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The Hospital Management and Operations Work Group was asked by Secretary Benton to work with the State Psychiatric Hospital Directors and management and staff of State Operated Services to address programmatic and operations issues associated with patient treatment, facility safety and levels of services with the expectation that the effort would enhance the use of best practices and standardization of policies and processes in and across the hospitals. Areas of review were to include protocols for violence, for placement of restraints and for administrative guidelines that can be consistently implemented throughout the State psychiatric hospital system. A thorough review of current operational challenges was to be undertaken, including the adequacy of qualified staffing. 

The Work Group has convened in six meetings each lasting approximately two hours. We have received presentations and significant data and other information from State Operated Services staff, Hospital Directors/staff and DHHS staff concerning the following:

· Immediate jeopardies and accreditation issues

· Deficiencies identified by regulatory bodies

· Corporate policies

· Standardization

· A quality framework recommended for the State Psychiatric Hospitals

· National Association of State Mental Health Program Directors Research   Institute comparative statistics for Broughton, Cherry, Dix and Umstead / NC means / National means for the 41 reporting hospitals

· Admission, discharge and readmission data

· Patient discharge metrics including discharge destinations

· Current and ideal roles of the State Psychiatric Hospitals

· Overview of Central Regional Hospital staffing along with staffing at Broughton and Cherry

· Metrics for staffing levels at each of the hospitals

· Comparison of staffing levels at Broughton, Cherry and Central with the Memphis Mental Health Institute and Austin State Hospital

· Staff turnover in various position classifications at the hospitals during FY 06-07

· Work force issues

· Overtime premium paid during FY 06-07

· Lost and restricted work days / staff injuries and cost for 2007

· Licensed and operational private psychiatric hospital beds in NC for 2002-2007 / Indigent private beds for 2005

· NC State Psychiatric Hospital days on delay and number of admissions contracted to private hospitals during 2007

· Recruitment

· Automated medical records

Based upon the information provided to the Management and Operations Work Group to date we offer the following for consideration:

1. Contracts for short stay admissions at private hospitals:

In their current role the State Psychiatric Hospitals are the primary 
providers of short term stabilization and treatment and are the "safety net" 
for the seriously mentally ill in NC. With their number of admissions, first 
admissions, rapid readmissions and resulting "days on delay", average lengths 
of stay on the admission units have become too short for adequate patient 
stabilization and treatment.  Far greater use of contracts with private hospitals for 
short term stabilization, assessment and treatment should be made. Given the 
symptoms and behaviors many of these patients present and the number to be 
diverted with co-occurring mental illness and substance abuse and mental illness 
and developmental disabilities the cost to private facilities to stabilize, assess 
and treat them will be substantially higher than their current average patient load. 
We would expect that additional cost to be approximately $200 per day above 
their current Medicaid rate.  Once adequate local private inpatient services can 
be developed along with adequate outpatient community based care (see #2 
below), the State Psychiatric 
Hospitals can become the locus of care for only 
the most acute patients and those needing longer term care rather than a 
provider of mostly acute care. At that point, the State Psychiatric Hospitals 
would logically have requests for fewer direct admissions from the community, 
and serve largely longer term patients and admissions from community 
psychiatric units.

In order to speed this change of role we recommend that policy or legislation be 
developed that would streamline or negate the Certificate of Need requirements 
for bed transfers from State Psychiatric Hospitals and between local psychiatric 
units.  Finally, we strongly encourage the Secretary to assure that the need for 
psychiatric inpatient beds available to provide acute short term care is consistent 
with the most recent Office of State Budget population projections and that 
actions taken to close State facilities or beds within those facilities occur only as 
adequate outpatient treatment and care for the seriously mentally is in place 
along with adequate numbers of local acute inpatient beds available and willing 
to treat these patients.

2. Timely post discharge follow-up care in the community:

The very low percentage of discharged patients being seen by a clinician 
in the 
community in less than 7 days (29%) and less than 30 days (43%) of discharge 
is a major factor contributing to the 8.52% of patients readmitted to the State 
Hospitals within 30 days of discharge. Many of these patients are experiencing 
unnecessary and costly hospital stays that could be avoided with increased focus 
on accountability for diversion to non-hospital crises services and/or follow along 
care of all discharged patients. We strongly recommend that LMEs must have a 
case management capability, even if non-federally funded and that their 
participation in discharge planning be increased dramatically and they are held 
accountable for their consumers care post discharge.  In our review of metrics 
we noted a very large number of discharges to homeless shelters and believe 
this is indicative of both the need for additional housing for the seriously mentally 
ill as well as the above deficiencies in discharge planning.  We also recommend 
that an automated medical record system for use by the State Psychiatric 
Hospitals, LMEs and community providers be quickly procured and put into use, 
that a process for resolving disagreements between institution based and 
community based psychiatrists regarding discharge plans, diagnosis and 
medications for individual patients be developed and adopted and that this 
process also address current practices which often result in duplicative work-ups 
and assessments. Clearly the amount and intensity of outpatient community 
services, case management and stable housing for the seriously mentally ill is 
inadequate and overuse of the State Psychiatric Hospitals will continue until this 
improves.

Currently, the hospitals are deficient in the number of staff needed to conduct 
the outreach required for adequate discharge planning and should be 
augmented with additional Social Work staff with consideration given to splitting 
out in-house clinical social work functions from outreach/discharge social work. 
We have been advised that the process for requesting and securing approval of 
an automated medical records system is both extremely lengthy and 
bureaucratic.  We believe that such a system is very important to streamlining 
the patient care system and speeding the delivery and accuracy of care.


Accordingly, we urge that the state government level review process be made to 
work quickly and efficiently.

3. Staffing levels:

The levels of staffing at each of the State Hospitals is grossly deficient and a 
major factor contributing to dangerous conditions for patients and staff and 
have undoubtedly jeopardized certification and accreditation. Comparison of 
staffing with Memphis, Austin and the experience of several of our work group's 
members lead to the conclusions that staffing is inadequate in terms of number 
of staff, frequency of the use of contract nursing staff, mandatory overtime and 
its' cost, staff turnover rates, and the number and length of time that direct 
care positions are vacant. The work group has reviewed the proposal for 
additional nurses, health care technicians, physicians, social workers and 
psychologists. We support this request after having found the initial 
proposal insufficient. 
4. Staff qualifications and salary levels of Health Care Technicians:

We have concern that the current education and experience requirements 
and grade levels and salaries of the Health Care Technician class are too 
low and are contributing factors to the unacceptable levels of violence in the 
hospitals. The frequent inability of HCTs to recognize the development and 
escalation of adverse patient conditions, to intervene or seek supervisory 
intervention in order to prevent critical or serious patient incidents and generalize 
from their experiences is not 
conducive to minimum standards of care and a 
safe environment. HCT 1 positions are grade level 58, significantly lower than 
Correctional Health Assistant (Grade 61), Correction Officer (Grade 62) and 
Youth Program Assistant (Grade 61). We believe that in order to consistently 
recruit and retain Health Care Technicians with the necessary abilities to care for 
the seriously mentally ill, the education and experience levels for the class 
should be reviewed. Additionally, the DHHS should approach the Community 
College system at the state level to jointly develop an associate degree 
program for work in the MH, DD and SA fields. Such a program would go far in 
achieving the goal of developing and maintaining a work force for state and 
private institutions and community providers. However, such an attempt will be 
futile unless higher salary levels can be assured. In the interim we recommend a 
10% salary adjustment for the HCT series simply to improve the applicant pool 
and retain the current HCT work force in light of the hazardous conditions of 
this work.  We also urge immediate consideration of increased entry level salary 
for HCT 1s with an Associate or Bachelor degree and the development of a 
competencies based salary adjustment plan for employees in this class.
5. Recruitment and Retention of Physicians, Physician Extenders, Nurses and Psychologists:

The Sign On Bonus Incentives are an excellent idea. We recommend 
considering matching the UNC Hospital amounts and shortening the payout to

 6-12 months.  Additionally, consideration should be given to the use of loan 
repayments as a recruiting and retention tool, especially as a way to attract 
newly graduated psychiatrists, extenders and registered BSNs. Regarding 
funding for advertising, the work group felt generally that the internet is the most 
effective and less costly vehicle. Regarding the salary level of professional staff, 
we believe that the Hospital Directors and Clinical Directors and their chief’s of 
professional services can best advise as to the competitiveness of state salary 
levels with those paid by the private sector.  Having said that, we believe that 
implementing the increased staffing recommended, a decreased rate of 
admissions and increased length of stay on the admissions units along with 
adopting other of these recommendations and the subsequent improved work 
loads and working conditions will enhance the competitiveness of the State 
Psychiatric Hospitals in recruiting and retaining staff in the professional classes.
6. Standardization of policy:

The current efforts of the SOS staff with the hospital directors and staff to 
standardize policy is working and should be continued. We have reviewed 
and offered comments on the work to date, including seclusion and 
restraint, and will do so as the revised policies are available. We would 
suggest that as the Governing Body proceeds with standardization, 


the review and revision process should involve external stakeholders and 
colleagues from the private sector following this group's work. It should also be 
said that the number of SOS staff will need to be increased as this work 
continues and in order for that staff to conduct the monitoring and review of 
operations on an ongoing basis required to assure quality of ongoing operations 
and standards and accreditation compliance.
7. Protocols for Violence:

We will have more to offer on this area in the near future, but for now would 
encourage the efforts underway to develop standardized policy and 
procedures. We would urge maximum use of audio/video surveillance of 
seclusion areas, main patient areas and hallways as well as the use of 
portable equipment anytime restraint or other potentially violent incidents 
in 
areas not under surveillance occur. We also suggest the use of law enforcement 
personnel well trained in conducting investigations when abuse or neglect is 
suspected or alleged and definitely when death or serious injury to patients or 
staff occurs.

Additionally, we believe the state hospitals should extend criminal background checks beyond North Carolina, should have the authority to conduct periodic as well as pre-employment background checks and periodic, random drug screens in addition to pre-employment drug screens.  Random employee drug screens are routinely done now in the private sector and serve as a deterrent to employee use of illicit drugs.
We recommend the Secretary or his designee serve as the final administrative decision maker on appeals for dismissal of employees from state hospital employment for reasons of neglect or abuse of patients.  In too many instances the OAH has overturned dismissals in which patients have clearly been abused or neglected.
8. Measuring and monitoring system performance:


At the present time the state hospitals are clearly capable of gathering, 
analyzing, monitoring and reporting a uniform set o quality measures that 
provide an objective way to evaluate hospital performance.  The NRI 
Comparative Statistics are being collected by the state hospitals and ADATCs.  
Data collection sets, criteria and methodology have been standardized by the 
NRI.  This data provides individual institution, state and national comparative 
standardized information on a monthly basis regarding:

· Patient injuries per 1000 inpatient days

· Patient elopements per 1000 inpatient days

· Medication variances per 100 episodes of care

· Number of patient hours spent in restraint per 100 inpatient hours

· Percentage of patient restrained

· Number of patient hours spent in seclusion per 1000 inpatient hours

· percentage of patients secluded

· global assessment of functioning means of change between admission and discharge 

· prevalence of all clients served with co-occurring psychiatric and substance disorders

· number of 30 day re-admits (patients returning within 30 days of discharge)

In addition to the NRI data set we believe that periodic patient and family satisfaction surveys be done despite the inherent difficulty of conducting the surveys with an involuntarily committed patient population.  Also, since data on readmissions within 7 days of discharge is currently collected we believe it should be continued.

Additionally, we recommend that the hospitals continue to gather, analyze and report immediately:

· Sentinel events and crucial incidents currently the subject of a standardizing effort
· If not included in the above, all in-house deaths and patient deaths within 72 hours and 7 days of discharge.

Monitoring the above monthly, comparing twelve month trends and comparing with the same month in the prior year(s) by hospital and state totals is a logical first step in measuring performance.  Once this is in place and following the addition of resources mentioned elsewhere in this report it will be possible for hospital and state level management and staff to develop a process for defining and adopting “best practices” or, perhaps, “evidence based practices”.  However, at this time with the resources available and the need for assurances of compliance with minimum accreditation and certification standards such an undertaking it would likely be both overwhelming and fruitless.  Clearly, management and staff are capable of such an undertaking, but it will best be accomplished after additional staffing is on board, an automated medical record system is up and running and the required case management, intensive outpatient and private community inpatient services noted above are in place and operating.
We hope that this report is useful and stand ready to discuss it as you may find helpful.

