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November 30th, 2021 

 

To: Director Adam Mieir, Rebecca DeCameron, Jamie Foy, & George Sich 

 

 

RE: Recommendation for Montana State Hospital Discharge Planning 

 

  

DPHHS Administration, 

 

The Membership and Development Committee, a workgroup of the Central Service Area 

Authority (CSAA), has been working together on Tuesday mornings to build, and increase participation 

of our Local Advisory Councils within the 56 Counties of Montana.  We have identified an urgent and 

ongoing need; to establish a Discharge Plan Policy and Protocol for consumers being released from 

Montana State Hospital (MSH) to all counties in MT  

 

The new initiatives shared at Lewis and Clark County Local Advisory Council Meeting: 

72 Hour Follow-up calls from MSH is a welcome improvement to discharge planning as shared by 

Jamie Foy, Senior Clinical Services Manager, MSH. 

 

Over the past month and a half, we have been working on putting a recommendation together for MSH 

discharge planning.  We hope you will take the time to review and consider our request for 

implementation as best you can.  Thank you in advance. 

 

Current Challenge: 
 

Currently, there are inconsistencies when consumers are being discharged from Montana State Hospital 

(MSH).  Counties Behavioral Health Providers are receiving very little, if any, communication when a 

consumer is transitioning back to the community, which is leading to disorganized reentry, and 

stabilization. 

 

Reported Challenges Upon Discharge: 
 

Individuals receive a 4-day supply of medication on release, but are not set up for medications, or a 

psychiatrist beyond that.  Families and providers are not being notified, or made aware of the needs a 

consumer has when being released. Navigating the system alone without case management support is 

virtually impossible. 
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There is inconsistent information provided about what meds, or support that was working at the hospital 

prior to discharge.  Communities the consumers returning to are unaware when a consumer returns  

Follow-up appointments are lacking or scheduled out so far that often the consumer has stopped taking 

meds and doesn’t end up going to their appointment.  

 

Many times there is not adequate housing placement, so the consumer gets “dropped off” on the street, a 

Mental Health drop-in Center, or a homeless shelter.  These circumstances would cause anyone anxiety, 

but it is especially hard for someone leaving the state hospital.  It causes decompensation with an 

increased risk of reentering emergency services and ending up back at the state hospital-- simply 

because there was no plan upon release.  

 

 

 

 

 

Recommendation: 
 

1. Identify a central point in every county for transition back into the community, such as 

CONNECT Referral Systems. 

 

2. Give advance notice of return to community at least 72 hours prior to discharge. 

 

3. Notify previous service provider of upcoming discharge. 

 

4. Medication transition services need to be in place prior to discharge. Some medications (like 

Haldol) are used and working at the hospital, but not available once they’re out.  Provide a tele-

health prescriber for individuals who aren’t finding a local Dr. in a timely manner. 

 

5. Coordinate housing services prior to discharge. Notify housing support person of date and time 

of arrival. 

 

6. Create an Advance Psychiatric Directive and or WRAP Plan with the consumer’s input into their 

crisis and support plan (including family support as available) prior to discharge. 

 

7. MSH to provide the following data: number of consumers going in and out of each county, who 

brought them, who discharged them, and any other data MSH had been providing in the past to 

the Service Area Authorities, Local Advisory Councils, and County Health Departments. 

 

 

Projected Outcome Goals: 
 

This priority, if implemented would: 

 

1. Reduce recidivism. 

2. Provide a compassionate reintegration into the community’ with essential wrap-around services, 

to support recovery. 

3. By having an Advance Psychiatric Directive, and or WRAP Plan in place, the need for repeat, 

higher level crisis services, will be reduced.  



4. Greatly reduce costs to counties, incurred by emergency services, emergency room visits, 

infractions with law enforcement, child protection, court, and correctional systems. 

5. Reduce the risk of suicide, and high suicide rate in Montana. 

6. Improve a more productive, and team oriented return to community, family, and supports. 

7. Identify the data required to help make informed decisions, for improving the stay and return of 

consumers from the MSH. 

 

We believe that with proper planning in place, we can provide a safe community environment for 

individuals recovering from mental illness. This not only benefits the individual and their families, but 

also makes for stronger communities, and supportive transitions that benefit everyone.. Please consider 

our recommendations, and prioritize consistent Discharge Planning from MSH. 

 

Respectfully submitted, 

 

Matthew Furlong 
 

Matt Furlong, President 

Central Service Area Authority 

406-202-0544 

 

Recommendations and input provided, were in collaboration with Eastern and Western Service 

Area Authorities, and the active Local Advisory Council’s within the 56 counties of Montana. 

 

 

 


