Proposed Approach
Description of Proposed Project: Purpose, Goals, and Objectives

The purpose of the project will be to improve mental health treatment by reducing the use of
seclusion and restraint at Vermont State Hospital and Retreat Healthcare. SAMHSA’s Six Core
Strategies will guide the development of strategic plans at each hospital, and will help create the
culture shift necessary for the use of less coercive measures for ensuring patlent and staff safety.
The Goals and ObJectlves of the Project are as follows:

‘Goal 1: Vermont will strengthen and enhance its oversight, leadership and coordination
capacity at the state level and at VSH and RHC to enhance the development of alternatives
. to restraint and seclusion. As described above in Section A, Vermont has learned a great deal
from its past efforts the use of S/R, and recognizes the need to create a more formalized
infrastructure to oversee and carry out further reduction efforts. We also recognize the need to
increase consumer and other stakeholder involvement and buy-in. To achieve this goal this
project will complete the following objectives:
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A. Designate Key State-Level Leadership to oversee S/R Reduction activities: At the start of the
grant, the Medical Director of the Division of Mental Health, William McMains, will assume
the role of Principle Investigator for the grant. He will act as the key leader within the state
mental health system to participate in S/R planning activities and ensure grant activities are
supported by the State Mental Health Authority. Michael Hartman, Deputy Commissioner
for Mental Health, will also provide Administrative Leadership and be actively involved.

B. Establish a stakeholder steering committee at each institution to oversee S/R Reduction
activities. For both organizations, an existing stakeholder committee that already focuses on
S/R reduction will be augmented by additional stakeholder participation and staffing support
to become S/R Reduction Steering Committee for this initiative. The committee will include
consumers, families, advocates, direct care staff, and key organizational leadership (see
Letters of Support — Appendix 1). A nationally-recognized specialist (See Section C) will be
hired to guide the committee through the process of assessing organizational needs and
developing and implementing a strategic plan. Additional discussion of the two steering
committees appears below. As described Section A, some stakeholders have been unsatisfied
with the way in which they have been involved in the planning activities to-date (e.g.
VP&A), so one of the first tasks of the steering committees will be to re-establish
involvement of key participants and set common, agreed-upon expectations and processes for
the committees.

C. Create a state-level position to coordinate S/R Reduction grant activities and assist in the
implementation S/R reduction efforts at VSH. Grant funds will be used to support the
creation of a S/R Reduction Project Director that will oversee and coordinate S/R reduction
activities. Section C presents an overview of this individual’s key role in the project. This
position will report directly to the Deputy Commissioner for Mental Health. A

D. Create a “S/R Reduction Coordinator” at RHC to oversee the implementation of alternatives
to S/R at that organization. A descnptlon of the duties to be performed by this individual
appears in Section c.

Goal 2: Using the SAMSHA Six Core Strategies as a guide, Vermont will develop and
implement a strategic plan to complete S/R Reduction efforts at VSH and the RHC.

As described in Section A, there is a need at both organizations to re-assess the strengths and

~ weaknesses of their current efforts to implement alternatives to restraint and seclusion. There is
a need to develop a strategic plan that is supported by key stakeholders within Vermont. To
achleve this goal, the following objectives will be completed:

A. Complete Core Training on SAMHSA’s Six Core S trategies. Vermont will work with
- NAMHSPD to coordinate training on the Six Core Strategies for key staff and stakeholders at

VSH and the RHC, including all the members of each organizations’ steering committee.
This will serve to re-establish common understanding of the core strategies across grant
participants. -

B. Complete an Organizational Assessmenr re: the Six Core Strategies at VSH and the RHC:
Both organizations will complete an assessmernt using the Inventory of S/R Reduction
Interventions (ISRRI) (see Appendix 2) to measure the degree to which the organization
adheres to the recommended interventions outlined in SAMHSA’s Six Core Strategies. This
assessment will serve as a baseline for establishing a strategic plan and will identify areas

11



that need to be addressed for reach organization. Progress will be measured each year by the
ISRRI. For further discussion of the ISRRI, see section D.

C. Create and Implement a Strategic Plan at VSH and the RHC. Using the results of the ISRRI
self assessment, each organization will work with its steering committee to complete a
strategic plan outlining organizational goals and steps to achieve those goals and support the
implementation of alternatives to S/R. Both strategic plans will address each of the six core
strategies outlined in the RFA for this proposal. The RHC will focus on updating their
current strategic plan using the results of the ISRRI and consultation from Tina Champagne.
VSH will re-examine its first strategic plan that was created three years ago, and, using the
results of the ISRRI, training on the Six Core Strategies, and consultation from Tina
Champagne, create a new strategic plan. Based on discussions with both organizations in the
development of this grant application, DMH anticipates both organizations’ strategic plan
will need to speak to the following issues: 1) methods for augmenting current training for
staff using SAMHSA’s Roadmap to S/R-Free Mental Health Services, 2) implementation of
improved debriefing techniques for staff and consumers following an inicident of seclusion or
restraint, 3) development and modification of policies and procedures to support S/R
reduction, including the creation of clinical practice protocols, 4) developing improved
methods for using consumers to support the prevention and reduction of S/R, and 5)
identifying and implementing improved methods for collecting, analyzing and reporting on
the use of S/R.

Goal 3: Vermont will implement specific S/R Reducﬁon Techniques (Sensory Modulatien)
at VSH and the RHC to reduce and prevent the need for S/R. To ach1eve this goal, Vermont
will: ;

A. Develop a multidisciplinary Sensory Modulation Team at each organization. Key members
of both institutions would receive.intensive training from Tina Champagne, a national expert
on the implementation of Sensory Modulation (see Section C), to take on the role of in-house
trainers and mentors to support the implementation and support of Sensory Modulation and
other S/R Reduction techniques. The team would work with Tina Champagne and the S/R
Reduction Project Director/Coordinator to develop a training curriculum for institution staff
that is consistent with existing staff training (e.g. NAPPI, MANDT). These team members
would also be responsible for working with treatment staff to: 1) complete client-centered
assessments using appropriate tools (e.g. the “Sensory Modulation Screening Tool”
developed by T. Champagne) to determine clients’ “sensory diet” needs and establish
specific sensory modulation, 2) develop multisensory treatment goals for each client using
cumulative assessment findings and client input and approval, 3) provide specific sensory
modulation interventions as directed by a client’s treatment goals, 4) document and assess
effectiveriess of sensory modulation interventions, 5) work with their S/R Reduction Steering
Committee to modify and develop specific policies, protocols and clinical practice guidelines
to support the use of sensory-based approaches and reduction of S/R. At least ohe member
of Sensory Modulation Team will attend each treatment planning meeting to ensure that the
vision and philosophy of client-focused, trauma informed, recovery-based care is represented
in the planning of treatment

B. Establish Sensory Spaces at VSH and the RHC. As described below, a key component of
sensory modulation in inpatient settings is the creation of “Calm Rooms” and Multisensory
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Treatment Rooms. Grant funds will be used to consult with Tina Champagne regarding the
conversion of existing space at both institutions into space that supports sensory modulation
approaches. Grant funds may also be used to pay for the conversion of the space and
purchasing equipment (e.g. weighted blankets, rocking chairs) to stock the sensory
modulation space. As described in Section A, consumer input regarding this application also
identified the need for more outdoor (“green”) and activity space, and so every effort will be
made to increase the availability of this kind of space in support of client’s sensory needs.

'The achievement of these goals will establish a more formalized and better-resourced structure
for involving stakeholders, assessing needs at each organization, developmc a structured

strategic plan, and implementing specific S/R Reduction tools.

Sensory Modulation

Sensory Modulation focuses on assessing and providing individualized-sensorimotor experiences
that... “help ground, calm, center, and/or alert individuals” (Champagne, 2004) using
collaborative, meaningful, individualized, trauma-informed, recovery-focused and “sensory-
supportive” interventions and supports. Implementation of Sensory Modulation includes the
articulation and integration of sensory-related assessment tools, integrative therapies, treatment
approaches, and program and environmental modifications (Champagne, 2006). This technique
is not meant to be used at the exclusion of other assessments or therapeutic activities. Rather, it is
used to support enhanced engagement of the entire interdisciplinary treatment team.

The Sensory Modulation approach requires the use of a person-centered, strengths-based,
trauma-informed model of care It is essential to assist each client in recognizing not only
symptom(s) and problem areas but also their strengths. Emphasizing individual strengths and
capabilities supports and encourages the exploration, practice and integration of sensory
modulation approaches into daily lifestyle. This is particularly necessary when introducing
novel strategies into a habitual repertoire. (Champagne, 2006)

The goals of a coordinated sensory modulation approach include (Champagne, 2006):

» Facilitating the identification of the individual’s unique tendencies and preferences, and how
these patterns influence self-organization, :

* Engaging in the active planning and practice of meamngful sensory modulation activities,
and

* Building self-regulation skills and repertoire expansion to continually enhance the use of
personal sensory modulation skills.

Sensory modulation approaches include: sensory modulation assessment tools, sensorimotor
activities, sensory modalities, the development and use of a sensory diet, a personalized sensory
kit and supportive modifications to the physical environment. Sensory modulation activities are
used to help prepare for and/or to maintain the ability to actively engage in meaningful life roles
and activities.

Examples of sensory modulation techniques include the therapeutic use of self by therapists and
- direct care staff, grounding, orienting/alerting and relaxation/calming activities, and self-

13



nurturing and self-soothing practices. Information about the preferences of each client is
carefully gleaned from a combination of interviews, questionnaires and checklists. Additionally,
“triggers” that set off a series of events such as fear, panic, upset and agitation, are identified
along with associated early warning signs of distress. For instance, a client who is triggered by
hearing people yell may experience restlessness, agitation, fist-clenching and pacing as early
warning signs of a forthcoming crisis. Using this information, client-specific sensory modulation
strategies are identified and practiced to manage and mmnmze stress and interrupt the cycle from
trigger to crisis (Huckshorn, 2004).

Individualized sensory modulation interventions serve to reduce S/R, increase self-awareness

and the ability to self-nurture, raise self-esteem and contribute to personal resilience. As clients
* build upon their individual strengths and gain a greater sense of personal control, their ability to
engage in self-care activities, social roles and meaningful life roles is enhanced. As a part of the
sensory modulation approach, clients learn basic ideas about re-designing their home
environment to create sensory space supportive of their needs. Additionally, each individual is
taught and encouraged to reflect upon and recognize when their self-identified strategies may be
the most useful. Before engaging in any therapeutic program it is important to work with each
individual to identify the amount and type of cognitive assistance necessary to support learning
and success. Assessment of learning style and cognitive ability is part of the initial assessment
process; re-assessment continues throughout the treatment process. Ongoing assessment provides
updated information about each client’s current learning needs and preferences and enhances
meaning.

Multisensory Treatment Rooms

Using Sensory-Based Approaches in inpatient units typically includes the creation of “Calm
Rooms” and “Multisensory Treatment Rooms™ that are set up to provide a choice of different
sensory experiences to help ground, calm, center and/or alert individuals. These specialized
rooms are used as a space to reinforce positive coping skills and afford experiential opportunities
to enhance self-awareness regarding the influence of the external environment on the internal
state. Relaxation, movement, de-escalation, choice and empowerment are among the primary
purposes and goals for the use of sensory rooms in mental health settings (Champagne, 2006).
Many of these techniques identified, practiced and mastered in a hospital setting, are used by
clients following their return to the community to self-calm and maintain self-organization.

Multisensory treatment rooms are typically an appealing, quiet physical space free of external
distraction, painted with soft colors and furnished with objects that promote relaxation and/or .
stimulation (Huckshorn, 2004). Sensory room equipment may include gliding rocking chairs,
quiet music, weighted blankets and vests, and aromatherapy. A wide variety of sensory-based
interventions are available to increase comfort and relaxation, improve sleep and support self-
organization (Walker & McCormack, 2002; Buckle, 2003, Champaign, 2003).”

- The skilled and responsible use of sensory rooms has been endorsed by Joint Commission on
Accreditation of Healthcare Organizations (JCAHO) and the Massachusetts State Department of
Mental Health (DMH) . The National Technical Assistance Center (NTAC), a division of the
National Association for State Mental Health Program Directors (NASMHPD), has been
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promoting the use of sensory approaches as one of the instrumental interventions influencing the
reduction of restraint and seclusion in mental health care settings since 2003.

Implementation of SAMHSA's Six Core Strategies to Reduce the Use bf S/R

Vermont plans to use SAMHSA’s Six Core Strategies as developed by the National Technical
Assistance Center and does not anticipate any significant additions to or modifications to the
model. As described above, Vermont will prioritize the implementation of strategy Four (Use of
Specific S/R Tools), however, both organizations will be assessed regarding each of the six
strategies using the ISRRI and will develop a strategic plan that addresses needs in all six areas.

Discussion of the Target Population’s Language, Beliefs, Norms and Values

Vermont is not considered a culturally diverse state; however, the Vermont State Hospital and
the RHC do serve individuals with diverse needs. According to the 2000 national census,
Vermont is 96.2% non-Hispanic white, with .9% Hispanic or Latino, .9% Asian, .4% American
Indian or Alaskan Native, and .5% African-American. Vermont is also home to small minority
communities, including two regions that border Canada that contain and serve both Native
Americans and French-speaking individuals, and two urban communities that host a refugee
resettlement program that has placed refugees from Eastern Europe, Asia, and Africa. In support
of these small groups of diverse individuals, local organizations have developed and will be
available to assist in modifying grant activities to address the diverse needs of specific
individuals being served at VSH and the RHC. Both institutions will focus on collaborating with
these in-state organizations who specialize in supporting individuals with specific diverse
backgrounds. For example, the VSH S/R Reduction Steering Committee will consult with the
Vermont Refugee Resettlement project when challenged with providing culturally competent
services to a patient who is a refugee. The RHC has a history of consulting with the School for
International Training to assist staff in understanding culture from which a patient has originated.
In addition, both institutions have required their staff to participate in Diversity Training and will
continue to do so during the course of this grant.

Vermont has also focused on recognizing the socio-economic diversity which exists within the
state and the preponderance of poverty that exists among individuals and families touched by
mental illness To address the culture differences which may exist between professional staff,
many of whom are middle class, and those who are being served, many of who live at or below
the poverty line, Vermont has begun to promote the training ‘“Bridges Out of Poverty,” which
addresses the cultural aspects of poverty and their implications for providing human services.
This training will be made available to VSH and the RHC.

Use of the “Readmap to S/R-Free Mental Health Services”

Vermont has some familiarity with SAMHSA’s “Roadmap.” Vermont Psychiatric Survivors has
been promoting the curricu}u‘m across the state, and it has been provided to a newly opened
community residential program that serves individuals who would otherwise be committed to
VSH. Based on discussions with stakeholders to date, some feel the curriculum should serve as a
core workforce development intervention to help establish common expectations and support
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broad culture change at both institutions. If this approach were taken, the Roadmap would be
provided to all staff at both organizations at the start of the grant and then at yearly intervals for
new hires. Other stakeholders feel that some of the content of the Roadmap is covered by
existing training at the two institutions and that components of the Roadmap could be woven into
existing training to meet organizational needs. As such, one of the first tasks of the S/R
Reduction Steering committees at both organizations will be to review the curriculum in light of
existing training (e.g. NAPPI, MANDT) and make recommendations regarding how the training
should be provided. Vermont would engage with NASMHPD/NTAC as a consultant to this
process. NASMHPD would also be involved in the provision of training on the Roadmap. If
grant activities include comprehensive training using the seven modules, we anticipate that
Module 5 will be augmented with an in-depth presentation of sensory modulation approaches to
S/R reduction. Tina Champagne, OTR/L, will act as the consultant to assist with the design of
sensory modulation approaches and curriculum to be included in Module 5.

Forensic Population

As described in Section A, VSH serves both civil and forensic male and female patients. The
civil and forensic populations are housed together and there is generally little control over when
and how often court-ordered admissions are admitted. As such, VSH’s three units approach
treatment based on clinical need and do not have separate clinical programming specifically for a
forensic population. Consequently, VSH does not feel it will need to develop separate, umque '

modifications to it’s S/R Reductions efforts for forensic patients.

Logic Model R
Needs/Goals Activities/Inputs Key Short-term Outcomes & Method Long Term
' for Measuring Impact -
1) Strengthen/ * Appoint State-Level » High satisfaction and involvement
enhance ' Leadership among stakeholders with planning
oversight/ ¢ Create S/R Reduction Steering and implementation process (ISRRI,
leadership/ Committee at VSH/RHC Focus Groups)
coordination re: | ¢ Create Project Director and ¢ Successful creation and : .
S/R Reduction RHC S/R Reduction implementation of strategic plans Reduced rates of:

2) Develop and

3)
Implementation
of specific S/R

Reduction Tools |

Coordinator

» Core training on Six Core

¢ Training/Consultation on
“Roadmap”

¢ Creation of SM Team at VSH

& RHC

¢ Training/Consultation for SM
Team

* Consultation on development
of calm/multi-sensory
treatment (MST) rooms

s Successful creation and

* Development of clinical protocols &
procedures re: the use of S/R
Reduction tools.(e.g. SM)

¢ Development of patient treatment
plans incorporating SM and other S/R
Reduction tools

¢ Creation of calm/MST rooms

* Development of core
training/workforce development
practices re: S/R Reduction Tools

¢ Seclusion .

Implement VSH | Sirategies implementation of strategic plans e Restraint
and RHC ¢ Organizational Assessment * Increased fidelity to Six Core ) '
Strategic Plans (ISRRI) Strategies at VSH and RHC (ISRRI) | ® Emergency -
based on Six o Expert Consultation . involuntary
Core Strategies medication

o Staff injuries

¢ Staff turnover
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*ISR=Involvement and Satisfaction Questionnaire
Advisory Body

For both organizations, an existing stakeholder committee that already focuses on S/R reduction
will be augmented by additional stakeholder participation and staffing support to become a S/R
Reduction Steering Committee for this initiative. At VSH, the committee will include
representatives from Vermont Psychiatric Survivors, Vermont’s statewide consumer
organization, the National Alliance for Mental Illness of Vermont, and Vermont’s Protection and
Advocacy Organization. Direct care staff, key VSH leadership, and the grant’s principle
investigator, William McMains, will also serve on the committee. At the RHC, the steering
committee will include representatives from Vermont Psychiatric Survivors, the Vermont
Federation of Families - a statewide advocacy and support organization for family members of
children with SED, Vermont’s Protection and Advocacy Organization, and the state child
welfare department (Department of Children and Families). As with the VSH steering
committee, direct care staff, key RHC leadership, and the grant’s principle investigator, William
McMains, will also serve on the committee. For a discussion of key VSH and RHC leadership
that will be involved with their S/R Reduction Steering Committee, see section C.

Each steering committee will be responsible for guiding the implementation of the Six Core
Strategies at their organization as described in the project approach above. Specific activities
will include, but not be limited to: 1) participation in the ISRRI assessment, 2) development of
the institution’s strategic plan, 3) participation in training and other workforce development
activities, 4) review of relevant S/R data reports and other evaluation data re: progress toward
project goals. Both steering committees will meet on a monthly basis.

Evidence of Significant State commitment/leadership

Within the current state structure, Michael Hartman, Deputy Commissioner of Mental Health at
the Department of Health, acts as the State Mental Health Commissioner. He has been actively
involved in the creation of the grant proposal and fully supports the proposed grant initiative.
Please refer to Section A of this proposal for a more detailed discussion of his letter of
commitment, the controversy it speaks to and Vermont’s policy commitment to the reduction of
coercive methods of treating in it’s mental health system. Mr. Hartman’s letter also speaks to
some of the concerns raised by state Rep. Ann Donahue. While she is very critical of Vermont’s
efforts to reduce S/R to-date (see Letter from Rep. Anne Donahue in Appendix 1), her
commitment to this issue should help to ensure that state leadership remains committed and is
fully supportive of S/R Reduction efforts. -

Participating Organizations

To support the reduction of S/R at the Vermont State Hospital and' RHC, several other
organizations will be involved in support of the grant. :

Vermont Psychiatric Survivors (VPS): VPS acts as a statewide consumer organization
representing consumers, survivors and ex-patients who have had involvement with the mental
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health system. A member of VPS will act as a consumer representative on the steering
committee for both organizations (see Appendix 1-Letter of Support). In addition, VPS has and
will continue to assist in increasing the role of consumers in the support and evaluation of S/R
activities. VPS is currently teaching Wellness Recovery Action Planning, a self-help curriculum
designed by Mary Ellen Copeland, at both institutions. The WRAP Program (Copeland, 2000)
forms a logical framework which could accommodate the inclusion of sensory modulation
approaches. The shift of focus in mental health care from symptom control to prevention and
recovery as reflected in the WRAP Program is consistent with the person-centered, recovery-
focused elements of an integrated sensory modulation program. The six sections of the WRAP
Plan can be enhanced through the use of sensory assessments, creation of a sensory diets, and
neuropsychiatric assessments to enhance the data base from which the client and team
collaboratively create intervention plans to address client needs. Dovetailing the sensory
modulation assessment, planning, intervention and evaluation components with those within the
WRAP Plan will enable clients and staff to work with an enhanced palette emphasizing recovery
and individual empowerment. VPS will consult with both institutions to determine different
ways in which WRAP can be used to support the reduction of S/R. It is important to note that a
member of VPS attended the national training on S/R Reduction along with a team from VSH
several years ago and was part of the development of VSH’s original strategic plan. This same
individual, Jane Winterling, is involved in teaching WRAP at both institutions and has been
serving on the existing VSH workgroup that focuses on S/R reduction. Her experience and
expertise will be crucial in assisting both organizations planning and 1mplementat10n of S/R

- Reduction activities.

-NAMI-VT: The Vermont Chapter of the National Alliance for the Mentally IIl acts as the
statewide advocacy and support program for family members of individuals with mental illness.
NAMI-VT will serve on the steering committee at VSH (see Letters of Support — Appendix 1).

Vermont Protection and Advocacy (VP&A): VP&A acts as the state protection and advocacy
program for individuals with mental illness. As described in section A, VP&A has been very
discouraged recently with Vermont’s lack of progress towards the reduction of S/R (See Letters
of Support —Appendix 1), and so they will need to play a key role on the two steering '
committees to identify areas for improvement and assist in the development of a strategic plan -
that fully addresses anticipated barriers. Despite VP&A’s dissatisfaction with recent work in this
area, they are committed to working with DMH to re-engage in the planning process in a
meaningful way. | '

Vermont Federation of Families (VEF): VEF acts as a statewide advocacy and support
organization for family members of children with SED. VFF will participate on the RHC
steering committee (see Letter of Support — Appendix 1) .

Vermont Department of Children and Families: Among its numerous roles and divisions, DCF
acts as the state child welfare agency. As described in Section A, DCF has cited RHC for
problems relating to the use of S/R in previous years and has committed to participate in the S/R
Reduction planning and implementation process at Retreat Health Care (see Letter of Support —
Appendix 1).
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Stakeholder Involvement

A number of key stakeholders were consulted with in the creation of this grant proposal. DMH
consulted with the directors of Vermont Psychiatric Survivors, NAMI-VT, the Vermont
Federation of Families, Vermont Legal Aid, and Vermont Protection and Advocacy to inform
this application. DMH also hosted an open public forum in which solicited feedback from any
interested stakeholders. The meeting was attended by consumers, families and advocates, and
included representatives from Vermont Psychiatric Survivors, NAMI-VT, Vermont Legal Aid,
Vermont Protection and Advocacy, the Vermont Council of Developmental and Mental Health
Services (an advocacy organization representing Vermont’s 10 Community Mental Health
Agencies), the Vermont Department of Corrections, and members of the Vermmont Mental Health
Planning Council. Feedback from that meeting was summarized above in Section A and was
incorporated in the proposed approach. In addition, because the MH Planning Council did not
have a scheduled meeting prior to the due date of the grant, DMH sent out information on the
grant application to the members of the Council and received feedback from individual members.

Stakeholder involvement in the planning, implementation and evaluation process at both
institutions will be crucial, and the primary vehicle for involvement will be the S/R Reduction

- Steering Committees at VSH and RHC. The roles and membership of the steering committees

. are described above (see Advisory Body). It is important to note that VPS is already involved in
completing consumer satisfaction surveys at VSH, as well as implementing Wellness Recovery
Action Plan training at VSH and RHC (see above). We anticipate that the use of consumer
satisfaction surveys and WRAP can play a strong role in supporting S/R Reduction efforts.

Expenditure of funds

This program will be administered by the newly created Department of Mental Health, formerly
a Division of the Vermont Department of Health (See section C). It will be subject to the same
fiscal management and controls as other programs of State government. These include controls
on the obligation and expenditure of funds, such as competitive bidding for purchases and
approval processes for authorizing payments to vendors. The Department requires that all work
hours be positively reported by employees to specific programs and timesheets be reviewed by
supervisors. The Department uses a Cost Allocation Plan approved by the Division of Cost
Allocation of the Department of Health and Human Services, to allocate its overhead and leave

- time costs. The Department's Division of Administration provides administrative oversight for
the program and fiscal reports are provided to program managers.

Barriers to Implementation

There are a number of anticipated barriers to implementation. As described above, different
stakeholders have varying levels of satisfaction and dissatisfaction with current efforts to reduce
S/R, and the grant planning process will be severely hampered without broad stakeholder
support. We plan to address this in several ways. Through the development of the S/R
Reduction Steering committees, we will re-establish expectations and “ground rules” for the
planning processes using a consensus-based approach. As evidenced by the letters of support,
even those stakeholders who are dissatisfied with the process have expressed a desire to re-
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engage in planning under the right circumstances. In addition, by using an established, objective
tool (ISRRI) to assess each organization’s progress regarding the Six Core Strategies, we should
be able to achieve greater consensus. Finally, the use of the Involvement and Satisfaction

" Questionnaire (see Section D and Appendix 2) will allow us to better gange and track
stakeholder satisfaction with involvement and respond accordingly to identified issues.

Another barrier to implementation at VSH (and RHC to a lesser degree), will be the lack of space
for the development of calm rooms/multi-sensory treatment rooms. To address this issue, VSH
plans to work with Tina Champagne to develop creative solutions to using limited space for
multiple purposes; Ms. Champagne has worked with other institutions that have had this issue.
One potential solution involves the creation of “sensory modulation carts” that can be easily
moved to different spaces to supply consumers and staff with sensory modulation tools.

A third major barrier to implementation will be the challenge of “culture change” among staff at
both institutions. While training on specific S/R Reduction Tools can be helpful, staff must fully
embrace the belief that their current practice can and should be improved to prevent the need for
S/R. Achieving culture change can be extremely challenging, and, based on consultation with:
Tina Champagne and other states that have faced this issue, we feel that the use of the
“Roadmap” training will help to effect this culture change. However, a certain portion of staff
will be less likely to fully embrace training from an expert consultant (“She doesn’t work here-
what does she know?” “That may work in other states, but it won’t work here.”). The creation
of in-house Sensory Modulation teams to serve as champions to promote the use of specific S/R
reduction tools should also help with the adoption of this change by diffusing this philosophy
and method of treatment throughout the institution. When staff see their colleagues promoting
change and providing effective treatment in new and different ways, they are much more likely
to adopt that change. In addition, staff are much more likely to embrace change if they feel they
are involved and informed regarding the change, so the targeted use of focus groups and the
Involvement and Satisfaction Survey (see Section D) among staff w111 provide useful methods for
getting input from staff and gauging buy-in. :

Improvement of Mental Health Services

The use of S/R on an individual can have a number of negative outcomes, including injury to
staff or consumers, traumatization and/or re-traumatization of the consumer and feelings of
distrust/anger toward staff using S/R. The implementation of alternatives to S/R will not only
help to prevent these negative outcomes, but will also promote self-management of symptoms,
empowerment, provision of individualized care and a belief that individuals can be supported in
overcoming even the most severe mental health symptoms. Not unlike Wellness Recovery
Action Planning, the use of approaches such as Sensory Modulation focus on developing an

. individualized plan for preventing and managing psychiatric symptoms and avoiding loss of
control. '

It is anticipated that both VSH and RHC will learn a great deal about how to better provide
individualized, trauma-informed, recovery-focused treatment through this process, and Vermont
is committed to taking these lessons learned and sharing them with the rest-of the mental health
system. During the third year of the grant, DMH will ask key staff RHC and VSH to present
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“lessons learned” to the four general hospitals that provide inpatient psychiatric treatment and
our community mental health providers. Following the completion of the grant, DMH will work
with RHC and VSH to make their key staff available to other treatment prov1ders to consult with
them regarding the implementation of alternatives to S/R -

Continuity and Sustainability

Maintaining program continuity and stability when there is a change in the operational
environment (e.g., staff turnover, change in project leadership) will be paramount to ensure the
success of this initiative. Vermont’s approach to address this issue will focus on three specific
strategies: 1) establishing broad stakeholder ownership of the process, 2) establishing a detailed
strategic plan with measurable indicators of success, and 3) providing dedicated staffing support
to the project. Through the conversion and strengthening of an existing steering committee at
VSH and RHC, DMH will strive to create well-informed, empowered committees that have the
ability to hold the project accountable to achieving its goals and objectives. By creating steering
committees of empowered leaders, specific individuals participating in grant activities may come
and go without derailing the overall progress of the project. The creation of a detailed strategic
plan will also serve to maintain continuity—as new participants join the process, they will be
able to use the strategic plan to ensure that grant activities are implemented and evaluated as
planned by their predecessors. Finally, it will be crucial for this project to maintain dedicated
staff (i.e. Project Director and RHC S/R Reduction Coordinator) to support the planning and
implementation process. Each of the key participants listed in this grant are involved in many
different systems improvement initiatives and will find it difficult to devote more than a fraction
of their time to this initiative on a weekly basis. Having additional staff dedicated solely to this
initiative will allow DMH to collect and provide the necessary information and support to the
other participants so their time is used efficiently and effectively.

The ability to sustain improvements made by this project will be a litmus test under which all
activities are evaluated. It is commonly said among inpatient units that they must begin
discharge planning as soon as someone is admitted to their hospital, and, in similar fashion, this
initiative must begin planning for the end of funding as soon as DMH receives the grant award.
Some of the improvements made by this initiative will be easy to sustain. The creation of
comfort and multisensory treatment rooms, as well as the purchase of specific sensory.
modulation equipment/tools, will be one-time expenditures and not require ongoing grant
funding. Improvements in how S/R data is collected, analyzed and reported will be sustained by -
standardizing changes in procedures at both institutions and using Information Technelogy staff
to automate reports. Changes in how treatment is provided can be harder to sustain when staff
turn over and there are no longer grant funds to provide intensive training and consultation by
content experts. This issue will be addressed in a number of ways. Both institutions will work
with the expert consultant and its steering committee to develop/modify clinical practice
guidelines and protocols for staff. VSH and RHC will also work with expert consultation to
incorporate treatment practice guidelines into existing training programs for staff. In addition,
through the creation of Sensory Modulation Teams at both institutions, the knowledge and
responsibility for training and mentoring other staff will rest with a group of existing staff, so
both organizations will have in-house trainers to promote S/R prevention and reduction practices
in lieu of relying on expert trainers funded through the grant program.
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DMH anticipates that the steering committees at both organizations will need to be sustained
following the conclusion of the grant and is committed to funding stipends for consumer and -
family participants.

It is difficult to predict whether or not the responsibilities of the two grant-funded positions could
be passed onto to existing staff at both organizations at the conclusion of the grant funding
period. As described above, both positions will be involved in supporting institutional changes
(sensory rooms, changes in policies and training) which may or may not be completed at the end
of three years. As such, DMH is committed to exploring other funding sources for these two
positions should participants in this initiative feel the need to continue funding for the positions
at the end of the grant period. -

Section C: Staff, Management, and Relevant Experience

Project Timeline : Year 1 Year 2 Year 3

Q11Q2/Q3|Q4|Q1]Q2]Q3/Q4,Q1|Q2|Q3{Q4

Form S/R Steering committees at VSH/RHC X
(DMH/VSH/RHC) '

Recruit/Hire Project Director (DMH) X

Recruit/Hire RHC S/R Coordinator (RHC) X

Contract with grant evaluator (DMH)

bl Rl R il

Compete Core Training on Six Core Strategtes
(NAMHSD/Champagne)

Complete ISRRI at VSH/RHC (VSH/RHC) X X X

>

Develop/Update strategic plans for VSH/RHC (PD/SRRC X X X X
& S/R Reduction Steering Committee) .

Establish Sensory Modulation (SM) Team at VSH/RHC X

Intensive Training on SM for SM Team (Champagne) X | X X X X X

>
bad
tad

Begin using SM Team for consultation/practice improvement XXX X|X

Sponsor “Lessons Learned” Meeting for VSH/RHC (PD, X1 1 X
SRRC)

Develop plan for development of VSH SM rooms . X
(Champagne/VSH)

Develop plan for development of RHC rooms X
(Champagne/RHC) :

Construction of SM rooms/purchase of SM equipment XXX | X|X]|X][|X

Develop Plan for use of “Roadmap” training at VSH/RHC X
(PD, SRCC, Steering Committee) .

Implement “Roadmap” Training X X X1 1X X

Develop/Finalize Evaluation Protocol (evaluator) X

Administer Involvement/Satisfaction survey (evaluator) X - X X X

Establish regular reports on S/R use for steering committees | X
to review (PD, SRRC)

x

Targeted Focus Groups (evaluator) X ' X

| Produce final evaluation report (evaluator) ' » X

Responsible staff/party mdzcated in parenthesis ( ). Project Director=PD, RHC S/R Reduction Coordinator=SRRC

PrOJect Milestones indicated in Bold
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Capability and Experience of Applicant and Other Participating Organizations
Applicant Organization

The Vermont Division of Mental Health (DMH) is the applicant organization for this proposal.
DMH is organizationally located within the Department of Health, one of four departments in
Vermont’s Agency of Human Services. As the State’s mental health authority, DMH has
statutory authority to provide and/or contract for comprehensive mental health Services for
Vermont’s citizens. DMH directly operates the Vermont State Hospital (VSH) and contracts
with ten private, nonprofit designated community mental health agencies (DAs) and five
community hospitals to provide comprehensive treatment and rehabilitation services to children,
adolescents and adults across the state. ‘

Vermont has a long and well recognized history of effective consumer and family involvement in
planning, providing services and in monitoring the effectiveness of public mental health services.
Inherent in every activity undertaken by the DMH is the presence of consumer and family
participation for input and feedback. To solicit input about this proposal from interested
* consumers, family members and advocacy groups, DMH held a public forum on May 2, 2007 to
invite input from interested parties. Section A. of this proposal presents the themes that emerged
at that forum, and letters from stakeholders indicate a range of perspectives on the state’s
readiness to implement this proposed plan and the varied levels of support that exist among
~ interested parties. Prior to holding the public forum, Division staff wrote and distributed a draft
conceptual overview of this proposed project to provide interested parties with a framework for
offering perspectives and suggestions. Although some interested parties interpreted this
document as a useful way for the Division to demonstrate leadership, others interpreted this as
the presentation of a completed process that precluded public input. Although varied opinions
~ exist about the readiness of Vermont to follow a specific methodology for reducing the use of
S/R at VSH and RHC, there is common recognition that changes in the ways in which
challenging or dangerous patient behavior is managed is long overdue. A significant challenge
for the early stages of implementing this proposal will be working with intérested parties to
. move beyond past history and find common agreement about the need to proceed with the
planning and implementation of less coefcive patient care. DMH believes it can provide the
leadership to demonstrate credibility and leadership towards true systems change.

In spite of serving a population generally characterized by a lack of racial diversity, the Vermont -
Department of Health has demonstrated its commitment to cultural competency by requiring all
staff to complete a course on cultural diversity. In addition, an Office of Minority Health exists
in the Department, and works with all public health and mental health programs to promote and
be a resource for cultural competency. The Department has recently appointed the director of
~ Vermont’s 12 local public health offices to develop a plan to infuse knowledge and skllls about
cultural competence throughout Vermont’s public health workforce

To improve the Viéibility and importance of mental health servic'es in Vermont and elevate the

organization within the executive branch, the Vermont Legislature has passed a bill to create an
autonomous Department of Mental Health effective July 1, 2007. The newly created Department
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of Mental Health will remain connected to the Vermont Department of Heaith for operational
and business processes such as business, IT and personnel functions. This will enable the new
Department to benefit from the rich array of operational functions available at the Department of
Health and necessary to effectively manage the mental health provider system. This
organizational change will enhance the ability to effectively implement the proposed project
because it will provide Vermont’s mental health system with Department-level status,
Commissioner-level authority and improved access to the Secretary of Human Services. The
latter is a key cabinet member who is responsible to the Governor for improving human services
so they are delivered in a manner consistent with principles of respect, client-self determination
and empowerment. The new Department will retain the legal and mental health research and -
statistics units that have been essential functions for the provision and oversight of public mental
health services in Vermont. -

Public-Academic Partnership The Division of Public Psychiatry was created in 2004 as a public-
academic liaison between the Vermont Department of Health (VDH) and the Department of
Psychiatry, University of Vermont College of Medicine/Fletcher Allen Health Care. The goal
was to create a partnership with the University in order to improve mental health services in
Vermont, and to facilitate recruitment and retention of high caliber psychiatrists to serve as
leaders in the provision of services in the public sector. The Division of Public Psychiatry is
dedicated to promoting mental health care as excepted public value with a clear set of
expectations related to individuals’ health, family well-being, and the public good.

Participating Organizations

Vermont State Hospital. Vermont State Hospital (VSH) is Vermont’s only state-run
psychiatric hospital for adults with serious mental illness. Section A presents a detailed
description of VSH, the demographics of people served and some of the challenges it has faced
in implementing systematic alternatives to S/R. As acknowledged and discussed in Section A,
some controversy currently exists about the specific strategies that are needed to reduce the use
of restraint and seclusion at VSH. Nevertheless, Division of Mental Health Leadership, key staff
at VSH, and various advocate and consumer groups stand committed to overcome past thwarted
change efforts and collaborate to follow the Six Core Strategies to create a strategic plan and a
sustained culture shift at the hospital.

As state employees, all VSH staff are required to complete training courses on cultural
competency. In addition, VSH staff must complete a training on age-specific competencies for
working with people with mental illness, and pass an annual test on se competencies. The VSH
has access to translator services and has an in-house expert who consults on issues related to
gender and sexual orientation. Staff needing additional information related to cultural

- competency have access to the Department’s Office of Minority Health as well as the Vermont
Refugee Resettlement Program of the Agency of Human Services. With an awareness of the
impact of trauma on the lives of many Vermonters served by the Agency of Human Services, the
Agency Secretary created a statewide Trauma Coordinator to work with departments for the
delivery of trauma-informed services. This coordinator is available to VSH staff for consultation
about trauma and strategies for avoiding the re-traumatization of people served.
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Retreat Healthcare RCH is a not-for-profit, JACHO accredited, regional specialty mental
health and addictions treatment center providing a full range of diagnostic, therapeutic and
rehabilitation services for children, adolescents and adults. RHC functions as the Vermont State
hospital for children and adolescents, specializing in the treatment of complicated psychiatric
disorders. RHC employs the largest staff of specialty-trained child psychiatrists in the region and
a range of highly-skilled multidisciplinary professionals committed to improving treatment by
reducing coercion. Section A of this proposal presents a more detailed description of this hospital
and it past preparations for implementing the Six Core Stratecrles necessary to create a coercion-
free clinical environment.

RHC prides itself on incorporating concepts of cultural competence into its orientations and
training programs in spite of serving a primarily homogenous population of white, non-Hispanic
origin. In recent years RHC has served some patients who are members of a racial minority, and
it has always served patients with non-traditional sexual orientations. The orientation program
for new clinical staff addresses diversity, and Retreat managers have all undergone a cultural
diversity workshop. More recently, RHC has served children of international births who have
been adopted by Vermont families. In an effort to effectively serve these children, RHC has
recruited the School for International Training to assist staff in understanding the culture from
which these children have originated. More recently, RHC has begun a dialogue with a local
community organization, ALANA (African American, Latino, Asian and N ative Americans), in
an effort to meet the needs of patients in the institution’s residential and inpatient adolescent
programs who are members of minority groups.

Project Leadership and Staff: Roles, Qualifications, Experience, and Levels of Support.:

The statewide leadership and direction for this proposed project will emanate from the newly
constituted Department of Mental Health with an identified Principle Investigator for the project
and a Project Director, both of whom will report directly to the Commissioner of Mental Health.
The project’s direct reporting relationship to the Commissioner will ensure support and
leadership at the highest level, and a demonstrated commitment to the institutional culture-
change that will be necessary for creating and sustaining effective alternatives to restraint and
seclusion within the two participating institutions. William McMains, MD, Medical Director for
DMH will serve as the Principle Investigator (PI) for the project and a Project Director will be
hired to direct the program’s implementation at VSH and work with RHC to ensure the project’s
success. The Project Director will be located at VSH and will also assume some coordination
duties associated with project planning and implementation at that hospital. DMH proposes to
use SAMHSA grant funds to award a planning grant to RHC with which a S&R Reduction
Coordinator will be hired. The following will describe the roles, qualifications, experience and
levels of effort for the involved DMH staff and the key staff involved in project planning and
implementation at each institution.

Project Leadership at the Division of Mental Health

Commissioner of Mental Health When the Division of Mental Health becomes a Department .
of Vermont state government in July, 2007, it will be led by an Governor-appointed
Commissioner of Mental Health. Michael Hartman, MSW, currently Deputy Commissioner for

25



Mental Health in the Vermont Department of Health, is likely to be appointed to the position of |
Commissioner, and has been responsible for the leadership associated with the development of
this proposal. Michael Hartman has extensive experience in directing public mental health
systems and in implementing programs that embrace principles of respect, client-directed
services and coercion-free environments. His resume is included in Section G of this proposal.
Principle Investigator William McMains, MD, Medical Director, Division of Mental Health.
Dr. McMains has been the Medical Director of the Division since 1991, and works closely with
the Commissioner and key staff at Designated Agencies, VSH and RHC to develop statewide
standards of care and assure that clinical practice standards are consistent with empirically-based
research. Dr. McMains is board certified in general psychiatry, trained in both child psychiatry
and administrative psychiatry, and holds clinical appointments as a Professor of Psychiatry at
both the University of Vermont and at Dartmouth Medical School. Ten percent of Dr. McMains'
time will be devoted to this project as an in-kind commitment to this change process. His CV
appears in Section G.
Project Director A Project Director will be hired to oversee the S/R Reduction grant activities,
as well as plan and direct the program’s implementation at VSH. This individual will coordinate
the use of expert training and consultation and will ensure proper collection and reporting of
project data at VSH. In addition to overseeing all grant activities for the project, the Director
will assume coordination duties associated with project planning and implementation at VSH.
The Project Director will oversee the grant award to RHC and work closely with the leadership

~of that organization to facilitate successful implementation of sustainable changes. This person
will have a demonstrated history of change-leadership and successful program implementation
experience, and will report directly to the Commissioner of Mental Health: The level of effort
will be 100%, and will be supported in its entirety by this grant. A position description outlining
the unique qualifications required for this position appears in Section G. Recruitment of this key
project leader will begin immediately following notification of the grant award.
Expert Consultant Tina Champagne, M.Ed., OTR/L Tina is a nationally recognized
Occupational Therapist who has specialized in developing, implementing and training mental
health programs in the area of reducing alternatives to restraint and seclusion. She is widely
-regarded as an expert in the use of sensory-based approaches such as sensory modulation for
reducing coercion in mental health institutions. This proposed project will employ the expertise
of Ms. Champagne to work with both VSH and RHC to develop a strategic plan for reducing S/R
in each facility. She is knowledgeable about the Six Core Strategies and will use this approach
to help leadership create the systems change necessary in each institution to reduce S/R. Ms
Champagne has done considerable work with RHC in the past, and her techniques, particularly in
the area of sensory modulation, are recognized and respected by the VSH team responsible for
implementing change there. Ms. Champagne, whose resume appears in Section G, will provide
the equivalent of 20 days of consultation per year to this project, and her involvement will be an
essential element of this projects success.
Project Evaluator A project evaluator will be hired on contract to guide the refinement of the
evaluation described in Section D. This individual will work closely with key project leaders
and the two steering committees to design, conduct, analyze and interpret the findings of the
various evaluation methods. The evaluator will have demonstrated experience in both
quantitative and qualitative evaluation of programs in clinical settings. This person will also

. conduct the focus groups and will collaborate with the Independent Evaluator.
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Key Projecf Staff at Vermont State Hospital

VSH Project Principle: Thomas A. Simpatico. MD, Medical Director, The Vermont State
"Hospital. Dr. Simpatico is an Associate Professor of Psychiatry at the University of Vermont
College of Medicine and is the Director of the Division of Public Psychiatry at U.V.M.’s
College of Medicine. Sr. Simpatico has a keen interest in the research and application of sensory
modalities to assist patients in self-regulating behaviors. Ten percent of Dr. Simpatico’s time will -
be an in-kind contribution to this project..

VSH Executive Director Terry Rowe, LICSW. Ms. Rowe has been the executive leader of
VSH since 2004, and is responsible for planning, directing, coordinating and monitoring all
operations at VSH including but not limited to strategic planning, development of hospital-wide
Initiatives, quality assurance and improvement, care and treatment standards, business
operations, policies and procedures. It will be her responsibility to lead hospital staff in the
development of a strategic plan for implementing the Six Core Strategies necessary to attain
sustained culture change at VSH. Ms. Rowe has extensive experience in administration and
supervision of residential facilities, including 5 years as the superintendent of a 45-bed
correctional facility for female offenders. Ms. Rowe’s level of effort for this project will 5%; an
in-kind contribution.

VSH Sensory Modulation Team: The followmg VSH staff comprise the clinical leadersh1p
team at'VSH and will be working closely with the Project Director, Dr. Simpatico, and Tina
Champagne to develop and implement a strategic plan for the use of sensory modulation to
reduce S/R.

e Quality Manager for Clinical Services R. Scott Perry, R.N., CMHC, M.Ed. Mr. Perry
has extensive experience in Quality Management in psychiatric in-patient settings. He
manages all quality data for VSH and analyzes these data to identify patterns and trends
of, among other things, the use of S/R at the hospital. He also assusts with the
development of protocols to reduce the use of S/R

e Director of Nursing Anne Jerman, APRN, Nursing Ms Jerman’s knowledge of the

_ patient, staff and treatment culture will enable her to effectively lead her staff in the
changes that this project will require. Anne will be responsible for directing the training
and education of VSH nursing staff as they strive to learn and utilize the sensory-
approaches for managing challenging behavior. Anne will be a key link between Tina
Champagne and the nursing staff.

Key Project Staff at Brattleboro Retreat

‘Retreat Healthcare Project Principle Linda Rice, MSN, APRN, Vice President of Patient
Care at Retreat Healthcare. She has worked at RHC for 10 years during which time she managed
the Medical Clinic prior to assuming the role of VP of Patient Care. She has been actively
involved in providing leadership to RHC’s Senior Clinical Leadership Team in their efforts to
implement RHC’s S/R activities. In serving as RHC’s project Principle, Ms. Rice will exert the
leadership necessary to revise RHC’s strategic plan for reducing S/R and oversee RHC’s
implementation of that plan By working closely with the Project Director, Tina Champagne,
RHC’s Seclusion and Restraint Reduction Coordinator and the RHC Clinical Leadership Team
to successfully create that institutional changes identified in this proposal. Her CV appears in
Section G. Her Level of Effort will be 10% and will be an in-kind contribution to the project.
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S/R Reduction Coordinator A Coordinator will be recruited to coordinate the organizational
and clinical changes neéded to successfully implement the creation of alternatives to R&S at
RHC. The Coordinator will become and will serve as the in-house expert on Sensory Modulation
approaches, coordinate staff training and supervision relative to the model, assume responsibility
for collecting and reporting all project data and work with staff at all levels of the institution to
identify and address barriers to implementation of S/R reduction activities. This individual will
have demonstrated experience in leading clinical change efforts and in working with leadership
to create the appropriate organizational environment necessary for change. This individual will
report directly to Linda Rice and will work closely with the Project Director to ensure that RHC
complies with the provisions and plans for this proposal’s implementation. This individual will
be recruited subsequent to the awarding of the grant, and will be dedicated to and supported by
grant funds on a full-time basis. A description for this key grant-supported position appears in
Section G.

Retreat Sensory Modulation Team: A hlohly quahﬁed multi-disciplinary team of Retreat
clinical staff will be assigned to work with Linda Rice, the Project Director, Tina Champagne
and the S/R Reduction Coordinator to train and supervise RHC clinical staff on the use of
sensory modulation techniques. These key clinical personnel and their respective roles are as
follows:

‘e Gregory Miller, MD, MBA Vice President for Medical Affairs.

® Tim Jungclaus, BA in Outdoor Recreation/Outdoor Education, CPRP - Certified Parks
and Recreation Professional. Mr. Jungclaus is the Director of Retreat’s Therapeutic
Services Department.

e Gwynn Yandow Flood, LICSW -, Director of Social Services -

AVAILABLE RESOURCES FOR PROPOSED PROJECT

Vermont State Hospital

In addition to the contribution of the valuable in-kind resources identified above, VSH has
committed to working with Tina Champagne to find creative ways to convert limited existing
space to accommodate the creation of one calm room each year over the duration of this project.
This calm room space will be decorated and furnished with sensory modality supplies that have
been empirically demonstrated to-calm patients experiencing escalating anxiety and fear.
Previously, these behaviors might have resulted in the use of coercive interventions such as
involuntary emergency medications, seclusion or restraint. Grant funds will be used to renovate,
decorate and furnish these rooms.

Currently, VSH tracks, aggregates and reports.data about the use of emergency involuntary ,
procedures using Quantros incident and risk management software. The implementation of this
project will involve linking this data with the PsychConsult data system which tracks hospital
admissions, discharges and transfers. An essential task will be the development of improved
methods for identifying trends of patient incidents, staff involvement and other useful
information for understanding patterns of involuntary procedures. Forms and processes for
documenting the use of emergency involuntary procedures are currently in place at VSH, but a
process to review the completeness and quality of documentation needed to justify the use of
these procedures will be necessary. :
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Brattleboro Retreat

RHC has done the groundwork necessary to finalize and implement a strateg1c plan for reducing
the use of S/R thought it’s units. Highly knowledgeable experts at RHC who have been trained
in sensory modalities with experts such as Tina Champagne have conducted in-house trainings to
raise awareness about the meaning and adaptive nature of patient behavior that might lead to

- R/S. '

RHC is eager to further advance its efforts to create a coercion-free environment and has
identified available space for the creation of calm rooms to employ sensory modulation
techniques. As with VSH, grant funds will be used to renovate, decorate and supply these three
rooms (one per year) with the tools necessary to 1mplement this ewdence—based approach to
modifying behavior.

Section D: Performance Assessment and Data

Evaluation Plan: Using Data for Continuous Quality Improvement

DMH’s evaluation of this grant initiative will be based on a continuous quality improvement
approach, (CQI)) in which evaluation data both on the process and the outcomes of the project
will be regularly fed back into the planning process to better inform the implementation of the
grant. Our evaluation will attempt to answer the following four questions:

Evaluation Question 1: Did stakeholders feel involved and satisfied with the process?

As described above, this systems improvement process will require meaningful involvement of
various stakeholders to ensure its success. As such, the evaluation of this project will include a
formalized process to measure participant’s level of involvement and satisfaction with the
process. In previous consensus-building and systems improvement initiatives, DMH has
developed and used a survey called the Involvement and Satisfaction Questionnaire (see
Appendix 2). This survey consists of 12 items, 11 fixed altérnative items and one open-ended
comments question that assess if project participants felt involved in the process, if they had the
key information to make decisions, and if they were satisfied with the team’s process.

DMH will work with a grant evaluator (to be hired) to modify this instrument for the purposes of
this grant. This instrument will be distributed and collected at six month intervals among key
participants in the grant, including members of the steering committees. Results of the survey -
will be compiled and reported back to the steering committee, and, based on the results, the
steering committee will be empowered to make recommendations regarding needed
improvements. In the event that a key participant drops out of the process, that participant will
be asked to complete the survey, and the results will be shared with the appropriate steering
committee.

-Evaluation Question 2: How well were SAMHSA’s Six Core Strategies Implemented"
To answer this evaluation question, DMH plans to use the Inventory of S/R Reduction
Interventions (ISRRI — See Appendix 2)) to measure progress towards the implementation of
SAMHSA’s Six Core Strategies. The ISRRI is a tool for measuring, in standardized form, the
nature and extent of interventions implemented for the purpose of reducing S/R at a particular
facility. The ISRRI1s a fidelity scale developed specifically for the evaluation of States’

" implementation of the Six Core Strategies to Reduce S/R. It measures the extent to which a
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program adheres to the guidelines contained within the Six Core Strategies. VSH and RHC will
self-administer the ISRRI, with the help of the grant evaluator, and use the results of the survey
to establish a baseline from which to measure progress. Results of the survey will be presented
to the respective S/R Reduction Steering Committee and will be used in the development of a
strategic plan. The instrument will be re-administered again at the beginning of year 2 and 3 to
provide evaluation feedback to the project regarding progress. The ISRRI will also be
administered at the end of the grant to evaluate progress over the course of the entire grant.

The strategic plans for VSH and RHC will set specific, measurable six month and 1 year
indicators of success. At six month intervals the steering committee will meet with the evaluator
to assess and review the achievement of indicators of success, and the results of that assessment
will be used to gauge progress towards the Six Core Strategies. Both organization’s strategic
plans will need to be updated at six to 12 month intervals, based on the results of ISRRL

Evaluation Question 3: Was Vermont Able to Reduce the Use of S/R?
As described above, both organizations are currently collecting and reporting on the use of S/R
within their institution. Both VSH and RHC regularly produce and review reports on the number
of hours of restraint, episodes of restraint, seclusion and emergency involuntary medication, and
rates of injury for staff and patients. These numbers are compared with national rates. For the
purposes of this grant, the S/R Reduction Steering Committees will review these rates to measure
progress towards the reduction of S/R. At the beginning of grant activities, each steering
committee will review existing reports and other available data and make recommendations
regarding other data that may be useful for measuring progress towards S/R reduction.

Evaluation Question 4: What factors contributed to successful implementation of the Six
Core Strategies and the reduction of S/R?

Vermont has had extensive experience with the implementation of evidence-based practices and
other systems improvement grants (e.g. COSIG), and with each of these initiatives we have used
different methods for documenting what factors contribute to successful implementation. We
have found that the most effective method to identify these factors is through the use of targeted
focus groups made up of different stakeholders. The improvement of a system or organization is
a complex process involving multiple interventions at all levels of the system, and the use of
qualitative focus groups have provided us with the most useful evaluation data. Given the small
percentage of grant funds available for evaluation, we believe the use of focus groups will be the
‘most cost-efficient method for identifying factors that contributed to successful implementation.

The grant evaluator will conduct focus groups composed of different stakeholders, including
institutional staff, members of the S/R Reduction Steering Committee, former patients and
advocates to review evaluation data regarding the grant’s progress and discuss factors
contributing to achievement of grant goals.

The VSH EIPRP committee has been creating and reviewing reports that show the date of
specific organizational interventions (e.g. creation of the EIPRP committee, staff training) and
how the timing of the intervention corresponds with rates of S/R. For example, a recent report
indicated a decrease in the use of S/R following the creation of the EIPRP committee over a six
month period. Timelines such as this can be helpful to examine the application of specific
organizational interventions and any effect the intervention might have had on S/R use. Dr. Tom
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Simpatico, medical director of VSH and originator of the EIPRP, will work with both S/R
Steering Committees to produce reports which include key implementation events in comparison
with S/R rates. While these types of reports cannot prove causation, they are nonetheless useful
evaluation data to include in the quality improvement process and can provide information on
what factors may be contributing to successful implementation.

Collection and Reporting of Required Performance Measures

DMH is committed to providing the required GPRA performance measures on infrastructure
development to SAMHSA. Vermont is currently implementing a Co-Occurring Disorders State
Incentive Grant and has been in compliance with reporting all required performance measures.
While we anticipate that all of the evaluation components will contribute to the collection of
performance data regarding the domains-outlined in the RFA (policy development, workforce
development, financing, organizational restructuring, accountability, types/targets of practice,
and cost efficiency), we expect that the use of the ISRRI and a well-documented strategic
planning process will provide a wealth of data regarding infrastructure development. The grant
evaluator will assist in the collection of this GPRA data using data collection instruments
developed by SAMHSA. The Project Director and the RHC S/R Reduction Coordinator will be
responsible for distributing the SAMHSA-developed workforce development training data -
collection instruments at any relevant training and the Project Director will be responsible for
electronically submitting all GPRA data using the TRAC system. GPRA data reports will also
be shared with the VSH and RHC S/R Steering Committees as part of the CQI process.

Independent Evaluator

We anticipate that the national independent evaluator of the S/R Reduction grantees can play a
key role in support of Vermont’s evaluation efforts. If Vermont’s application is funded, the
Project Director and Vermont’s grant evaluator will work with the national independent

~ evaluator to identify different ways in which the independent evaluator can supplement and
enhance Vermont’s evaluation plan. Vermont has already consulted with the Human Services
Research Institute, the national evaluator for the current S/R Reduction SIG grantees, and
discussed several different ways in the national evaluator could assist with Vermont’s evaluation.
These include: 1) consultation/assistance in administering and analyzing the results of the
ISRRI, 2) consultation in determining strategies for achieving goals and tracking progress in
achieving goals using indicators of success, 3) provide ongoing feedback on implementation
milestones (management support) based on ISRRI, 4) assistance in the development of measures
for quantitative information on outcomes of interest, (e.g. monthly S/R rates, GPRA/NOMS
measures) to assess the effect of the intervention, 5) assistance in identification of
program/contextual factors that may be associated with outcomes, 6) assistance in development.
of data analysis plan (e.g. time series analysis showing changes in rates of S/R in relation to

~ success in implementing program model), 7) assistance in improving methods for data )
submission, 9) assistance in development of approaches for and analysis of qualitative
assessment (e.g. focus groups) and 10) assistance in analysis.of qualitative data (focus groups).
We commit to working with whatever organization is chosen to provide whatever information is
requested to support cross-grantee evaluation. We also look forward to reviewing the results of
any cross-state comparison and will use that data to improve our implementation process.

31



Section E: Literature Citations

Bluebird, G (2004, May). Innovative alternatives to eliminate restraint and seclusion .
Presentation at the Mental Health Advocates Coalition conference. Phoenix, AZ.

Champagne, T. (2006). Sensory modulation & environment: Essential elements of occupation.
(2nd Ed.) Southampton, MA: Champagne Conferences & Consultation. :

Champagne, T. & Stromberg, N. (2004). Sensory approaches in inpatient psychiatric settings:
Innovative alternatives to seclusion and restraint. J. of Psychosocial Nursing 42(9), 35-44.

Cunningham, K. (2004, February). Effects of comfort roor use on seclusion and restraint
_ reduction: A pﬂot study at New Hamp_shire Hospital. Concord, NH.

Huckshorn, K. (2004). Creating violence-free mental heath settings: Changing our cultures of
Care. Teleconference. April 6. National Technical Assistance Center.

Roadmap to Seclusion and Restraint Free Mental Health Services: DHHS Pub. No. (SMA) 05-
4055. Rockville, MD: Center for Mental Health Services, Substance Abuse and Mental Health
Services Administration, 2005.

National Executive Training Institute (NETI). (2003, July) Training curriculum for the reduction
of seclusion and restraint. Alexandria, VA: National Technical Assistance Center (NTAC)
National Association of State Mental Health Program Directors (NASMHPD).

National Executive Training Institute (2006). Creating violence free and coercion free mental
health treatment environments for the reduction of seclusion and restraint. Workshop
Presentation, Boston, MA. Alexandria, VA: National Technical Assistance Center for State
Mental Health Planning.

Walker, D. & McCormack K (2002). The weighted blanked: An essential Nutrient in a sensory
diet. Everett, MA: Vlllage Therapy.

Wilbarger, P. (1984, September). Plannmg an adequate sensory diet: Apphcatlon of sensory
processing theory during the first year of life. Zero to three, 7-12.

32



SECTION F - Budget Justification/Existing Resources/Other Support
BUDGET - YEAR ONE

Personnel -
. Salary
Job Title Annual Salary Level of Effort (FTE) Reguested

Project Director (PG 26) $ 47,403 1 FTE $ 47,403

$ 47,403

Fringe Benefits (30%) | $ 14,221

Overhead/Admin - Indirect Costs (45% of salaries) $ 21,331

Travel _ .
Grant-related travel for grantee meetings in Washington,
D.C. '

for Project Director & S/R Reduction Coordinator
Airfare ($800/person x 2 people x 1-trips/year)
Lodging {($200/person x 2 people x 3 nights

Meals & Other

1,200
1,200

250
2,650

“ [ B H

In.state Travel for Prbject Director $ 4,000

$ 6,650

Equipment

Sensory Modulation Equipment Purchase (e.g. glider

rockers, weighted vest/blankets, bubble lamps, carts) 3 10,000 (*in-kind)

*Vermont will use state general fund to 8 -
pay for this

Other

VSH Physical Plant Renovations (creation of multi-sensory - :

treatment/calm rooms) $ 20,000 (*In-kind)

*Vermont will use state general fund to $ -

pay for this
In-State Meeting Expense/Other

Steering Committee Meeting Expenses:
Stipends/Mileage for Consumetr/Family Participants
2 Committees X 4 Participanis X $75/Meetin_g X 8 meetings $ 4,800

Cross-Site Training meetihgs between VSH and
Brattleboro Retreat ($2000/Meeting X 2 meetings/year) $ . 4,000



Training materials production and purchase

Consultant Costs/Other
Tina Champagne
Consultant fee (20 days @ $900/day)

Consultant Expense (10 visits @ $500/visit)

Grant Evaluator .
"Consultant fee (14 days @ $750/day)

_Consultant Expense (mileage, phone)
(Less than 20% of the total grant award will
be used for data collection and performance

assessment)

Planning Grant to Retreat Healthcare
S/R Reduction Coordinator (salary + fringe)

Sensory Modulation Equipment Purchase (e.g. glider
rockers, weighted vest/blankets, bubble lamps, carts)
Physical Plant Renovations (e.g. creation of multi-sensory

treatment/calm rooms)

JUSTIFICATION

PERSONNEL

TOTAL YEAR ONE:

3 500
$- 18,000
$ 5,000
$ 23,000
$ 10,500

$ 1,500
$ 12,000
$ 50,000
$ 10,000
$ 20,000
$

80,000

$ - 9,300
$ 35,000
$ 80,000
$ 213,905

Project Director: A Project Director will be hired’to oversee the Seclusion and Restraint
Reduction grant activities, plan and direct the program’s implementation at both VSH and RHC,
coordinate the use of expert training and consultation, ensure proper. collection and reporting of
-project data and coordinate the sharing of project operational successes and challenges between
VSH and RHC. The Project Director will have a demonstrated history of change-leadership and
successful program implementation experience, and will report directly to the Commissioner of

- Mental Health. Working closely with Principal Investigator Dr. McMains, the Director will be

located at VSH and will also assume some coordination duties associated with project planning
and implementation at that institution. In addition, the Project Director will oversee the grant

award to RHC and work closely with the leadership of that organization to facilitate successful

implementation of sustainable changes. The Project Director’s level of effort will be 100%, and

will be supported in its entirety by this grant.
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FRINGE BENEFITS

The actual cost of fringe benefits (not a fringe-benefit rate) will be reported as a direct cost of the
program. The actual cost of fringe benefits varies from employee to employee based on salary,
employee choice of health care plan, and employee election of certain other benefits. The usual,
major components of this cost are FICA at 7.65% of salary, retirement at 9% of salary, and a
portion — 80% for medical, 75% for life and 100% for dental - of the actual costs of the medical,
dental and life insurance coverage selected by the employee. The cost of each employee's fringe
benefits will be allocated to the program based on hours worked in the program relative to all
hours worked by the employee. Based on the current cost of fringe benefits for employees in
similar programs, we are estimating the cost of these fringe benefits at 30% of salary.

OVERHEAD /ADMINISTRATIVE COSTS

The Vermont Department of Health uses a Cost Allocation Plan, not an Indirect Rate. This Cost
Allocation Plan was approved by the U.S. Department of Health and Human Services effective
October 1, 1987. The Cost Allocation Plan summarizes and allocates actual, allowable costs
incurred in the operation of the program. These costs include items often shown as direct costs,
such as telephone and general office supply expenses, as well as items usually included in an
indirect rate, such as the cost of office space and administrative salaries. These costs are
allocated to the program based on the salaries and wages paid in the program relative to the total
salaries and wages paid in the department overall. Because these are actual costs, unlike an

- Indirect Cost Rate, these costs will vary from quarter to quarter and cannot be fixed as a -
percentage of program costs. Based on recent experience with similar programs, we would
estimate these allocated costs at 45% of the direct salary ("Personnel") line item.

TRAVEL - Given the responsibilities of the Project Director, he or she will be required to travel
extensively from the Vermont State Hospital in Central Vermont to Retreat Healthcare in
Southeast Vermont.

EQUIPMENT

In support of the implementation of Sensory Modulation Approaches, Vermont plans to purchase
specific equipment that is used with the model to aid patients in psychiatric crisis. This
equipment could include bubble lamps, glider rockers, rocking chairs, beanbag chairs,
TV/VCR/DVD, CD’s and players, ipods, wall murals, therapy balls, weighted vest/blankets, and
sound machines, as well as carts for transporting the equipment to different wards at the hospital.
The purchase of this equipment will be provided by the Vermont Division of Mental Health

SUPPLIES - None , ’
OTHER

VSH Physical Plant Renovations: To support the implementation of Sensory Modulation
approaches, the Vermont State Hospital will consult with a consultant to modify existing space
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and create “calm rooms” and multi-sensory treatment rooms. Funds will be used for renovations
to existing space. Cost is based on estimates provided by an architectural consultant currently
working with the state of Vermont (Frank Pitts — Architectural Plus)

In-state Meeting Expense - Steering Committee Meeting Expenses: Stipends for participation
and mileage reimbursement will be provided to consumer participants of the two S/R Reduction
Steering Committees ' '

In-state Meeting Expense - Cross-Site Training Meetings: Vermont will host two cross-site
meetings between VSH and RHC to share lessons learned and participate in joint training. Funds
will cover the cost of the meeting space, food/beverages, and reproduction of training materials
(copying, folders, etc.)

Consultant Cost — Tina Champagne: Ms. Champagne will provide expert consultation on
Sensory Modulation techniques and the application of SAMHSA'’s Six Core Strategies to Reduce
S/R . :

Consultant Cost - Grant Evaluator: Vermont will hire an independent evaluator to complete
grant evaluation activities.

Planning Grant to Brattleboro Retreat: DMH will provide a planning grant to Retreat Healthcare -
to fund different S/R Reduction activities. RHC will use the funds to hire a S/R Reduction _
Coordinator, purchase sensory modulation equipment (described above under “Equipment”) and
make renovations to their physical plant to create calm rooms and multi-sensory treatment rooms
(described above under VSH Physical Plant Renovations).

INDIRECT COST RATE - See OVERHEAD/ADMINSTRATIVE Costs above.
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Calculation of Future Budget Periods

First 12-monthi Second 12- month Third 12-month

Period . Period Period

Personnel

Project Director (PG 26) * $ 47,403  $ 48,351 § 49,318

Total Personnel $ 47,403 $ 48,351 $ 49,318

*Assumes 2% Raise in Salary each year ‘ ‘

Fringe Benefits (30%) $ 14,221 $ 14,505 § 14,795

Overhead/Admin ' $ 21,331 $ 21,758 § 22,193

Travel

Grant-related travel for grantee meetings $ 2,650 $ 2,650 % 2,650

In-state Travel for Project Director $ 4,000 $ 4,000 $ 4,000

Equipment :

Sensory Modulation Equipment " $ 10000 (in-kind) $ 7,000 (in-kind) $ 4,500 (in-kind)
~ Other v o

VSH Physical Plant Renovations ** $ 20,000 (In-kind) $ 20,000 (In-kind) $ 20,000 (In-kind)

**VSH will create one "calm room" per year
In-State Meeting Expense/Other

4800 § 4,800

Steering Committee Meeting Expenses: ‘ $ 4,80(5 $

Cross-Site Training Meetings $ 4,000 $ 4,000 % 4,000
Training Materials _ $ 500 $ 500  $ 500
Consultant Costs/Other ,

Tina Champagne $ 23,000 % 23,000 $ 23,000
Grant Evaluator $ 12,000 $ 12,000 % 12,000
Planning Grant to Retfeat Healthcare o

S/R Reduction Coordinator $ 50,000 % 51,000 § 52,020
Sensory Modulation Equipment $ 10,000 § 7,000 $ 4,500
Physical Plant Renovations**** $ 20,000 $ 20,000 $ 20,000

***Assumes 2% Raise in Salary each year
****BHC will create one "calm room" per year :
TOTAL COSTS : $ 213,905 § 213,564 § 213,777




SECTION G: BIOGRAPHICAL SKETCHES AND JOB DESCRIPTIONS

POSITION DESCRIPTIONS FOR KEY PROJECT STAFF

The proposed project will involve the recruitment and hiring of two key staff described in
Section C of the proposal narrative. The following sets out the responsibilities and qualifications
for these prospective project leaders.

PROJECT DIRECTOR
The Project Director will oversee the Seclusion and Restraint Reduction grant activities and will
serve as a liaison between the Commissioner of Mental Health, the Principle Investigator and the
project staff leaders at both VSH and the Retreat. This position will also be responsible for
coordinating S/R reduction activities at VSH. This individual will be a state employee, and will
be recruited upon notification of the grant award.

Major Job Duties and Responsibilities

e Oversee the planning, implementation and coordination of grant activities

e Work closely with both VSH and the Retreat to guide the development of a strategic plan
that incorporates the 6 core Strategies. Both plans should be reviewed and updated

_ annually to reflect project progress and experience
- Work closely with both institutions to develop data collection methods and ensure that
routine program data is collected, analyzed and reported.

o Coordinate the expert consultation of Tina Champagne, OTR, to maximize the use of her
time to teach and train each institution about effective, empirically-based organlzatlonal
and clinical strategies for reducing restraint and seclusion. ’

e Facilitate communication between VSH and the Retreat to share information about
project successes, challenges and effective strategies for accomplishing the goals of the
project.

e Maintain an effective presence at DMH, VSH and the Retreat to ensure project visibility
-and stimulate and sustain the engagement of key staff in the change process -

e Manage reporting obligations to SAMHSA and communication between the
Commissioner’s office, the two participating hospitals and interested stakeholders

- & Serve as the S/R Reduction Coordinator for VSH

Skills, Ouéliﬁcations and Experience

Demonstrated experience as change leader

Demonstrated effectiveness in program development, implementation and management
Knowledge of and experience with people with acute severe mental illness ‘
Understanding of data collection and analysis methods

Effective verbal and written communication skills
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RETREAT HEALTHCARE SECLUSION AND RESTRAINT
REDUCTION COORDINATOR

Major Job Duties and Responsibilities

Although located at the Retreat in Southeastern Vermont this position will report to the
Project’s Dlrector

Work with the Project Director, the Retreat Project Principle, and the Retreat’s Senior
clinical Leadership Team to coordinate the finalization of a strategic plan for reducing
Seclusion and Restraint at the hospital.

Oversee the revision of Retreat protocols, procedures and documentation requirements
related to the use of involuntary procedures '
Facilitate and oversee data collection methods and ensure that routine program data is
collected, analyzed and reported at the retreat

Work with S/R reduction Tina Champagne to understand sensory modulatlon techmques
and serve as the in-house expert on these approaches.

Coordinate Retreat staff training and supervision relative to the model, and work with
staff at all levels of the institution to identify ‘and address barriers to successful reduction
of S/R |

Facilitate the Retreat S/R Reduction steering committee.

Work with the Retreat PI and the Project Director to ensure that the hospital complies
with the provisions and stated plans for this proposal.

Identify organizational needs for and operational barriers to successfully reducing the use
of involuntary procedures at the Retreat, and communicate these to the Retreat Project PI
and to the Project Director

Actively participate in the preparation and distribution of grant reportmg requirements
pertammo to this project

Skills, Qualifications ar_ld Experience

Professional training in Occupational Therapy, Nursing, Activities Therapy or other
“clinical profession :

Experience in the operation of in-patient services to people with severe mental illness’

Demonstrated experience in successful program development, implementation and

management

Knowledge of and experience w1th people with acute severe mental illness

Understanding of data collection and analysis methods .

Effective verbal and written communication skills
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COMMISSIONER OF HEALTH
(Effective 7/1/07; Formerly Deputy Commissioner for Mental Health, VT Department of Health)

MICHAEL HARTMAN,
M.S.W.
Licensed Clinical Mental Health Counselor
' License # 068-0000293
28 Pleasantview St.
Montpelier, Vermont 05602
802-229-4477

EDUCATION

University of Vermont, Burlington, Vermont. Completed Masters of Social Work degree with a .
concentration in Health/Mental Health 5/98.
Goddard College, Plainfield, Vermont. Bachelor of Arts, Graduated 1982.

LICENSURE

Licenséd Ciinical Mental Health Counselor 12/19/96 - 1/31/2007 License #068-0000293 _
EMPLOYMENT |

01/G7 ~ Present, Deputy Commissioner for Mental Health, Vermont Department of Health

10/06 —-01/07 Executive Program Director, Collaborative Solutions Corporation,
P.O Box 69, Montpelier, VT

CSC is a new service provider with the goal of establishing a new 11 bed Community Recovery
Residential facility in Williamstown, VT. The targeted population for the program is severely
mentally ill adults, many with significant co-morbidity issues and also with co-occurring
disorders, who are currently only able to be placed at VT State Hospital. The program is
currently being established and will open in late winter ‘06.

7/00 - 10/06 Director, Community Rehabilitation and Treatment/Intensive Care Services
. Washington County Mental Health Services, Inc., P.O. Box 647, Montpelier, Vermont.

Program Director for long term care services for adults and acute services for adults, children
and families. (Acute services role is described below) CRT program serves 450 adult consumers
with persistent and severe mental illness. Program includes vocational, residential, recovery
oriented, psychiatric, and case management services provided in a co-occurring and trauma
sensitive environment within a community setting. Supervise team of 13 middle managers with
total staff of 90 care providers. Duties include: clinical and administrative supervision, program
development, budget planning/implementation, contracting for third party provision of services,
development/maintenance of staff education programs, liaison with state Division of Mental
Health Services, and development of community educational services regarding mental health
issues.
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2/95-6/2000 Director of Intensive Care Services, Washington County Mental Health Services,
Inc., P.O. Box 647, Montpelier, Vermont.

3/05 — present VT Behavioral Health Response Disaster Team, Vermont Department of
Health, Division of Mental Health, Burlington, VT. ' '

3/02 - 4/03 Consultant and visiting clinician, Technical Assistance Collaborative, Inc.
Boston, MA. '
3/98 - Present Adjunct Faculty, Southern New Hampshire University, Program in
Community Mental Health, Manchester, NH

9/80-7/02 Program Director, Intensive Domestic Abuse Program/DELTA Program, The
Institute of Professional Practice, Inc., P.O. Box 1249, Montpelier, Vermont.

9/96-5/97 Intern, Main Street Middle School, Main Street, Montpelier, Vermont.

9/94-5/95 Intern, Washington County Mental Health Services, Inc., Children, Youth and -
Farmly Services Program, 9 Heaton Street, Montpelier, Vermont

4/86 - 1/95 Emergency Services Clinician, Washington County Mental Health Services,

12/85-4/86 Child Protective Services Worker, Orange County Department of Public
Welfare, North Madison Road, Orange, Virginia

4/83 7/83 Day Treatment Clinician, Orange County Mental Health Service, Box G,
Randolph, Vermont. :

5/80-4/83 Assistant Coordinator, 62 Barre Street Group Home,
Washington County Mental Health Services, P.O. Box 647, Montpelier, Vermont.

PROFESSIONAL DEVELOPMENT, WORKSHOPS AND TRAININGS
Board and Organizational Memberships '

2/2006 — present Elected to Board of Directors of the Institute of Professional 'Practice
Montpelier, VT. IPP is a professional provider of developmental and mental health services in
New England, and Maryland

6/96-present Appointed to serve on Victim Compensation Board of VT Center for Crime- Victim
Services. Served as Board Chair 1999-2001

9/98-6/01 Member of Advisory Board, VT Deaf to Deaf Project, a community based effort to
encourage the development of mental health services for deaf Vermonters.

1/93-1/96 Serve_d one term on Board of Directors, Central Vermont Vis_itation Center
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PRICIPLE INVESTIGATOR - WILLIAM D. MCMAINS, M.D.

Licensure

1991

1971

Degrees

1971

1967

Academic Tralnlng
1978

1974-1976

1972-1974

1971-1972.
2001-Present

Vermont, Number 5989 | -
State Boards, Oklahoma

M.D. — University of Oklahoma, School of Medicine
B.A. — Oklahoma City University, Biology

Board Certified, General Psychiatry
Residency in General Psychiatry at the Medical College of Ohio in-
Toledo, Ohio; Chief Resident 1975-1976

- Fellowship Child Psychiatry at Yorkwood Center, The Children’s

Division of Ypsilanti State Hospital, Ypsilanti, Michigan; affiliated with
the University of Michigan

Internship — Baylor Medical College Houston, Texas

Clinical Professor, Dartmouth School of Medicine

Academic Appointments

1991- Present
1987—199 1

1983-1987

© 1977-1983

1976-1977

Employment
1991-Present

1985-1991
1984-1991
1983-1991

1982-1983

1979-1982

1978-1983
Hospital

Clinical Professor, University of Vermont, School of Medicine
Burlington, Vermont
Clinical Associate Professor, University Of Rochester, School of Medicine
Rochester, New York
Clinical Assistant Professor, University of Rochester, School of Medicine
Rochester, New York
Clinical Assistant Professor, Department of Psychiatry, University of
Vermont Burlington, Vermont

Instructor, Department of Psychiatry, Medical College of Ohio
Toledo, Ohio

Medical Director, Vermont State Department of Developmental and
Mental Health Services Waterbury, Vermont -
Chief of Psychiatry, Genesee Hospital; Director, Genesee Mental Health
Center Rochester, New York
Medical Director, Residential Treatment Facility, St. 7 oseph’s Villa
Rochester, New York
Medical Director, Children’s Program, Genesee Mental Health Center
Genesee Hospital Rochester, New York
Clinical Director, Allied Health Services, Vermont State Hospital -
Waterbury,Vermont _
Psychiatric Consultant, Group Home and Supervised Apartment
Programs,

Washmgton County Mental Health Services Montpelier, Vermont
Psychiatric Consultant to the Vermont State Department of Developmental
and Mental Health Services Waterbury, Vermont

Clinical Director, Adolescent Treatment Program, Vermont State

Waterbury, Vermont
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1978-1980

1977-1980

1977-1980

1976-1977

2002-2004

State Coordinator for Children’s Mental Health Services State
Department of Developmental and Mental Health Services Waterbury,
Vermont
Medical Director, Giant Step Program (a Program for developmentally
disabled adults), Vermont State Hospital Waterbury, Vermont
Director, Youth Treatment Center, Vermont State Hospital, Waterbury,
Vermont (residential center for autistic children)

Consulting Psychiatrist, Child Psychiatry, Elizabeth Zepf Community
Mental Health Center, Toledo, Ohio
President, Vermont Psychiatry Association

Committee Membership And Organization Activities

1998- 2002
1998-2000
Assembly

1998-Present

Psychiatrists
1994-1996
fo -

1994-1996
Services

1993-Present
1993-1995
Health

- 1992-1995

Vermont
- 1992-1995
of

1991-Present
School of

1991-Present
1991-Present

1991-Present )

1991

1988-1991

Planning Task Force

Vermont Psychiatric Association State Legislative Liaison

. Vermont Psychiatric Association Deputy Representative National

American Psychiatric Association
President-elect Vermont Association of Child and Adolescent

Vermont Program for Quality in Health Care: Mental Health Task Force

Develop outcome indicators for mental health services
Vermont Community Coalition Planning Committee (Developmental

State Plan)
Vermont Division of Developmental Serv1ces Ethics Comrmttee Chair
Research Committee, Vermont Council of Developmental and Mental

Services and the Uni\}ersity of Vermont
Mental Health Advisory Committee to Health Care Authority, State-of

Mental Health Data Advisory Committee to Health Care Authority, State

Vermont
Coordinator of Pubic Psychiatry Training at the University of Vermont

Medicine

Vermont Psychiatry Association Executive Committee

Quality Improvement Council, Department of Developmental and

Mental Health Services, chair 1999-present

Residency Training Committee, University of Vermont, School of

Medicine in Burlington, Vermont

Secretary, New York State Association Of Commumty Mental Health
Center

New York State Office of Mental Health, Children’s Mental Health
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EXPERT CONSULTANT

Tina Champagne, M.Ed., OTR/L
Occupational Therapy & Group Program Supervisor
Cooley-Dickinson Hospital, West 5
30 Locust Street
Northampton, MA 01061
Phone: (413) 582-2503
Email: Tina_Champagne@cooley-dickinson.o'rg

Champagne Conferences & Consultatlon
41 East Street

Southampton, MA 01073

Phone/Fax (413) 527-7913

Email: tina @ot-innovations.com

Web: www.ot-innovations.com

_ Education
In progress: Creighton UmverSIty, Omaha, NE
Doctoral Candidate, Occupational Therapy

1998 Springfield College, Springfield, MA
Masters of Education, Occupational Therapy

1996 Springfield College, Springfield, MA
Bachelors of Science, Rehabilitation Services

Occupational Therapy Experience
2000-Present: Cooley-Dickinson Hospital, Northampton, MA
Inpatient Behavioral Health, West 5
Occupational Therapy & Group Program Staff Supervisor

2000-Present: Champagne Conferences & Consultation
Owner, Independent Consultant & International Lecturer

2006-Present: American Internatibnal College, Springfield, MA
Adjunct Professor, OT Program

© 2001-2003: Springfield College, Springfield, MA - -
Adjunct Professor, Master’s Level OT Program

1998-2003:  Berkshire Medical Center, Pittsfield, MA
Psychiatric Intensive Care Unit
Occupational Therapist & Consultant

Current Professional Memberships:
American Occupational Therapy Association (AOTA)
. Massachusetts Occupational Therapy Association (MAOT)
o Currently, Vice-president of the Executive Board of MAOT |
Society for Chaos Theory in Psychology and Life Sciences



Certifications:

Allen Cognitive Advisor Stage 2, 1999

Allen Cognitive Advisor Stage 3: International Advisor in Cogmtlon 2000
~ Therapeutic Listening, 2002

Neurofeedback, 2004

Clinical Aromatherapy, 2005

Awards

- 2006 Catherine Trombly Award, from the MA State OT Assocmtlon Excellence in education, research,
practice, administration and political activism -

2005 Irene Allard Award; Outstanding Fieldwork Educator

Publications
Champagne; T. (2003, September). Creating Nurturing and Healing
Environments for a Culture of Care. Occupational Therapy Advance, 19(19)
p- 50.
Champagne, T., (2003). Sensory modulation and environment: Essential
elements of occupation. Southampton MA: Champagne Conferences &
Consultation. v
Charmpagne, T. (2005, March). Expanding the role of sensory approaches for
acute inpatient psychiatry.  Mental Health Special Interest Newsletter, 28, 1-
Champagne, T. (2006). Sensory modulation and environment: Essential
elements of occupation (2™ Ed.). Southampton, MA: Champagne
Conference & Consultation.
Champagne, T. (2006, December). Creating sensory rooms: Essential -
enhancements for acute inpatient mental health settings. Mental Health Special Interest Newsletter,
29, 1-4.
Champagne, T. & Stromberg, N. (2004, September). Sensory approaches in inpatient
psychiatric settings: Innovatlve alternatlves to seclusion and restraint. Journal of
Psychosocial Nursing, 42(9), 35-44.
Champagne, T. & McLaughlin, J. (2006, May). Sensory approaches: Seclusion
and restraint reduction tools module. In, the National Executive Training Institute’s curriculum
for the reduction of seclusion and restraint. Alexandria, VA: National Association of State
Mental Health Program Directors.
Champagne, T., Ryan, J., Saccamondo, H., Lazzarini, I. (In press). A
Nonlinear Dynamics Approach to Exploring the Spiritual Dlmensmns of
Occupation. Emergence: Complexity and Organization.
Mullen, B., Champagne, T., Krishnamurty, S., Gao, R. & Dickson, D. (In press).
Exploring the safety and effectiveness of the therapeutic use of
the weighted blanket with adults. Occupational Therapy in Mental Health.
Massachusetts Department of Mental Health (In press). Developing Positive
Cultures of Care: Resource Guide. Boston, MA: Massachusetts
. Department of Mental Health. Authored and co-authored several chapters in this manual, to be
out in Spring 2007.

Research: Has participated in numerous research projects. List available upon request.

Consultation Services, Regional, State & International Presentations: List available upon request.
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VSH PROJECT PRINCIPLE

Thomas A. Simpatico, M.D.
CURRICULUM VITA
May, 2007

Associate Professor of Psychiatry
Director, Division of Public Psychiatry
Department of Psychiatry

University of Vermont College of Medicine

Director, Fellowship in Public Psychiatry

UVM College of Medicine
: Medical Director
The Vermont State Hospital :
103 S. Main Street,
Waterbury, VT 05671-2501
Phone: (802) 241-3023
Fax: (802) 241-3001
Email: Thomas.Simpatico@uvm.edu
Born: March 9, 1956
Citizenship: USA
SS# 145-38-3576
EDUCATION
Year Cénfened Institution & Location - A Degree Concentration
1978 Saint Peter’s College, Jersey City, NJ B.S.  Natural Sciences
1984 Rush Medical College, Chicago, IL ' M.D. :
Residency ' |
1984-1985 . Internship in Internal Medicine, Michael Reese Hospital, Chicago, IL
1985-1988 Residency in Psychiatry, University of Chicago, Chicago, IL
HONORS, AWARDS
1999 Exemplary Psychiatrist Award, National Alliance for the Mentally 11, Illinois
Chapter o o
2000 - United States Department of Justice Public Service Award
2000. Fellow, American Psychiatric Association’
2001 .. Inducted as a member of the American College of Psychiatrists
2002 Distinguished Fellow, American Psychiatric Association
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2002 American Psychiatric Association’s Psychiatric Services Gold Achievement Award
' for Outstanding Innovative Program Development (Co-Developer of Cook
County Jail Linkage Project with Thresholds, Inc. and Cermak Health
Services of Cook County at the Cook County Department of Corrections)
2003 Featherfist Humanitarian Service Award, Featherfist Human Services, Chicago, IL
2005 Award for Excellence in Clinical Education, University of Vermont College of
Medicine Psychiatry Residents

MAJOR RESEARCH INTERESTS

Mental health services researc_:h
Medicine and the law

EXTRAMURAL SUPPORT

1999-2001 Co-Principal Investigator & Project Director (Illinois Site), The Homeless
Famnilies Project Multi-Site Stitdy (Grant # 93-230), United States
Department of Human Services, Public Health Service, Substance Abuse
and Mental Service Administration (SAMHSA), Center for Mental Health
'Servxces (CMHS) and Center for Substance Abuse Treatment (CSAT)

Award: $240,000

2000-2002 Co-Principal Investigator & Project Director, Selected Demonstration Project
Jor Reintegration Into the Work Force of High Risk Adult Populations, United
States Department of Labor Capacity Building Grant

Award: $90,000

2001-2004 Principal Investigator & Project Director, Mental Health Intergovernmental Service
System Interactive On-Line Network (MHISSION), United States Department of
Commerce Technology Opportumty Program (TOP) Grant
Award: $540,000

PRESENTATIONS

Over 150 presentations at regional and national meetings.

PUBLICATIONS

Over 30 peer reviewed journal article_é, book chapters and monographs.
OTHER PROFESSIONAL ACTIVITIES

Served on executive boards and as elected officer for numerous professional organizations.

Served as an expert witness for both criminal and civil cases in multiple states.
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RETREAT HEALTHCARE PROJECT PRINCIPLE -

Linda Young Rice R.N., M.S.N., APRN, F.N.P.
119 Hosea Flsher Lane (Halifax)
Brattleboro, Vermont 05301
802-257-7982

EDUCATION:

1994 University of Massachusetts, Amherst, School of Nursing
Master of Science in Nursing - Primary Care: Family Nurse Practitioner

1992 University of Massachusetts, Amherst, School of Nursing
Pre Master’s Program

1990 University of Massachusetts, Amherst, School of Public Health
Community Health Education (MPH Program)

1990 Comprehensive Schbol Health and Wellness (EDHE 200:5788)
: University of Vermont Continuing Education Center, Brattleboro

1981 Bachelor of Arts, Social Science with High Honors, Marlboro College
Marlboro, Vermont

1969 Diploma in Nursing, Presbyterian School of Nursing, Presbyterian-University of

Pennsylvania Medical Center, Philadélphia, Pennsylvania
PROFESSIONAL CREDENTIALS

State of Vermont - Advanced Practice Registered Nurse with Prescriptive
Autliority - Family Nurse Practitioner #101-0012831 exp. 6/07

. State of New Hampshire — Advanced Registered Nurse Practitioner
Prescriptive Authority #053031-23-03 exp. 9/07 '

American Nurses Credentialing Center - Certification as Family Nurse Practitioner
9/01/94 - 8/31/04 9/01/04 — 8/31/09

American Nurses Credentialing Center Certlflcatlon as College Health Nurse
12/01/92-11/30/02

PROFESSIONAL EXPERIENCE

July 17, 2006 — Present
Vice President of Patient Care, Brattleboro Retreat

~ May 7,2006 Interim Vice President of Patient Care
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Brattleboro Retreat
2005 - 2006 Clinical Mahager, Medical Clinic & ECT, Brattleboro Retreat

1986 - 2005 Director of Medical Services, Total Health Center, Marlboro College,
Marlboro, Vermont '

1994 — 2005 Planned Parenthood of Northem New England, Brattleboro, Vermont
Per diem Nurse Practitioner

1994 2005 Medical Clinic, Brattleboro Retreat
o Per diem Nurse Practitioner

2004—Present Per Diem Nurse Practitioner, Emergency Department, Cheshire Medical Center,
Keene, New Hampshire

12/94 - 12/97 West Brattleboro Family Practice, Brattleboro, Vermont
9/94—Present Brattleboro Walk-in Clinic, Brattleboro, Vermont

1969 -1995 - Nursmg (RN) positions in Vermont Massachusetts, Rhode Island and
’ Pennsylvania

PROFESSIONAL DEVELOPMENT
Ongoing Annual participation in workshops, training programs, and recertification clas_seé.
PROFESSIONAL ORGANIZATIONS

American College Health Association -

Vermont Nurse Practitioner Association

Southeastern Vermont Advanced Practice Group — (Chair 1994-1999) 4

COMMUNITY SERVICE

2005 — Present National Council of State Boards of Nursing, Advanced Practice Advisory
Panel o

2002 — 2007‘ Board of Directors, Women’s Crises_ Center, Brattleboro, Vermont
1999 — Present Vice Chair, Board of Nursing, State of Vermont

1994 —2003  Brattleboro Hockey Association, Youth Hockey Coach
4 (certified Level ITI - USA Hockey)

1997 -2000  Windham County Safe Kids Coalition
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Section H: Confidentiality and Participant Protection Requirements

1. Protection from Potential Risks: Because this grant is focused on improving treatment and
implementing recovery-based, trauma-informed practices that have shown effectiveness in other
treatment settings, there is increased risk from participating in or evaluating the activities of this
grant. It is important to note that individuals may participate in the grant initiative in several
different ways. Professionals, consumers, family members and advocates will participate in
planning and implementation activities. These individuals will participate on a voluntary basis.
Individuals receiving services may fear that access to services might be limited if they criticize
the treatment providers they currently work with. Professional staff involved in the project may
be concerned that criticisms of the system might jeopardize their employment. To mitigate this
real or perceived barrier, facilitators of the planning process will work to create a safe
environment for both positive and negative critiques of the system. The purpose of stakeholder
involvement, including professional staff, consumers and families is to honestly critique the
current system as we implement alternatives to restraint and seclusion.

Because this grant focuses on the reduction of S/R and the implementation of alternatives to S/R,
staff at VSH and RHC may experience anxiety and feel less equipped to deal with aggressive or
violent behavior if they are instructed to not use S/R without being given alternatives
interventions to use. As such, implementation activities will focus on providing staff with new
skills and knowledge while implementing a culture change to reduce the use of S/R.

Many of the individuals who are patients at VSH or Retreat Healthcare will be recipients of
alternatives to restraint and seclusion, and it is inportant to note that many of these individuals
will be at the institution on an involuntary basis. However, it is anticipated that patients will
benefit from grant activities. The use of seclusion and restraint has been described as very
traumatizing and always presents a risk of injury, and so the introduction of alternatives should
help to improve the treatment they receive.

2. Fair Selection of Participants: Grant activities are designed to include participation from a
wide range of stakeholder groups, including representatives across ages, genders, and

~ racial/ethnic backgrounds. Participants will include consumer leaders, family members,
advocates, and administrative and treatment professionals, as described in Section C. Individuals
with mental disorders, and their family members, will be included in the stakeholder groups
because of their ability to speak about the mental health system based on personal experience. -
No one will be excluded from participation in grant activities.

For individuals who are patients at VSH and RHC, alternatives to S/R will beroffered to anyone
who may benefit, and no one will be excluded from having access to these alternatives.

3. Absence of Coercion: Participation in the planning and implementation activities will be
entirely voluntary for members of each stakeholder group. In addition, participation in any

~ surveys or interviews used to gather information for the project will be voluntary, without any

direct or implied coercion. '
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Many patlents at VSH and RHC have been involuntarily committed, and so the very fact that
they are receiving treatment from the facility includes some level of coercion. However, the

primary focus on 1mplement1ng alternatives to S/R is to reduce coercive interventions, and so
grant activities should help to reduce the level of coercion within the treatment setting.

4. Data Collection: Grant evaluation and continuous quality improvement efforts will rely on
data from existing sources as well as information gathered through stakeholder interviews,
surveys, and documentation of activities, as described in Section D.

Data collected regarding treatment provided and use of S/R will be compiled using existing VSH
and RHC data collection systems. All identifying personal information will be removed prior to
compiling data for review by grant planning participants.

5. Privacy and Confidenfiality: Acknowledgement of involvement in grant activities in any
public or written documentation will be voluntary. Information gathered through surveys or
interviews will not include any personally identifying data. Data analyses and reports produced
by this grant will not include individually identifiable information. The project will not disclose
any information in a manner that would violate the requirements of the HIPPA Privacy Rule.

6. Adequate Consent Procedures: Stakeholders participating in the planning process will be free
to participate in grant activities or not, as they desire. Requests to complete surveys will include
~ written explanations, including: (1) completing surveys is voluntary, (2) purpose of surveys, (3)
benefits for completing surveys, (4) description of the grant initiative and role of the surveys, (4)
no anticipated risks for completing surveys, (7) protections for confidentiality (surveys will be
done anonymously), (8) whom to call with questions about the surveys and grant activities, and
(9) costs for completing the survey and participants will not be paid.

7. Risk-Benefit Discussion:” Because this grant is focused on improving treatment and
implementing recovery-based, trauma-informed practices that have shown effectiveness in other .
treatment settings, we feel the there is great benefit to be had from participating in and/or
evaluating the activities of this grant and no increased risk. Professionals, consumers, family
members and advocates participating in the planning and implementation activities will do soon
“a voluntary basis. Individuals receiving services may fear that access to services might be
limited if they criticize the treatment providers they currently work with. Professional staff
involved in the project may be concerned that criticisms of the system might jeopardize their
employment As such, facilitators of the planning process must work to create a safe
environment for both positive and negative critiques of the system. However, because the
purpose of stakeholder involvement, including professional staff, consumers and families, is to
honestly critique the current system as we implement alternatives to restraint and seclusion, we
feel the benefits greatly outweigh the potential risks. The benefits of participation provide a great
deal of promise. We expect broad based stakeholder and professional staff participation to result
in successful efforts to transform treatment at VSH and RHC.

Bécause this grant focuses on the reduction of S/R and the implementation of alternatives to S/R,
staff at VSH and RHC may experience anxiety and feel less equipped to deal with aggressive or
violent behavior if they are instructed to not use S/R without being given alternatives
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interventions to use. As such, implementation activities will need to focus on providing staff.
with new skills and knowledge while implementing a culture change to reduce the use of S/R. In
addition, because the use of S/R always has a potential to involve injury to staff, the potential
benefits of implementing alternatives to S/R greatly outweigh the risks.

Many of the individuals who are patients at VSH or Retreat Healthcare will be recipients of
alternatives to restraint and seclusion, and it is important to note that many of these individuals
will be at the institution on an involuntary basis. However, it is anticipated that patients will
benefit from grant activities. The use of seclusion and restraint has been described as very
traumatizing and always presents a risk of injury, and so the introduction of alternatives should
help to improve the treatment they receive. '

Protection of Human Subiécts Regulations

We do not anticipate that any of our evaluation efforts will require compliance with the
Protection of Human Subjects Regulations (45 CFR 46). It is important to note that we consider
this project a systems improvement initiative and not a research study in which an unproven
treatment intervention is being tested/piloted with a vulnerable population. However, if there are
any questions about protection of human subjects, we will submit an application to the Agency
of Human Services Institutional Review Board (IRB) to ensure that our activities comply with
the requirements. The Agency’s IRB has a well developed process, including the requirement
that all applicants complete a web-based tutorial program reviewing the Protection of Human
Subjects Regulations (www.ahs.state.vt.us/IRB).
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T R ANTS. GOy Grant Application Package

Opportunity Title: - |State Incentive Grants to Build Capacity for Alternatives ta
Offering Agency: ’ Substance Abuse & Mental Health Services Adminis.
~~NA Number: 83.243- J ) '

A Description: . Substance Abuse and Mental Health Services_Projects ofJ
Opportunity Number: SM-07-005

Competition 1D:
Opportunity Open Date: ~ |03/12/2007
Opportunity Close Date: 05/11/2007

Agency Contact: Kimberly Pendieton
. Grants Management Officer
Phone: 240-276-1421

This opportunity is only open to organizations, applicants who are submitting grant applications on behalf of a company, state, local or tribal”
government, academia, or other type of organization. ‘

* Application Filing Name: [Altematives to Restraint/Seclusion
Mandatory Documents

Mandatory Completed Documents for Submission
Application for Federal Assistance (5F-428) |1
Pro;ect Narrative Attachment Form L
HHS Checklist Form PHS-5161

Disclosure of Lobbying Activities (SF-LLL)

Budget Narrative Attachment Form ’

Budget Information for Non-Construction Programs (SF-424A)

Move Form to
Submission List

=>

Move Form to
Documents List

Optional Documents Move Form to Optional Completed Documents for Submission
-[Faith Based EEO Survey . . Submission List  [Other Attachments Form

=>

d ’ Move Form to
Documents List

Enter a name for the application in the Application Filing Name field.

- This application can be completed in its entirety offline; however, you will need to login to the Grants.gov website during the submnsston process.
- You can save your application at any time by clicking the "Save" button at the top of your screen. :
- The "Submit" button will not be functional until the application is complete and saved.

Open’and cbrhplete all of the documents listed in the "Mandatory Documents" box. Complete the SF-424 form first.

-It is recommended that the SF-424 form be the first form completed for the application package. Data entered on the SF-424 wili populate data
fields in other mandatory and optional forms and the user cannot enter data in these fields.

-The forms listed in the "Mandatory Documents” box and "Optional Documenis"” may be predefined forms, such as SF-424, forms where
a document needs to be attached, such as the Project Narrative or a combination of both. "Mandatory Documents" are required for this
application. "Optional‘Documents" can be used to provide additional support for this application or may be required for specific types of
grant activity. ‘Reference the application package instructions for more information regarding "Optional Documents*.

-To open an item, simply click on it to select the item and then click on the "Open” button. When you have completed a form or document, click
the form/document name to select it, and then click the => button. This will move the form/document to the "Completed Documents” box.

To remove a form/document from the "Completed Documents" box, click the form/document name to select it, and then click the <= button.
This will return the form/document to the "Mandatory Documents” or "Optional Documents" box. :

-When you open a required form, the fields which must be completed are highlighted in yellow. Optional fields and completed fields are displayed
in white. If you enter invalid or incomplete information in a field, you will receive an error message.

Click the "Submit" button to submit your application to Grants.gov.

- Once you have properly completed all required documents and saved the application, the "Submit" button will become active.
- You will be taken to a confirmation page where you will be asked to verify that this is the funding opportunity and Agency to which you want to
submit an application.



P R AN S G | Grant Application Package

Application Submission Verification and Signature

?PO”U“”V Title: ‘ State Incentlve Grants to Build Capacity for Alternatlves to Res
dffering Agency: : Substance Abuse & Mental Health Services Adminis.
CFDA Number: . 83.243
CFDA Description: Substance Abuse and Mental Health Services_Projects of Regional and National Signifi
Opportunity Number: SM-07-005 .

Com.petition ID:

Opportunity Open Date: 03/12/2007
Opportunity Close Date: " 05M1/2007

Application Filing Name : Alternatives to Restraint/Seclusion

Please review the summary provided to ensure that the information listed is correct and that you are submitting
an application to the opportunity for which -you want to apply.

If you want to submit the application package for the listed funding opportunity, click on the "Sign and Submit
Application® button below to complete the procesgs. You will then see a screen prompting you to enter your user ID
and password. " )

If you do not want to submit the application at this time, click the "Exit Application" button. You will .then be
returned to the previous page where you can make changes to the required forms and documents or exit the process.

If this is not the application for the funding opportunity for which you wish to apply, you must exit this
‘Dpl:.catlon package and then download and complete the correct application package.




OMB Number: 4040-0004
Expiration Date: 01/31/2009

Application for Federal Assistance SF-424

Version 02

*1. Type of Sﬁbmission:
Preapplication

Application

[[] Changed/Corrected Applicatic;n

* 2. Type of Application: * It Revision, select appropriate letter(s):

New l

[_] Continuation * Other (Specify)

[ Revision |

* 3. Date Received:

4. Applicant Identifier:

Iampleted by Grants.gov upon submission. '

— ]

5a. Federal Entity Identitier:

* 5b. Federal Award Identifier:

|

|l

State Use Only:

6. Date Received by State: ':] 7. State Application Identifier: |

8. APPLICANT INFORMATION:

*a. Legal Name: |State of Vermont

* b, Employer/Taxpayer Identification Number (EIN/TIN):

* ¢. Organizational DUNS:

[03-6000274 .

|809376155 ' J

d. Address:

* Street: ITOB Cherry St

Street2: |PO Box 70

* City: |Bur|ington

County: ‘

* State:

VT: Vermont

|'

* Country:

USA: UNITED STATES

* Zip / Postal Code:

|
Province: |
I
| 05402-0070

|

e. Organizational Unit:

Department Name:

Division Name:

Vermont Department of Health

|Division of Menta! Health

f. Name and contact information of person to be contacted on matters involving this application:

Prefix: I

1 * First Name: |William

Middle Name: ‘

* Last Name: lMcMains

Suffix: ]M.D.

Title: [Medical Director

Organizational Affiliation:

L

* Telephone Number: |(802)652-2008

J Fax Number: |(802)852-2005

I N Email: |bmcmains @vdh.state.vt.us




OMB Number: 4040-0004

Expiration Date: 01/31/2008

Application for Federal Assistance SF-424

Version 02

9. Type of Applicant.'i: Select Applicant Type:

A: State Government

Type of Applicant 2: Select Applicant Type: -

|

Type of Applicant 3: Select Applicant Type: h

[

* Other (specify):

1L

*10. Name of Federal Agency:

(Substance Abuse & Mental Health Services Adminis.

1. Catalog of Federal Domestic Assistance Number:

|93.243 J

CFDA Title:

Substance Abuse and Mental Health Services_Projects of Regional and National Significance

* 12. Funding Opportunity Number:

fSM-o7-oos

* Title:

=

State Incentive Grants to Build Capacity for Alternatives to Restraint and Seclusion

13. Competition ldentification Number:

I

Title:

14, Areas Affected by Project (Cities, Counties, States, etc.):

Vermont

* 15, Descriptive Title of Applicant's Project:

Implementation of alternatives to restraint and seclusion

Attach suppbrting documents as specified in agency instructions.




OMB Number: 4040-0004
Expiration Date: 01/31/2009

Application for Federal Assistance SF-424 S Version 02

16. Congressional Districts Of:

.. Applicant VT All . " b. Program/Project VT All -

Attach an additional list of Program/Project Congressional Districts if needed.

.

Detzte Aitac:k‘u‘n-:—;r.\i||\.-'xr'.--.-x= Alac

:»J.'\i]

17. Proposed Project:

* a. Start Date: [10/01/2007 ' ) , ' * b. End Date: [09/30/2010

18. Estimated Funding ($):

* a. Federal [ 213,905.00]
* b, Applicant r 0.00|
* ¢, State | 0.00
* d. Local | 0.00]
* e. Other l 0.00]
* f. Program Income [ 0.00I
*g. TOTAL [ 213,905.00]

*19. Is Application Subject to Review By State Under Executive Order 12372 Process? )

[] a. This application was made available to the State under the Execut’ivg Order 12372 Process for review on I:::l .
[} b. Program is subject to E.O. 12372 but has not been selected by the State for_ review,

: c. Program is not covered by E.O. 12372,

20. Is the Applicant Delinquent On Any Federal Debt? (If "Yes", provide explanation.)

Qv @

21. *By signing this application, | certify (1) to the statements contained in the list of certifications** and (2) that the statements

herein are true, complete and accurate to the best of my knowledge. | also provide the required assurances** and agree to

comply with any resulting terms if | accept an award. | am aware that any false, fictitious, or fraudulent statements or claims
may subject me to criminal, civil, or administrative penaities. (U.S. Code, Title 218, Section 1001)

** | AGREE

** The list of certifications and assurances, or an internet site where you may obtain this list, is contained in the announcement or agency
specific instructions. :

Authorized Representative:

Prefix: | | * First Name: | Michael o |
Middle Name: | . 3 : |

* Last Name: lHartman . : . ]

Suffix: . [Msw |

*Titte: [Deputy Commissioner . . |

* Telephone Number: |802-951-1258 / | Fax Number: ]'802-951-1275 , ]
*Email:  |mhartma@vdh.state.vius - 7 .,/ / / |

* Signature of Authorized Representativ_p":(

* Date Signed: C@'\ﬁe b)vg( tsgg¥ upon submission. —I

D1 Ml W A A

- 7 i
/ / Standard Form 424 (Revised 10/2005)
Prescribed by OMB Circular A-102

Authorized for Local Reproduction




OMB Number: 4040-0004
Expiration Date: 01/31/2008

Application for Federal Assistance SF-424 . Version 02

* Applicant Federal Debt Delinquendy Explanaﬁon

e following field should contain an explanation if the Applicant organization is delinquent on any Federal Debt. Maximum number of
characters that can be entered is 4,000. Try and avoid extra spaces and carriage returns to maximize the availability of space.




DISCLOSURE OF LOBBYING ACTIVITIES

C\Omplete this form to disclose lobbying activities pursuant to 31 U.S.C.1352

Approved by OMB
0348-0046

1. * Type of Federal Action:
[ =. contract

b. grant . b. initial award
[ ec. cooperative agreement O 4

¢, post-awar
[ d.loan P

D e, loan guarantee

] 1. loan insurance

2. * Status of Federal Action:
[} a.bidfofter/application

3. * Report Type:

a. initial filing
I___| b. material change

4; Name and Address of Reporting Entity:
. Prime.

D SubAwardee
* Nam

i ]

* Street 1 Street 2

[rva 1L ' 1

* City State Zip

NA 1]

Congressional District, i known: l

5. If Reporting Entity in No.4 is Subawardee. Enier
P !

Mame and Address of Prime:

6. * Federal Department/Agency:

7. * Federal Program Name/Description:

[ ' N

Substance Abuse and Mental Heaith Services_Projects of Regional and National A
Y

Significance

CFDA Number, if applicable: [93.243

8. Federal Action Number, if known:

L ]

9. Award Amounf, if known:

il _

10. a. Name and Address of Lobbying Registrant:

b. Individual Performing Services (including address if
different from No. 10a)

Prefix * First Name Middle Name Prefix * First Name Middle Name -

L |[rom 1 ] l [rva 11 ]

* Last Name . _ Suffix * Last Name Suffix

[Nva R l A 1 |

* Street 1 ) Street 2 R * Street 1 Street 2 . ‘
1 ! 1] L |
- " City State Zip * City State ) Zip
C - i — C o pE

11, * Signature: &

informalion requested through this form is-authorized by title 31 U.S.C. section
1352. This disclosure of Iobbying aciivities is 4 material representation of fact
upon which reliance was placed by the tier above when the transaction was.
made or entered into. This disclosure is required pursuant to 31 U.S.C. 1352,
This information will be reported to the Congress semi-annually and will be
available for public inspection. Any person who fails to file the required
disclosure shall be subject to a civii penalty of not less than $10,000 and not
more than $100,000 for each such failure.

*Name: B

7/ s 10 M
Middle Name

* Last Name Suffix

Title: r . J
Telephone No,: r j

Date: Completed on submission to Granis.gov

Federal Use Only:

Authorized for Local Reproduction
Standard Form - LLL (Rev. 7-87)




Project Narrative File(s)
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) LAdd Mandatory Projact Marrative Fh‘rﬂ }




OMB Approval No. 0820-0428

. CHECKLIST
Public Burden Statement: Clearance Officer, 1600 Clifton Road, MS D-24, Atlanta, GA 30333, ATTN: PRA
) . . o (0920-0428). Do not send the completed form to this address.
Public reporting burden of this collection of information is estimated to NOTE TO APPLICANT:

av~-3ge 4 hours per response, including the time for reviewing instructions,

i ing existing data sources, gathering and maintaining the data needed,
ai.. ~ompleting and reviewing the collection of information. An agency may not
conduct or sponsor, and a person is not required to respond to a collection of
information uniess it displays a currently valid OMB control number. Send
comments regarding this burden estimate or any other aspect of this
collection of information, including suggestions for reducing this burden to
CDC,

This form must be comipleted and submitted with the original of your
application. Be sure to complete both sides of this form. Check the
appropriate boxes and provide the information requested. This form should be
atfached as the last age of the signed original of the application. This page is
reserved for PHS staff use only.

TypeofApplication: NEW [:I Noncompeting Continuation  [] Competing Continuation D Supplemental

PART A: The following checkliist is provided to assure that proper signatures, assurances, and certifications have been submitted,

Included NOT Applicable
1. Proper Signature and Date ......ccccoevvieiiiinennns : )
2. Proper Signature and Date on PHS-5161-1 "Certifications" page. .....c..ccoecerevivrenenne

3. Proper Signature and Date on appropriate "Assurances® page, i.e., SF-424B (Non-Construction Programs)
or SF-424D (Construction Programs) ........... . )

4. If your organization currently has on file with DHHS the following assurances, please identify which have
been filed by indicating the date of such filing on the line provided. (All four have been consolidated into a
single form, HHS Form 690)

[] Civil Rights Assurance (45 CFR 80) ... veerreereemmrreersennnrseinnenns
D Assurance Concerning the Handicapped (45 CFR 84) ...

D Assurance Concerning Sex Discrimination (45 CFR 86)
[] Assurance Concerning Age Discrimination (45 GFR 90 & 45 CFR 91) ...vvevieeimnnreresmsmessennnen:

5. Human Subjects Cettification, when applicable (45 CFR 46) ...... eeeererrerreresarr et reran, D

PART B: This part is provided to assure that pertinent information has been addressed and included in the application.
YES NOT Applicable

1. rlas a Public Health System Impact Statement for the proposed program/project been completed and
distributed as required? ........ G P

]

2. Has the appropriate box been checked on the SF-424 (FACE PAGE) regarding |ntergovernmental review
under £.0. 12372 ? (45 CFR Part 100) ...c..covvvenns

3. Has the entire proposed project period been identified on the SF-4247...........cco....

A A -
O

4. Have biographical sketch(es) with job description(s) been atfached, when required?..... —

5. Has the "Budget Information” page, SF-424A (Non-Construction Programs) or SF-424C (Construction
Programs), been completed and included? ........ccccovveneernnnnn,

6. Has the 12 month detailed budget been provided? .......ccvveeriericrsieie e

7. Has the-budget for the entire proposed project period with sufficient detail been provided? G
8. For a Supplemental application, does the detailed budget address only the additional funds requested?
9. For Competing Continuation and Supplemental applications, has a progress report been included?

O0”E O
RED O

PART C: In the spaces provided below, please provide the requested information.

Business Official to be notified if an award is to be made . Program Direclor/Project Director/Principai Investigator designated to direct the proposed project
Name: Prefix: |Mr. * First Name: | Thomas Middle Name: Name: Prefix: * First Name: [William Middle Name:
* Last Name: ‘Ciaraldi } Sufix; " *LastName: [McMains ] Suffix:
" Titles |Chief Financial Officer I Organization; M’ Dept of Health ] Title: fMedical Director [ Organization: ‘VT Dept of Health 1

Address: - Sweet1: | 108 Cherry St Srreet2: |PO Box 70 j Address: *Streett: [{08 Cherry St J Street2: IF’O Box 70

*oity:  [Burlington 7] cstater {T:Vermor “city:  [Burlington ' ] * State: | T: Vermor

Province: ~ *Country:JNITED & Province: L I * Country:|INITED S°

* Zip / Postal Code: [05402-0070 | _ * Zip / Postal Code: | 05402-0070 |

" lephone Number: 1802-863-7284 | ! Telephone Number: |802.652-2008 ‘ -

E-mail Address: [tciaral@vdh.state.vt.us J E-mail Address: Ibmcmains@vdh.state.vt.us ]
FaxNumber:  [802-865-7754 | Fax Number: [802-652-2005 |
APPLICANT ORGANIZATION'S 12-DIGIT DHHS EIN (If aiready assigned) SOCIAL SECURITY NUMBER HIGHEST DEGREE EARNED

D—|03-6000274 ] | | (




PART D: A private, nonproé# organization must include evidence of its nonprofit status with the application. Any of the following is acceptable
evidence. Check the appropriate box or compiete the “Previously Filed" section, whichever is applicable.

I:] B

I

(a) A reference to the organization's listing in the Internal Revenue Service's (IRS) most recent list of tax-exempt organizations described in section
501(c)(3) of the IRS Code.

(b) A copy of a currently valid Internal Revenue Service Tax exemption certificate.

(c) A statement from a State taxing body, State Attorney General, or other appropriate State official certifying that the applicant orgamzaﬂon has a
nonprofit status and that none of the net earnings accrue to any private shareholders or individuals.

(d) A certified copy of the organization's certificate of incorporation or similar document if it clearly establishes the nonproflt status of the organization.

(e) Any of the above proof for a State or national parent organization, and a statement signed by the parent organization that the applicant organization is

[
0

a local nonprofit affiliate.

If an applicant has evidence of current nonprofit status on file with an agency of PHS, it will not be necessary to file similar papers again, but the place

and date of filing must be indicated.

Previously Filed with:  * (Agency)

on *(Date)

INVENTIONS

If this is an application for continued support, include: (1) the report of inventions conceived or reduced to practice required by the terms and conditions of
the grant; or (2) a list of inventions already reported, or (3) a negative certification.

EXECUTIVE ORDER 12372

Effective September 30, 1983, Executive Order 12372
(Intergovernmental Review of Federal Programs) directed OMB to
abolish OMB Circular A-95 and establish a new process for consulting
with State a@nd local elected officials on proposed Federal financial
assistance. The Department of Health and Human Services
implemented the Executive Order through regulations at 45 CFR Part
100 (Inter-governmental Review of Department of Health and Human
Services Programs and Activiiies). The objectives of the Executive
Order are to (1) increase State flexibility to design.a consuiltation
- ~ess and select the programs it wishes to review, (2) increase the
.y of State and local elected officials to influence Federal decisions
and (3) compel Federal officials to be responsive to State concerns, or
explain the reasons.

The regulations at 45 CFR Part 100 were published in Federal Register
on June 24, 1983, along with a notice identifying the

Department's programs that are subject to the brovisions of Executive Order
12372. Information regarding PHS programs subject to Executlve Order 12372 is
also available from the appropriate awardmg office.

- States participating in this program establish State Single Points of Contact

(SPOCs) to coordinate and.manage the review and commant on proposed Federal
financial assistance. Applicants should contact the Governor's office for
information regarding the SPOC, programs selected for review, and the
consultation (review) process designed by their State.

Applicants are to certify on the face page of the SF-424 (attached) whether the
request is for a program covered under Executive Order, 12372 and, where
appropriate, whether the State has been given an opportunity to comment.



Budget Narrative File(s)
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WAL INCURNIATIUIN -~ NOO=LO0NSTructon r'rograms

— AR e v, U YT

Expiration Date 04/30/2008

Grant Program

Catalog of Federal

Estimated Unobligated Funds

New or Revised Budgét

)

Function Domestic Assistance
or Activity Federal Federal Non-Federal Total
(a) (¢} (e) (f) : (g)
Alternatives to
Restraint & Seclusion 93.243 $ | J § | 213'905'001 $ L \ $ l . 213|905.0(;|
L | | 1 || o)
l | | L | 000
| f L 11| 0o
0N [ LG

. Object Class Categories

GRANT PROGRAM, FUNCTION OR ACTIVITY

1
a lAIlernal[ves to Reslrairﬂ

@) [

a. Personnel

3 47,408.00

b. Fringe Benefits

14,221.00

J

L |

c. Travel 5'65°-°°| L
d. Equipment °-°°|
e. Supplies 0-00]

f. Contractual

|

g. Construction

h. Other

: 124,300.00|

i. Total Direct Ch-arges (sum of 6a-6h)

182,574.00

HE | | || I

j. Indirect Charges

21,331.00

. k. TOTALS (sum of 6i and 6j)

AR ER

|
|
|
|
| I
|
|
|
|

$

|
|
|
|
|
|
|
|

7. Program Income

$_|_ .‘.

s’” . T

Authorized for Local Reproduction
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e R L L e e )

(a) Grant Program

(b) Applicant

(c) State

(d) Other Sources (e) TOTALS

Alternatives to Restraint & Seclusion SIG

12. TOTAL (sum of lines 8-11)

. .| ] — 5
| 1 | X
i [ I || ]
|| — i

s |

SECTION.D - FORECASTED CASH NEEDS

Total for 1st Year

1st Quarter

2nd Quarter.

3rd Quarter 4th Quarler

|| 13. Federal 3 l | 53.476.00] 5 [ 53'.476.00’ s r 53.476.0(;0 $ l 53.47@‘
14. Non-Federal 3 L [ l l ’ ' —‘ r l
15. TOTAL (sum of lines 13 and 14) $ L L a2 e:r:-;)[:' $ L ol ~\'-'f1,\'}'?} $ r ' =) .;::-:‘-.-_:;,.-’ $ r —“J

SECTION E - BUDGET ESTIMATES OF FEDERAL FUNDS NEEDED FOR BALANCE OF THE PROJECT

{a) Grant Program

FUTURE FUNDING PERIODS (Years)

20. TOTAL (sum of lines 16 - 19)

s |

(b) First (c) Second (d) Third (8) Fourth
16-Allema(ivesloRestrainl&SeclusionSlG ‘ s ~ 2139000| | 5 21356400 3 r 21&777&‘ $ r :1’
I | T ] C L )
[ T JC C |
| | _JLC L il
I 1 | =

“SECTION F - OTHER BUDGET INFORMATION . _

21. Direct Charges:

A

Y

22. Indirect Charges:

23, Remarks: VDH agrees that no more than 10% of any grant award will be expended for administrative purpose.

A
s
Y

Authorized for Local Reproduction

Standard Form 424A (Rev. 7-97) Page 2



OMB Approval No. 4040-0007
Expiration Date 04/30/2008

ASSURANCES - NON-CONSTRUCTION PROGRAMS

Public reporting burden for this collection of information is estimated to average 15 minutes psr response, including time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. Send comments regarding the burden estimate or any other aspect of this collection of information, including suggestions for
reducing this burden, to the Office of Management and Budget, Paperwork Reduction Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET. SEND
iIT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.

NOTE:

As the duly authorized representative of the applicant, ! certity that the applicant:

R

Certain of these assurances may not be applicable to your project or program. lf-you have questions, please contact the
awarding agency. Further, certain Federal awarding agencies may require applicants to certify to additional assurances. if

such is the case, you will be notified.

Has the legal authority to apply for Federal assistance
and the institutional, managerial and financial capabiljty
(including funds sufficient to pay the non-Federal share
of project cost) to ensure proper planning, management
and completion of the project described in this
application.

Will give the awarding agency, the Comptroller General
of the United States and, if appropriate, the State,
through any authorized representative, access to and
the right to examine all records, books, papers, or -
documents related to the award; and will establish a
proper accounting system in accordance with generally
accepted accounting standards or agency directives.

Will establish safeguards to prohibit empioyees from
using their positions for a purpose that constitutes or
presents the appearance of personal or organizational
conflict of interest, or personal gain.

Will initiate and complete the work within the applicable
time framerafter receipt of approval of the awarding
agency.

Will comply with the Intergovernmental Personnel Act of
1970 (42 U.S.C. §§4728-4763) relating to prescribed
standards for merit systems for programs funded under
one of the 19 statutes or regulations specified in
Appendix A of OPM's Standards for a Merit System of
Personnel Administration (5 C.F.R. 900, Subpart F).

Will comply with all Federal statutes relating to
nondiscrimination. These include but are not limited to:
(a) Title VI of the Civil Rights Act of 1964 (P.L. 88-352)
which prohibits discrimination on the basis of race, color
or national origin; (b) Title IX of the Education
Amendments of 1972, as amended (20 U.5.C. §§1681-
1683, and 1685-1686), which prohibits discrimination on
the basis of sex; (c) Section 504 of the Rehabilitation

Previous Edition Usable

Authorized for Local Reproduction

Act of 1873, as amended (29 U.S.C. §794), which
prohibits discrimination on the basis of handicaps; (d)
the Age Discrimination Act of 1975, as amended (42
U.S.C. §§6101-6107), which prohibits discrimination
on the basis of age; (e) the Drug Abuse Office and
Treatment Act of 1972 (P.L. 92-255), as amended,
relating to nondiscrimination on the basis of drug

-abuse; (f) the Comprehensive Alcoho! Abuse and

Alcoholism Prevention, Treatment and Rehabilitation
Act of 1970 (P.L. 91-616), as amended, relating to
nondiscrimination on the basis of alcohol abuse or
alcoholism; (g) 8§523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. §§290 dd-3 and 290 ee-
8), as amended, relating to confidentiality of alcohol
and drug abuse patient records; (h) Title Vill of the

Civil Rights Act of 1968 (42 U.S.C. §§3601 et seq.), as
amended, relating to nondiscrimination in the sale,
rental or financing of housing; (i) any other
nondiscrimination provisions in the specific statute(s)
under which application for Federal assistance is being
made; and, (j) the requirements of any other
nondiscrimination statute(s) which may apply to the
application. -

Will comply, or has already complied, with the
requirements of Titles Il and Il of the Uniform
Relocation Assistance and Real Property Acquisition
Policies Act of 1970 (P.L. 81-6486) which provide for

fair and equitable treatment of persons displaced or
whose property is acquired as a result of Federal or
federally-assisted programs. These requirements apply
1o all interests in real property acquired for project
purposes regardless of Federal participation in
purchases. )

- Will comply, as applicable, with provisions of the

Hatch Act (5 U.S.C. §§1501-1508 and 7324-7328)
which limit the political activities of employees whose
principal employment activities are funded in whole or
in part with Federal funds.

Standard Form 424B (Rev. 7-97)
Prescribed by OMB Circular A-102




9. Will comply, as applicable, with the provisions of the Davis- »

Bacon Act (40 U.S.C. §§276a to 276a-7), the Copeland Act
(40 U.S.C. §276¢c and 18 U.5.C. §874), and the Contract
Work Hours and Safety Standards Act (40 U.S.C. §§327-
333), regarding labor standards for federally-assisted
construction subagreements.

10. Will comply, if applicable, with flood insurance purchase
requirements of Section 102(a) of the Flood Disaster
Protection Act of 1973 (P.L. 93-234) which requires
recipients in a special flood hazard area to participate in the

. program and to purchase flood insurance if the total cost of
insurable construction and acquisition is $10,000 or more.

1. Will comply with environmental standards which may be
prescribed pursuant to the following: (a) institution of
environmental quality control measures under the National
Environmental Policy Act of 1969 (P.L. 91-190) and
Executive Order (EO) 11514; (b) notification of violating
facilities pursuant to EO 11738; (c) protection of wetlands
pursuant to EO 11990; (d) evaluation of flood hazards in
floodplains in accordance with EO 11988; (e) assurance of
project consistency with the approved State management
program developed under the Coastal Zone Management
Act of 1972 (16 U.S.C. §§1451 et seq.); (f) conformity of
Federal actions to State (Clean Air) Implementation Plans
under Section 176(c) of the Clean Air Act of 1955, as
amended (42 U.S5.C. §§7401 et seq.); (g) protection of
underground sources of drinking water under the Safe
Drinking Water Act of 1974, as amended (P.L. 93-523);
and, (h) protection of endangered species under the
Endangered Spemes Act of 1973, as amended (P.L. 93-
205).

12 Will comply with the Wild and Scenic Rivers Act of
1968 (16 U.S.C. §§1271 et seq.) related to protecting
components or potential components of the national
wild and scenic rivers system. '

13, Will assist the awarding agency in assuring compliance
with Section 106 of the National Historic Preservation
Act of 1966, as amended (16 U.S.C. §470), EO 11583
(identification and protection of historic properties), and
the Archaeological and Historic Preservation Act of
1974 (16 U.S.C. §§469a-1 et seq.).

14, Will comply with P.L. 93-348 regarding the protection of
human subjects involved in research, development, and
related activities supported by this award of assistance.

15. Will comply with the Laboratory Animal Welfare Act of

1966 (P.L. 89-544, as amended, 7 U.5.C. §§2131 et

seq.) pertaining to the care, handling, and treatment of

warm blooded animals held for research, téaching, or
other activities supported by this award of assistance.

16. Will comply with the Lead-Based Paint Poisoning
Prevention Act (42 U.S.C. §8§4801 et seq.) which
prohibits the use of lead-based paint in construction or
rehabilitation of residence structures.

17. Will cause to be performed the required financial and
compliance audits in accordance with the Single Audit
Act Amendments of 1996 and OMB Circular No. A-133,
"Audits of States, Local Governments, and Non-Profit
Organizations.”

18. Will comply with all applicable requirements of all other
© Federal laws, executive orders, regulations, and policies
governing this program.

* SIGNATURE OF AUTHORIZED CERTIFYIN

Compiet/&‘%{( ssxor%ran/ts@/

*TITLE

IDeputy Commissioner

* APPLICANT ( ORGANIZAT[ ya !

‘State of Vermont

* DATE SUBMITTED

Completed on submission to Grants.gov .)7%7

/
Standard Form 424B (Rev. 7-97) Back
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Survey on Ensuring Equal Opportunity For Applicants

OMB No. 1890-0014 Exp. 2/28/2009

Purpose:

The Federal government is committed to ensuring that all qualified applicants, small or large, non-religious or
faith-based, have an equal opportunity to compete for Federal funding. In order for us to better understand the
population of applicants for-Federal funds, we are asking nonprofit private erganizations (not including private
universities) to fill out this survey. ' '

Upon receipt, the survey will be sepérated from the appli'cation. information provided on the survey will not be
considered in any way in making funding decisions and will not be included in the Federal grants database. While
your help in this data collection process is greatly appreciated, completion of this survey is voluntary.

Instructions for Submitting the Survey -

It you are applying using a hard copy -applicati'on. please place the completed survey in an envelope labeled
"Applicant Survey." Seal the envelope and include it along with your application package. If you are applying
electronically, please submit this survey along with your application.

Applicant's (Organization) Name: \State of Vermont .
Applicant's DUNS Name: ’%93761550000

Federal Program: ’Stefte Incentive Grants to Build Capacity for Alternatives to Restraint and Seclusion

CFDA Number: [93.243

1. Has the applicant ever received 5. Is the applicant a local affiliate of a
a grant or contract from the Federal : : national organization?
government?

[] Yes [] No

[] Yes [[] No

6. How many full-time equivalent employees

2. Is the applicant a faith-based ’ does the applicant have? (Check only one box.)

organization?

' [] 3orFewer [ ] 15-50
[l Yes [] No

[] 45 ] s1-100
3. Is the applicant a secular » : [] 614 (] over 100
organization?
’ ' 7. What'is the size of the applicant's annual
[] Yes [] No '

budget? (Check only one box.)

Less Than $1 50,000

4, Does the applicant have 501(c)(3) status?
. $150,000 - $299,999

] Yes [ Ne $300,000 - $498,999

$500,000 - $999,999

$1,000,000 - $4,989,999

Oo0O0o0-dgog

$5,000,000 or more



Survey instructions on Ensuring Equal Opportunity for Applicants

OMB No. 1890-0014 Exp. 2/28/2008

Provide the applicant's (organization) name and
DUNS number and the grant name and CFDA

number.

Self-explanatory. . : Paperwork Burden Statement

‘Self-identify. T : According to the Paperwork Reduction Act of 1885, no

persons are required to respond to a collection of

Self-identify. information unless such collection displays a valid OMB
) ' ' control number. The valid OMB control number for this

501(c)(3) status is a legal designation provided on ' information collection is 1890-0014. The time required

application to the Internal Revenue Service by eligible to complete this information collection Is estimated to

organg’uons: Some grant programs may require average five (5) minutes per response, including the time

nonprofit applicants to have 501(c)(3) status. Other grant to review instructions, search existing data resources,

programs do not. gather the data needed, and complete and review the

: ' information collection.

Self-explanatory. If you have any comments concerning the accuracy of the

time estimate(s) or suggestions for improving this form, please

L write to: t listed in thi t licatio kage.
For example, two part-time employees who sach work The Agency Contact listed in this grant application package

half-time equal one full-time equivalent employee. If the
applicant is a local affiliate of a national organization, the
responses to survey questions 2 and 3 should reflect the
staff and budget size of the local affiliate.

Annual budget means the amount of money your
organization spends each year on all of its activities.



Appendix 1: Letters of Support

Vermont State Hospital

Retreat Healthcare -

Tina Champagne (Expert Consultant on Sensory Modulation)
Vermont Federation of Families

Mental Health Law Project

NAMI-VT

VAMH

Vermont Council of Developmental and Mental Health Services
Rep. Anne Donahue :

Vermont Protection & Advocacy

Vermont Psychiatric Survivors

Department of Children and Families

Sherry Burnette, Vermont Agency of Human Services, Trauma Coordinator

53



25/19/ 2287 15:4B 8822413081 ' ‘U’SH_ ADMISSIONS ' - PAGR al/e2

£ 2 VERMONT

Deparument 6f Heslth ) : D Agency of Hemon Services
Vermont State Hospital fnharia} 80241000 ' . :
108 Bouth Main Streef, Dale Blig. . e Boa-o4i=500

Waterbury, VT 05671-2501 - ' st ¢ Boza41-8199 -

“m«.-.'heanw.«m.gbv

Cry'ta} Sannders, Dzrec‘mr of Grant Review, . .
Office of Program Services ' , STy
Substance Abuse and Mental Heaiﬁl Satvices Admzstmtm o ’

- Roomn 3-1044 - :

.1 Choke Chérry Road - T R ‘
Rotkville, MD 20857 ‘ . o , o St

Bcaﬂ\ris Saﬁndersb

. Onthe beba}f of the Vermont Stats T-prztz.gi contitrdt £ serve as one of the two
. gsychlm hospitals in Vebnoht t participate in %.'m SAM*ESA%;;}@:%&&:@E indtiative ty
s r@dﬂca the mmdemc;e of; saa?asmn and raﬁtfémf: FORE | pur m~paLemt pnpulatmm

) Dutmg the past fow ycm*s ﬁbe Vermgmt Staie Hospztaz has chsted maﬁ"me aud %r‘ammg .
i order fo reduce the use of eiherzency. snvohmtmy pré cedures, The fﬁospxtaé bas - -
- expsmiaé respurcss info acq'n’iﬁzig kuuwk:dge ‘ahovt SAMEISA’s 6 Core Strarkegws fot
) cz:'eatmg i culture change nesessary to rednce séctusion and Testratnt. Wehavs created
& steeting committee (the }:mes:vemy Tnvolimtary ?rocednres Radnmon ngram) and -
have éﬁvehped a &aft strategic plan to glmfic olir progress toward vur staied goals. The
ermoiet State Hpspital has Beent comeaitted to and has reduced the ibideth of theke”
piocedires dindng the past tive yests, However, fn &rdm' to eﬁ‘mwaiy efirninats ihe B
T ofthese procedures, we would need addjtibusl resouzees 1o Hinflemont the plan and t,
.. cregiethe enwmnm"ntaimdlﬁcamﬂns necesaaa"y to eum:e sucoessful aitemanveq to the
_wse.6f sechusion ami z‘estmat o )

A The awardmg ofthese ﬁmds wﬁl notonly mble t&e Vmont Stata ﬁcspztal to ;mceed
with it strategio plan Hy reducing seclusion dud reskaint, bt it will also engble st
. sevwsyate and outfit identified sphcs for ’the, creation ci’i’bﬂ ca!m-room spacc ne@eusm:y for-

ﬂm 150 axid mccess of sensory-based Mg madabms

. Please be agsumd fhai:I vaéami pmpared o dﬁwis tbc mgamzahoml Iesde:sinp aud B
- kind resoturess identified in the proposal necéssary to Groate the tue eulture change that is-
neoees:ayto make this progeczt a'5ugeess. The Vermout State Hospiial is wmzmtted tothé -

N
PR I R




provision of quality patient care in a safe environment that would be clearly enhanced by
the success with this seclnsion and restraint reduction initiative. '

If you have any questions about the Vermont Sate Hospital's commitment or readiness to
participate in this project, please feel free to contact me. »

Shlccrely, '

/ ’“’%"t&%
. Tey Rowse
Executive Director
Vermont State Hospital
Waterbury, Vermont 05671
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"RETRE&T Hrarrscans &

May 11,2007

Crystal Saunders, Director of Grant Review

Gifice of Program Services

Substance Abuse and Mensal Fealth Services Administration
1 Choke Cherry Road, Room 3-1044 ’
Rockville, MI» 20857

Dear Ms. Saunders:

I am pleased to offer ow commitment and enthusiasm to serve as one of the two
psychiatric hospitals in Vermont to participate in the SAMHSA sponsored intiative to reduce

the incidence of seclusion and restraint smong our in-patient population,

The Retrest has & long sfanding comemitment to Arcﬁucing the incidence of secinsion
and restrairt, In pursuit of this goal, in 2005 we sent a team of managers, educators and,
clinical leaders to Baitirhare for the NTACs training in the "‘Ii.édnction of Seclusion snd
Restraint.” When this group refurned we created a “Restraint & Seclusion Task Force™ to
guide the institution 3is the adoption of the Siz Corte Strategies for the reduction of sechusion
and restraint. We have invested staff time aud hospital resources to acquire the necessary
knowledge to adopr 2 tauma informed model of care; Weo have developed a strategic plan to
guide our progress toward our stated goals and to create the environmental modifications

| necessary to ensure successful alternatives to the use of seclusion and restraint.

Over the past two years, the Retreut has experienced a significant downward trend in
the fncidence of “fhefnjgeuﬁc holds* and has experisnced only 2 “mechanical restraints” in the
past year, We have not had the necessary resources to train staff in additional modalities
praven effective in de-escalation which we believe would assist us in the firther reduction of

restraint and seclusion, partientardy in our child & adolescent services,

Bearttestn: Rerkrar Axte anem BarrasEs Moeeey Bosk

3-BO8-2TREAT (B00-7387928) Bemaxnoris Sane (e 80v-spo-5803 Easry Lasypise CraTek
=30 Bor-25%~3770 Boz-258-370% : " Yax Boz-£38-3749 Sp2-cpfi-ping
Ldmiwions Tax 8oR-258-3701 Fox Zas~agb-g758 . Fax Boo-a58-4797

Anna Magsh Laxe P.C:. Box Bop  Brauishors, vToggor Tel 1-8vo-zerezar (1-800-738-7325) e B02.258.4788  www.rowenthsithenrs.org



Crystal Saunders, Director of Grant Review
Office of Program Services

May 11,2007

Page 2

Receiving this award will enable the Retreat to proceed with its strategic plan for
reducing seclusion and restrain by enabling us to further implement Core Strategy #4, and to
renovate and outfit an identified space for the creation of comfort-roum space necessary for

the use and subce_ss of sensory-based calming modalfties.

Please be assured that [ stand prepared to devote the organizational leadership and in-
kind resources identified in the proposal to support our ongoing cultural change that wil]
make this projeet a success, The excellent patient care for which the Retreat has been
recognized will be enhanced by the success we are propared to demonstrate with this

seclusion and resaint reduction initiative,

If you have any questions about Retreat Healtheare's commitment or readiness to

participate in this project, please feel fice to contact me.

Sincerely,

e

‘Robert B. Simpson, Jr., DSW, MPH
President & Chief Execuiive Officer
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Tina Champagne, M.Ed., OTR/L

Champagnc Con;ercnccs & Consultation
41 Fast Sirest

S@ufham}:ton, MA GIO7%

Phone/Fax: (413} 5277515

Primil tinaBob-innovetions.com

Wels: waw. ob-innouations.com

5/8/07

ToWhom it May Concern,

This is & letter of intent to vc:riﬁ:} my intarest, wiﬁirg'\css, availabilite Y and
commitmert o pa“'mcspatc in the role of lead consultant with Vermont State
Hospxtﬂi and the Brattleboro Retreat in the seclusion and restraint reduction
initiative For the PFOPCJ&»_.G fweoe-year Dm_}e:m. This initiative rcqwr‘t:s the 2 dbmt‘g
to E:;.:—m |~n§3h“m*~m and foster the processes outl fined in the six core strategies, as
defined bg the National Exccutive Institute forwhich lama mwsukzmr and guest
f"acu%LL; in addition to the 3PP1'f ation of SEMSOIY madu lation, & ?nrmrg and
scx,mnda; Y1 oreverttion approacn

 thave consulted with a host of mental health awanizaﬁans in these areas,
vutnoraci NUMErous Fubuc;atsons onthis sub ek mai:*:c" aricd 1 am inva [véé iy

5@&*31 mter—dzsu;:» inary research Pm)rc b spm:ﬁc o the a?plmtion ofs senNsory
mociu!atmn a?l::'rmchﬁs in mental health ‘-iti‘f:bng}s i this way, g axpcrt,m a8 a

leader in these areas will provide the expertise necessary to move forward in this
mis=aion It is with great pleasure that} accept the role as lead consultant, to help
guidle the process of: culture shift across both org;dmmtmnn - among the
Iﬁdﬂ“’i”s}’uP statf and consumers of each organization.

Szn._ere‘g},

( J il ’fd{j‘wmp.&?)w ;Z’ééf W/""I'

Tina d"xampagna, M.Eq., OTR/L
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Eed&f&hf}n Of
qaﬁm ‘;\t T Fa Lf

For Chﬂdreﬁ’s Megtai _Health»

May 10, 2007

Michae] Hartmaan

Depury Commissioner of Mental Health
Departmeut of Hlealth

Division of Mental Heglth

106 Chenry Street

Budlingten, VT

Dear Deputy Commissioner Harmman,

1 am very happy to write this letter in support of the Vermont Departaent of Health’s application for the
SAMEHSA State Incentive Grant to Build Capacity 1o Implement Altematives to Restmint and Seclusion.
This letter is an easy one to wiite 4s the Vermont Federation of Families has a groatdoterest in and is
altmady working toward agsisting schools and other Vermont programs that work with children, to create
alternatives to restraint and sechision and stronger guidelines o the use of restrictive behiavioral
interventions.

We offer ous strong support for this grant and the opparttnity it provides to develop alternatives to
seclusion and restmming for ehildren st the Brattlebaro Reteeat. We hope to be able 1o expand wher is
learned from these grant activities to the prester child supporting systems in Vetmout

We ate happy to collaborate and participate in the planning and implernenmtion actdvides of the grant and
lovk forward to serving on the grant/project steering committee, ' :
This wotk is very close to out hearts as vt children and those of many families we support are in need of
appropriate and positive behavioral interventions and support. Wn:kmg together we can accomplish so
tnuch mare and in tarn help individuals and families seross Vermont who need and/or receive menmal
health support. ) :

Sincerely,

[

Kathleen Holsopple
Farecutlve Director

P.O. Bos 507 Waterbury, Vermont 05676-0507
{802) 439- 4757 * (300) 639-6071 Family Menhers only * Fax (302) 434-6741 * Email vflembfgyornkorg
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MENTAL HEALTH LAW PROJECT

127 SOUTH Man STREET

P.O. Box 540
WATEBHURY, VT 05676-0540
o 802-241-3222 (VOicE AND TTY) OFFICES:
OFFICES a2 (owce s ~OF .
BURLINGTON . FAX 802-241-3239 ST. JOHNSBURY
MGNTPEL!ER»' SPRINGFIELD

RUTLAND . WATERBURY

May 9, 2007

(802) 652-2005

Michae! Hartman, Deputy Commissioner of Mental Health
Vermont Depariment of Health

Division of Mental Health

108 Cherry Street

PO Box 70

Buelington, VT ¢3402-0670

Attention: Nick Nichols

Re: SAMISA Grant
Dezr Michael:

As you know, I am the Project Director of Vermont Legal Aid, Inc."s Mental Health Law Project
(“MHLP”} in Waterbury, Vermont, which provides legal representation to patients in Vermont’s
involuntary mental health system. Our clients inchude those confined to the Vermont State Hospital
ancl the Brattleboro Refreat, which we believe historically have used seclusion and restraint
excessively and improperly. For this reason we share the Vermont Department of Health’s interest
in developing alternatives to these practices.

MHLP has been involved in efforts to reduce restraint and sechusion for many vears. In the 1980's
we represented a clags of patients who challenged VSH poticies and practices on seclusion and
restraint, and that litigation resulted in the Doe v. Miller settlement which continues to govern the
practices of the Vermont State Hospital. Although we continue to have concerns about the
implementation of this settlement agresment, I do not doubt that it had the effect of defining the
circumstances in which emergency involuntary procedures may be used, reducing the use of these
procedures, and formalizing the documentation and reporting of these incidents. The fact that these
results have been only partially successful is what motivates us to confinue fo work on seclusion and
restraint issues. :

Sewveral years ago the Department entered into 2 process fo reduce the use of seclusion and restraint
at the Vermont State Hospital, and MHLP was disappointed by its fuilure to achieve that end at that
time. The concerns have not become less pressing in the ensuing vears, and the fact that VSHis on
the way to being closed, with its functions transferred to other facilities, suggests that it is important
to make strides to reduce seclusion and restraint at VEH and then to expand those changes o the

Mgzt HEALT LA PROJECT IS 4 SPECIAL PROSECT OF VERMONT LEGAL A0, Iz
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other hospital psychiatry units in the state. The fact that these changes will require a major change
in the culture of these institutions is 4 reason to take this action now, not a yationale for inaction.

Since we believe the development of alternatives to these practices is both crucial and long overdue,
we support the Departinent’s proposed application for a SAMHSA yrant to finally bring these

changes to bear. Accordingly, MHLP is further willing to agree to participate in the planning and

implementation of the activities associated with the grant.

Please feel free to contact me with any questions or concerns you might have.
Sincerely,

( Tix
fiotgh 111 -
ctor
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NAMI — Vermont

National Alliance on Mental Hingss of Vermont Toll-free in VT (800) 639-6480 -
132 8. Main St. -"Waterbury VT 05676 {802) 2441396 + (802} 244-1405 {fax)

ou the web at: wyrwnamiviory + email: info@namivt.org
r
May 9, 20067
To Whomi it Concerns,

This letter is in support of the Vermont Dept. of Health’s application for a State Incentive Grant to Build
Capacity for Alternatives to Resteaint and Secinsion, SM-07-005. I write a5 the Executive Director of
NAMI-Yermont, 4 statewide organization representing the interests of 42,000 adult consumers and
family members who live with serious mental illness.

NAMIL-Vermont’s members have a long-standing interest in the redoction of sechusion and restrajnt in
VT's inpatient psychiatric facilities, and thus support the state’s commitment to developing additional
resources and capacity in this area at VT State Hospital (VSH) and the Bratleboro Reweat. Afthough not
involved in the selection of proposed strategies for this application, we were invited to comment on an
early draft, and participaied in a stakeholder meeting about this application on May 2,

We are concerned that the current draft does not refiect some of the specific suggestions we offered,
inclading moving some of the proposed staffing from the state agency down o the local level &
emphasizing the need for strong Jeadership at the executive level to promote cultural change. We also
agree with some of the concerns raised by VT Protection & Advocacy & others about the state’s failure
to build upon the plans of the multi-stakeholder group convened in 2003 by SAMHSA 1o reduce the use
of seclision & restraint at VSH, and that hospital’s slow progress towards liplementing changes in
these practices, pursuant to the terms of its Juky 2006 settlement of the recent civil rights investigation of
may have clinfeal merit, we do not understand why the Department of Health application does not
specifically reference & build upon the plans developed by the 2003 malt-stakeholder group, which
were finded. & informed by SAMHSA's six Core Strategies to Reduce Seclusion & Restraint.

That said, we are willing to commit to supporting this project, if funded, by encouraging NAMI
menthets to participate in the Jocal stakeholder groups, provided that these groups are offered a
meaningful voice in informing and directing the work of this grant project. Whether or not the
application is funded, we intend to continue encouraging the VT Dept. of Health to improve the training
of front-line staff at the VT State Hospital and other publicly-fended psychiatric inpatient programs ia
effective strategies that minimize the use of inappropriate seclusion and restraint, and promaore 2
consumes-directed, trauma-informed and recovery-oriented environment there.

Please let me know if T can provide any additional information or support to this irpportant grant
application. ' :

Sincerely,

Larry Lewack, Executive Director
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Ien Libertoff, Phid., Evecutive [irecior Yormunt Association for Mental Health
Amber Mugrath. Qfffce Manuger : PO, Box 165, Montpelier

. ¥Yermont 05601

May 8, 2007}
i

Michael Hartman, Deputy Commissioner

VT Dept of Health, Division of Mental Health
PO Box 70

Burlington, VT 05402-0070

Dear Michael,

The Vermont Association for Mental Health strongly endorses the grant
request from the Division of Mental Health, soon to be the Department of
Mental Health, for a SAMMSA State incentive Grant to Build Capacity to )
implement Alfernatives to Restraint and Seciusion.

As a citizen’s organization, we remain concemed about the inabliity of
the state of Vermont to develop aliernatives to seclusion and restraint for
both adults as well as for children. If this grant will enable us to devejop the
skills, abilities and support for a better care system, then clearly this initlative :
is a high priority for our state. '

EBecause the Vermant Association for Mewntal Health is actively engaged
in many discussions about the guality of care throughout Vermont's mentaf
heaith system, and much of our work has focused on the Vermont State
Hospital and its shortcomings, we applaud and suppart the effort of the
Bivision of Mental Heaith to pursue this important project. Our organization
wiil work collaboratively and cooperatively withi you on this iniporiani‘
initiative and we look forward to making our state a national model in the
reduction of the use of seclusion and restraints both for children and adults, .

Lkeﬁ&&@

Ken Libertoff ™~ -

Teh: (802) 223-6263 2 [-800-639-4032 &  Fox: (802)828-5252 & wwwoamilorg e  E-Muil ; vanihl @aoleom
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Mratss Wollr Merial Hadlth Services, inc.
Deeitnpranderl Sorvices
Leanfinese
WNick Emden
Meerted Mnenir:
Systens Conzdinoer Mav 8. 2 007‘
Council Members Michae! Hartman. Depuly Commissioner of Mental Health
Chemeloin Vocstioa Attn. Nick Nichals
-tk Vocohons el TRy
G vicon 108 Cherry Stroet
o P.O. Box 70 _
Clea Mariin Center . Burlington, VT 05402-0070
Conseding Servics ’
of Addisgn Conity Dear Mr. Hartman.
Fomiling Fusl in
Southern Vermont The Vermont Council of Developmental and Meatal Health Services promotes a
. stntewide, non-profit system of developmental and behavioral hicalth care services
Health Core ond g . NP . . .
Rerabilicuion Services for individuals with developniental disabilities; serious persisient mentat iliness:
of Soulbocsttrn Vermont substance abuse and severe emotional disturbance. The Council represents fifteen
Thi o] Cendee agencics deslgnaied by the state te provide a continuum of guality care and services
for Huaom Stwvices i every commuity i Vermont.
ternoill ' . -
Mokl mﬁm‘." Sormas - On hehalf of the Vermont Council, | am writing ta support the Vermont
el Sirst 4 Depurtment of Health®s application for a SAMHSA State Inventive Grant to Build
Brcoks Strzat, . Capgeity 1 Jmplement Alfernatives to Resiraint and Seclusion. Our member
Northeas Kiregeiom agencies lave a long history of retiance upon aud sepport of (e services provided
Humen Secvion at the Vermont Siste Hospital and Reftreat Healthears for o clients who require
Morfnveatem Couseling, tapatient psychiatry. Qur progeams tateract on a daily basis with bath hospitals in
antl Suppoct Sarvices the care of patients who are discharged io the community, We have a strong
Nerostom Family interest in the quality of those services that includes the poal of replacing the vse of
nssituies seclusion and restraint. As you know the offorts w date to achivve that goal ave
- produced mixed resulis. and we see 2 becd for the kind of resources that this grant
Rutcwid ttantal e . . . . :
Maalih Secvices would provide in order to identify and implement protucols for more apptopriate

) . intarventions for both adults and children,
Sterling Aret Sprvices

Unitod Coxmanfingg Sarvicss The Counneil requests participation in the planning and inplementation activities of
of Brnrirgien Loty the grant through acifvities such gs evaluation of cupent practice, review of
Upper Yolizy Services successful practice raodels and workforee training.

Weshingion Covnty
Woenlc] Maolls. Servces

Thank you f‘;f){ taking this important. step toward our shared oal of improving the
guality of inpatient psychiatry in Vermont.

Nalionol Memborships
Snx /pruly‘
Mafioned Counc for /
Covmusity Bofraivas] : ﬁ/ /
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Jlﬂxt‘ Tes&lt.r

Americtn Naswork of
Cammunity Opfians
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Executive Director

The Nationd Avaoaciotion
for el Sonws] Heedd:

157 Eim Street, Montpelier. Vermont 05802 . Telephpne: 802-223-1¥73
Fax: BOZ-Z23-5522 Website: www.vtcouncil.org



Vermont State Leqisiature
Stare House
Montpelier, VT 05633

May 4, 2607

Crysral Saundars, Birecsor of Grant Review Office of Program Sesvices, Division of Grants Management Substance Abusa
and Mental Health Services Administration
Room 3-1044 1 Choke Cherry Road, Room 7-1097 Rockuille, MD 20857

RE: Request for Applications (RFA} Me. SM-07-005
Application from the Vermont Division of Menta! Health

Dear fs. Saunders:

It causes me great concern to lears that the Vermont Division of Menta] Health Is applying for a SAMHSA gram for
Altermnatives to Restraint and Sedusion, The refusal of the currant administration to go beyond a superficial pretext of
involving consumars in orienting tha state's mental health system towards recovery, as demonstrated over the past
several years, is epitomized by ils attitude !.oward“ the issue of restraint and seclusion and by the process in soliciting the
grant itself.

The steadfast lack of interest in cultural change by the Vermont State Hospital leadership 15 a virual predetermination of
failure, since administrative buyin is fundamental to change. Key areas of concern inciude;

1, Thare was no consumer invalvement in the conceptualization of this applicaﬁon, what did accur after the program plan
application vas already drafted, ony occurred as a result of deraand, not prior intent. The plan as proposed bypasses
years of efforts and input from consumers and advocates, and opts for an “innovative intervention” that bypasses
fundamentals of rauma-sensitive, recovery-oriented ¢are urged to be addressed, The inclusion «f 4 "comfort room”
siragegy belies the fact that the legisiature appropristed money three years ago for that purposs, and there is no
available space in tha already downsized and overcrowded enviraament to create a comfort room.

2, The VDH aiready developed an initial strategic plan for the reduction of restraint and sedusion as part of a weak-larg
sassion hosted by SAMHSA in the summer of 2003 attended by & delegation of- 10 persons, induding administration, staff,
consumers and advocstes. That collaborative plan remains unusad, and is replaced by 2 preposal developed behind the
backs of those stakeholders, demonstrating a fundamental disconnect vith the meaning of consumer-directed, recovery-.
oriented care. . ’

3. The current VSH medical directar has publically stated that he does not need a strategic plan for the reduction of
restraint and seclusion because it is ™in his head.” As the publicinput summary from the sfter-the-fact, hearing
demonstrates, stakeholiders believe the alternative strucwre he craated hag not been successiul, yet this new initislive
continues to ignore tha existing input. As part of his drive for research at«VSH, the proposal requires informed consent
and 1RB approval, which is not referenced in the application. :

4, The Departreent of Haalth, Division of Mental Health, has established & repeat track record gver the pist saveral years
in denying valid consumer particpation.

Finally, the Brattlaboro Ratreat, identified as part of a joint inbiative with VSH under the grant, Is a private hospital, not
run or funded by the state, and is thus not efigible for participation in this grant opportunity. A minimal ramber of its
patients ave evar thers under the custody or care of the siate.

1. Consumer Involvement in the Current Spplication : «
In the first public uutlca of the state’s intent Yo pursue this appllm’aon, on Aprif 20, 2007, the Department of Health
stated:

“In response to @ racently released SAMHSA State Incentive Grant Request for Application {RFA), the Division is
developing a praposal aimed at reducing the incidence of resirsint and seclusion at the Vermont State Hospital and the
Bratflieboro Retreat, & smafl Division of Menital Health staff writing team has been convened to work with
cfinical leadership at the two hospitals o strategize about infrastructure and procedural changes..," (emphasis
added) This is in stark contrast the the SAMHSA guildelines for consumer and family participation (Appenedix G} which call
for consumers ang famiiizs ko "be invalved in substantial numbers in the conzeptualization of iniliatives;...identification of
innovative approaches to address those neetls; and development of budgats to be submittad with applications.”

On Tuesday, April 24, after a challenge to the procass, Deputy Commissicner Michael Hartman acknowledged that the:
intenderl process was oy to soficit input on'a completed dralt, ang that "feedback on what is aleady created is not The
same as input at the outset of & process.” He than indicated an intent to make a public mesting opportunity availabie;
this was later schedufed for May 2, just a littlz more than a week before the applicantion was due, and cartainly not
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representing any ability to be invoived in “conceptualization” regarding the initiative, or the opportunity to idantify
innovztive approaches to address the nesds.

Although the Didsion claimed thar veluable input. was received and would be incorporated, it was Jear that at such a
later date prior to the application deadline, this would be, at bast, supplemenital iput into a completed concept for the
purpase of attempting to teate the impression of meeting the SAMHSA oriterda. The Division refused o share advance
work completed by the “smafl DIMH writing team” either befors or after the May 2 haating, despite direct regqueds,
Ihforrration identified as availabile to review on the Division website on April 4 regarding input zeceived was net
aoressible Hrough the web sife, and weitten IRpUt sent fo the identiflad DI4H emall address was not acknowdedged 25
recefved, By shost, the process for consumer involvement coninued & leng stepding pattern of Vermont's DMH o
consider it as an afterthought only, sometimas reflected in minor changes, sometimes ignored, and someatings sccepted
and then fater discarded withowt nolice, as further deesribad in section 4, below.

Furthermore, tape recorded transcripts from an earlier VSH goverting body mesting inclcated that a very different
approach was intended, and already decided upon - one that reflzchad the choice of the Medical Director (see comments
befowy, termed a “sensory moduiation program.” It §5 this approach -- not the ignored SAMHSA prncipies, or the
repeated input from Vermont Protecton and Advocacy and consumears ~ that It now proposes in s application,
demunstrating its pre-sefection o adopt an approach completely different from that previously developed and that has
raduction of resraint and seciusion &s an ancillary polentiai autcome only. See, £.4., definltion, “The Sensery Modilstion
* Program, when used by skifled therapists, is 8 useiul guide for the implementation of the use of sensory approaches in
gensral (across levels of care), and it may afso be usadin the efforts to decreass the need for the use of restyaint and
seclusion in mental heatth settings.” [emphasis added] Such an appraach, even if developad with "skiffed therapists” in
short. supply at VSH, does nat represent & direct plan toreduce restraint and seciusior, dows not address the widespread
cubturalchange necessary, does not require administrative change, and does not indude cshsumer invoiovement, In
short,. the proposed plan is hisrarchicaly imposed and is not responsive to the key principles refterated by representatives
of ¥ernont stakshotders at the May 2 hearing. :

It is brriportant to note In thits regard that the govering body of the Vermont Stats Hosplal was recongtitited under its
bylaws in 2004, under different leadershig, to include one szat of saven ag & consumer seat, and 2 secong ssut socessible
o & consumer, These two seats have been vacant for betwesn ong and two years, not for lack of applicants, but based
ugen: & decision to withhold appointments until the administration decided whather the three commaunity membar ssefs
ware advisory or formal a question which arose afier information about the Depariment of Justics investigation was
withbeld from the public members. In the spring of 2008, the state legiskture directad the question of goverrance to be
stdressed in dialogue with 2 planning conmitiee for the foburs of VSH. Despits repested requests, that dislogue did not
bagin until just & few monthe age, snd has fot yet reachad resolution; meanwhile, the seats remain empty, cUtng off
any formal involvement by consumers. Az the only bady solely resporrsible for supervision of VSH, this means that any
planning furdad by SAMHSA would be develonsd and implemented without consumers having any formal voice in actual
decisionmaking. Fhis directly vivlstes the SAMHSA guidelines on having “ronsumers and family membears...s& on af
Boards of Direciors, Steering Corenittees and Advisory Beards it meaningful numbers,”

2. Previousiy Developed Srategic Plan )
Regratably, a highly inclusive process already occured in 2003 to begin & Strategic plan to reduce regkraint and seclusion:
at V&H without subsaguent developmant. A delegstion of some 20 individusis aftended. & wesk-fong cut-af-stabe working
serminar furded by SAMHSA for the spedific purpese of planning together fo Jearn strateqies and develop & work plan.
Thiz group included & cross saction of hospital staff, consumers, advocates, and menbers of e gdministration, In the
four years since then, there has been regutar inguiry 55 to what happennad o that work, but thass inguities have been
ignored. Ithas never been further developed or implemented, despite the fuff collaboration and support of all involved ak
the tirne, In the intervening yests, the sdminfstration directly refused fo develop sny written strategic plan. Seeking a
grarnt to begin & new nidative that was not developed collzborstively in place of an existing product already funded by
SAMHSA aid disregarded by the state administration, woldd bé 2 misguided appropriation of imited faderaf doflars, Itis
also a further demonstration of the clrrent administration's refusal to consider consumer involverent as an importanps
aspect of inkiation, implementation, or altomes monitoring,
“The application netes the fallure to implement the 2003 initiative, but offer no explanstion for win' that plan i rot the
one heing currenty proposed for implementation. As noted In the lengthy reports of the Department of Justics in vardous
reviaws after the CMS decartification of VSH, fundamants! skill sets and basic pregramming and behavieral supparts are
missing at Vi, Proposing & plan that bypasses first establishing practioss that meet basic standasds of care i ke ying
to bufld a new butlding on & crumbling foundation, without an effective plan in place to first repair the foundstion, Most of
thae May 2, 2007 hearing input reflacts this exact issue: fundamentad issues are raised that are necessary pre-cursors for -
mrewvation; Jack of sdequate and tralned existing divect care staff, for example, must be addressad before attempting to
craate: et another cycle (afer repaated paficy and practice ravisions} of new layers of practice that are intended for
highly skifted therapists {a non-existent class of staff at VoH, whera basic individua! Herapy has never been available and
where according the the DO}, there ramain an inadequats number of groups, run by inadequately trained staff.) Basic
best-practice de-escaiation techniques, for example, are not ytiized sffectively at VSH, and vat, as noted in the pubilic
input hwearing, offers from Vermont Pratection and Advocacy to assist in treining in such techrigues have not been
acceptad, ’
Chronte overcrnwding is ancther fundamental aspect of current strassors contributing to restaint and seclusion at y
Yermont State Hospital, Creating "guist rooms” is not & new concept at VSH — & was arged by advoeates for years, but

- even after funding was appropriated, there wes no possible exira spece avallable for such rooms, and there ramaing no
such space. The prodect was put "on hold” in 2065 perding & census reduction that would frae up bedroom space, That
reduction has beatt pradicted repeatedly but has never occurad. In the meantime, the alternaiive that is available, ang
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that is a priorily of patisnts and referenced by stakeholders 8¢ the May 2 hearing as well, is the gpportunity to get fresh
air ang have time outdoors. Desplte this basic, nbvious human need, the administration has refused to commit to any
rainimum dally access 1o the outdoors by patients, and has sefusad o maintsin public records on how frequently outdoor
activities are cancelled due o Jack of adequate staffing. In an eavironment such &s this, the concept of cﬁerng a
sophisticated new strategy defiss common sense,

3. Lack of Leadership Support and Inappropriate Focus on Rezearch

1p earty 2004, the new Medical Dirsetor at Vermant State Hospital was given the responsibility to coordinate planning {o
reduce the use of restraint and seculsion. He inftisted monthly meetings which consisted aimost exclusively of data
gatharing and sefinement, revision of paperwork, and lster preparatory work towards publishing a paper based upon his
data gathering, The primary purpose - as demonstrated by internal reports - was t6 develop the argument that parsons”
who were not medicatad were more Ekely to require the usz of restraints and secusion than those who were medicated,
and thus to seek more rapid access to court orders for nohemergency medication. In state-mandated snnual reports orv
involuntary treatment, the dats was used to make political recommendations for ststutory changes, rather than to
daveiop strategies for behavioral intervantions with patients.

In 2005, the Medical Director informed the state Board of Health that there was no need to develop a writien stragic pran
to reduce restraint and seclusion, because it axisted "in oy haad.” The slibsaquent year, he informed the state Board of
Health regarding the same issue that he would be hiappy to draft a written strategic plan, but he did not know what the
term mednt,

The current Medical Director, who is dinically responsible for this proposal and is focused on using VSH 8s a “petri dich™
(his words) for research, has been pressing far estagfishing a research protocol at the hospital, but it has not yet been
established. 1tis clear that by propesing this Ysensory modulation new initiative in lieu of existing recammendad best
praciices, his primarny intent Is a research initiative. This reguires informed tonsent on the part of patients, Institutional
Review Board approval by the IRBs of both the Vermont Agency of Human Services and the psychiatric services provider,
Fletcher Allen Health Care (the scademic medical center where the Medical Director of VSH hold the position of Director
of Public Psychiatry at the University of Vermont mrdical school), as required under the services contract between the
state and UVM. The contract also requires staksholder involvement and development of internal protseols and policies on
infarred consent: before Initiation of any investigational treatment practices, The current applicalion makes no reference
to these agreements, yet acknowledges an intent to be exgioring & new reatment initiative under tha ageis of this grant,
The Department of Justice, which brought an action against the smte which is currantly under a seftlement agreement,
identified the lock of behavioral interventions (including in regards to reducing the need for restraint and seclusion) as a
prablem in a nurmber of i site reviews. The VSH admiinistration — its comments or acknowiegement of need in the
application notwithstanding ~ has refused to identify this as a nead to address in its perfermance improvement plan. The
lack of acknowiedgement of a problem in this critical area suggests bath 2 lark of true buy-in to the need lor change, &
lack of atdministrative ability to understand the need, and thus an application basad upon intention fo use SAMHSA

) fund‘ng for priorities that ere not consumer-directad or directed at the nacessary cultural dhange from the top down that
is critical to the success of siich initiatives. )

If significant leadership at the agency and Medical Director level have demonstrated repeatedly a disinterest in serious
commitment to this issus, it is highly unlikely that intentions expeessed in the application are more than the words of a
"wiriting team” that can use the right language to attempt to secure funds. Again, the depth of the iack of understanding
of, and commitment 1o, the meanings of recovery, congursar-dlrected planning, and cultral change are embedded within
thi current jeadership, as discussed in section 4. The need for evidence of a very different level of commitment to a
comprehensive culture change was noted at the May 2 public hearing, .

4, Administrative Disregard of Consurner-Centered and Directed Care

Change must be desired at the upper administrative lzvel if an investment is to be produttive. Over the past devc«ra{
years, the administeation of Vermont's Agency of Human Services has shown a repeated and ongoing disregard for
systems transformation that invilves consumes-cirected care. The traditional values of Vermont's system of care have
been so diminishied that an effort to integrate mental heaith with public health in 2004, through & common Department of
Health, was reversed this year by the Vennost legistature. Follewing the recommenitation of its Joint Legislative Mental
Health Oversight Commiltiee, a separate Department og Mental Health was restored; it was seen as the only way to aliow
a publiz vaice for mentaf hisalth to be restored. A small sampiing of other axamplﬂs of the lack of commitiment o a
recovery-oriented and consumer-directad system include:

a. The state §s involved in a multi-year "Futures® project to replace the sarvices cumently pruvgded & the Vermont State
Hospital factlity. The siate lagislatura set out 2 process that induded multi-stakeholder input, and in 2005, that group
made severat fundamental recommentdations about the plan, including criteria for new inpatient facilities and support for
the plan contingant upon the necsssary development of expanded outpatiast supports. The administration publically
adopted the Tecommendations, Less than & yaar later, in its formal application for authority to expand planning monay,
the administration omitted one of the core pririples. To this dey, despite repeated written requests, the adminisiration
has refused to respond to the question of whather the ehanges made to the plan indicatad a formal repudiation of the
previously endorsed principles ahd criteria,

‘This past month, as part of the ongoing planning process, the administration introduced a new draft of four primary
inpatient options, Onee again, this narraw outtine was produced exclusively by the administration as a product for
response and reattion, rather than with consumer coflaboration. Lat year, funding that was being used 1o enable to
consumers to travel to partivipate 0 project waork groups was liminated, sffectively silencing some consumer inout.

In addition, instead of meeting commitments to further develep the outpatient support infrastructure o enhance least
rastrictive and most integrated care, this year's budgst submission for the Der;:artment actually sought te eliminate hwo
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prograss that fell within the scope of aress that were part of the planned expansions integral to the peoject,

b. In 2006, e Varmorit leglsiature passed new statutory fanguage requiring that transporistion of patients use the laagt
restrictive means consistent with safety, superceding language from several years griar that hed been ignared, It -
spegifically created poblic polity scainst using mechanical restrzints/shackliag, direcied planning to ooour for siternative
methods of transport than the routine use of sheriff's afficers and autematic restraints, and requited reporting back to the
tegisiature. The 2007 report, lrmarrpiete though it was, suggested that fttle or no change had ocoured; did not present a

strategic plan to reduce the use of mechanical restraings; and continued o reflect sven young childran (twe in the 5o

year-old age bvacket) being transported B the hospleal in weist and ankde shackles with chaing.

¢ In late 2006, Vermuont's Supreims Court raled that the state’s approach to seeking non-émergency inveluntary
mathestion orders viclated state Iaw retiuiring that the state to "work towards. @ mertal health systam that dogs not
recuiire cogrcion or the use of involuntary medication.” The cowrt spacifically ruled that involuntary mem«catian iz an aven
further infrusion on & patient's autonomy than invdisntary commigrment.”

The coust's ruling was In direct conflict with 2 new Department policy that has prioritized involuntary medication erders on
‘the premise that they were Jess restrictive than extendad hospital commmitmerts. The court also rejected the state's view
that individuais who refusal trestment that had been judged v be heipful by a physician was an automatic Jndicator that
. the decizion was lncompetent, supporting instead a recovery perspective that 3 dector's recommendation i nat &
unilateral source for determining compatent decision-making for medical treatment. This ruling is consisbant with currestt
medital practics, such 25 bath the Consensus Rerovery Principles under SAMHSA and the Instibde of Medkdne's
recommendations for quality mental heaith care, which stress "active patient participation in the design. ..of patient
traatment and recavery plans;” aid "patient-centered participaion and dedsion making in treatment..." [IOM, p. 2] The
ottt chided the state for "appearing{ing) 1o assuma that there is ony one competent choice a patient cauld meke - to
Tollow his dactot's advice and accept medication,” I fadt, it is well established among national paychiatric teadership that
treatmeant xefprral as 3 criteria for capacity to maka zreatment dacisions has heen leng discredited.

A& the time of the ruling, e administration said it would “refook” at 4s assumptions and the “other reatment modafities”
that might be svailable as alternatives in order 1o achieve greater consumer-directed care. However, to the contrary, the
administrations submigted a 2007 report 1o the legislatare that articdated the Medical Director's position an incregsing the
use of noreemergancy medication orders. 3¢ bas thus far rigecied the guidance of the Department of Justice witich ks
urged mnre hehaviarsl teatment supports and peycinlonicsl services be avaiiabie, both 1 enhance reatment and
recovery, and fo reduce the unnecassary use of restyaint and séclusion. Endeed, although behavioral and psychologicat
supports and servites at VS have been cited repeatedly as among s srost sngmﬁcant weskness, they have received the
st privsity a5 part of any improvement (lans,

(srass ronts consumers b Vermont have become sionificantly demoralized by the disrespect for them and thelr insights
over the past ssversl years, with same key consumer ieaders resigning from participation in the process @8 2 result of

 fesling disregard for the value of thelr participation. As long as the current agency leadership remaing unvilling to engags
in open dalogue, the hospial's medical leadership remains an avowed gppasent of shernatives to medication as.
fundarmental components fo reduction of restralnt and seclusion and resistant to collaborative strategic planning, wittout
chjecton or retfivectinn from the governing body, ary plan developed under this SAMHSA grant will be fikely to be
eistirectzd and contrary to both SAMHESA guidelines and fm best interests of patients at VSH.

The Sensory Modulation Propram > wiaw.ol-innovaliohs.oom The Sensory Modulation Program (AdalescentiAdult versmn} .

was ereated by Tina Cnamaagne, M.Ed,, GTR/L st the request of mary inter-disciplinary staff in order to heln organize
tha components of the program into a practical and sasy to use rescurce for staff trainings and for vse as a therapist
guideline. A general outling of the Sensary Morulation Program for adolesrents and adulls is provided on this web dte
and more information on s and many other relabed topies are available in the book Sensory Meduiation and
Emvironment: Essential Bements of Qooupation {(2nd Ed. ), Resserch is surrently baing implementad on the affeciivencss
of the Senzory Modulation Program, which utiizes terminology that corresgonds witly the most current rns:ﬁarrh d\lallab’@
of this and related topics.
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From: "Nichols, Nick" <nnichols@vdh.state.vt.us>

To: "Rebecca Buck" <rbuck@leg.state.vt.us>

Date: 3/18/2008 1:57 PM

Subject: RE: SAMHSA grant

CcC: "Leach, Gary" <GlLeach@vdh.state.vt.us>, "Riven, Matt" <Matt.Riven@ahs.st...

Hi Becky--Yes, the letter is from Rep. Donahue. The original letter was

sent to SAMHSA, and, at Michael Hartman's request, Rep. Donahue emailed
us a copy of the letter to include in the application's appendix. She

did not send us a signed copy.

Nick

From: Riven, Matt [mailto:Matt.Riven@ahs.state.vt.us]
Sent: Tuesday, March 18, 2008 1:50 PM

To: Rebecca Buck

Cc: Leach, Gary; Nichols, Nick

Subject: SAMHSA grant

Hello Becky:
You had 2 questions about the SAMHSA grant:

. Q1: There is a unsigned letter in the comment-letter packet that
appears to be from Rep. Ann Donahue; can we establish that it is hers?

In looking at my copy of the document, | assume that it is her letter

based on the table of contents for the comment-letter portion, but |

cannot verify it 100%. Perhaps DMH can confirm.

Q2: If the letter is indeed from Rep. Donahue, is it the full
ietter, as there is no signature line? In reading the letter, it seems
clear that it is the entire letter. Itis 4 pages long, and the last
paragraph clearly seems to be the conclusion. But again, if DMH is
looking at the original, perhaps they can confirm that as well.

If DMH could please respond to Becky, with a cc to me.
Thanks,

Matt

Matt Riven

Assistant Agency Financial Operations Manager

Agency of Human Services

New phone: 802-241-1049

New e-mail: matt.riven@ahs.state.vt.us
<mailto:matt.riven@ahs.state.vt.us>
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May 8, 2007

Michael Hartman

Deputy Commissioner

Vermont Department of Health
Division of Mental Health

108 Cherry Street, P.O, Box 70
Burlington, Vermont 05402-0070

Dear Michael,

- Please accept this letter as responsive to your request for

a letter of support from Vermont Protection &
Advocacy, Inc. (VP&A) for the Department of Health’s
application for a SAMHSA State Incentive Grant to
Build Capacity to Implement Alternatives to
Restraint and Seclusion. VP&A can attest that there is
a strong need for the State of Vermont to change s
current practices and outdated attitudes towards the
treatment of inpatients with mental health issues at the
Vermont State Hospital (VSH). It is our belief that the
institntion does not even meet the legal standards of the
existing consent decree that governs emergency
interventions in the absence of any outside certification

| by CMS, or authority such as JCAHO, VP&A has

worked extensively with the other ‘partner’ in this grant
application, Retreat Healthcare, a private non-profit
psychiatric facility, to reduce seclusmn and restraint at
that facﬂrcv.

VP&A, a private non-proﬁ;z agency, is Vermont’s

protection and advocacy system, federally funded and

authorized to investigate abuse neglect and rights
violations of people with disabilities, As such, we have
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for years maintained a presence at the VSH, working with individual clients and
trying, as well, to influence the “culture” of the idstitution {o move away from its’
relance on coercive and violent interventions to a trauma informed model of care
of its vulnerable patients.

We rely on fore than our own experience in day-to-day advocacy to ilinstrate the

" peed for change at VSH:

» In 2002, responding to VP&A urging and her own percepnon of the need,
then Commissioner Besio solicited consultation by “CommunityWorks™ a
social system consulting firm with expertise in the reduction of seclusion,
restraint and coercion in psychiatric facilities, Their report, titled “A System
Under Siege,” pointed up major stressors on and in the VSH and painted a
picture of an instifution on the brink of major breakdown with trauma .
experienced by patients and staff alike.

» . Two suicides in 2003 were investigated by VP&A. In both cases we found -
evidence of patients treated with interventions that fraumatized them and
which could have been factors in their demise. Both reporfs can be found
under “VSH” at http://'www.vipa.org/Investipations%20and%20Reports. htm

« Investigation of these suicides led to decertification in late 2003 of the V SH

. by the Center on Medicare and Medicaid Services (CMS).

. Subsequent elopernents precipitated another éeccmﬁcatmn by CMS in 2004
which is still in effect today.

» Two reports by the US Department of Justice have identified over-reliance
on seclusion and restraint among other problems like poor diagnostic and

—-—-preseribing practices-at-the VSH and pointed to & culture in need of real e

chamge.

This history and an infusion of state resources have yet to lead to real systemic
change at VSH. In investigation of more than 20 incidents of emergency
. interventions in the last two years VP&A finds that the institution hag not adhered
to the most basic standards for use of seclusion, restraint and emergency
involuntary medication, Our reviews of records indicate frequent violation of the
Doe V. Miller Consent decree, entered in the 1980s and established as the
governing standard for such interventions,

Thus VP&A supports the award of this grant insofar as it may be a tool for new
leadership fo actually ¢change the direction and orientation at the institution. As the
new Deputy Commissioner, we hope that you can draw on the experience and
values you relied on in the community mental health system to change the VSH
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from being a hold-out of another era to a facility that exhibits the humanity that has
changed practices and philosophy in other states’ institutions,

VP&A has seen a much greater commitment to reducing seclusion and restraint al

the Retreat Health Care. We have been a partner in their efforts but have seen a

number of staff changes at levels from the clinical to the management that have
appeared to slow their restructuring. We would hope that the SAMHSA grant

would help them to regain their very constructive momentum.

Your letter also requested our agreement to parficipate in the planming and
implementation activities of the grant. This we will gladly do as long as these
activities evidence change more profound than we have seen in the past, Your
application points specifically to the Fourth of the “Six Core Strategies”; VP&A
would hold that the most important of the six, and the one most needed in

Vermont’s current situation, 1 Number One: Developing leadership towards

organizational change. Without that the rest will be little more than meaningless
exercises. ‘

.Respéctfull'y,
TS\ Al
- Y
© BdPaquin

Executive Director

Cc.:  Crystal Saunders, Director of Grant Review, Office of Program Services
Kimberly Pendleton, OPS, Division of Grants Management, via email
. John Morrow, Ph,D., Center for Mental Health Services, via email
_ Substance Abuse and Mental Health Services Administration

<

byse7
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VPS 1 Scale Ave., Suite 52
3 » (Building 14)

Rutbnd, Versont 05761

Yermont 802.775-6834
i—?sychiatric . Consumors 1»?0?1-564-21(?6
Sorpud . Pax §02-775-6823
ULVIVOLS ~ wmail : vpeine@@soverne
May 3, 2007

Michael Hartman

AHS/VT Dept of Health/Div of MH
168 Cherry St PO Box 70
Burliagton, VT 054020670

To Whom It May Concerm:

This letter is written in support of the grant application for SAMFHSA State Incentive
Grant to build capacity to implement alternatives fo restraint and seclusion.
As the statewide peer program for Vermont, VT Psychiatric Survivors (VPS) is building
peer teadership. VPS has support groups using Mary Filen Copetand’s Wellnoss
Recovery Action Plan (Wrap) as the gaide in both the Vermont State Hospitat and the
Brattleboro Retreat. Peers have also been trained in the Commumity Links Program that
Mary Elien Copeland and Sheri Mead developed, Peers attend conferences uationally and
also have training from the National Technical Assistance Centers.
The reasort | mention this is that as an organization VPS wishes to see our recovery
movement expand 1o use our peers to assist in the purpose of this grant, specifically
implementing a program as an alternative fo seclusion and restraint. In order for this to

* occour the peer component would need as the professionals training to do fhe work.
There is mention of the CD “Roadmap to Seclusion and Restraint free Mental Health
Services” as well as “Sensory Based Approaches™ within the grant. The observation of
peers is that both programs resemble much of Mary Ellen Copeland's materials,
If Vermont recetves this grant, VPS is willing to! _

1) commit time to find peers who wish to become both specialists and pesr
supporters. The fdea will be to assist peers in transitoning to and from the
community, provide peer support groups and explore how peer interaction can be
supportive in developing the alternatives,

2) Serve on committees and boards

3) Look seriously on the issue of trauma and refraumatization

VPS 15 always willing to work with DMHS on pilot projects and feel we have a good
working relationship. .

. One crucial piece will be a feader to oversee and coordinate this program at the state level
but also in both pilot projects.
Sincerely,

Fdin 5 Ly M T
Executive Director
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#~% VERMONT

State of Vermont [pbone}  8o2-241-2300 Ageney of Buman Serices
Department for Children and F-muhcs i 802-241-2080

Commissioner’s (ffice

103 South Main Street, 5 North Turret

Waterbury, VT 05671-2401

veww, def.state. vtus

May 7, 2007

Michael Hartman, Deputy Commissionsr
Divigion of Mental Health

Department of Health

108 Cherry Sireet

Burlington, VT 05401

Dear Commissioner Hartman,

| fully support the Vermoni Department of Health's application for a SAMHSA State
Incentive Grant to Bulld Capaclly to Implement Alternatives fo Restraint and Seclusion. it
is my understanding that Vermont would targest the development of alternatives 1o seclusion
and restraint (8/R) for aduiis at the Vermont State Hospital (VSH) and for children and adufts at
the Brattleboro Refreat.

The Adolescent Resldential Treatment Program and the Abigall Rockwell Children’s
Center are of particular inferest fo this department. Our Residential Licensing -Unit identified a
number of concems, inciuding the use of restraint in 200" Those concemns inciuded both the
modality used and the frequency of use,

in February 2804 a "hold” was piaoed on the license, preventing further admissions until
" a.safisfactory plan to address this was developed by the Retreat Mealth Care and approved by
ficensing. While a plan was agreed upon and the "hold” was lifted on March 5, 2004, this plan
has not corme to fruftion in a timely manner. To this day, the Retreat conlinues to use &
restraint technique that is used by law enforcement and relles on “pain compliance”. The delay
in retraining all staff in the identified modakity of choice has been delayed, according the
Retreat Haalth Care, due to tumaver in !hP, administration and fack of the financial means to i
realize this change. _ , 7

Brenda Dawson, MSW has agreed parﬁcipate in the planhing and implementation
-activities of the grant, should the grant be awarded. Specifically, she has committed to
participate on the sieefing committes that will oversee S/R Reduction activities at the Relreat,
Ms. Dawson ficenses the Residential Treatment programs within the State of Vermant for the
Department for Chitdren and Families and has been, and continues to meet with administrators
at Retreat Heaith Care regularly.

Sincerely,

*%/uﬂ

Stephen R. Dale, Commissiongr
Depariment for Childret and Families
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<~ VERMONT

Agency of Homan Services . Operations and Planning
103 South Main Street fphane] . 8022417034
Waterbury, VT 0g671-0203 Yo  HD8-2qi~qqfit

Crvstal Beunders, Director of Grant Review

Gffice of Program Services, -

Substance Abuge and Mental Health Services Administration
Room 51044

1 Choke Cherry Road

Rockville, MD 20857

May, 10, 2007
Dcai' Mz, Saunders: -

As the Coordinator for the Vermont Agency of Humay Services Trauma Initative, | offer my
enthusiastic support for the Vermont Divisitn of Montel Health's appleation for SAMHSA funds
in deveiop alternatives to seclusion and restraiot at Vermont State Hospital and Retrear
Healtheare. This propesed projeet is timeli in that i I§ consistent with the Vermont Agency of
Hurnun Services” commitment o devalop a system of trauma-informed human sarvices
throughout the state: -

The Azzney recognizes the prevalence of fravma vietims thet aocsss services through i’
departments and officss, The Agency supports the principle that pereans who have survived a
traumatic event need services that ars sensitlve to their specisl needs, nmet that those sarvicegbe
provided through a traumia-informed system of care  (AHS Policy on Trauma-Informed Systems
of Care, 2009, ' .

Consequently, we ave inereasingly aware that many of the individuals and families nesding
humsan services are victims of past travma, Although it s at times challenging, we must be
constantly vigilant sbout designing a system of sarvices that recogmizes the vulnerability of peopls
to refraurnatizing practices.  The use of ecercive seclusion und restraint mensures to manage the
behavior of acutely il patients in peychintrie hospitals is invarisbly tranmatic to the patient
expetiencing the coetcion, other patients who witness these interventions and staff who ave
always observing and experiencing the veality of caring for peaple who may demensirate
threatening behavior, - :

I qen honored to have been asked by Michael Harbman, Deputy Comminaioner for Mental Health,
‘to serve o a steering committes for his project. 1 helieve it proposes an excallent process fir
including consumer and advocacy groups inthe developtment of strategic plans fior creating
alernatives to the use of coercive and tammatic means of providing cars to vulnerable people
with mental iness. :

: I

I strdfigly suppor

iour endorsement and fanding of Vermont’s proposal,
. :
Sincarely,
4

2 Ha hax {H
. Shéry Burnetle,[Ph.I.
szgﬁm_,&genc} of Human Services

Trayina Conrdinator
103 South Main Street
Waterbary, Vermont 05671

TaTAL P.B2
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Appendix 2: Data Collection Instruments/Interview Protocols

ISRRI -
- Involvement and Satisfaction Questionnaire
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Inventory Of Seclusion and Restraint
Reduction Interventions (ISRRI)

Reviewer’s Guide

November 22, 2005

DRAFT: Not for distribution unless authorized by NTAC and/or
HSRI
(Coordmatmg Center: SAMHSA Reduction of Restraint and
Seclusion SIG)

SRRV
3"*"\ U.S. DEPARTMENT OF HEALTH AND HUMAN SERV
g / Substance Abuse and Mental Health Services Administratios
E C Center for Mental Health Services

: 3%} www.samhsa.gov
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1. INTRODUCTION

What is the ISRRI Reviewer’s Guide?

The Reviewer’s Guide is designed to assist facilities and agencies in completing the
Inventory of Seclusion and Restraint Reduction Interventions (ISRRI), a part of the
common protocol for evaluation of the Substance Abuse and Mental Health Services
Administration Alternatives to Seclusion and Restraint State Infrastructure Grant
(SAMHSA SIG) program (referred to here as the S/R Reduction Program) that is to be
completed at two points during the grant period. The Reviewers’ Guide consists of
guidelines, recommendations and worksheets that to produce summary scores entered

- into the final ISSRI form. When the information needed to complete the ISRRI has been -
collected using the worksheets, a scoring algorithm will be used by HSRI to convert the
items on the worksheets to scores on the ISRRIL

Who should complete the ISSRI Review?

The ISRRI worksheets are designed to be completed by a representative or a team from
each facility. Reviewers may be NTAC consultants, staff participating in the S/R

- Reduction Program, agency staff not directly involved such as Quality
Improvement/Quality Assurance staff, local evaluators identified in grantee’s SIG
proposals, or other agency staff. Although the ISRRI is designed to minimize the
necessity of subjective decisions, some degree of this is inevitably required in choosing
among response options, thus creating the potential for unconscious bias, especially when
the reviewer has a stake in the program’s success. When feasible, therefore, the choice of
reviewer should be governed by the degree to which the individual’s function allows for
maximum objectivity. Multiple reviews by a diverse set of reviewers is also a way of
reducing bias, and identifying it when it occurs. The guide therefore is addressed to the
widest possible range of rev1ewers (for more discussion of reviewers see Section I,
below)

The Guide will supplemented by additional materlals posted on the S/R reduction pI‘O_] ect
website.

How should the guide be used?

Following this Introduction, Section II provides background information on the Guide, its
relationship to the ISRRI final form, the S/R Reduction model on which the ISSRI is
based, and plans for the future. If your interest is in guidance on how to prepare for and
conduct the ISSRI, you may wish to go directly to Section III “How to Conduct the
ISSRI”. Section IV consists of the worksheets themselves, which will allow you to
record information about the implementation of the S/R reduction initiative at your
facility. Following the guide carefully will ensure con31stency and reliability in ISSRI
scores across facilities and among raters.

A note on terminology: Program, Intervention and Initiative



Throughout the guide, the SAMHSA S/R Reduction SIG is referred to as ‘“the program.”
The best-practice model for reducing S/R implemented by the grantee sites with grant
funding is described as “the intervention.” Activities designed to reduce the use of S/R
that are undertaken by the sites independent of, or prior to, the grant-funded intervention
are referred to as “initiatives.” '



II. OVERVIEW

What is the ISRRI?

The ISRRI is a tool for measuring, in standardized form, the nature and extent of
interventions implemented for the purpose of reducing seclusion and restraint at a
particular facility. It is one of four components of the Common Protocol for evaluation
of the S/R Reduction Program, the other being the Facility/Program Characteristic
Inventory, the Treatment Episode Data File, and the SecluSion/Restraint Event Data File.

The ISRRI is a type of instrument known as a fidelity scale. Fidelity scales are developed
to measure the extent to which a program in practice adheres to a prescribed treatment
model. Fidelity scales are useful for explaining program impacts, identifying critical
components (“active ingredients”), and guiding replication of interventions, as well as for
self-evaluation and accountability. The ISRRI is a new scale developed specifically for
the SIG project. It differs from some other fidelity scales in that it is designed to capture
~ and assess the relative impact of a wide range of activities rather than an established
evidence-based practice with a known set of critical components. Thus, it will serve in
the development of the SIG interventions as evidence-based practices. '

The ISSRI is also somewhat analogous to an organizational readiness checklist, such as
the General Organizational Index included in the SAMHSA Evidence-Based Practice
(EBP) Implementation Resource Kits! or Dr. David Colton’s Checklist for Assessing
Your Organization’s Readiness for Reducing Seclusion and Restraint.” These differ from
the ISRRI, however, in that they are broader in scope, aiming to collect a wide range of
information related to readiness for organizational change, whereas the ISRRI seeks to
enumerate the S/R Reduction activities that have been conducted by the facility at the
time of the assessment.

What are the ISRRI Worksheets?

The worksheets included in the Guide are to be used by reviewers to obtain the
information that will later be used by HSRI for scoring the ISRRI. A scoring algorithm
will be used to calculate domain and overall program scores for the final ISRRIL Since the
S/R project is still in a formative stage, the primary purpose of the ISRRI is to identify
the components of the S/R project interventions that are most successful and also those
that present more difficulties in implementation. It is expected that these sub-scale scores
for the individual components will be more relevant than the overall ISRRI summary
score.

It is'not expected that any single facility or program will obtain a perfect score on the
ISRRI, which conceptually represents the ideal intervention. For example, few if any
facilities collect information on “near-misses” i.e. successful avoidance of an s/r event.

! http://mentalhealth.samhsa. gov/cmhs/communitysupport/toolkits
2 http://rcep.cornell.edu/pdfs/SR %20Checklist%201-Colton.pdf



This is included, however, because some have noted the value of this information and
indicated that such measures are under development.

What is the relationship of the ISRRI to the NTAC Six Core Strategieso?

The ISRRI is intended to be generic and developmental; that is, to be used to identify and -
measure the hypothesized critical elements or components of any particular
seclusion/restraint reduction initiative implemented at the grantee sites, and to support
their development as evidence-based practices. Thus the scale is intended to provide
information about the individual importance of each of the components (domains) of S/R
reduction initiatives. The components of the ISRRI are based on the NTAC Six Core
Strategies for Reducing Seclusion and Restraint©, which are based on an extensive
review of the literature and best practices in the field. However, the ISRRI is intended
for use with other S/R reduction programs as well. For this reason, it includes some
additional items in order to capture some potential seclusion/restraint reduction initiatives
that may not be included in the Core Strategies, and it varies slightly from the NTAC
model in how individual items are classified according to domains. Notably, some
elements from the Core Strategies are group together in a separate, additional domain,
Elevating Witnessing/Oversight.

What is the structure of the ISRRI?

The ISRRI consists of seven domains, representing individual components of S/R
Reduction programs such as NTAC. Each domain has one or more subdomains, for a
total of 24 subdomains. Each subcategory includes one to seven specific activities,
referred to as items. The Worksheets are designed to facilitate the collection of
information about the status of these activities. All domains and subdomains are listed on
the following page.



ISRRI Domain and Subdomain Categories:
I. LEADERSHIP
L.1 State Policy
L.2 Facility Policy
L.3 Facility Action Plan
L.4 Leadership for Recovery-Oriented and Trauma-informed Care
L.5CEO
L.6 Medical Director
L.7 Non-Coercive Environment
L.8 Kick-off Celebration
L.9 Staff Recognition
II. DEBRIEFING
D.1 Immediate Post-Event
D.2 Formal Debriefing
IIT. USE OF DATA
U.1 Data Collected
U.2 Goal-Setting
IV. WORKFORCE DEVELOPMENT
W.1 Structure
- W.2 Training
W.3 Supervision and Performance Review
W .4 Staff Empowerment
V. TOOLS FOR REDUCTION
T.1 Implementation
T.2 Emergency Intervention
T.3 Environment
VI. INCLUSION
1.1 Consumer Roles
1.2 Family Roles
1.3 Advocate Roles
VII. OVERSIGHT/WITNESSING
O.1 Elevating Oversight

What kinds of measures are used?

The activities or individual items within the subdomains consist of a mixture of structural
and process measures, as described in the classic work on quality in health care by
Avedis Donnabedian. “Structural” refers to characteristics of the organization or
program. Examples of structural measures are the existence of a policy on S/R reduction, -
a training program for S/R reduction, or the availability of sensory rooms. ‘“Process”
refers to actions that are taken in the course of providing treatment services. Examples of
process measures are the number S/R events for which a debriefing was conducted as
“prescribed, or the number of consumers for who risk assessments were made. Process
measures are often expressed as a proportion or ratio, e.g. the percent of S/R episodes for
~ which a debriefing was conducted.



Structure and process measures are generally considered to be predictors of outcomes;
that is, the degree to which structural elements and processes of care are present is
expected to influence outcomes—in this context, reduction in the use of S/R. As the
outcomes of the SAMHSA S/R Reduction Program will also be measured by the
Evaluation Protocol, it will be possible to test the relationship of structure and process
measures to outcomes. ’

What are the plans for future development of the ISRRI?

The use of the ISRRI for purposes of the SIG grant evaluation represents a field test of
the instrument. During the course of the project it will also be reviewed by an expert
consensus panel consisting of representatives of NTAC, the National Executive Training
Institute (NETT) facuity, S/R Program consultants and others. The reliability and
predictive validity of the ISRRI will be tested during the data analysis phase. Using the
information about reliability, validity and feasibility obtained through these activities, the -
instrument will be revised and issned, upon completion of the SIG program as a tested
~ Seclusion and Restraint Reduction Fidelity Scale.



III. CONDUCTING THE ISRRI REVIEW

Who should conduct the review?

Optimally, a fidelity assessment is conducted by someone external to the program or
organization, but knowledgeable. about relevant issues. In the case of ISRRI, however,
this may not always be feasible, in which case it may be necessary for the review to be
conducted by someone within the organization. In this situation, it is preferable that the
reviewer at least be someone who is not directly involved in, or affected by, the S/R
process or the reduction initiative. This is not a matter of ensuring honesty in reporting,
but simply to avoid factors that inevitably exert an influence on responses. The ISSRI is
designed to be as unambiguous and quantifiable as possible, but some degree of judgment
- in assigning scores is unavoidable, and the idea of external reviewers is to ensure the
objectivity of that judgment. :

To the same end, we recommend the use of multiple reviewers (at least two) for each
facility, but again this is not likely to be feasible in all cases. However, the Coordinating
Center will do all we can to support and enhance the review process. For example, some
of the review can be done off-site, such as assessing policy statements and training
curricula, and the Coordinating Center with the evaluator, HSRI, would be able to
provide some resources for that purpose. An additional advantage of having more than
one reviewer is that it will allow for testing inter-rater reliability as a psychometric
property of the ISRRL '

We anticipate that, in most cases, multiple reviewers will participate, with the
configuration varying by facility. The worksheets will be available on the S/R Reduction
Program website and at a minimum will be completed by facility staff to provide a basic
repository of implementation information. To the extent possible additional reviewers
will independently assess implementation at baseline and again at one and two year
follow-up intervals. These may include the technical assistance consultants, the internal
evaluators identified in the site proposals, staff of NTAC and HSRI, and others. In some
- cases multiple reviewers may be able to collect only a part of the information required by
the ISRRI. These will serve as data-cross checks to insure accuracy and completeness.



~

What are the sources of information for completing the ISRRI?

The following table describes the various sources for the information needed to complete
the worksheets. Each item on the worksheet provides a space for noting the source of
information. : :

Source of Information for ISRRI Worksheets

Source Description

Interviews . Consumers, consumer peer-advisors, family members,
advocates, direct care staff, nursing staff, CEO, medical
director, and other appropriate administrative staff) on-site or

by telephone.

Direct - Facility tour, observation of meetings, etc.) on-site.

observation

Documents. State and facility level mission statements, policies and
procedures schedules and records of S/R reduction activities,
action plans/program descriptions such as S/R reduction,
trauma-informed care, recovery-oriented or strengths-based
treatment planning ‘

Debriefing Random selection of persons experiencing a S/R event

reports .

Other relevant | Staff and consumer injuries, etc.

reports

Meeting records | Minutes, agendas, schedules, with participant lists; can be
random selection '

Training Curricula, course descriptions, course evaluations, schedules,
materials numbers of people trained, numbers eligible

Communication | Newsletters, handbooks, posters, etc.

materials :

MIS reports Information that facilities may gather and report (e.g. other
relevant to S/R | demographic or clinical characteristics).

reduction

Chart reviews Random selection of persons




What is the measurement period?

The initial ISRRI review is to be completed for each facility’s status at the beginning of
the grant cycle (October, 2004), thus reflecting any S/R reduction initiatives in place
prior to the grant. For those items where information is drawn from reviews of randomly
selected charts and debriefing reports, the period from which these are drawn should be
the month prior to the beginning of the grant cycle, i.e. September 2004. This is to
ensure that these reports are representative of current practice.

In addition, the baseline inventory asks for the date of implementation for any initiative
preceding the SIG grant intervention. The rationale for this information is that -
interventions in place for an extended period would be expected to have a greater effect
on S/R reduction compared to one implemented only a short time previously. This
information will help to understand why S/R rates may vary from one facility to another
at baseline.



IV. ISRRI WORKSHEETS

Worksheet Layout

Organization of worksheets: :

The worksheets are organized according to the domains of the S/R Reduction initiative:
1) Leadership; 2) Debriefing; 3) Use of Data; 4) Workforce Development; 5) Tools for
Reduction; 6) Consumer/Family/Advocate Involvement; 7) Elevating
Oversight/Witnessing.

Each of the Domain Worksheets consists of the following elements:

o Name of domain 4
= Separate subdomains representing specific components of the domains
.@ Description for domain _

@ Method to be used (e.g. random selection) for some items as needed

= A check list for specific items, indicating whether or not they are present or have
occurred. In some cases this additionally calls for a frequency or percent of that
item’s occurrence : :

= The source of information to address the item

= A space to indicate the date of implementation or, if precise date is unavailable,
the general time frame of implementation

5 A space for comment on any aspect of the information or the collection process.

Template for layout of ISRRI worksheets

DOMAIN NAME: (#) Domain Component

Description:

| Method for selecting information source (for some domains)

#

or some items:

Source of information:

Date:_ \  \_ or: [_]Less than 6 months; [ |6 months to year; | |more than 1 year

Comment




Worksheet item response categories

It is important to note that the 'worksheets provide for two types of response options. In
some instances, they ask for a simple yes-no check-off (example: “The facility has policy
supporting the adoption of the principles of recovery”). Elsewhere, the worksheets call
for a count of certain activities occurring within a specified time frame (Examples:
“Number of times S/R reduction committee met in the previous year”; “During the
measurement month, the number of formal debriefings held within 48 hours.”). These
items also have a check box which is to be checked if the activity occurred at all, and
unchecked if it never occurred or is not part of the reduction intervention at that facility.

Date of implementation

In addition, items ask for date of implementation (preferred) or t1me period of
implementation (if precise date is unavailable). The purpose of this is to determine the
length of time that particular practice has been in place, and therefore the extent to which
it may have contributed to current rates of seclusion and restraint.

For some types of item, for example a policy, the date would be that at which the policy
was implemented. For other types of items, for example the information collected in
debriefings, the date may be more difficult to determine precisely, but the response
should be the date at which that practice became established: with this example, perhaps
the date when the debriefing form was modified to insure that this information is
collected routinely. '

For the baseline inventory, the date of implementation, if any have occurred, will precede
the initiation of the SIG grant project; that is, some states or facilities may have
implemented some aspects of the NTAC Core Strategies prior to receiving the grant. For
follow up (annual) inventories, the date will indicate at what point during the year the
particular practice was put into place, and therefore the extent of its expected effect on
seclusion and restraint rates (a practice implemented 11 months previous would be
expected to have a greater effect than one implemented only one month previous.)
Having this information allows for cross-site comparison of the effectiveness of the S/R
reduction initiative, even though some sites may be further along than others in
implementing the reduction strategies.

Obtaining support in completing the ISRRI
Any questions or problems in completing the worksheets should be addressed to anyone
on the evaluation team at HSRI (see contact information sheet distributed by NTAC).

- We encourage such contact in order to insure high quality and cons1stency in the reviews,
and will respond rapidly.

We appreciate your contribution to this important effort to assess the effectiveness of
interventions to reduce the use of seclusion and restraint in facilities providing mental
health treatment.



ISRRI Review Cover Sheet

Facility ID:

Name of Facility/Program:

State:

Start-up Date year (mm/dd/yyyy):

Reviewer Name:

Title/position:

——

Role: .
O External Evaluator
O Internal Evaluator (e.g. QI)
[ Staff external to the facility S/R program
O Staff part of the facility S/R program
ONTAC consultant '
O Other Consultant

. Other (specify):

Phone: (. ) —-

Date Completed ' /1



Worksheet 1: Leadership

LEADERSHIP (1): State Policy

State DMH Office or relevant state level office directs or supports the reduction of
seclusion and restraint in all state run and provider facilities

Description: A developed and communicated statewide mission statement, vision
statement and/or action plan that clearly articulates the goal of the reduction of seclusion,
restraint or other coercive measures; the development of systems of care that are trauma
informed; and a commitment to the principles of recovery including consumer
partnerships, assuring safe environments for staff and consumers, peer services and
supports, the provision of hope through individualized treatment and full participation in
own care; and the promulgation of rules directing or regulating the use of seclusion and
restraint that restrict use for safety only and limit S/R orders in concert with CMS or
more restrictively. '



L.1 Leadership: State Policy

The state
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LEADERSHIP (2): Facility Policy

Mission statement includes commitment to S/R reduction

Description: Explicitly identifies S/R reduction as a goal or as congruent with principles
such as recovery, building a trauma informed system of care, creating violence free and
coercion free environments, assuring safe environments for staff and consumers,
community integration, or comparable consumer-centered language.

L.2 Leadership: Facility Policy

The facility has wrltten policies andprocedures that melue (chek 1f ye%

Source of mformatlon

Date: __\__\___ or:[ Within 6 months; [ ]6-12 mos. [ ]more than 1 year

Source of information: ‘
Date: __\__\. or: [_JWithin 6 months; [ ]6-12 mos. [ ]more than 1 year

Source of information: -
Date: __\__\____or:[ |Within 6 months; [ _]6-12 mos. [ |more than 1 year
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LEADERSHIP (3): Facility Action Plan

Description: 1) Stand-alone plan for reduction, with specific goals, objectives and action
steps, assigned responsibility and due dates.). 2) Process for regular review and revision.
3) Indication of senior executive oversight and review.

The facility has: ' . . e |
S ACtionN T ‘or reddctis 101 ﬂmdg ({chookﬂ]@%t ;mﬁpl S

Source of 1nformatlon
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LEADERSHIP (4): Leadership for Recovery-Oriented and T rauma-
Informed Care

Description: A program that seeks to prevent environmental or staff related triggers for

conflict and that follows the principles of a system of care that is Recovery Oriented and
Trauma Informed.

L.4 A. Leadership: Recovery Oriented Care
The program includes:

Source of mformatlon

Date: __ \__\___ or:[ JWithin 6 months; [ ]6-12 mos. [ |more than 1 year

Source of 1nformat10n A -
Date: __ \ _\  or: DWlthln 6 months; [:|6 12 mos. Dmore than 1 year

L o
ng, and -

- mﬁ N......L..lm_..q .

| Source of 1nformatlon;
‘Date: __\__\___or:[ JWithin6 months [ 16-12 mos. [ Jmore than 1 year




Sorce of 1nformat10n‘ ]
Date: __\  \ or: [_JWithin 6 months; [ ]6-12 mos. [ Jmore than 1 year

Soue of infoati‘b.: o
Dafe: __\ _\ or: [ ]Within 6 months; [ ]6-12 mos. [ ]more than 1 year

] Surceof information:
Date: __ \__\ or: [_|Within 6 months; [ ]6-12 mos. [ ]more than 1 year

] Source of 1nformat10n
Date: __\__\___ or: [ JWithin 6 months; [ ]6-12 mos. Dmore than 1 year

Comment:




L.4 B. Leadership: Trauma-Informed Care
The prooram 1ncludes.

Source of 1nformat10n

Date: __ \ " or: DWithin 6 months; l_—_]6—12 mos. [ |more than 1 year

Recommended' source of 1nformat10ny Chart Rev1ew '
Source used (if other than recommended):
Date:_\__\___ or: [ JWithin 6 months; [ ]6-12 mos. [ lmore'than 1 year

g e g

Recommended source of 1nformat10n Chart Review
Source used (if other than recommended):
Date:_\__\____ or:[ |Within'6 months; [ ]6-12 mos. [ ]more than 1 year

Source of 1nformat1on
i Date: N\ or |:|W1th1n 6 months; |:|6 12 mos. [ |more than 1 year

Source of information:
Date: __\_\____or: [ Within 6months [16-12 mos. [ |more than 1 year
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LEADERSHIP (5): CEO

CEO/Administrator participation is active, routine, observable
Description: The CEO/Administrator directs the S/R reduction initiative by: 1)
Participating in S/R Reduction Plan meetings; 2) Being perceived by staff as having a
central role at a “kickoff” event for the rollout of the initiative; 3) Reviewing progress by
. means of a standing agenda item for management meetings.

L.5 Leadership: CEO.
The CEO or de51gnated Ieader
W Jmm m a( L S/R I\tducuon PLm mentﬁo\ m tho Past: \’%@ (ler
m&&ﬂf}_ OF 78TO, do not ¢ ]«,d\ bn\ LLL lclg_‘l u@,wtm oy 1ufh
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[ 2 Perteived by staft asgpfggn e LCCREAL T k__“
Source of information:
Date: _ \ __\ or: DWithin 6 months; D6-12 mos. l:lmore than 1 year
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Source bf 1hformat10n
Date: __ \ _\ _ or: DWlthln 6 months L__|6 12 mos. Dmore than 1 year

Comment:




LEADERSHIP (6): Medical Director
Description: Present at S/R meetings, central role at kickoff event, makes rounds,
reviews incidents and data at least weekly, attends debneﬁng, supervises staff usage

1.6 Medlcal Dlrector
TR

.‘Source of 1nformat10n
Date: _ \ _\ __ or: [____]Wﬂ:hm 6 months [36 12 mos. Dmore than 1 year

"Source of 1nformat1on -
Date: _ \__\___ or: DWuhm 6 months; |_]6-12 mos. [_Jmore than 1 year

Source of mfor}ﬁatmn
Date: __ \__\___ or:[_|Within 6 months; D6 12 mos. [ _|more than 1 year

Source ofinformatlon
Date: _ \ | or: |_|Within 6 months []6-12 mos. [ |more than 1 year

Source of mformatlon
Date: __\__\ _ or: [ |Within 6 months; D6 12 mos. [_|more than 1 year

Comment:




LEADERSHIP (7): Non-Coercive Environment

Description: Current, hi ghly visible communication about non-coercive policy to
majority of staff through media such as statements in staff meetings, news letters, posters,
etc '

L.7 Leadership: Non-Coercive Environment
Statements supportlng non- coerc1on 1ssued in the past year by means of:

sBﬁrc”"é of 1nformat10n |
Date: __\__\__ - or:[_|Within 6 months; [ 16-12 mos. [ |more than 1 year
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Source of mfonnatmn '
Date. _\__\___ or:[|Within 6 months; [ _]6-12 mos. [ Jmore than 1" year
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Source of 1nformat10n '
Date: __\__\ __ or:[ |Within 6 months; [ ]6-12 mos. [ Jmore than 1 year
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Date: _ \___\ or: DWithin 6 months; [ ]6-12 mos. [ Jmore than 1 year

Comment:.




LEADERSHIP (8): chkoff Celebration

Description: A highly visible, well-publicized public event ded1cated exclusively to
promoting the reduction initiative, open to and attended by a majority of the facility staff
at all levels or occasional facility “celebrations” of progress.

L.8 Leadership: Kickoff Celebration

] f.celebrationihas beendieldcheck il \'égﬂ) L
Source of information:
Date:  \__\ or: [_|Within 6 months; [_]6-12 mos. [ Jmore than 1 year

Source of mformatloﬁ
Date: __ \ _\____ or [:]Wuhm 6 months; [ ]6-12 mos. [ ]more thanl year

Comment:

LEADERSHIP (9): Staff Recognition Program
Description: A formal program for regularly (monthly or weekly) public

acknowledgment of the achievements or contributions of individual staff to s/r reduction
or related goals such as promotion of recovery or non-coercive treatment environment.

| Source of mformat10n ‘
Date: _ \__\ or: [_JWithin 6 months; [_]6-12 mos. [_]more than 1 year

Comment:




Worksheet 2: Debriefing

DEBRIEFING (1): Immediate Post-Event Debriefing

Description: An immediate post-event debriefing that is done onsite after each event, is
led by the senior on-site supervisor who immediately responds to the unit or area. The
goal of the post-event debriefing is to assure that everyone is safe, that documentation is
sufficient to be helpful in later analysis, to briefly check in with involved staff, consumers
and witnesses to the event to gather information, to try and return the milieu to pre-event
status, to identify potential needs for policy and procedure revisions, and to assure that
the consumer in restraint is safe and being monitored appropriately

Method: Review 5 reports randomly selected from measurement month. If less than 5
review all for the month, and indicate number in comment section.

D. 1 Debrleﬁng Immediate Post-Event
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DEBRIEFING (2): Formal Debriefing

Method: Review 5 reports randomly selected from measurement month. If less than 5
review all for the month, and indicate number in comment section.

Description: A formal debneﬂng that occurs within 48 hours of the event or next
business day and includes a rigorous analysis (e.g. root cause analysis) or rigorous
problem solving procedure to identify what went wrong, what knowledge was unknown
or missed, what could have been done differently, and how to avoid it in the future. The
formal debriefing includes attendance by the involved staff, the treatment team, the
consumer and/or proxy, surrogate or advocate representative, and other agency staff as
appropriate.

D.2 Debrlef'm Formal
i

Comment:




Worksheet 3: Use of Data

USE OF DATA (1): Data collected

Description: Standard reports on S/R events that include specified data elements.

U.1 Use of Data: Data Collected
Standard re

to
D "
e




USE OF DATA (2): Goal Setting

Description: Using data in an empirical, non-punitive manner by identifying facility
baseline, setting improving goals and comparatively monitoring use over time.

U.2 Use of Data Goal Settmg

‘C‘atod tu \@f (g poxlud

%

Source of 1nformat10n
Date: _ \__\ or: [_|Within 6 months; [_16-12 mos. [_|more than 1 year

| Sourcé of 1nformat10n
Date: __ \ -\ or: DWlthm 6 months; D6 12 mos. [ Jmore than 1 year

Source of mformatlon

Date: __ \_\ or: [_|Within 6 months; [_]6-12 mos. [ Jmore than 1 year

Comment:




Worksheet 4: Workforce Development

WORKFORCE DEVELOPMENT (1): Structure

Description: The appointment of a committee and chair to address workforce
development agenda and lead organizational changes in safe S/R application training, and
inclusion of technical and attitudinal competencies in job descriptions and performance
evaluations. :

W.1 Workforce Development: Structure

S S/RW Eﬁfcnu ©

Source of mformatlony
Date: __ \ _\_ or: DWltth 6 months; [ _]6- 12 mos. | |more than 1 year

T

“Source of information: ,
Date: _ \ .\ or: [_|Within 6 months; [ 16-12 mos. [ |more than 1 year

Comment:




WORKF ORCE DEVELOPMENT (2): Training Program

Description: A formal program of training specifically in S/R reduction concepts and
techniques, provided at least annually with competency expectations included in
performance evaluations, supervisor monitoring and on-the-job mentoring. The measure
is the number of people receiving specified training within the measurement year.

W.2 Workforcé: Training

L] el rdipiny’ Bicggm i of SRR T

Source of {nformation: _
Date: __\_\ or: [_Within 6 months; [ ]6-12 mos. [ Jmore than 1 year

ED5 f e A _,
Source of information:
Date: _\ _\ or: |_|Within 6 months; [16-12 mos. [ Jmore than 1 year

Comment:




WORKFORCE DEVELOPMENT A( 3): Supervision and Performance
Review
Description: 1) On-going supervision that supports training philosophy and skill

development; 2) Performance reviews that included staff competencies in S/R prevention;

3) Competency demonstrations; 4) Re-training for staff demonstrating lack of
competence; and 5) Mechanisms for holding staff accountable for performance (e.g.,
employment counseling, performance improvement reviews, and/or termination for
ongoing resistance to change).

W.3 Workforce: Supervision and Performance Review

The facility has etabhshed processes | for the following (check if yes). )
el CssllBeing s o0y Bl ol Lrainingyp oSO PRy And SRUT e velepment. -

Source of mformatloﬁ _
Date: __\ _\ or: [_]Within 6 months; [ 16-12 mos. [ Jmore than 1 year
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Source of 1nformat1on
Date: ___\ _\ or: [_]Within 6 months; [_]6-12 mos. [ Jmore than 1 year

Source' of Vli’l\fOI'InathIl
Date: ___\___\ or: [_]Within 6 months; [ ]6-12 mos. I:]more than 1 year
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Source of information:
Date: \_~\ or: [_JWithin 6 months; [ 6-12 mos. [ Jmore than-1 year
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- Source of information:
Date: o\ or: [_|Within 6 months; [_]6-12-mos. [ |more than 1 year
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Comment:




WORKFORCE DEVELOPMENT (4): Staff Empowerment

Description: The empowerment of staff includes: 1) Formal opportunity to input on rules,

policies, and procedures; 2) Satisfaction surveys; 3) Formal process for administration
follow-up on survey findings, 4) Process for public recognition of achievements;

5) Individualized scheduling (such as opportunities for mental health days, training days);
~ and 6) Confidential access to EAP or comparable assistance with job-related stress.

W.4 Workforce development: Staff Empowerment
| The facﬂlty prov1des for the followmg (check 1f yes)

“Source of 1nformat10n' 4 _
Date: __\__\ or: |_JWithin 6 months; | ]6-12 mos. [ Jmore than 1 year

“ Source of mformatmn
Date: __ \__\ or: I:[Within 6 months; D6-12 mos. Elmore than 1 year

Source of information:
Date: __ \__\ or: [_[Within 6 months; [_|6-12 mos. [_|more than 1 year

DrcssTonpublic
Source of 1nformat10n

Date: __ \ _\ __ or: [:|Wlth1n 6 months; [:|6 12 mos. [ Jmore than 1 year

" Source of information: , ’
Date: _ \__\ or: [_[Within 6 months; [_|6-12 mos. [ Jmore than 1 year

Source of 1nf0rmat10n

Date: _ \__\ or: [_JWithin 6 months; [ ]6-12 mos. [ Jmore than 1 year

Comment:




Worksheet 5: Tools for Reduction

TOOLS FOR REDUCTION (1): Implementation

Description: The use of the following tools for the reduction of S/R: 1) Assessment of
risk factors for aggression/violence; 2) Assessment of medical/physical risks for death or
injury; 3) De-escalation/safety plans/crisis plans; and 4) Behavioral scale that assists in
determining appropriate staff interventions that match level of behavior observed.

T.1 Tools: Implementation

The fac111ty utilizes the followmg tools (check lf yes)

Source of mformatlon
Date: _ \_\ or: [_[Within 6 months; D6-12 mos. [_]more than 1 year

i3 @owessmeng o raadigal/physica b skseforearh or g T e

ASource of information: _
Date: ___\ \ or: |_JWithin 6 months; [ _]6-12 mos. [ Imore than 1 year

’Source of information: -
Date: __ \__\___ or: [ JWithin 6 months [ ]6-12 mos. Dmore o

Source of 1nformat10n:
Date: __ \ '\ or: DWlthm 6 months; []6 12 mos. Dmore than 1 year

Comment: .




" TOOLS FOR REDUCTION (2): Emergency I ntervention

Description: Policies and procedures for emergency intervention including: 1) Medical
risks factors for death or injury; 2) Assessment of risk factors for violence; 3) Safe
restraint procedures that include restrictions on prone use; and 4) Safe monitoring that
includes continuous observation.

T.2 Tools: Emergency Intervention
P011c1es and procedures for emergency intervention 1nclude the following (check if

. psdordeathoriniury, e L L e
Source of mformatlon

" Date: N\ - or DWlthm 6 months; D6 12 mos. I:]mofe than 1 year
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“Source of i mformauon A
Date: __\_\__or: [Within 6 months; [ ]6-12 mos. [Jmore than 1 year

Source of mformatlon

Date: __\_\ or: [_JWithin 6 months; [_]6-12 mos. [ Jmore than 1 year
: E—
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Source of 1nformat1on :
Date: _ \ -\~ or:[ JWithin 6 months; [ ]6-12 mos. [ Jmore than 1 year

Comment:




TOOLS FOR REDUCTION (3): Environment

Description: Environment of care changes implemented by facilities including:
1) Sensory/comfort rooms; 2) Avoidance of signs of coercion in posters, or other signs;
3) Evidence of signs promoting violence prevention and safe environment of care; 4)
Avoidance of overcrowding (e.g. extra beds, insufficient seating in common ‘areas); 5)
Avoidance of unnecessary noise (e.g., overhead announcements, bells or buzzers, phones
‘ringing, staffing raising voices unnecessarily); and 6) Process where direct care staff and
consumers have opportunity to review institutional rules on routine basis to assure need
and effect with evidence of review and resultant change.

T.3 Tools: Environment

The facﬂrty is characterlzed by the followmg
l:l P D SIE .

Source of mformatlon.
Date: __ \__\___ or:[ JWithin6 months; []6 12 mos. Dmore than 1 year
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Source of information:
Date: _ \__\__ or:[ |Within 6 months DG 12 mos. [_|more than 1 year

Source of information: ‘
Date:  \__\ or: [_]Within 6 months; [_]6-12 mos. [_Jmore than 1 year

Source of 1nformatron:
Date: ___\__\ or: _JWithin 6 months; [_]6-12 mos. [_Jmore than 1 year
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Source of information:
Date: ___\ _\ __or: DWrthm 6 months; [_|6-12 mos. [_|more than 1 year
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Source of 1nformat10n

Date:__\_\  or:[ JWithin 6 months; [ ]6-12 mos. [ Jmore than 1 year

Comment:




Worksheet 6: Inclusion

INCLUSION (1): Consumer Roles

Description: The full and formal inclusion of consumers in a variety of roles in the organization
to assist in the reduction of S/R including: 1) In key executive committees; 2) In paid staff roles
with formal supervision; 3) Satisfaction surveys; and 4) Formal follow-up on satisfaction
surveys.

L.1 Inclusion: Consumer Roles
The facility provides the following mechanisms for consumer input (check if

Sbﬁrce of mformatlon. . ‘
Date: __ '\ \___ or:[ |Within 6 months; [ ]6-12 mos. [ |more than 1 year

Sourceof 1nfrmat10n
Date: __\_\__ or:[ |Within 6 months [16-12 mos. [ |more than 1 year

Source of 1nformat10n

Date: __\.\__ or:[_|Within 6 months; [_]6- 12 mos. I:lmore than 1 year

Source of mformatlon

Date: __ \__\__ or: [ [Within 6 months; [:]6 12 mos. [:lmore than 1 year

Comment:




INCLUSION (2): Family Roles
(Child/Adolescent programs—sKkip if completing Inventory for Adult programs)

Description: The full and formal inclusion of family members ina variety of roles in the

organization to assist in the reduction of S/R including: 1) In key executive committees; 2) In

paid staff roles with formal supervision; 3) Participating in treatment planning meetlngs 4)
Satisfaction surveys; and 5) Formal follow-up on satlsfactlon surveys.

1.2 Inclusion: Family Roles
The facility utlllzes family members in the followmg ways (check 1f yes)

Source of information:

Date:  \ __\ _ or: |:|W1th1n 6 months; [_]6-12 mos. [ Jmore than 1 year

" Source of 1nfonnat1on |
Date: "\ _\  or: |:|W1th1n 6 months; ]:I6 12 mos. [ Jmore than 1 year
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Date: .\ \ _ or [ IWithin 6 months; D6-12 mos. [_|more than 1 year
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Source of 1nformat1on
Date:  \__\ or: |_Within 6 months; D6-12 mos. [ Jmore than 1 year
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Source of information:
Date: __\_\  or [ JWithin 6 months; [_]6- 12 mos. [ Jmore than 1 year

<5 exists for formal followtyp on salisfac s sugﬁyws R
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Comment: -




INCLUSION (3): Advocate Roles

Description: The full and formal inclusion of advocates in a variety of roles in the organization
to assist in the reduction of S/R including: 1) In key executive committees; 2) In paid staff roles
with formal supervision; 3) Satisfaction surveys; and 4) Formal follow-up on satisfaction

surveys.

1.3 Inclusion: Advocate roles
The facilit ut111zes advocates in the f 1lowm ways (ch ck ify

Source of mformatlon:

Date: ___\ _\ or: [_|Within 6 months; [ ]6-12 mos.

Source of 1nformat10n

[ |more than 1 year

Date: __\___\___ or:[ |Within 6 months; |:_]6 12 mos.

Source of 1nformat10n: :

[ Imore than 1 year

Date: _ \  \

or: [ IWithin 6 months; D6 12 mos.

Source of information:

[[Jmore than 1 year
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Date: ___\_\ or: [_|Within 6 months; [_]6-12 mos.

[ Jmorethan 1 year

Comment:




Worksheet 7: Oversight/Witnessing

OVERSIGHT/WITNESSING (1): Elevating Oversight

Description: The leadership ensures oversight accountability by watching and elevating the
visibility of every event 24 hours a day/7 days per week by -assigning specific duties and
responsibilities to multiple levels of staff including: 1) On-call observer competent in S/R
policies and procedures and familiar with daily operations; 2) On-call supervisor; and 3) Senior
staff responding to event.

0.1 Oversight: Elevating Oversight
During the measurement month the following occurred (check if yes)

Source of information:

Date: _ _\ \ or: [_|Within 6 months; D6—12 mos. |:|m0re than 1 year

Source bf mfoﬁnatlon
Date:__ \\__ or:[ |Within 6 months; [ ]6-12 mos. [ _Jmore than 1 year

Source of 1nformat1on

Date: _ \  \__ or: DWﬂhm 6 months l:l6 12 mos. |:|more than 1 year

e e e L

exgeuyve on call

'Recommehded scurce of 1nformat1on _
Source used (if other than recommended):
Date: \-_\____or:[_|Within 6 months; [ ]6-12 mos. [ |more than 1 year

Comment:




The Involvement and Satisfaction Questionnaire

The Involvement and Satisfaction Questionnaire is a survey consisting of 10 items: 9 fixed
alternative items and one open-ended comments item relating to perceived involvement and
satisfaction with the consensus-building and planning process. The possible responses are on
a five point Likert scale with values from 1 through 5 (‘Never', 'Seldom', 'Sometimes’,
'Usually' and 'Always"). Thus, higher scores indicate a higher level of percelved satisfaction
and involvement.

The key issues addressed by this survey are: whether committee members felt involved in the
process, did they have key information to make decisions, and were they satisfied with the
team’s process. To answer these questions one Overall scale and two subscales are derived
from responses to the survey. The first subscale measures the respondents' perceived Level of
Involvement in the planning process and committee meeting structure. The second subscale,
Access to Key Information, measures participants' reported understanding of the model and
ability to access the materials necessary to make informed decisions in the planning process.

Responses to the fixed alternative questions are entered directly into a computer database for
analysis. The ratings for each item are regrouped according to whether they are positive or
not. '

The Overall scale, measuring involvement and satisfaction with the consensus building and
_planning process, is based on the responses to all 9 items on the survey. For a rating to be
included, at least five of these questions have to be answered. The internal consistency of this
scale, as measured by average inter-item correlation (Cronbach’s Alpha) is .7994.

The second scale, which measured the Level of Involvement in the committee planning
process in Vermont, is derived from responses to five fixed alternative questions:

1. Our team works well together.
2. Meetings are scheduled at a convenient time and place and I am able to attend.

3. When I'am NOT able to attend a meeting I feel my ideas and opinions are well
represented and shared with other team members.

4. In general, I feel that my opinions and ideas are asked for and considered important in the
Integrated Treatment planning process. :

6. My questions get answered and I am gettmg the information I need to participate in this
- planning process.

For a rating to be included, at least three of these questions have to be answered. The internal
consistency of this scale, as measured by average inter-item correlation (Cronbach’s Alpha) is:
5464 - '



" The third composite measure, Access to Information, is derived from responses to three fixed
alternative questions. The Items that contribute to this scale include:

5. Ifeel as though I have a good understanding of the Integrated Treatment Model.

6. My questions get answered and I am getting the information I need to participate in this
planning process.

8. Ifeel that the team has a handle on the local issues and potential barriers related to
adopting integrated treatment practices statewide.

For a rating to be included, at least two of these questions have to be answered. The internal
consistency of this scale, as measured by average inter-item correlation (Cronbach’s Alpha) is:
.6737.



Appendix 3: Sample Consent Forms

To Be Developed



Appendix 4: Letter to the SSA (if applicable; see Section IV-4 of this document)

N/A



Appendix 5: Letter from the State or county indicating that the proposed project addresses a
State-identified priority. :



< VERMONT

Department of Health Apency of Hunan Services
Diviston of Mental Health iphope}  802-652-2000

108 Cherry Swreet, PO Box 70. Tfax] 802-452-2005

Burlington, VT 05402-0070C Tyl BO0-253-0421

Realthrermont.gov

May 10, 2007

Crystal Saunders; Director of Grant Review

Office of Program Services

Substance Abuse and Mental Health Services Administration
Room 3-1044

1 Choke Cherry Road,

Rockville, MI> 20857

Pear Ms. Saunders

This letter is sent ag notice indicating interest by the Vermont Department of Health (VDH]),
Division of Mental Health, in pursuing the SAMHSA grant application # SM-07-005 to reduce
the use of seclusion and restraint at two locations providing inpstient psychiatric care. The
decigion to apply for this funding is based on the internal assessment by YDH that the next step
of improvement for.care at both the Vermont State Hospital, our single state oporated mental
health facility, and The Retreat Healthcare, a private psychiatric facility for children and adults,
is to focus on this important are of care,

The Vermont State Hospital (V8H) and The Retreat Healthcare (RHC) ave the primary providers
of involuntary care for Vermonters, and thus are faced regularly with decisions of if or when to
use sechision and restraint as a method of control when coping with threatening or dangerous
behavior. Both facilities have recognized that the occurrences of these beliaviors are ant
unpredictable phenomena. Rather, these events have precursors, which, when recognized, offer
opportunities for intervention previous to an outcome of restraint and/or seclusion. Both also
recognize that such events are tratma inducing episodes that have a negative impact on patient
trust of a provider, and can create new issues of loss of personal control, fear ofharm, and
embarrassment for both the patient being secluded or restrained as well as patients who observe
such interventions.

In the past few years, VSH has struggled through periods of care compromises which resulted in
increased use of emergency procedures, loss of certification on two occasions by the Center for’
Medicaid/Medicare Services and most challenging, the death of two patients, At this time VSH
has been able to bring its rate of seclusion and restraint down to a range comparable to national
averages. However, the State has yet to regain the momentum of working with consumer
advocacy pariners in the effort that existed as late as 2004, At that time, VSH and VDH



leadership had committed to a reduction, and were actively working with Vermont Protection
and Advocacy (VP&A) and other advocates and consumers on a plan to do so. However, the
events mentioned above occurred, and in the ensuing time period momentum was lost, Retreat
Healtheare has not experienced the extreme challenges of VSH, but has had management
changes which have slowed some important strides toward the reduction of seclusion and
restraint. Similar to VSH, the RHC had also committed to change and had worked with VP&A
toward a reduction of sechusion and restraint, but subsequent changes in leadership at that
hospital had an impact on the momentnm there as well. '

Thus, as both entities have now stabilized under new leadership, the recognition of the need to
continue in the direction that was set out previous to these difficulties has concretized.
Vermont's commitment to recovery and self~directed care has now also gained a significant third
area of concern in the area of trauma informed care, which requires a new look at the use of
coercion and restraint within the system of care. Historically this commitment has been made
via legislative and policy initiatives. These arc reflected in two primary examples.

The first example is the commitment to addressing coercion in the system of care. As Former
Commissioner Copeland stated in a 1999 policy paper (Vermont’s Vision Of A Public System
For Developmental And Mental Health Services Without Coercion, October 1999) regarding the
position of the then Department of Developmental and Mental Health Services,

“...we must measure the success of DDMHS’s systems of care by improvements in the
wellbeing of our citizens. DDMHS believes that the various forms of coercion are
powerful negative forces working against us as we strive to assist citizens to enhance the
guality of their lives,.,Put another way, we do not believe that we can achieve the highest
quality of care and supports without paying close attention to the presence of coercion in
its various forms in our system of care.”™

. .
The paper goes on to describe a range of coercive practices, factors that may lead to coercion and
ideas related to its elimination. These ideas included self-directed care, recovery education for
providers, best use of informal alternatives and the use of natural supposts

The second example is that of commitment by the state of Vermont to reduce involuntary
procedures as an aspect of care. In 1997 the Vermont Legislature added a subsection on
legiglative intent in Titlel8 of the Judicial Proceeding Chapter 181, This states, “{ ¢ ) It is the
policy of the general assembly to work towards a mental health system that does not require
coercion or the use of involuntary medication.”

Vermont’s system of care has not been able to maximize the strong suppert of governmental
leadership and solidly establish a system without ecoercion as stated by the former commissioner.
In fact, we have struggled to respond to demands made by VP&A and other advocates and
consumers to make a strong and solid commitment to this effort, This struggle is evident in the
attached letters of support by the VP&A Director, the Vermont - NAMI Director and Rep. Anne
Donahue. There are clearly some differing perspectives on the work that VSH and VDH have
done in this area in the past four years, If is important to acknowledge, as T believe we do in this
application, that the efforts in this area have been insufficient to address the need for establishing
new expectations of care and articolating appropriate interactions of staff with patients when
collaboration has failed to be established. We offer these letters in our applcation to be clear
and honest about the need for change, and to validate the views of the advocacy community.



At this time, howevm the system iz re&dy for this culture change, and will make maximum use
of the SAMHSA funds to achieve this goal. The Governor, the Secretary of the Agency of
Human Services and the Commissioner of Health have committed to fund and support
improvements to the system of care for inpatient psychiatry. This is exhibited not only by

-increased funding for inpatient and community mental health services during each of the past
three vears, but also by the support of new residential alternatives such as the recently opened
Second Spring program. This program is moving selected VSH patients out of the hospital and
into an intensive level of residential care in a community setting, This residential alternative s
trauma-informed, consumer centered, and works in partnership with Vermont Psychiatric
Survivors to reinforce the principles of recovery based programming.

Since 1999 the Agency of Human Services and VDI have required that all ten mental hesalth
service agencies have at least 51% consumer/family representation on their corporate boards.
The Agency has supported the creation of 11 constaner advisory groups for adult mental health,
one at each of the ten service agencies, and one for statewide issues. In addition, since 2004 the
Vermont State Hospital Futures Advisory Committee, a consumer/family/advocatefprovider
advisory group, has initfated planning in tandem with VDH to develop new replacement services
for VSH, an ipstitution with residential units in buildings of between 70 and 115 years old, This
group has worked to create not only a preferred plan for a new hospital, but has also spawned
three new conmmumty programs that now exist. In addition, the group has planned for 2 — 4 other
services that will further create community-based treatment options for persons af risk of
hospitalization.

It is with this level of commitntent that VDH’s Division of Mental Health applies for this
funding opportunity. We believe that our work in restructuring VSH and our partnership with
the Retreat are of the nature that will make this project highty successfal because # affords an’
opportunity for Vermont to make a significant move ahead in the area of highest quality patient
care, We firmly believe our system to be in a state of evolution that can support and make very
effective use of this funding opportunity.

Sincerely,.

Michael Heztiman, MEW

Deputy Commissioner for Mental Health

Vermont Department of Health -
Division of Mental Health



Organizational Chart for Vermont State Hospital (VSH) Alternatives to Seclusion/Restraint
Coordinator

Michael Hartman, MSW
Commissioner, Vermont
Dept. of Mental Health

Terry Rowe, MSW VSH Alternatives to
Director,Vermont || o Seclusion/Restraint
State Hospital Coordinator

The VSH Alternatives to Seclusion/Restraint Coordinator will be supervised by Michael
Hartman, Commissioner of the Department of Mental Health, but the position will be based at
the Vermont State Hospital, and so the position will also work closely with the director of VSH.
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