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January 11, 2022

To: Commission to Study Mental and Behavioral Health in Maryland

Re: MCAA Position on the Danger Standard for Psychiatric Involuntary Hospital
Admission

We praise the Commission for its interest in removing barriers to treatment for mental illness.
Precisely because we agree with this goal, MCAA cannot support the “danger standard”
definition proposed by BHA in the 9-11-2021 Involuntary Commitment Stakeholders
Workgroup Report.

The proposed language of the standard subtly leaves out ‘psychiatric deterioration’ and this
perpetuates the criminalization of mental illness by creating barriers to timely treatment. If
hospitalization is denied for individuals in need of treatment, they decompensate with
progressive judgement impairment resulting in legal involvement and incarceration for minor or

serious crimes, thus creating victims and impacting the community. The burden of treatment and
management has been wrongly displaced onto jails instead of psychiatric hospitals where they
should be treated. Without proper staffing and resources, jails are burdened with complex
challenges affecting all areas of jail operations. Jails are forced to face the monumental task of
keeping this population alive while incarcerated, while being the least appropriate treatment
setting.

After sentencing, if individuals refuse medication in jail, their only hope for hospital treatment is
to decompensate further until two jail physicians certify that they meet the danger standard for
hospitalization. Even then, certified patients fall ‘last’ in MDH’s priority group for hospital
admission. MDH gives priority to Court ordered competency evaluations since they have a
monetary penalty for evaluation delays.

Patients that deteriorate in jail due to treatment refusal are the most at risk for health
complications, self-harm or suicide, increasing liability for jails. This high-risk population
requires the need for restrictive housing to ensure their safety and that of others. If displaying
extreme psychotic behaviors such as feces smearing, it is challenging and labor intensive for
staff to care for them. Their management is extremely costly and complex in jails as it impacts
staffing coverage, supervision, classification, housing, and general jail operations. Overtime
pay becomes financially taxing when one-on-one observation and special details to the local ER
are required following self-harm attempts. Staff stress is created as they witness the
deterioration and suffering of inmates but are helpless to facilitate needed hospital treatment.




Additionally, assigning duties to jail staff that should be performed by trained hospital personnel
adds to staff stress and increases liability.

A key concern for MCAA is that neither BHA nor the Governor reached out to MCAA to seek
out representatives who could actively participate in the Stakeholders workgroup, or to become
members of the Commission. Jail representatives could have provided insight on the
overwhelming problems and challenges faced by the mentally ill and jail staff as a result of
incarceration versus timely community hospital admission. Because of treatment refusal while
incarcerated, and because of the danger standard limitations that result in denial of hospital
admission, some inmates may leave the jail in worse condition than when they were first booked.
It needs to be recognized that jails are not hospitals to provide the level of care required to
stabilize patients not receptive to treatment.

MCAA therefore takes the position that ‘psychiatric deterioration” should be included in the
danger standard definition currently proposed by BHA to prevent the criminalization of mental
illness and finally remove barriers to humane and timely treatment for the mentally ill.

We appreciate your time and consideration in this matter and all matters of mutual concern. If
any additional information is required, please do not hesitate to reach out to MCAA Past
President Terry Kokolis, Warden, Talbot County Department of Corrections, (410) 770-8120,
and/or Ms. Patricia Sollock, MA, LCPC, Mental Health Services Director, Anne Arundel County
Detention Facilities, (410) 222-4220, and I, Deputy Warden Mary Ann Thompson, St. Mary’s
County Detention and Rehabilitation Center, at (301) 475-4200 ext. 72276, email:
maryann.thompson@stmarysmd.com.

Sincerely,

Omey (o ATy,
Mary ':Ljn Thompson \J
Presitl t

CC: Warden Terry Kokolis, MCAA Past President
Ms. Patricia Sollock, MA, LCPC, MCAA Mental Health Committee
File




Jaclyn Thomas
Mother of 5
Resident of Montgomery County Maryland

I am writing to you as the mother of 5 children. One of my sons has been
diagnosed with a serous, life-long debilitating mental illness. Because of current
Maryland laws, | am helpless to watch him deteriorate and most likely die. I am also
writing as a citizen of this great country that I have the privilege to live in who has
seen the devastating effects caused by unforgivable holes in our mental health care
system, especially in Maryland. It has been said that Maryland is one of the worst

places to live if you have a family member who is mentally ill.

Maryland is one of the three states in this county that does not mandate
assisted outpatient treatment or discharge care subsequent to an inpatient
psychiatric hospitalization. I have watched helplessly as my child fell through the
cracks of this broken system and will not sit back and watch silently as this
continues to happen to others. Mental healthcare, and continued support for the
mentally ill, should be a right and not a privilege. Maryland laws and the review of
their effectiveness should take into consideration that, inaction to change these laws
actually fails to uphold human and civil rights, the very rights these laws are
designed to protect.

My son, who is now 18, is battling psychosis. This battle affects his entire
family, his school community, and his friends. Psychosis is a disease like cancer,
which is often terminal and puts his life at risk. There is no cure for psychosis, and
without treatment, just like cancer, his prognosis gets more dire the longer its left
untreated. The only way my child, and my family have a chance at a productive life,

is if continued aftercare with assisted outpatient care that is mandated.

I first realized my son had a serious problem, when he disappeared one bleak

January night in 8* grade, after saying he was going to kill himself, and waited 5



hours with no shoes on to come back to the house, despite a search team and amber
alert. That was the first time I spent the night with my 14-year-old child in an adult
hospital emergency room to await psychiatric evaluation in the morning from a
pediatric emergency room doctor. The pediatric emergency room physician
dismissed us to go home with no follow up care or plan. Such was my introduction
to the mental health care system in the state of Maryland. Since then, my child has
had over 8 inpatient hospitalizations with varying levels of help, but always the
same outcome, zero assistance or mandated care or follow through with either

medication or continued psychiatric care.

While my son was a minor, I spent millions of dollars trying to intervene
while I still legally could, by finding the best doctors, care and residential programs.
I hired consultants, worked with the best psychiatrists and tried everything to save
my child’s life. Unfortunately, due to the nature of the disease, he has relapsed often
and required hospitalization. Ihave had to hospitalize my son eight times, twice by
going to get emergency petitions, some by crisis intervention and others by
emergency responders. Most of the hospitals lacked the knowledge to see the more
subtle clues of ongoing untreated psychosis. Doctors look for the obvious signs of
psychosis, which can include hallucinations or delusions, but in my child’s case, he
did not have these. He has disorganized and tangential thinking which keeps him
from having the ability to make sound decisions or avoid harm unless he has
medication and support. Going through the revolving doors of these hospitalizations
with no mandatory plan of support afterward, causes unnecessary trauma to the
patient and the family, and breaks the trust between family members seeking to get
their loved one care. This can lead to homelessness and illness that then becomes
the responsibility or liability of the state as well as in some cases horrific acts of

violence or criminal activity.

Now that he is over eighteen years of age, | have to watch helplessly as his treatment
becomes undermined by the very system that should be protecting him. All of my

actions and desperate attempts to save his life are in vein if a system allows him to



be lost, at risk ,and in a constant state of crisis because it does not recognize that he
requires mandated aftercare as component of hospitalization. Who is protecting his
rights? Who is examining the wasted resources of an inefficient system? Who is
studying the needs of doctors and hospitals, which are not equipped or supported
with this kind of medical care? Our system is crippled and breaking under the lack of
attention paid to this healthcare crisis. | have done everything humanly possible to
help save my child, but unless the laws change in Maryland, my child and countless
others will fall through the cracks, and will end up in jail, drug addicted or dead.
Please change the laws so that my child will get the continued care that he needs,
despite his grave lack of insight into his own condition, or ability to avoid extreme

risk or be taken advantage of those looking to exploit the most vulnerable.

There are two major flaws that that contribute to the revolving door and lack
of progress for our countries mentally ill and their families, often having devastating

effects not just on them but countless others effected by their lack of treatment.

The first major problem is the impossible lengths a citizen has to go to get
their mentally ill loved ones into care. The first line of help is getting them into a
hospital. In order to do this the family member has to be either suicidal or
homicidal. What about the individual struggling with psychosis, who is so
disorganized they are incapable of keeping themselves safe or making safe
decisions. What about the student who is clearly in crisis but the schools hands are
tied and as long as they haven’t made comments alluding to either of these two
extremes, no one can intervene. When great planning and lengths are taken to get
someone into a crisis evaluation, if a patient denies either of these two extremes
(which they often do to avoid being committed), they fall through the cracks, and
the cycle continues, and tragedy ensues. I have found that often the emergency room
personnel responsible for spotting the criteria necessary to commit an individual,
are not well enough trained and miss the majority of the subtle cues of mental
illness at its beginning, when it is the most treatable. Mentally ill patients denied

comprehensive care, at some point, give up not seeing the light past the trauma and



give into addiction as the only way to cope. Many end their lives, and have told their
parents, as my child did, “ I hope I get shot, I just want this to end”. No parent after
desperate a search to find help should ever have to hear that. There needs to be a
more structured and supported procedure plan for emergency room doctors, and
better training for those doctors so that they can spot the subtle signs of mental
illness. We need to pay our doctors more and empower more creative minds and
create a system capable of helping change this cycle. The law needs to change to
allow someone to be assessed not just because of suicidal or homicidal statements,
but also as an individual's ability to stay safe, and not put themselves or others at
risk. I recently called crisis after finding my 18-year-old son aimlessly wandering
dark roads with no sidewalks in the middle of the night, with no wallet, ID, and no
money in the dead of winter. It took planning and a miracle to get my son to stay in
one place so that a crisis group could evaluate him. The crisis evaluator came, talked
to my son for 45 minutes and then, because my son made no claims to hurt himself
or others, the crisis evaluator gave him his card and left. Minutes later, my son tore
up the card and walked out onto a highway, wearing the same clothes he had been
wearing for two weeks, again with no money, nowhere to go in the winter, choosing
homelessness and addiction over treatment. No parent should have to have an

experience like, when counting on help in a crisis.

The second major hole in this system is the lack of coordinated care and
mandated after care.  have seen my child go in and out of 8 psychiatric hospitals in
the last few years. Each time we are starting from scratch as far as records or mental
health history. Even with a top psychiatrist and countless documents, no
comprehensive evaluation on past history is done. In many cases, there is no record
of past medications tried, or clues to a more effective diagnosis from their history. A
hospital uses in many cases the information they get out of a patient. That
statement is often inaccurate. Either the patient is not able to properly recall his
treatment, or they are guarded and have learned how to get out of a hospital quickly
by knowing what to say, denying any of the reasons they went in, and avoiding

accurate diagnosis and the right life saving medication. I have spent thousands of



dollars at UPS and Kinko'’s copying records and dropping off at the hospital records
and in many cases, they were not requested or even read. Each time my child has
gone into a hospital there has been no follow up care or coordinated effort to ensue
their safety after discharge. The last three times my child was discharged there were
no viable discharge plan, and nothing mandating it. When he was a minor, the social
worker at Sheppard Pratt had not found a partial hospitalization day program or
outpatient program that was viable. The choices on the list had all denied him for
various reasons. There was then no discharge plan and I was told to go pick him up
by 11am and bring him home with my other 4 children with no plan in place to help
him, or my family. I told them I would not pick him up without a discharge plan that
was viable, and was told that If I did not come at 11am to pick him up, that they
would call social services and report me as having abandoned him. The sad thing is
countless people I have spoken to abandon their children to the state, as the only
way to get their child help. How is it that we live in this country and parents who
love their children have to be desperate enough to get their children the help they
need, that they face social services charges and give their children up to the state.
The other options are to apply through the system for residential placements, which
require extensive complicated paperwork, calling numbers with no answer for
weeks, and being told that its near impossible given the overcrowding, the age of my
child and unlikelihood he would get in. What are families supposed to do in these
situations? The Unites States of America can do better than this. I had wanted to file
a complaint against the hospital, but as a single mother of five trying to manage my
sons care on my own, | did not have the tools nor the time to manage to do that, and
that should not be the way that this country affects change. A change that needs to
be made is to have a coordinated plan for aftercare once it is mandated. Each person
in the US that is diagnosed with a major medical disease of the brain, needs to have
an appointed caseworker that is familiar with their history and can openly
communicate with family, support systems and hospitals, and emergency personnel.
This mental health care crisis requires comprehensive history evaluation, to assess
someone’s safety and risk to themselves. If a doctor is unaware and uninformed

about their past health history, how is an individual going to get life saving proper



treatment. In Maryland someone with impairment to their judgment and lack of
insight because of their disease, should not have to be at risk and endanger
themselves and make loved ones have to stand by and watch the grave
consequences. There needs to be caseworkers that follow clients care and assist
families with mentally ill individuals with their continued care and through crisis
situations. You can hire these caseworkers through private companies, but they are

prohibitively expensive, and unaffordable.

If more funding was put in place to provide these life saving measures, it is
my belief that countless lives would be saved and tragedies would be preventable,
giving mentally ill individuals the chance to live fulfilling lives. Families of these
individuals should no longer hope they commit a crime to get access to mandated
treatment, or be forced into the position of abandoning them to the state in hopes to
get treatment. One in 5 adults in the United States have experienced a serious
mental illness. Families and individuals suffering should not be left alone,
abandoned and stigmatized by the very government that was put in place to help
them. As a desperate mother, and a concerned citizen I am urging you to make these

changes.

The life lived in the battle of mental illness is often walked alone. Unlike
other diseases when support is outpoured, the brave ones who step in to help a
family with mental illness are few. Mental illness is feared, judged and pushed under
the rug. Government has not acknowledged or stepped in t do anything to fix this
broken system, leaving the heavy burden on the family or these vulnerable
individuals. Our mental hospitals are full. Our emergency rooms have become
crippled with patients waiting for available beds in psychiatric hospitals in
desperate need of treatment. Mentally ill patients like my child find themselves in a
traumatic, revolving door cycle that will only be transformed by the leaders of this
nation understanding this crisis and the bravery it will take to not sweep this
problem under the rug any longer. Our country is one of the most powerful in the

world and, yet at the same time the most reluctant to deal with our own weakness. A



preventative and revolutionary system needs to be enacted to assist individuals
who are incapable of helping themselves, and at the very least, empower family

members be able to help them.

Thank you for your consideration,
Sincerely,

Jaclyn Thomas
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My name is V. Susan Villani and | am a family member and a recently retired child psychiatrist
with over 40 years of experience in the field. While this is my first time testifying, it will not be my last
until there are significant changes in the laws in Maryland regarding access and treatment for those with
chronic and persistent serious mental iliness. This should begin with addressing inadequacy of the
danger standard of the current involuntary treatment law which is commonly interpreted as requiring
imminent danger to self or others. The law as it stands now in terms of neuroscience is unsound and is
contributing to brain damage and functional deterioration by preventing the treatment of psychosis.
The danger standard should be defined to include psychiatric deterioration resulting in the inability to
care for oneself and the reasonable expectation that continued lack of treatment will result in self harm,
which includes psychiatric deterioration, or harm to others. Personal, medical and psychiatric history, if
available needs to be considered in making this assessment and it should be made explicitly clear that
the danger need not be imminent.

My family member has been ill for over 15 years during which time she has had a progressive
downward course in terms of ability to function independently, care for herself, and be a member of a
community. This is in spite of our seeking and getting treatment in the best settings the state has to
offer. The settings and professionals who work within them are limited in what they can provide for her
due to the overly restrictive nature of Maryland’s commitment law which does not take deterioration
into account and instead focuses solely on immediate danger. It does not matter if she is paranoid, not
taking her medications, has no food in her apartment, does not know what day it is, or as occurred most
recently, has taken an “accidental overdose” of her medication due to her impulsivity and lack of
awareness of what she was doing. We watch her decline and plead with her outpatient team to
hospitalize her only to be told, “just because someone is sick does not mean they can get into a
hospital.” For no other illness in medicine is the criteria near death.

Recently | was told that if a family goes to court for an emergency petition the judges are “more
sympathetic” and likely to grant for deterioration. This seems odd to me that judges are more
sympathetic than health care professionals. And it is obviously much more difficult to go to court than a
hospital and has implications for how the family member may feel towards those who sought the
petition.

As we have watched our family member’s cognitive and social abilities decline over the past
decade, the science has become increasingly clear that this is largely the result of brain damage caused
by untreated psychosis. Her delays in treatment have been the direct result of the narrow
interpretation of Maryland’s danger standard. While we wait for her to meet the imminent danger
interpretation, there is ongoing damage to her brain. She is not only at risk of harm due to her poor
judgement, impulsivity and paranoia, but over time she loses cognitive ability and her chances of
recovery to baseline are less. The law as it stands now ignores and contradicts scientific knowledge
and is contributing to our family member’s overall decline.

It has been suggested by another family member that we move our family member to a different
state where treatment is not as restrictive as in Maryland. Clearly that is not an option for many people,
nor should it be an acceptable alternative plan. State of the art mental health care and mental health
laws should be available to all citizens of Maryland. | plead with the Commission to recommend to the
Governor to move swiftly to define the danger standard for involuntary treatment to include a
psychiatric deterioration standard, consider pertinent history, and make explicitly clear that the danger
need not be imminent.



Dear Commission on Mental and Behavioral Health,

Thank you for your important work on mental and behavioral health in Maryland and for allowing me to
provide written testimony.

| am a civilian with the Department of Defense (DoD), supporting the U.S. military mission in
Germany. My family and | have been stationed in Wiesbaden, Germany, since May 2021.

My eight year old daughter has been suffering from mental health issues, including anxiety, depression,
and OCD, and (given covid) was seeing a licensed psychologist virtually in Maryland since the end of
2020. The benefits of virtual therapy were clear during that time until we left for Germany. Since we
left Maryland, my daughter has had no access to therapy, and a decline in her mental health is

evident. Obtaining therapy here in Germany is very difficult for several reasons: 1) lack of professionals
trained in child and adolescent psychology, 2) long waitlists/waiting times for care, and 3) difficulty with
the language barrier. Healthcare on the military base is not available to DoD civilians.

When we moved to Germany, we were hopeful that my daughter's current therapist would agree to
continue to see her virtually, since my daughter had progressed so well under her care. However, we
were told that Maryland's regulations for Psychologists state that a therapist cannot practice outside of
Maryland unless permission is gained from the psychology licensing board where the patient resides. In
the case of Germany, obtaining this permission is impossible. Both us and the therapist have reached
out to German Psychological associations for assistance, with no response. Furthermore, the language
barrier makes it extremely difficult to determine whom to contact and/or how to obtain such
permission.

As I'm sure you are aware, there is a mental health crisis in the military community. The isolation
resulting from covid, coupled with being in a foreign country away from family and friends, makes it
especially difficult for those struggling. Therefore, it is my request that the commission remove any and
all barriers to virtual mental health access in Maryland, especially for military personnel stationed
overseas. | am still a legal resident of the US and Maryland, and pay both federal and state taxes.
Additionally, | have observed that my coworkers who have legal residence in other states are able to
continue to see their therapists virtually.

Please let me know if | can provide any further information on our situation, and thank you sincerely for
your help.

-Jacqueline Seiple



I agree with Evelyn Burton’s commentary, ‘“Treatment before tragedy; reform MD. Involuntary
commitment law,” (Dec. 13), based on my recent personal experience.

In my family’s case, involuntary psychiatric hospitalization could definitely be a potential lifesaver for
my family member who was homeless and psychiatrically deteriorating, unable to comprehend the need
for medication. However, because “danger” is not defined in Maryland’s standard for involuntary
evaluation and hospitalization, my loved one was allowed to deteriorate to the point where he refused
available shelter in freezing weather and was unable to obtain food and protective clothing.

On Dec. 13, I had to go to a Maryland District Court to get judicial approval for an “Emergency Petition
for Evaluation” for my homeless family member who was in crisis. Over the course of the prior three
days, my family member had an interaction with the city police and another with the mobile crisis unit.
However, neither were willing to issue a petition to have him involuntarily transported to a hospital
emergency room for evaluation for involuntary hospital admission because they did not believe he met
the danger standard — yet. Apparently, according to their interpretation, psychiatric deterioration was not
considered a danger of harm to self. My family member remained in crisis, homeless on the street and in
danger.

Fortunately, the danger standard was interpreted differently by the judge who granted the petition for
evaluation. If I had not gone to court, who knows the fate of my loved one. I prayed, and, fortunately, the
emergency room doctor interpreted the danger standard the same way as the judge and agreed to complete
the certifications for involuntary hospitalization. So the hospital door was open this time.

When petitioning is done by the police or providers, it does not risk damage to family relationships which
are very important for support and recovery of our loved ones. However, 1 did what was necessary to help
my loved one to get the medical help needed.

My experience is a clear example of how the danger standard interpretation varies widely. Service
providers, the police and judges need the necessary guidance to understand that the law does not require
imminent danger and that psychiatric deterioration is a form of danger to self. I echo Ms. Burton’s
statement that “families are counting on the commission and Governor [Larry] Hogan to recognize that
treatment delayed is treatment denied. Tear down this legal barrier and enable treatment before tragedy.”

D. Bennett, Capitol Heights






