
 

 

Central Service Area Authority Board Meeting 
centralsaamontana.org 
 
February 24, 2012  10 am- 3 pm   
TRW Building, 2401 Colonial Drive, 2nd floor Conference Room  
Helena, MT 

All Central Service Area Authority (CSAA) Board meetings are open to the public. 

PUBLIC COMMENT STATEMENT: In accordance with 2-3-103(1), MCA, the CSAA Board will 
hold a public comment period.  The Open Forum is the public’s opportunity to address the 

Board on any public mental health issue.  While the Board cannot take action on the issues presented, the Board will listen to comments and may place the 
issue on a subsequent agenda for possible action.  The Chairperson of the meeting determines the amount of time allotted for public comment 

 

 

 

 

  
Minutes 
I. 10 am Call to Order: Alicia Smith 

Check In/Quorum: Quorum present Alicia Smith, Andrea Lower, Brett Linneweber, Jacob Wagner, 
James Gustafson, Jeanette Kotecki, John Wilkinson, Jodi Daly, Mavis Young Bear, Mike Murray, Robin 
Johnson, Sydney Blair, Tom Peluso, Betsy Garrigues, Cindy Smith, Joe Moll, Lenore Stiffarm, Aneta 
Jones; Sally Miller, Dennis cox, Jane Wilson, Brian Garryity, Dan Ladd - we have a quorum 

• Approval Minutes Motion – set aside 
• Public Comment None 
• Tom stated the CSAA was charged and created by the legislature to collaborate with AMDD for gaps 

and services in adult mental health services – collaboration means we work together to solve problems 
that are common.  Tom and John stated the need to identify problems and how can we as the CSAA 
work to fill those gaps.  In collaboration there is also a process of working together. Alicia stated that 
this CSAA is behind the other CSAA’s in this effort and we will be addressing this at the Summit  

• Guest Speaker 
o Randy Vetter from Warm Springs State Hospital to discuss discharge planning – John Wilkinson 

introduced Randy by stating that there are too many things that we don’t plan for – it seems our current 
mode of operation is to “ready, fire, aim” – this is an opportunity to learn more from the front line from an 
individual that has been working on the discharges from the State Hospital for many years.  Please feel 
free to ask Randy what “can our communities do to improve our discharges from the Montana State 
Hospital”.  Our state hospital does what it can and our communities need to do what they can.  One 
exciting outcome has been to be able to prevent individuals from going into the hospital.  What we’ve 
done so far has been pretty terrific.  As a corollary of that – how can prevent reentry – this is very much 
an issue.  Of all the discharges in 2011 – 46% were reentries.  If you look at Jefferson and Lewis & Clark 
– is over 50% as readmissions.  Brett would like to have Randy define reentry.  Does it qualify as reentry 
if they come back in 10 years later?   
Randy has worked at the hospital 35 years.  He has seen lots of changes at the hospital.  He has seen 
incredible changes in communities.  For the last 15 years he has been the discharge coordinator and 
deals with all discharges.  He is also the social work chief.  He passed around a document entitled “law 
and Justice Interim Committee”.  This has to do with discharges guided by what is in state statute.  This 

Statutory purpose: To collaborate with the AMDD and LAC’s, to promote consumer and family leadership, and to foster 
individual choice and access to a continuum of mental health services in the Central Service Area. 

Statutory duties: (1) Collaborate with the AMDD on the planning, implementation and evaluation of the mental health 
system.  (2)  Submit a biennial review and evaluation of mental health service needs and services within the service 
area.  (3) Review and monitor crisis intervention programs within the service area. 



 

 

document starts out with one of the hospital policies and emulates what is in statute.  Discharges occur 
when it is believed that a person has received maximum benefit from treatment at state hospital and can 
be served in a less restrictive setting.  They are required by state law to not keep people longer than is 
absolutely necessary.   
John Wilkinson asked what is maximum benefit and has the threshold changed for that?  Randy states 
maximum benefit is when a person has really received the treatment to achieve stabilization to function in 
the community.  Community based programs are helping these releases.  This allows the patients to get 
their aftercare in the community.  Case management began to help patients get treatment in the 
community and help them acclimate to living in community.  The day treatment programs developed a 
work oriented programs.  They adopted Fountain House model.  This area of the state moved on from 
group homes to a program – the adult foster care.  It fills a much needed niche in our communities.  What 
was missing from group homes was that family type living environment.  So many patients have no family 
and the foster environment provides a family environment.  In Helena there are over 30 foster care beds 
and these are utilized regularly.   
John Wilkinson – has anything changed for length of stay (189). 
Randy – yes this really influenced the release of patients.  The 189 program – 189 came into being when 
the hospital census was operating at over 200.  The 189 funding was to help alleviate the over capacity 
census.  The 189 funding requests originate through a community mental health facility.  It can be used 
for putting somewhat up in an apartment until other benefits come through.  This allows a patient coming 
out of the state hospital to have startup money to stay in an apartment, start looking for work, etc. 
John Wilkinson – in terms of length of stay? 
Randy – the average length of stay is highly variable depending on the treatment program.  The coping 
skills unit stay is 4 to 6 weeks.  Another unit for acute psychotic break or extreme mania and those stays 
are closer to 60 days.  They are seeing on units they admit to that people with psychotic illnesses – the 
acuity is higher than it used to be.  This has to be with so many people admitted with co-occurring 
disorders and the drugs people are using now are mind blowers.  Marijuana isn’t the drug it was in the 
60’s and 70’s – the THC they are smoking is much higher and sometimes other things are put in the 
marijuana.  Stabilization in these cases is difficult. 
John – who do you work with on discharges – such as the block grant – can you help us understand the 
mechanics 
Randy – the discharge actually starts the day after they are admitted – the discharge plan is assigned to 
social worker and faxed to the community provider.  It works best if it is a person already enrolled with a 
provider.  This allows the provider to help decide if this person can come back into the community and 
what services they will need and how they will be provided.  The expectation is that this information will 
come back from provider and go into file and puts people on notice that discharge is what we are looking 
at.  Our primary referral source is the licensed community mental health centers.  In more populated 
areas there is one person that they go to actually begin that discharge process.  An example – Jodi Daly 
is given all their referral information first and she distributed to appropriate program manager.   
Lenore – we are in an extremely rural area and there are no psych services.  When our people to go 
Warm Springs do you contact providers in Great Falls or Billings? 
Randy – the people we get from tribal court – we don’t utilize the nearest mental health center – we utilize 
people at Indian Health Services.   
When people come in from the tribe and this is their residence – regardless of where the commitment was 
– they will start discharge with people in the area the patient came from.  Most Natives come into facility 
come from tribal court.   
Lenore said someone was committed from Cascade Court and they didn’t go through tribal court. 
Randy – if it determined that the services needed for this person to remain stable don’t exist on 
reservation – then what they will do is working with placing a person in group home or foster care in a 
more urban area.  He knows this is frustrating but it is difficult to send them back into the area they came 
from.  Randy will work directly with Indian Health Service.   
Matt – when the hospital tries to recoup its costs from the patients – someone gets out of facility for 
involuntary commitment and then gets a bill for $14,000.00 –  
Randy – in statute – a person’s care at the hospital is the burden of the patient.  The cost is based on a 
sliding scale.  It is extremely important that people admitted their families work with our facility on 
resources and assets.  A person committed by the court is responsible for the bill.   
Brett – the county is on the hook for the payer of last resort.  If people can’t pay then the bill is submitted 
to the county.  
Lenore – this is not the case with Native people – the IHS is charged.  I suggest the CSAA submit an 
amendment to the legislature to change this statute so that individuals are not responsible for involuntary 



 

 

commitments. 
Bret – at the hearing there is a balance the judge is looking at so individuals are not unnecessarily billed. 
Tom – our main mission was to discuss discharges and we’ve veered from that.  What comes to mind is 
cost.  State hospital is about $550 per day. A person presents to the state hospital and is committed and 
within one or two days a discharge plan is put in place.  The patient has received all the treatments 
necessary and he is ready to be discharged so during this process there has been communication with 
mental health facility in community and needs such as housing and information on ability to support self, 
etc., and the person then presents at mental health facility so the patient then hooks up with treatment – 
is there any feedback at that point with state hospital or does the treatment just end there.   
Randy – there can be communication but it is not a regular process and it is usually when people go into 
a residential program or a pact program.  Almost all our people that leave go on a pre-placement visit for 
1 to 2 weeks – this is not a formal discharge – if they are not successful and they can come back to the 
hospital.   
Tom – a 19 year old female with bipolar she was in the hospital for 11 years and was released to a group 
home in Helena and failed.  She then came to Bozeman and stayed with her dad and received services.  
She disappeared for several months and is now back and probably ready to go back to state hospital.  It 
would seem that if the communication were better then it would result in better treatment of individual.  
What can we do to correct that failure?   
Randy – we admit and discharge 750 people each year.  This would make it very difficult to have follow-
up with everybody after release.  Our social workers are always available for patients to contact after 
release.  It is logistically difficult. 
John – looking at the discharge information – the main reason that someone needs to be readmitted is . . 
.  
Randy – recidivism are no different than they were years ago – number one is people not taking meds – 
we have a whole bunch of new meds.  The mental health service plan includes supplements of funds – 
including 189 money or Medicare part D will help with these meds costs.  Personally I believe that when 
people are taking these medications and are thinking more clearly and the patient is uncomfortable 
feeling this lucid. 
Sally – discharge planning and aftercare and this is something we may want to work at for the CSAA for 
next year. 
Randy – community liaison officers are very important for discharge and aftercare.  Social workers 
commented – the CLO are helpful and want to see success in patient’s lives.  They offer a really nice 
bridge between hospital and community.  They are able to establish a relationship with that person and 
when the person reenters the community there is familiar face.  CLO’s can offer more than case 
management.  Bozeman and Hamilton have detention beds in their mental health facility.  This has 
helped reduce the number of admits to hospital.  Forty percent of admits are court ordered.  Helena had 
detention beds before and Randy would like to see this again.   
Joe – does the peer programs help 
Randy – absolutely 
Randy – stated Billings crisis center is across street from hospital – the crisis center can now take some 
of these people for up to 23 hours and it helps - the crisis center states there is no wrong door. 
John – co-occurring is one of the reasons for readmits.  Marijuana, meth, prescription drugs, alcohol 
issues, bath salts are really a problem.   
Lenore – Randy will send email on effects of marijuana.   
John – thank you so much, Randy – Sally – what you are indicating is essential and what are the 
resources for after care planning.   
Dennis – he just wanted to remind Randy of the CLO’s – they originally asked for 10 and the state hired 
5.  Dennis hears from LACs and the consumers want to know if there is any connection with the hospital 
and this can happen with the CLOs.   
Betsy – should we go to the legislature again to get 5 more? 
Dennis – they were supposed to be consumer positions  
Brian – is there reason why there are two CLOs in Butte and Missoula and why are they not put into other 
communities – is there something to show the benefits.   
Randy - that is a good point – what we need to do are some case studies.  Maybe patient's perception.  
There is one CLO that covers Helena and Butte, one in Missoula and one in Great Falls.   
Tom – Randy could you explain what ADRT –  
Randy – ADRT has been around for years – ADRT – admission and discharge review team – it meets 
every other month at the state hospital – includes representatives from all the community mental health 
centers – Miles City, Great Falls, Helena, Butte, Missoula, AMDD, other stakeholders – at these meetings 



 

 

we discuss system issues, what are admissions looking like, what are discharges looking like.  The 
people that attend from communities are people from mid-management positions (PACT, residential 
programs).  It’s an open forum.  There is a rep from Montana State Prison.  MCDC is there.  
Representatives from St. Pat’s, St. Pete’s, Mental Health Omnibudsman. 
Alicia – Randy – thank you so much 
Randy – there is one area I would like to see us make an impact – it would be on emergency and court 
ordered detentions – hopefully, this will change.  I see a bit of a disconnect with Center for Mental Health 
and St. Pete’s.  He would like to see more crisis services like Billings.  He would like more diversion 
options. 
Sydney – how many came from directly from St. Pete’s – when the crisis response team was here, 
everybody did.  In Butte and Missoula – when anybody with mental health goes through ER the crisis 
intervention is called.   

o Matt Kuntz, to share NAMI Montana’s 2013 legislative coalition message  
Matt handed out the seven legislatives agendas.  These are the broad ideas to see if they could get on 
board to blend with other groups.   
Lenore – support publicly-reported outcome measurements in both the children and adult mental illness 
treatment systems – what does that mean? 
Matt – NAMI will support any bills for mental health – he isn’t sure if this is just bills they will support or if it 
includes C130 funding.   
Lenore – at Warm Springs for the native patients the state hospital would only meet Native patients half 
way and then the reservation had to meet them and take them the other half.   
Sally – two things – money and who pays for what the humanity. 
Matt – transportation is a problem with money but the system as it is doesn’t work – each community 
looks differently – these seven ideas are broad.  The parole and probation system does not work 
effectively for offenders that have a serious mental illness.  He presented a letter to the law and justice 
committee (he will put up on website) and will show a number of changes proposed to law.  
Lenore – the state was not set up to collect data on offenders and mental illness and geographics. 
Matt – our legislatures can’t understand how everything ties together 
Bret – don’t limit yourself to the legislature – there are problems with just taking a legislature approach – 
you’re probably already late – the interim committees need to work on things during the off-season and 
that window has now closed.  Most of the changes that don’t involve money can be addressed through 
administrative rules of Montana.   
Matt – some of these are in front of interim committees now.  From NAMI standpoint and they will be 
there for this session and the next session.  
James – through opening doors in Great Falls they work with people on parole/probation.  There are so 
many problems with people waiting in limbo and then they get out and get dropped off at bus depot and 
then try to get their medications without money.  This is a definite need that needs to be taken care of.  
Brian – is there any kind of discharge planning by probation.  In Great Falls they are trying to get a 
discharge such as a discharge from State Hospital. 

o Update on Children’s System – Betsy, Robin, Sally and Dan Ladd  - Sally – passed out a memo on 
assistance of care and took to MHOAC meeting – in the middle of the page the committee agreed on – 
look at high fidelity service model – support use of common functional system – continue training for 
trauma  - increasing community response – would like to see all SAA’s  in agreement –  
Dan – the SAA’s, SOKS, mental health advisory council – what they are looking at is trying to do what 
they do in the adult system – put money into families and communities – mostly just families.  The amount 
of funds in keeping kids in their home is the highest amount for any state.  The identifier is the child but 
this program serves the entire family.  Have the ability to pay a lot more providers as long as the services 
are built into the family’s plan.  It is not like case management – it is like 6 months to a year and the family 
is more empowered.  It is much easier to use.  The peer can be a parent who can be trained.  Right now 
the families in the wraparound program get all services – cannot duplicate case management and 
wraparound facilitator.  If dad is on probation that is addressed. They deal with families whose adult 
member may be incarcerated.  The program is focused on a family – if it is long term foster care it can 
deal with that if the foster family is willing to work with them.  Have to be Medicaid eligible.  October 1st it 
goes statewide but currently only in Kalispell, Missoula, Great Falls, and Billings.  They do have CSET in 
schools.  Need a qualified Medicaid provider in community or a mental health center.  This program can’t 
be court ordered.  It is for high-end kids and the family has to want to do it.  It’s for at-risk kids or kids that 
have been in facilities.  Where does a facilitator come from – almost a case manager – bring everyone 
together and works with everyone in community.  This unties hands of case manager and allows them to 
be more flexible and creative in dealing with clients’ needs.   



 

 

Tom – when we have an encounter with an adult – in the case of an adolescent we have no place to bring 
them.  What is happening for crisis services for children?   
Dan – the adult model is being looked at for children.   
Tom – if they encounter a child in a crisis situation where do they take them? 
Dan – they do have Shodair, Yellowstone Boys & Girls Ranch, etc. but it is not enough – they are thinking 
of utilizing a group home for a high level risk.  What is PRTF – psychiatric residential treatment facility?  In 
Missoula – law enforcement is working with families in this system.  They can call the facilitator to solve 
that issue.   
What is the average typical stay at PRTF – 7 or 8 days for acute and six months for residential.  Twenty 
two kids are out of state and have been in facilities for up to six years.  One issue was being kids back 
into state.  CANS – child and adolescent needs assessment tool – cradle to 18 – one of the problems is 
everyone is using different tools and every time a student changes facility or provider they have to go 
through the trauma and revisit.  They want one assessment tool which a child will only have to establish 
history once.  Look at priority list and if you can support it that would be great.  It is on web-site.  What 
happens with these kids in crisis while you’re doing wraparound they will pay for that if they need a higher 
level of care and need to go to PRTF – the facilitator takes care of everything?  What kills our budget is 
ineffective use of funds.  If we could get more money to put into community it would reduce high end 
costs even going into adult system.  There is no formal training happening right now.  Will the center for 
mental health start doing stuff for families?  Every location has children’s case management.  Center for 
mental health in Great Falls has one of the lead in this.  We pay for all the training but the providers have 
to come in – it is on website and it takes 4 days – Butte is not one of the waiver sites but they are training 
for it.   

o MHOAC update –John Wilkinson – major focus was on reevaluating its relationship with CSAA 
and LACs – there is going to be more to be developed – it was a pretty wide ranging 
conversation about many things.  They did discuss a format for the LACs to structure their 
reporting to MHOAC and the CSAA.  One of the things that was discouraging was what the 
MHOAC had done before and had a list of seven priorities and that wasn’t really revisited before 
the last legislative session and according to Lou that the department will not be eliciting budget.  
John was hoping what role MHOAC had played in the future would be the role they would play 
now.  Jodi stated there is time and money and she is also concerned as to why MHOAC is not 
pursuing more money.   

 

II.       COMMITTEES –update your sheets at Google Docs – csaamt@gmail.com – 
password is:  mentalhealth  

NOTE:  We need to determine legislative priorities ASAP 

• Peer/Drop-In Center/Waivers/Day Treatment Committee – would like more money for CIT training.  
Involuntary legislation is where you can be successful – law and justice interim committee is taking 
feedback – suggest  CSAA jump on board 

• Crisis Committee  - talked about adding planning for discharge from state hospital – how do we 
transition people from hospital into the community 

• Membership and Strategic Planning Committee – Tom stated this committee is working on mailing list.  
As far as membership is concerned – there are five people that are coming up that are terming out – 1 
Bozeman, 2 Helena, 2 Great Falls.  Jacob, Jeffrey, Molly, Joe, Marlene. 

 

III. MONTHLY UPDATES 
• AMDD Report’s  - Jane stated that Krissy’s job is readvertised – Krissy went to work somewhere else – 

job closes March 8 – if the CSAA wants to be on hiring committee notify AMDD. 
• LAC Reports: Great Falls (Joe) last night they had their annual health dinner – Virginia Bland were 

given out – they sent money to the homeless programs and schools.  Jane brought copy of agreement 
between Helena and the county commissioner’s office.  Great Falls is working on this for use in Great 
Falls.  Havre (Cindy) met yesterday and there was discussion about peer support grant and what kind 
of training and getting training there.  A couple of people will train (peer).  Discussion on liability.  They 
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wanted to make sure they are taking mental health first aid.  We are stalled without peer support. Lewis 
& Clark (Molly) Brian said they meet first Tuesday of the month.  Initially they put together a random list 
of what services people see a need for a fairly comprehensive mental health system.  They got it down 
to 3 things that they put together and put a brief proposal to for Judge Warmer for a possible grant for 
second year funding of CRT, second year funding for their facility, and crisis center.   He sees taking 
that list and refining and developing a comprehensive list of mental health services in community and 
looking at what’s available now and what is not available and trying to get those service together. 
Something that happened in first few meetings of reorganized LAC – the children’s piece has come out.  
They have representatives for child services on board.  Park (Brett) has had two LAC meetings. A 
number of people were brought in for child services.  They brought in people to show them what 
services are available for child through adult.  They are looking at crisis services.  They have a rotating 
chair every 6 months. The LACs do get to appointment people to board and for those terming out on 
board there is a one year they have to sit out.  , Gallatin (Tom) looking at possibility of bringing 
someone in for mental health first aid so they can have some type of emergency for non-mental health 
people to deal with crisis.  They started their second peer to peer and they have 6 people from Butte, 6 
people from Livingston, 1 from Big Timber, and several from Bozeman.  The fifth CIT program 
graduated 33 officers last Friday from as far away as Lake County.  West Yellowstone now has a 
therapist. Trying to break open the door to our concern with children’s mental health.  One kudo – 
SAMSHA has identified communities in the US for their work with diversion.  The whole piece from start 
to finish.  They were awarded another $300,000 – this extension will go into Butte area.   TiNeIInKiin 
(Lenore) one of the things they did last year was identify that the people would like healthy food and 
they don’t have the money.  An opportunity came up for them to start a food co-op.  They scheduled a 
meeting to start the drop in center going again.  They would like training families, etc.   

• PROVIDERS: Bozeman (Jodi), Fort Belknap (Mavis), Great Falls (Marlene, Sydney, James), Helena 
(Mike), Havre (Cindy)  

• Agenda items for next meeting - please let Alicia know – bylaws state we have our congress in April – 
Alicia would like to combine congress and meeting.  

• MOTION John motioned, Joe seconded to have our congress in April.  Discussion – as per Tom – 
April is recommended in bylaws but we do have latitude.  Alicia states we cannot wait until April.  Bret 
suggested a combined April/May meeting.  AMEND MOTION:  John motions to have our congress 
on May 18th and it is a combined congress and board meeting of the April and May meetings.  
Joe seconds.  Board approves.   
 

IV. TREASURER’S REPORT:  
   

• Jodi & Board Comment - handed out CSAA ledger – she tried to get an average of spending with 
inconsistency of attendance.  Her recommendation doesn’t think there is enough money to do all the 
meetings coming up.   

• Allocation of Board Budget  - MOTION – Mike motioned to approve budget report, Brett seconded - 
APPROVED 

  
IV.      NEW BUSINESS: 

• Congress, Combined Board meeting to include election of officers  
• Board decision on meetings for the remainder of FY 2012 through June  
• Web Update—need email list to be able to send notices to them, bios & photos, survey to put the 

polish on  
• Future suggested speakers –who agreed to contact & arrange for a speaker? o  
• Andrea will contact Deb Matteucci –liaison between AMDD and correctional facilities to discuss 

policies regarding medications (WATCH program)  
• Jodi Daly have asked Rick Hill to come and will notice 

 



 

 

V. Next Meeting:    March 23, 2012 at the TRW Building   
      

VI. Adjournment 

 

 

 
UPCOMING 2011 DATES TO REMEMBER:  

Upcoming CSAA Board meeting dates: 

All meetings held at TRW Building, 2401 Colonial Drive, 2nd floor conference room unless 
otherwise stated.  TBA = to be announced. 

• March 23, 2012 - TBA 
• April 27, 2012 - TBA 
• May 18, 2012 – TBA 
• June 22, 2012 
• July 27, 2012 

 
Contractual Obligations:  

 April 15, 2012 – Business Entity Annual Report Due ($15 – file online) 
 Annual Report due August 1, 2012  
 SAA's Combined Biennial Report due November 2012 
 October 31, 2012 – odd numbered years CSAA is to generate a Biennial report to the 

state in conjunction with the WSAA and the ESAA. 


	Minutes

