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PREFACE

The Committee on the Montana State Hospital (Committee) conducted nine

meetings between September 1991 and September 1992. The Committee

explored the state hospital's role in providing treatment and care for persons

with severe mental illnesses, community mental health services, and alcohol

and drug treatment programs and explored potential alternative uses for the

state hospital facilities.

In carrying out its mandate, the Committee toured the Montana State

Hospital (MSH) and held a public hearing at Warm Springs in February 1992.

Committee members later examined community mental health issues during

a 2-day visit to Great Falls, where members toured the Golden Triangle

Community Mental Health Center and a transitional group home, heard from

representatives of the five Community Mental Health Centers, and

conducted a roundtable discussion on all mental health and chemical

dependency issues. The Committee subsequently contracted with two

independent private physicians to review the capabilities of the acute

hospital at Galen and in August 1992, reviewed the physicians' findings.

Additionally, in September 1992, the Committee reviewed the conclusions

of the MSH infrastructure study conducted by O'Neill and Zimet, architects

from Missoula.
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MONTANA SESSION LAWS 1991

CHAPTER NO. 546

[HB966]

AN ACT CREATING A COMMITTEE ON THE MONTANA STATE HOSPITAL AT
GALEN AND AT WARM SPRINGS; DIRECTING THAT THE COMMITTEE CON-
DUCT A STUDY OF THE PAST, CURRENT, AND POTENTIAL FUTURE USES OF
THE MONTANA STATE HOSPITAL; REQUIRING THE COMMITTEE TO REPORT
THE STUDY'S FINDINGS TO THE 53RD LEGISLATURE; APPROPRIATING
FUNDS FOR CONDUCTING THE STUDY; AND PROVIDING EFFECTIVE DATES.

WHEREAS, the Montana State Hospital, located at Galen and at Warm Springs,

has served the citizens of Montana for nearly 100 years; and

WHEREAS, for nearly 100 years, the functions that the Montana State Hospital

has performed have changed; and

WHEREAS, the 1990s and the next century suggest that the role of the Montana
State Hospital will continue to change; and

WHEREAS, the current staff members at the Montana State Hospital are repre-

sentative of past and future staffs of the hospital in their commitment to quality work

and their adaptability to changing needs; and

WHEREAS, the physical plant and the dedicated staff stand ready to be employed

in their current and changing roles for the benefit of Montana and its citizens for now
and for years to come.

Be it enacted by the Legislature of the State ofMontana:

Section 1. Committee on Montana state hospital— composition— duties.

(1) There is a committee on the Montana state hospital, located at Galen and at Warm
Springs.

(2) The committee is composed of the following 15 members:

(a) four members of the senate, to be appointed by the committee on committees,

of which no more than two may be of the same political party;

(b) four members of the house of representatives, to be appointed by the speaker,

of which no more than two may be of the same political party;

(c) one primary or secondary consumer from the Montana mental health com-

munity, to be appointed by the Montana mental health association;

(d) one member who is knowledgeable about and represents the Montana chemi-

cal dependency commimity, to be appointed by the governor;

(e) one member who represents and is a member of the Galen task force, to be

appointed by the Galen task force;

(f) the director of the department of institutions or a designee;
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(g) the superintendent of the Montana state hospital or a designee;

(h) the director of the department of social and rehabilitation services or a

designee; eind

(i) the governor"s coordinator of aging or a designee.

(3) (a) The members listed in subsection (2) must be appointed on or before June

1, 1991.

(b) A vacancy on the committee must be filled in the same manner as the original

appointment.

(c) Appointments to the committee terminate January 1, 1993.

(4) The members of the committee shall elect a chairman and vice chairman from

the members of the committee.

(5) Members of the committee are entitled to compensation in the manner
provided for members of an advisory council, pursuant to 2-15-122(5).

(6) The purpose of the committee is, generally, to study the past uses of the

Montana state hospital and, without limitation, possible uses for the physical plant

and staff resources currently available at the Montana state hospital. Among other

relevant subjects, the committee shall:

(a) examine the current use of all facilities at the Montana state hospital;

(b) compile and analyze information on client caseloads, staffing levels and

patterns, training, rehabilitation, maintenance, occupancy, and client and facility

needs;

(c) conduct an inquiry into potential future uses of the physical plant and staff

resources of the Montana state hospital, including a determination of the role that the

Montana state hospital will play as the institutional anchor for Montana's mental

health system;

(d) examine such areas of public interest relative to the Montana state hospital

and the future of Montanans as the committee may choose to address; and

(e) study other states' experiences with state mental health facilities.

(7) (a) The committee may request the assistance of the staffs of the legislative

council, the office of the legislative auditor, the office of the legislative fiscal analyst,

the department of institutions, or any other agency that may have information relative

to the Montana state hospital.

(b) The legislative council shall provide administrative support to the committee.

(8) The committee shall conclude its business by October 1, 1992, and deliver to

the 53rd legislature a report that must include the findings and conclusions of the

study and a detailed listing of all of the options identified by the committee for the

current and continued use of the Montana state hospital. The report may contain

consensus recommendations of the committee.
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Section 2. Appropriation. There is appropriated from the general fund to the

legislative council for the biennium ending June 30, 1993, $37,000 for the purposes of

conducting the study required in [section 1].

Section 3. Effective dates. (1) [Section 1] and this section are effective on
passage and approval.

(2) [Section 2] is effective July 1, 1991.

Approved April 22, 1991.



EXECUTIVE SUMMARY OF RECOMMENDATIONS

The following are the summary recommendations of the Committee on the

Montana State Hospital (Committee). This report's subsequent chapters will

examine each recommendation in context with the Committee's discussion

and findings. Bill drafts approved by a majority vote of Committee members

are provided at Appendix A. Minority reports are provided at Appendix B.

Role, mission, and operations of the Montana State Hospital

• The Legislature should adopt LC 174 to clarify that the role of the

Montana State Hospital (MSH) at Warm Springs is to provide

intensive inpatient services and stabilization for severely mentally

disabled persons; that the hospital's treatment goal is to return clients

to the community as soon as possible if adequate community services

are available; and that the MSH is a single component in a

comprehensive continuum of publicly and privately provided mental

health services that emphasize treatment in the least restrictive

environment.

• The Legislature should adopt LC MSH1 , which provides that the

licensed intermediate nursing home in Galen be discontinued.

• The Legislature should adopt LC MSH2, which provides that the MSH

discontinue providing licensed acute hospital care at the Galen

campus.

• The MSH should develop a quality, subacute infirmary at Warm

Springs.



• The MSH should continue to operate an inpatient chemical

dependency program at Galen as part of a comprehensive public and

private system of care.

• The chemical dependency programs at Galen should develop a

subacute medical detoxification program that meets all current

medical protocols.

Infrastructure at the Montana State Hospital

• The Legislature should appropriate funds to the Long-Range Planning

Committee to hire an architectural firm to develop a 10-year master

plan for reconstructing the state's psychiatric care facility on either

the Galen or Warm Springs campus of the MSH.

Community services

• Intensive case management and crisis intervention programs within

the community mental health regions should be expanded.

• The Legislature should adopt LC 175, which provides that a

representative of community organizations that provide support

services, such as food, housing, and clothing to persons with mental

illnesses, be included as a member of each regional mental health

board.

Chemical dependency services

• The Alcohol and Drug Abuse Division of the Department of

Corrections and Human Services (DCHS) should develop a

community-based alcohol and drug treatment preadmission screening

program, similar to the screening process used for the mental health

system, to ensure access but prevent inappropriate commitments to

the Galen chemical dependency program.

ix



• The Legislature should adopt LC 176 to allow County Attorneys to

petition for the involuntary commitment of alcoholics to inpatient

treatment programs.

• The DCHS should establish clear admission procedures, policies, and

criteria to encourage equitable statewide access to treatment at the

state's chemical dependency treatment center.

• The Committee is aware of and concerned about the long waiting list

for admission to the alcohol treatment center at Galen and

recommends that the Legislature consider ways of improving access

to the program.

Alternative uses and unmet needs

• The Committee has identified numerous unmet needs in the mental

health and chemical dependency systems. The Legislature should

ensure that funds saved from the MSH budget by downsizing,

closing, or changing the role of programs at the MSH should be used

to fund these identified needs and to improve the treatment systems

for mental illness and chemical dependency. The Legislature should

accomplish the redirection of these funds in recognition of the

personal and economic hardships placed on employees of the state

hospital and residents of Powell, Silver Bow, and Deer Lodge

Counties as a result of changes at the MSH.

• Alternative services for individuals suffering from traumatic brain

injuries (TBI) should be developed so that TBI patients may be treated

by a facility other than the MSH.

• The Legislature should explore the feasibility of placing at Galen a

veterans' nursing home consisting of new or old buildings and

facilities.



The Governor should establish a consortium of public and private

agencies to reduce the number of children and youth being placed out

of state for mental health services and to complete a continuum of

care in Montana for children and adolescents with serious mental and

emotional problems.

Planning for mental health and chemical dependency treatment

services should be included under the umbrella of the state's overall

health services planning process.





CHAPTER 1

INTRODUCTION TO MENTAL HEALTH ISSUES

An estimated 3 million people in the United States suffer from at least one

serious mental disorder. Between 1.7 million and 2.4 million people are

chronically mentally ill. Some reports estimate that 30% of the nation's

homeless suffer from a serious mental illness and that as many as 100,000

mentally ill individuals reside in the nation's prisons and jails. An estimated

$20 billion is spent annually on mental illnesses, with 40% of the cost

picked up by the federal government and the rest financed by state and local

governments.^

About 6,000 Montanans may suffer from a disabling mental illness.^

Although Montana ranks 28th in the United States in per capita spending on

services for the seriously mentally ill, the state ranks 47th in the overall

quality of mental health services that it provides.^ Nearly 80% of the $16.6

million of Montana's general fund money spent in FY 1990 for mental health

services was spent on the Montana State Hospital (MSH).*

Symptoms of mental illness

The most disabling forms of mental illness are schizophrenia and the

affective disorders of depression and manic-depressive disease. Affective

disorders are characterized by radical mood changes of severe depression or

elation, or both, and may be accompanied by delusions and hallucinations.

Schizophrenia, the most devastating of all mental diseases, is characterized

by delusions, visual or auditory hallucinations (seeing or hearing things that

are not there), thought disorders, and other disruptive symptoms.

Serious mental illness can disable an individual for an extended period of

time. Acute episodes of illness, although mixed with periods of health.



render the individual incapable of functioning normally in society without

crisis support systems.^

Mentally ill people, like everyone, need shelter, food, clothing, income,

meaningful activities, and transportation. Because they suffer from mental

illness, they also need psychiatric treatment, habilitation and rehabilitation

programs, vocational training, and social services that provide family,

community, housing, and legal support. Finally, they need services that help

integrate them as functioning adults into society.

An ideal system

A legislator's guide to mental health issues prepared by Rebecca T. Craig

and Barbara Wright was published by the National Conference of State

Legislatures in 1988. The guide presented the basic components of an ideal

comprehensive mental health system:

1 . A Range of Inpatient and Crisis Stabilization Services

Short- or long-term inpatient care is necessary when a patient's illness

becomes so severe that the patient needs to be removed from the

community environment to receive effective therapy. Such care is available

in:

• state hospitals;

• nursing homes with specialized psychiatric care;

• psychiatric units in general hospitals; and

• community crisis centers.

2. Vocational. Daily Living, and Social Skills Training

These services are important in stabilizing an individual with a mental illness



in order that the individual can function in the community. Programs

include:

• structured day programs;

• vocational training and job placement;

• social and leisure activities to develop interpersonal skills and

supportive friendships; and

• family programs to assist family members in coping with the

illness and to provide a valuable resource to communities.

3. Housing

A critical component of community-based programs, housing is also one of

the most problematic. Critical shortages in affordable housing and zoning

restrictions, combined with community attitudes, can exacerbate the

problem. Furthermore, individuals who experience a severe episode of

mental illness that requires short- or long-term inpatient care often lose their

housing and income supplements. Community housing support programs

include:

• a 24-hour crisis residence;

• supervised residences for individuals who need round-the-clock

assistance for several weeks or months;

• developmental or "growth" houses for individuals who need

less constant supervision and who attend treatment programs

during the day;

• supportive residences for individuals who are more

independent but in need of support and who are involved in

longer-term treatment programs during the day;

• supervised and supportive apartments; and

• Resident Congregate Care for Adults.



4. Support Services

Support services assist in providing for an individual's basic survival needs

and include the following programs:

• medication monitoring and medical/dental care;

• mental health care, including diagnostic evaluation,

prescription regulation, and community or inpatient treatment;

• case management, which includes individualized advocacy and

case management for the seriously mentally ill; and

• self-help and support groups.

Policy history

The history of mental health policy is, in essence, a history of

hospitalization. Dr. Charles Kiesler and Dr. Amy Sibulkin conclude that

hospitalization has been the treatment of choice for 150 years. ^ But state

asylums, originally erected as retreats for the moral treatment of the

mentally ill, became isolated bureaucracies and so-called "warehouses" for

emotionally disturbed youth and the adult homeless, senile, poor, violent,

and chronically mentally ill. Lacking an effective approach to treatment,

many asylums became large, isolated, overcrowded, understaffed,

underfunded, long-term custodial institutions.'

States failed to enact meaningful mental health care reforms, and the federal

government was pressured to act. In 1949, the National Institute of Mental

Health was created to research mental illness.® The Community Mental

Health Centers Act (of 1963) enacted John F. Kennedy's "bold new

approach" to mental health care in the United States. Designers of the Act

intended to shift treatment from the "back wards" of state hospitals to

communities in which patients could be reintegrated into society. The Act

provided federal money to construct community mental health centers and

to develop community-based support programs.^



Deinstitutionalization and new problems

New drug therapies, the deinstitutionalization movement, the 1963

Community Mental Health Centers Act, landmark court decisions upholding

rights to treatment in the "least restrictive environment", and the

establishment of federal funding sources for community mental health

services led to a rapid decline in state mental hospital populations. Between

1955 and 1988, the number of residents in state hospitals decreased by

80%.'° Concurrently, community mental health centers were beginning to

open throughout the United States to provide community-based alternatives

to institutionalization.

However, deinstitutionalization created new problems. Rapid downsizing left

once large, overcrowded state hospital facilities poorly maintained, with

vacant facilities, numerous displaced employees, and little funding to care

for the chronically ill who still required hospitalization. In localities where

community services were not adequate to care for the mentally ill who were

being turned out of state hospitals, many mentally ill people ended up on the

streets.

Dr. E. Fuller Torrey, in his nationally acclaimed book Nowhere to Go .

provides the following sketch of deinstitutionalization at its worst:

... the seriously mentally ill were dumped out of mental hospitals

into communities with few facilities and little aftercare. And as soon
as they were gone, the hospitals were closed down so that they
could not return. Rather than deinstitutionalization, which implied

that alternative community facilities would be provided, what took
place was simply depopulation of the state hospitals. It was as if a

policy of resettlement had been agreed upon but only eviction took
place. As summarized by Dr. John Talbott, "the chronic mentally ill

patient had his locus of living and care transferred from a single lousy

institution to multiple wretched ones."''



Consequently, state-run mental hospitals, including the MSH, are in the

throws of an identity crisis, communities are struggling to provide basic

services for the mentally ill, and federal policy promotes

deinstitutionalization, while some regulations and the lack of resources to

develop community services perpetuate the need for hospitalization.
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CHAPTER 2
MONTANA'S MENTAL HEALTH SYSTEM

Montana statute designates the Department of Corrections and Human

Services (DCHS) as the state's mental health authority/ The Mental Health

Division of the DCHS manages and coordinates the three basic components

of the state's public mental health system: (1) operations and planning; (2)

residential treatment; and (3) community services.

Operations and planning

The central office staff of the Mental Health Division consists of four full-

time professional positions and 2.5 full-time federally funded positions. The

Division contracts with community-based mental health providers, sets

program standards, and works to access federal grants to further develop

services for the mentally ill in Montana.^

In accordance with the 1987 federal mandates of Public Law 99-660, the

Mental Health Division prepares a statewide plan to develop comprehensive

mental health services in Montana. A 20-member Mental Health Planning

and Advisory Council, also required under Public Law 99-660, assists in the

ongoing mental health planning process.

Residential treatment

State residential services for persons suffering from disabling mental

illnesses are provided at the Montana State Hospital (MSH) at Warm Springs

and Galen and at the Center for the Aged in Lewistown. The Warm Springs

campus of the MSH is the state's designated psychiatric treatment facility

and is licensed for 401 beds. (See Figure 1 .) The Galen campus of the MSH



consists of an acute care hospital, an intermediate care nursing home with

some psychiatric consultation and evaluation, and an alcohol and drug

treatment program. (See Figure 2.)

The MSH campuses are jointly administered by an onsite superintendent

under the auspices of the DCHS. Because it fails to meet certain standards,

the state hospital has not earned accreditation by the Joint Commission on

the Accreditation of Healthcare Organizations, a private organization that

accredits hospitals and other health care facilities.

The 191 -bed Center for the Aged in Lewistown is another component of

residential treatment services for the mentally ill. Section 53-21-41 1

,

Montana Code Annotated, states:

53-21-41 1 . Location and function of center for the
aged. (1) The institution located at Lewistown is the

Montana center for the aged. The primary function of

the center is the care and treatment of persons 55
years of age or older. Priority must be given to patients

referred from the Montana state hospital.

(2) Appropriate admissions to the Montana
center for the aged are persons unable to maintain

themselves in their homes or communities due to a

mental disorder, as defined in 53-21-102, associated
with the aging process, but who do not require the

intensity of treatment available at the Montana state

hospital.

(3) Admissions to the center are voluntary. The
department of corrections and human services may
adopt rules concerning specific admission criteria,

treatment, and discharge procedures.

The Mental Health Division's working definition of the Center of the Aged

states:

The Montana Center for the Aged provides nursing care
and mental health support services for older people
who have mental illnesses and who require nursing

home services. The Center provides a more intensive

mental health program than is found in most nursing
homes and it can therefore serve patients with
psychiatric symptoms and behavior problems who

10



cannot be served in other nursing facilities. The Center

does not, however, provide acute inpatient treatment

such as is provided at Montana State Hospital.

The Center has staff who are trained to respond

appropriately to problem behaviors and symptoms of

mental illness. Programs to reduce inappropriate

behaviors are designed and therapeutic recreation is

provided. Limited individual and group counseling is

available and medications are managed by non-

psychiatric physicians with some consultation

available.^

Community services

Strong community support services must be in place to maintain seriously

mentally ill people in the community and to prevent inappropriate

hospitalization at the MSH.

Five regional Community IVlental Health Centers (CMHCs), located in Miles

City, Great Falls, Billings, Helena, and Missoula, provide and coordinate

community-based services for persons suffering from serious mental

illnesses. Figure 3 is a map of the five mental health regions.

Although each CMHC has unique areas of program emphasis, CMHCs

generally provide residential group homes, outpatient individual and

group therapy, outpatient rehabilitation programs, specialized case

management, and consultation and education for seriously mentally ill adults

and children. Figure 4 provides data on CMHC admissions by age, sex,

ethnic group, and region.

By law, the CMHCs are incorporated as private, nonprofit entities from

which the DCHS purchases services."* As private agencies, the CMHCs

receive funding from a variety of sources. Contracts with the DCHS provide

about 40% of the CMHCs' total funding, about 25% of CMHC funding

comes from Medicaid reimbursement, and about 5% of CMHC budgets are

funded by participating counties. Other funding sources include private



payers and private insurance.^ Figure 5 provides a breakdown of CMHC

expenditures by program and region.

Mental health region boards must include a primary consumer of mental

health services; a family member of a consumer; and a parent of a child with

an emotional disturbance, a representative of the elderly, or a mental health

care professional. The 52 participating counties also appoint a County

Commissioner to the regional board.
^*

The DCHS also contracts with Friends to Youth for mental health services to

youth and their families. The DCHS purchased services for 93 youth in FY

1990.'

Advocacy and protection

Advocacy and protection for the mentally ill are provided through the

Montana Advocacy Project, which is federally mandated under Public Law

99-660 to monitor and protect the rights of the mentally ill and the

developmentally disabled.

Also, state statutes enacted in 1975 established the Mental Disabilities

Board of Visitors (BOV) as an independent review agency. The BOV

functions as an oversight body, annually reviewing, evaluating, and reporting

on state services for the mentally ill and developmentally disabled. The BOV

also provides legal representation for people admitted to the Montana

Developmental Center and the MSH.^

Private nonprofit groups also serve as advocates for the mentally ill,

including the Montana Mental Health Association (comprised mostly of

mental health professionals), the Montana Alliance for the Mentally III

As noted in the executive sunnmary of this report, the Committee on the Montana State

Hospital recommends that the Legislature adopt LC 175, which provides that a representative

of community support services be included on the board of each mental health region.
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(comprised mostly of the families of mental health consumers), the

Meriwether Lewis Institute (a consumer-run outreach and advocacy group),

and Parents Let's Unite for Kids (representing parents of children and

adolescents with mental disorders).

13
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CHAPTER 3
HISTORY OF THE MONTANA STATE HOSPITAL

Warm Springs' beginnings

The psychiatric hospital at Warm Springs began in 1877 as a private

institution when Dr. Mitchell and Dr. Mussingbrod contracted with the

Territorial Government of Montana to provide residential care for "dependent

mental incompetents".^ Mental health services at that time were aimed at

providing an asylum or retreat for the mentally ill away from societal

pressures and at removing the burden of care from families and

communities. The State of Montana purchased the hospital in 1912 for

$533,000. At that time, 854 patients were being treated at Warm Springs.

That same year, the Legislature also enacted a bill establishing an alcohol

and drug abuse treatment unit at Warm Springs but provided no funding for

the unit until 1958.^

Galen's beginnings

To provide treatment for tuberculosis and miner's consumption (silicosis),

the Legislature in 1911 appropriated $20,000 for the construction and

$10,000 for the maintenance of a Montana State Tuberculosis Sanitarium,

which was to be built in "some suitable location".^ In 1912, the Montana

State Tuberculosis Sanitarium was built west of Warm Springs at a site

named Galen after the state Attorney General, Albert J. Galen.

Both the Warm Springs and the Galen facilities were administered by one

superintendent.
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Administration

In 1947, the Legislature created the state Department of Mental Hygiene

under the auspices of the combined facilities. The Superintendent of those

facilities was made Department Director/ Montana's first community

mental hygiene clinic opened in Butte the same year, and other clinics were

scheduled to open later in Missoula, Great Falls, and Glasgow, all operated

by the Department of Mental Hygiene.^

Expansion

The patient population at Warm Springs continued to increase and, by 1954,

had peaked at 1,980 psychiatric patients. In 1955, new receiving and

intensive treatment facilities were built at Warm Springs.®

At Galen, the Montana State Tuberculosis Sanatarium in 1953 added the

Henrietta Crockett wing (100 beds) for the treatment of Native Americans

suffering from tuberculosis and other lung diseases. Seventy-two other beds

were added, and Galen's total capacity reached 340.^

From time to time, various other structures were built on the two campuses.

Figure 6 shows when the buildings at Galen were constructed.

By 1960, the population of tuberculosis patients at Galen had significantly

declined. In order to reduce overcrowding at the Boulder Training School,

more than 100 developmentally disabled children were transferred to Galen.

At the same time, a medical-surgical unit was established at Galen to

provide acute hospital services to institutional clients at Warm Springs,

Galen, and the Montana State Prison.^
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Reorganizations

In 1965, the Legislature reorganized administration of the state institutions.

The facilities at Warm Springs were formally designated as the Warm

Springs State Hospital and given the mission of providing care and treatment

for the mentally ill and alcoholics.

The iVIontana State Tuberculosis Sanatarium was renamed the Galen State

Hospital and given the primary mission of treating tuberculosis and silicosis.

The Galen State Hospital was also given the secondary mission of treating

other pulmonary disorders, geriatric patients, and patients from other

institutions who suffered from organic medical disorders.

In 1971, Governor Anderson established the Department of Institutions

under Montana's Executive Reorganization Act, replacing the Department of

Mental Hygiene and placing the Superintendent of the Warm Springs and

Galen facilities under the direction of the new Department.

In 1974, the alcohol and drug treatment program was moved from Warm

Springs to Galen.

In 1983, the state hospitals at Galen and Warm Springs were combined in

name to become the Montana State Hospital (MSH). Enabling legislation

designated the Warm Springs campus as the state's mental health facility

and the Galen campus as the center for the treatment of chemical

dependency and as the licensed acute hospital and intermediate nursing care

facility for the care and treatment of medical and organic disorders. Both

campuses remained under the centralized administration of the MSH

Superintendent.^

Finally, in 1991 , the Department of Institutions was renamed the

Department of Corrections and Human Services.
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Figure 6

MONTANA STATE HOSPITAL GALEN CAMPUS
Summary of Buildings and Structures

STRUCTURE:
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CHAPTER 4
THE ROLE OF WARM SPRINGS

Budget and staff resources

The average daily patient population (ADP) at the Warm Springs campus in

FY 1991 was 286 patients--a 71% utilization rate, which has remained fairly

consistent since 1987.

The Montana State Hospital (MSH) at Warm Springs is budgeted for 287

direct care, nondirect care, and professional treatment staff. The MSH has

continuously experienced shortages in professional treatment staff. As of

April 15, 1992, four of six psychiatrist positions, one of six Ph.D.

psychologist positions, one of 3.25 M.A. psychologist positions, and 13 of

32.85 psychiatric nurse positions were vacant. Most of these positions,

however, have since been filled. The MSH at Warm Springs contracted for

the following staff services in FY 1990: psychiatrists ($389,842), private

physicians ($35,620), occupational therapy ($163), and treatment for

hearing disorders ($1,065).^

In FY 1990, state mental health services at Warm Springs, Galen, and the

Center for the Aged* cost $16.6 million in general fund money, which

represents 81.5% of the total state general fund expenditures for mental

health care.^

Montana statutes

Montana statute defines the primary function of the MSH as follows:

53-21-601. Location and primary function of hospital.

The MSH at Warm Springs is the state's primary mental health facility. However, limited

psychiatric services are provided to nursing home residents at the Gelen campus of the MSH
and at the Center for the Aged in Lewistown.
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(DThe agency providing comprehensive health care

services at Galen and Warm Springs, Montana, is the Montana
state hospital and as its primary function provides:

(a) care and treatment of mentally ill persons;

(b) diagnosis, care, evaluation, treatment, referral, and

rehabilitation of persons afflicted with chemical dependency;

(c) care and treatment of institutional residents or clients of

the department's community and residential programs who
require acute hospital care or nursing care;

(d) treatment of tuberculosis and silicosis (commonly called

miner's consumption);

(e) detoxification of those persons who seek relief from the

disabling effects of alcohol and other chemical substances;

and

(f) contingent upon space and funds, the treatment of

pulmonary diseases and other medical or organic disorders.

(2) The campus facility at Warm Springs, Montana, is

the component designated as the mental health facility, as

defined in 53-21-102, of the department of corrections and
human services for the care and treatment of mentally ill

persons.

(3) The designated campus facilities at Galen,

Montana, are the components designated as the department's

residential treatment facilities for those persons suffering from
chemical dependency.

(4) The campus facility at Galen, Montana, licensed to

provide acute hospital and intermediate nursing care, is the

facility component designated for the care and treatment of

the medical and organic disorders described in this section.

Section 53-21-102(15), MCA, states:

"Seriously mentally ill" means suffering from a mental disorder

which has resulted in self-inflicted injury or injury to others or

the imminent threat thereof or which has deprived the person

afflicted of the ability to protect his life or health. For this

purpose, injury means physical injury. No person may be

involuntarily committed to a mental health facility or detained

for evaluation and treatment because he is an epileptic or is

mentally deficient, mentally retarded, senile, or suffering from
a mental disorder unless the condition causes him to be

seriously mentally ill within the meaning of this part, (emphasis
added)
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Section 53-21-101, MCA, provides:

53-21-101. Purpose. The purpose of this part is to:

(1) secure for each person who may be seriously

mentally ill or suffering from a mental disorder such care and

treatment as will be suited to the needs of the person and to

insure that such care and treatment are skillfully and humanely

administered with full respect for the person's dignity and

personal integrity;

(2) accomplish this goal whenever possible in a

community-based setting;

(3) accomplish this goal in an institutionalized setting

only when less restrictive alternatives are unavailable or

inadequate and only when a person is so mentally ill as to

require institutionalized care; and

(4) assure that due process of law is accorded any

person coming under the provisions of this part.

In summary, the current role of the MSH is to treat mentally ill individuals

only if adequate services are not available in a community setting and to

treat involuntarily committed individuals only when the individual poses a

threat to self or others. Mental deficiencies, mental disorders, mental

retardation, and senility are not normally considered mental illnesses.

However, extreme or dangerous behaviors can result in a diagnosis of mental

illness.

Admissions procedures and commitment types

Regardless of statutory or administrative definitions of the MSH's mission,

the practical role of the MSH at Warm Springs is defined in large part by

admissions criteria and court commitment procedures.

Admissions to Warm Springs may be civilly or criminally initiated. Civil

admissions may be voluntary or involuntary. Criminal commitments include

court-ordered detention, court-ordered evaluation, and court-ordered

treatment. Additionally, a person may be admitted to Warm Springs as an

institutional transfer, for emergency detention, or by the Indian Health

Service. Figure 7 shows FY 1987 through FY 1991 admissions to Warm

Springs by commitment type.
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Figure 7
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Voluntary admissions

Current statute requires that voluntary admissions must first be approved by

a medical doctor or a psychiatrist who determines that the person has a

mental disorder. Furthermore, a community mental health center must

confirm that adequate services for the person are not available in the

community. Persons who are voluntary commitments do not need to suffer

from a serious mental illness, i.e., be a danger to themselves or others.^

Voluntary patients may discharge themselves at any time, regardless of their

treatment needs. In FY 1991, there were 262 voluntary admissions, which

accounted for 42.6% of total admissions. More than half of the voluntary

admissions were readmissions.*

Civil involuntary commitments

Under 53-21-121, a seriously mentally ill person may be involuntarily

committed to Warm Springs for no more than 90 days. A mentally ill person

may be involuntarily committed for up to 30 days. Under the version of this

section that is effective in 1997, only seriously mentally ill persons may be

involuntarily committed to Warm Springs.^ Civil involuntary commitments

were the second largest admissions type in FY 1991, which accounted for

201 or 32.7% of total Warm Springs admissions. More than half of the civil

involuntary committments were readmissions.®

Criminal commitments

As previously noted, there are three types of criminal, court-ordered

commitments: detention, evaluation, and treatment. In FY 1991, 13.3% of

total admissions were court-ordered.^

Court-ordered detention: A court may order the detention (pending a trial) of

a person who is suspected of being seriously mentally ill and, thus, poses a

significant threat to self or others. The person may not be detained in jail
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unless there is no alternative. If the trial cannot be held within 7 days of the

date of detention, the person may be sent to Warm Springs for no more than

30 days pending trial.

^

Court-ordered evaluation: A court may order a criminal defendant to Warm

Springs for an evaluation to determine whether the defendant is mentally

competent and fit to stand trial. ® If a defendant is found mentally unfit to

proceed, the defendant is committed to the appropriate Department of

Corrections and Human Services (DCHS) facility for treatment until the

defendant is found fit.'°

Court-ordered treatment: If a court finds a criminal defendant to be not

guilty because of a mental illness, the defendant is committed to the custody

of the Superintendent of the state hospital for treatment until the defendant

is no longer considered seriously mentally ill. However, if a court convicts a

criminal defendant but determines that the defendant was mentally ill at the

time of the offense, the court may commit the defendant to the custody of

the Director of the DCHS for treatment and supervision at the appropriate

DCHS facility until the individual has served the sentence imposed by the

court.
^^

Emergency detention

In an emergency, a peace officer may detain a person thought to be

seriously mentally ill and a danger to self or others. However, the person

may be kept in custody only until a professional can conduct an emergency

evaluation. If the person is found to be seriously mentally ill and if an

emergency continues to exists, the person may be transported to the state

hospital for detention and treatment until the emergency is over.^^

Emergency detention, institutional transfers, and commitments by the Indian

Health Service accounted for 1 1.4% of total admissions in FY 1991.^^
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Youth

Youth under age 18 may not be committed to the MSH unless the youth is

convicted as a delinquent for certain offenses and transferred to the MSH by

the Director of the DCHS."*

Admissions by diagnostic categories

Persons admitted to the MSH at Warm Springs are grouped into five basic

diagnostic categories: schizophrenia and other psychosis, mood disorders,

alcohol and drug disorders, personality disorders, and other disorders.

Thirty-six percent of persons admitted to Warm Springs from FY 1 987 to FY

1991 suffered from schizophrenia and other psychosis, representing the

largest diagnostic category of total admissions. Figure 8 illustrates FY 1987

through FY 1991 admissions by each of the five major diagnostic

categories.'^
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Inappropriate roles

The Mental Disabilities Board of Visitors (BOV) states in its FY 1991 report

on the MSH:

Over the years Montana State Hospital has been expected to serve a

wide variety of individuals. These include serving persons with a

severe and persistent mental illness, developmental disabilities, head

injuries, criminal court orders for evaluation and treatment, drug and

alcohol addictions, sex offenders, personality disorders, elderly, and

emphysema and other related lung disorders etc. A number of

patients are being admitted, or have been admitted and remain at the

state hospital, who would not be admitted to the vast majority of

state hospitals throughout the country. These admissions are both

voluntary admissions, involuntary commitments and sentenced by the

court.

When the hospital takes on a variety of roles and purposes, its

mission gets diluted. The competing roles and competing purposes

begin to contradict one another and it becomes difficult for staff,

patients, committing courts, the public and the legislature to sort out

the role and mission of the facility. The Board does not see any way
the current resources of the hospital can be used to adequately and

effectively address all of the multiple problems that exist.

... A mission statement needs to be developed which addresses the

hospital's purpose and the population to be served. ^^

Patient populations

In addition to admissions criteria and commitment procedures, the MSH's

role is also largely determined by what community services are or are not

available for certain populations. Testimony and research presented to the

Committee on the Montana State Hospital (Committee) suggests that Warm

Springs currently provides services to certain patient populations that are

inappropriate for the inpatient setting of the state hospital because: (1)
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treatment should be provided in a less restrictive environment; and (2) those

patients are not mentally ill.

The questioned services were care and treatment for: (1) the mentally

retarded or developmentally disabled; (2) the traumatically brain injured (TBI);

(3) persons with personality disorders; (4) criminal offenders who are

sentenced to Warm Springs but who do not require active psychiatric

treatment; and (5) substance abusers. These populations are being

committed to Warm Springs because of their extreme behaviors, their need

for intensive supervision, and because alternative services are not available

or not utilized by the court.

Mentally retarded or developmentally disabled

Data provided by the DCHS shows that in FY 1991, 10 patients admitted to

Warm Springs (1 .6% of total admissions) had a primary diagnosis of mental

retardation. Also, as of April 1992, seven mentally retarded sex offenders

were being cared for at Warm Springs. ^^ The BOV, in its FY 1991 annual

report on the MSH, questioned the appropriateness of caring for these

individuals at the MSH.^^ During the Committee's tour of Warm Springs,

hospital administrative staff also indicated that this population should not be

treated at Warm Springs because the staff is neither adequately trained nor

provided adequate resources to provide services to mentally retarded

persons and that staff time would be more appropriately utilized for treating

only the seriously mentally ill. Nevertheless, mentally retarded and
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developmentally disabled persons are committed to Warm Springs because

their extreme behaviors are sometimes considered a mental disorder causing

them to be a danger to themselves or to others.

Traumatically brain injured

Nine patients being cared for at Warm Springs suffer from TBI. Public

testimony from family members and advocates challenged the

appropriateness of committing brain-injured persons to Warm Springs when

no active therapy or treatment is provided by the hospital. ^^ The BOV

questioned providing care to TBI persons at the MSH on the same grounds

as it has questioned the appropriateness of committing mentally retarded

persons to Warm Springs. ^°

Personality disorders

In FY 1991, 86 patients (14% of total admissions) were diagnosed with

personality disorders. Although a personality disorder is a mental illness, the

issue raised to the Committee was whether the MSH is the least restrictive

environment for treatment of this diagnosis. The BOV and some

professional staff at the MSH believe that individuals with personality

disorders should not be treated at Warm Springs. However, Warm Springs

patients treated in the program and some MSH staff have defended the MSH

personality disorder program, arguing that these patients need the structure

and intense supervision provided at Warm Springs. Furthermore, MSH staff
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pointed out that these patients have nowhere else to go for treatment. ^^

Ward C of the Intensive Treatment Unit, which provides specialized

treatment for personality disorders, had an ADP of 17 on April 13, 1992.

The ward has 20 beds. During the Committee's tour of Ward C, the MSH

staff indicated that individuals with personality disorders are committed to

the MSH when they have been diagnosed as depressed or suicidal and are

considered a threat to themselves or others. Dr. Virginia Hill, a psychiatrist

at Warm Springs, reports that about half of the patients with personality

disorders were involuntarily committed. The MSH began dismantling the

personality disorder program on April 13, 1992, to consolidate staff

resources and lower the hospital's patient population."

Criminal offenders

In FY 1991, 82 patients (13% of total admissions) were court-ordered

criminal commitments. During the Committee's tour of the MSH's Pintler

Lodge, which provides an independent live-in situation for residents, the

MSH staff stated that most of the individuals housed at Pintler do not need

active psychiatric treatment but have been sentenced to Warm Springs for a

criminal offense (most are sex offenders)." The BOV has urged the MSH

to work with the criminal justice system to develop specific admissions

criteria to facilitate a case-by-case evaluation of court-ordered

commitments.^*
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Substance abusers

Admissions for aicoliol and drug disorders ranged from 1 1 % to 17% of total

admissions from FY 1987 to FY 1991.

Montana State Hospital Superintendent Jane Edwards explained to the

Committee that many of these admissions are court-ordered involuntary

commitments under the mental health statutes and that Warm Springs staff

usually arrange for substance abusers to be transferred to the Galen alcohol

and drug treatment program. However, the long waiting list at Galen makes

access to treatment difficult. Department of Corrections and Human

Services Deputy Director Sally Johnson further explained that the problem is

the "lack of teeth" in the civil commitment procedures relative to alcohol and

drug treatment. She stated that the mental health commitment laws are

more effective and, therefore, are often misapplied."

Appropriate roles

Testimony of state hospital staff and administration, the BOV, the

Community Mental Health Center (CMHC) directors and staff, and

professionals in the private sector, including Mr. Bob Olsen of the Montana

Hospital Association and Dr. George Teeter of the Montana Psychiatric

Association, indicates that, even within the context of a comprehensive

community support system, the MSH at Warm Springs will always need to

provide specific services noted in the following bullets.

39



• stabilization of acute episodes for patients who cannot be stabilized in

the community or in an inpatient psychiatric unit of a general hospital

Mr. Olsen and Dr. Teeter testified that patients who require more than short

stays (21 days) in the psychiatric care unit of general hospitals are referred

to the MSH. Mr. Olsen and Dr. Teeter indicated that the psychiatric units in

general hospitals do not duplicate the function of the MSH at Warm Springs

in stabilizing acute episodes. ^^

One hundred and forty-five licensed psychiatric inpatient hospital beds are

available statewide to provide short-term inpatient stabilization: 60 at the

Billings Deaconess Medical Center; 18 at St. James Community Hospital in

Butte; 27 at the Montana Deaconess Medical Center in Great Falls; 14 at

Glacier View Hospital in Kalispell; and 26 at St. Patrick's Hospital in

Missoula. ^^

No data is available to show how many clients were referred to the MSH

that could have been stabilized in community inpatient hospital beds if more

beds had been available.

• extended treatment of individuals who continue to be a danger to

themselves or others
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The testimonies of Mr. Olsen and Dr. Teeter support treatment of dangerous

seriously mentally ill persons as a continued role of Warm Springs. Mr. John

Lynn, member of the Mental Health Advisory Council and Program Director

at the Missoula CMHC, also testified about the significance of this security

and treatment role for Warm Springs. ^^

• nursing home care with active psychiatric treatment for the elderly

with active mental illnesses

Nursing and psychiatric treatment for the mentally ill elderly is provided by

Unit 219 at Warm Springs. No other nursing home in the state is currently

licensed as a nursing facility for the active psychiatric treatment of the

mentally ill elderly. Dr. Patricia Green, medical director at Warm Springs,

testified that she would like to see the patient capacity at Unit 21 9 at Warm

Springs doubled in size because many of the chronically seriously mentally ill

patients whom she treats at the MSH Extended Treatment Unit are aged and

may be better cared for in the Unit 219 nursing facility.^^



Number of beds

A breakdown of public mental health system clients in FY 1990^° shows:

Clients served only in the community 1 2,1 25

Clients served only in residential programs* 399

Clients served in community and residential programs 635

TOTAL FY 1 990 CLIENTS 13,159

Children and adolescents

Adults with disabling mental illness

Adults with nondisabling mental illness

TOTAL FY 1990 CLIENTS

The DCHS Mental Health Division estimates that 6,000 adults in Montana

suffer from severely disabling mental illness. The MSH treats an estimated

800 to 900 mentally ill adults each year. Most clients served in residential

programs are entirely state-supported, while only 40% of community service

center budgets are funded by the state. According to Division estimates,

about 2,000 adults suffering from a disabling mental illness in FY 1991 were

not served in the public mental health system. ^^

However, this data cannot provide a clear indication of the number of clients

that should or should not be served at the MSH. The ADP of the MSH will
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continue to be determined by services available in the community, the

number of people too ill to be treated in a community setting, and

admissions and commitment criteria.

Based on consultants' findings, the BOV stated that within the context of

comprehensive community support network, the MSH should ideally have

only 120 to 150 inpatient psychiatric treatment beds.^^

The DCHS plan for compliance with the court order in Ihler v. Chisholm. et

al. . calls for Warm Springs to maintain an ADP of about 200 patients. The

Ihler order mandated improved patient access to professional staff at the

MSH but did not specify a certain staff-to-patient ratio. At the time the Ihler

lawsuit was filed, the MSH had only two of six Ph.D. psychiatrist positions

filled.33

The Ihler lawsuit and downsizing

On May 16, 1988, 12 former Warm Springs patients filed a class action

lawsuit ( ihler ) on behalf of all past, present, and future MSH patients against

the past and current directors of the DCHS and the superintendent of the

MSH. The lawsuit was filed in the First Judicial District in Helena.

The plaintiffs alleged that the defendants violated the plaintiffs' state

constitutional and statutory rights to proper care and treatment and that

these violations were continuing. The plaintiffs charged the defendants with
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the continued misuse of seclusion and with restraint and with a failure to

place patients who are inappropriately confined at Warm Springs into

community-based programs.^*

In January 1991, District Judge Dorothy McCarter issued an interim ruling

that the plaintiffs had no right to be placed in community mental health

programs because federal and state law expressed only a preference for

community treatment and that institutionalization was appropriate whenever

less restrictive alternatives are unavailable or inadequate.^^

On September 26, 1991, Judge McCarter issued her decision and order in

Ihler. The court found, among other things, that the availability of certified

professional persons (psychiatrists, psychologists, and nurses) was

insufficient to provide adequate treatment and that the MSH needed to

revise its seclusion and restraint policy and its practice of mixing civil and

criminal patients in the forensic unit. Judge McCarter ordered the DCHS to

submit to the court a compliance plan for improving professional staff-to-

patient ratios and for ensuring that treatment of patients was being provided

in the least restrictive environment available for their illness. The court order

did not specify the ideal staff-to-patient ratio.

The DCHS's compliance plan was submitted in December 1991 and was

approved by the court in April 1992.^^
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In addition to revising internal policies, the DCHS compliance plan calls for

increasing the professional staff-to-patient ratio by reducing the patient

population to an average of 200 patients and reorganizing Warm Springs'

programs to improve the overall quality of treatment. During the January

1992 Special Session, the Legislature approved the transfer of $1 million in

the DCHS personal services budget in order to develop alternative

community programs aimed at reducing the number of patients served at

Warm Springs. In February 1992, DCHS requests for proposals were sent to

each CMHC. The Legislature also approved funding for 10.8 additional

professional FTE at Warm Springs.

Dr. Joseph Rich, Director of the Deaconess Psychiatric Center in Billings,

expressed his concern to the Committee that it is inappropriate for the state

to be placing a cap on the patient population at Warm Springs, such as 200

patients. Instead, Dr. Rich felt the state should be appropriating money to

the communities to develop alternative services, which may ultimately

reduce the population at Warm Springs, but only when community services

are in place."

According to the MSH, in order to comply with the Ihler ruling without

reducing Warm Springs' patient population. Warm Springs would need the

following additional professional staff:^^
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Positions



Discussion before the Committee indicated that a significant number of

readmissions to Warm Springs could be prevented if more crisis intervention

services become available in each mental health region. Montana has two

pilot crisis intervention programs funded through the DCHS: one in Butte and

one in Kalispell. According to the Department's mental health plan, the

Gilder House in Butte costs about $436,000 per year for an eight-bed group

home. In FY 1992, this program reported 149 admissions, 89 of which

were unduplicated. The Kalispell mobile reaction team (with a four-bed safe

house) costs about $280,000 annually.*° The Kalispell program reported

99 admissions in FY 1992, 72 of which were unduplicated. The state

mental health plan envisions eventually having a crisis/transition team in

each of the 21 counties that have more than 10,000 people. The number of

inpatient psychiatric beds available throughout the state and the insurance

status of clients requiring inpatient psychiatric treatment in general hospitals

will affect accessibility to crisis intervention services.

• Group home environments should be expanded to provide structured

living for individuals in transition to community living after extended

treatment at Warm Springs or to prevent inappropriate hospitalization.

There are currently 100 group beds available throughout Montana.

According to estimates, an eight-bed group home will cost the state general

fund about $1 17,338 per year.*'



• More case managers are necessary to coordinate support services for

individuals returning to the community from Warm Springs and to

prevent hospitalization.

The pilot program in Missoula provides intensive case management services

to patients returning to the community from Warm Springs. According to

testimony presented by Region V CMHC Director Paul Meyer, that program

has successfully prevented a significant number of rehospitalizations. The

DCHS mental health plan states that Montana should have 1 90 case

managers by 1994. As of July 1992, 50 case managers throughout the

state were providing intensive case management services to the seriously

mentally ill, each with a case load of about 25 clients.*^

CONCLUSrONS

Montana will always need a state-run psychiatric hospital. However,

testimony reveals a general consensus that the mission of the MSH at Warm

Springs is currently ill-defined and in need of careful revision. The Ihler

decision, evaluations by the BOV and outside consultants, recommendations

by the Montana Mental Health Advisory Council, individual testimony, and

presentations by several mental health organizations indicate that

maintaining the status quo at Warm Springs is not acceptable to a large

portion of the mental health community.
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Nevertheless, some mental health professionals, community representatives

from Billings, and those employees of the MSH represented by the

Galen\Warm Springs Task Force* voiced significant concerns about

community readiness to effectively care for clients turned out of the MSH if

Warm Springs is downsized too quickly. Testimony from community

representative in Billings and Butte also revealed community resistance to

assuming the burden of care for the mentally ill without a significant

increase in state funding.

Testimony and research identified the following appropriate roles for Warm

Springs within the context of a well-developed community support network:

(1) stabilization of acute episodes that require more than 21 days of

treatment or treatment when the client cannot pay for hospitalization in a

general hospital; (2) extended treatment for persons with chronic serious

mental illness; and (3) nursing care with active psychiatric treatment for the

mentally ill elderly. The MSH should not be asked to provide services to the

mentally retarded, TBI persons, persons with personality disorders, criminal

offenders, and substance abusers.

Admissions criteria and court commitment procedures must be reevaluated if

inappropriate admissions are to be reduced. The state mental health plan

calls for a careful review of admissions criteria, and the MSH has

The Galen/Warm Springs Task Force (originally named the Galen Task Force) is

composed of employees of the MSH and residents of the Deer Lodge Valley community

organized in response to the Stephens' administration's proposals to close Galen. The Task

Force was represented in public testimony before the Committee by Mr. Keith Colbo and was
primarily responsible for the bill creating the Committee.

49



implemented a screening procedure and has hired an admissions coordinator

to screen admissions. Additionally, the state mental health plan indicates

that the DCHS will develop legislation amending court commitment

procedures, an action also aimed at reducing inappropriate court

commitments.*^

Community services must be further developed if Warm Springs is to

downsize as proposed in the DCHS Ihler compliance plan. The most critical

community services are: (1) crisis intervention, (2) group homes, and (3)

case management.

COMMITTEE ACTION

Committee members expressed concern about the inappropriate admissions

to Warm Springs and echoed the need to develop more comprehensive

community services so that clients can be returned to the community and

that unnecessary admissions to Warm Springs can be avoided.

Some Committee members expressed concern that community services may

not be adequately developed to provide for patients discharged or turned

away from Warm Springs. Furthermore, Senator Lynch, Representative

Beck, and Mr. Haffey repeatedly questioned the legitimacy of arbitrarily

downsizing the Warm Springs patient population to 200 and stated that the

DCHS had not adequately proved that only about 200 patients at any one

time would need treatment at Warm Springs.
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In this context, the Committee developed the following recommendations:

Role and mission of the MSH

Recommendation: The Legislature should adopt LC 174 to clarify the role of

the MSH at Warm Springs. The role of the MSH should be to provide

intensive inpatient services and stabilization for severely mentally disabled

persons. The hospital's treatment goal is to return clients to the community

as soon as possible if adequate community services are available. The MSH

is a single component in a comprehensive continuum of publicly and

privately provided mental health services that emphasize treatment in the

least restrictive environment. (Bill draft LC 1 74, referred to as LC MSH3 in

Committee minutes, was unanimously approved.)'^

Supporting discussion : Ms. Robinson moved the initial version of this

recommendation. Ms. Sumner requested wording to specify that Warm

Springs should be the inpatient component of a comprehensive mental health

system. Cautioning that Warm Springs should not be a "dumping point" for

the mentally ill. Senator Keating requested wording stating that Warm

Springs should return patients to the community as soon as possible. He

also questioned the use of the word "intensive" in describing treatment to be

provided at Warm Springs, saying that intensive treatment can also be

provided in a community setting. Ms. Onishuk noted that mental illness is a

cyclical disease, that some patients will have to return to Warm Springs

periodically, and that some other chronically ill individuals will never be able
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to function in the community. Senator Lynch expressed concern about the

placement of criminal sex offenders in community group homes if sex

offenders are discharged from the state hospital as the MSH intends. Ms.

Onishuk observed that as long as corrections and mental health are

administered together, inmates and patients will be mixed, a circumstance

that should be changed.

Ms. Robinson's motion passed unanimously, with Senator Nathe, Senator

Franklin, Representative Steppler, and Mr. Chisholm absent.*^

Community mental health services

Recommendation: Intensive case management and crisis intervention

programs within the community mental health regions should be expanded.

(Unanimously approved.)*^

Supporting discussion: The Committee developed this recommendation

during its consideration of ways to improve the relationship between the

MSH and community services for the mentally ill. Senator Keating

suggested that the focus should be on financing centralized community

services that are eligible for federal funding. Ms. Onishuk said the key is

case management and pointed out that case management is eligible for

Medicaid reimbursement. Ms. Robinson expressed interest in phasing in 150

new case managers over three bienniums.
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Committee discussion turned to crisis intervention programs and the DCHS's

two pilot projects: an eight-bed group home in Butte and a mobile crisis

intervention team with a four-bed safe house in Kalispell. Public testimony

offered in response to Committee questions about the programs indicated

that the Kalispell program had been extremely successful and was cost-

effective.

Ms. Robinson moved to recommend that case management and crisis

intervention programs be expanded. The motion passed unanimously

without further discussion.*^

The Committee later considered a sample bill draft (LC MSH8) appropriating

some of the estimated $1 .96 million in annual savings from the closure of

the Galen nursing home and acute hospital to expand case management

services ($382,242 in FY 1994 and $487,429 in FY 1995.) The sample bill

also included $570,442 in FY 1994 and $293,778 in FY 1995 for three

additional crisis intervention programs modeled after the Kalispell pilot

project.*^ Committee discussion focused on members' concerns about the

accuracy of the amount of the funding provided and the assumption that the

Galen nursing home and acute hospital would be closed. No action was

taken on the sample bill."^

Recommendation: The Legislature should adopt LC 1 75 to provide that

regional mental health board membership includes a representative from
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community organization that provides support services, such as food,

housing, and clothing, to persons with mental illnesses. (Sample bill draft

LC MSH5, now LC 1 74, was unanimously approved.)^

SuPDortino discussion: Ms. Sumner moved sample bill draft LC MSH5 (now

LC 174). She stated that many mentally ill people discharged from Warm

Springs end up homeless and that service support organizations, such as the

rescue mission in Billings, are faced with finding shelter, food, and clothing

for the former Warm Springs patients. She explained her conviction that

these community service providers should have a say in how community

mental health dollars are spent and, thus, should be represented on the

regional mental health boards. Representative Messmore voiced her strong

support of the idea but called on Ms. Sumner to overcome the resistance

that Representative Messmore had encountered from the Billings community

when she carried a bill during the 1991 session that mandated primary and

secondary consumer representation on the regional board. ^'

Prior to Ms. Sumner's motion, Marianne Dozier, Chairman of the

Yellowstone County Homeless Project in Billings, reported that the Billings

rescue mission served 1,100 people in 1991, 75% (or 825) of whom were

chemically dependent or mentally ill. Ms. Dozier testified that if the state

was intent on downsizing the MSH, then the state funding for treatment of

the mentally ill should follow the patient to his or her home community. ^^
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Similarly, Don Foster of Billings expressed his view that deinstitutionalization

was pushing the burden of care onto the communities. He explained that

community services are not less expensive than the inpatient services

provided at Warm Springs and urged the Legislature to provide more state

funding for community services, especially in view of downsizing plans at

Warm Springs. Mr. Foster said that without the development of these

services, many more mentally ill will become homeless."

Summary of Committee action: The Committee heard testimony from

dozens of witnesses and invested numerous hours in talking with staff

people, agency representatives, mental health service providers, client

representatives, consumer groups, and others. Much of the information

provided pointed to three general and sizable problems: (Da need for

expanded and enhanced community mental health services; (2) upgraded

services at the MSH, in coordination with communities; and (3) a lack of

public funds to support the services.

In an effort to balance all of the concerns and limitations, the Committee

recommended policy initiatives that move Montana's system of providing

mental health services in a positive direction, perhaps not as quickly or

extensively as some hope for, but in a fashion that mitigates the most

serious problems in a responsive and responsible manner.
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CHAPTER 5

THE MONTANA STATE HOSPITAL AT GALEN

INTRODUCTION

Three programs under the direction of the Department of Corrections and

Human Services (DCHS) and the Montana State Hospital (MSH)

superintendent are provided on the Galen campus of the MSH:

• a 185-bed licensed intermediate care nursing home;

• a 33-bed acute care hospital; and

• an 87-bed chemical dependency program, which includes the

Alcohol Service Center and the Lighthouse drug treatment

program.

These three programs share the physical plant, staff resources, and overall

costs of operating and maintaining the Galen campus.

Approximately 220 FTE positions are budgeted to staff these programs.^

Administrative 8.1 FTE

Physicians 4.0 FTE

Nurses 39.8 FTE

Nurse's Aides 57.8 FTE

Inhalation/Respiratory Therapists 2.0 FTE

Rehabilitation Aides 5.0 FTE

Alcoholism Rehab Counselors 9.0 FTE

Substance Abuse Counselors 3.0 FTE

Housekeeping Workers 20.0 FTE

Maintenance Workers 18.0 FTE

Food Service Workers 18.0 FTE
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• Laundry Workers 2.0 FTE

• Security Guards 4.25 FTE

• Other Support Persons 25.05 FTE

According to the DCHS, the total cost of operating the Galen campus was

$6,108,656 in FY 1990. Of the total, 73% was paid by the general fund,

while the remaining 27% came from alcohol tax funds earmarked for the

alcohol treatment program.^

The DCHS, citing underutilization of the nursing home and acute care

hospital, a decaying and inefficient infrastructure, and the availability of

alternative services, proposed the closure of the Galen campus at an

estimated savings of more than $3 million annually. Examining the DCHS

proposal, the Office of the Legislative Auditor concluded that the state

would save only about $1 .7 million in the first year due to additional one-

time costs. The Legislative Auditor also questioned whether the $3 million

accurately portrayed additional annual expenses, such as security and

maintenance for the Galen campus after the facility is closed.^

The average daily patient population (ADP) in each of the Galen programs is

shown in Figure 9. Figure 10 shows the per diem rates for each of the

programs from FY 1987 to FY 1991.

PART A: THE GALEN NURSING HOME

The Galen nursing home is one of three state-operated, licensed nursing

homes; the other two state-operated nursing homes are the Center for the

Aged in Lewistown and the Long-Term Care Unit (Unit 219) at Warm

Springs.
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Figure 9
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Figure 10
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The differences in the nursing care provided at each of these facilities are

disputed. However, Unit 219 at Warm Springs is the only nursing home

licensed to provide active psychiatric treatment. The Center for the Aged

and the Galen nursing home are both licensed as intermediate care nursing

homes and provide psychiatric consultations and evaluations and monitor

psychotropic medications. Figure 1 1 compares the utilization and per diem

rates of the state nursing facilities.

Figure 1

1

FY 1991 Comparison of State Nursing Home Utilization*



1992, 35 were transferred from Warm Springs, 18 came from private

nursing homes, 3 were inmates from the Montana State Prison at Deer

Lodge, 2 were recidivist alcoholics, and 1 was a tuberculosis patient

suffering from multiple medical problems.^

Statutory mission

Section 53-21-601, Montana Code Annotated (MCA), states that the

purpose of the Galen nursing home is to provide intermediate nursing care

for institutional residents or clients of the DCHS's community and residential

programs who are suffering from tuberculosis and silicosis, pulmonary

diseases, and other organic disorders.

Center for the Aged

The mission of the Center for the Aged, as described in section 53-21-41 1,

MCA, is to provide care and treatment for patients 55 years of age and older

who are unable to maintain themselves at home or in the community

because of a mental disorder associated with the aging process but who do

not require the intensity of treatment available at the MSH. The statute

makes no distinction between the MSH Galen nursing home and Unit 219 at

Warm Springs when referring to the intensity of treatment provided at MSH.

Unlike the nursing home patients admitted to Galen or Warm Springs,

admissions to the Center for the Aged must be voluntary.

The Office of the Legislative Auditor provided the following data on the

patient population at the Center for the Aged:

• Most residents have come from private homes or from facilities other

than private nursing homes or the MSH.

• The majority of residents have been diagnosed with an organic mental

syndrome or disorder or with schizophrenia.
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• All residents receive physical, mental, or psychosocial therapy

according to their needs. Psychosocial therapy includes psychiatric

consultations or counseling.^

Galen closure proposal

During the 1991 legislative session, the DCHS proposed that the Galen

nursing home be closed by June 30, 1992. The DCHS recommended that

patients currently served at the Galen nursing home be transferred to Unit

219 at Warm Springs, to the Center for the Aged in Lewistown, or to

community facilities. Under the proposal, some residents of Unit 219 and

the Center for the Aged would also be moved.

^

The DCHS proposed that of the 66 Galen nursing home residents (on

October 1990), 13 residents needed the active psychiatric treatment at Unit

219 at Warm Springs, 22 residents could be cared for more effectively at

the Center for the Aged, and the remaining 31 residents could be served In

private nursing homes.

^

The closure proposal followed two independent DCHS-requested surveys of

each of 265 nursing home patients at the state's three nursing home

facilities, including the 66 residents at Galen. One survey was conducted by

a task force under the supervision of the Mental Health Division of the

DCHS; the Montana-Wyoming Foundation for Medical Care conducted the

other survey. Both surveys concluded that nursing home residents at Galen

could be treated at Warm Springs, at the Center for the Aged, or in less-

restrictive community settings.
^°

Pros and cons of closure

A review of the testimony and research presented to the Committee

revealed disagreement over the need for the state to operate a nursing home

at Galen.
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The following findings suggest that the Galen nursing home population can

receive similar care at the Center for the Aged or in private nursing homes.

• Survey findings of both an independent task force under the Mental

Health Division and the Montana-Wyoming Foundation for Medical

Care.

• Testimony was presented by Dr. Green, Medical Director at the MSH.

Dr. Green testified that she provides 2 or 3 hours per week of

psychiatric consultation for patients at the Galen nursing home and

that in her experience over the past 22 years, she didn't find the

population at Galen to be much different than patients in other

nursing homes. Dr. Green also stated that as chronically mentally ill

patients age, their behaviors are not necessarily associated with their

mental illness."

• Testimony was presented by Ms. Nona Chambers, Clinical Director at

the Center for the Aged. Ms. Chambers testified that in reviewing

the residents at Galen, she found that, in most cases, the population

is very similar to the residents currently served at the Center for the

Aged. She also stated that the Center for the Aged treats chronically

mentally ill patients and that the medical needs of the patients at

Galen were not different than the needs of patients served at the

Center for the Aged. Ms. Chambers explained that the Center for the

Aged has a psychiatrist who is at the Center 1 1/2 days per month

and who is also available for phone consultations, which, she

concluded from Dr. Green's testimony, was similar to the level of

psychiatric care provided at the Galen nursing home.'^

The following testimonies suggest that the Galen nursing home provides a

unique level of care compared to proprietary nursing homes. However, the

testimonies provide no clear comparison with the treatment provided at the

Center for the Aged.
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• Dr. Warren Swager, former Medical Director at the MSH, testified

that many of the patients at Galen differ from average nursing home

patients because many of the Galen patients: (1) suffer from a mental

illness and still require psychotropic medications and periodic visits

from a psychiatrist; (2) have severe behavioral problems that would

not be tolerated in a private nursing home; (3) have more acute and

chronic medical needs; and (4) require above-average daily staff work

hours. Dr. Swager also stated that Galen has a staff-to-patient ratio

of 1 to 4, whereas proprietary nursing homes average a ratio of 1 to

10.'^

• The testimony of Dr. Gary Lord, resident medical physician at Galen,

supported Dr. Swager's testimony. Dr. Lord also added that

proprietary nursing homes often will not accept the type of patient

cared for at Galen because of the intensive work hours required to

care for the patients and because of the behavior problems that the

Galen patients exhibit. He also testified that the elderly population

requiring the level of care provided at Galen would not, in his opinion,

decrease in the future.^*

Future needs

National trends suggest that the availability of long-term care for the elderly

will be a growing need as the nation's population ages. National trends also

indicate that there is an increasing incidence of a new strain of treatment-

resistant tuberculosis, especially among AIDS patients, and that the

incidence of AIDS is increasing dramatically. However, no empirical data

was collected for the Committee specifically on Montana's long-term care

needs and how these needs may impact the future utilization of the Galen

nursing home.*

Alternative uses for the Galen facilities and future needs explored by the Committee are

discussed in Chapter 6 of this report.
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CONCLUSIONS

The DCHS recommends the closure of the Galen nursing home because: (1)

the nursing home has a low utilization rate; (2) similar treatment is available

for Galen residents at the Center for the Aged, at Unit 219 at Warm Springs,

or in private nursing homes; and (3) continued operation of the Galen nursing

home is an inefficient use of state resources.

Galen staff defend the need for the Galen nursing home based on the

following arguments: (1) the Galen nursing home serves a unique patient

population and does not duplicate services provided at the Center for the

Aged or elsewhere in Montana; and (2) there may be future health care

needs requiring the nursing home services now provided at Galen.

COMMITTEE ACTION

Recommendation: The Legislature should enact bill draft LC 174 providing

that the Galen nursing home at the MSH be discontinued.'^ (Approved by

a 9 to 5 vote. A minority report was submitted.)

Discussion: Senator Keating moved the Committee recommendation.

Reminding the Committee that the issue would be debated and decided by

the Legislature, Senator Lynch spoke against the motion and stated that one

of the Committee's duties was to find alternative uses for Galen and that

Senator Keating was proposing closing a program without first exploring an

alternative use of the resource.

Mr. Haffey, who had previously presented a "Galen Mission Statement"

proposing specialized long-term care roles for Galen said that Senator

Keating's motion was premature.

Representative Beck questioned why the focus was on closing Galen and not

the Center for the Aged. Senator Keating responded by pointing to
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testimony and research that indicated it would be less costly to move Galen

residents to the Center for the Aged.

Mr. Chisholm indicated that the issue may need to be further debated if

Committee members were going to vote based on preconceived notions.

Mr. Chisholm argued that the Center for the Aged, with about 50 to 60

vacancies, was the state facility with a clear mission to provide long-term

care to the mentally diseased elderly. Expressing his philosophy on the

state's long-term care role and on Mr. Haffey's proposed mission statement

for Galen, Mr. Chisholm said that private nursing homes should provide

typical nursing home care, while the state should provide for special needs.

He stated that it was inappropriate to pretend that Galen has a special long-

term care mission when, in fact, Galen does not have such a mission.

Adding to the discussion on the state's role, Ms. Robinson said that she felt

the state should continue to provide needed services but said that she had to

support Senator Keating's closure motion because her staff says that the

Galen residents can be more effectively cared for elsewhere.

Mr. Haffey expressed his deep concern that Committee members would

support motions to dismantle Galen piece by piece, that the end result would

leave no programs at Galen, and that this would be done for the wrong

reasons. He wanted the Committee to take a broader view and look at the

entire issue of health care. Mr. Haffey explained that he was not driven by a

lust to keep Galen open but by concerns that people receive the care they

need.

Senator Keating's motion to recommend that the Galen nursing home be

closed carried on a 9 to 5 vote, with Senator Lynch, Senator Franklin,

Representative Beck, Representative Swysgood, and Mr. Haffey voting no,

and Senator Nathe absent.



Minority report: Four of the five members voting against the Committee's

recommendation submitted a minority report.'^ (See Appendix B.)

Mr. Chisholm asked the minority to reconsider the wording in the minority

report, which suggested that the current administration had deliberately

sabotaged Galen to justify its closure and which impugned the integrity of

the DCHS. Mr. Chisholm stated that no data or testimony supported the

minority's allegation. Furthermore, Mr. Chisholm said that he was prepared

to present to the Committee admissions and funding data from this and

previous administrations.

Senator Lynch said that he believed that Galen had been intentionally

sabotaged and that the wording of the minority report would be decided by

the minority.

PARTB: THE GALEN ACUTE CARE HOSPITAL

Operations

The acute care hospital (Crockett 3) at Galen is a 33-bed facility licensed to

provide acute medical care, which includes postsurgical care, routine medical

care, and medical and nonmedical chemical detoxification. The ADR in FY

1991 was 13.84 patients--a 42% utilization rate, leaving an average of 19

beds vacant. The acute care hospital is staffed with 25.80 direct care FTEs

and one resident and two on-call physicians. The per diem cost of a bed in

the acute care hospital was $198.84 in FY 1990. According to the DCHS,

the acute care hospital, excluding detoxification services, cost $280,798 in

FY 1990, which was 4.76% of the total funding for the Galen campus.

Detoxification, which included routine inprocessing to one of the chemical

dependency programs, cost $615,125 in FY 1990, or 10.07% of the total

cost of the Galen campus. ^^
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Statutory mission

Section 53-21-601(4), MCA, provides that the Galen campus, licensed to

provide acute hospital and intermediate nursing care, is the facility

component designated for the care and treatment of the medical and organic

disorders described in that section. These disorders include tuberculosis

with silicosis, pulmonary diseases, and the disabling effects of alcohol and

other chemical substances. Section 53-21 -601 (1 )(c), MCA, states that one

of the primary functions of the MSH is to provide care and treatment of

institutional residents or clients who require acute hospital care.

Closure proposal

During the 1991 legislative session, the DCHS proposed closing the Galen

campus. Mr. Chisholm testified before the Committee that the DCHS's

revised proposal for downsizing Galen would include downgrading the acute

care hospital to a 10-bed infirmary located at Warm Springs.* The

infirmary would be staffed by some of the former Galen hospital employees.

The DCHS planned to contract with local hospitals if acute care

hospitalization was required for any of the Department's clients, a practice

that the DCHS already employs due to the limited capabilities of the Galen

acute care hospital.
^^

Peer review

During the Committee's February 1992 meeting at Warm Springs,

substantial disagreement between Mr. Chisholm and Galen hospital staff

about the need to continue the services of the acute care hospital prompted

the Committee to explore having a peer evaluation of the acute care hospital

The original proposal would have closed the entire Galen campus. The revised proposal

celled for discontinuing the nursing home and acute care hospital but left the alcohol and drug

treatment program at Galen. The feasibility of leaving the alcohol and drug treatment program

as the only program at Galen is questionable due to the expense of operating and maintaining

the relatively large campus. Hovt/ever, the Committee did not explore this issue in depth. See

Part C of this Chapter for a discussion on the Galen chemical dependency program.
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to determine, objectively, the hospital's capabilities and the need for its

services.'^ In May 1992, the Committee selected two independent

physicians. Dr. Henry Busey of Missoula and Dr. T. Brice Addison of Great

Falls, to perform the peer review. The Committee selected Dr. Busey and

Dr. Addison based on their experience in internal medicine, their certification

in addiction medicine, and their experience in conducting peer reviews. The

Committee felt that the evaluation of two independent doctors rather than

one doctor would add to the credibility of the Committee's findings and

reveal any areas of controversy.

The peer review was to answer the following questions:

(1) Do patients admitted and treated at the Galen acute hospital

require an acute level of care?

(2) Do patients admitted receive the level of care required?

(3) What are the actual capabilities of the acute care hospital given

the facilities, equipment, and level of staff training?

(4) Could the institutional patients who are referred to private

providers for acute hospital care have received the required care at

Galen?2°

On August 10 and 1 1, 1992, Dr. Busey and Dr. Addison each reviewed 22

randomly selected charts of patients admitted to the Galen acute care

hospital in the preceeding 6 months, 10 randomly selected charts of patients

referred to private hospitals from the Montana State Prison in the same

preceeding 6 months, and 1 2 randomly selected charts of patients referred

to private hospitals from Warm Springs in the same period. Additionally, the

doctors toured the Galen hospital and nursing home, visited with each

patient at the hospital, and interviewed Superintendent Jane Edwards,

Medical Director Dr. Patricia Green, and the three physicians who cover the

Galen acute care hospital (Dr. Gary Lord, Galen's full-time resident physician,

and Dr. Warren Swagger and Dr. Edward King, both on call from Warm

Springs).
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Dr. Busey and Dr. Addison concurred in their findings, revealing no areas of

disagreement or conflict in their conclusions.

Dr. Busey, who presented to the Committee his report and findings in

person, concluded:

. . . most of the admissions were of an acuity level that would
be appropriate for an infirmary with a few admissions requiring

the facilities of an Acute Care Hospital. . . . Both Dr. Addison
and I do have some significant reservations however about the

way alcohol detox is being performed.

... a strong case can be made for consolidation of the Warm
Springs and Galen campuses with maintenance of a subacute
care facility which basically would require the same staffing as
Crockett 3.^'

Dr. Addison concluded:

I feel that the Acute Care capabilities of the Galen facility are very
limited; with no monitoring devices, no oximetry, no ABG capacity on
site, no respiratory therapy, no physical therapy as well as the

difficulty of maintaining optimal staffing from a nursing perspective.

Additionally, laboratory support is located at the Warm Springs
facility as is the bulk of x-ray diagnostics. Of the patients admitted
to the Acute Care facility, very few of them actually required Acute
Care. ... Of the patients who were admitted to the "Acute Care
status", I have significant concerns regarding the quality of care that

they actually received. Appropriately, most patients who were
actually quite sick or required any significant diagnostic or surgical

interventions were referred to other hospitals for evaluation and
treatment. It would not appear that the type of cases referred from
other institutions to Acute Care hospitals could have been adequately
treated at the Galen facility in most cases. The great majority of the
alcohol detox patients, and patients admitted for the alcohol

treatment program could have been admitted to and adequately
observed in a non-acute care setting such as a residential treatment
unit or an infirmary. ^^

COMMITTEE ACTION

Recommendation: A subacute medical detoxification program that meets

current medical protocol should be developed at Galen for the chemical

dependency program. (Unanimously approved.)
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Supporting discussion: This recommendation resulted from concerns raised

by both Dr. Addison and Dr. Busey about the quality of the detoxification

being performed at Galen." The motion for this recommendation, made by

Ms. Robinson, passed unanimously without further discussion.^*

Recommendation: An infirmary of good medical quality should be developed

at Warm Springs. (Unanimously approved.)

Supporting discussion: The above recommendation is also based on the

findings of Dr. Busey and Dr. Addison, who both concluded that the same

level of care and treatment could be provided in an infirmary at Warm

Springs. Although originally moved by Ms. Robinson as a recommendation

for a "sophisticated infirmary". Senator Franklin offered a substitute motion

stating that the infirmary be of good medical quality. Senator Franklin's

substitute motion passed unanimously without further discussion. ^^

Recommendation: The Legislature should adopt sample bill draft LC MSH1

providing that the MSH discontinue providing licensed acute hospital care at

Galen. (Approved 9 to 4. A minority report was submitted.)

Supporting discussion: The recommendation to discontinue the Galen acute

care hospital, as with the previous recommendations, followed Dr. Busey's

and Dr. Addison's report to the Committee. Discussing the motion,

originally made by Ms. Robinson to "close" the acute hospital. Senator

Lynch clarified that Dr. Busey's report concluded that a subacute care

facility would need to continue to exist at Galen for chemical detoxification

and that Ms. Robinson's previous motion to recommend a detoxification unit

at Galen addressed this issue.

Mr. Haffey reiterated his concern that nothing be changed at Galen until the

Legislature makes a final decision. He asked where the people currently

receiving treatment at the Galen hospital (not detoxification) would go. Ms.

Robinson replied that the patients would go to the Warm Springs infirmary or
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to a community hospital. Mr. Chisholm echoed Ms. Robinson's response but

offered a substitute motion that rather than recommending the acute

hospital be "closed", the Committee should recommend the MSH

"discontinue" providing licensed acute care hospital care at Galen. Senator

Lynch and Senator Franklin said that the motions were the same. Mr.

Chisholm defended the wording of his substitute motion, saying that the

state may wish to reoccupy the acute hospital ward for other services.

Senator Franklin said that it was important to note that based on the

doctors' findings, quality care at a safe level would be provided in the Warm

Springs infirmary.

Mr. Chisholm's substitute motion passed by a vote of 8 to 4, with Senator

Lynch, Representative Swysgood (by proxy). Representative Beck, and Mr.

Haffey voting no. Senator Nathe, Senator Keating, and Representative

Steppler were absent. Representative Steppler later requested his yes vote

be recorded for the record.
^^

Minority report: Senator Lynch requested that a minority report be prepared

on the recommendation to discontinue the acute care hospital at Galen. (See

Appendix B.) Mr. Chisholm urged the minority to reconsider the wording of

the minority report, which alleged that the administration had deliberately

underutilized the acute care hospital in order to justify Galen's closure. Mr.

Chisholm offered to present admissions and funding data to show that the

allegation was not true. However, Senator Lynch said that the wording of

the minority report would be decided by the minority and that the minority

felt that Galen had been deliberately sabotaged. ^^

PART C: THE CHEMICAL DEPENDENCY PROGRAM AT GALEN

Operations

Of 80 chemical dependency programs in Montana, 34 are state-approved.
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These 80 programs are provided through:

• 2 detoxification programs (1 at Rimrock and 1 at Galen);

• 5 inpatient facilities (2 at Galen, the Alcohol Service Center

and Lighthouse program);

• 9 inpatient units at freestanding hospitals;

• 2 intermediate transitional living facilities;

• 24 outpatient programs;

• 14 intensive outpatient programs; and

• 24 DUI court services programs.

Of the 34 state-approved programs, 5 are state-run: the Alcohol Service

Center at Galen, the Lighthouse drug treatment program at Galen, and

correctional programs located at the Montana State Prison, Swan River

Forest Camp, and Pine Hills School.^®

Galen's chemical dependency program, as currently organized, consists of a

28-day alcohol treatment program and a 90-day drug treatment program

called Lighthouse. Approximately 58% of the chemical dependency funding

at Galen comes from the general fund, most of which is used for the

Lighthouse program, while an earmarked alcohol tax accounts for

approximately 40% of the total chemical dependency funding. Only 2% of

the cost is paid by Medicaid reimbursements, indicating that the majority of

the chemical dependency clients served at Galen do not qualify for Medicaid

or do not have the personal resources or private insurance to cover the cost

of treatment. ^^

The Alcohol Service Center

The alcohol program consists of 72 beds and 6 counselors, making the client

to counselor ratio 1 2 to 1 . The FY 1991 ADP was 69.28 residents-a

76



utilization rate of 96%.* Eight beds are reserved for prison inmates. The

per diem rate in FY 1991 was $68.84.

Once admitted through the Galen detoxification and inprocessing unit, either

by a mandatory court commitment or a voluntary commitment, a client has

to wait for a treatment bed to become available. Currently, the waiting

period is about 30 days for men and 70 days for women.

Voluntary admissions have dropped significantly during the past few years,

perhaps due to the long waiting list. The majority of admissions are

involuntary court commitments, which have been steadily increasing as a

result of stricter legal mandates and DUI laws. Figure 12 graphs admissions

by commitment type, and Figure 13 shows admissions by race. Additional

data shows that 32% to 39% of total admissions are readmissions and that

about 20% of admissions are female.
^°

Turnaround time prevents the progrann from attaining a 100% utilization rate.
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Figure 1 3
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Lighthouse drug treatment program

The 90-day Lighthouse program for drug abusers consists of 1 5 beds and 3

counselors. The FY 1991 ADP was 9.63 clients--a utilization rate of 64%.

The Lighthouse program has no waiting list and has a 52% completion rate

among its clients. The majority of the Lighthouse clients are referred

through the court system. The program's per diem rate in FY 1991 was

$84.16.

Lighthouse admissions by commitment type and race are shown at Figures

14 and 15, respectively. Other data shows that most Lighthouse admissions

are 21 to 30 years of age and that females account for 30% of the total

admissions. ^^

Reorganization

The DCHS is planning to combine the alcohol and drug programs into one

87-bed chemical dependency program. According to the proposal, the new

program would utilize all existing program staff to offer the following

services:

• D.E.A.R. (Detoxification. Education, Assessment, and Referral): A 4-

to 5-day intake program, after which the client is referred to the least

restrictive environment for treatment. This is the entry point for all

clients entering any of the three proposed tracks of the Galen

program described below.

• Short-Term Care: A 2-week residential program for individuals who

need to work on their motivation and denial prior to entering an

intensive community outpatient program.
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• Primary Care: A 28-day program focusing on chemical dependency

and using the first five steps of the Alcoholics Anonymous program

along with other therapy models.

• Extended Care: A maximum 60-day residential program for

individuals with a history of treatment failures and with extensive

aftercare planning for longer-term treatment that may include a

structured transitional community-living situation.
^^

The Galen Task Force, representing employees of the MSH and the

communities of Anaconda, Butte, and Deer Lodge, testified in favor of the

DCHS proposed reorganization. However, Task Force representatives added

that a special segregated program for women should be developed at Galen

and that in order to expand access, the chemical dependency program

should cease to reserve eight beds for inmates.^^
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Figure 15
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Detoxification and the Galen hospital

Detoxification consists of acute and subacute detoxification. All clients

entering the current or proposed program must be inprocessed through the

Galen acute care hospital, whether they need acute detoxification or not.

However, at a minimum, inprocessing for substance abusers requires a

registered nurse to perform an admissions assessment and a physician to

perform a routine physical examination and prescribe any medications

necessary to stabilize the client. Following the nurse's assessment and a

physical exam (and any medications required for stabilization), a client is

then evaluated by a chemical dependency counselor before being placed on

a waiting list for one of the treatment programs.^*

The Alcohol and Drug Abuse Division reported to the Committee information

compiled in a study conducted by the Montana-Wyoming Foundation for

Medical Care using the Foundation's criteria and standards. Of the 1 ,586

admissions to the Galen acute care hospital for detoxification in FY 1991,

only 14 clients required acute detoxification.^^

Closure issues

A review of testimony and DCHS position statements suggests that if the

Galen chemical dependency program were closed so that Montana no longer

had a state-run facility to treat chemical dependency, the DCHS would

contract for services in other state-approved programs. The DCHS already

contracts with private providers for various chemical dependency services.

There are 300 inpatient beds available statewide, distributed among 12

programs, with an average utilization rate of 57%.^^

According to a report by the Office of the Legislative Auditor, the cost for

intensive outpatient service varies greatly, depending on the program. A 4-

to 6-week program could cost an average of $1 ,500. Per diem rates for

inpatient services range from $195 to $362. However, the state has been
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contracting for inpatient beds, at approximately $73 per day, paid for by

federal block grant funds.
^'

In FY 1991, the Alcohol and Drug Abuse Division contracted for 3,615

inpatient bed days at $73.60 per day for a total cost of $266,064. Most of

the cost was paid by Alcohol, Drug Abuse, and Mental Health Service block

grant money, while $37,168 was paid by the state general fund. The bed

days were purchased at the following locations: 2,655 at the Northern

Montana Chemical Dependency Program, Inc., 455 at the Rimrock

Foundation in Billings, and 505 at the Frances Mahon Deaconess Hospital in

Glasgow.

Other views

Regarding clients who are admitted for court-ordered for treatment, Mr.

Darryl Bruno, Administrator, Alcohol and Drug Abuse Division, DCHS,

suggested that judges could order offenders to attend alternative treatment

programs. ^^

Mr. Mike Ruppert, president of Chemical Dependency Programs of Montana,

testified that private chemical dependency programs would be able to serve

additional clients equivalent to the number currently being served at Galen

because many of the treatment centers are operating at 50% capacity.^^

A review of all the testimony presented to the Committee reveals a general

attitude that the state should continue to provide a chemical dependency

program. However, no clear consensus about the configuration or location

of the program can be extracted from the diversity of testimony.

The DCHS's original proposal to close Galen included the closure of the

chemical dependency program, although the DCHS has never suggested that

the state not contract to provide inpatient treatment for the chemically

dependent. The DCHS changed its original closure proposal and now
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maintains that only the nursing home and acute care hospital at Galen be

closed.

Testimony and available research does not clearly define the future of the

Galen chemical dependency program if the acute care hospital or nursing

home is closed. However, the DCHS proposal for the reorganization of the

chemical dependency program seems to assume that the program will

remain at Galen. During the Committee's tour of Galen on February 21

,

1992, alcohol and drug treatment program staff suggested that portions of

the chemical dependency program should be moved into the building

complex where the nursing home and acute care hospital are currently

located.*"

During discussion about the Committee's final recommendations, Mr.

Chisholm said that he envisions a lease arrangement under which the

superintendent of the MSH would be the property manager of Galen. The

chemical dependency program (or any new programs placed at Galen) would

be charged a rental fee based on square footage for all the support services

that the DCHS would have to provide."*' The cost-effectiveness of leaving

the chemical dependency program at Galen without the acute care hospital

and nursing home or other services to share the cost for food service,

maintenance, etc., was seriously questioned by some Committee members

but not further pursued in Committee deliberations.

Dr. Terry Dennis, Chemical Dependency Coordinator, Indian Health Service,

U.S. Department of Health, Billings, testified that he believes clients get

better treatment in public facilities than in private facilities because private

facilities may degrade services in order to increase their profit.*^

Ms. Anna Sorrell, Administrator, Alcohol and Substance Abuse Program,

Salish and Kootenai Tribal and Human Services, testified that her preference

is to have as many state beds in local areas as possible so that treatment
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can include the family and community that has been impacted by the

disease."

Ms. Margene Tower, Area Mental Health Officer, Indian Health Service, U.S.

Department of Health, Billings, testified that state-operated beds are more

efficient than contracted beds in the private sector and serve a population

that would otherwise not receive treatment.*^

Mr. Ken Anderson, Director, Flathead Valley Chemical Dependency Clinic,

testified that based on a survey of the private sector, there were enough

beds in the private sector to satisfy the state's needs and that bringing

treatment closer to home is generally the best idea. However, he also stated

that the Galen program provides a valuable service.*^

Mr. Michael Ruppert, president of Montana Chemical Dependency Programs,

testified that if the state contracted all of its beds out to the private sector,

the net result would be better treatment and more people getting sober. Mr.

Ruppert explained his belief that the mix of voluntary and involuntary clients

would provide better motivation for the involuntary clients to achieve

sobriety. He also explained that because of the health insurance crisis, i.e.,

the lack of adequate insurance coverage to pay for treatment, the cost for

providing state beds in the private facilities will increase from the $73.60 per

day that the state has been paying.*^

Judge Janet Eschler, Billings, testified that she doesn't think private

programs have the energy to provide the level of treatment currently

provided at Galen. *^

Ms. Norma Jean Boles, Administrative Officer, Standards and Quality

Assurance, Alcohol and Drug Abuse Division, DCHS, testified that it isn't an

either-or situation and that both types of programs have a role. She said

that a state-operated core program offers more accessibility and higher
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utilization rates but having state beds available throughout Montana is

necessary to treat people locally.'*^

Other issues

Committee member and the Associate Director at Rimrock, Ms. Mona

Sumner, addressed the Committee regarding future trends and unresolved

chemical dependency issues in Montana. Ms. Sumner showed that the cost

of treating medical conditions caused by untreated substance abuse is

significantly greater than early intervention. (See Figure 16.) Ms. Sumner

also showed that treatment programs with a length of stay of more than 28

days have lower readmission rates. (See Figure 17.)

Stating that the Committee should be future-oriented regarding the Galen

chemical dependency program, Ms. Sumner urged the Committee to view

Galen as one component in a continuum of chemical dependency treatment

programs ranging from support groups and outpatient day treatment

programs to longer-term inpatient care. Ms. Sumner said that more

attention needs to be devoted to how the Galen program should interface

with private and quasi-public programs and noted that case management and

discharge planning for chemical dependency clients were issues absent from

the Committee's discussion.

Responding to Committee questions, Ms. Sumner pointed to the difficulty

that courts have in ordering a substance abuser to a private agency for

state-mandated treatment. She also noted that the long waiting list at Galen

was a significant problem for the courts. Ms. Sumner further urged the

Committee to consider community-based screening and prioritization

methods for improving access to timely treatment.*^
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Figure 17
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Expanded chemical dependency program for inmates

Of the approximately 1 ,200 inmates at the Montana State Prison (MSP),

90% to 95% are substance abusers. ^°

The MSP chemical dependency program currently consists of two intensive

treatment units providing a therapeutic group living situation for 1 2 inmates

at one time. The program lasts for 6 months. The MSP program also

provides 3 outpatient counselors who carry a caseload of 20 patients each.

The outpatient program provides one counseling session per week.^'

Although eight beds at Galen are reserved for inmates, discussion about

expanding the number of inmate beds available drew mixed reactions.

Program staff at Galen indicated that the success of treatment depended on

voluntary participation, which most inmates were not willing to do.

Furthermore, Galen is not well-equipped to cope with security concerns.

Nevertheless, some staff expressed interest in pursuing ways to service the

MSP inmate population. ^^

CONCLUSIONS

Access to inpatient treatment programs for substance abuse is limited by

court commitment procedures and lack of availability of state programs.

However, while there is a 30- to 70-day waiting list for the Galen alcohol

treatment program, which has a 96% utilization rate, programs in the

community are experiencing a 50% utilization rate, indicating that chemical

dependency services in Montana need to be balanced with the needs of the

client base.

The DCHS hopes to improve both access to treatment and program

completion rates by reorganizing the Galen programs into one 87-bed

chemical dependency program providing 14-day, 28-day, and 60-day lengths

of stay.

91



While the DCHS has no plans to discontinue providing an inpatient chemical

treatment program, questions linger about the feasibility and efficiency of

the program remaining at Galen if the acute care hospital and nursing home

are closed. Furthermore, even if the hospital and nursing home are not

closed, the buildings occupied by the chemical dependency program have

serious deficiencies. (See Chapter 6 and Appendix C for a more detailed

discussion of the Galen campus buildings and infrastructure.)

Coordination between publicly and privately provided services needs to be

improved and court commitment procedures need to be carefully reviewed

and revised to ensure that people requiring treatment can be committed

without abusing mental health statutes and that the courts are appropriately

utilizing the services available.

COMMITTEE ACTION

Recommendation: The MSH should continue to operate an inpatient

chemical dependency program at Galen as part of comprehensive public and

private system of treatment. (Approved 10 to 1.)

Supporting discussion: Senator Keating made the original motion, which

was repeatedly amended. Ms. Sumner said that she would support a motion

that the state operate an inpatient chemical dependency program only if it

were viewed as one component in a statewide network of care. Mr. Haffey

requested the motion be amended to include Galen as the anchor facility,

acknowledging that the Galen program is successful because of the quality

of the staff and that the staff are located at Galen. Objecting to the term

"anchor", Ms. Sumner said that all components of the system are equally

important. Mr. Hudson supported the motion but objected to limiting the

inpatient program to the Galen campus because the fate of the other

programs at Galen had yet to be determined. Ms. Robinson offered a

substitute motion, which passed 10 to 1, with Mr. Hudson voting no and
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Senator Nathe, Senator Franklin, Representative Steppler, and Mr. Chisholm

absent."

Recommendation: The Alcohol and Drug Abuse Division of the DCHS should

develop a community-based alcohol and drug treatment preadmission

screening program similar to the screening process used for the mental

health system to ensure access but prevent inappropriate commitments to

the Galen treatment program. (Unanimously approved.)

Supporting discussion: Ms. Robinson moved this recommendation in the

context of Committee discussion about appropriate admissions and access

to mental health and chemical dependency programs. Ms. Robinson stated

that in the mental health system, community-based screening prior to

commitment to Warm Springs was mandated by law and that the same

should be done for substance abusers committed to Galen. Ms. Sumner

supported the motion on the basis of strengthening an almost nonexistent

partnership between the Galen chemical dependency program and

community programs. Ms. Sumner also predicted that the Galen program

would be inundated with even more clients in the future as legal mandates

for treatment increase. Representative Messmore supported the motion and

observed that the chemical dependency system is not as well developed at

the mental health system in terms of cooperative efforts and recognized

needs. ^*

Recommendation: The Committee is fully aware of and is deeply concerned

about the long waiting list for admission to the alcohol and drug treatment

program at Galen and recommends that the 53rd Legislature consider ways

of improving access to the program. (Unanimously approved.)

Supporting discussion: At the Committee's August meeting, Ms. Robinson

expressed concern about the 30-day waiting period for men and the 70-day

waiting period for women to get into the alcohol treatment program at

Galen. She asked if the Committee could further address the issue at
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subsequent meetings. Senator Lynch responded that the Committee could

state that it was aware of and concerned about the problem and could

recommend that the next Legislature consider ways of improving access to

the program. Mr. Chisholm explained that the DCHS's proposed

reorganization of the alcohol and drug program should reduce the waiting list

but that the plan had not yet been implemented because of the lack of space

for the program at Galen at the time.^^

Recommendation: The Legislature should adopt bill draft LC 176 to allow

county attorneys to petition for the involuntary commitment of alcoholics to

inpatient treatment programs. (Bill draft LC 176 was approved by a 13 to 1

vote.)

Supporting discussion: Ms. Sumner moved this recommendation, stating

that community treatment programs are hampered by an Attorney General's

opinion that because of the way the current law is written, a county may

not use its own county attorney to file for the involuntary commitment of a

substance abuser in serious need of help. She explained that a local

program or family must retain a private attorney in order to mandate

commitment of a chronic alcoholic who without court commitment will die

from the disease. Local programs and many families cannot afford the

expense of an attorney.

Mr. Chisholm supported the recommendation but noted that the entire

involuntary commitment act needs to be revised because the involuntary

commitment procedures are unworkable in their present form. Ms. Onishuk

said that the problem goes beyond legal issues to the grief caused to family

members who need help in getting treatment for loved ones. Ms. Robinson

said that she would rather support a recommendation to revise the entire

law than to amend a portion of a statute that does not work. Senator Lynch

said that the Committee could recommend that the Judiciary Committee

address the problem and develop a bill to revise the involuntary commitment

laws.^^
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Recommendation: The DCHS should establish clear admission procedures,

policies, and criteria to encourage statewide access to and availability of

treatment at the state's chemical dependency treatment center.

(Unanimously approved.)

Supporting discussion: Ms. Sumner proposed, as a Committee

recommendation, sample bill LC MSH6, requiring the DCHS to adopt rules to

ensure that residential treatment of alcoholics at the MSH is available to

persons from all counties in numbers substantially proportionate to each

county's population. Ms. Sumner explained that her purpose was to address

the waiting list for the Galen chemical dependency programs and concern

that disproportionate utilization by proximate counties denies other counties

equal access.

Mr. Chisholm said that the DCHS has proposed legislation to give the DCHS

rulemaking authority to enact admissions procedures for the chemical

dependency program, which he would like to call the Montana Chemical

Dependency Center. He opposed the quota system based on population as

mandated in the sample bill and said that such criteria would be very difficult

to develop.

Ms. Sumner asked Mr. Chisholm if his remarks were an assurance that the

DCHS would effectively address fair access and the lengthy waiting list. Mr.

Chisholm replied that his remarks were such an assurance.

Representative Beck asked if the DCHS proposal would include expansion of

the Galen program to improve access. Mr. Chisholm responded that the

DCHS proposal was to combine the alcohol and drug treatment programs

into one chemical dependency program with variable lengths of stay but

with the same number of beds. Mr. Chisholm explained the DCHS hoped to

reduce the waiting list by offering variable lengths of stay.^^
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CHAPTER 6

ALTERNATIVE USES OF STATE HOSPITAL FACILITIES

The Committee on the Montana State Hospital (Committee) considered the

following health care needs and potential future uses for the Montana State

Hospital (MSH) campus facilities:

• tuberculosis treatment;

• Acquired Immune Deficiency Syndrome (AIDS) treatment and

care;

• specialized treatment for certain patients with Alzheimer's

disease;

• specialized care for the brain-injured;

• in-state residential treatment for children and adolescents with

mental and emotional problems; and

• a veterans' nursing home.

Of Montana's 103 state-licensed nursing homes, 3 also provide intermediate

care for the mentally retarded, 17 provide adult day care, 13 have special

care units for Alzheimer's patients, and 1 provides a special treatment unit

for the traumatically brain injured (TBI).'

Licensing for special services

Ms. Linda Sandman, Chief, Certification Bureau, Department of Health and

Environmental Sciences (DHES), testified that in order to receive federal

Medicaid and Medicare reimbursements, the Galen facility would have to

remain licensed as a long-term care (LTC) facility or as a hospital. She said

that the primary difficulty with licensing Galen for specialized health care

services is the absence of specific standards for these programs if they are

provided as distinct programs rather than as part of the LTC or hospital
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facility. However, she said that the issue should be fully explored by the

Committee with the Department of Social and Rehabilitation Services

(SRS).'

Tuberculosis

The Committee explored the need for providing continued tuberculosis

treatment at Galen based on concern that the incidence of tuberculosis is

rising nationwide and that if the facilities at Galen are closed, the state may

have to reopen Galen or establish a new program at greater expense in the

future.

According to national research, the incidence of tuberculosis is 26,000

cases per year nationwide, an 18% increase in the last 7 years. The

incidence of tuberculosis is highest among individuals who have a depressed

immune system and are infected by the Human Immunodeficiency Virus

(HIV) or who are low-income, homeless, or substance abusers. Tuberculosis

is a highly contagious airborne infection that is not easily controlled. Some

states are confining tuberculosis patients to tuberculosis sanatariums in

order to ensure that infected individuals stay on the strict

6- to 12-month regimen of medication required to prevent the spread of the

disease. Health professionals are also concerned by a growing outbreak of

drug-resistant strains of the tuberculosis bacteria.^

Mr. Todd Damrow, State Epidemiologist, DHES, told the Committee that

Montana has had 24 reported active cases of tuberculosis for each of the

last 5 years. The majority of tuberculosis patients are being cared for by

private providers and community-based organizations. If patients are unable

to receive care because they have no means of payment or are

noncompliant, they may be committed to Galen.*

Mr. Damrow explained that a cooperative relationship exists between the

DHES and Galen. Galen is to notify the DHES of admissions and discharges
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of tuberculosis patients so that followup care can be coordinated. If the

Galen nursing home and acute care hospital are closed, patients would have

to be monitored in some other way.^

Responding to questions from the Committee, Mr. Damrow said that 65% of

tuberculosis cases reported in Montana occur in Native Americans, most of

whom are treated by the Indian Health Service. Tuberculosis also occurs

more frequently among the elderly and among the medically underserved and

economically disadvantaged. Mr. Damrow said that he expected the number

of active tuberculosis cases in Montana to remain the same or increase.

In 1990, nine people were admitted to Galen for tuberculosis, and in 1989,

five tuberculosis patients were treated at Galen. No tuberculosis patients

have been admitted to Galen in the past 18 months.

Mr. Damrow concluded that while the services at Galen have been used to

ensure that no one is denied treatment and for court-ordered noncompliant

patients, most treatment (consisting primarily of drug therapy) is done in

patients' homes. Hospital settings are for special cases.®

AIDS treatment

The treatment of AIDS at Galen was an issue of concern to the Committee

because of the epidemic proportions of the disease nationwide and because

persons with AIDS develop conditions that require intensive medical

treatment and nursing care.

Mr. Jim Murphy, Surveillance Coordinator, Montana AIDS Program, DHES,

testified that as of August 1992, 135 AIDS cases had been reported in

Montana, with 45 of the AIDS victims still living. He said that the future of

the AIDS epidemic is guesswork in Montana and the nation, but reported

that AIDS cases are just the tip of the iceberg. People infected with HIV

may remain healthy for 8 to 10 years and are not counted as AIDS patients.
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Mr. Murphy estimated that 600 to 900 Montanans may be HIV-infected.

Mr. Murphy also pointed out that only a certain number of AIDS patients will

be alive at one time and that the average life span of an individual with AIDS

is 2 1/2 years. As many as 140 Montanans, at any given time, will develop

AIDS in the next 5 years.

^

Mr. Murphy explained that the primary role of the DHES is education and

prevention and that the DHES has received federal money to provide health

care and treatment to HIV-infected individuals and AIDS sufferers. He said

that this money can be used only for outpatient care, not hospitalization, and

that most of the money is spent on drugs. About $38,000 per year is

required to treat an AIDS patient and about 40% of AIDS patients are

Medicaid-eligible. Mr. Murphy concluded that the current system of

cooperation with home-based services and nursing homes is meeting and

will continue to meet the needs of AIDS patients in Montana. He felt that

isolation of AIDS patients was not necessary and questioned whether

isolation was legal. Mr. Murphy reported that the DHES does not foresee

any need for a specialized AIDS treatment hospital.^

Alzheimer's patients

The Center for the Aged at Lewistown and other proprietary nursing homes

currently care for Alzheimer's patients, but according to testimony by Dr.

Joseph Rich of the Montana Psychiatric Association, these nursing homes

cannot always provide care for Alzheimer's patients with serious behavioral

problems. Dr. Rich suggested that the MSH at Galen could be a feasible

location for a specialized Alzheimer's treatment unit for patients who require

a more secure setting than is provided in regular nursing homes. ^ However,

no specific data is available on how many Alzheimer's patients may require

the intensive nursing home treatment proposed by Dr. Rich.
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Montana has 13 special care units for Alzheimer's patients:

Location



mission statement; (2) developing clear admissions, retention, and discharge

criteria; and (3) determining patients' rights regarding involuntary

transfers.'^

Cindy Stevic, President of the Alzheimer's Association's Southwestern

Montana Chapter, testified that the primary concerns of family caregivers

are: (1) maintaining the Alzheimer's patient in the family home; (2) if unable

to maintain an Alzheimer's patient at home, having the treatment facility as

close to the family home as possible; and (3) ensuring that the staff of a

facility caring for an Alzheimer's patient receives ongoing training in the

appropriate care for Alzheimer's patients. Ms. Stevic stated that persons

with Alzheimer's should not be categorized as a population that is hard to

manage, difficult to care for, or in need of institutionalization.'^

Traumatically brain injured

The Committee explored the needs of victims of TBI based on testimony and

research showing that caring for TBI patients at Warm Springs may not be

appropriate. Testimony indicated that TBI patients should receive physical

therapy and specialized treatment that is not provided at the MSH.'* The

MSH has been providing custodial nursing care for about nine brain-injured

individuals.

John McCulloch, President of the Montana Head Injury Association, testified

that between 1 ,500 and 2,000 Montanans suffer head injuries each year,

375 to 500 of whom will require hospitalization.'^

Joyce DeCunzo, Human Services Manager, SRS, testified that the number of

TBI patients is growing but that TBI patients have only limited access to

nursing homes that offer specialized care programs. She told the Committee

that as of August 1992, 50 TBI individuals were residing in nursing homes

throughout Montana. Most of these individuals were between 30 and 50

years of age and were referred to the nursing home from a rehabilitation
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hospital, an acute care hospital, or another nursing home. Thirty of the

patients were receiving Medicaid, 6 were receiving Medicare, and 14 paid

for services through private insurance.
^^

Ms. DeCunzo said that TBI patients need respite care (if care is provided at

home), cognitive training, specialized job training, retraining, aggressive

occupational and physical therapy, and specialized recreational programs.'^

Presenting formal testimony to the Committee as Director of SRS, Ms.

Robinson said that she felt that Montana needed to provide better services

for the TBI population and that it was reasonable for the Committee to

discuss developing TBI group homes in Anaconda and Butte and using state

general fund money from "broken" programs to get matching Medicaid

money. ^^

Children and adolescents

The Committee's concern about the increasing number of children and

adolescents with emotional and mental problems who are being placed in

out-of-state facilities for treatment led the Committee to explore the

treatment needs of these youth and to consider Galen as a potential

alternative treatment site for some of the youth.

In August 1992, 78 children and adolescents with mental and emotional

problems were receiving treatment in out-of-state facilities. Most of the

youth were placed in three facilities: (1) Home on the Range in North

Dakota; (2) Northwest Idaho's Children's Home; and (3) Utah's Rivendell

Psychiatric Facility. The DPS estimates that it spends about $2.9 million in

state general funds each year on out-of-state placements.'^ Mr. Tom

Olsen, Director of the DPS, told the Committee that building in-state

programs and facilities for the youth being sent out of state will not be less

expensive and may be more expensive. ^°
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Figure 1 8 shows a breakdown of the 78 out-of-state placements by

treatment level, facility, number placed, ages accepted, and per diem rate

paid.2'

Children and adolescents are referred out-of-state when an appropriate

facility is not available locally, when a youth has been turned down by

instate facilities, when an out-of-state placement is closer to the youth's

home or relatives, or when the out-of-state treatment program is less

expensive or is eligible for Montana Medicaid. ^^
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Figure 18

Out-of-state Placements of Youth by Facility and Treatment Level

as of August 1992

TREATMENT LEVEL
Facility



The state mental health plan reports that an estimated 6,000 youth in

Montana are severely emotionally disturbed. The state mental health plan

also estimates that a significant number of severely emotionally disturbed

youth are incarcerated each year in Montana because of a lack of community

resources to meet their needs.

The mental health plan concludes that ideally, with community-based

treatment for most of the youth, Montana needs approximately 247

inpatient/residential/group care beds for children and adolescents with severe

emotional disturbances." According to the DHES, Montana has 438 beds

in this category--191 more beds than required.

In late 1991, the DHES rejected the applications of Shodair Hospital and the

Intermountain Childrens Home for a certificate of need for additional

residential treatment beds for children. The DHES decision was based on its

findings that: (1) Montana has an overabundance of these types of beds; (2)

state funds are more appropriately used to develop necessary community-

based services; and (3) the facilities would centralize staff resources that are

better utilized in local communities.^'* Shodair and Intermountain Childrens

Home appealed the decision and in June/July 1992 were granted the permit

to build the additional residential treatment beds on the grounds that even if

the level of treatment and the setting offered were not ideal, "something

was better than nothing". ^^

Responding to inquiries generated by the Committee's interest in children's

issues, Mr. Charles McCarthy, Administrator, Community Services Division,

DFS, identified a need for three or four group homes for male adolescents

ages 15 to 18 who have exhibited poor impulse control, have short attention

spans, or are physically assaultive; some are suicidal, homicidal, or self-

mutilating. According to Mr. McCarthy, group homes for this population

would allow 1 8 youth who may otherwise be sent out of state to be treated

in Montana by providing a secure treatment setting and intensive staff
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supervision as well as access to some community services in cooperation

with the local community and school district.^®

Mr. Dan Anderson, Administrator of the Mental Health Division, DCHS,

presented data showing that while Montana is seriously lacking in

community-based, nonresidential services for disturbed children and

adolescents, the state has 53.8% more residential treatment beds than

needed. Mr. Anderson also showed that although the number of inpatient

residential treatment beds for youth has increased nearly 50% since 1983,

out-of-state placements have still continued to increase, by nearly 30%,

since 1983. Based on this data, Mr. Anderson argued that state resources

should be spent on developing community-based, nonresidential services

rather than on funding more inpatient residential treatment beds."

A veterans' nursing home

In 1989, the Legislature enacted an increase of 2 cents per pack in the

cigarette tax to fund a veterans' home in eastern Montana and a 40-bed unit

on the Galen campus as an auxiliary of the Columbia Falls veterans' home.

The Governor vetoed the plan for a 40-bed nursing home at Galen, but plans

for the 80-bed veterans' home in Glendive are progressing.

Testimony by Adjutant General Gary Blair, Department of Military Affairs,

suggested that there is a shortfall in the number of nursing home beds

needed for veterans in Montana.

General Blair presented the Committee with research showing that

Montana's veteran population was about 98,600 in March 1991 (not

including between 3,000 to 5,000 Desert Storm veterans with Montana

residency). Montana currently has 1 16 veterans' nursing home beds and

1 14 planned beds, including 90 beds in Columbia Falls, 26 beds in Miles

City, 80 beds planned in Glendive, and an additional 34 beds planned in

Miles City, which totals 230 beds. The federal formula for required nursing
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home beds per veteran population is 2.5 beds per 1,000 veterans. Based on

this formula, Montana should have at least 247 nursing home beds for

veterans. General Blair noted that Montana has more veterans per capita

than any other state.
^^

Hal Mansen, representing the American Legion, testified that a veterans'

nursing home at Galen was needed and could be filled, even when the 80-

bed Glendive home is completed. ^^

COMMITTEE ACTION

A veterans' nursing home at Galen

Recommendation: The 53rd Legislature should consider placing a veterans'

nursing home at Galen and utilizing either the existing buildings or building a

new facility. lUnanimously approved.)

Supporting discussion: After discussion about further studying the issue of

a veterans' home at Galen, Senator Franklin moved that the Committee not

further explore the issue but recommend that the 53rd Legislature explore

the feasibility of placing a veterans' nursing home at Galen.

Mr. Chisholm expressed concern that existing Galen facilities could not be

used without extensive renovations.

Senator Franklin added to her motion that the nursing home could consist of

old or new construction.

Mr. Haffey clarified that a recommendation to look at a veterans' nursing

home at Galen should not be viewed in terms of just finding an alternative

use for Galen, but in terms of the state having staff and facilities at Galen

and a self-evident need for additional nursing home beds for veterans in

Montana.^"
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Children and adolescents

Recommendation: The Governor should establish a consortium of public and

private agencies whose goal should be to reduce the number of children and

youth being placed out of state for mental health services and to complete a

continuum of care in Montana for children and adolescents with serious

mental and emotional problems. (Unanimously approved.)

Supporting discussion: Prior to the above recommendation being developed,

Mr. Haffey had moved that the Committee recommend that the Legislature

consider placing at Galen a state "core treatment program" for emotionally

disturbed adolescents. Involved discussion followed Mr. Haffey's motion.

Much of the discussion focused on the old children's unit at Warm Springs

and the perceived devolution of children's services in Montana following the

unit's closure in 1987. Ms. Robinson expressed concern about state

resources being spent in another state and argued that while it may not be

less expensive to develop programs in the state for these youth, in-state

services would provide Montana jobs and retain state money within

Montana.^' Senator Franklin offered a substitute motion that the

Committee further explore in-state treatment models and alternatives for

children and adolescents being referred out of state. Senator Franklin's

motion passed unanimously.^^

In September 1992, the Committee heard testimony on the issue of building

in-state residential treatment programs for children and adolescents currently

being sent out of state for treatment. Testifying at the meeting were

representatives of the DFS, the DCHS, the DHES, the Department of

Commerce, the Yellowstone Treatment Center, Shodair Hospital, Rivendell of

Butte and Billings, Glacier View Hospital, Missoula Youth Group Homes, the

Mental Health Planning and Advisory Council, the Montana Hospital

Association, and the Mental Health Association's Committee on Children

with Emotional Disturbances."



Following the testimony, the Committee considered a sample bill draft

(LC MSH8) appropriating money to be saved from the closure of the Galen

nursing home and acute care hospital to fund (among other things) a DFS

group home for adolescent males aged 15 to 18. As described in the

statement of need prepared by Mr. McCarthy, the bill draft provided

$240,000 in FY 1994 as startup money for the home. The bill draft also

provided that the group home be located in Deer Lodge, Silver Bow, or

Powell County.^"

Some Committee members expressed concern about the accuracy of the

funding amounts provided in the sample bill draft. Recognizing the

reluctance of the Committee to act on the sample bill draft, Ms. Robinson

moved that the Committee recommend that the Governor establish a public

and private planning consortium to devise ways to reduce the number of

children and adolescents being sent out of state and to complete the

continuum of care for children and adolescents in Montana. ^^

Services for brain injured

Recommendation: Alternative services for TBI patients should be developed

at a location other than the MSH Warm Springs campus. (Unanimously

approved.)

Supporting discussion: Ms. Robinson proposed that the Committee

recommend that the 53rd Legislature appropriate $290,822 in FY 1994 and

$153,840 in FY 1995 to fund two new nursing homes for TBI patients, one

to be located in Deer Lodge, Silver Bow, or Powell County and the other to

be located in eastern Montana. Ms. Robinson explained that the homes

would be Medicaid-eligible, with a 72% federal funding match to the state's

28%. Furthermore, Ms. Robinson indicated that she would support

employing state employees (who may be displaced from the MSH) to help

operate and maintain the nursing home in the Deer Lodge Valley. The

Committee chose not to act on Ms. Robinson's proposal but did unanimously
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approve Ms. Robinson's later motion to recommend that services for TBI

patients at the MSH be developed at sites other than the MSH campuses.^®

Providing for unmet needs

Recommendation: The Committee has identified numerous unmet human

service needs. The Legislature should ensure that funds saved from the

budget of the MSH in the context of downsizing, closing, or changing the

role of programs at the state hospital are used to fund the identified needs

and improve the treatment systems for mental illness and chemical

dependency. The Legislature should accomplish the redirection of these

funds in recognition of the personal and economic hardships placed on

employees of the MSH and residents of Powell, Silver Bow, and Deer Lodge

Counties as a result of changes at the MSH. (Unanimously approved.)

Supporting discussion: This recommendation was developed and approved

after discussion about funding needed programs rather than simply reverting

to the state general fund any savings from closing the Galen nursing home

and acute care hospital. Ms. Robinson supported providing specific funding

for a DPS group home for adolescents, a group home for TBI patients, and

expanded crisis intervention and case management services for the mentally

ill. Ms. Robinson argued that if the state wants "the system" to work

correctly and wants to change the state institutions, then the state must get

community services operating correctly, and if community services are to

operate correctly, the institutions must be reformed."

Senator Franklin agreed that money saved from changes at the MSH should

not be lost to the state general fund but should be used to develop

community-based services and that any new services should utilize state

employees. ^^

Mr. Haffey agreed with the identified needs but expressed doubt about the
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proposed funding amounts for the programs. He supported the

recommendation, stating that the Committee is aware of the needs and has

concluded that it would be appropriate for some of the needs to be met

through the talent present in the Deer Lodge Valley. ^^

Ms. Onishuk supported funding the three crisis intervention programs for

$382,242 in FY 1994 and $324,953 in FY 1995, as proposed in sample bill

draft LC MSHS.""

Recommendation: Mental health and substance abuse planning should be

included under the umbrella of health planning activities. (Unanimously

approved.)

Supporting discussion: Ms. Robinson, moved the above recommendation

and noted that the state currently treats mental health and chemical

dependency programs separately from health planning activities and that

insurance for these illnesses is also treated differently than other health care.
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CHAPTER 7

THE STATE HOSPITAL'S INFRASTRUCTURE

Background

The Montana State Hospital (MSH) consists of two campuses: one at Warm

Springs and the other, 4 miles west of Warm Springs, at Galen.

The Warm Springs campus consists of 1 ,449 acres, 380 of which are used

by the MSH. Warm Springs infrastructure consists of 80 various buildings

and structures. The supporting infrastructure on the site consists of a water

tank and bridge, a sanitary sewer system, a water supply and distribution

system, a road system, an electrical distribution system, and miscellaneous

site amenities.

The Galen campus consists of 240 state-owned acres and 480 acres of

school trust lands. Eighty acres are used to house three MSH programs:

the 185-bed licensed intermediate care nursing home, the 33-bed licensed

acute care hospital, and the 87-bed chemical dependency program. The

campus infrastructure consists of 33 primary and ancillary buildings and

support systems like those at Warm Springs.

Infrastructure study

During the 1991 Regular Session, the Department of Corrections and Human

Services (DCHS) sought and won approval of $1 12,375 in funding from the

long-range building program fund for a MSH infrastructure study. ^ The

study was requested to assist the DCHS in making long-term plans for the

MSH campuses.
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In April 1992, O'Neill and Zimet, architects from Missoula, won the contract

to conduct the infrastructure study. The contract and scope of the study

were prepared by the Architecture and Engineering Division of the

Department of Administration and included the review and documentation of

the conditions of the physical structures, grounds, and utility systems at

both MSH campuses.^

Findings

O'Neill and Zimet prepared "report cards" on each building reviewed. Each

building's final grade was based on the grades given to the building's

architecture and structure and to the mechanical, electrical, and fire safety

systems.

O'Neill and Zimet estimated that the state would need to spend $41 .58

million to upgrade the MSH campuses to minimum acceptable standards by

renovating or remodeling existing buildings. The architects also stated that

if certain buildings are demolished rather than renovated, the cost would be

about $26.04 million. Appendix C of this report lists the buildings

recommended for demolition and shows the grading system and grades

given to each building the architects reviewed.

O'Neill and Zimet found that:

• Sixteen structures at Warm Springs (four of them patient-occupied)

and one building at Galen should be demolished.

• Most patient-occupied buildings on both campuses have substantial

deficiencies; the new forensic treatment unit at Warm Springs is the

only building that approaches standards for a modern psychiatric care

facility.
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• Support service facilities are disproportionately large and costly to

maintain, relative to the actual treatment facilities.

• The most substantial and well-built buildings on the campuses have

been vacated and allowed to deteriorate, while the patient-occupied

buildings are the "most bizarre and unmaintainable buildings on the

campuses".^

• A substantial amount of asbestos needs to be removed from most of

the buildings at both campuses, the cost of which is not included in

the firm's cost estimates for renovation.

• Most patient-occupied buildings on both campuses were not designed

for their current use. Consequently, although licensed programs are

housed in the buildings, the buildings themselves do not meet building

and life safety codes for that type of health care facility.

• Inherent design problems with many of the buildings being used make

interior remodeling difficult and costly.

• Although not listed in the National Register of Historic Places, many

of the buildings on both campuses are historically significant and, if

pursued by the State Historic Preservation Officer, could be protected

from significant alteration or demolition.

• Warm Springs infrastructure is more spread out, more difficult to

maintain, and in a worse state of deterioration than infrastructure on

the Galen campus.*

An engineering review of the infrastructure of the campuses found:

• The Warm Springs sewage lagoon is in good condition, but the

collection system needs major improvements.
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• The water storage tank at Warm Springs must be improved to meet

safety standards, and the potable water system needs to be

protected from contamination from landscaping irrigation.

• The Warm Springs road system is in poor condition. Suggested

improvements include paving, patching, and chip sealing. Also, if

areas of the campus are reconstructed, a storm drainage system,

which does not currently exist, should be constructed as well.

• Galen infrastructure is generally in better condition than infratructure

on the Warm Springs campus because the Galen campus is a more

compact campus.

• The discharge line from the sewage treatment plan to the Clark Fork

River has a break and must be fixed to comply with Galen's discharge

permit.

• The Galen water system needs to be protected from contamination

by landscape irrigation, and a chlorine room and water main need to

be constructed to properly disinfect the water.

• The concrete streets at Galen need to be reconstructed, and if areas

of the campus are to be reconstructed, a storm drainage system

should be included.^

The architectural firm offered five basic options regarding the future of the

MSH campuses: (1) do nothing; (2) consolidate all of the MSH facilities at

Warm Springs; (3) consolidate all of the MSH facilities at Galen; (4) abandon

both campuses and rebuild the MSH; and (5) consolidate campuses and

rebuild most of the MSH.

The architects concluded:

In our opinion there is really only one long term, satisfactory,

and comprehensive, solution. This is Option 4 - Abandon Both
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Existing Facilities - Rebuild Montana State Hospital. Any other

Option will either not address the problem, or postpone dealing

with the problem to a later time.®

Committee action

Recommendation: The Legislature should appropriate the funds necessary to

hire an architectural firm to develop a 10-year master plan for reconstructing

the state's psychiatric care facility at either the Galen or Warm Springs

campus of the MSH.

Suoportina discussion: The findings of the infrastructure study were not

available to the Committee on the Montana State Hospital (Committee) until

the Committee's last meeting, September 29, 1992. Consequently,

Committee members engaged in little prior discussion about the

infrastructure of the MSH campuses. However, after the Committee

considered the study's findings, Mr. Chisholm offered a motion that the

Committee endorse a DCHS proposal that money be appropriated through

the Long-Range Building Committee for the development of a

comprehensive, 10-year master plan to rebuild the MSH at either the Galen

or Warm Springs campus.

Mr. Chisholm explained that if the money were approved for the

development of such a plan, the 1995 Legislature could consider a detailed

proposal to rebuild one campus or the other into an appropriately sized,

efficient, inpatient psychiatric care facility for the state. Without discussion,

Mr. Chisholm's motion carried unanimously.^
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CHAPTER 8

CONCLUSION

The Committee on the Montana State Hospital (Committee) was charged

with determining the role of the Montana State Hospital (MSH) at Warm

Springs and Galen as the anchor of the mental health and chemical

dependency systems in Montana and to explore, without limit, potential

future uses of the MSH physical plants and staff resources.

The Committee unanimously concurred that the role of the state psychiatric

facility at Warm Springs is to provide intensive, inpatient psychiatric

treatment to severely mentally disabled adults within a continuum of a public

and private mental health system. The Committee further concurred that the

goal of treatment should be to return clients to the community if community

services are available.

However, substantial disagreement existed about the Department of

Corrections and Human Services' (DCHS) proposal to downsize Warm

Springs to approximately 200 patients. The DCHS pursued the downsizing

to comply with a court order that the MSH improve its professional staff-to-

patient ratio. Nevertheless, some Committee members and mental health

professionals argued that staffing the MSH for only 200 patients may not

recognize the true needs of the mentally ill in Montana and that more than

200 beds may be appropriate. Furthermore, opponents to the MSH

downsizing plan argued that communities may not be ready to shoulder the

burden of care for the mentally ill who are discharged or turned away from

the MSH.

The Committee unanimously concluded that more case managers, crisis

intervention services, and group homes need to be funded to prevent
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discharged Warm Springs patients from being rehospitalized or becoming

homeless and to prevent inappropriate hospital admissions.

The dilemma is that maintaining a quality psychiatric hospital requires a

substantial funding commitment at the same time that money must be

provided at the community level for programs that could streamline state

hospital operations. The MSH (except for the Unit 219 psychiatric unit for

the elderly) is not accredited by the Joint Commission on Accreditation of

Healthcare Organizations (JCAHO). Furthermore, to become JCAHO

accredited, the MSH campuses and infrastructure must be totally renovated

if not entirely rebuilt and programs must be clearly defined and integrated

with the community mental health system. Based on the recent

infrastructure study, even if the MSH does not pursue JCAHO accreditation,

the poor condition of key patient-occupied buildings will require that the

Legislature at least commit funds to either build a new MSH or to rebuild

major portions of the Warm Springs and/or Galen campus.

Regardless of whether the Legislature endorses the Committee's majority

recommendation to discontinue the nursing home and acute care hospital at

Galen or the minority recommendation to keep these programs operating, the

Galen campus will require a substantial commitment of resources if it is to

maintain existing programs, including the alcohol and drug treatment

program, or new programs, such as a veterans' nursing home.

The Committee's recommendations and the two minority reports are

submitted within the context of: (1) substantial testimony pointing to the

need to integrate state and community programs; (2) concern about

providing quality care and treatment for clients of the MSH at Galen and

Warm Springs; (3) concern about where resources should be committed to

best achieve quality care and treatment; and (4) recognition that the Warm

Springs and Galen campus facilities and staff represent a state resource that

the Legislature will need to invest in as it exists or as it is reconfigured,

streamlined, and rebuilt.
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EPILOGUE

During and after the Committee on the Montana State Hospital deliberations,

the Department of Corrections and Human Services (DCHS) and the

Montana State Hospital (MSH) initiated changes in the organization of the

MSH. The DCHS states that these changes were made in accordance with

the DCHS Ihler compliance plan (See Chapter 4):

March 1992 Warm Springs, prerelease unit was closed.

Professional staff at the Warm Springs unit where the patient is

treated now fully coordinate and arrange discharges. All staff

members at the prerelease unit (three social workers, one recreational

therapist, one registered nurse, one licensed practical nurse, and nine

aides) were reassigned to one of the four active treatment programs

or to the MSH nursing pool.'

April 1992 Warm Springs, Ward C personality disorder unit was

discontinued.

Seventeen Warm Springs patients receiving specialized treatment in

Ward C of the acute psychiatric treatment unit were reassigned to

other treatment programs or discharged for outpatient treatment in

the community. Staff members were used to fulfill requirements in

the acute unit or in one of the other units.

^

May 1992 Warm Springs, Pintlar Lodge was closed.

As of April 1992, only five patients resided at Pintlar Lodge, an open

residence at Warm Springs. One patient, at the patient's request,

was moved to Ward D of the acute psychiatric program. The other

four patients were placed in Ward 41 of the extended treatment unit,

which is an open ward. Treatment programs for these patients have

not changed.^
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May 1992 Galen, nursing home patients were reassigned from Terrill III.

Six male residents of the Terrill III wing of the nursing home were

reassigned, resulting in a census of zero in Terrill III. According to

Superintendent Jane Edwards, the reassignment was made to

integrate male and female residents on Crockett II, to provide greater

supervision, and to enhance safety of residents, and to more

efficiently use nursing staff.

June 1992 Warm Springs, intake unit was closed.

Voluntary admissions and civil involuntary commitments are now

admitted directly to one of the treatment programs. The admissions

process is coordinated by an admissions coordinator who meets with

the patient and, with professional staff from the treatment programs,

orients the patient to the hospital and the patient's program. All staff

(1 unit supervisor, 2 psychologists, 2 social workers, 1 administrative

clerk, 5 registered nurses, 5 licensed practical nurses, and 1 1 aides)

were reassigned to one of the four other treatment programs or to

the nursing pool.''

November 1992 Announcement was made that staff will be released.

Administrators announced that a total of 52 direct-care positions

(such as aides and orderlies) at Warm Springs and Galen will be

eliminated, 39 at Warm Springs and 6 at Galen by the end of the

year. Some of these positions are vacant, and the number of staff

members to be released depends on how many staff members leave

before the cuts take effect.^

The DCHS reports that the average daily patient population (ADP) at Warm

Springs in October 1992 was about 206 patients. As of November 9, 1992,

there were 195 residents at Warm Springs, 91 fewer patients than the

FY 1992 ADP.
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There were 22 residents at the Galen nursing home on November 9, 1992,

and 19 residents (1 1 of them in the alcohol treatment program) at the Galen

acute care hospital. The FY 1992 ADP at these Galen facilities was 63 at

the nursing home and 14 at the acute care hospital.®

lac 2317shxa
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APPENDIX A

Bill Drafts as Approved by

The Committee on the Montana State Hospital
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Minority Report

Coitmittee on the Montana State Hospital

Four members of the Committee, Senator J.D. Lynch,

Representatives Chuck Swysgood and Gary Beck, and Mr. Jack

Haffey, submitted a minority report on the Committee's

recommendation to close the intermediate care nursing facility at

Galen, LCMSHl. It is the opinion of the undersigned minority

that the nursing home at Galen provides a necessary service to

clients that require intensive nursing care, that nursing home

clients at Galen cannot be adequately cared for at other state or

private institutions, that underuse of the Galen nursing care

facility is the result of an administration policy restricting

admissions and designed solely to justify the closure of the

Galen campus, and that the future need for intensive care nursing

in Montana will remain constant, if not increase. The minority

report, therefore, supports the continued operation of the Galen

nursing home and the lifting of administrative policies

restricting admissions.

Signed:

Senator/J.D. Lynch

.2^.^JJ /J^^
Repfesentafive Gary Beck

/

Representative C^vj6k ^^wysgood

Mr. Jack Haffey
G-J- /^^.w



Minority Report

Committee on the Montana State Hospital

Four members of the Committee, Senator J.D. Lynch,

Representatives Chuck Swysgood and Gary Beck, and Mr. Jack

Haffey, submitted a minority report on the Committee's

recommendation to close the Galen acute care hospital, LCMSH2

.

It is the opinion of the undersigned minority that the Montana

State Hospital should continue to operate an acute hospital at

Galen to support the acute care needs of institutional clients,

that the acute hospital should be adequately staffed and funded

so that it is fully capable of providing quality acute care, that

the future need for the state to operate such a facility at Galen

will remain constant, if not increase, and that the

administration has, with the sole purpose of justifying the

closure of the Galen Campus, pursued a costly policy of

contracting out for acute care services rather than maintaining

the Galen acute hospital facilities. The minority report,

therefore, supports the continued operation of the Galen acute

hospital and the redirection of resources to ensure a quality

level of acute care.

Signed: ^—

^

Senator^. D. Lynch RepresentativeM:huoJt ^wysg<^d

Representative Gary Beck Mr./ Jack Harfe/
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MONTANA STATE HOSPITAL
INFRASTRUCTURE STUDY
MONTANA A/E #91-11-01

BUILDINGS RECOMMENDED FOR DEMOLITION
SEPTEMBER 22, 1992

A. WARM SPRINGS CAMPUS

1. Patient Occupied Buildings

Dining/OT/PT (OT/PT portion only.)

Receiving Hospital

Trade School

Warren Building (With option to renovate for use other than Patient

Occupied.)

2. Support Services Buildings

Commissary
Kitchen and Food Service

Mechanical Repair

3. Vacant Buildings

Bolton (With option to renovate for use other than Patient Occupied.)
Butcher Shop
Children's Unit (With option to renovate for use other than Patient

Occupied.)

Linen Supply (Demolish above grade, cover basement.)
Lumber Storage

Old General Hospital (With option to renovate for use other than Patient

Occupied.)

Storage Building (Partial)

Superintendent's Residence
Unit 85-86 (With option to renovate for use other than Patient Occupied.

B. GALEN CAMPUS

1. Support Services Buildings

Gym/Employee Apartments (Partial)



GRADING SYSTEM

A+ Excellent Condition

A Very Good Condition

A- Good Condition

B+ Better Than Average

B Average -^ *"Benchmark" Grade

B- Less Than Average

C+ Needs Improvement

C Needs Major Improvement

C- Needs Substantial Improvement

D+ Almost Complete Replacement

D Needs Complete Reconstruction

D- Complete Rebuild

F+ Should Be Demolished

F Should Be Demolished Immediately

F- Demolish Due To Safety Concerns

* Note: Recommended modifications to buildings are intended to

improve the condition of the building to a "B" or an
"Average" level.



BUILDING 4 INFRASTRUCTURE GRADE SUMMARY
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BUILDINGS 4 INFRASTRUCTURE COSTS SUMMARY ( OPTION A*
)
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BUILDINGS & INFRASTRUCTURE COSTS SUMMARY ( OPTION & *
)
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150 copies of this public document were published at an estimated cost of

$5.10 per copy, for a total cost of $765.00, which includes $765.00 for

printing and $0.00 for distribution.


