Budget Change Proposal - Cover Sheet

Fiscal Year: 2020-21

Business Unit: 4440

Department: Department of State Hospitals

Priority Number: 004

Budget Request Name: 4440-049-BCP-2020-GB

Program: 4400-ADMINISTRATION, 4410-STATE HOSPITALS

Subprogram: 4400010-HEADQUARTERS ADMINISTRATION, 4410010-
ATASCADERO, 4410020-COALINGA, 4410030-METROPOLITAN, 4410040-NAPA,
4410050-PATTON

Budget Request Description: Mission-Based Review — Treatment Team and Primary Care

Budget Request Summary: The Department of State Hospitals (DSH) requests a total of
250.2 positions and $64.2 million General Fund, phased in across a five-year period, to
support the workload of providing psychiatric and medical care treatment to patients
committed to DSH. This phase-in requests 80.9 permanent full-time positions and $32.0
million in fiscal year (FY) 2020-21; an additional 69.0 permanent full-time positions and
$37.7 million in FY 2021-22; 48.7 permanent full-time positions and $49.7 million in FY
2022-23; 30.0 permanent full-time positions and $57.5 million in FY 2023-24 and the
remaining 21.6 permanent full-time positions and $64.2 million in FY 2024-25.

Requires Legislation: X Yes [] No

Code Section(s) to be Added/Amended/Repealed: WELFARE AND INSTITUTIONS
CODE 4000-4320

Does this BCP contain information technology (IT) components? [0 Yes X No
If yes, departmental Chief Information Officer must sign.

Department CIO Name: Click or tap here to enter text.




Department CIO Signature:
Signed On Date: Click or tap here to enter text.

For IT requests, specify the project number, the most recent project approval document
(FSR, SPR, S1BA, S2AA, S3SD, S4PRA), and the approval date.

Project Number: Click or tap here to enter text.
Project Approval Document: Click or tap here to enter text.

Approval Date: Click or tap here to enter text.

If proposal affects another department, does other department concur with proposal?
[J Yes X No

Attach comments of affected department, signed and dated by the department director
or designee.

Prepared By: Janna Lowder-Blanco, Chief Research, Evaluations and Data
Date: Click or tap here to enter text.

Reviewed By: Catherine Hendon, Deputy Director — Hospital Strategic Planning and
Implementation

Date: Click or tap here to enter text.
Department Director: Stephanie Clendenin
Date: Click or tap here to enter text.
Agency Secretary: Samar Muzaffar

Date: Click or tap here to enter text.

Department of Finance Use Only

Additional Reviews: Capital Outlay:[1  ITCU:O FSCU:O OSAE:0
Department of Technology:[J

PPBA: Sydney Tanimoto
Date submitted to the Legislature: January 10, 2020




A. Budget Request Summary

The Department of State Hospitals (DSH) requests a total of 250.2 positions and $64.2
million General Fund, phased in across a five-year period, to implement a standardized
staffing approach to support the workload of providing interdisciplinary psychiatric
treatment and medical care to patients committed to DSH. This phase-in requests 80.9
permanent full-time positions and $32.0 million in fiscal year (FY) 2020-21; an additional
69.0 permanent full-time positions and $37.7 million in FY 2021-22; 48.7 permanent full-
time positions and $49.7 million in FY 2022-23; 30.0 permanent full-time positions and
$57.5 million in FY 2023-24 and the remaining 21.6 permanent full-time positions and
$64.2 million in FY 2024-25.

The staffing standard was developed through research conducted within DSH'’s Clinical
Staffing Study and in collaboration with the Department of Finance Research and
Analysis Unit through a Mission-Based Review. The conclusion and results of the
study’s analysis and collaborations are reported through this proposal. The proposal
uses data-informed methodologies for standardizing caseload for both the
interdisciplinary treatment team and primary care. In addition, resources are included to
implement best practices such as trauma-informed care, create a discharge planning
program, and manage and operate an integrated behavioral health system. All
methodologies will be re-assessed annually, and staffing will be updated as needed
within the annual DSH Caseload Estimate.

B. Background/History

DSH manages the nation’s largest inpatient forensic mental health hospital system. Its
mission is to provide evaluation and treatment in a safe and responsible manner,
seeking innovation and excellence in state hospital operations, across a continuum of
care and settings. DSH is responsible for the daily care and provision of mental health
treatment of its patients. DSH oversees five state hospitals (Atascadero, Coalinga,
Metropolitan, Napa, and Patton) and employs nearly 12,000 staff. Additionally, DSH
provides services in jail-based competency treatment (JBCT) programs and conditional
release (CONREP) programs throughout the 58 counties. In FY 2018-19, DSH served
11,753 patients within state hospitals and jail-based facilities, with average daily
censuses of 6,122 and 290 respectively. The CONREP program maintains an average
daily census of approximately 661.

B1: Clinical Staffing Study Overview:

In 2013, the DSH initiated a comprehensive effort to evaluate staffing practices among
the five state hospitals. This study, identified as DSH’s Clinical Staffing Study, was
conducted to ensure past practices and staffing methodologies continue to be both
adequate and appropriate for the department’s growing and evolving populations, and
consistent among all DSH facilities. DSH’s population served has grown by 34 percent
since FY 2007-08 (including JBCT). In addition to this growth, the composition of the
population has changed becoming increasingly forensic and increasingly more geriatric.
These dynamics, along with the application of new treatment methods, over time




necessitate the review and analysis of current staffing models.

The Clinical Staffing Study is comprised of four components: Hospital Forensic
Departments, 24-Hour Care Nursing Services, Protective Services, and Treatment
Planning and Delivery. Each of these components involved a comprehensive
examination into current staffing practices and development of staffing methodologies.
These four components each provide critical and required services to DSH patients
through statutorily required forensic evaluations for the courts, 24-hour housing and
nursing care, safety to patients and treatment providers, and delivery of psychiatric and
medical treatment. As part of each component’s assessment, the Clinical Staffing Study
reviewed current staffing standards and practices; reviewed current staffing levels and
assessed available workload data; assessed relief factor coverage needs; and
developed data-driven staffing methodologies to adequately support workload functions
and the current populations served.

B2: Scope of Interdisciplinary Psychiatric Treatment and Medical Care within DSH:
DSH provides treatment to patients with extreme mental ilinesses. These are typically
individuals with the most complex ilinesses, in part because many have either gone
untreated or have been unsuccessfully treated. Additionally, over 90 percent of DSH
patients are “forensic”, meaning that these patients are referred through the criminal
court system, with the remaining referred through the civil commitment process.
Patients referred through the civil process include those committed via the Lanterman-
Petris-Short Act (LPS). These are typically patients who cannot be safely treated in the
community, often due to instability and/or aggression issues. DSH'’s clinical and
medical staffing, along with DSH’s clinical oversight structure, needs to be updated to
better reflect the current population.

To provide comprehensive inpatient psychiatric treatment to a patient population with
high, complex needs, DSH requires clinical staff across multiple disciplines to meet both
the psychiatric and medical treatment needs as well as court required timelines for
providing care. Providing this care requires:

1. Maintaining appropriate caseload ratios for the interdisciplinary treatment teams
across DSH’s spectrum of psychiatric treatment.

2. Maintaining appropriate caseload ratios for primary medical care and providing
medical staff to address the increased medical risks of patients.

3. Providing an appropriate clinical oversight structure for all clinical and medical
disciplines and treatment.

Providing an appropriate level of clinical staffing requires that caseload ratios for the
interdisciplinary treatment teams and medical staff are consistent with the treatment
level or type. The DSH staffing study addressed the complexities of DSH’s clinical and
medical staffing to establish clinical and medical staffing standards which are
population-driven, data-informed, and consistent with the treatment level necessary.

Certain clinical terminology has been applied throughout this report. Explanations
and/or definitions of the terminology are provided within the Glossary of Terms in




Appendix A.

Patients Committed to DSH — Complex Needs:

The complex treatment needs of DSH patients are unique to forensic psychiatric
settings and go well beyond those of typical psychiatric inpatients as DSH serves
patients with a psychiatric illness who primarily have current or past criminal justice
involvement. Most DSH patients have a serious mental iliness in the form of a primary
psychotic disorder, characterized by delusions, hallucinations, disordered thinking and
disordered behavior that is resistant to traditional medication guidelines. Additionally,
some DSH patients, specifically LPS conservatorships, are committed to DSH because
their psychiatric conditions require a higher level of care and they cannot be safely
treated in the community. To add on to the complexity of the patients, 64 percent are
also diagnosed with a Substance Use Disorder.

Many DSH patients, especially those committed as Incompetent to Stand Trial (IST),
are admitted after a long period of instability and lack of treatment. For example, in a
statewide sample of IST admissions, 47 percent did not access any reimbursable
mental health services in the six months prior to arrest, and those that did, primarily
accessed emergency services. In the same sample, an additional 47 percent were in
unsheltered homeless conditions at the time of arrest. DSH data indicates that many of
these patients have cycled in and out of jail prior to the IST determination, with a rising
percentage (15 to 45 percent) of IST admissions having 15 or more previous arrests. A
Texas Tech study demonstrated that DSH patients have a higher level of criminogenic
risk than other psychiatric patients which also drives acuity due to behaviors such as
violence and verbal aggression that rise above typical psychiatric inpatients (Bolafios,
Delgado, Morgan & Mitchell, 2017). By definition, higher acuity patients require higher
levels of dedicated care. Additionally, at any point in time, almost half of the patients
residing in the hospitals have committed at least one physically violent incident during
that hospital stay.

Additional detail regarding DSH’s patient population can be found in Appendix B —
DSH’s Report on Measures of Patient Outcomes and in Appendix C — DSH Population
Demographics.

Categories of Treatment:

To deliver the psychiatric care necessary for these patients, DSH utilizes a variety of
modalities, or approaches to treatment, with methods tailored to the patient’s individual
needs. Primary treatment categories include admissions, skilled nursing facility (SNF),
medical, medically fragile, geriatric, Dialectical Behavior Therapy (DBT), polydipsia, and
enhanced behavioral treatment. Treatment can also be focused on the requirements of
a commitment type such as with IST patients. High medical needs units, including SNF,
provide treatment to patients with acute medical issues, complex chronic medical
conditions, and to patients requiring a skilled nursing level of care. This treatment may
be temporary or long term and is heavily influenced by the level of medical and physical
needs, in addition to psychiatric needs. Treatment may be highly specialized to address
extreme behavioral acuity, complex symptomology and co-occurring medical/psychiatric
needs. Patients who are committed for competency restoration (IST patients) have a




unique treatment goal as patients need to regain competency so they can participate in
court proceedings and assist with their legal counsel. Because of this unique treatment
goal, some of the IST patient’s treatment is aimed at identifying clinical barriers to
competency and helping the patient understand the necessary legal procedures, in
addition to more traditional mental health treatment addressing stabilization. A list of
treatment category descriptions is provided as Appendix D.

B3: Interdisciplinary Treatment Team:

DSH uses an interdisciplinary clinical treatment team approach to provide inpatient
psychiatric treatment. This interdisciplinary approach is recognized as the standard of
care in both psychiatric hospitals and within community mental health centers (Vinokur-
Kaplan, 1995). The core team includes the individual served, the treating psychiatrist,
psychologist, clinical social worker, rehabilitation therapist, and other staff as
appropriate who know the patient best. Each of these members have specific roles,
based on their scopes of licensure, which provide for a comprehensive treatment
approach. Each discipline within the treatment team works together to develop a
treatment plan, diagnosis, delivery of one-to-one and group treatment, goal setting and
medication management.

The interdisciplinary team approach provides patients with immediate access to
clinicians across all disciplines. The interdisciplinary treatment plan is initiated within the
first 24 hours of being admitted and is tailored to the individualized needs of each
patient. These plans serve as the roadmap for patients during the duration of their
treatment and establish goals for discharge. Plans are updated regularly throughout the
patient’s stay and target the following areas: forensic needs, mental health needs,
recovery, reduction of violent or aggressive behavior, and goals the patient will need to
achieve for discharge back to the community or court system.

Interdisciplinary Treatment Team Members:

Interdisciplinary treatment teams are essential to provide integrated therapeutic and
rehabilitation services. Treatment that uses this type of a holistic approach helps to
provide a continuity of care for patients upon discharge. However, each discipline has
roles and responsibilities unique to their professional license and its scope of practice.

Psychiatrist:

Psychiatrists function as the lead of the interdisciplinary treatment team and are
responsible for making sure the full team is advancing in the development of an
integrated treatment plan. They continuously collect and analyze patient information
through face-to-face meetings, observations and record review to make diagnostic
decisions, prescribe or assess the effectiveness of medication, identify if medications
need to be changed or adjusted and ultimately to assess the progression of a patient.

During the first 90 days of a patient’s admission, psychiatrists conduct rapid patient
evaluations and provide medication management and oversight. Within the first 24
hours of admission, the psychiatrist must conduct and document a comprehensive
evaluation on the patient, order medications, assess risk and have an initial treatment
plan prepared for the 7-day treatment conference. The initial workload is focused on




diagnosis, medication needs, stabilization and treatment planning. Once a strong
treatment plan is in place, the psychiatrist will focus on consistent evaluation to
determine if and when adjustments are needed and provide crisis management as
required.

Psychiatrists primarily deliver treatment through one-on-one meetings with patients.
Formal scheduled meetings include a face-to-face interview with the patient,
documentation in Psychiatrist Progress Notes, writing and review of orders (i.e.
medication orders, lab orders, specialist referral orders, etc.), record review, medication
management, and evaluation of side effects. These scheduled meetings occur at least
weekly for the first eight weeks and monthly thereafter, however, if clinically indicated,
can occur daily. A patient who is very emotionally reactive to situations, symptomatic,
and disruptive will meet with their psychiatrist more often to manage their symptoms.
Psychiatrists are also responsible for writing and following-up on involuntary medication
orders, seclusion and restraint orders, and enhanced observation orders. The
psychiatrist is also responsible for writing detailed discharge summaries.

Psychologist:

Psychologists function as the treatment team member with expertise in the use of
clinical assessments to inform diagnosis, guide treatment planning and proactively
address factors that impact discharge readiness. Psychologists conduct a multitude of
assessments beginning upon admission and throughout the course of treatment. Within
the first week of admission, the unit psychologist will administer a battery of
assessments including the admission psychological assessment, suicide risk
assessments, violence risk assessments, cognitive and intellectual screenings, and
assessments for diagnostic clarification. These assessments are essential in identifying
underlying needs of a patient and in developing the patient’s treatment plan. Some of
these assessments are not one-time in nature and are repeated at regular intervals.

In addition to conducting assessments, psychologists provide an array of interventions
and other specialized treatments to improve the functioning of patients. These
interventions may include individual and/or group therapy as well as specialized
treatments such as DBT or sex offender treatment; all depending upon the specific
needs of the patient. Individual and group treatments provided by the psychologist are
often the more complex treatment approaches as compared to those provided by other
disciplines. Individualized treatments target the reduction of self-injurious or aggressive
behavior, cognitive impairments, psychosis, and the reduction of criminogenic thinking
to break the patient’s cycle of criminal justice involvement. Psychologists are also
responsible for the development of intensive behavioral plans and behavioral
interventions which target the patient’s behavioral dysfunctions. These plans are based
on in-depth analyses of the patient’s behavior, the causes of that behavior, and the
treatment approaches that can address and modify that behavior.

Clinical Social Worker:

Clinical social workers are responsible for psychosocial assessments, case
management, discharge planning and community integration, and providing group and
individual treatment. Psychosocial assessments involve in-depth research into the




patient’s economic, cultural, religious, educational, and vocational background to
provide insight to a patient’s past and current situation to inform treatment planning.
These assessments document developmental history, medical and psychiatric history,
substance abuse history, risk factors, family relationships, and past living arrangements.
This is often difficult information to obtain for DSH patients who tend to come from a
state of homelessness and/or are too psychiatrically acute to provide the information
themselves. To obtain this information, clinical social workers must contact family
members, public guardians, private conservators, courts, and outside agencies. This
information is gathered upon admission to build the patient’s medical chart. Contacting
outside parties remains the clinical social worker’s responsibility throughout the patient’s
stay as part of their case management duties.

In addition, social workers assume an advocacy role, serving as the patient’s primary
point of contact. Patients can come to the social worker to discuss aspects of their
treatment or issues they may be having, including social and logistical, while at DSH.
They work with the patients on matters including medical paperwork, such as advance
directives, and on trust office documents. Social workers will develop and maintain
contact with patients’ families and significant others as appropriate and provide them
with information once proper release forms have been signed. Additionally, they serve
as a liaison with outside agencies such as, but not limited to, county mental health,
conservators or guardians, parole, courts, attorneys and other agencies for the purpose
of building the continuity of care for the patient. Social workers intervene during times of
escalated behavior and respond to other incidents that require crisis intervention. This
generally includes post-incident debriefing with the patient, treatment team, and family
(when indicated).

Clinical social workers work with the other treatment team members to develop and
ensure treatment objectives are tied to meeting discharge criteria for the patient. These
objectives help guide which treatment groups patients need to be enrolled in. The social
worker is responsible for overseeing the discharge planning process and continuously
assessing progress towards discharge criteria. As a patient progresses through
treatment, the social worker will coordinate and monitor the discharge referral process,
working with the necessary outside entities, such as community agents or the courts, in
formulating a discharge plan and facilitating a patient’s discharge to his/her placement
setting. This involves coordinating the forensic and clinical case paperwork and all the
information the patient may need upon discharge including a California identification
card and social security benefits. The social worker may also make recommendations to
the appropriate individuals and/or agencies concerning post-hospital treatment needs to
facilitate the transition to their home, back to court/jail, or a community placement
setting.

Social workers facilitate an array of treatment groups, ranging from legal process
education to re-entry into the community. They provide individualized one-to-one
treatment and often co-facilitate groups with unit psychologists or rehabilitation
therapists. Facilitation of groups involves curriculum development and lesson planning,
as well as, notes on the progress of each patient in attendance.




Rehabilitation Therapist:

Rehabilitation refers to regaining skills, abilities, or knowledge that may have been lost
or compromised as a result of acquiring a disability or due to a change in one's
circumstances. As such, the role of the rehabilitation therapist is centered on the
development, maintenance and restoration of physical, emotional and social
competencies. The primary modalities of rehabilitation therapy include art therapy,
dance/movement therapy, music therapy, occupational therapy, and recreation therapy.
These modalities can help motivate patients in their treatment, and build on their skills
and strengths, all of which is aimed towards the patient being able to live a more
independent life. As part of the treatment team, the rehabilitation therapist engages and
assesses patients, learns about the patient’s level of functioning, and creates a leisure
profile. During the first 30 days, the rehabilitation therapist identifies the patient’s past
and current leisure interests, vocational experience, support structure, physical
functioning, social functioning, functional life skills, life goals, strengths and motivations.
Collecting information in all these areas is necessary to understand the level in which a
patient has functioned in the past and present, and to develop functional treatment
goals which will prepare the patient for re-integration into the community. The
rehabilitation therapist monitors the patient’s progress towards these functional goals
and reports on the patient’s progress to the full treatment team.

Please see Appendix E for a detailed description of each rehabilitation therapy modality.

B4: Primary Medical Care:

There is extensive evidence in the medical literature that medical morbidity and
mortality rates in patients with serious mental illness are much higher than the general
population. Morbidity refers to the condition of being ill and one iliness may lead to
multiple others; mortality refers to death rates. Most conservatively, in a 17-year follow
up study, Druss et al found that individuals with mental iliness die an average of 8.2
years younger than the rest of the population, with 95 percent due to medical causes
(Druss, Zhao, Von Esenwein, Morrato & Marcus, 2011). Other studies have shown that
individuals with serious mental iliness die 20-30 years prematurely, and deaths in this
population were largely attributable to heart disease, cancer, cerebrovascular,
respiratory and lung diseases (Colton & Manderscheid, 2006; Trivedi et al., 2019). As
the former National Institute of Mental Health (NIMH) Director and current Mental Health
Advisor to Governor Gavin Newsom, Thomas Insel noted in 2013, “serious mental
illness is a health disparity issue” (Insel, 2013). In a 2015 meta-analysis Walker et al
noted that, “estimates suggest that mental disorders rank among the most substantial
causes of death worldwide” (Walker, McGee & Druss, 2015). The National Association
of State Mental Health Program Directors Medical Directors Council recommends that
states prioritize the public health problem of morbidity and mortality and designate the
population with serious mental illness as a priority health disparities population (Walker,
McGee & Druss, 2015). Parks, Svendsen, Singer, and Foti notes that “family
physicians are uniquely suited to address complex health issues for patients suffering
with serious mental illness” (Parks, Svendsen, Singer, & Foti, 2006).

These disparities have not been reflected in the historical resourcing of DSH primary
care delivery. In terms of staffing, supervision and salary parity, DSH medical staff has




not been resourced to the same level required by the increased risk of illness and death
rates in populations with serious mental iliness.

Primary Care Team Members:

DSH provides medical services to patients encompassing routine preventative care and
the treatment of non-life-threatening medical iliness. This care is delivered by primary
care providers (PCP) which includes physicians assigned to housing units and family
nurse practitioners. The roles and responsibilities of PCPs are described below.

Physicians function as primary care doctors providing all phases of medical care
involving patient evaluation, diagnosis, prescription of medications, and administration
of medical treatments. They perform physical examinations and prescribe medicine;
they order, review and follow-up on laboratory studies and x-rays; and collaborate
regularly with the interdisciplinary treatment team on the medical conditions of patients.
Physicians regularly make rounds of their assigned patients, respond to sick calls and
medical emergencies, as well as provide cross coverage for other physicians when they
are not available and provide after-hours care when needed. They also provide
supervision to family nurse practitioners

The family nurse practitioner is an advanced practiced registered nurse and works in
collaboration with the physician. Their role is to supplement physicians, being
responsible for physical examinations and diagnosis and addressing routine medical
conditions. While family nurse practitioners are licensed to perform medical duties
similar to physicians, their focus is on general medical care and triaging patient
complaints, alleviating the physicians so they can address more complex and advanced
medical needs. Family nurse practitioners often work within the admission suite
conducting initial examinations; they may also conduct and document the annual (or
quarterly) physical examinations, as well as, new patient evaluations.

C. State Level Considerations

This proposal is consistent with DSH’s Vision, Mission, Goals and Objectives as set
forth in the 2018 - 2023 DSH Strategic Plan. Specifically, this proposal supports DSH’s
vision “Caring today for a Safe and Healthy Tomorrow” and its mission “to provide
evaluation and treatment in a safe and responsible manner, by leading innovation and
excellence across a continuum of care and settings.”

This proposal also aligns with statewide initiatives related to the support of trauma-
informed systems and practices. These statewide initiatives include efforts spearheaded
by the California Department of Health Care Services (DHCS), in partnership with the
California Office of the Surgeon General, to provide trauma-informed care trainings to
all providers and trauma screenings to patients to better inform treatment and to use a
trauma-informed care approach when appropriate.




D. Justification

As part of DSH’s staffing study efforts and in collaboration with the Department of
Finance Research and Analysis Unit through a Mission-Based Review, the four core
areas of Treatment Planning and Delivery were examined:

1. Interdisciplinary treatment team caseload ratios and categorization of treatment and
treatment units

2. Primary care delivery and physician caseload

3. Clinical leadership structure

4. Clinical programs and best practices

This examination included site visit observations, information gathering sessions with
subject matter experts (SMEs), document analysis, database extracts and data analysis
to identify the full range of functions performed by the interdisciplinary treatment team
and primary care clinicians. This analysis also examined all units within DSH’s hospitals
to identify unit-specific workload driven by the patient’s unique treatment needs. This
analysis produced a model to categorize units based on workload drivers associated
with the patient population within those units. The categorization model developed
through this in-depth review provided a systematic approach to categorizing units and
developing staffing methodologies for the interdisciplinary treatment team and for
primary care. The staffing methodologies identified and developed for meeting the
clinical care needs of DSH’s patient population are described in the sections below.

D1: Interdisciplinary Treatment Team — Caseload Resources:

Interdisciplinary treatment team staffing is based on appropriate caseloads for the
treatment being provided. Currently DSH caseload ratios are 1:15 for acute psychiatric
level of care, 1:15 for SNF care, 1:35 for intermediate care facility (ICF), 1:50 for
residential recovery units (RRU) and one treatment team per unit, along with an
additional psychologist and rehabilitation therapist, for the Enhanced treatment program
(ETP). While these ratios were developed based on the acuity level of the patients
served, they did not include consideration for the workload associated with certain
treatment categories or commitment types that may require additional time above and
beyond what would be related solely to acuity. This updated methodology includes the
assessment of treatment categories, the workload drivers of each category, and the
impact of that workload on the treatment team and primary care. For such an
assessment the following elements need to be considered:

1. The clinicians within a treatment team utilize a holistic treatment approach to ensure
continuity of care therefore, the roles and responsibilities remain constant.

2. The caseload of the treatment team is influenced by workload drivers associated with
the patient population and their unique treatment needs therefore, the caseload ratios
differ based on the treatment unit.

3. A standardized approach to categorizing treatment units is necessary to ensure




caseload ratios are aligned with the workload of each treatment unit.

These variations are mapped out, using the unit categorization model, to develop a
system that groups DSH’s units into standard treatment categories. These treatment
categories allow DSH to group patients with similar treatment needs and to classify
units based on workload to determine appropriate caseload size for the interdisciplinary
treatment team and primary care providers. The categorization of DSH'’s units derived
from this approach is detailed below.

Unit Categorization:

Through the assessment of DSH'’s treatment units, the Unit Categorization Matrix was
developed consisting of ten major treatment categories and numerous sub-categories.
The ten major categories are:

1) Admissions

2) Specialized Services Treatment

3) Incompetent to Stand Trial Treatment

4) Lanterman-Petris-Short Treatment

5) Medical Treatment

6) Offender with a Mental Disorder Treatment

7) Multi-Commitment Treatment

8) CDCR (Coleman) Treatment

9) Discharge Preparation Treatment

10) Sexually Violent Predator Treatment

To apply this categorization system for the assessment of treatment team and primary
care provider caseload ratios, multiple data elements were included such as unit
capacity, commitment type, gender, average age on unit, number of direct patient
admissions, number of intra-hospital transfers, number of discharges, and a multitude of
serious or violent incident data points including aggressive acts, self-injurious and
suicidal behavior, and medical and health related incidents. These data elements were
essential in capturing key factors that significantly affect workload for treatment team
and primary care providers. The workload drivers are detailed below:

1. Patient turnover and movement encompasses the volume of direct new patient
admissions onto a unit, the volume of transfers between units, and the number of
patients discharged out of DSH. This is primarily represented within the unit’'s admission
and discharge data.

2. Medical acuity and care needs of patients encompasses the degree of medical
services (acute and chronic) needed by the patients and general preventative care
needed with an aging population. This is primarily represented within the unit’s age
data, the unit’'s medical and health related incident data and the unit’s designation
detailed in DSH’s Net Bed Report.

3. Specialized treatment needs pertain to patients with specialized treatment needs




including polydipsia treatment, DBT treatment, and deaf or hard of hearing services.
Patients with similar specialized treatment needs are typically housed together to make
delivery of treatment more efficient. This is represented within the unit designations
detailed in DSH’s Net Bed Report.

4. Psychiatric acuity or the tendency for high psychiatric acuity of patients pertains to
patients who are actively showing symptoms associated with their mental illness and
therefore, increase the workload for treatment team clinicians. The additional workload
is attributed to increased needs for individual therapy and attention, increased rates of
incidents including aggression and self-injurious behavior, increased usage of seclusion
and restraints, and increased enhanced observation orders. It also relates to patients
who have a tendency towards high psychiatric acuity and therefor require increased
staffing to maintain stability. This speaks to units that are richly staffed but show lower
violent incident rates because the lower caseloads allow the treatment team clinicians to
manage their patients and keep incident rates low. Psychiatric acuity can be
characteristic of a whole commitment type. For example, patients committed as ISTs
and LPS have ranked highest in aggression rates since 2010 (Department of State
Hospitals, 2017). There are also individual patients who are more psychiatrically acute
than others regardless of their commitment type and create a higher workload for the
treatment team. Hospitals group these patients together on specialized services units
that can then be staffed at a richer ratio. Psychiatric acuity is represented within the
incident data and within the unit designations detailed in the Unit Categorization Matrix.
5. Behavioral acuity or the tendency for high behavioral acuity of patients pertains to
patients who have significant behavioral issues but are not psychiatrically acute.
Patients with severe behavioral issues can be very strenuous on treatment team
clinicians due to their disruptive nature requiring frequent behavioral interventions. This
is represented within the unit incident data and within the unit designations.

6. Commitment type-specific treatment goals and objectives ensures that patient
treatment is tailored to their commitment as criteria for discharge varies based on
commitment type. To maximize targeted treatment outcomes patients with like
discharge criteria are housed together. For example, patients determined to be IST
require restoration of competency while patients committed as Not Guilty by Reason of
Insanity (NGI) can be recommitted as long as the patient is found, based on his or her
mental illness, to represent a substantial danger of physical harm to others. This is
represented within the unit designations and specific discharge criteria for each
commitment type can be found in Appendix B DSH’s Report on Measures of Patient
Outcomes.

7. Readiness for discharge pertains to patients who are close to being discharge-ready
and augments treatment with an emphasis on community integration to ensure the
patient is successful following discharge.

Treatment Team Workload Tasks:
The specific tasks that make up the treatment team’s workload that are inherent in the
unit categories and workload level designations described above can be categorized as




follows:

1) Treatment planning

2) Treatment delivery

3) Discipline-specific other workload

4) Administrative and professional responsibilities

5) Crisis and incident prevention and unit milieu work
6) Crisis and incident management

Treatment planning involves tasks required to collect information, document findings
and ultimately develop, adjust and review the patient treatment plans. This includes
morning report and shift change meetings, which are daily meetings held first thing in
the morning and at each shift change to provide an opportunity for the nursing staff and
the treatment team staff to share vital real-time information on the status of patients or
incidents that have occurred since the last shift change; assessments, treatment plan
development, treatment conference facilitation and discharge planning efforts. The
frequency of tasks within this area are significantly influenced by how long a patient has
been in the hospital and how acute and symptomatic they may be.

Treatment delivery consists of various means for providing treatment to patients. This
includes structured and unstructured individual therapy and group therapy. The method
for how treatment is delivered is identified through the treatment planning process and
is influenced by the patient’s ability to participate in certain types of treatment (i.e., not
all patients are physically, psychiatrically or cognitively able to attend group therapy
sessions). Additionally, not all patients’ clinical needs are indicative of individual
therapy. The method for treatment delivery also depends on the discipline providing the
treatment. The frequency of tasks within this area depend on the patient’s needs.
However, typically, newly admitted patients may receive more individual treatment while
they are being stabilized and acclimated to the hospital setting. There also tends to be a
trade-off between time spent on documentation requirements (i.e., weekly to monthly
discipline progress notes) and time spent delivering treatment. When a patient is first
admitted, the primary need is to assess and stabilize the patient; as they stay in the
hospital and the clinicians have done their initial case formulation to get to know the
patient, they can focus their time on identifying and providing treatment to meet the
patient’s treatment plan goals and objectives.

Discipline-specific other workload varies based on each discipline’s scope of practice
and consists of responsibilities that do not clearly fall within other categories. This
includes such things as case management for clinical social workers and involuntary
medication orders for psychiatrists.

Administrative and professional responsibilities consist of committees and meetings
clinicians are required to participate in such as department meetings and clinical




oversight meetings. It also includes educational requirements clinicians must meet to
maintain their license. For example, psychiatrists are members of the medical staff, and
as such, they must maintain medical staff privileges and licensure through continued
medical education requirements, and ensure medical standards are maintained. All
disciplines have administrative and professional responsibilities, but time commitments
may vary based on discipline-specific obligations and the number of continued medical
or professional education credits required for each to maintain their licensure.

Crisis and incident prevention and unit milieu work consists of tasks that are required to
keep patients calm. This includes clinicians being present on the unit and making
themselves available to interact with patients and answer questions on a regular and
informal basis. This also includes creating a team environment through team-centered
and supportive approaches for a therapeutic unit milieu that helps patients feel like they
are part of a community. It involves proactive and preventative measures such as
identifying high-risk behaviors and developing prevention and early intervention
strategies to maintain a safe and therapeutic environment. It also includes identifying
any contributing factors that may impact a patient’s behavior.

Crisis and incident management consists of responding to incidents and crisis situations
as they occur; completing post-incident debriefs, documentation, and follow-up. This
includes incidents ranging from verbal assault to incidents that result in patients being
put on enhanced observation orders or seclusion and restraint. The frequency of these
tasks tends to be directly proportionate to the psychiatric, behavioral and or medical
acuity of the patients on the unit.

Each discipline has tasks that fall within these categories that they are responsible for.
However, workload common to all treatment team members includes morning report
and shift change meetings, treatment plan development, treatment conference
preparation and attendance, treatment delivery either through individual or group
therapy modalities, administrative and professional responsibilities, crisis and incident
prevention and unit milieu work and crisis and incident management. Specific tasks may
vary for each discipline within each workload area, for example as part of crisis
management there are unique requirements for psychiatrists since they must write,
review and renew seclusion and restraint and enhanced observation orders. However,
all team members are required to attend mini-team conferences that are held for each
significant incident in order to discuss the appropriateness and need for changes to the
patient’s treatment plan including diagnosis, medications, and interventions based on
the incident that occurred. The majority of their shared workload revolves around the
development of patient treatment plans and the treatment conferences held with the
patient to review their personal treatment plan and treatment progress. An overview of
the treatment plan and conference timeline can be found in Appendix F.

For additional information on the treatment team workload tasks and detail for each




discipline please reference Appendix G.

Treatment Team Workload Levels:

In addition to the review of multiple data elements, a collaboration with DSH’s Medical
Directors established a system that identified workload levels of the treatment team and
primary care providers across all DSH treatment units. These efforts included the
utilization of Medical Directors’ expertise related to psychiatric and medical treatments,
the discussion of data elements including those described above, and the review of all
treatment categories and units within each of their respective hospitals. These efforts
culminated into a system categorizing all treatment units by the workload designations
of high, moderate or low treatment team workload.

High workload units:

High workload units would be defined as units in which numerous patients have a
recent history of aggression/self-injury, high needs for psychiatric medication
adjustments or psychological assessments often requiring increased staff time. It also
includes units that house patients who have a high propensity for psychiatric or
behavioral acuity and require substantial clinician time to prevent crisis situations and
the occurrence of incidents. High workload units are also units with high patient
turnover, with an emphasis on the number of direct admits due to the increased
documentation, treatment plan iterations and treatment team conferences required for
patients during their first 90 days of hospitalization. Units that house patients with
specialized treatment needs that require substantial treatment team clinician time in
order to deliver treatment, prevent incidents or respond to a high volume of incidents
also fall within this category.

Ultimately this workload level consists of units in which a substantial amount of time is
either spent on new admissions and/or responding to and trying to prevent incidents for
units with low direct admissions but high violent or medical incidents including
aggression and self-injurious behavior. For example, IST units that take direct
admissions have high patient turnover and patients admitted as IST have consistently
ranked second highest in aggression rates since 2010 (Department of State Hospitals,
2017). Another example of a high workload unit is a DBT unit. DBT treatment is offered
in time-intensive six-month or one-year programs involving weekly individual
psychotherapy, psychoeducational skills training groups, coaching for providers as
needed and weekly consultation at team meetings. Clinicians are in constant interaction
with patients addressing, intervening and reinforcing behavioral approaches and
emotional responses. All staff on the unit are trained in providing DBT creating an
emotionally supportive milieu. Additionally, polydipsia units also qualify as high workload
units since patients on these units require enhanced behavioral therapy and
interventions, increased psychological interventions, increased leisure activities to
manage behaviors and increased psychiatric care to monitor the dangerous impacts of
polydipsia.




To meet the staffing needs for high workload units, a treatment team caseload ratio of
1:15 is required.

Moderate Workload Units:

Moderate workload units would be defined as units in which the majority of patients are
not currently aggressive/self-injurious but still may require some medication adjustments
or psychological assessments. Patients are stabilized psychiatrically and behaviorally,
as evident in incident data. These are units with low patient turnover or patient
movement consists of patients transferring in from admission units and discharges. The
majority of patients housed on these units are beyond the first 90 days of hospitalization
and have progressed to monthly treatment plan iterations and conferences. Depending
on the specific treatment category of each unit the curriculum, focus and modality of
treatment may vary, the overall volume or time requirements do not necessitate richer
staffing, and for the most part, treatment can be provided in a group setting.
Additionally, clinician progress notes, specifically Psychiatrist Progress Notes, are at a
minimum required monthly instead of weekly.

Ultimately this workload level consists of units in which less time is spent on admission
documentation, case formulation and patient stabilization which allows for larger
caseloads. The majority of time requirements are for long-term treatment goals and
objectives that are identified and monitored through monthly treatment team plans and
conferences and progressed with various therapeutic interventions and treatment
modalities such as group and individual therapy. However, a moderate treatment team
workload does not automatically reflect a moderate medical or nursing workload. This is
especially true for units with patients who require increased assistance with Activities of
Daily Living (ADL) tasks such as on SNF units.

To meet the staffing needs for moderate workload units, a treatment team caseload
ratio of 1:30 is required.

Low Workload Units:

Low workload units would be defined as units in which the majority of patients do not
require frequent medication changes, have no recent history of aggression/self-injury
and are not in need of frequent psychological assessments. Two treatment categories
fall within this workload level: Discharge Preparation Units and SVP Treatment RRUs.
Discharge Preparation Units are a low workload unit because patients are stable and
medication compliant. Workload needs revolve around maintaining their stability and
reinforcing skills needed to be successful once discharged. SVP Treatment RRUs are a
low workload unit because these units house SVP patients who can ambulate, function
independently, perform daily living activities, require minimal medical and/or psychiatric
treatment care and are compliant with their treatment plan. RRUs are specific to DSH-
Coalinga and are not licensed by California Department of Public Health but operate




pursuant to Welfare and Institutions Code section 6606, subdivision (d).

To meet the staffing needs of Discharge Preparation Units a caseload ratio of 1:35 is
required. To meet the staffing needs of an SVP Treatment RRU a caseload ratio of 1:50
is required.

Treatment Team Caseload Ratios: Proposed Standard:

The treatment team caseload ratios are applied by first labeling each sub-category on
the Unit Categorization Matrix as either high, moderate or low treatment team workload
based on the parameters described in the section above which accounts for additional
data variables and Medical Directors’ designations.

The treatment categories designated as high treatment team workload with a proposed
caseload ratio of 1:15 are listed below:

1) Admissions

1a) Standard Admissions

1b) Hybrid Admissions

2) Specialized Services Treatment

2a) High Aggression/Enhanced Treatment Unit (ETU)/(ETP)

2a.i) ETP units are designated as having a high treatment team workload but are unique
in that they have a specific treatment team allocation of one team per unit that consists
of one psychiatrist, two psychologists, one clinical social worker and two rehabilitation
therapists.

2b) Intermediate care high behavior acuity (i.e., intermediate nursing care)

2c) DBT

2d) Acute psychiatric

2e) Polydipsia

2f) Deaf, Hard of Hearing

3) IST Treatment

3a) IST Admission to Discharge

4) LPS Treatment

The treatment categories designated as moderated treatment team workload with a
proposed caseload ratio of 1:30 are listed below:
1) Medical Treatment

1a) Medical Units

1b) SNF Units

1¢) Medically Fragile/Geropsych Units

2) Specialized Services Treatment

2a) Sex Offender Treatment

2b) Substance Abuse

2c) Psychologically Fragile

2d) Monolingual




3) IST Treatment

3a) IST Permanent Housing

4) Offender with Mental Disorder (OMD) Treatment

5) Multi-Commitment Treatment

6) CDCR (Coleman) Treatment

7) SVP Treatment (excluding SVP treatment provided on RRUSs)

The treatment categories designated as low treatment team workload are listed below
with their respective caseload ratios:

1) Discharge Preparation Units — caseload ratio of 1:35

2) SVP Treatment (RRUs) — caseload ratio of 1:50.

Treatment Team Caseload Ratios: Methodology Results

Once categorized with appropriate workload designations the caseload ratio was
applied to either the operational capacity for units with an occupancy rate 90 percent or
above or census for units with an occupancy rate below 90 percent to calculate the
treatment team staffing needs for each unit. Appendix H: Treatment Team Staffing
Needs by Unit, displays the system-wide calculations by unit. Figure 3a, following the
Justification narrative, applies the above treatment team methodologies and displays
the system-wide staffing needs.

Primary Medical Care:

Primary care staffing is based on appropriate caseloads for medical treatment being
provided. Same as with the treatment team caseload ratios, primary care caseload is
impacted by treatment categories and requires the assessment of medical workload
drivers within those categories. Workload drivers for primary care were evaluated in
collaboration with the Medical Directors to identify specific medical needs within
treatment categories and to identify the categories that require a higher level of medical
care.

Research shows that individuals with severe mental illness, such as DSH patients, have
a significantly higher iliness and death rate than the average person. Additionally, drugs
used to treat psychiatric illnesses have complex side effects that necessitate the need
for physicians to monitor patient medical acuity in relation to their mental illness. As
DSH’s population is becoming older and more geriatric, physicians must address an
increasing number of age-related medical and cognitive conditions, including dementia
and Alzheimer’s disease, heart disease and other respiratory diseases, diabetes,
arthritis and cancer. Geriatric patients are also at an increased risk of injury from falling
as well as victimization. The increased presence of these conditions has an impact on
the regular needs and care of patients, resulting in specialized treatment units such as
geriatric and medically fragile units and necessitating the dedicated presence of a
physician. Similarly, medical and SNF treatment units must provide continuous medical
care throughout the day; requiring dedicated medical staff focused only on the condition




of patients within the unit.

Primary Care Caseload: Proposed Standard

This proposal establishes three primary care caseload ratios based on treatment unit
categories. Some units that may have a lower workload for the treatment team may not
have the same need for the primary care team therefore, the medical needs of the
patients must be separately accounted for. To establish the baseline primary care
ratios, DSH utilized the Unit Categorization Matrix and reviewed CDCR’s methodology
for staffing primary care clinicians within correctional settings. This proposal adapts
CDCR’s primary care methodology for use within DSH, operationalizes it to allow for
allocations of physicians directly to units, and augments the ratios for treatment units
with higher medical needs.

1. The treatment categories designated as high primary care workload with a proposed
caseload ratio of 1:15 include SNF and Medical Units. These units carry a high medical
workload as patients are: 1) critically ill, 2) require daily medical assessment due to their
fragile medical state, 3) have an increased number of laboratories, medication changes
and imaging, and 4) require or have had recent outside medical hospitalization or
specialist care.

2. The treatment categories designated as moderate primary care workload with a
proposed caseload ratio of 1:30 (matching treatment team ratios) includes the Medically
Fragile and Geropsych Units. These units carry a moderate medical workload as
patients require active medical interventions such as assessing and treating ongoing
medical problems, but these patients have not required recent outside medical
hospitalization or specialist care.

3. The remaining treatment categories carry a standard primary care workload with a
proposed caseload ratio of 1:45, which is the same base ratio CDCR uses for Mental
Health Crisis Bed units. These units carry a standard medical workload, providing
routine preventative care and the treatment of non-life-threatening medical illness
including medical diagnosis, medication management, and the administration of medical
treatments and procedures.

Figure 3b, following the Justification narrative, applies the above primary care
methodologies and displays the system-wide staffing needs. Appendix H: Treatment
Team Staffing Needs by Unit, displays the system-wide calculations by unit for primary
care caseload.

Primary Care Supervisory Structure

Primary Care Departments are currently led by a Chief Physician and Surgeon who
reports directly to the Medical Director. The Chief Physician and Surgeon is responsible
for all medical services, dental services, allied health (including radiology), public health,
physical therapy, clinical laboratories, and pharmacy operations. Medical Services
includes, but is not limited to, patient caseload medical services, on-site clinics,
coordination of off-site medical services and hospitalizations. Currently, this position




also provides direct supervision and onboarding to all PCPs as DSH does not currently
have a classification that can serve as an intermediary supervisor between the Chief
Physician and Surgeon and the PCP. The large area of responsibility and lack of senior
level supervisors is a liability for DSH in an area that can incur serious consequences
when errors are made. This proposal addresses this risk by realigning the role of the
Chief Physician and Surgeon classification to serve as the first-line supervisor for PCPs
(equivalent to the Senior Supervising level of other clinical disciplines) and removing the
administrative and oversight functions to a new exempt Chief of Medicine position. This
more closely mirrors CDCR’s medical services supervisory and oversight structure.
Furthermore, this structure will replicate the supervisory structure used by psychiatry,
psychology, social work and rehabilitation therapy within DSH, in which the discipline
chief oversees senior level supervisors.

The Chief of Medicine will oversee all medical, dental, allied health, and pharmacy
operations; the Chief Physician and Surgeons will directly supervise the PCPs. To
provide a manageable span of supervision, a supervisory ratio of 1:15 is proposed. This
supervisory PCP ratio is consistent with what is provided for physicians at CDCR. DSH
will also pursue safety retirement for these positions to eliminate disparity in retirement
benefits as a recruitment barrier

Figure 3b, following the Justification narrative, applies the above primary care
supervisory methodology and displays the system-wide staffing needs.

D5: Trauma-Informed Care

Trauma-Informed Care is a national standard championed by public health and
government agencies across the U.S. and beyond, including the California Surgeon
General. Trauma-informed care is a comprehensive approach that shapes the wider
culture of a hospital, and achieves sustainable organizational change through workforce
training, trauma-informed policies and standards, and the provision of evidence-based,
trauma-specific screening, assessment, referral, and treatment. Transitioning to this
approach and integrating it throughout DSH’s culture is particularly important to DSH
because it creates a safer environment for psychiatric hospital patients and staff.
Trauma-informed care is broadly associated with improved mental health outcomes,
more effective behavior management, and reduced violence and aggression. Studies
have shown that trauma-informed practices substantially reduce the use of seclusion
and restraint (Azeem, Aujla, Rammerth, Binsfeld & Jones, 2011; Borckardt et al., 2011;
Short, Sherman, Bumgardner, Chambers & Lofton, 2008). Such practices are also
linked to higher patient satisfaction where hospitals that implemented trauma-informed
care saw fewer patient complaints and psychiatric emergencies and reduced the use of
as-needed sedative medications (Barton, Johnson & Price, 2009). Direct benefits to
hospital staff include fewer patient-on-staff injuries and fewer lost workdays (Azeem,
Aujla, Rammerth, Binsfeld & Jones, 2011).




In individuals diagnosed with severe mental iliness, trauma is associated with increased
symptom severity, relapse, comorbid substance abuse, violence risk and worsened
prognosis over the long-term. Trauma describes experiences that are emotionally
painful and distressing and that overwhelm an individual's capacity to cope. These
experiences often generate emotional shock that creates significant and sometimes
lasting impacts on a person’s mental, physical, and emotional capabilities. Traumatic
experiences (especially in childhood) result in changes in brain structure and function
that can have a material effect on a person’s ability to employ good judgement, make
decisions, and respond to a stressful situation (Ford, 2009; Dannlowski, Struhrmann,
Beutelmann, Zwanzger, Lenzen & Grotegerd, 2012). Additionally, research indicates
that individuals with severe mental illness and histories of maltreatment in childhood,
such as violence and mistreatment towards the child, were twice as likely to be violent
as individuals with severe mental illness lacking that history (Green, Browne & Chou,
2019). Trauma symptoms and associated concerns about lack of safety/security, have
proven formidable barriers that complicate assessment and diagnosis and impede
establishment of a therapeutic alliance, engagement in treatment, and recovery
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2014). Given
the high trauma exposure DSH patients face in their lifetimes, these medical,
behavioral, and neurological effects are present in the DSH patient population. Because
it is difficult to determine which patients have a history of trauma, all patients should be
treated as potential trauma survivors, and care must be taken to avoid re-traumatization
in the inpatient setting (Elliott, Bjelajac, Fallot, Markoff & Reed, 2005). Trauma-informed
approaches offer DSH staff the tools needed to recognize and address these
challenges, which will allow patients to more successfully access mental health
treatment and improve patient outcomes (such as length of stay).

This request proposes to establish a trauma-informed team of Trauma Treatment
Specialists (one per hospital) that will work towards building and integrating trauma-
informed care into DSH’s culture and operations including patient screening,
assessments, crisis interventions, treatment programming, risk management, milieu
development and provision of primary medical care. When fully implemented through
the DSH system, the shift to trauma-informed care can be expected to improve
diagnostic accuracy and treatment outcomes, reduce the number of aggressive
incidents, and assist with targeted interventions for some of DSH’s most challenging
patients. Trauma-informed approaches also improve staff morale, reduce burnout and
enhance performance by improving the overall treatment environment and increasing
safety through a reduction in violence and aggression. Lastly, a shift to trauma-informed
care will bring DSH in line with widely accepted national practices in behavioral health
care and promote DSH Strategic Goals.

Figure 3c, following the Justification narrative, displays staffing needs for the
implementation of trauma-informed care resources.




D6: Discharge Strike Team

DSH patients have unique discharge planning needs based on their commitment, with
some presenting significant obstacles in finding placement due to their physical
disabilities, medical conditions, a history of violent behavior, pending or open criminal
charges and/or the nature of their crimes. To better address discharge barriers and find
placement for discharge-ready patients, DSH has identified a need to develop a
statewide Discharge Strike Team to create a comprehensive discharge program. The
Discharge Strike Team will focus on establishing and strengthening relationships with
placement communities to improve knowledge of various community resources,
address barriers to placement and improve communication in efforts to expedite
placement. These efforts will allow DSH to increase the rate of discharge and
placement into a lower level of care for eligible patients.

The Discharge Strike Team, consisting of a clinical social worker at each facility and a
program director at DSH-Sacramento, will collaborate with facilities to establish best
practices in discharge planning and to create a comprehensive discharge planning
program. Their efforts will focus on identifying community resources, local barriers and
identifying needs related to discharge. The team will also engage in stakeholder
education and partnership-building with behavioral health organizations and other local
resources. Additionally, the team will develop curriculum and programming, establish
standards of performance necessary to achieve program objectives and continuously
train and develop hospital staff to maximize discharge outcomes. The efforts of the
Discharge Strike Team will allow DSH to establish a more coherent referral process for
community placement and address challenges related to preparing individuals for the
transition to a lower level of care at the community level, increasing DSH’s discharge
rates for discharge-ready patients.

Figure 3d, following the Justification narrative, displays staffing needs for the
implementation of the Discharge Strike Team resources.

D7: Clinical Operations Management and System Oversight

Clinical Operations:

The Clinical Operations Division facilitates the development, evaluation and
maintenance of clinical standards for DSH. Included as part of this division is the
Clinical Operations Advisory Council (COAC), an interdisciplinary leadership team of
clinicians from across the system, which is responsible for developing interdisciplinary
best practices that can be standardized and deployed system-wide. COAC serves a
critical need as it provides leadership for the provision of quality clinical care and
therapeutic services to DSH’s patients. When DSH was created, the need for such an
advisory council was not originally contemplated. Therefore, this critical need has
historically been supported through the redirection of resources. This proposal provides
position authority-only for nine positions that have been established administratively to




meet the needs of DSH, which will formalize the COAC within the Clinical Operations
Division.

The Clinical Operations division supports a “ground up” change model where executive
level decision making is based on input from unit staff at each facility. This model
provides clinical staff with a voice for communicating their critical needs, which can then
be incorporated into the decision making, priority identification and planning process at
headquarters in Sacramento. Conversely, the Clinical Operations Division provides a
conduit of clear, effective and timely communication from headquarters to clinical
leadership and staff. COAC works closely with clinical leaders to identify best practices
within DSH facilities, as well as facilities outside of California and in the current
academic literature. While conducting onsite reviews of clinical services, COAC gathers
data to design data collection methodologies. These methodologies are used to better
understand DSH patients, identify patterns and trends and create tools for mentoring
clinical staff.

Figure 3e, following the Justification narrative, displays the breakdown of the COAC
positions for which position authority-only is requested.

Clinical Executive Structure:

The proposal strengthens and standardizes the clinical executive and supervisory
structure at the hospitals and at headquarters in Sacramento. The Medical Directors are
the highest-ranking medical executives in DSH. They are required to meet the legal
requirements for the practice of medicine in California as determined by the Medical
Board of California or the California Board of Osteopathic Examiners and meet all legal
requirements to practice psychiatry in California. They have comprehensive
management responsibility for psychiatry, medical, allied health, psychology, pharmacy,
dental and forensic evaluation services within DSH facilities. Direct reports include the
Chiefs of each of these respective areas. They are responsible for developing and
maintaining an ongoing program to deliver, monitor, evaluate, and improve the quality
and appropriateness of all mental health, medical, dental, pharmacy and medication
management, specialized care and clinic services, and allied health.

The statewide Medical Director located in Sacramento coordinates all psychiatry,
medical, allied health, psychology, pharmacy, dental and forensic evaluation services
on a statewide basis. This position ensures all practices comply with appropriate
standards to deliver evidence-based, patient-centered care. Additionally, the Statewide
Medical Director oversees all clinical operations including nursing, social work and
rehabilitation services. This position is responsible to identify and implement best
practices from other states, departments and mental health service providers.

For a variety of reasons, the existing Medical Director classification does not provide a
salary and benefits package that is competitive. As an administrative remedy, DSH




uses the Chief Psychiatrist, Correctional and Rehabilitative Services (Safety) position
classification for its Medical Directors which allows candidates to maintain the safety
retirement and competitive salary maintained by their subordinates. This proposal
includes trailer bill to create a new Medical Director position at each hospital and at
Headquarters in Sacramento, as exempt executive (Governor’s appointees), at a salary
level desirable for qualified candidates. It will also provide an opportunity to pursue
Assistant Medical Directors at each of the hospitals in the future. Once the Medical
Director entitlement is established, the Chief Psychiatrist classification currently being
utilized for the Medical Director positions will be available up to be used as the Chief of
Psychiatry. This will solve the pay impaction and supervisory issues currently present in
the Psychiatry Departments. Currently, the Chiefs of Psychiatry are in Senior
Psychiatrist Supervisor classifications providing direct supervision to other Senior
Psychiatrist Supervisors who serve as the first-line supervisors to the Staff Psychiatrists.
These adjustments in addition to the fixing of the Medical Services supervisory structure
(described in the Medical Care Treatment section) will provide consistent support and
supervision for the medical staff.

A total of six positions are needed to address the current supervisory gaps and create a
formal medical executive and supervisory structure for DSH-Sacramento and the five
hospitals. DSH will also pursue safety retirement for these positions to eliminate
disparity in retirement benefits as a recruitment barrier.

Figure 3f, following the Justification narrative, displays the breakdown of the Clinical
Executive positions included within this proposal.

Administrative Positions:

The implementation of this proposal requires personnel resources to perform work
related to personnel management for the positions within this proposal including
classification and pay, recruitment, selection, retention, training, benefits, position
control and organizational development. This proposal establishes an additional
associate personnel analyst (APA) at the five hospitals and DSH-Sacramento for
implementation efforts and to provide ongoing support as it relates to personnel
management. The increase of staff within this proposal, as well as the complexities
associated with filling these classifications, creates a need for an adjustment of
personnel staff.

Figure 3g, following the Justification narrative, displays the administrative position need
included within this proposal.

D8: Recommendations and Findings

The DSH initiated the Clinical Staffing Study to assess staffing practices and
methodologies for DSH’s staffing to continue to be adequate and appropriate for
providing inpatient psychiatric and medical treatment. DSH’s population served is




primarily forensic and increasingly more geriatric, with compliance requirements further
impacting the hospital system. These changes to DSH necessitated the review and
analysis of current staffing models to develop staffing standards and caseloads which
provide adequate staffing to the hospitals. Implementing the clinical and medical staffing
standards will ensure state hospitals have the adequate staffing necessary to ensure
caseloads are consistent to the psychiatric and medical treatment provided and the
clinical structure is sufficient to provide the oversight and management over a
psychiatric inpatient hospital system.

Proposed Staff Resources:

The staffing needs are based on staffing generated from the proposed methodologies
referenced above which are then offset by current treatment team and primary care
resources. Figures 1-7 below provide the staffing needs calculated utilizing the above
methodologies, displayed by proposal component and classification.

Staffing needs for each hospital, by position classification, are displayed in Appendix I.
Positions will be phased in across a five-year period. The phase-in plan is displayed in
Appendix J.

Future Issues for Consideration

The following highlights the items which may require future considerations.

1. Continued evaluation of medical staffing: CDCR’s Medical Classification Model
(MCM) considers a combination of factors in determining appropriate levels of staffing
care based on the patient’s acuity, age and unique medical needs. This staffing model
recognizes patient acuity as well as allocates a base caseload ratio for medical care
and then provides an additional staffing complement based on the identified risk level.
Within this proposal DSH is requesting only the base caseload ratio and will continue to
evaluate the need to adjust further based on patient acuity.

2. Continued evaluation of DSH’s Clinical Executive Structure: Within this proposal DSH
is requesting the resources necessary to establish the Medical Director position through
establishment of an exempt entitlement. Each exempt entitlement automatically
includes the subordinate entitlement or “Deputy” position. DSH recognizes that the
appropriate clinical executive structure includes an Assistant Medical Director position
within each hospital. While the resources for the Assistant Medical Director positions
are not included in this proposal, DSH will continue to evaluate the need for this position
in the future.

3. Continued development and enhancements to DSH’s data and metric capabilities:
DSH is continuously making advancements to its medical data systems, working
towards data system compatibility, harmonization of data elements, increased business
intelligence tools and automation of performance metrics. These ongoing efforts will
increase DSH'’s ability to use medical data to classify and conduct further analysis of its




treatment units and assess clinical workload levels relating to the patients treated. As
advancements are made, these may be incorporated to categorization and classification

models.

Figure 3a: Treatment Team Staffing Needs Table

Classification Total Need Current Resources Remaining Need
Psychiatrist’ 286.3 224.7 61.6
Psychologist? 287.3 227.6 59.7
Clinical Social Worker 286.3 259.3 27.0
Rehabilitation Therapist? 287.3 256.3 31.0

Total 1,147.2 967.9 179.3
Figure 3b: Primary Care Staffing Needs Table

Classification Total Need Current Resources Remaining Need
Chief Physician & Surgeon 11.0 5.0 6.0
Physician & Surgeon?® 147.4 121.5 25.9

Total 158.4 126.5 31.9

Figure 3c: Trauma-Informed Care Staffing Needs Table

Classification Total Need Current Resources Remaining Need
Senior Psychologist Supervisor 1.0 0.0 1.0
Senior Psychologist Specialist 5.0 0.0 5.0
Total 6.0 0.0 6.0

Figure 3d: Discharge Strike Team Staffing Needs Tabl

e

Classification Total Need Current Resources Remaining Need
Program Director 1.0 0.0 1.0
Clinical Social Worker 5.0 0.0 5.0
Total 6.0 0.0 6.0

Figure 3e: Clinical Operations Staffing Needs Table (Position Authority-Only)

" Current psychiatrist resources include 15.0 psychiatric nurse practitioners.
2 ETP units are unique in that they have a specific treatment team allocation of one team per unit that
consists of one psychiatrist, two psychologists, one clinical social worker and two rehabilitation therapists.
As such, treatment team staffing for psychologists and rehabilitation therapists are higher by one team
member to account for the ETP unit staffing.
3 Current Physician and Surgeon resources include 26.0 Family Nurse Practitioners.




Classification Total Need Current Resources Remaining Need
Chief Psychologist 1.0 0.0 1.0
Supervising Rehabilitation 1.0 0.0 1.0
Therapist
Physician & Surgeon 1.0 0.0 1.0
Assistant Director of Dietetics 1.0 0.0 1.0
Supervising Registered Nurse 1.0 0.0 1.0
Unit Supervisor 1.0 0.0 1.0
Psychiatrist 1.0 0.0 1.0
Senior Psychiatrist Specialist 2.0 0.0 2.0
Total 9.0 0.0 9.0
Figure 3f: Clinical Executive Leadership Staffing Needs Table
Classification Total Need Current Resources Remaining Need
Medical Director 6.0 0.0 6.0
Assistant Medical Director 1.0 0.0 1.0
Chief of Medicine 5.0 0.0 5.0
Total 12.0 0.0 12.0
Figure 3g: Administrative Personnel Staffing Needs Table
Classification Total Need Current Resources Remaining Need
Associate Personnel Analyst 6.0 0.0 6.0
Total 6.0 0.0 6.0

E. Outcomes and Accountability

The positions requested within this proposal will be phased in across a five-year period,
with initial positions established beginning July 1, 2020. Full implementation of positions
for each function will occur by July 1, 2025.

Through the efforts outlined within this proposal, in combination with the efforts outlined
within the Protective Services BCP, also proposed in this Budget, as well as the Court
Evaluations and Reports (Forensic Services) and Direct Care Nursing proposals
included in the 2019-2020 Budget, DSH anticipates seeing an impactful reduction to
violence rates and length of stay for patient populations following the full implementation
of all four proposals. As implementation efforts are underway, DSH will monitor the
serious violent incident data and length of stay metrics to establish a baseline and will
continue to track and evaluate these measures throughout implementation. It is
reasonable to assume that the full impact of these proposals will not be able to be
evaluated until all resources outlined within the proposal are deployed and fully
implemented.

Data elements that will be evaluated may include total workers compensation claims,
violent incident data, including the average number of incidents per patient and the
average number of incidents by unit, and average length of stay by commitment and




hospital. Specific metrics may change as baselines are developed and evaluated
throughout the implementation process.

Projected Outcomes

Workload BY BY+1 BY+2 BY+3 BY+4
Measure
Implement | Begin Continue Continue Continue Continue
treatment implementing tracking tracking tracking the tracking the
team treatment team | implementation | implementation | implementation | implementation
staffing staffing ratios. and recruitment | and recruitment | and recruitment | and recruitment
ratios Establish year 1 | efforts for filling | efforts for filling | efforts for filling | efforts for filling
systemwide. | phase-in positions. positions. positions. positions.
positions. Establish year 2 | Establish year 3 | Establish year 4 | Establish year 5
phase-in phase-in phase-in phase-in
positions. positions. positions. positions.
Establish Assess the Continue Continue
baseline impact to evaluating the evaluating the
metrics to identified impact to impact to
evaluate metrics and outcomes. outcomes.
outcomes. continue
tracking and
evaluating the
impact to
outcomes.
Implement Begin Continue Assess the Continue Continue
primary implementing tracking the impact to evaluating the evaluating the
care staffing | primary care implementation | identified impact to impact to
ratios staffing ratios. and recruitment | metrics. outcomes outcomes
systemwide. | Establish year 1 | efforts for filling following the following the
phase-in positions. implementation | implementation
positions. Establish year 2 of primary care | of primary care
phase-in ratios. ratios.
positions.
Establish
baseline
metrics to
evaluate
outcomes.
Implement Establish Continue Continue Continue Continue
Trauma- Trauma- integrating integrating integrating integrating
Informed Informed Care | Trauma- Trauma- Trauma- Trauma-
Care positions and Informed Care | Informed Care | Informed Care | Informed Care
resources begin into DSH’s into DSH’s into DSH’s into DSH’s
and integrating it culture. culture. Assess | culture. Assess | culture. Assess
integrate into DSH’s Establish the impact to the impact to the impact to
trauma- culture through | baseline identified identified identified
informed metrics to metrics. metrics. metrics.




Workload BY BY+1 BY+2 BY+3 BY+4

Measure
care into the training of evaluate
DSH’s staff. outcomes.
culture.
Implement Begin Develop a Implementation | Report on Report on
the implementing system-wide of discharge progress of progress of
Discharge the Discharge discharge program discharge discharge
Strike Strike Team program and program. program.
Team. implementation

plan.
F. Analysis of All Feasible Alternatives

Pros:

Cons:

1. Requires an increase in General Fund expenditures.

1. Establishes data-informed and methodology-driven staffing standards for
interdisciplinary treatment team and primary care.
2. Creates a staffing methodology to adjust staff and workload as the patient population
fluctuates in the future.
3. Achieves a critical step in meeting the needs of patients and staff by enhancing
safety and providing a higher level of service within the therapeutic and supportive
environment.
4. Improves patient outcomes such as reduced violence and shorter lengths of stay.

Alternative 1: Approve the proposed staffing methodologies, positions and funding

within the DSH Treatment Team and Primary Care proposal. This proposal includes the
following components:
1. Standardize interdisciplinary treatment team and primary care ratios.
2. Standardize supervisory ratios for primary care.
3. Build out and integrate trauma-informed care into DSH’s culture.
4. Establish a Discharge Strike Team which will develop best practices in discharge
planning and to create a comprehensive discharge planning program.
5. Resources for personnel to implement the proposal, ensure hiring and recruitment for
these hard to fill classifications.
6. Formalize resources (position-only) for COAC.
7. An executive leadership structure to better support and supervise clinicians.

This alternative establishes a standardized approach to interdisciplinary treatment team
and primary care staffing and allocates necessary resources to provide comprehensive
inpatient psychiatric treatment to a patient population with high, complex needs. The
additional position authority requested in this proposal will be phased-in across a five-
year period.




2. Commitment of permanent staffing resources
Alternative 2: Partially approve the DSH Treatment Team and Primary Care proposal.

Pros:
1. Reduces the impact to the General Fund.

Cons:

1. Would not provide sufficient resources to implement all staffing standards as is
outlined in the request.

2. Requires an increase in General Fund expenditures.

Alternative 3: Maintain the status quo; do not approve new positions or additional
funding. This alternative does not allow for enhancements for DSH’s interdisciplinary
treatment team and primary care, which would allow for improved patient outcomes
such as reduced violence and shorter length of stay. This alternative does not provide
any additional resources for trauma-informed care or discharge planning. This
alternative also does not address the psychiatric and medical executive leadership
structures.

Pros:
1. Would not require a General Fund Augmentation.
2. Would not require the need to commit permanent staffing resources.

Cons:

1. The lack of methodology-driven staffing standards could create deficiencies within the
interdisciplinary treatment team and primary care resources, resulting in impacts to
patient treatment.

2. Does not create a standardized staffing methodology that allows DSH to adjust
staffing needs as DSH’s patient population fluctuates.

3. Does not standardize interdisciplinary treatment team and primary care ratios.

4. Does not standardize supervisory ratios for primary care.

5. Does not allocate trauma-informed care resources to build out trauma-informed care
within DSH.

6. Does not allocate resources to build out a comprehensive discharge planning
program.

G. Implementation Plan

The requested positions are proposed to be phased in across a five-year period. The
current estimated phase-in plan is displayed in Appendix J. Note that this is an initial
estimate of a phase-in and its primary purpose is for the appropriate budgeting of
resources across fiscal years. Some hospitals may fill these positions more quickly than




the schedule provided, while others may take longer. The actual implementation
schedule will be evaluated each fall and may result in budgeting adjustments.

H. Supplemental Information

This request includes funding for Modular Office Buildings, furnishings and Information
Technology infrastructure expenses to accommodate required office space needs for
the additional clinical positions.

l. Recommendation

Approve all components of the DSH Treatment Team and Primary Care proposal. This
establishes a standardized approach to interdisciplinary treatment team and primary
care staffing and allocates necessary resources to provide comprehensive inpatient
psychiatric treatment to a patient population with high, complex needs. This approach is
data-informed and methodology-driven and achieves a critical step in meeting the
needs of patients and staff by providing a safe, therapeutic and supportive environment.
This approach will result in improved patient outcomes including reduced violence and
shorter lengths of stay.

Appendices:

The following appendices are available from the Department of Finance:
Appendix A — Glossary of Terms

Appendix B — Report on Measures of Patient Outcomes

Appendix C — DSH Population Demographics

Appendix D — Treatment Descriptions

Appendix E — Rehabilitation Therapy Areas of Focus

Appendix F — Treatment Plan and Conference Timeline

Appendix G — Treatment Team Workload Tasks Detail

Appendix H — Treatment Team Staffing Needs by Unit

Appendix | — Staffing Needs by Hospital and Position Classification
Appendix J — Position Phase-In Plan
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