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Good afternoon, Madame Chair and Members of the Committees.  I am Patricia Ryan, Executive Director of the California Mental Health Directors Association (CMHDA).  I have been asked to talk specifically about the crisis county mental health departments are currently experiencing regarding the shortage of child and adolescent acute hospital beds in California.

Early in 2001, CMHDA identified an emerging and potentially very serious problem of a shortage of acute psychiatric beds available in California. This problem appeared to be most acute for beds available for children and youth.

CMHDA requested the California Institute for Mental Health (CIMH) to conduct an analysis of the problem, and to provide some initial recommendations of strategies to address the issues.  CIMH then subcontracted with Peter Forster, M.D. of Gateway Psychiatric Systems (GPS) to conduct a survey and preliminary data review, and provide CIMH with an initial analysis.  GPS worked with a committee of CIMH and CMHDA representatives to provide a draft, which was then completed by CIMH.  

The committee suggested that GPS conduct phone interviews with key informants in order to:

· Assess the nature and extent of the shortage, both geographically and in terms of specific age groups (child, adolescent and adult).

· Assess the nature of the information currently available that could guide immediate and long term planning in order to reduce this shortage.

· Make proposals for further steps to either: (a) assess the causes of the shortage or (b) address the shortage.

Of the 19 people interviewed for this report, all expressed concerns and a belief that there is a shortage of inpatient psychiatric beds in California.  Most also felt that this shortage is reaching, or has already reached, a crisis situation for some parts of the state. In addition, a 2001 CMHDA survey conducted of county mental health agencies showed that 35 out of 37 counties responding to the survey reported recent difficulty in accessing hospital beds.  Over half of those who were interviewed felt that children were the most affected. 

One interviewee suggested that we do an analysis of the number and percentage of child, adolescent and adult patients, by county for each year since Medi-Cal inpatient consolidation, who were hospitalized at an out-of-county or out-of-region facility.  We did that, and it revealed that there had been a very significant increase in adolescent, adult and child admissions to facilities that were in a different region from the Medi-Cal County (county of beneficiary).

On a Regional basis, here briefly is what the CIMH Report found with regard to children/adolescents:

· In the Bay Area and Northern California, the inpatient bed shortage is the greatest for children.  

To my knowledge, in Northern California (from the Bay Area north) there are currently only two hospitals in the Bay Area that provide inpatient psychiatric services for children, and one hospital in Sacramento.  This means that all of Northern California’s counties must compete with Bay Area and Sacramento health plans and counties to find beds for their kids.  In many cases those beds are full, and they end up searching sometimes as far south as Los Angeles for an open bed.  Even if a bed is available in the Bay Area or Sacramento, it is sometimes hundreds of miles from the child’s home and family.  

· In the Central Valley, interviewees said that the bed shortage is not as severe for adolescents as for children, but there are still shortages.  Those interviewed also said that the children being treated are increasingly difficult to manage. In one instance, a county could not find a bed in all of California for a child because of the safety concerns by the hospitals.

· In Southern California, those interviewed said that adolescent bed shortages are the most severe, followed by children’s beds.

Here are several case studies from California counties that better illustrate just how serious the problem is for them:

Case Study # 1

“Wednesday evening our on-call staff is contacted regarding an adolescent who has made a suicide attempt and is medically cleared for a mental health assessment.  The teen reports continued intent to self-harm.  When attempting to 5150, no facility can be located in the state as far south as Stockton.  The parents and family have no capacity to care for his safety and refuse to assume responsibility.  All local foster placing agencies will not assume care even with the offer of a respite worker for 24-hour observation.  The teen probably would not cooperate with an outpatient plan even if it could be implemented.  The only alternative is to house the teen in the local juvenile facility that has three locked cells.  The parents, Mental Health and Chief Probation Officer concur with the plan in spite of the obvious regulatory and rights violations.”

Case Study # 2

“A child in a level 14 group home needs acute inpatient treatment.  We are unable to locate a hospital bed so the child is forced to remain in the group home, endangering himself and the other residents.  The county Mental Health program has to pay additional funds for a 1 to 1 observer of the child until a hospital bed is found.  The child does not get timely and necessary psychiatric care, and future placements in the group home from this rural county are in jeopardy.”

Case Study # 3

“A child in need of inpatient care is brought to Juvenile Hall and forced to remain there because no beds are available.  While in the Hall he is physically hurt by some of the other detainees because of his unusual behavior, which needs but does not get appropriate and timely psychiatric treatment.”  

Case Study # 4

“Parents bring their suicidal teenage girl to the emergency room after she attempts suicide.  No bed is available.  The nervous and frightened parents agree to bring her home under their supervision until an appropriate bed can be found.  Luckily she did not hurt herself prior to a bed being found, but the danger was there.  The situation created not only significant physical risk to the girl, but also financial and liability risks to the county if further attempts had been tried or were successful.”  

What Are the Causes of the Shortage?

According to the CIMH report, the issues leading to the statewide inpatient psychiatric bed shortage are multi-faceted and cyclical, with each hinging on the other.  

· Following Medi-Cal mental health inpatient consolidation in 1995, reimbursement rates for the fee-for-service (FFS) hospitals have significantly decreased. The resulting closure of some hospital beds was not unexpected.  However, now that California no longer has an excess capacity of inpatient psychiatric beds, it is essential to switch from a strategy of careful price negotiation with the hospitals, to one of collaboration.  

The financial pressures that have led to inpatient psychiatric bed closures are likely to continue to exert pressure on hospitals to close beds unless their concerns are addressed.  

· Also contributing to the problem is the issue of staffing shortages, particularly among nurses and child psychiatrists.  Inpatient units, as well as residential facilities, are having difficulties in securing qualified staff. This is particularly true for children’s programs.

There were fairly consistent reports, from all surveyed, of inpatient psychiatric units that remained below census due to staffing shortages.  The most severe shortages appeared to be (in descending order): child psychiatrists, child nursing staff and other nursing staff.  Additionally, it appears that child inpatient units may be the most difficult to staff.  In terms of staff-to-patient ratios, children’s beds require a higher ratio of staffing per child than adult units.  Also, censuses for adult units are usually more stable than for children’s units. Therefore, a hospital that is short on staff could make it a priority to staff adult units before children’s units, based on purely financial reasons.  

· Several interviewees felt that hospital beds were often filled with people not necessarily in need of acute services, such as people with other organic brain diseases, developmental disabilities, dually-diagnosed clients, etc.   

Based upon other anecdotal information I have heard from both hospitals and counties, this is a growing problem throughout California, and is a significant contributor to the shortage.  
Are Appropriate Alternatives to Hospitalization Available?

According to the CIMH report, of the 19 people interviewed, 13 were asked about their thoughts on alternative placement and its role in the inpatient psychiatric bed shortage.  Of these 13 people, 12 felt that an increase in alternative programs would be a key step in addressing the inpatient psychiatric bed problem, for both children and adults.  The review committee for this paper strongly agreed with this perspective and emphasized the need for alternatives to be integrated into a system of care that permits flexibility around the individual’s specific needs.  Several studies have suggested (and counties know) that there are models of care that are quite effective in working with a population of severely disturbed children, such as the population of children that is currently being hospitalized in California. Other testimony at this hearing will address those issues, and counties’ efforts to provide alternatives to hospitalization, in more detail.  

Regardless of counties’ efforts in this regard, the report also cites a general failure by regulatory agencies at the state to acknowledge the reality of treating California’s most seriously disturbed and challenging children and youth (e.g., the inevitability of risk -taking behavior and acting out, even in the best managed facilities), which appears to have made it almost impossible to find providers who are willing to develop appropriate services. 

One potential solution is the new Community Treatment Facility (CTF) licensing category.  A CTF is a sub-acute mental health treatment facility that is authorized to lock its doors and utilize restraint and seclusions.  While the maximum number statewide of  400 beds is not yet available, some CTFs are now in operation and others are in various stages of planning and development.  Many are concerned, however, that the design and regulatory requirements may prohibit it from serving many children who may need it, and will make this an overly expensive treatment option.  Nonetheless, this is another new alternative to psychiatric hospitalization for children and adolescents that may help to alleviate this problem.

Several interviewees also felt that hospital beds were often filled with people not necessarily in need of acute services, such as people with other organic brain diseases, developmental disabilities, dually-diagnosed clients, etc.  This is a growing problem throughout California, for both children and adults, and needs to be addressed as soon as possible.

The CIMH report suggests both short-term and long-term strategies for addressing most of the problems identified in its report, as well as areas for further study. 

Short-term Strategies

The CIMH report recommended the following short-term strategies:

· Develop and strengthen partnerships and regional initiatives at multiple levels.  Set up discussions with California hospitals through the California Healthcare Association (CHA) in order to identify steps that could be taken immediately and in the long run in order to improve the availability of hospital beds.
This recommendation is already in process, with a Work Group convened by the state Department of Mental Health.  Represented on the Work Group so far are California Healthcare Association staff and member hospital representatives, CMHDA and CIMH staff, county mental health directors, and state DMH staff.  We have had some good discussions thus far, and they are continuing.

· Set up workgroup(s) with providers of alternative services, such as crisis residential (California Association of Social Rehabilitation Agencies), crisis stabilization (CHA) and special residential treatment programs (children and adolescents, geriatric patients), to identify barriers to expansion of services and to create a statewide action plan to address those barriers.

The Work Group has expanded to include other relevant organizations, when appropriate and necessary.

· Conduct a real-time inventory of beds to assess and monitor acute bed numbers and demand. 

This recommendation is in process, primarily through the California Healthcare Association.

· Conduct an assessment of the use of administrative day beds to determine the types of alternatives needed to resolve placement needs.  Identify populations of patients in need of hospital alternative programs that do not currently exist (e.g., sub-acute psychiatric rehabilitation beds for behaviorally disordered adults with brain injuries).  Determine state, regional and local responsibilities/solutions.

Data from the state Department of Mental Health has been helpful in assessing the use of hospital administrative day beds.  A more thorough examination is ongoing.

Long-term Strategies

The CIMH Report suggested the following longer-term strategies:

· Collaborate with DMH to identify regulatory and legal barriers to developing and implementing alternative programs and create a legislative agenda for change.

· Open alternative placement programs.  Consideration should be given to contracting with providers of existing programs.

· Form partnerships with national organizations such as the National Association of State Mental Health Program Directors, the National Association of County Behavioral Health Directors, and the National Association of Psychiatric Health Systems, to develop a national legislative strategy to eliminate the Institute for Mental Disease (IMD) federal exclusion.  

· Work with DMH to clarify an appropriate audit mechanism for administrative day determinations that is compatible with standards of practice in psychiatric hospitals and consistent with Health Care Financing Administration (HCFA) regulations.

· Strengthen the role of regional organizations of mental health plans in meeting the needs of acute psychiatric patients by developing special programs for community-based care.

· Utilize partnerships to negotiate longer and more uniform contracts with hospitals.

· Identify ways to reduce the administrative costs of operating hospitals by developing more standard and streamlined ways of accomplishing the goals of utilization review and ensure that the least restrictive and most effective treatment is provided to patients.

· Conduct more sustained analysis of existing data, for better prediction of future needs in the system.

All of these are worthy strategies, and both CIMH and CMHDA continus to work in collaboration with our other partners to address them.

Summary

The current shortage of acute inpatient beds for children and youth has reached a crisis point.  Counties continue to work very hard -- with always limited resources -- to develop a continuum of community mental health treatment services to ensure that hospitalization is the last resort, and that hospital beds are not needed or used because other services are not available.  But the need for hospitalization of children and adolescents appears to be on the rise, at the same time that beds are decreasing.   Clearly, something must be done to address this need. 

We appreciate the efforts of the state Department of Mental Health and the California Healthcare Association in working with us to find solutions to this problem in a collaborative way.  

We look forward to continuing to work on these issues, and sincerely welcome the attention -- and hopefully assistance -- that may result from this informational legislative hearing. 
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