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“The World Health Organization, in collaboration with the World Bank and Harvard University, mounted an ambitious research effort in the mid-1990s to determine the “burden of disability” associated with the whole range of diseases and health conditions suffered by peoples throughout the world.  Possibly the most striking finding of the landmark Global Burden of Disease study is that the impact of mental illness on overall health and productivity in the United States and throughout the world is profoundly under recognized.  

“Today, mental illness is the second leading cause of disability and premature mortality.  Mental disorders collectively account for more that 15 percent of the overall burden of disease from all causes and slightly more than the burden associated with all forms of cancer.  These data underscore the importance and urgency of treating and preventing mental disorders and of promoting mental health in our society.”

From Mental Health: A Report of the Surgeon General, 2000

Mental Health Task Force Background and Charge
The Douglas County Community Health Improvement Project (CHIP) Mental Health Task Force was convened by the CHIP Leadership Group in May 2005 with the following charge:  

Mental Health Task Force members in collaboration with the Douglas County community and the assistance of CHIP staff will look at how to provide/coordinate in-patient mental health services for Douglas County residents in crisis.

The Task Force was given this charge because of concern being expressed in the community about the April 30, 2004, closing of the inpatient unit operated since 1973 by Lawrence Memorial Hospital.  This left the community with no local inpatient mental health services.   Inpatient mental health treatment is viewed as essential for a person in a life-threatening mental health crisis due to psychosis (dangerously disorganized thinking and behaviors) or suicide thoughts and plans.  Members of the Task Force represent the faith community, local government and law enforcement, post-secondary institutions, health and mental health care providers, consumers of mental health services or their family members.  Membership is listed in the Appendix.  The Task Force met monthly May through December 2005.  From January through April 2006, the CHIP staff did additional survey research on services available in similar-sized communities and met with a sub-committee five times to prepare a draft report on behalf of the committee.  The full Task Force met in May 2006 to review the draft report and provide additional input.

What did the Task Force do to examine the issue? 
The Task Force hosted a public forum at Lawrence Public Library May 23, 2005, to allow community members to express their thoughts concerning local mental health service needs.  Approximately 50 individuals attended the forum and a number of those spoke about their personal or family experiences with the challenges of seeking mental health care in Douglas County during potentially life-threatening crises.  Others who could not attend provided written comments.  

Subsequently, the Task Force heard presentations by Gene Meyer, CEO of Lawrence Memorial Hospital, and David Johnson, CEO of Bert Nash Community Mental Health Center, and questioned them on related issues.  The Task Force reviewed the crisis mental health plans of local agencies and service providers:  Lawrence Public Schools, Douglas County Law Enforcement, Headquarters Counseling Center, University of Kansas Student Housing, Lawrence-Douglas County Health Department, Douglas County Sheriff’s Department and Health Care Access Clinic.  

The Task Force also examined data gathered by CHIP staff on the availability of inpatient mental health care in similar communities across the country.  CHIP staff also met and shared information with a group of KU School of Social Welfare graduate students interning at Bert Nash CMHC during the fall 2005 semester.  The Task Force discussed and analyzed the information from all sources at its monthly meetings.

What questions did the Task Force ask and what was learned?
What are the drawbacks to having no local inpatient mental health unit?  Individuals who spoke at the public forum shared the following challenges:
· Many individuals reported that it is burdensome for individuals with serious symptoms of mental health illness to leave their home community for inpatient treatment.
· Some family members and mental health providers reported that it is much more difficult to persuade reticent patients to go out of town for voluntary treatment, so some in need of hospitalization are less likely to be admitted.

· Some individuals and family members reported that transportation is a barrier to accepting voluntary inpatient treatment in other communities.

· Individuals needing inpatient care who decline to go out of town may not receive sufficient care, and the symptoms of mental illness may escalate and pose serious risk of danger to self or others before appropriate treatment is obtained.  This is especially important in treatment where suicide is a factor.

· Hospitalization out of town makes it difficult for family and other support persons to be involved in the patient’s care (e.g. family or couples therapy, communication with provider, planning for follow-up care).  According to clinician-researchers active in the American Association of Suicidology, involvement of the person’s support network is considered essential in the effective treatment of suicide risk.

· After discharge, follow-up care must be transferred back to home community.  There are often difficulties with this transition that complicate timely follow-up care such as financial or transportation barriers; or lack of coordination between inpatient unit and local outpatient service provider. 
Why did the LMH inpatient mental health unit close?

According to the LMH presentation to the Task Force and comments by its CEO, the inpatient mental health unit closed because there were not enough patients admitted to offer the high quality mental health care that the community expects.  From January to April 2004 the average daily “census” (number of patients on the mental health unit on a given day) was 1.3.
Due to the low number of patients, LMH experienced challenges including:  1) The unit could not function as a full-service mental health unit with so few patients; and 2) Qualified mental health professionals could not be retained to staff the unit when their professional skills were not fully utilized.

  What did LMH do to try to save the inpatient mental health unit?
LMH reported efforts over several years to save the unit from closure.  In January 2001, the Mental Health Unit was a 15-bed general, voluntary adult psychiatric unit.  In recent years, the census was usually very low (2000 average was 3.7 patients).  The hospital had considered closing the unit in 2000, but after dialogue with the community, decided to continue adult mental health care and expand to include geriatric mental health patients.  Generally, children and adolescents were not being served in the unit.  A private company, Universal Health Systems Management Services, was hired to establish and manage the expanded unit.  The company hired a full time marketing professional to promote the services of the unit and a psychiatrist to serve as Medical Director.  In 2001 there was an average daily census of 6.6.  In 2002 the average daily census reached 7.9.  

In 2003 three admitting psychiatrists who were employed by Bert Nash Community Health Center relocated or resigned from hospital admitting practices.  This left only two local private practice psychiatrists to follow all inpatients.  That same year, even with the services of a full time marketing professional, the average daily census was six (6.0).  Attempts by LMH to recruit new admitting psychiatrists were unsuccessful.  Replacement psychiatrists hired by Bert Nash CMHC did not seek admitting privileges.  Because of the shortage of patients and of psychiatrists willing to admit them, the unit closed to adults under the age of 55 on September 1, 2003.  Geriatric patients continued to be admitted, but the census issues were increasingly severe.  

Another private psychiatrist resigned from hospital admitting practice at the Mental Health Unit early in 2004, leaving only the Medical Director to cover the unit 24 hours per day, seven days per week. The program director also resigned.  As noted above, the average daily census from January to April 2004 was 1.3. The LMH Board decided to close the unit April 20, 2004.

Why weren’t there enough patients to warrant keeping the unit open?

Psychiatric treatment in the United States has undergone dramatic shifts in the last several decades, including drastic reduction in inpatient hospitalization.  Changes by third-party payers in the definition of what qualifies an individual for inpatient mental health care (“dangerous to self or others”):  1) severely limits the number of people who qualify for inpatient admissions; and 2) greatly shortens the average length of stay in the inpatient unit.  This means there are fewer people served each day through inpatient treatment even if they would greatly benefit from such care.
Both Bert Nash CMHC and LMH CEO’s reported that psychiatrists prefer not to provide inpatient care due to: 1) inconvenience of on-call requirements, unpredictable hours and time away from office practice; and 2) low reimbursement for inpatient psychiatry services.  In recent years neither LMH nor Bert Nash CMHC has been successful in recruiting a sufficient number of psychiatrists to provide coverage for a local inpatient mental health unit.
Psychiatrists were the only professionals authorized by LMH to admit patients to the inpatient mental health unit.  While some hospitals have extended admitting privileges to other mental health professionals, such as psychologists, nurse practitioners and social workers, LMH has not done so.
Some Douglas County residents with adequate transportation and financial resources reported their preference for being treated out of town to protect their privacy, further reducing the number of people treated at LMH.

What are the problems with a small inpatient unit?

· Inpatient mental health care is based on a variety of therapeutic activities, such as individual, group and family therapy; recreational therapies; and medication management.  Many of these activities require a group of patients to be effective.

· Inpatients do not receive full therapeutic benefit from a very low census unit where the full component of therapeutic activities cannot be offered.
· Hospital accreditation requires that certain core services and facilities must be available in order for an inpatient mental health unit to be operated.  This requires a team of qualified professional staff and specific programming.  Maintaining this level of staffing and programming is not feasible programmatically or economically with a very low patient census.  

· Retaining qualified professional staff is difficult when the unit has too few patients to be a quality program and to fully utilize professional skills.

What is the minimum number of patients and admitting mental health professionals required to have a fully functioning, therapeutic 
inpatient mental health unit?  
Generally, an average daily census of approximately 14-16 patients is needed.  For full coverage in an inpatient unit, it is estimated that a minimum of three full-time admitting psychiatrists would be necessary for a 24/7, 365-day service.
The community also lacks inpatient substance abuse treatment facilities.  Why not combine those services with inpatient mental health to reach a higher census?
Programming and professional staff training for a substance abuse treatment unit are different than those required for inpatient mental health care.  Both populations deserve the specialized treatment that will best meet their recovery needs.  

While addressing the complex issue of inpatient substance abuse treatment was not part of the charge to this Task Force, many individuals have a “dual diagnosis” of both mental illness and a substance abuse disorder.   Planning for substance abuse treatment should be a part of a community’s comprehensive mental health plan.
What can be done to prevent a large proportion of people with severe mental illness from ending up at the Douglas County Jail?

The Task Force recognizes that this is a serious problem in our community as it is in many communities across the country.  Readily available outpatient medication management, therapy and mental health case management have the potential to reduce incarceration of those with severe and persistent mental illness.  Bert Nash CMHC and the Douglas County Sheriff’s Office have worked together to provide onsite staff at the Douglas County Jail 25 hours per week.  The two agencies have jointly applied for a three-year U.S. Department of Justice grant on a re-entry initiative for persons with mental illnesses during and upon release from the jail.

Could Bert Nash CMHC or some other entity open an inpatient mental health unit?
Inpatient mental health units require support from services that are readily available at a hospital, such as dietary services, laboratory and pharmacy services, emergency medical intervention, housekeeping and security services.  Replicating those services in a location outside the community hospital would be extremely costly and an inefficient use of community resources.   In addition, free-standing inpatient psychiatric units cannot bill Medicaid for persons between the ages of 18 to 64.

How are other communities managing to keep their mental health units open?
The Task Force performed a preliminary review of data gathered by CHIP staff on 24 similar-sized communities in the Midwest asking whether there was local inpatient mental health care.  Eighteen of the 24 communities did have inpatient mental health care; although not all inpatient care was provided by the local community hospital.  Further analysis and additional information might discern strategies that could assist in developing such services in this community.  Many of the units draw patients from a multi-county area.  Further analysis is required to determine whether an inpatient mental health unit at LMH could attract people from a broader geographic area.  The Task Force is aware that LMH positions itself as a regional provider of other health services. 

Does the average Douglas County resident know how to access crisis mental health services?
The Task Force heard from the public, as well as from some Task Force members themselves, that many in Douglas County do not know how to access the existing crisis mental health services through LMH, Bert Nash CMHC or Headquarters Counseling Center (HQCC).

What is the current system for individuals from Douglas County needing inpatient care?
Outpatient therapy & medication management:  The need for inpatient mental health hospitalization can be reduced by readily available, comprehensive outpatient services.  The Bert Nash CMHC is mandated by the state to provide comprehensive outpatient services to Douglas County children and adults.  While the Task Force understands that the Bert Nash CMHC staff is doing the best it can with the resources available, consumers and community agencies have experienced that the wait for initial medication evaluation and follow-up medication management appointments can be as long as one month; and after initial intake, the wait for an appointment with a therapist can be up to three weeks.  During this waiting time, the patient may become unstable and require hospitalization.  Douglas County residents are also served by a wide range of non-profit and private providers of mental health services.  The majority of them do not provide medication services.

Mental Health Crisis:
Headquarters Counseling Center:  Headquarters Counseling Center is staffed with paraprofessional counselors and professional social workers and offers 24/7 counseling and referral by phone, as well as in-person counseling by appointment.  No fees are charged for these services. 

 Bert Nash CMHC:  Individuals with severe mental health crises in need of medication and possibly hospitalization can be screened at Bert Nash CMHC during business hours at its Access Center.  At other times, individuals may be seen by the center’s “screeners” at the LMH Emergency Department (LMH ED).  After regular business hours, Bert Nash CMHC’s phones are answered by licensed mental health therapists at Johnson County Mental Health Center with a local Bert Nash CMHC employee on call to intervene if needed.  

LMH Emergency Department (ED):   Individuals can go directly to the LMH ED at any time of day or night for evaluation by a Bert Nash CMHC or LMH ED staff member to determine whether continued treatment is needed on an outpatient basis or inpatient hospitalization is required.
LMH Crisis Stabilization Service:  When a mental health issue is identified in the LMH Emergency Department the patient can stay up to 24 hours in the ED’s Crisis Stabilization Service opened by LMH in August 2005.  The patient can be evaluated and receive medication, if indicated, and follow-up care can be planned either as an outpatient or by direct transfer to an inpatient unit outside Douglas County.

Out of town transfers for inpatient care:  Those requiring inpatient admission most often go to hospitals in Topeka or the Kansas City area.  If needed, LMH provides secure transportation for voluntary admissions for those seen at LMH.  Individuals seen at Bert Nash CMHC during daytime business hours for screening are provided secure transportation by BNCMHC.  The Douglas County Sheriff’s Department provides transportation for involuntary admissions.

Transition back to local services for outpatient follow-up:  Admitting hospitals may assist the patient and family to plan for post discharge follow-up care back in Douglas County.  Bert Nash CMHC works with state mental health facilities on follow-up planning for Douglas County patients.  Upon return to Douglas County, the patient may or may not carry out the follow-up plan.  They may encounter challenges connecting with local service providers such as wait time for appointments or lack of means to pay for outpatient care.

Douglas County lacks some types of crisis services that are available in other communities such as mobile crisis outreach and 24/7 medication management. 

What do the potential inpatient numbers look like currently?  
· From August 2005 to April 2006, 493 patients of all ages used the LMH Crisis Stabilization Service.  

· Of those 493 patients, 262 were transferred out of town for inpatient mental health care – 183 on a voluntary basis and 79 on an involuntary basis. 
· LMH has never admitted involuntary patients due to special security and staffing requirements.

· LMH has never admitted children and adolescent patients.

· While these numbers cannot give an exact picture of what the inpatient census would look like had there been services available in Douglas County, a rough estimate is provided with the following:

· 183 voluntary admissions with an estimated average stay of 4 days/patient = 732 “inpatient days” divided by 273 calendar days from August to April ~ average of 2.7 patients per day.

· These numbers do include children and adolescents who would have been transferred to other facilities specializing in child and adolescent care prior to LMH closing its inpatient unit.

· This does not include those who might have bypassed the LMH ED and gone directly to another hospital for admission or who simply did not seek admission because they knew no local services were available.
Conclusions:   

· Inpatient mental health care should be one component of a comprehensive and seamless community mental health system that includes prevention efforts, readily available outpatient medication management and therapy, substance abuse treatment, crisis intervention, case management, inpatient care and post hospital follow-up care for both mental illness and substance abuse.
· Systematic data collection and analysis by a trained professional is required to paint a complete picture of the current mental health system in Douglas County and to identify unmet needs.
· Community members want more readily available information about where to go for help in a mental health crisis.
· The need for inpatient mental health care could be reduced through readily available outpatient mental health services.
· From both the written and verbal comments from the community, it is clear that most Douglas County residents and their families prefer to remain in Douglas County for inpatient mental health care.

· It appears there are not enough potential inpatients for a fully functioning, therapeutic inpatient mental health unit to be feasible in Douglas County at this time due to the constraints discussed above.

· The Lawrence and Douglas County Commissions or designees should closely monitor relevant indicators and be ready to re-establish inpatient mental health services at Lawrence Memorial Hospital as soon as numbers warrant doing so.

Recommendations:   
The Lawrence City Commission and the Douglas County Commission should 
establish a permanent Douglas County Mental Health Services Planning Council.   The mission of the Mental Health Services Planning Council is to assure a comprehensive and seamless system of mental health care for Douglas County residents.  
Members of the Mental Health Services Planning Council will be appointed by city/county commissioners.  The Task Force recommends that this planning council be comprised of eight (8) members: 

Alternating two year terms:

One (1) at-large appointee from the City Commission; and

One (1) at-large appointee from the County Commission; and

One (1) private mental health practitioner; and

One (1) mental health services consumer or consumer advocate.
Permanent members:  

CEOs of Bert Nash Community Mental Health Center, Headquarters Counseling Center and Lawrence Memorial Hospital (3).

Epidemiologist/statistician (to compile and convey county mental health data in an intelligible manner to the Mental Health Services Planning Council and to the community at large) (1).

Once the Mental Health Services Planning Council has been established, this 

Task Force recommends that the council assure the following:

1. Establish data collection methodology utilizing services of a professional statistician/epidemiologist to document mental health service needs (both inpatient and outpatient) in Douglas County.  This data should be compiled and analyzed quarterly.

2. Improve timely availability of outpatient mental health services to reduce need for inpatient care.
· Make same-day crisis medication evaluation appointments available at Bert Nash CMHC when indicated by intake evaluation and reduce wait time for follow-up therapy and medication appointments.  If budget constraints present a barrier, take the issue to community to generate support for additional funding to improve access to urgent outpatient care.

· Enhance local after-hours outpatient mental health services such as after-hours walk-in services at Bert Nash CMHC or Headquarters Counseling Center; or through a partnership between those agencies and other local mental health agencies.

3.  Make the transition from local outpatient to out-of-town inpatient care and back as smooth as possible.

· Enhance communication and collaborative planning between Bert Nash CMHC, LMH, other private and public mental health providers, and out of town inpatient units.

· Assure close linkage to out-of-town inpatient units with local outpatient follow-up to assure smooth transition back to community.

4.  Conduct advance planning to be prepared to re-establish local inpatient mental health services at Lawrence Memorial Hospital as soon as numbers warrant doing so.

· Monitor indicators that Douglas County has reached numbers warranting reopening of local inpatient mental health unit.

· Compile and analyze indicators quarterly.

· Begin now to formulate a specific plan for how inpatient services will be re-established at LMH when numbers warrant re-establishment of local inpatient services.

· Consider broader range of admitting privileges at LMH to increase patient admission options and reduce burden on limited number of psychiatrists.

· Insure a coordinated effort between LMH and Bert Nash CMHC to provide inpatient/outpatient staffing and services.

5.  Provide readily available information to the public on how to access crisis mental health services in Douglas County. 
[Note1]  The CHIP Mental Health Task Force is working with local phone companies to make mental health crisis phone numbers readily available on the emergency numbers page of the phone book.

[Note2]  The CHIP Mental Health Task Force will also take the initial step to produce flyers with affordable access information for those in mental health crisis and distribute within the community.  In addition, it will also attempt to work with the local media for public service announcements with similar information.  The Mental Health Services Planning Council should ensure that this practice continues.

6.  Provide written and verbal semi-annual report on the status of the Douglas County mental health system to the City and County Commissions in January and July of each year, including progress on items 1-5 above.

Appendices

A. CHIP Leadership Group Membership list.

B. Task Force Membership list.

C. Common transfer locations for patients needing inpatient services (August 2005 – April 2006).

D. Draft flyer for available mental health services in Douglas County to be distributed.

Data sheets from other communities – available by request.

Appendix A

DOUGLAS COUNTY CHIP

Community Health Improvement Project

Leadership Group Members

Randy Barnoskie, Executive Director

Haskell Health Center
Bruce Beale, Executive Director

The DCCCA Center

Judy Bellome, Executive Director

Douglas County Visiting Nurses Association
Jo Bryant, Executive Director

United Way of Douglas County
David Johnson, Executive Director

Bert Nash Community Mental Health Center

Kay Kent, Administrator/Health Officer

Lawrence-Douglas County Health Department

Nikki King, Executive Director

Health Care Access

Susan Krumm, Extension Agent

K-State Research & Extension Douglas County

Gene Meyer, President & CEO

Lawrence Memorial Hospital

Donna Osness, community representative
Bruce Passman, Deputy Superintendent

Lawrence Public Schools

Ruth Sarna, Director of Student Health

Baker University

Carol Seager, Director

Watkins Student Health Center

University of Kansas

Reverend Verdell Taylor

Christian Psychological Services
Craig Weinaug, County Administrator

Douglas County Courthouse

Appendix B

CHIP MENTAL HEALTH TASK FORCE MEMBERS

	First Name
	Last Name
	                 Affiliation

	Mark
	Buhler
	   Community volunteer; facilitator

	Vivian
	Caughey
	   Nurse, Lawrence Public Schools

	Frank
	DeSalvo
	   Director, KU Counseling & Psychological Center

	Marcia 
	Epstein
	   Director, Headquarters Counseling Center

	Sarah
	Hastings
	   Baker University Counseling Director

	Dennis "Boog"
	Highberger
	   Lawrence City Commissioner

	Bob
	Johnson
	   Douglas County Commissioner


  Nancy
       Jorn

    Director, Maternal Child Health Field Services,






    Lawrence-Douglas County Health Department

	Darryl 
	Krape
	Community volunteer

	Suzanne
	Lange
	Clinical Psychologist, Haskell Health Center

	Kenneth 
	Massey
	Undersheriff, Douglas County Corrections Division

	Debbie
	McQueeney
	Clinical Psychologist, Christian Psychological Services

	Alan
	Miller
	Community volunteer

	Diana
	Robertson
	Associate Director, KU Student Housing


 Verdell                Taylor                    CHIP Leadership Group member; LMH Board member

  Lori                     Winfrey                 Nurse Practitioner, Health Care Access Clinic

	Technical Assistance/Ad hoc members:

	Paula
	Dupigny-Leigh
	Lawrence Memorial Hospital

	Janelle
	Martin
	CHIP

	Dave
	Ruhlen
	DCCCA

	Janice
	Storey
	Bert Nash Community Mental Health Center


Appendix C

Patients utilizing the Lawrence Memorial Hospital Crisis Stabilization Service were transferred to the following locations outside Douglas County from August 2005 through April 2006:  

· Colmery-O’Neil VA Hospital, Topeka, KS

· Crittenton Behavior Health Center, Kansas City, MO

· Cushing Memorial Hospital, Leavenworth, KS

· Kansas City, KS, VA Medical Center

· KU Medical Center, Kansas City, KS

· Kaw Valley Center, Kansas City, KS

· Osawatomie State Hospital

· Prairie View, Newton, KS

· Rainbow Mental Health Facility, Kansas City, KS

· St. John Hospital, Leavenworth, KS

· Shawnee Mission Medical Center

· Stormont Vail Regional Health Center, Topeka, KS

· Two Rivers Psychiatric Hospital, Kansas City, MO

· Valeo Behavioral Health Care, Topeka, KS
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Appendix D





Affordable Mental Health Services 


for Douglas County Residents





Support Groups:


Call HQCC at 841-2345 for contact info on these and other support groups:


Depression and Bipolar Support Alliance NAMI (National Alliance on Mental Illness)—for friends and family members of people with mental illness.


RAHN (Recovery and Hope Network) - for people with mental illness.





Alcoholics Anonymous – 842-0110


Narcotics Anonymous – 749-6631





Crisis Stabilization:


Lawrence Memorial Hospital Emergency Department Crisis Stabilization Service


325 Maine, 749-6162


Available: 24/7


A safe place to be for up to 24 hours; inpatient services in nearby communities may be arranged.














DCCCA, Inc.


3312 Clinton Parkway, 841-4138


Alcohol and Drug Abuse Counseling


No medication services.





Indian Health Service


2415 Massachusetts, 832-4802


Services for Native Americans.


Medication services available.





KU Child and Family Services Clinic


2021 Dole, KU -- 864-4416   


Services for children and families.


No medication services.





KU Psychological Clinic


Room 315 Fraser Hall, KU


864-4121


Services for adults.


No medication services.





Services for university students:


Baker University Mental Health Service -- 594-8365





KU Counseling and Psychological Service -- 864-2277





Haskell Indian Nations University Student Counseling Center


Stidham Union – 749-8445























Immediate counseling, support and information:


Headquarters Counseling Center (HQCC) - 841-2345


Free, 24/7


No medication services.





Access Center, Bert Nash Community Mental Health Center


200 Maine, 843-9192


Walk-in service available for crisis help 8:30 a.m. – 5 p.m. Monday-Friday.


No medication services available that day; medical evaluation required.





Counseling services with sliding scale fee:


Bert Nash Community Mental Health Center - 200 Maine, 843-9192


Services for children, families and adults; inpatient services in nearby communities may be arranged.


Medication services available.





Catholic Community Services


536 Fireside Ct, 841-0307


Services for adults.


No medication services.





Christian Psychological Services


500 Rockledge, Ste. C, 843-2429


Services for children, families and adults.


No medication services.











This information provided by the CHIP Mental Health Task Force from the resource files of Headquarters Counseling Center.   (6/06)
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