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PROCEEDTINGS

MAJORITY CHAIRMAN DiGIROLAMO: Welcome to
Harrisburg, and I certainly thank you all for being here
today.

I'd like to call the meeting of the Human
Services Committee to order, and for our first order of
business, I ask everyone to stand for the Pledge of

Allegiance to the flag.

(The Pledge of Allegiance was recited.)

MAJORITY CHAIRMAN DiGIROLAMO: Okay. I thought
maybe to begin with I would go around the room and let the
Members just say hello and let you know where they come
from.

Representative Mentzer, if you want to start out.

REPRESENTATIVE MENTZER: I'm Steve Mentzer. I'm
from the 97 District, which is Lancaster County and
southern York City.

REPRESENTATIVE HARRIS: Adam Harris. I'm new to
the Committee. I represent Juniata, Mifflin, and Snyder
Counties.

REPRESENTATIVE HACKETT: Good morning.

Joe Hackett, Delaware County, the 161°" District.
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REPRESENTATIVE TOEPEL: Good morning. I'm new to
the Committee as well.

Marcy Toepel from the 147" District, Montgomery
County.

MAJORITY CHAIRMAN DiGIROLAMO: I'm
Gene DiGirolamo, Chairman of the Committee from Bucks
County.

REPRESENTATIVE MURT: Tom Murt, Montgomery County
and Philadelphia County.

REPRESENTATIVE DeLISSIO: Pam Delissio, the 194t%
representing parts of Philadelphia and Montgomery Counties.

REPRESENTATIVE KORTZ: Good morning, everyone.

My name is Bill Kortz. I’'m from Allegheny

8" District.

County. I represent the 3
REPRESENTATIVE KINSEY: Good morning.
My name is Stephen Kinsey. I represent
Philadelphia County.

MAJORITY CHAIRMAN DiGIROLAMO: Okay. And I
would also like to announce that the Democratic Chairman,
Representative Angel Cruz from Philadelphia, is not able to
be here today, and in his absence, Representative Delissio
will be the Chairman for the Democratic purposes of today.

I would also like to recognize Melanie Brown, who

is the Executive Director of the Human Services Committee,

and she’s getting a lot of smiles and hi’s. Melanie just
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did a great job of putting this hearing together and does a
great job on behalf of Human Services all the time, and

Pam Huss, who is my Administrative Assistant on the
Committee.

With that, I just want to lay a couple of ground
rules. The cameras are on, SO we are being recorded. So
the testimony today will be recorded, so we are live.

Also, we have a very, very ambitious schedule.
I'm going to ask the Members to defer from asking questions
until after the hearing. I know some of you testify early.
If you have to leave, you know, so be it. But we’d like to
get through, since you traveled a long time, we would like
to get through the testimony first to make sure everybody
has an opportunity to testify before we start asking
questions. So we’re going to leave questions until the end
of the hearing.

And, vyou know, this is a terribly important,
critically important issue, the issue of mental health
around the Commonwealth. And, you know, whether it comes
to legislation or funding, I know those of you who provide
these services around the State struggle with trying to
take care of our most vulnerable citizens.

So I first want to thank everybody that’s going
to testify today. Thank you for the good work that you do

each and every year, each and every day here in




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

Pennsylvania. I mean, this is an illness and a disease
that touches virtually every family in this Commonwealth --
every family.

With that, I would like to turn the meeting over
to the Chairman, or the Co-Chair of the Mental Health
Subcommittee for Human Services, and that is Representative
Tom Murt, and I’'m going to let Tom run the hearing today.
So, Tom, 1if you want to take over and you have an opening
statement, and maybe give Representative Delissio an
opportunity, if she would like, to make an opening
statement also.

REPRESENTATIVE MURT: Thank you, Mr. Chairman.

Good morning, and welcome to our Human Services
Committee hearing on mental health in our Commonwealth.

The tragedy in Newtown, Connecticut, has spurred a great
deal of conversation around mental health issues
nationally. Because we received so many regquests to
discuss the state of mental health in Pennsylvania and ways
to keep our community safe, we decided to call this hearing
to better understand these issues.

Pennsylvania has always been a national and even
a global leader in innovative and evidence-based mental
health services. Unfortunately, over the past few
difficult budget years, human services, including

behavioral health, have suffered cuts to their system.
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Before we propose any policy changes, we wish to
collect as much information as we possibly can and, as
such, have invited a diverse group of speakers to testify
on this issue. We hope this will help us to draft policy
proposals that will be effective in both affording
protection of our citizens in the Commonwealth from gun
violence and in respecting and treating the mental health
needs of our constituents who face mental health
challenges.

We’d like to make clear at the beginning of this
hearing that we are in no way trying to communicate that
people with mental health conditions are more violent than
the general population. We realize that this stigma can
prevent people from seeking treatment, and the statement is
simply not accurate. 1In fact, people with mental health
conditions are more likely to be victims of violence than
perpetrators of violence. People with schizophrenia,
bipolar disorder, or psychosis are two-and-a-half times
more likely to be attacked, raped, or assaulted than the
general population.

Unfortunately, much of the public is unaware of
this. A recent poll by the New England Journal of Medicine
found that 46 percent of respondents said they believe that
those with serious mental illnesses are more dangerous than

others, 71 percent said they wouldn’t want to work closely
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10

with a person with a mental illness, and 67 percent said
they wouldn’t want a neighbor with a mental illness. These
attitudes create barriers to people seeking treatment, and
we want to be sure that we do not perpetuate this harmful
stigma.

We know that when people are able to receive the
necessary supports within their community, our communities
are healthier and safer, and we strive to create a
Commonwealth where this is possible. We’re fortunate to
have a wide and diverse array of speakers with us today to
share their areas of expertise.

As Representative DiGirolamo mentioned, we do
have a lengthy agenda, so we respectfully ask that each
speaker stick with their allotted time interval to allow
time for every testifier. Thank you to all of our speakers
for taking the time to be with us today and to share your
various areas of knowledge and interests.

Thank you.

REPRESENTATIVE DeLISSIO: Thank you,
Representative Murt, for this opportunity and for all of us
to be here today.

Last Thursday, interestingly enough, the
Southeast Delegation convened a roundtable on this issue as
well, on mental health and its interplay with both illegal

and legal gun ownership. I think it’s the goal of all of
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my colleagues in the House to educate ourselves as to what
the nuances are of these discussions in order to come up
with the best public policy.

Personally, I am very intrigued with sort of that
chicken-and-egg discussion. Very often I think treatment
may be prescribed based on what’s covered versus is that
the best treatment that’s out there, that’s documented in
the literature that we know of. So for myself, I’'m hoping
that the information gleaned that will influence public
policy includes whether or not -- what parts of the system
need to be revamped, particularly letting treatment, the
best known and best practices among treatment, drive the
rest of the discussion and not the other way around.

REPRESENTATIVE MURT: Thank you, Representative
Delissio.

At this time, we’d like to call our first
testifier forward: Mr. Dennis Marion, the Deputy Secretary
of the Department of Public Welfare, the Office of Mental
Health and Substance Abuse Services.

Secretary Marion, thank you for being with us
today.

DEPUTY SECRETARY MARION: 1TIt’'s a pleasure to be
with you this morning.

Again, Mr. Chairman, Members of the Committee, it

is an honor to be with you and have this opportunity to
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12

talk with you about this important topic, and my goal today
is to provide you with a brief overview of the consumers we
serve, the resources we use, and the results we strive to
achieve at OMHSAS and within the Department of Public
Welfare.

One in four people in the U.S. experience a
mental illness each year. We as a department are actively
engaged in a focus on prevention, early intervention, and
community-based treatment. We’'re also committed to
reducing stigma and other factors, as you’ve mentioned,
that prevent individuals from seeking help.

We know that people with behavioral health
disorders can and do recover. DPW is committed to ensuring
that individuals served by the mental health and substance
abuse service system will have the opportunity for growth,
recovery, and inclusion in our communities, have access to
culturally competent services and supports of their choice,
and in the end, enjoy a quality of life that includes
family members and friends.

Our guiding principles are simple and direct:
provide quality services and supports that facilitate
recovery for adults, including older adults, and resiliency
for children. There’s an emphasis and a focus on
prevention and early intervention and an assurance of

collaboration with our stakeholders, community agencies,
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and county service systems. OMHSAS underwrites an array of
community-based services that build on natural and
community supports unique to each individual and family.

Regarding our service to youth:

OMHSAS is working to transform the children's
behavioral health system into a system that is family
driven and youth guided. OMHSAS funds services and
supports for over 200,000 youth, comprising an estimated
40 percent of our consumer base. Children's services are
guided by principles which promote child-centeredness,
family-focused, community-based, and culturally-competent
systems. Pennsylvania supports the development of an array
of services, including Multisystemic Therapy, Functional
Family Therapy, and Parent-Child Interaction Therapy.

Pennsylvania also is engaged in the System of
Care Cooperative Agreement. Pennsylvania is in the midst
of implementing a 6-year grant funded by SAMHSA, the
Substance Abuse and Mental Health Services Administration,
to develop a Pennsylvania System of Care Partnership. The
partnership is working to transform the way that
categorical services at the State and county levels serve
youth and families who have complex needs, particularly
those involved with both mental health and child welfare or
juvenile justice systems.

Over the grant period, the partnership will work
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with 15 counties chosen through an application process.
Fach partner county will build a system that includes
something referred to as “High Fidelity Wraparound,” an
evidence-based practice model, to serve at least 25 youth
annually from the population that is the focus of the
grant. The System of Care Partnership will build on other
cross—-system efforts that have been underway for several
vears to both integrate and more effectively serve our
youth.

Serving adults:

We work to address the behavioral health needs of
over 400,000 adult consumers each year in the least
restrictive settings possible. Our services include an
array of evidence-based practices, such as assertive
community treatment, supported employment, plus traditional
treatment models such as case management and outpatient
services. We also work to target the distinctive needs of
veterans, Jjustice-involved individuals, and other
underserved populations.

Serving older adults:

OMHSAS funding reaches an estimated 30,000 older
adults each year. Data suggests, though, that older adults
tend to under-use behavioral health services for many
reasons, 1including stigma, ageism, transportation

challenges, costs, and misconceptions about aging and
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behavioral health.

Many older adults have rooted views that
behavioral health disorders and treatment are shameful,
insignificant, untreatable, and believe that services are
designed for younger populations. OMHSAS collaborates with
the Department of Aging to provide support and involvement
to assure that behavioral health services and supports
recognize and accommodate the unique needs of older adults.
Identified priorities include local collaboration,
advocacy, training, and service development to improve
access to care for older adults.

Funding:

OMHSAS administers over $3.9 billion to support
behavioral health care in Pennsylvania. Examples of our
funding include $2.8 billion for the HealthChoices
Behavioral Health Managed Care Program; over $56 million
for the Behavioral Health Services Initiative, as well as
funds for drug and alcohol Act 152 funding; over $2 million
to go towards the Special Pharmaceutical Benefits Program,
which provides antipsychotic medications to eligible
individuals.

The HealthChoices Behavioral Managed Care
Program, which was built in partnership with our local
county programs and local government, ensures mental health

and drug and alcohol services to eligible Pennsylvanians.
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There are three key goals for the program: one, to assure
greater access to services by unifying service development
and financial resources at the local level closest to the
people served; to improve quality for those services; and
to manage costs.

As of January 1, 2013, 1.8 million people were
enrolled in HealthChoices Behavioral Health. Over its
15-year history, approximately $500 million of the
HealthChoices funding has been reinvested into the
expansion of service options in the community.

Reinvestment has been used for startup funds to develop
services targeted for special populations such as persons
with autism, the Latino population, intellectually disabled
individuals, and persons who are deaf or hard of hearing.

Pennsylvania also has a State hospital system.
Pennsylvania operates six mental health hospitals and one
restoration center. There are currently 1,527 people
served in these centers. With hospital closures and our
shift to community-based services through efforts such as
the Community Hospital Integration Projects Program, CHIPP,
and our commitment to Olmstead, our census has decreased
from 2,928 patients in the year 2000 to the current number.

CHIPP, as I referenced, creates services to
support persons with a long-term history of hospitalization

or other complex needs so that they can live successfully
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in the community. CHIPP funds are used to pay for services
and supports that are not Medicaid eligible such as housing
and nonclinical support services or for services for people
who are not Medicaid eligible through a unified systems
approach. HealthChoices and CHIPP also include funding for
diversionary services for people who may be at risk of
State hospital admission.

The South Mountain Restoration Center provides
licensed skilled nursing and intermediate long-term care
services to 139 older adults with special needs whose needs
cannot be met by their community nursing facilities. The
center was recognized as one of the top State nursing homes
in the country by U.S. News & World Report.

Housing for individuals with behavioral health
disorders is also a critical component of assuring our
commitment to community integration. Fifty-three counties
have made reinvestment resources available as part of the
OMHSAS Permanent Supportive Housing Initiative. The goals
of the initiative are to create affordable housing for
people with disabilities, specifically our OMHSAS/DPW
target populations; to utilize the HealthChoices
reinvestment funds; CHIPPS or base funding to access and
leverage mainstream housing resources; and to create
partnerships with State and local housing and community

development entities.
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Pennsylvania is considered a national leader in
recovery. Our spending exceeds $3.9 billion in State and
Federal tax dollars to support positive behavioral health.
DPW and OMHSAS oversees the provision of behavioral health
services throughout the Commonwealth and is responsible for
administering the Federal Mental Health Services Rlock
Grant funds and other State appropriations to the local
community mental health programs.

Moving to a different and new piece for this
year: Mental Health Matters.

To build public awareness of Pennsylvania's
extensive commitment to behavioral health services and to
educate all Pennsylvanians about the stigma and signs and
the symptoms of mental illness, OMHSAS is kicking off a new
initiative called Mental Health Matters. A core component
of Mental Health Matters is to partner with local counties
and communities to support education about mental health
while encouraging all community members to get involved by
becoming educated.

Families and communities are the front line of
defense, and through a gatekeeper approach, we can promote
early detection and interventions for loved ones, family
members, friends, and fellow citizens. Studies show that
most people with mental illness become well and many

completely recover, but first, they must seek help.




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

19

Reaching out to veterans:

Pennsylvania has 1.1 million veterans, which is
the fourth largest veteran population in the country. We
rank second in suicide among veterans. We must strengthen
the full continuum of care for behavioral health services
offered to service members, veterans, and their families.
Through a collaborative partnership, we are working to
promote a system of support that better informs service men
and women and their families of services and resources that
ensure targeted training on military culture and behavioral
health issues, including suicide prevention.

Planning and collaboration is my final point here
this morning:

Of important note is our Mental Health Planning
Council that is comprised of three committees: older
adults, the adult population at large, and children. The
membership includes individuals representing the interests
of family members, persons in recovery from substance abuse
disorders, and transition youth as well. The council is
charged with advising our office on the implementation of
services and policies that support recovery and resiliency
for individuals in the Commonwealth's behavioral health
system.

In conclusion, I join my colleagues,

stakeholders, individuals in recovery, family members, in
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strengthening our system through a person-centered approach
to ensure that together, we recognize that every individual
served 1n our system has the ability and right to live in
our communities through a supported approach, and I do
thank you for the opportunity to speak with you this
morning.

REPRESENTATIVE MURT: Thank you, Secretary
Marion. I appreciate you being here today.

Our second testifier is Dr. Arthur Evans, the
Commissioner of the Department of Behavioral Health and
Intellectual disAbility Services from the city of
Philadelphia.

Good morning, Dr. Evans, and thank you for being
with us today.

DR. EVANS: Good morning, Chairman DiGirolamo;
Chairman Angel Cruz; in his absence, Representative Murt;
all of the guests and friends here. I’'m Dr. Arthur C.
Evans, Commissioner for the Philadelphia Department of
Behavioral Health and Intellectual disAbility Services.

Rather than reading testimony which you have
before you, I thought the best use of my time would be to
just simply talk to you about my experiences as
Commissioner for the Department of Rehavioral Health and
Intellectual disAbility Services. It is one of the largest

behavioral health systems in the country, and I think this
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issue is really welcomed by me and my colleagues around the
country as we have tried to have a national discussion
about mental health and its impact on the community.

The first thing that I want to say is that I
think it’s really important for the public to know where we
stand today in terms of our treatment of people with
serious mental illness. As you Jjust heard, 25 percent of
the population will experience a mental health problem in
the course of a year. Most of those people have milder
forms of mental illness, but some of them have very
significant kinds of mental illnesses like schizophrenia
and bipolar illness.

The reality is that the public’s perception is
that those individuals are not going to get well, and as
you just heard from the Deputy Secretary, most people with
serious mental illness actually will recover. What the
research says is that for people with even schizophrenia,
bipolar illness, about a third, over time -- and these are
longitudinal studies that have shown this -- will be
asymptomatic after a significant period of time. Another
third will be symptomatic. That means they’ 1l have some
residual symptoms, but they will be functioning pretty
well. There are only about a third of the people with
those very serious mental illnesses that we haven’t figured

out a technology and developed the treatments that have
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been really effective at helping them to fully recover, but
we continue to work on that. I think that’'s very
important, because the public has to understand that the
country’s mental health system is effective at treating,
again, the majority of people if people have the right
resources, 1f people have the right services and supports
to help them.

That brings me to another issue which I think is
really important. What we know and what systems in
Philadelphia, our system in Philadelphia and systems around
the country have begun to do is to transform around the
idea that our goal should be to help people to recover.
Most of our systems have been set up to, quote, “maintain”
people, to “stabilize” people, but not really to focus on
the idea of long-term recovery, and let me give you an
example.

I talked to a woman who had an adult son who
lived in her basement, watched TV all day, smoked
cigarettes, drank coffee, and that was his life. He had
been discharged from a State hospital. 1In our traditional
system, he would be considered a success. What she said
was, he wants more for his life and I want more for his
life. What she said was and what I think is important is
that our system would consider him a success because he’s

not in a State hospital, he’s not in jail, he’s not
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bothering anyone, he’s in a home, he has stable housing,
but that’s not what he wanted, that’s not what his parents
wanted, that’s not what we would want i1f we were in that
situation.

So the goal of a recovery-oriented system of care
really is, how do we help people have the kind of life that
they want to have in the community? And systems around the
country, all of the States have adopted this as a framework
for how they want to operate their systems, and systems are
struggling to try to figure out what that actually means.
But we’ve had a lot of success in Pennsylvania, 1in
Philadelphia, and other places around the country.

One of the most important things that we found is
that by incorporating people with lived experience, peer
specialists who can model and be an inspiration for other
people, that that has had a tremendous impact on people’s
belief that they can actually recover, that they can see
someone else who has the illness that they have who has
recovered. So in Philadelphia we’ve trained over 580
people who have had schizophrenia, who have had other kinds
of behavioral health conditions, to work in our system, and
it has had a tremendous impact on people moving from that
“maintenance” kind of state that I talked about to really
engaging in life, engaging in the community, giving back to

the community.
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And I think the policy implication of that is
that we need, as behavioral health systems, to have the
kind of funding flexibility that allows us to support and
pay for those services that people need beyond treatment.
Ninety-seven percent of my budget is dedicated to
treatment. Treatment is only one aspect, and like I said,
the gentleman who was living in the basement had good
treatment, but he didn’t have the other kinds of supports
that he needed to be successful in life. That’s what we
need, because when we know that people are engaged in life,
have jobs, who are engaged in the community, it actually
reduces recidivism. It actually has implications and
impact on treatment outcomes.

So you hear the term “recovery” a lot and you may
not really understand what that means, but it’s really
important to understand, number one, that it’s possible,
and number two, with the right kinds of policies, that we
can actually help more people to recover and have that kind
of life that any of us would want.

Given the recent events around Sandy Hook, I
wanted to mention another really important policy issue
that is related to this issue of people who, in the
public’s mind, are mentally ill and who are violent and
talk about what I see as sort of the crux of the problem.

I recently wrote an op-ed that was published in
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the Philadelphia Inquirer. It was entitled the “Great Gray

144

Area,” and 1t in what I tried to argue, and I did argue, 1is
that the issue for mental health systems is that we have
systems that are designed to treat people after they are
ill. So for people who recognize that they’re i1l and
voluntarily go into treatment, we, as I said, can be pretty
successful in helping to treat them. For people who are at
a point where they are a danger to themselves or a danger
to other people, we have laws that allow us to
involuntarily commit those people and get the help that
they want.

The challenge for systems is people who fall in
this gray area: people who are what we would call at high
clinical risk. That is, they’re beginning to have
symptoms, but they don’t reach that threshold for
dangerousness nor do they have the insight that they need
help. Those are the folks that often get into difficulty,
and often what you hear in the aftermath of situations like
Newtown is that we knew something was wrong but we didn’t
really know what to do; we didn’t know how to access help.
That is a huge challenge for systems, and what I believe
and I think my colleagues around the country believe is
that we have to have more of our resources that are
dedicated to early intervention, to prevention, to

education. If 97 percent of my budget is in treatment,
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that’s after the fact. Three percent is for those kinds of
things that allow us to create services that can do
outreach into the community, that can help prevent mental
illness, early intervention kinds of programs, and programs
that can help educate the public about how to intervene, so
if you are a family member, you know what to do.

One of the most successful programs, and you
heard this in the President’s recommendations about what
needed to happen in the aftermath of Sandy Hook, is
something called Mental Health First Aid. We have a huge
initiative in Philadelphia where people learn how to
recognize signs and symptoms of mental illness, learn how
to support people and how to connect people to treatment.
We think it’s a very important resource, a very important
kind of program, because it’s the kind of thing that I
think will help the community to really know how to deal
with those issues.

The last thing that I’'11l mention is that
health-care reform, we believe, is a very positive thing
for people with mental illness. For one thing, the
Medicaid expansion would allow more people to have
coverage. We think that that’s essential. Right now you
have a system that is a bifurcated system. If you have an
entitlement like Medicaid, you have access to all of the

services that you need. 1If you are uninsured, you don’t
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have access to those services or you have much more
limited, and those are the services, frankly, that have
been cut over the last several years. The grant dollars,
the State-only dollars, that’s where systems around the
country, $2 billion over the last several years during the
economic downturn, have been taken out of the country’s
mental health system. Those were those State-only dollars
that allow States to provide services to the uninsured and
to provide those kinds of flexible services that I
mentioned.

So there are two reasons why I believe Medicaid
expansion 1s really important. Number one is, it covers
people who don’t have insurance and allows them to have
access to treatment, but the other thing that is really
important is that as States expand Medicaid, it frees up
their State-only dollars for those recovery support
services that I was talking about. It frees up dollars for
those early intervention programs that I was talking about.
And what I would really urge this Committee to think about
is as Medicaid expansion goes forward -- and I'm hopeful
that it will happen in Pennsylvania as 1t is happening
around the country —-- that those dollars are protected and
that counties around the country, around the State, have
the ability to use those resources for the kinds of

flexible services that we need.




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

28

I said that was the last point. I do have one
other point that I think is really important. Pennsylvania
has the best, I believe and many people believe, behavioral
health program in the country. The HealthChoices Program
that gives the counties the behavioral health dollars and
allows county governments to manage the behavioral health
benefit is really a national model. People look to
Pennsylvania on this issue because it is the best, again,
widely considered the best behavioral health carveout in
the country.

It is a very important policy decision that the
Legislature has made, and I’11 just give you one quick
example. Because we’ve used managed-care principles and we
are a government that has an incentive to make sure that
people have services and not to drive the bottom line, we
have over the last 5 years, since 2008 to 2011, we actually
spent less money in 2011 than we spent in 2008, and we’re
serving more people. We are providing a broader range of
services. Because our incentive was to take those
reinvestment dollars that the Deputy Secretary talked about
and invest them in things like evidence-based practices,
trauma treatments, those kinds of things, we’ve been able
to drive down recidivism, which has freed up dollars for us
to serve more people with less resources. So that I don’t

believe would have happened in a privatized system. And
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the county governments across the State, I am quite sure if
you ask those governments about how this program has helped
them to make sure that their child welfare services, their
criminal justice services are getting the kind of support
that they need in order to accomplish their work, I think
that they would tell you that.

So I thank you for your time. I appreciate very
much the opportunity to talk with you, and I hope my
comments have been helpful.

REPRESENTATIVE MURT: Thank you, Dr. Evans. I
appreciate your testimony.

Our next testifier is Christine Flowers.
Christine, thank you for being with us today.

MS. FLOWERS: Good morning.

Thank you, Chairman DiGirolamo and Chairman Murt
and Members of the Committee. I very much appreciate the
invitation to speak to you today and also to have the
opportunity to listen to the other honored speakers. My
comments will be relatively brief.

A hearing like this has particular relevance in
the wake of some highly publicized tragedies that our
country has experienced over the past several months. We
gather here under the immediate shadow of Newtown, but the
names of other towns and the faces of other victims are

before us. From a courageous Congresswoman in Arizona, to
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moviegoers in Colorado, to subway commuters in New York,
innocent people have lost their lives, in part because some
sick and troubled individuals have been left untreated,
homeless, and were either able to obtain firearms, other
weapons, or simply employ their own untreated delusions to
hurt them.

Others here will talk about the need for expanded
medical resources and social resources to address the
concerns of the mentally ill, and that is as it should be.
I will leave to them, the experts, the discussion and
debate about what is necessary and appropriate to improve
our mental health system from a therapeutic standpoint. My
comments will be limited to how we can diminish the
probability that the afflicted will pose a threat to the
well-being of the general public.

In the wake of the massacre in Newtown, I
published a column in the Philadelphia Daily News in which
I wrote the following:

"Assault weapons should be banned; no private
citizen needs to keep a military-style arsenal in his home,
regardless of how people will tell you that bans are
ineffective. The mentally suspect should not be roaming
the streets simply because we don't want to infringe on
their ACLU-fabricated right to pose a public danger. The

homeless man who attacked me last month should have been in
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either a hospital bed or a jail cell, not loitering at
Broad and Walnut” in Philadelphia.

Those words pleased no one, as I anticipated.
Second Amendment activists were unpersuaded by my calls for
a ban on any particular weapon, and civil libertarians,
including the spokeswoman for our local chapter of the ACLU
who reached out to me in an e-mail to scold me for unfairly
characterizing the work of that group, viewed this as much
of a “rights” issue as their opponents in the pro-Second
Amendment lobby.

I believe that I fall in that vast middle ground
between both extremes, along with millions of other
Pennsylvanians. We respect the Second Amendment. We
understand that it is an individual right under Heller, but
we are unwilling to view it in a vacuum that fails to
factor in social considerations such as the effect straw
purchases have on the communities like those in
Philadelphia that are already wracked by violence.

On the other hand, and as referenced by Dr. Evans
in his previous remarks, we do not think it should be as
difficult as it currently is to involuntarily commit
someone who demonstrates a propensity for violence,
especially when our laws as currently constituted
essentially require that individual to first commit the

violence we are seeking to prevent before we can even find
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him or her sufficiently dangerous under the statutory
standard.

As an attorney with some grounding in
constitutional law and more specifically in the area of
privacy rights, I am cognizant of that extremely narrow
line between liberty and safety. We must be extremely
careful not to revert to a previous dark and uninformed
time when mental illness was not treated as an organic
disease but rather as a moral spiritual failing. Our laws
have been developed over the past 40-some years in
Pennsylvania to emphasize the therapeutic over the
punitive. That is as 1t should be.

Nonetheless, as I noted in my article in the
Daily News, the pendulum seems to have swung too far in the
opposite direction where we are now hesitant to take any
remedial or preemptive action unless it’s absolutely clear
that the subject poses a direct threat to himself or
others. Under Section 302 of the Mental Health Code, the
prerequisite for involuntary commitment is, quote, “severe
mental disability based upon clear and present danger to
self or others. Overt behaviors or threats with acts to
further the threats occurring within 30 days.”

“Clear and present danger” means obvious and
immediate. Unfortunately, that standard, which is

deceptively simple when written in a statute, is extremely
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difficult to implement in real life, particularly when
there is a reluctance to deprive someone of his or her
liberty interest. 1In the case of In re Chiumento, our
Superior Court held that, quote, “It is well settled PA law
that involuntary civil commitment of mentally 111 persons
constitutes deprivation of liberty and may only be
accomplished in accordance with due process requirements.”
That is, of course, as it should be as well. No one wants
us to revert to a time when people could be committed
without legitimate cause or where the commitment process
could be manipulated by those who had something other than
a good-faith interest in obtaining treatment for the
afflicted.

The law, dating back to 1976, was enacted in part
to prevent family members from being able to have their
relatives committed to mental institutions when this could
result in a financial windfall or other gain for that
family member. But we cannot at the same time lose sight
of the fact that requiring such a high standard as “clear
and convincing danger” to oneself or others and imposing a
preponderance of the evidence burden on such a finding can
expose innocent people to unnecessary dangers as we have
seen in Arizona, 1in Colorado, in Connecticut, in New York,
and even in Pennsylvania where in 2007 a troubled young man

fatally stabbed his twin 1ll-year-old stepbrothers, even
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though the family had sought help from Western Psychiatric
Institute the day before. Because that 18-year-old was not
considered a “clear and present danger,” the family was
told to simply watch and observe him, with obvious tragic
results.

It is thus with the greatest respect that I ask
you in your deliberations to please consider the rights of
all Pennsylvanians when attempting to craft measures to
address the mentally ill.

Thank you very much for your time.

REPRESENTATIVE MURT: Thank you, Christine, for
your testimony.

I'’d like to ask District Attorney Seth Williams
from the city of Philadelphia to please come forward.
District Attorney Williams, thank you for being with us
today.

MR. WILLIAMS: Thank you very much.

Good morning, Mr. Chairman, Members of the House
Human Services Committee.

As Representative Murt just stated, my name is
Seth Williams, and I have the honor and distinction of
serving the citizens of Philadelphia as the District
Attorney. I sincerely appreciate the opportunity to speak
with you this morning about such a very important public

health and public safety issue.
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I first want to just start by saying -- I’'d ask,
of course, 1f you could accept my written testimony into
your records. I won’t read through all of it. I learned
from a previous boss of mine, I'11 keep my comments as
brief as possible no matter how long it takes me.

But in all sincerity, you’ve heard from
Mr. Marion; you’ve heard from Dr. Evans. They’re experts
in this area. I am not an expert. I, unfortunately -- I'm
an expert when we do not have accessible behavioral health
and accessible mental health services. I'm an expert in
what happens when we don’t have those services, because we
see that every day. Unfortunately, as you heard from
Ms. Flowers, we see that every day on the streets of the
city of Philadelphia.

The need to address mental health issues was
critical before the tragedy at Sandy Hook and remains
critical now. Unfortunately, Sandy Hook demonstrated to
many people what can happen when those with significant
mental health issues are not adequately treated. The
bottom line is that we need to make mental health and
behavioral health treatment as accessible as handguns.

I am from Philadelphia, and in Philadelphia, as
you know, we have a significant problem related to gun
violence. More than 300 people per year are shot and

killed. 1In 2012 we had 334 homicides; 85 percent of them
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were committed with handguns. We have an additional 1,200
to 1,400 people every year that are shot, but thankfully
survive.

There is an unfortunate nexus between mental
health issues and gun violence. That is why I am
incredibly pleased that our State Police have begun to send
Pennsylvania's mental health records to the Federal Bureau
of Investigation to be submitted to the NICS system. I
also hope that there is bipartisan legislation in
Washington to require universal background checks and the
sharing of that information to all 50 States.

I hope that we can work together to identify
other ways of keeping firearms out of the hands of
individuals with serious mental illness. Doing so will
save lives. But there is much more to talk about. I
fervently believe that public safety is improved if we are
smart on crime, and being smart on crime includes finding
ways of reducing recidivism. Incarceration is a key
component, but it is not the exclusive means of achieving
this goal. Appropriate diversion, better treatment, and
linking offenders to the services that they need when they
are released will make Pennsylvania safer.

Mr. Chairman, you along with my friend and former
colleague Gary Tennis have led the efforts to make robust,

effective drug and alcohol treatment a reality in
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Pennsylvania, and I simply want to thank you. We must now
re-double our efforts and provide the same intense
dedication and focus on our mental health system.

I do not want to leave here today and leave this
hearing with people fearing those with mental illness
issues. The vast majority of individuals with serious
mental illness are nonviolent and do not pose a threat to
society. Millions of Americans are afflicted with serious
mental illness. The American population, I have been told,
about 1 out of every 17 Americans suffers from a severe
mental illness. These people are particularly vulnerable
and in need of our protection, as they are often the
victims of crimes. We must remain mindful of these facts
when crafting policy.

But the reality also is that we have to make,
again, we have to make mental health and behavioral health
accessible to the public. I believe in the eighties these
treatment facilities that were more community based were
more accessible to the public, but in the eighties, a lot
of that funding went away.

But we don’t just spend less money now on mental
health, it’s where do we spend the money? Do we spend it
on the front end or are we spending it on the back end?
And I’ve been led to believe, maybe just anecdotally, that

the number-one provider of mental health and behavioral




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

38

health treatment in the United States is the Los Angeles
County prison system. The number two is the New York City
prison system. Number three is the Cook County, Illinois,
prison system, home of Chicago. And I'm very sure if you
were to speak with Secretary Wetzel that the corrections
system in Pennsylvania is the largest provider for mental
health and behavioral health treatment, which I think is
absurd. We need to be providing services on the front end
as opposed to waiting for these individuals with health
issues to act out and for us then to incarcerate them to
provide these services.

There 1s, however, a direct correlation between
unrelated serious mental illness and increased risk of
violence -- I mean, untreated serious mental illness and
increased risk of violence. A review of 22 studies
published between 1990 and 2004 concluded that major mental
disorders are associated with higher risk for personal
violence and can account for between 5 and 15 percent of
community violence and between 5 and 10 percent of
homicides in the United States.

The MacArthur Foundation went on and found that
individuals with serious mental illness committed twice as
many acts of violence when they did not receive treatment
as they did after being hospitalized. This same study

showed a 50-percent reduction in rate of violence among
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those treated for their illness.

The prevalence of co-occurring substance abuse
and mental health disorders presents an additional
challenge for public officials. A co-occurring disorder is
when an individual has both a mental health disorder and a
substance abuse disorder. About 4 million Americans have
co-occurring disorders and about half receive no treatment
for either issue.

In Philadelphia, our statistics estimate that
16 percent of the prison population is mentally ill.
Seven thousand of our 85,000 total criminal cases in
Philadelphia are referred for potential mental health
issues. As a result, we have taken steps to address
offenders with mental health and behavioral health issues.
Again, I do not pretend to have all the answers, but I do
believe it is our duty to think critically about the
research and the empirical evidence that is necessary in
order to develop reasonable solutions.

We should continue our emphasis on Mental Health
Courts. I am an avid proponent of specialty courts. These
courts target specific groups of offenders who have unique
needs and develop Jjudicially supervised, community-based
treatment plans aimed to keeping participants from
reoffending.

Philadelphia's Mental Health Court is one such
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program. Serious mental health problems who have an open
criminal case related to their mental health issue are
given such help. Any such offender is eligible for the
program, provided that there is a case that can be fairly
and properly resolved with a county sentence. Eligible
offenders are offered plea deals to a negotiated sentence
with the caveat that they must participate and abide by the
conditions of the Mental Health Court. Once in the
program, a team of individuals works with the offenders and
their families to gradually reintegrate these offenders
back into society.

This reintegration is vitally important. We know
from experience that transitioning from incarceration or
hospitalization back to independent living is precarious.
These offenders need a support network to ensure that they
do not ultimately reoffend and end up back in the criminal
justice system. To that end, participants are assigned a
caseworker who monitors their progress, sometimes visiting
them multiple times a day to ensure they have treatment,
housing, medication, and community support.

I also believe this type of reintegration ought
to be provided to mentally ill offenders who are under
State supervision. Currently, Mental Health Court is
limited to relatively low-level offenders. The program

cannot be expanded to include offenders whose cases entail
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a State sentence, because the county court loses
jurisdiction over those offenders once they receive a State
sentence.

During his budget testimony, Secretary Wetzel
sald that he was going to work on improving how the
Department of Corrections addresses mental health issues.
I have tremendous confidence in Secretary Wetzel, and I
expect that any work he and his staff do to address these
issues will have a positive, a very positive impact.

I hope that mentally ill offenders have a good
transition and good transitional plans and are
appropriately reintegrated into the community. It is
critical that housing be secured and that the offenders be
given access to a caseworker, community-based programs,
resources, treatment, and medication, because without any
or all of those elements coming together, we are merely
setting the individual up for failure.

We must also discuss options for the mentally
i1l offender who cannot be safely reintegrated into the
community. Currently, the only options for such an
offender are long-term incarceration or hospitalization.
With only six State mental health hospitals, it is not
uncommon for offenders to spend long periods of time on a
walting list, only to reach their maximum incarceration

date and be released prior to receiving any mental health
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treatment, and without treatment, this scenario only
repeats itself.

We must develop residential treatment options for
these individuals that are separate and apart from the
State mental health hospitals. To be sure, this proposal
is one that will require considerable financial investment,
and that's a real challenge in these times of scarce
economic resources. While requiring funds upfront, it is
one that will return the investment many times over.

Now, vyou’ve already heard testimony from
Dr. Evans and Ms. Flowers that will be much more eloguent
than mine when they were discussing Section 302 and
involuntary commitments. Well, I just want to emphasize
that again. We need to discuss the standard for
involuntary commitments of individuals with a mental health
illness who do not voluntarily seek treatment. This issue
is controversial. I believe there are individuals who
should be eligible for involuntary commitment who do not
meet the existing standards.

The existing standard does not allow for
consideration of other relevant factors such as a prior
history of violence or harm, treatment history, and whether
the individual is currently complying with treatment
options. On the other hand, resources are scarce, and

involuntarily committing more individuals may only dilute
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the scarce resources and limited facilities that currently
exist, but we need to discuss this issue and look to other
States for best practices.

So on a very personal note, a very close,
personal friend of mine who is known to everyone that has a
television in Philadelphia reached out to me because he
wanted his child, an adult, to receive behavioral health
treatment. She was acting out. She’s a professional,
though, and many people and judges knew of her and know of
her, but we couldn’t get her treatment because she wouldn’t
submit to it voluntarily and she didn’t meet the standard.
And he tried, and I had members of my staff, lawyers and
detectives, look into it, recording all the crazy,
nonsensical things she was putting on Twitter and Facebook
and how she was behaving in public, and it made him cry.
But it took her acting out and assaulting a police officer,
which could have led to much more violence and her possible
death, it led to that for her now to be receiving the
treatment that she should have been receiving for a long
time.

So the stakes are high here. If someone slips
through the cracks, there is a significant risk that he or
she will commit a crime, meaning that there will be a new
victim. Those who commit crimes must be held accountable,

even 1f they are drug addicted or mentally il1l. Once they
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enter the criminal justice system because they have
committed a crime, I believe that the treatment, services,
and process of building connections with the community must
be robust. Otherwise, this cycle will continue.

Finally, my belief is that all the systems, State
and local, criminal and civil, mental health and drug
treatment, must work together, not in silos, and better
integrate our work, knowledge, best practices, and data.

So again, I’'m very thankful for the opportunity
to be here. I love the drive on the turnpike. But I'm
very thankful to have had the opportunity. I mean, this is
very, very important and we have to do something. We have
to find solutions that will serve the mentally ill, will
help prevent them from being re-victimized, will help them
from being re-incarcerated over and over and over, and will
help save the lives of victims like Ms. Flowers and all the
others from Sandy Hook to the shores of North Philly.

Now, unfortunately, I'11 have to return now to
Philadelphia, but I leave here experts that know this area
much better than I: Mr. Greg Rowe, who is the Chief of my
Legislation and Policy Unit, and Assistant District
Attorney Kate Thurston, who is really responsible for the
majority of my testimony today. But again, my office, the
District Attorney’s Office of Philadelphia, and on behalf

of the Pennsylvania District Attorneys Association, we’re
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here to work with you and your staffs to resolve this very
serious crisis.

Thank you very much.

REPRESENTATIVE MURT: Thank you, District
Attorney Williams. We appreciate your testimony.

At this time I would like to ask Mr. James
Jordan, the Executive Director of the National Alliance on
Mental Illness Pennsylvania, to please come forward.

Mr. Jordan, thank you for joining us today.

MR. JORDAN: Thank you very much.

Representative Murt, Chairman DiGirolamo, thank
yvou for providing this opportunity to meet with you and the
Committee Members.

I’'m Jim Jordan, and I am the Executive Director
of NAMI Pennsylvania. NAMI stands for “National Alliance
on Mental Illness.” We are the largest membership-based
family and consumer organization on mental illness in
Pennsylvania.

I’'m not going to read every comment in my
testimony, but I’11 hit on the salient points. The
testimony today is intended to present a perspective for
this Committee’s consideration regarding service gaps. I
also think it’s important to make a few comments regarding
the subject of violence and mental illness. This subject

is receiving a great deal of attention, and so I would like
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to posit these concepts for your consideration.

Mental illnesses are biological brain disorders.
They are diseases, and like other diseases, mental illness
can be treated and treatment works.

Mental illness is the only disease that defines a
person. For example, if you have diabetes, I’'ve never
heard someone say “There’s a diabetes person” or “There’s a
cancer person’”; they always separate the person from the
disease and they say “There’s a person with cancer” or
“There’'s a person with diabetes.” But when 1t comes to
mental illness, as soon as you hear the word “mental
illness” or “crazy,” that brings about a full understanding
of what people perceive that person to be.

We’d like to change the thinking you may have
regarding individuals with mental illness and get you to
separate the person from the illness. Think about the
human being and think about the illness separately. It
requires conscious effort on your part, because all of us
have been trained to think in a very different way.

Concerning violence, we live in a violent
society. More people are killed each year by violent crime
in this country than most other Western countries combined.
People use violence as a tool to handle problems. The FBI
estimates that -- and this is according to the National

Journal —-- that 96 percent of violent crimes are committed
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by people who do not have a mental illness. That means
that 4 percent of the population has a mental illness
committing these violent crimes; there’s 96 percent of the
rest of the population engaged in this activity.

People with mental illness are less likely to
commit a violent crime than, quote, “normal” persons in the
community. The key is access to treatment and sustained
access to support, medication, supportive employment, safe
and affordable housing, and I think you’ve heard speakers
already, like Dr. Evans, indicate that there is a need for
an ability to treat people and to buy into the concept of
recovery. We’re not talking about maintenance here; we’re
talking about enabling people to have quality lives and to
be contributing members of society.

Now, from time to time a person with a severe
mental illness commits a murder that makes headlines, as
the tragic slaughter of children and teachers in Newtown
points out. Sometimes the call to improve mental health
policy and practice comes from politicians, journalists,
and advocates who sincerely believe that addressing the
mental health issue could reduce mass murders in the United
States. Again I ask you that you separate the person from
the illness and separate the use of violence as a tool from
the person and from the illness. The solution to mass

murders and a reduction in violence i1s complex and will
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require a comprehensive approach which addresses not only
mental illness but other significant factors.

Next, I want to recognize the serious fiscal
challenges facing the State and the desire on the part of
policymakers to protect our fragile safety net for the most
in need. We believe community mental health services are
an important part of that safety net to prevent and
eliminate the need for more costly treatment settings.

Over the years, treatment has moved from care
provided in institutional settings to a less restrictive
community setting. This has been reflected in Pennsylvania
with the closing of a number of hospitals in our State
hospital system. However, deinstitutionalization doesn't
mean the need<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>