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Mental health: Courts wrestling with competency conundrum
Courts are seeing more defendants with issues; theories for why are both plentiful and complex
By KATHY HEDBERG of the Tribune --Posted: Monday, April 13, 2015 12:00 am 
Asotin County Prosecutor Ben Nichols recalls when claiming a defendant needed a mental health evaluation to determine whether he was competent to stand trial was a crafty legal defense strategy.  It was a tactic to buy time, Nichols said.  But the maneuver started to lose its effectiveness when it began to unnecessarily drag out the process.  "Those sorts of frivolous evaluations have fallen off sharply," Nichols said. "When it got bad and we were seeing incredible delays, it wasn't a good tactic."
Ironically, the number of defendants making their way through the criminal justice system who legitimately need mental health evaluations to determine competency for trial has spiked in recent years, both in Washington and Idaho.
Nichols said there are two main reasons for that.  "We are seeing an increase as we are seeing more people who have been using a significant number of drugs for a longer period of time. Long-term drug abuse definitely has an impact on mental health. I would say almost without exception" that the defendants who have required competency evaluations also have substance abuse problems.
The other reason for more mental health troubles in the community, Nichols said, "is that there is a deterioration of the support network. Mental health providers are overtaxed in terms of their caseloads and (being) underfunded. So people aren't able to get mental health help through the appropriate channels."
Jim Phillips is a Lewiston psychologist who does most of the mental health competency examinations for defendants in Nez Perce, Latah, Clearwater, Lewis and Idaho counties and some in northern Idaho.  When he began conducting competency evaluations in the mid-1990s he was doing about two a year.  "For, I don't know how many years now, I've been doing 35 to 40 a year," Phillips said.
The reasons for the increase are complex.   "Well, obviously there are more people having problems than before," Phillips said. "And I think it's a mixture (of reasons). Some are involved in treatment and some aren't involved in treatment; or they've never been identified (as suffering from mental illness) or just never stayed in treatment. But part of it is just due to the lack of coordinated treatment services that are available."   Competency is a gauge to determine whether a defendant understands the charges against him or her, whether the defendant grasps how the legal system works, including who the judge, prosecutor and defense attorney are and if the person can cooperate with his or her attorney to assist in the defense.   Any of the principals involved in a case can request a mental health evaluation.   Phillips said it's most often the defense attorney who raises the issue but there are good reasons a prosecutor might also call for an evaluation.   "Oftentimes in high-profile cases where there is an issue of mental health, or whether or not the person understands, I will bring a motion simply to close that door," Nichols said.   "It would be terrible to go all the way through a trial and process where somebody says, 'You realize the guy's incompetent.' And now everything's out the window and you've got to go back and do it all over again. So sometimes we do an evaluation if nothing more than to close that door, provided there's evidence there are mental issues."   Phillips estimated that about 80 percent of the defendants he looks at are not competent to stand trial at that time in the state of Idaho. When the determination is made the person most often will be sent to State Hospital North in Orofino or another mental health hospital that has a competency restoration program.   "Sometimes they have to be taught about the legal system so they understand it," Phillips said. "Sometimes it's just adjusting their medications. Some people go in and in a few weeks get back started on their medications and they become competent.   "And some stay all their life in the state hospital because they're never competent."
In Washington the process is similar. Defendants usually are sent to Eastern State Hospital at Medical Lake where they undergo competency rehabilitation or are determined to have a mental illness that requires ongoing medical treatment.
In Idaho there's another alternative.    Nez Perce, Latah and Clearwater counties have mental health courts where a person who has been charged with a crime is deemed capable of participating in mental health court. People in Idaho and Lewis counties also can take part in one of the region's mental health courts, which are mostly funded by the Idaho Supreme Court.   
Second District Judge John Stegner of Moscow said if a defendant who has been diagnosed with a mental illness commits a misdemeanor or felony they could qualify for mental health court.   "They have to go to treatment, both group and individually; they have to be employed or be doing a job search or community service, or we would let somebody forego work if they were in school or if there's some combination of work and school," Stegner said.   "So what we're trying to do is get them to be productive members of society. Some of them are on Social Security disability so we wouldn't require them to work full time, but we might try to get them a part-time job. We don't like to have idle hands."   A team of people, including health professionals, social workers and legal officials meet once a week to discuss how the candidates are performing.   Stegner said if the supervisory team determines the person is stable that may help the person avoid going to prison.    "But if they're not stable they probably aren't going to avoid the penitentiary," he said.
"Protection of society is always an important consideration about whether somebody gets into mental health court or not. And we're trying to determine if their mental illness is what's driving their criminality or vice versa. If their mental illness is just a tangent of their criminality they're probably not going to be appropriate for mental health court."    Stegner said he has had people ask if their son or daughter could get into mental health court, but unless a person has committed a crime it's not available.   For those who do get in, there are success stories.    Stegner remembers a man in his court years ago who had been diagnosed with a mental illness and sentenced to a retained jurisdiction program. After a while, prison supervisors recommended that the man be sent to prison.
"The underlying basis was that the people who had been dealing with him were frightened," Stegner said.   The judge agreed with the recommendation and sent the man to prison, where he completed a five-year term.   "So fast forward 10 years and he's back in front of me - still mentally ill," Stegner said. "We screen him for mental health court - it wasn't available the first time - and while there was some reluctance to admit him, I thought he was an appropriate candidate.    "He has now graduated from mental health court and is doing well. So that's the kind of difference we see when we have mental health court available where we didn't have it before.    It's not a silver bullet, Stegner said, but it's a better alternative than sending somebody to prison for five years on a cost-benefit basis.
"If we can keep them from going to the penitentiary when their real underlying problem is mental illness, I think we've made a huge inroad."
---
Hedberg may be contacted at kathyhedberg@gmail.com or (208) 983-2326.
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Mental health services in crisis: Idaho's failing focus
Some say the state has lost its way when it comes to mental health care
 By KAITLIN MORONEY of the Tribune -- Sunday, April 5, 2015 12:00 am 

For a handful of years Idaho got mental health care right.
Dean Gimmestad, retired program manager of community mental health for the Department of Health and Welfare's Orofino office, holds this belief of a time he remembers well. He was the first person hired when the region received a federal grant to establish a community mental health center back in 1970 and said, for awhile, the care they provided was exceptional.
"(Then Idaho) stopped supporting it after the federal money dried up after eight years," Gimmestad said.
The grant came during the era of "deinstitutionalization" and the push to move America's mentally ill population from state hospitals and treat them in a community setting, which all began in 1963 when Congress passed the Community Mental Health Act under the administration of President John F. Kennedy. That law, coupled with the development of the first anti-psychotic drugs and the establishment of Medicaid, led to the decline of state mental hospital populations across the country.
"If you could draw a curve starting in 1970 ... the curve would go (straight up) right to the top - to 44 staff in maybe two years, we developed it," Gimmestad said. "And the curve from there to today would just be an absolute straight downhill."
The state still has community mental health care, he said, but it's not a shade of what it used to be.
"The community mental health center grants were a real boon to this area," Gimmestad said. "That was unbelievable."
The federal grants allowed the state to establish clinics in Orofino, Grangeville, Lewiston, Moscow and other communities throughout the state.
"The purpose basically of the clinics was to establish a fully well-rounded community mental health program," he said. "(At Orofino) we had psychologists, social workers, occupational therapists, two half-time psychiatrists. We had a really comprehensive mental health program."
The difficulty came when the federal government didn't provide long-term funding for the project and left states to pick up the tab. That became problematic for states like Idaho that rank low when it comes to mental health care spending and found their price tag for the community mental health centers growing as federal funding decreased.
Gimmestad said the federal program invested money in statewide community health centers for a period of seven to eight years. Each year, the federal funding dropped by 10 percent, which the state was then supposed to make up.
"It worked pretty good until about 1980 ... then they said, 'Nah, that's too much money ... we've got to cut,' " said Gimmestad, who retired in 2000. "So they started cutting."
The Department of Health and Welfare's records for behavioral health expenditures before 2000 were unavailable in a readily accessible form. Public Records Coordinator Jan Hanke indicated the data only goes back to the mid-'70s and would require 20 staff hours to retrieve yearly figures for the Tribune.
So while hard data may not be available to show definitive cuts in behavioral health spending, Gimmestad and others noticed a difference in how they were able to deliver care to patients.

SHIFT TO CRISIS CARE
Dr. William Cone, a psychiatrist at the University of Idaho who worked as one of the Region 2 (Latah, Nez Perce, Lewis, Idaho and Clearwater counties) psychiatrists during the 1980s and '90s, said he too saw a large shift during his time working for the state.
Idaho began cutting and state hospitals stopped accepting voluntary patients, and the treatment became increasingly crisis-focused. He said that's probably a more costly route than focusing resources on ongoing patient care.
"It's kind of turned around to where we're paying a lot of money for emergency crisis care and that's kind of a tough place to be," Cone said.
In 1954, Idaho State Hospital North in Orofino had 475 in-residence patients. By 1970, that number dropped to 179 and currently the hospital has 55 beds available.
Similarly, state expenditures for State Hospital North totalled $1.66 million in 1960. When adjusted for inflation, that would amount to about $13 million today, which is more than the $8.3 million the state appropriated for 2015.
Todd Hurt, administrative director at State Hospital North, took over his current role about eight months ago and described the facility as a safety net for those with mental illness.
Admission requires commitment through the court system, under either civil or criminal code, which means almost all of their patients are there involuntarily.
And contrary to what may be believed, a stay at the state hospital isn't totally free. Hurt said Idaho code requires the facility to identify a payment source for every patient.
But he also said he feels the hospital is a gem in the state and the region.
"Where we're at, for the 55 beds we have, I think we're doing a phenomenal job," Hurt said. "The service delivery that we are currently providing is top notch, it really is for what we have and what we're funded."
Cone, too, said there is good care available despite the bleak overall picture.
"It's not all bad," Cone said. "There are places, agencies and communities where it's being dealt with probably better than others. But in the biggest picture, it's that shift from having those people in an environment where they are being cared for to now more street people that are mentally ill and in the jails and prisons."

INCARCERATING THE MENTALLY ILL
According to a 2010 survey conducted by the Treatment Advocacy Center - a national nonprofit that works to eliminate barriers to the treatment of severe mental illness - and the National Sheriffs' Association, a mentally ill person in Idaho has a 4.6 to 1 chance they will be incarcerated in prison or jail rather than treated in a mental hospital.
But that doesn't mean the mentally ill don't get treatment in prison. Ashley Dowell, deputy chief of prisons and licensed clinical professional counselor with the Idaho Department of Correction, said they have an excellent, structured system for offenders who are identified as dealing with a mental illness.
"All of our offenders, when they come in, are screened for mental health immediately upon arrival," Dowell said.
Offenders have a range of treatment options available to them, including medication, individual therapy and group therapy. And their behavioral health problems are taken into consideration during their incarceration.
"If you are an offender and you have a mental health need and have some sort of disciplinary offense you commit, a mental health clinician is going to review the offense and see if there are other extenuating circumstances," Dowell said.
Circumstances can be a change in medication or stressful situation. That assessment is then handed off to the hearing officer who will take it into consideration.  "Some of those things are in place to make sure we look at the whole picture ... we make sure we are sensitive to the special needs of our offenders," Dowell said.
The Federal Bureau of Justice Statistics reported 802 prisoners under the jurisdiction of Idaho state correctional authorities in 1978, which is as far back as its online records go. In 2013, that number had increased more than 900 percent to 8,242.
At the same time, the population of the state has only increased by about 60 percent.
And while inmates do receive treatment, prison isn't a naturally therapeutic place, Dowell said.
"There are a lot of things that can be scary in a prison," she said. "There are other people that could potentially take advantage of someone with a mental health concern and so I think there is a certain uniqueness for these folks."
Dowell said the department uses caution with prisoners in a vulnerable mental state and they have a caring staff who desire to provide quality mental health treatment to offenders.
"It can be a struggle to overcome the environment and to help people feel safe and feel like they are in a place where they are able to work through some of those mental health issues in a setting that can be very difficult or stressful for folks," Dowell said.
More than 2,000 prisoners were reported to have a mental illness in 2012, according to the Idaho Department of Correction. Of those, nearly 300 inmates required intermediate or acute mental health care.

CONTINUED CUTS
In 2010, the Department of Health and Welfare closed its Orofino office along with eight others statewide, shifting the caseloads to other area cities. That same year, the department laid off 129 employees.
"It's really, really demoralizing to know," Gimmestad said of the current dearth of community mental health services in the area.
And those funding cuts are the result of a lack of commitment on the part of the Legislature, he said. In 2010, Idaho ranked dead last in per capita spending on mental health in the nation, a rank that has only fluctuated by a place or two over the years.
"The state's not committed to mental health. It's just not committed," Gimmestad said.
From 2008 to 2015, Idaho's fiscal year general fund appropriations for behavioral health dropped by $10 million, or 17 percent, according to the Department of Health and Welfare's annual publication.
Gimmestad described effective mental health treatment as a snowplow - clearing the path of stressors for the patient.
"You want to do anything you can to assist that person in getting the stress that's in front of them out of the way," he said. "Stress is the killer for a person that's brittle."  And that assistance comes mainly in the form of support, Gimmestad said - emotional support, mental support, medical support or physical support.
"You just provide any kind of support they need to get through the crisis," Gimmestad said.
Increasingly the state of Idaho has focused less and less on the ongoing support for patients.
"We don't have a focus now, I know that for a fact," Gimmestad said.
If there is a focus in Idaho, it has shifted to crisis care. In 2006, 33 percent of adults receiving mental health services from the Department of Health and Welfare received crisis care. As of 2014, that number has more than doubled - 73 percent received crisis care and 27 percent received ongoing care.
"I've talked to people who are going to retire (soon) and they just can't wait because they see what's happened in the last 10 years ... they know what it was like when it was good," Gimmestad said.

NOTHING NEW
The 2010 report from Treatment Advocacy Center - and others on this issue - point out the current statistics are only rivaled by the state of jails in the mid-1800s, before most mental institutions were built. At the time, there was only one psychiatric bed per 5,000 people, a number that decreased to one bed per 300 in 1955 thanks largely to advocacy efforts on behalf of the mentally ill who were primarily housed in jails and prisons.
"In less than 200 years, we have taken mentally ill individuals who were in jails and prisons; transferred them to mental hospitals; then we closed down the mental hospitals, thereby forcing the mentally ill individuals back to jails and prisons," according to the Treatment Advocacy Center report.
As of 2012, only one public psychiatric bed per 7,000 people exists on a national level and one per 10,000 in the state of Idaho.
"I think the numbers and information about our state hospital beds - how many we have versus prison beds - has been well documented. I think it's a tough issue," said Dowell, who didn't comment further.
Ultimately, Gimmestad said, it comes down to money. Funding is the backbone of mental health programs - but that's not all it takes.
"You have to have a will, too. You'll find the money if there's a will," Gimmestad said. "And the state of Idaho doesn't have a will. It doesn't have a vision."

Times of change at State Hospital North
Whether it's the '50s or 2015, administrators at the Orofino facility aim to improve mental health care for patients
Posted: Sunday, April 5, 2015 12:00 am--By Kaitlin Moroney of the Tribune  

Certain aspects of mental health care at a state hospital - like evaluating patients for discharge, establishing follow-up care and providing recreational therapies - might seem like a no-brainer. But in 1956, those were all part of an era of innovations at State Hospital North aimed at improving patient care.
Myrick Pullen was the superintendent for State Hospital North from 1956-67 and did all of those things along with a few others to try to make the mental health hospital the best it could be. There were 435 patients at the hospital when he arrived. That number had dropped to around 237 by the time he left, in part because of the nationwide push toward deinstitutionalization, but also because of his policy changes.
"Most of the patients were pretty much chronic patients who needed care and attention," Pullen said.
Administrative Director Todd Hurt has been with State Hospital North for eight months and is working toward the same goal of improving patients' lives and care at what is now a 55-bed facility.
"We don't want to come and have these big, broad-sweeping changes that rock the world but we're really enhancing what I think is happening here," Hurt said.
Dr. Thadeus Koontz, medical director for the hospital, was hired around the same time as Hurt and described several ways they are working to move the hospital forward.
Koontz is developing an intensive inpatient trauma-focused therapy, which is a protocol developed by Veterans Affairs to help patients with post-traumatic stress disorder. He said when he worked in the outpatient world, his patients often felt they didn't get particularly active therapy at mental hospitals, which is a gap he wants to remedy.
"So this is an important part of my vision for what I would like to develop and implement here," Koontz said.

TREATMENT
In 1955, the first anti-psychotic drug Thorazine was the cutting edge of treatment. It was the first drug of its kind and Pullen said that medication - used to manage disorders such as schizophrenia - was the backbone of treatment during his time there.
He said they used electric shock treatment for patients with depression, but only rarely.
"If you had a patient who is in a deep, dark depression, that was an indication for an electric shock treatment," Pullen said. "It just lifts them right out of that depression."
He said in places like California, hospitals were abusing it - using it too often and improperly.
"It was terrible," he said, adding such abuses led to misunderstandings that still surround the therapy today.
The American Psychiatric Association, the American Medical Association and the National Institute of Mental Health all recognize the treatment - now called electroconvulsive therapy - as being an effective way to treat severe mental illnesses, although the association notes it should typically be used when other methods of treatment don't work.
Koontz said the hospital doesn't use electroconvulsive therapy and primarily focuses on medications to help patients manage their mental health.
There is one aspect of treatment he said that is under-appreciated at the hospital, though.
"For a lot of people just being in a safe place with meals and other people to interact with is very therapeutic," Koontz said. ''When you talk to other people about your problems you think, 'Oh, I'm not the only one with this,' or 'I'm not so bad.' "

PATIENT LIFE
One of the primary focuses of Hurt and Koontz is to develop a more holistic picture of patient health.
"Continuing to marry the mental health and the physical health," Hurt said.
The hospital has a wide variety of activities available for the patients, including a morning routine called "Rise-N-Shine," which Koontz described as an important part of the day for many people.
"They'll interact with staff, do their hair, do their makeup, get their nails done and feel like real people, not just patients," he said. "They get up and think about looking good and being clean and proud of who they are."
Available activities include supervised walks, yoga classes, music therapy and a gym for workouts.
Hurt said they recently upgraded their exercise equipment and as many as 25 patients will come out in the evenings to exercise, oftentimes with staff right alongside them.
"You cannot minimize the normalcy and the health benefits and the emotional benefits of just exercising," Hurt said. "Just to see that we are able to get that many folks out and motivated and interested in their own health is just amazing."

DISCHARGE AND FOLLOW-UP
State mental hospitals were once utilized as long-term care facilities rather than a short-term treatment option.
"Back in those days they just got the patients in and that was it," Pullen said.
Aiming to change that, Pullen hired a second psychiatrist and the two of them evaluated every patient in the hospital and decided whether they should be discharged.
He also instituted follow-up care.
"(At that time) there was no follow-up - if you discharged a patient, that was it," Pullen said.
He brought in public health nurses from around the region to meet with the patients from their communities.
"So when the patient was discharged, the public health nurse knew the patient, had seen the patient in the hospital and knew what the program for the patient was," Pullen said.
In 1963, 80 percent of patients were discharged "within a year," according to the patient handbook from the time. Today, the median length of stay at the facility is 44 days.
"I think there's a perception from the community that we are more of a long-term where we can keep them and treat them for a much longer term," Hurt said. "That isn't necessarily the goal at all. The goal really is to treat and transition back."
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Todd Hurt, administrative director at State Hospital North, provides a safe place for the mentaly ill to stay nestled up to the hill in Orofino.

Idaho: A primer on involuntary commitment
Posted: Sunday, April 5, 2015 12:00 am | Updated: 7:35 am, Sun Apr 5, 2015.
The only way to be admitted to one of Idaho's two state mental hospitals is by court order.
Orofino's State Hospital North Administrative Director Todd Hurt and Medical Director Dr. Thadeus Koontz explained the involuntary commitment process step-by-step and clarified some of the nuances of the laws.

Commitment under criminal code:
If a person with mental illness is charged with a crime and the judge determines the suspect cannot understand the charges against him or can't aid in his own defense because of mental illness, the judge will stay the hearing and commit him under Idaho Code 18-212.
"It's our job to then treat them, restore them to a competency, medicate them or get them to the point they can stand trial and then we give them back to the legal system," Hurt said.

Commitment under civil code:
A person must meet three criteria before being placed in protective custody and the involuntary commitment process is initiated. First, he must be mentally ill. Second, he is likely to injure himself or others or is gravely disabled becuse of mental illness. And third, he lacks the capacity to make informed decisions about treatment.
"Gravely disabled means you can't meet your needs - can't find your house, can't eat food," Koontz said.
Koontz pointed out what he believes to be a lesser-known aspect of the civil commitment law. A person also can be committed if he is likely to meet the criteria in the near future, based on history and knowledge of the patient.
Specifically, the law states a person can be held or committed in accordance with the law if he is "lacking insight into his need for treatment and is unable or unwilling to comply with treatment and, based on his psychiatric history, clinical observation or other clinical evidence, if he does not receive and comply with treatment, there is a substantial risk he will continue to physically, emotionally or mentally deteriorate to the point that the person will, in the reasonably near future, be in danger of serious physical harm due to the person's inability to provide for any of his own basic personal needs such as nourishment, essential clothing, medical care, shelter or safety."
The process:
1. If a law enforcement officer or emergency room practitioner surmises a person meets the above three criteria, they place the individual on a 24-hour protective custody hold at a local hospital.
2. An affidavit is filed citing the need for the person to be involuntarily committed based on the above criteria. The process can also begin with someone close to the mentally ill individual filing an application with the judge.
3. The judge files an order that requests a dedicated examiner evaluate the individual.
4. If the dedicated examiner determines the person still meets the above criteria, they give a positive. A negative means the person doesn't need to be committed and is free to go.
5. If positive: 48 hours passes and a second senior dedicated examiner - usually a medical doctor or someone with an appropriate doctoral degree - does an evaluation and rules in favor or against commitment.
6. If positive: The judge schedules a hearing.
7. A civil court proceeding takes place, with the dedicated examiner, a public defender representing the patient, the prosecutor and a judge. All evidence is heard and a decision to commit or not is made. By this point in the process, most people are committed.
8. The patient returns to a local hospital and 24 hours later he is committed to the custody of the Department of Health and Welfare.
9. Admission packets are sent to state hospitals north and south for staff to review.
10. If the admission team accepts the patient, he is scheduled for admission within one to two weeks.
11. The sheriff from the local jurisdiction transports the patient, who becomes the responsibility of the state hospital until his release.

__________________________________________________________
Lewiston Tribune Behavioral Health Series—March 29 & 30, 2015
Barriers to breakthrough: Regional mental health resources lacking—LMT—March 29, 2015
[image: Barriers to breakthrough]
Tribune/Steve Hanks
Jane Pritchett of Moscow was diagnosed with bipolar disorder in the 1980s. She later became president of Latah Alliance on Mental Illness.
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Additional stories from the Tribune's series on mental health can be found at lmtribune/mental_health
Posted: Sunday, March 29, 2015 12:00 am | Updated: 10:44 am, Mon Mar 30, 2015.
By CHELSEA EMBREE of the Tribune | 0 comments
Looking back almost 30 years, Jane Pritchett remembers that she "just felt awful" and didn't know why.
She started asking around about services that could help with her mental state, but found few. Moscow - where Pritchett has lived since the early 1980s - had only one or two psychiatrists available at the time.
Fast forward to today and the situation has hardly changed, with four psychiatrists available between Latah, Nez Perce, Lewis, Clearwater and Idaho counties.
Pritchett's mental illness was manifesting itself in the mid-'80s, but she "just went without services for a long time," she said. She would often rely on a friend for support.
"I would call her and say, 'Can you come over here and help me pick out something to wear to work today?' " Pritchett said.
Pritchett was diagnosed with bipolar disorder in 1987. Since then, she's retired and become president of the Latah Alliance on Mental Illness, an education and advocacy group. She's seen growth in services available to those struggling with mental illness, but she and service providers agree more is needed.

A LIFE IN CRISIS
Suicide remains one of the top 10 leading causes of death in Idaho and Washington, and about 90 percent of all suicides are committed by those struggling with mental illness, according to the National Alliance on Mental Illness. Crisis services provided by police and mental health professionals are the primary means for intervention at life's most critical moments.
For those who struggle with a mental illness, the alliance defines a crisis as suicidal thoughts or behaviors. A crisis needs immediate attention when a person has made a plan to kill themselves or has an idea of how, when and where they would do it.
Sometimes those thoughts manifest themselves into actions, as they did for Pritchett.
"I found myself walking out of one of the Moscow pawn shops after looking at guns," Pritchett said. "When I was walking out, I went, 'Jane, you must really be sick, because you're looking at a gun to kill yourself. What's going on?' "
Soon after, Pritchett scheduled an appointment with a psychiatrist. But the incident had occurred toward the end of the week, and she had to wait through the weekend before seeing a doctor.
"It seemed like forever," she said.
Crises can be caused by a variety of circumstances that often compound, according to medical professionals.
"A lot of what we see is loss of a loved one, loss of a job, loss of something big in their life, or major changes, substance use, medical illnesses," said Fayth Dickenson, clinical care manager at St. Joseph Regional Medical Center in Lewiston.

MAKING THE CALL
Immediate treatment for mental health crises is available via medical professionals or hotlines, a few of which are specific to the region. Only two hospitals in north central Idaho - St. Joseph Regional Medical Center in Lewiston and St. Mary's Hospital in Cottonwood - are able to respond to crisis patients who arrive at the emergency room, stabilize them and admit them for inpatient treatment.
There are no hospitals able to provide that treatment in Asotin, Garfield or Whitman counties in Washington. The state's Department of Social and Health Services oversees Regional Support Networks that provide mental health services, with Greater Columbia Behavioral Health serving the three southeastern counties. The nearest hospitals available through that network for the region are in Yakima and Spokane.
Hotline options are available 24 hours a day with Idaho's Department of Health and Welfare, which offers phone lines based out of Lewiston, Moscow and Grangeville. In Washington, the Greater Columbia Behavioral Health network provides one 24-hour hotline for Asotin and Garfield counties and one for Whitman County. Quality Behavioral Health in Clarkston and Pomeroy also responds for crisis calls 24 hours a day.
Washington has a statewide crisis phone line available for residents. The Recovery Help Line - an organization based in Seattle and staffed entirely by Washington residents - responds to mental health, substance abuse and problem gambling calls. Idaho's Suicide Prevention Hotline, a branch of the National Suicide Prevention Lifeline, operates out of Boise. It is staffed by Idahoans unless there's a high call volume, in which case calls roll to a center that's a member of the national network.
A caller is in imminent danger when they can't agree not to harm themselves or have already started harming themselves, said John Reusser, director of the Idaho Suicide Prevention Hotline. In those cases, responders dispatch local police.

NOT MAKING THE CALL
Thoughts of suicide are a dire circumstance, but the people who have them may not always seek help.
"I didn't think I wanted to go to anyone because I was worthless and I just wanted to die," Pritchett said.
Allen Ernster, a physician and acting psychiatrist at Clarkston's Quality Behavioral Health, said he hears about patients' shame often.
"They literally feel like, 'I don't feel good. I don't want to see the doctor. I don't want to bother him,' " Ernster said.
Krista Kramer, an independent living specialist at Moscow's Disability Action Center, said mental health conditions themselves sometimes "leave people unable to evaluate their own behavior."
An additional concern for people who have a criminal history is the possible involvement of law enforcement, should a person choose to report their mental health crisis.
"Crisis responders do take police, usually, if it's something of the unknown - their safety's first as well - so they may know police are coming. They may be fearful that they may be re-detained back to a hospital," said Danika Gwinn, mental health program supervisor at Clarkston's Quality Behavioral Health.
Kramer also noted society's "pick yourself up by your bootstraps" attitude.
"The process of accepting that you need help and then the decision to go and get that help has so many barriers," she said.

GETTING MEDICAL ATTENTION
If a person overcomes the barriers to reporting their crisis and is determined to be a danger to themselves or others, their next destination is the emergency room. Upon arrival to the emergency room at St. Joseph Regional Medical Center, Dickenson said, a social worker or psychiatric nurse practitioner will evaluate the individual.
"If it was determined that they had a psychiatric illness, they might be admitted to the hospital," said Arnold Kadrmas, a retired physician and the former medical director at the Lewiston hospital's mental health unit. "If they had a psychiatric illness but weren't a danger to themselves or someone else, there might be some alternative to which they were directed - an outpatient alternative. If they were found to not really be mentally ill, they would be basically discharged, and if they had committed a crime, they would be in police hands at that point."
Kadrmas added that it "doesn't happen often" that a person is determined to be in stable mental health.
Those who are admitted for acute inpatient services usually stay for five to seven days, Dickenson said. If a patient needs additional treatment and is unwilling to receive it, the Idaho Department of Health and Welfare steps in and begins the process of determining if they need to be held involuntarily at State Hospital North in Orofino.

PINING FOR RESOURCES
The region is "extremely" strapped for mental health resources, Dickenson said. One of the biggest strains is the lack of psychiatrists, the doctors who specialize in mental disorders and are able to provide the full spectrum of treatment, including diagnoses, prescriptions, counseling and therapy.
No other mental health professional can provide all of these services. Some types of nurse practitioners and physician's assistants are able to diagnose disorders and/or prescribe medication.
The recommended ratio of psychiatrists to the population is one to 17,000, Kadrmas said. Four psychiatrists serve a population of more than 105,500 in Latah, Nez Perce, Lewis, Clearwater and Idaho counties. That pushes the ratio to one psychiatrist for about 26,000 people in north central Idaho.
Of the five counties the four psychiatrists serve, Nez Perce County gets the most coverage, with 1.06 full-time employee equivalents providing 42.4 hours of service weekly. In Latah County, 0.8 full-time employee equivalents provide 32 hours of service. Idaho County gets nine hours of service and Clearwater County gets 6.8 hours. There is no coverage in Lewis County, according to the Idaho Department of Health and Welfare's data snapshot for September 2013 to April 2014.
Medical professionals try to make do with the resources they have to respond to mental illness and mental health crises, but "mental health is underfunded, globally," said Christina Metcalf, director of marketing, community and volunteer services for St. Joseph Regional Medical Center.
The hospital treats everyone and bills based on a patient's income and coverage from health insurance, Medicaid or Medicare. The hospital also offers free charity care to those who qualify.
St. Joe's doesn't receive money specifically for mental health services, so funding those services means thinking creatively.
"We try to operate responsibly to budget that as best as we can, knowing that there's a certain percentage that we will not be reimbursed for," Dickenson said. "Everything we do is really intentional and really purposeful so that we're not wasting a fund somewhere that could be put towards patient care."
In regions with few psychiatrists, primary care physicians sometimes take on the role of providing some mental health care.
"Most people in primary care get very uncomfortable if a person needs more than one medicine for their mood disorder and, statistically, two-thirds will need more than one medicine," Ernster said. "So that two-thirds doesn't have anybody except somebody who specializes in mental health to help them."

TRANSITION TO RECOVERY
Before a crisis patient is discharged from the hospital, medical professionals work with them to create a plan for stability that will hopefully prevent future crises. Plans can include meeting with a psychiatrist, medication, counseling, support groups or changes to diet and exercise.
Since Pritchett's diagnosis, she's met with psychiatrists and stuck to her Lithium prescription, which she said began helping her within a week of starting to take the medication.
But when it came to recovery - or getting a meaningful life, as Kadrmas defined it - Pritchett said the only thing that led her to start the process was her spirituality.
"It's a belief in God or a belief in something greater than yourself that helps you with that, because there's nothing else to turn to - at least I felt like there wasn't," Pritchett said.
Part of her recovery also means helping people through the Latah Alliance on Mental Illness because "when you're in that spot, you can't believe there's any cure. You can't believe anybody can help you," she said.
The alliance's three weekly meetings - one for the organization, a family support group and a recovery group - didn't exist when Pritchett first got involved in 2002.
Even with the developments she's seen, Pritchett still wishes there were more resources for and knowledge about mental illness.
"Everybody thinks you can just treat it, and like a cold, it'll end in two weeks," she said. "And it's not that way."
---
Embree may be contacted at cembree@lmtribune.com or (208) 848-2278.
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The Behavioral Health Crisis Center opened Dec. 12 in Idaho Falls. The center provides assistance 24/7 and has helped patients in about 240 crisis episodes, says Crisis Center coordinator Brenda Price.
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For Sen. Dan Schmidt of Moscow, the link between making adequate health insurance coverage available to all and saving lives is clear.
Schmidt, a physician and former Latah County coroner, said the leading cause of suicide is poverty.
North central Idaho has an extraordinarily high rate of suicide, and Schmidt believes the problem is getting worse. And yet community mental health resources - such as psychiatrists and other health care providers - to help people before they get to the point of harming themselves are scarce.
"One of the reasons people don't get (mental health) services is because they can't afford it," said Schmidt, a Democrat. "There would be more providers if people could pay their providers and people could pay if they had insurance.
"To me, that's the first step in all this - getting people covered with insurance." And with reference to the Legislature's refusal to expand Medicaid eligibility through the Affordable Health Care Act, he added: "Medicaid is insurance."
In order to begin addressing the mounting problems of mental health the Idaho Legislature in 2014 passed what is called the Transformation Act. One of the signal ventures of this new law began in December when Idaho opened its first behavioral health crisis center in Idaho Falls.
It is Gov. C.L. (Butch) Otter's goal to eventually establish state-funded crisis centers in each of the state's seven districts.
The bill to fund a second crisis center in northern Idaho has been approved by both the House and the Senate and is awaiting action on the governor's desk, Otter spokesman Mark Warbis said Friday.
Although the crisis center bill has had strong bipartisan support, Sen. Sheryl Nuxoll, R-Cottonwood, who sits on the joint budget committee, voted against funding the crisis centers.
"My opposition to the crisis center was that I think it should have been done privately or by the department of corrections. I thought it should be a free-market decision," Nuxoll said.
She added that she believes the crisis centers are necessary, but does not believe taxpayers should pay for them.
According to Idaho statute, crisis centers are specific in what they can and cannot provide. Patients who enter the centers do so voluntarily - a person cannot be held against his or her will.
The centers provide evaluation, intervention and referral but may not provide services for more than 23 hours and 59 minutes in a single episode.
Although Schmidt voted in favor of the crisis centers, he believes they are inadequate to meet the challenges of mental health and substance abuse in the state.
The number of "mental holds" - meaning when somebody comes into a hospital and appears to be a danger to himself or others - is on the uptick, Schmidt said.
In those instances a medical evaluation staff has 48 hours to examine the person and decide whether the person needs long-term commitment to a hospital - something a judge must decide if the person does not agree willingly.
"The number of mental holds in the last five years has gone up significantly, but the number of commitments has not," Schmidt said. "I understand what's going on it's because we have reduced our community mental health resources."
To approach the problem by building crisis centers, Schmidt said, "that's like when you have bad tires, putting more spare tires in the trunk. Come on, buy new tires. The idea of building new crisis centers when we should be building more mental health centers doesn't make sense."
House Minority Leader John Rusche of Lewiston, who also is a physician, said crisis centers could be likened to putting a finger in the dike - a short-term fix for a larger problem.
"The crisis centers are an attempt to calm the situation down and get (patients) on a path to go forward with more appropriate and longer-term care. Well, what if there's no place for longer-term treatment?" Rusche said.
"I think that the crisis centers are a good idea but the biggest benefits will be to keep them out of jail and the emergency room. So if you haven't committed a crime but you need help, you can get cooled off and go to the crisis center, but what happens afterwards?"

CENTERS ONE STEP TOWARD IMPROVING SYSTEM
Ross Edmunds, behavioral health administrator for the Idaho Department of Health and Welfare at Boise, agrees that crisis centers are not the final answer and there is a need for more community-based mental health care services.
"But I also recognize that the places where we can get something accomplished is the place where you should get something worked on," Edmunds said.
"When I look at the whole model I hear law enforcement very loudly, and I hear (mental health) advocates very loudly telling me: 'You've got to stop putting people with mental illness in jail.'
"In appropriate hospitalizations of people, that's what a crisis center is intended to do," Edmunds said. "We're doing the best we can to propose a solution toward an existing problem, but crisis centers don't solve all the problem. They're just one tool."
Edmunds said retooling the state's mental health services, which includes creating crisis centers and behavioral health advisory boards, are the fruit of more than a decade of looking at ways to improve the system.
The state also has received a four-year $40 million statewide health care innovation plan - or S.H.I.P. grant - to help with long-term planning about how to change the delivery structure of health care in Idaho.
Edmunds said at the present time health care providers are paid on a fee-for-service model.
"What it rewards is volume," he said. "The more people I see and the more often I see them, the more I get a bill for those services.
"We're trying to move toward a value-based system that rewards health and wellness," meaning health care workers get paid for prevention or trying to keep people healthy before they are in crisis.
Part of that strategy involves developing patient-centered medical homes, where all of a person's health care needs are centered around his or her primary physician.
"Part of our plan is to integrate behavioral health care into those patient-centered medical homes," Edmunds said. "A person is not just accessing their primary care doctor to take their temperature and blood pressure, but also go there to talk about their depression and talk about their mental health and they can receive case management to help them deal with those things."

ADVISORY BOARDS REPRESENT COUNTY INTERESTS
Former Idaho County Commissioner Jim Rehder of Cottonwood is the chairman of the Region 2 Behavioral Health Advisory Board that covers Idaho, Lewis, Clearwater, Nez Perce and Latah counties and oversees the reorganization of its 22 members who represent mental health and substance abuse entities.
Although the regional boards, which were created last July, are only beginning to define their goals, Rehder said one of the purposes is to make the community the locus of control.
"Our goal as a board is to help and support those that have these illnesses," Rehder said. "So our effect continually is to find adequate systems and resources to address this societal problem because it affects too much of our socio-economic system."
Besides helping people with mental illness or substance disorders find places for treatment, Rehder said the advisory board also hopes to locate housing, transportation and other support for those who need it, seek grants to improve community services, provide education and crisis intervention training for those who work with clients, and to make improvements in the state's suicide hotline.
"How can we more effectively deal with the population that is in need out there?" Rehder said. "As you know, it is a silent disease unless somebody's in jail.
"I don't think you can find one family that has not seen mental illness or substance abuse affecting their family in some fashion or another - none. What happens is there's a stigma, with mental illness especially. They, a lot of times, get to the point where they're so severe that they won't say anything because it's an embarrassment, the family won't say anything because it's an embarrassment, they let it get to a stage where it is so severe that either you're facing hospitalization, incarceration or death."
---
Hedberg may be contacted at kathyhedberg@gmail.com or (208) 983-2326.
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Suicides by the numbers

Statistics for the eight regional counties show Nez
Perce County saw the most suicides over the five-year
Span from 2009 t0 2013, 51.

comry o 3 s o o B

Clearwater
Idaho
Latah
Lewis

NezPerce

Asotin

Garfield

Whitman

o 3 ¢ »° = B
WASHINGTON 1DAHO





image6.jpeg




image7.jpeg
T..//

AN,

-
R - .
v,




image1.jpeg




image2.jpeg




