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Abstract

The United States has demonstrated that mental health is an important public health concern in our country.  However, the recent economic crisis has persuaded many states across the nation to reduce budgets and decrease services available within the social welfare system.  Idaho is among the states that have chosen to cut funding for mental health service delivery.  The Idaho Region II Mental Health Board recognized the devastating effects of recent cuts to Medicaid and mental health services, and decided that a program evaluation of the needs and gaps within Region II would be beneficial to Idaho legislators and decision-makers as they begin the 2012 Legislative Session.  This study looked at the effects of funding cutbacks by sending surveys to law enforcement, hospitals, prosecuting attorneys, schools, private mental health and substance use disorder providers, the Behavioral Health Division of the Region II Department of Health and Welfare, and county social services directors.  The findings of this study correspond with the 2011 National Alliance on Mental Illness (NAMI) report: “Increased burdens on law enforcement, increased incarceration of individuals with a mental illness, and decreases in services available for mental health consumers.”
Legislative Impact Survey on Idaho’s Region II Mental Health System

Introduction

One in four Americans experience a mental health disorder in a given year, and one in seventeen Americans live with a serious mental illness (National Alliance on Mental Illness, 2006).  Additionally, 7.5 percent of Americans age 12 and over are diagnosed with alcohol use disorder, and 2.8 percent of Americans age 12 and over are diagnosed with an illicit drug use disorder (Substance Abuse and Mental Health Services Administration, 2010).  Clearly, the mental health of Americans is an important concern of our public health system (Department of Health and Human Services, 2011; SAMHSA, 2010; Honberg, Diehl, Kimball, Gruttadaro, & Fitzpatrick, 2011; Center for Disease Control and Prevention; 2011; The White House, 2011).  

However, the recent economic recession in the United States has had unfortunate impacts on the mental health system.  According to the National Alliance on Mental Illness (NAMI), states have been forced to cut social services for tens of thousands of Americans who desperately need behavioral health assistance (Honberg, Diehl, Kimball, Gruttadaro, & Fitzpatrick, 2011).  , Cuts to non-Medicaid mental health expenditures from 2009 to 2011 totaled nearly $1.6 billion dollars.  To further obscure the situation, the federal stimulus package for Medicaid funding in response to the recession expired in June, 2011, which has had significant effects due to the fact that Medicaid is the most substantial source for public mental health services.  The state of Idaho suffered a loss of 11.4 percent of its total general mental health budget from 2009 to 2011 (Honberg, et al., 2011).  This vulnerable population was already under-served before budget cuts, and a repercussion of the economic crisis has been an increase in the demand for mental health services. The effects of these budget cuts are great cause for concern for mental health stakeholders.  

The Idaho Region II Mental Health Board is comprised of a plethora of concerned mental health stakeholders.  In an effort to evaluate the efficacy of Idaho’s current mental health system, the Region 2 Mental Health Board of Idaho made a resolution to conduct a needs assessment involving those agencies that provide mental health services to regional residents.  The purpose of this research is to inform legislators of the impact of recent policy changes and budget cuts, to work toward the development of a more efficient community behavioral health policy, and to potentially create an evaluative instrument that other regions in Idaho can implement in 2012.

Literature Review
Brief History


Many Americans are aware that our country recently faced the worst recession since the Great Depression. Far fewer know that, presently, states across the country are already seeing increased burdens on law enforcement, increased suicide rates, increased incarceration of people with mental illness, decrease in services available for mental health consumers (especially those who do not have Medicaid), and increased demand on hospital emergency rooms and psychiatric wards (Honberg, et al., 2011).  These nation-wide concerns and the abovementioned behavioral health statistics are just a mere glimpse at this national health issue, as it is also known that economic hardship, military service, loss of home, physical and sexual abuse, and aging are all risk-factors for mental health and substance abuse struggles (National Institute of Mental Health, 2010).

The Idaho Region 2 Mental Health Board is comprised of county commissioners, law enforcement, consumer representatives, Department of Health and Welfare (DHW) employees, physician(s), mental health service provider(s), state hospital representative(s), and member(s) of the regional substance abuse advisory committee.  The board’s responsibilities are: 

To advise state mental health authority on local mental health needs; to assist and monitor the conceptualization of policy; to interpret services to the public; to advise the state authority on progress, problems, and proposed projects; to collaborate with the substance abuse advisory committee; and to promote improvements in the delivery of services (Idaho Department of Health and Welfare, IDHW, 2009).   

In an effort to evaluate the efficacy of Idaho’s current mental health system and inform legislators, the Region 2 Mental Health Board of Idaho made a resolution to conduct this needs assessment involving those agencies that provide mental health services to regional residents.
Review of Related Literature

Though behavioral health has been a national concern for some time now, the effects of the recession and the current U.S. economy are still rippling through the system.  Organizations such as the Substance Abuse and Mental Health Services Administration (SAMHSA), the National Alliance on Mental Illness (NAMI), the National Institute of Mental Health (NIMH), the Center for Disease Control and Prevention (CDC), and President Obama and The White House have politically and monetarily supported behavioral health.  The most important piece of literature that has examined this current national concern is the 2011 report by NAMI: State Mental Health Cuts: A National Crisis.  The NAMI report informs readers of the changes in state general funding of mental health services and the effects from 2009 (the first effects of the economic crisis) to 2011.   However, there is no research available yet on current efforts to assist state behavioral health systems rise above the current distress.


In regards to community practice and mental health, Allen and Boettcher (2000) speak of the “devolution revolution” – a shift from the nationalization and national funding of social services toward programs managed by state and local authorities and dependent on state and locally generated revenues.  This article discusses how a large community in Ohio successfully passed a tax levy responsible for maintaining the region’s public mental health system.  This community practice utilized the Coalition Model (Weil, 1996, as cited in Allen & Boettcher, 2000) as a framework for community practice under the umbrella of social work.  Within the Coalition Model, change happens in three ways: (1) through political and social action; (2) through coalitions; and (3) through social movements.  Coalitions are comprised of a group of diverse agency representatives that join together to influence external institutions on issues (often survival interests of agencies) affecting their consumers.  The systems targeted for change through coalitions are elected officials, foundations and government institutions.  The key factors in the success of the Ohio levy were a proactive and functional coalition, political decisions, and well-implemented and well-financed campaign activities (Allen & Boettcher, 2000). These success factors align with the Coalition Model, as well as the dynamics of and reasoning behind this study.


Though the members of the Idaho Region II Mental Health Board did not seek out literature to support their decision to conduct a needs assessment of the region’s mental health system, their goals align with the Coalition Model mentioned above.  The board aligns with the Coalition Model’s definition of a coalition, and their goal was political involvement and community change.  The purpose of the Idaho Region II Mental Health Board Legislative Impact Survey is to inform legislators of the impact of recent policy changes and budget cuts, to work toward the development of a more efficient community behavioral health policy, and to potentially create an evaluative instrument that other regions in Idaho can implement in 2012.  This research should inform the question, what has been the effect of the reduction of mental health funding on Idaho’s Region II mental health system?

Method

Purpose


This research studied the differences between fiscal year (FY) 2010, FY 2011, and the first quarter of FY 2012 in budgeting and mental health services, as well as attitudes provided through the following agencies: law enforcement, courts, hospital emergency rooms and mental health units, Medicaid providers/Health and Welfare contractors, Department of Health and Welfare: Behavioral Health, county social services, and public schools.  
Participants & Sampling Procedures


This study used a mixed-methods survey design with a purposive convenience sample of agencies that are stakeholders in the Idaho Region 2 Mental Health system.  Research subjects are mental health service providers of various backgrounds: sheriffs and chiefs of police, county social services directors, public school counselors of various professional backgrounds, hospital mental health providers, private mental health and substance abuse service providers, Department of Health and Welfare Behavioral Health, and prosecuting attorneys.  The survey was sent out to 109 participants.  All subjects are male and female of 18 years and older, various ethnic backgrounds, various professional backgrounds, and various socioeconomic status.
Research Design

  This is a mixed-methods exploratory survey design.  This design was utilized in order to encompass the budget and clientele information and services rendered from FY 2010, 2011, and 2012.  It was also important to study the professional viewpoints of those directly involved in Idaho Region II behavioral health, as these individuals are decision-makers within their agencies.  The quantitative and qualitative data will inform state decision-makers of the impact of the recent funding cutbacks and reduction of services, and the far reaching effects on statewide communities.  
Experimental manipulations/Interventions/Instrumentation
The survey instrument was created by the Region II Mental Health Board (RMHB), and the reliability and validity of this instrument has yet to be tested.  However, the RMHB did its part to ensure validity by consulting with the individual agencies and taking feedback into account when designing the surveys.  Due to the small scope of professionals represented on the Idaho Region II Mental Health Board, there are instrument biases.  The surveys included implied consent, data was collected through the Qualtrics system, then nominal and interval frequencies and qualitative responses were analyzed by the researchers.  The research should inform the question, what has been the effect (Dependent Variable) of the reduction of mental health funding (Independent Variable) on Idaho’s Region 2 mental health system?  Mental health funding, services, and needs were measured with nominal and interval levels of measurement.  

Data Collections
Surveys were emailed and returned utilizing the Qualtircs system (a secure web survey service).  Surveys were emailed to law enforcement, prosecuting attorneys, hospital emergency rooms, mental health and substance abuse Medicaid providers/Health and Welfare contractors, Health and Welfare: The Division of Behavioral Health, county social services directors, and public school counselors.  Survey questions were designed to match each particular agency, and include questions regarding the increase and/or decrease in needs and resources from FY 2009, FY 2010, and the first quarter of FY 2011.  Respondents had from October 19th, 2011 to November 4th, 2011 to submit responses, and were given three reminders.
Analysis Plan

This study is a mixed-methods survey design employing quantitative and qualitative analysis of inferential statistics. The instruments administered in this study are needs and gaps assessment surveys of mental health services for various agencies, and consist of multiple-choice, frequency, and open-ended questions.  Informed consent, anonymity, and purpose of the research were included in the survey cover letter, and completion of the survey signifies consent.  The Institutional Review Board at Boise State University reviewed and approved this study prior to implementation.

Upon survey completion, the researchers (data analysis included the faculty Principle Investigator, Dr. Eleanor Downey), exported the initial findings report from Qualtrics to Microsoft Word.  The researchers recorded how many surveys had been sent to each agency, how many were returned with responses, and summarized these findings in a document for each agency.  The researchers, then set aside any data that was misinterpreted by respondents, and summarized the significance of each table, percentage, and or number (i.e. number of clients served).  Lastly, the researchers identified themes within the qualitative data provided by private providers, law enforcement, prosecuting attorneys, and schools; and included these comments and themes within each agency summary document
Results

SCHOOLS
Forty-nine individuals were invited to participate and 18 responded, for a 37% response rate.  Responses represent elementary and secondary schools in the following professions: school counselor, school social worker, special education director, and school resource worker.  Participants were asked how many students they served for each of the last three academic years, reported number of students with a confirmed mental health diagnosis for each of the last three academic years, percentage of students with free or reduced cost lunch; as well as their perceptions as to whether there were adequate resources for children and families outside of the school system. 

Results for Schools
Total students served by participants:

	Academic Year
	# of Responses
	Students Served

	2009 to 2010
	n=12
	8,416

	2010 to 2011
	n=12
	8,266

	1st quarter of 2011 to 2012
	n=14
	8,447


There appears to be an upward trend in the number of students needing services while the availability of services has declined over the last three years. One-hundred percent (100%) of respondents indicated that the current level of mental health services available is not meeting the needs of children and adolescents.

The number of children and youth with mental health diagnoses has also increased from 2009 to 2012 from 353 to 380 to 478, which represents a 26.15% increase over three academic years. These numbers do not represent the mental health needs of other children who have not yet been diagnosed, but may well be in need of mental health services.

Participants were asked “What would be most helpful to children with a mental health diagnosis?”:
	Response Themes
	Responses
	Percentage

	More community based mental health services
	11
	65%

	More psychiatric services for children & adolescents
	14
	82%

	More school based services
	11
	65%


There were 14 responses to the question: “Please indicate what would best support you in providing services to children/adolescents with mental health challenges,” and they support the data above. There were multiple responses, and these fell into a number of categories:

	Response Themes
	Total Responses

	Community support & collaboration with schools & families
	7

	Services for low-income families or those without insurance
	4

	Funding for services, staff, & materials
	3

	Training on evidence-based practices & community resources
	2

	Administrative assistance (i.e. secretary, assistant, etc.)
	2

	More time allocated to our school psychologist
	1


A number of respondents indicated that there was a need for increased community support and collaboration with schools and families, for example:


“Having mental health services within the community to refer to. Current system has limited service via Medicaid and nothing for in between folks that simply cannot afford service. The Medicaid system actually makes it more difficult for providers of service to operate in rural areas thereby depriving services for those that need it. Overall philosophy of this state is exactly backwards...last year cut Medicaid but increased prison budgets! Does anyone notice the absurdity of this!!”


“Easier qualification for children’s mental health services, cheaper or free mental health services.  There is also a large need for families to get support as a system.  We can work with the kids all we want, but the family needs support, too.”

Poverty is an important variable in addressing the mental health needs of children and youth in the school system.  Evidence of the numbers of low resource families in the Region is supported by the free and reduced cost lunches. Poverty is correlated with high mental health diagnoses.  Several professional counselors and social workers indicated a need for more readily accessible community mental health services. Survey responses indicated that approximately 50% of students in their district received free or reduced cost lunch for the current year and two previous years: 

	Academic Year
	Percent of Students on Free/Reduced Lunch

	2009 to 2010 
	47%

	2010 to 2011 
	50.38%

	1st qtr 2011 to 2012 
	55.14%


Thus there is an apparent upward trend in the need for supplemental resources for low income families. 

COUNTY SOCIAL SERVICES DIRECTORS
Six individuals were invited to participate and 3 responded (representing 3 separate counties), for a 50% response rate.  Responses indicate families and individuals served, the cost of these services to the county budget, and the amount that each county was budgeted for fiscal years FY 2010, FY 2011, and the first quarter of FY 2012.

Results for County Social Services Directors
County A:

	Fiscal Year
	Individuals Served
	Families Served
	Cost to County
	Amount Budgeted

	2010
	5 apps. none approved
	
	$0
	No separate MH budget

	2011
	8 apps.  4 approved
	
	$44,900.00 Medicaid rate
	No separate MH budget

	1st qtr 2012
	1 app. None approved
	
	0
	No separate MH budget


County B:
	Fiscal Year
	Individuals Served
	Families Served
	Cost to County
	Amount Budgeted

	2010
	7
	
	$69,446.08
	$60,000.00

	2011
	8
	
	$67,402.14
	$60,000.00

	1st qtr 2012
	3
	
	$30,178.22
	$15,000.00


County C:

	Fiscal Year
	Individuals Served
	Families Served
	Cost to County
	Amount Budgeted

	2010
	2
	2
	$26,327.32
	$89,000.00

	2011
	1
	
	$234.19
	$89,000.00

	1st qtr 2012
	0
	
	0
	$89,000.00



The above responses from County Social Services Directors indicate that there may be a slight increase in services rendered (though this is not statistically significant).  However, the data provided on cost to county and amount budgeted was interpreted differently for each respondent; therefore, this data is not consistent enough to be used effectively in this study.
DEPARTMENT OF HEALTH & WELFARE:  CHILDREN & ADULT MENTAL HEALTH
This was existing data available through the Department of Health and Welfare: Behavioral Health Division.  The questions in this survey were designed to reflect existing data for the separate entities: Children’s Mental Health and Adult Mental Health. Data reflects service delivery from 2009 to 2012 on the following services: Individuals served, crisis situations, service delivery changes, staff employed, community hospital days used for indigent individuals and the cost of these days, mental health budget, state hospital recidivism, and Mental Health Court services rendered.

Results for Department of Health and Welfare: Children and Adult Mental Health
Budget & Individuals Served Annually FOR Each Division (CMH & AMH):

	Children’s Mental Health
	FY 2010
	FY 2011
	1st qtr FY 2012

	Budget
	$937,600.00
	$690,200.00
	$792,400.00

	Staff
	9
	7
	7


	Adult Mental Health
	FY 2010
	FY 2011
	1st qtr FY 2012

	Budget
	$1,487,300.00
	$1,247,600.00
	$1,452,400.00

	Staff
	18
	16
	16


Service Delivery for Each Division (CMH & AMH):

	Children’s Mental Health
	FY 2010
	FY 2011
	1st qtr FY 2012

	Children Served
	297
	283
	84

	Priority 1 Cases
	35
	28
	5


	Adult Mental Health
	FY 2010
	FY 2011
	1st qtr FY 2012

	Adults Served
	630*
	427**
	445

	Crisis Calls
	265
	274
	

	Community Hospital Days    ____(indigent clients)___  

Cost
	25

$27,175.00
	47

$53,295.00
	38

$44,850.00

	State Hospital Recidivism +
	9
	41
	10

	Mental Health Court
	18
	19
	17


*Serving both Medicaid & indigent clients

**Indigent clients only

+State Hospital Recidivism represents DHW clients hospitalized who had received previous treatment.
Response to question:  “What services were added or deleted between FY 2010 and FY 2012?”

· No services were added, and ACT services in Orofino were deleted.

It was also indicated that the staff lost for each court since 2009 were an Orofino Nurse and Clinician.
PRIVATE PROVIDERS
Twenty-eight were invited to participate and 10 responded for a 36% response rate.  Responses represent Private Providers for both Substance Use Disorders (SUD) and Mental Health Disorders.  Participants were asked how many Medicaid clients they served for the last three Fiscal Years (FY 2010, FY 2011, and the 1st quarter of FY 2012), and how many of their clinicians serve Medicaid patients.  They were asked whether they intend to continue to serve Medicaid clients in the future.  They were also asked whether they will continue to serve Medicaid clients if they are required to complete accreditation that would potentially cost over $2,000.  

The survey requested qualitative data as to why they would or would not continue to serve Medicaid clients, a description of their experience working as a contractor for Health & Welfare, as well as perceptions about needs in behavioral health services and comments relevant to legislators.

Results for Private Providers
There is a slight increase in the number of Medicaid clients that have been served each year:

	Fiscal Year
	Medicaid Clients Served

	FY 2010
	771

	FY 2011
	778

	1st qtr FY 2012
	423


There is an average of 5 clinicians to each agency that serve Medicaid patients.  However, 20% of providers do not intend to continue serving Medicaid clients in the future, and 60% of providers will not continue to serve Medicaid patients if the accreditation is required.

The following explanations were provided as to why 2 respondents will not serve Medicaid in the future:

· “The authoritative manner in which Medicaid treats providers.  Rules seem mandated without regard to impact on providers which directly impacts service to participants.  Highly qualified providers cannot provide services under these conditions.  Instead of being treated by Clinical providers most patients are treated by LSW or LPC, and this licensure does not usually indicate expert ability.”

· “Reimbursement is low, but the requirements are high.  Paperwork is extensive, but not reimbursed, and we are required to provide 24 hour crisis availability which means we must be available by phone but we are not reimbursed.  The reimbursement is higher for private insurance clients, so it doesn’t feel like volunteer work.  Also, the Medicaid rules change frequently and are not readily available to us so we can be out of compliance and not know it. This is very stressful.”

The 5 remaining respondents intend on keeping Medicaid as an ethical decision due to the need for people on Medicaid to receive adequate services as well as loyalty to their clientele (“though, reimbursement is about 40% of the standard rate”).  Also, 3 SUD providers mentioned they can continue to serve Medicaid clients as long as they maintain support from the Business Psychology Associates (BPA) organization, which contracts directly with Medicaid, and assists SUD providers with funding and client eligibility.
There were several themes present within the responses of the 60% of providers who will not serve Medicaid clients if accreditation is required:

	Response Themes
	Frequency

	Unaffordable/Cost prohibitive/Fee to business
	7

	Confusing without training or standardized documentation 
	2

	Required services without reimbursement
	1

	Redundant: Professionals licensed & malpractice insurance, business licensed already
	1


*Multiple participants provide multiple answers
The 40% of providers who will continue to serve Medicaid if accreditation is required explain that they will do so in recognition of the great need for Medicaid services in our area, and that there is also a need for qualified providers.

Participants were asked to honestly and critically describe their experiences working as a contractor for Health & welfare, and the following themes emerged:

	Response Themes
	Frequency

	Cumbersome bureaucracy: Frequent rule changes & lack of consistency
	7

	Generally good relationship with some exceptions
	4

	Adversarial relationship
	4

	Lack of communication & cooperation
	4

	Medicaid more difficult to work with than other insurance companies
	3

	SUD incorporation improving, but still needs attention
	3

	Lack of understanding rural complications (i.e. transportation)
	1


*Multiple participants provide multiple answers
When asked, to identify needs and gaps in regional behavioral health services, providers’ responses fell under the following themes:

	Response Themes
	Frequency

	Need more parity & cooperation between Mental Health & SUD
	3

	SUD certification should be required in order to serve SUD population
	2

	Consistency & training regarding rules & regulations
	2

	Transportation provisions for clients
	2

	No gaps. More clients seeking services, but do not meet qualifications
	1


*Multiple participants provide multiple answers
Participants were given the opportunity to indicate comments relevant to legislators, and these are the verbatim responses:

· “It is my feeling that the state of Idaho will have to once again find themselves in a lawsuit like the Jeff D. case or worse before they recognize that they are failing their citizens and have a responsibility to meet the needs.”
· “Please support private service providers; we are very good at treating the clients we serve.”
· “If case loads were reduced by the number of people presently being served who do not actually meet the medical criteria for services they are receiving, there are adequate resources to meet the needs of those who are qualified to receive the services they qualify for. That is one reason I believe that any efforts to improve the professional competence of the provider network is worth the cost involved.”
· “Funding. Co-occurring treatment.”
· “Psychotherapists, social workers, and psychologists already must be licensed to participate in therapeutic activities and follow a code of ethics. Adding greater burden to them in terms of rules and regulations means that the quality of services goes down as professionals are focusing more on paperwork and less on their patients.”
· “I believe that clients and providers feel that mental health and substance abuse issues are very low priority for the state of Idaho.  Our communities will be stronger and healthier if we treat people with these issues. Substance abuse and mental health issues affect everyone in the community and they can be treated.”
· “Do not start a capitated system. Washington State has terrible service because of the monopolistic way of providing mental health care.”
· “Please reconsider the national accreditation requirement. It is costly and may not provide the oversight intended/needed.” 
PROSECUTING ATTORNEYS
Five prosecuting attorneys were invited to participate and 3 responded, for a 60% response rate.  Participants were asked about the impact of behavioral health in the court system, sentencing alternatives for defendants with mental health needs, the defendants’ ability to pay for mental health services, percentages of mental health and substance abuse cases, and the cost and process of working with mental health defendants.  Participants were also asked whether mental health and substance abuse cases have increased, decreased, or stayed the same since 2009, and whether volunteer participation has increased, decreased, or stayed the same since 2009.  Finally, participants provided feedback on rural community resources and private mental health providers.

Results for Prosecuting Attorneys

One-Hundred percent (100%) of respondents indicate that there has been an increase of cases with mental health issues as well as an increase in substance abuse cases appearing for court dispositions.  The average percentage of cases that involve mental health needs is 33%, and the average percentage of cases that involve substance abuse needs is 65%.   Additionally, 100% of participants indicate that both mental health and substance abuse cases have increased since 2009, while availability of volunteers to work with the mental health defendants has decreased.  Furthermore, 100% of respondents point out that the court costs of working with a mental health defendant are more than other cases.

When asked about sentencing alternatives for defendants with mental health needs, participants provided the following comments:

· “There are fewer options involving treatment availability”
· “Options have largely remained the same but fewer clients are being served”
· “The department eliminated an IDHW office and resources in Clearwater County, which severely impacted the ability of defendants to obtain mental health treatment and severely limiting the options available for those defendants.”
Also, 100% of respondents indicated that the ability to pay for mental health services has become more problematic in the last three years than in previous years.

When asked about one’s ability to find competent resources in the rural areas of the district, participants indicated that resources are “severely lacking,” and “becoming scarcer.”
Furthermore, 100% of respondents indicated that there are less resources available now than in the past to provide for community options in court decisions.

Participants were also given the opportunity to comment on their perceptions of private mental health providers, and provided the following:

· “There are no providers.”
· “Providers have demonstrated that they neglect communicating adequately with the legal system to protect the community.”
· “The neediest defendants don’t have the resources to avail themselves of private providers.  Except providers who are directly involved with specialty courts, many are difficult to work with effectively because of perceived privilege issues and lack of trust/understanding of the court system.”
When asked about the mental health defendant, participants were given the opportunity to check all comments that apply, and provided the following:

· “They are more likely to be incarcerated than in previous years due to a lack of community resources” (2 respondents)

· “They are more likely to fail on probation because of lack of support resources in the community” (1 respondent)

The culmination of responses from Prosecuting Attorney illustrate that there is an increase in the incarceration of people with mental illness and substance abuse, and that services for these individuals are more costly, while community resources are lacking.
LAW ENFORCEMENT

Twelve sheriffs and/or chiefs of police were invited to participate and 2 responded, for a 17% response rate.  Survey questions asked for the number of mental health holds, mental health transports, and associated personnel/transportation costs for Fiscal Years 2010, 2011, and the 1st quarter of FY 2012. Survey questions also explored any indirect costs that may be associated with holds and transports.  Lastly, participants were given the opportunity to comment on anything they felt would be relevant to policy makers, and one response was given.
Results for Law Enforcement

Holds & Personnel Costs
	Fiscal Year
	Mental Health Holds
	Personnel Costs

	FY 2010
	39
	$4,940.00

	FY 2011
	62
	$10,000.00

	1st qtr FY 2012
	10
	$1,520.00


Transports & Personnel Costs
	Fiscal Year
	Mental Health Transports
	Personnel Costs

	FY 2010
	29
	$4,100.00

	FY 2011
	66
	$12,340.00

	1st qtr FY 2012
	13
	$2,600.00


Furthermore, respondents indicated that indirect costs associated with behavioral health holds and transports include: fewer officers available to respond to police matters, increased response time to other police concerns, increased cost of calling in off-duty officers, and the cost of training police officers to deal with mental health needs.

Participants were asked to provide any comment that they thought were relevant to policy makers, and one law enforcement respondent provided the following:

Mental Health patients are not normally taken into custody for criminal behavior. Officers respond and make decisions based on minimal training to take the individual into custody. Once the patient is evaluated the individual is then transported by the Officer to the nearest Mental Health facility, for us it is either Lewiston or Coeur d’Alene. The individual is transported in handcuffs and belly chains as though they were criminals, which is a very traumatic experience for them, often times escalating the situation. Patients need to be transported by medical personnel. 
REGIONAL HOSPITALS & HOSPITALS OUTSIDE OF REGION II 

Surveys were emailed to 5 hospitals in Region II of Idaho, and a separate 2 question survey was sent to 3 hospitals outside of the region that serve Region II citizens.  There were no responses provided by any of the hospitals.  This may be due to a difference between record-keeping in hospitals and the design of the survey, or it may be due to time constraints of hospital administrators, which would also be an impact of budget cuts and policy changes.  This is listed as a limitation and recommendation for this study.

However, months after the study timeline closed one hospital provided a hard copy of the results from the survey that they had taken, but were not recorded electronically for reasons unknown to the researchers or participants.  Hospital participants were asked the number of patients seen in the emergency room for mental health as well as drug and/or alcohol overdose for FY 2010, FY 2011, and the first quarter of FY 2012.  The survey also requested the costs for these emergency visits.  Participants were also asked the number of patients admitted to inpatient for mental health reasons as well as for drug overdose for FY 2010, FY 2011, and the first quarter of FY 2012, and the cost for these inpatient visits.  The one respondent indicated that numbers are for calendar year, instead of fiscal year.  Additionally, both cost questions were left blank, and the Mental Health Board may want to inquire as to how this information could be accessed in the future.
	Calendar Year
	ER Mental Health Patients
	ER Drug/Alcohol Overdose Patients
	Cost of ER for Indigent Patients

	2009
	116
	88
	

	2010
	123
	103
	

	Jan – Sept., 2011
	102
	57
	


	Calendar Year
	Inpatient Mental Health Patients
	Inpatient Drug/Alcohol Overdose Patients
	Cost of Inpatient Indigent Patients

	2009
	
	
	

	2010
	52
	63
	

	Jan – Sept., 2011
	39
	51
	


Lastly, hospitals were asked to add comments that would help in identifying needs and gaps in services to behavioral health clients, and the following comment was provided:

“We have very few services for substance abuse.”

Discussion

This legislative impact survey of the Idaho Region II mental health system align with most of the findings of the 2011 NAMI Report on mental health systems across the country (Honberg, Diehl, Kimball, Gruttadaro, & Fitzpatrick; 2011).  The findings of this study show that Region II is seeing increased burdens on law enforcement, increased incarceration of people with mental illness, and less services available to mental health consumers.  The NAMI report also discusses increased suicide rates, and increased demand on hospital emergency and psychiatric wards.  However, there was no data provided from hospital psychiatric wards, and there were no questions included about suicide rates.

This study has many implications for practice, policy, and future research.  The findings of this study were presented to Idaho legislators and an Idaho senator, and their general consensus was that the findings were impactful in demonstrating the devastating effects of policies that were put in place to save money through Medicaid changes, and conservative economics.  It was the suggestion of the legislators that an executive summary of this study be sent to the governor of Idaho and policy-makers of the 2012 legislative session.  The mental health stakeholders that were present at the mental health board meeting where these findings were presented were able to see visual evidence and validation of the reality they have been living for the past two years.  The Idaho Region II Mental Health Board now has a tool to begin utilizing for needs/gaps research on their mental health system.  If the research findings are as impactful across the state as they were with regional legislators, than this type of research may be utilized in other regions in the future.
There were limitations to this study that would need to be resolved if this research tool were to be used in the future.  As mentioned above, a future goal would be to collect data from hospital emergency rooms, adjust the survey to fit the specifications of psychiatric wards, and add questions about suicide (law enforcement and emergency rooms: state data).  Also, there were aspects of the law enforcement survey that were confusing, and time-consuming (i.e. a lot of averaging and math involved), and the law enforcement survey could use some more adjusting as well.  Also, the timeline for the project was short, and future research would benefit by taking more time to design the surveys, and allow participants more time to gather and implement data.
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