Dorothea Dix Psychiatric Center Working Group Minutes (PL 2011, c.380, Part NN)
September 9, 2011

Present:  Linda Abernethy, Richard Brown, Guy Cousins, Greg Disy, David Emery, Nichi Farnham, Lisa Hall, Dale Hamilton, Dennis King, Simmone Maline, Mary Mayhew, Kim Moody, Jane Moore, Jamie Morrill (for Dan Coffey), Vicki Rusbult, Sara Stevens
Members not present:  Mary Louise McEwen, Carol Carothers, Pat Murphy
· Facilitator:  Helen Wieczorek

· DDPC staff:  Jenny Boyden, Bill Dunwoody, Sharon Sprague, Melissa Hayward, recorder 
· Guests:  Bill Leet, Bureau of General Services, Mary Ann Crebs, Spring Harbor

Welcome and Introductions
Commissioner Mayhew welcomed group and introductions were made.
Minutes
The August 12th minutes were approved.  Guy Cousins and Sara Stevens abstained.  
Structure:  Decision making and report writing

Helen announced that this committee will use Roberts Rules:  a motion will be made, seconded, discussion will be held, and then a vote will be taken.  The majority rules.  The final report, which is based on what is said in this workgroup, will be drafted by DHHS for approval by the workgroup.  
Subcommittee Reports:  Financial, Service Delivery, DDPC Physical Plant

· Financial subcommittee’s report was distributed (attachment #1), showing a financial comparison of Riverview, DDPC, Acadia, and Spring Harbor, based on the 2010 Medicare cost reports.  Also included in the report:  DDPC cost estimates adjusted for campus-wide services; total cost from trial balance of Medicare cost report – per patient day; and DDPC’s projected FY 13 all other budgets by unit table.  Jenny reviewed the information in the attachment.  Greg Disy requested a breakdown of the vacant space by building.  Kim Moody asked for the personnel costs by patient day, including outpatient services as well as the staff to patient ratio.  Dennis King indicated that we could review the adjust cost per discharge; however Jamie Morrill indicated that this could become complicated as the hospitals serve different populations.  Dennis also asked what the square footage of the other hospitals is.  Sara Stevens would like to ensure that cost projections include increased travel costs if the hospital is closed/relocated.  These requests were referred back to Finance Committee.

· Bill Leet presented information on the master plan.  In 2008 the Governor and Legislature directed BGS to convene a stakeholder group to develop a master plan to guide the future of the Bangor campus.  In 2010 a stakeholder group was convened by BGS and Bill summarized their report (which was completed in 2/2011).  Bill can make this report available to this committee.  Currently the state leases approximately 125k square feet in the Bangor area for about $1.2 million annually.  BGS does lease space on the DDPC campus to other state departments at the cost of $5 - $6 per sq foot, which is low considering DDPC does fund electricity and heat.  BGS will focus on the work group recommendations and move forward.  David asked what would happen to the campus if the hospital closes.  Bill stated that, like AMHI, the buildings would deteriorate quickly.  BGS would like to relocate other state agencies to this campus.  An analysis of the campus indicated that the Pooler Building be vacated and removed.  David suggested a cost analysis of decoupling the heating/power plant and bringing in other tenants and decoupling heating/power plant if DDPC building becomes vacant; and use as it is with different occupancy without decoupling.  The renovation cost of the AMHI stone building was mentioned.  Bill stated that it would cost approximately $85 million to renovate (over $350 per square foot to bring up to code).

· Service Delivery:  Linda and Dale reported (see attachment #2).  The sub-committee was to identify what services need to be available in the community when DDPC reduces services to accommodate the budget reduction and also if DDPC closes.    Members had concerns that key information was missing in order to assess the impact of a reduction in hospital services (see minutes).  The group took into consideration that the services provided by DDPC are necessary and that the State of Maine is already the highest spending state per capita for inpatient services; there will not be any additional funding.  Where can the community come in and provide those gaps in services?  Dale spoke of the systemic focus of reductions and the ability to have flexibility in the funding.  The subcommittee recommended that a pilot initiative should be developed that is consistent with the value based purchasing initiatives of DHHS (see attachment for further details).  Vicki suggested that we create a map of assets/services available and the client needs.  A motion was made that the committee approve the concept of the pilot.  The motion was approved with one abstention.  Committee to work on pilot:  Jamie, Richard, Dale, Jim, Linda, Simmone, Greg and Vicki (Guy brought in if needed).
ACTION Program:  (Assertive Community Treatment Integrating Outpatient Networks, see attachment #3).  Mary Jane Crebs, CEO Community Counseling (previously worked at Spring Harbor) gave a presentation on this program, which was a partnership between DHHS, Spring Harbor and the Shalom House.  The ACTION Program is an interagency DBT ACT Team with integrated housing and case management.  Lisa Hall asked if the measurers included in the report would be considered “recovery outcomes?”  Mary stated that yes, vocational, educational, reduction of hospitalizations, etc., all related to “life worth living” and considered recovery outcomes.  As the program evolves, the outcome measures may change.  There was some discussion regarding re-admissions – to other hospitals and DDPC and RPC.  
DDPC Admissions/Discharge Information and Patient Profiles
Linda reviewed the information distributed.  Greg asked if DDPC sees patients with co-occurring substance abuse.  Linda stated that we do and will have Sharon look into getting this information.  Richard asked what percentage of our patients are blue papered.  Linda will look into this and report back.  Kim asked what percentage of people are turned away from Acadia or Spring Harbor.  Linda stated that we do not track people who are turned away.  Linda explained how Acadia is DDPC’s gatekeeper for admissions; however, some admissions come directly from a general hospital’s emergency department, and others are self-referred.
Patient Profiles
Additional patient profiles were distributed; there are is also several in the work group binder.  Linda explained that these profiles show the most common themes that are in the DDPC population.  
Public comments:
David Eldridge stated he has been a consumer for 13 to 14 years.  He has been in almost every aspect of DDPC, i.e. inpatient, vocational training program, halfway house, group homes, and is now proud to report that he lives in the community and is his own guardian.  He currently utilizes the DDPC outpatient program.  A question was posed about the dental clinic.  Do the dental clinics serve over 2000 clients and how this is a needed service for this population?  Linda explained how the dental clinics are set up – one in Portland, Bangor and Ashland.  The majority of patients served are those under the Pineland Consent Decree.  .  Another question was whether DDPC is moving to a shorter-stay hospital and would the management and/or treatment philosophy now in place follow to a new hospital.  Linda responded by staying that our physicians here are dedicated to giving the best treatment available to our patients, always keeping in mind – what is the most beneficial treatment for them, the latest ideas, etc.  David stated he is a volunteer here as well.  This is a place to come and talk about your problems and is appreciative of what is offered here.  David also stated (for the three speakers) that the hospital” saved our lives”.  

Ken Johnson stated he has been a patient here since 2004, on and off.  He said compared to the quality of care at a private hospital, it’s like night and day.  The quality of care is much better here at DDPC.  While a patient at Spring Harbor, he stated he only talked with his doctor for about 5 minutes a day.  There is no comparison in his opinion.  The quality of the physical facility is high also.  Ken mentioned that years ago, here at DDPC, patient use to help out in the gardens and why couldn’t this be done again, as it would help DDPC become self-sufficient.

Lonnie Gould thanked the group for the opportunity to speak.  He listened to the presentation on the DBT training and wanted to state that he received DBT training here, as an inpatient and in outpatient services, and it is effective.  Lonnie stated that he has been “in the business” for about 20 years.  He was admitted to DDPC once, and he feels that because he was here and received high quality programs, he will not be an inpatient again.  The DBT training is very effective.  He has also participated in ACT (Acceptance and Commitment Therapy) as an inpatient and an outpatient at DDPC, also finding it effective.  ACT gives an emphasis on values – defining your behavior and what you choose to do with your core values.  The DBT and ACT trainings have made all the difference in the world.  He has been in hospitals from Portland to Ft. Kent and has found the programs here at DDPC to be the most effective – both inpatient and outpatient.  Lonnie also said that he has had to relocate from Greenville to Orono in order to be close to the services that he needs.  
Review of DDPC Patient Profiles and Focus Questions
Helen had the committee break up into three groups:  community providers, consumer and hospital.  With the review of the patient profile and focus questions distributed, each group is to discuss three different outcomes:  DDPC closes; DDPC downsized; and RPC and DDPC one hospital, two campuses.  The questions can be a guide.

Community providers:  their discussion focused about the current system and what the system needs.  They feel that the bed capacity, which includes DDPC, is probably not enough.  The beds are needed; bed capacity that is here needs to be preserved.   It was mentioned the difficulties of not enough beds and also the increasing pressure for forensic beds.  DOC is not equipped to handle psychiatric needs.  The questions was asked, if we close a wing at DDPC to save money and add beds to DOC, are we really saving any money (trans-institutionalization)?  It was stated we need to work hard to understand what service is provided here at DDPC and why is it so successful.  
Consumer Group - The group reported that they discussed finding a way to customize care for outpatients in order to stay out of IMD’s.  They discussed the difference between a short term and long term stay.  The acute stay at an IMD is not often long enough for some folks.  DDPC’s average length of stay is 60 days.  If acute care hospitals are not going to have longer stays, do we need beds for longer term placements?  Should some of the space here assist RPC with forensic placements?  There is something special here (DDPC), people speak highly of the care they receive and let’s not lose that no matter when the plan is.  It was said that DDPC does meet a geographic need and that needs to be preserved.  The question was posed whether DDPC cares for a different population (than a private IMD)?  The question was asked if we should talk about Acadia providing inpatient services?  What is the staffing complement that they would need to have?  Impact from their length of stay?  Financial implications?  
Hospital Group:  The group discussed if the allocation to the community is adequate.  If DDPC did not exist, could Acadia accommodate?  Presently Acadia is licensed for 100 beds but does not operate all of them.  It was said that Acadia could accommodate 25 beds; however staffing would need to be increased.  There would be an impact on the local system of care as well – there would need to be a redirection of resources, PNMI issues, etc.  Also it was stated that we could look at the stable long term forensics who are currently housed in a $1000 a day acute care bed.  The question was posed:  could the stabilized NCR (not criminally responsible) be served in the community?  
It was asked if there are regulatory differences between DDPC and Acadia.  Linda responded that both hospitals are licensed and meet all of the conditions of participation for Center for Medicare/Medicaid Services and The Joint Commission.
Bill Dunwoody shared a SixSigma impact of change matrix.  There was a comment that there should also be an option to close the physical plant and have a new/leased hospital.  It was said that the services should not be provided in this physical location but they should not be removed from the Bangor area.  Commissioner Mayhew clarified that it’s a mistake for us to think in terms of a new facility. The group voted on the following options: to close DDPC, move DDPC or merge DDPC.  Results to this straw vote:    Close 1; move 7; merge 1; open 3.

Commissioner Mayhew suggested that this group formally invite a consumer panel?  Information regarding this committee, times and dates of meetings, and a comment form is available via both on the DHHS and DDPC websites.

http://www.maine.gov/dhhs/mh/ddpc/
