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Study Observations
and Conclusions

Executive Summary

Office Of Mental Health
Study Of The Rate Of Inpatient Care Provided To
Children

As it pertains to children, the goal of the Office of Mental Health’s
(OMH) mental health system is to ensure that children and adolescents
with serious emotional disturbances have access to an effective, flexible
array of clinically-appropriate services which yield positive outcomes.
One of OMH’s principles is that children should live with their families
whenever possible to ensure a stable residential environment and consistent
relationships.  According to OMH, inpatient care should be used only as
a last resort and only during periods of most critical need.  In New York
State, inpatient services are provided in four types of settings: 125 general
hospitals with children’s psychiatric units provide acute care with stays
that should be as short as possible lasting from a few days up to 30 days;
11 private psychiatric hospitals provide acute care; 6 children’s psychiatric
centers operated by OMH and 6 children’s units in other OMH psychiatric
centers provide intermediate care for stays between 30 and 180 days; and
19 Residential Treatment Facilities (RTFs) operated by 15 voluntary
agencies provide extended care for stays longer than 180 days.  The RTFs
provide fully-integrated mental health treatment services to seriously
emotionally disturbed children between the ages of 5 and 21.

Our study addressed the following question relating to inpatient psychiatric
care provided to children in New York State for the period January 1,
1991 through December 31, 1995 (the period for which the most current
data was available at the time of our study):

! What is the cost and the trends in usage of inpatient care provided
to children in New York State?

We found that OMH maintains some of the data that would be necessary
to determine costs and trends in usage of inpatient care of children.
However, the data is not comprehensive enough to enable effective
monitoring of these areas.  Nevertheless, our study has made numerous
observations and conclusions, and has raised various questions, that we
believe will assist OMH in monitoring inpatient care provided to children.

OMH does not collect, for analysis, all costs associated with inpatient care
of children in all four settings.  OMH tracks reported costs for care in the
State psychiatric centers and the RTFs.  The cost reports for general
hospitals and private psychiatric hospitals only reflect the costs for total
care; costs for treating children are not separated from adults.  Therefore,



Comments of OMH
Officials

we estimated these costs.  Based on available information, we estimated
the total cost for all four settings to be $275 million in 1995. (See pp. 3-
4)

Similarly, we found that while inpatient census statistics for children are
readily available for the State psychiatric centers and RTFs, they are not
readily available for general hospitals or private psychiatric hospitals.  One
reason is that OMH does not require general hospitals and private
psychiatric hospitals to report data on care provided to children in a
manner consistent with data that OMH requires from State psychiatric
centers and RTFs.  Based on the data we were able to obtain for all types
of settings, we estimate the average daily census was about 1,537 patients
in 1995.  However, we were unable to accurately assess whether the rate
of inpatient care was consistent with the prevalence rate of serious
emotional disturbance in New York.  (See pp. 4-7)

Questions for Further Consideration by OMH:  What is the true cost and
census for inpatient care for children statewide?  Is it feasible and
desirable for OMH to estimate the prevalence rate of children in New
York State with serious emotional disturbance?

Our study made some observations and conclusions about inpatient trends
for children.  Between 1991 and 1995, the overall average daily inpatient
census increased by about 13 percent.  The census increased in the RTFs,
mostly due to the increase in RTF beds.  The census declined in the State
psychiatric centers, due to a decrease in beds and fewer admissions.  This
is consistent with OMH’s policy to move acute care from the State
psychiatric centers to the general hospitals and private psychiatric
hospitals.  Also, the estimated overall census increase for children in the
private psychiatric hospitals is due to an increase in beds and an increase
in Medicaid-eligible children treated.  The general hospitals are treating
more children, but for shorter periods of time.  There appear to be
patterns of increases in the numbers of children treated in a small number
of general hospitals.  (See pp. 8-16)

Questions for Further Consideration by OMH:  Given the increasing level
of Medicaid-funded inpatient treatment being provided in private psychiat-
ric hospitals, is there a need for OMH to improve its capability to monitor
the level of care provided to children by these facilities?  What factors are
causing general hospitals to provide inpatient care to more children, but
to discharge them sooner than in the past?

OMH officials indicate that the report is an accurate picture of the current
operating status of children’s inpatient settings.  They will consider the
“Questions for Further Consideration” as they develop policies and a new
data base.
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Background

Introduction

The mission of the Office of Mental Health (OMH) is to create opportuni-
ties for children and adults who have psychiatric disabilities to safely and
effectively work toward recovery.  In this regard, OMH fosters the
development of an integrated system of effective mental health and related
services to promote the mental health of the citizens of New York State
while emphasizing the recovery of those with significant psychiatric
disabilities.

As it pertains to children, the goal of OMH’s mental health system is to
ensure that children and adolescents with serious emotional disturbances
have access to an effective, flexible array of clinically-appropriate services
which yield positive outcomes.  These include: emergency and crisis
services; family and support services; outpatient services; community
residential services; and inpatient services.  New York’s mental health
system defines children and adolescents as persons under age 18 (for
purposes of our study, we will refer to these persons as children).  One
of OMH’s principles is that children should live with their families
whenever possible to ensure a stable residential environment and consistent
relationships.  According to OMH, inpatient care should be used only as
a last resort and only during periods of most critical need.

Historically, OMH relied heavily on psychiatric inpatient care and
outpatient clinics in treating children.  OMH planning documents state
that, due to the absence of other service options, there had been a strong
tendency to overuse inpatient programs, which are the most restrictive and
costly level of care.  Further, OMH does not have definitive outcome
information which can pinpoint the most effective treatment services for
children.  Research literature indicates that mental health professionals
know little about the impact of hospitalization on children because of
methodological limitations of previous studies.  Additionally, little is
known about the outcomes of children who receive alternative forms of
care.

In New York State, inpatient services are provided in four types of
settings: 125 general hospitals with children’s psychiatric units provide
acute care with stays that should be as short as possible lasting from a few
days up to 30 days; 11 private psychiatric hospitals provide acute care; 6
children’s psychiatric centers operated by OMH and 6 children’s units in
other OMH psychiatric centers provide intermediate care for stays between
30 and 180 days; and 19 Residential Treatment Facilities (RTFs) operated
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Scope, Objectives,
and Methodology of
Study

Response of OMH
Officials to Study

by 15 voluntary agencies provide extended care for stays longer than 180
days.  The RTFs provide fully-integrated mental health treatment services
to seriously emotionally disturbed children between the ages of 5 and 21.

Acute care is provided in small specialized units in general hospital
settings that are close to the child’s family and home community.  Acute
inpatient care is for children who are in acute distress, may present a
danger to self or others, need crisis stabilization, and/or require intensive
short-term treatment and medical intervention.  Acute care involves a
comprehensive evaluation of the child and family’s clinical needs to
develop a comprehensive treatment approach.  The length of stay in
inpatient care should be as short as possible.  Acute care stays typically
range from a few days up to 30 days.  It is OMH’s policy that psychiatric
centers will not provide acute care unless local hospitals do not provide
these services.

We conducted a study of the rate of inpatient psychiatric care provided to
children in New York for the period January 1, 1991 through December
31, 1995.  The objectives of our study were to determine the cost and the
trends in usage of inpatient care provided to children in New York.  To
accomplish our objectives, we interviewed officials and staff of OMH,
reviewed research articles on inpatient care of children, and obtained and
conducted analyses of inpatient utilization statistics.

A draft copy of this study was provided to OMH officials for their review
and comment.  Their comments were considered in preparing this report,
and are included as Appendix B.

Within 90 days after the final release of this report, we request that the
Commissioner of the Office of Mental Health report to the Governor, the
State Comptroller, and leaders of the Legislative and fiscal committees,
advising what actions were taken in response to the study issues,
observations and conclusions.
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Cost of Inpatient
Care

Rate of Inpatient Care Provided to Children

OMH is responsible for ensuring that inpatient psychiatric services for
children are provided in a cost-effective manner.  To help fulfill its
mission, OMH should be able to determine the cost and extent of inpatient
treatment of children, analyze the trends in usage, and determine what
factors cause or contribute to any changes in the rate of inpatient
psychiatric care of children.  To do this, OMH needs comprehensive and
consistent data related to inpatient care provided by the various types of
settings.  This would include census data, as well as related cost
information.  Monitoring inpatient utilization costs and trends is important
because of the high cost and restrictive nature of inpatient psychiatric care
for children.  According to OMH, physicians should only hospitalize
children for psychiatric care when absolutely necessary.

We found that OMH maintains some of the data that would be necessary
to determine costs and trends in usage of inpatient care of children.
However, the data is not comprehensive enough to enable effective
monitoring of these areas.  To accomplish the objectives of our study, we
therefore had to do additional work to gather the necessary data.  In some
cases, the available data we were able to obtain and analyze enabled us to
make only estimates or general observations.  If OMH were to put a
system in place to gather more precise, comprehensive information, more
definitive analyses will be possible.  Nevertheless, our study has made
numerous observations and conclusions, and has raised various questions,
that we believe will assist OMH in monitoring inpatient care provided to
children.

OMH does not collect, for analysis, all costs associated with inpatient care
of children in all four settings.  However, based on available information,
we estimated the cost to be $275 million in 1995, as follows:

OMH tracks reported costs for care in the State psychiatric centers and the
RTFs.  According to cost reports for the year ended March 31, 1995, the
State psychiatric centers had costs of about $95 million and RTFs had
costs of about $49 million.

The cost reports for general hospitals and private psychiatric hospitals only
reflect the costs for total care; costs for treating children are not separated
from adults.  Therefore, we estimated these costs.  For each general
hospital, we divided the number of psychiatric patient days for children
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Inpatient System
Capacity and
Census Statistics

by the total psychiatric patient days to determine the percent of inpatient
care devoted to children.  We then multiplied this percent by the total
psychiatric costs for each hospital, to estimate the inpatient costs for
children.  We then added the estimated cost for each general hospital to
arrive at a total estimated cost of $90 million for inpatient psychiatric care
to children for 1995.

We used a different methodology for the private psychiatric hospitals
because we could not determine the portion of total patient days that were
for children.  Therefore, we obtained the cost of inpatient services for
children billed to the Medicaid program, which totaled about $23 million
for 1995.  OMH also conducts a Patient Characteristics Survey, a
one-week survey conducted every other year of children and adults served
in all programs licensed, funded or operated by OMH.  According to the
1995 survey, about 57 percent of the children in private psychiatric
hospitals during the week surveyed were Medicaid eligible.  By applying
this estimate to the known Medicaid costs, we estimate that the total cost
for all children treated in the private psychiatric hospitals is about $41
million.

Inpatient system capacity is a primary determinant of the amount and types
of inpatient services delivered.  According to OMH records, the number
of beds designated for psychiatric care for children in each of the four
settings is as shown in the following table.

Number of Beds Designated
for Children in 1995

Facility Type Beds

State Psychiatric Centers   498

RTFs  [1]   518

General Hospitals   374

Private Psychiatric Hospitals   196

Total 1,586

[1]  Includes children up to 21 years of age.
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In assessing the number of psychiatric beds for children, it is important
to note that the number of children’s beds in private psychiatric hospitals
and general hospitals understates the available capacity because children
can be treated in other beds.  In both facilities, children can also be
treated in adult psychiatric beds.  In general hospitals, children can be
placed in pediatric unit beds or regular medical/surgical beds while
receiving psychiatric treatment.  This makes it important to track both
capacity and utilization rates.

It is important to consider that the types of care provided by each setting
differ significantly.  Private psychiatric hospitals and general hospitals
provide acute care.  State psychiatric hospitals are designed to provide
intermediate care for stays between 30 and 180 days, but also provide
acute care when it is not provided by local hospitals.  The RTFs provide
long-term care.  They are less restrictive and less intensively staffed than
hospital-based programs, but more intensively staffed and provide a wider
range of services than community-based services.

In addition, there are significant differences among the hospitals in the
same setting.  For example, in private psychiatric hospitals and general
hospitals, psychiatric treatment may or may not be provided by clinical
staff specializing in children’s services.  Additionally, children’s services
can range from just a bed with psychiatric treatment up to a full children
and adolescent program including a school program, recreation and family
activity.  Other specialized program features such as music therapy or art
therapy can also exist.  Another difference is that the psychiatrists may be
in-house staff or may be consultants.  These program differences will
result in different program costs.

As part of this study, we found that while inpatient census statistics for
children are readily available for the State psychiatric centers and RTFs,
they are not readily available for general hospitals or private psychiatric
hospitals.  One reason is that OMH does not require general hospitals and
private psychiatric hospitals to report data on care provided to children in
a manner consistent with data that OMH requires from State psychiatric
centers and RTFs.

We estimated the average daily census for all types of settings that provide
inpatient care to children.  To do this, we obtained days of inpatient care
for children from OMH for the State psychiatric centers and RTFs.  We
were able to obtain similar data from the Department of Health (Health)
for general hospitals.  However, for private psychiatric hospitals, only
partial data (i.e., relating to Medicaid patients) was available from Health.
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We estimated the census for all children in the private psychiatric hospitals
by applying the percentage of Medicaid patients to total patients from the
OMH Patient Characteristics Survey.  We converted the patient days into
an average daily census, which we estimate to be about 1,537 patients, as
shown in the following table.

Average Daily Inpatient Census
for Children in 1995

Facility Type Census

State Psychiatric Centers   447

RTFs [1]   492

General Hospitals   396

Private Psychiatric Hospitals   202

Total Census 1,537

[1]  Includes children up to 21 years of age.

Although OMH does not require that general hospitals report to OMH the
extent of inpatient psychiatric care provided to children, Health maintains
data on all hospitalizations in the State.  Therefore, we obtained from
Health officials the number of patient days for discharges with a
psychiatric diagnosis excluding diagnoses for drug and alcohol related
stays.  Because these patient days for general hospitals are based on
diagnostic codes, they include stays within psychiatric units, other
specialized units such as pediatric units, and medical/surgical beds.

We were unable to obtain patient days for all inpatient stays for children
in private psychiatric hospitals because OMH does not require private
psychiatric hospitals to report to it this information.  However, we were
able to obtain the inpatient days billed to the Medicaid program, which
show an average daily census of 116 for 1995.  Additionally, OMH’s
1995 Patient Characteristics Survey shows that about 57 percent of the
children treated in private psychiatric hospitals were Medicaid eligible.
We applied this percentage to the Medicaid patient days to estimate the
average daily census of all children in the private psychiatric hospitals to
be about 202.
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Comparison of
Inpatient Rates in
New York with
Other States

Although we were able to estimate the inpatient census for children in the
four settings, we were unable to accurately assess whether the rate of
inpatient care was consistent with the prevalence rate of serious emotional
disturbance (SED).  Researchers’ estimates of the prevalence of seriously
emotionally disturbed children lack precision.  Mental Health experts
estimate that between 9 and 13 percent of children 9 to 17 years of age
have a SED.  The experts also conclude that the prevalence of SED is
higher for children living in low socioeconomic circumstances.  Research-
ers recommend that states with a poverty rate that exceeds the national
average should use an estimate at the upper end of the prevalence range.
Because New York has a poverty rate of 16.6 percent, which exceeds the
national average of 13.7 percent, New York’s prevalence of children with
SED would be at the upper end of the scale.

Even with this guidance, the prevalence rates are still incomplete.  Experts
conclude that present studies are inadequate to estimate prevalence rates
for children under the age of nine, or to determine if prevalence rates
differ by racial or ethnic groups, regions of the country, or types of
communities.  OMH planning documents indicate that it is estimated that
between 2 and 5 percent of the children and adolescent population in New
York State (between 86,000 and 215,000) have a serious emotional
disturbance.

Besides this lack of precision in the prevalence estimates, the need for a
child to receive inpatient care versus outpatient care is not established
based only on a diagnosis.  One study found that insurance coverage is
the strongest influence on the decision to provide inpatient versus
outpatient care, and is a more important determinant than illness and social
factors.  However, our study could not determine to what extent insurance
coverage was enabling necessary and appropriate use of inpatient care
versus fostering inappropriate use due to financial incentives to providers.

Comparing New York State’s rate of inpatient psychiatric care of children
to the rates of this type of care in other states is one method of analyzing
the appropriateness of inpatient care in New York.  OMH officials told
us that they want to be able to compare New York’s mental health
services with those of other states.  However, they began to gather
information on mental health services for children from a sample of other
states, but found that differences between the states’ systems prevent
meaningful comparison with New York.  The difficulties in trying to make
this type of comparison among states have also been identified by the
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Inpatient Census
Trends for
Children

American Psychiatric Association Task Force to Study the Use of
Psychiatric Hospitalizations of Minors (Task Force).

The Task Force attempted to evaluate the psychiatric hospitalization of
children, but found that it is not possible to gather comprehensive data on
the mental health services that children receive.  The main reason is that
children with mental illnesses are treated not only in mental health system
facilities, but also in other systems responsible for providing services to
children, such as substance abuse treatment facilities, juvenile correction
facilities, and the child welfare systems.  These systems are separate,
piecemeal components, rather than an integrated system.  As a result, data
on services provided to children may not be collected at all, may not be
collected from all facility types, or may not be collected consistently over
time.

Even when service data is collected, it is often incompatible due to the
inconsistent definition of data elements, coding, and classification.  For
example, states may use different age ranges to define the terms youth or
adolescent.  According to the Task Force report, existing demographic
data cannot answer basic questions about the use of the mental health
system or the other systems that serve children.  The Task Force
identified expense and lack of funding, timeliness, liability and privacy
issues, and institutional possessiveness as barriers to obtaining existing
data.

Additionally, even attempting to compare the inpatient care provided in
just the mental health system among states is difficult because of the
significant differences in inpatient treatment provided to mentally-ill
children among states.  For example, children hospitalized in one state
may receive mental health treatment in a non-mental health facility.
Therefore, a comparison among states of the hospitalization rate in just the
mental health system could result in incorrect conclusions.

OMH planning documents state that it has over-relied on inpatient care in
the past.  Therefore, we analyzed the level of inpatient census per 100,000
citizens in the general population who are under 18 to determine the trend
in inpatient care for children, as shown in the following table.
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Trends in Inpatient Census Rates Per 100,000
for Children Up to 18 Years of Age

in 1991 and 1995

Facility Type   1991 1995 % Change

RTFs [1] 9.0 11.1 23

General Hospitals 9.5 8.9 (6)

State Psychiatric Centers 11.9 10.0 (16)

Private Psychiatric Hospitals 0.1 4.5 4,400

All 30.5 34.5 13

[1]  Includes children up to 21 years of age.

This table shows that from 1991 to 1995, the census rate for all settings
of inpatient care increased by about 13 percent.  This increase was due to
increases in the RTFs and the private psychiatric hospitals, which were
only partially offset by decreases in the State psychiatric centers and
general hospitals.  It should be noted that the census rates are based on
the general population census for 1993.  We used the 1993 census because
the 1995 census was not yet available.

Shifts in utilization by type of facility are an important factor for OMH
to consider because there are differences in the cost of care among the
facilities.  For example, the RTFs which are the least expensive of the
four types of facilities, with an average cost per day of $272 in 1995,
experienced a large increase in usage.  The two highest cost settings were
the State psychiatric hospitals with a cost of $584 per day, and general
hospitals with a cost of $623 per day.  (The State psychiatric hospital rate
includes education costs, while the others do not.)  Both of these settings
experienced inpatient census declines for children from 1991 to 1995.  A
significant portion of the increase in private psychiatric hospital utilization
is in Medicaid-funded care, which has a cost of about $550 per day.  The
actual amount paid for the non-Medicaid portion is unknown, but is higher
than the Medicaid amount.  Therefore, the extent to which inpatient care
is decreased in the more costly general hospitals and State psychiatric
hospitals, but increased in the lower cost RTFs, the total cost will be
lower.
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Factors Affecting
Census Trends for
Children

One factor that could affect the level and trend of inpatient use is the
extent of alternative community-based services available.  For example, if
an area has an insufficient level of outpatient programs to serve children
with SED, the use of inpatient care could be higher.  OMH has an
inventory of community-based programs that it licenses and funds.
However, some of the children with SED may receive mental health
services through systems other than the public mental health system, such
as special education, social welfare, and youth services. 

An OMH study of 1,000 children in the public mental health system found
that 52 percent of the children served by OMH were also served by
special education and 9 percent were in the custody of the former
Department of Social Services.  However, OMH does not have an
inventory of the programs under other agencies that serve children with
SED or the number of children with SED that they serve.  Without a
comprehensive inventory of these community-based programs, it is not
possible to assess the potential impact they have on inpatient services.

To understand the census trends better, we analyzed the trends in
children’s beds (i.e., available capacity), the rate of admissions (or
discharges), and the length of stay.  Because the State psychiatric centers
for children and the RTFs only treat children, the number of beds is a
significant factor affecting the census changes in these facilities.  The RTF
beds increased nearly 20 percent from 430 in 1992 to 518 in 1995.
During this period, the patient census of the RTFs increased nearly 25
percent.  As part of its plans to reduce inpatient care, OMH reduced the
number of State psychiatric center beds for children.  Between 1991 and
1996, OMH reduced the number of beds about 17 percent, from 600 in
fiscal year 1991-92 to 498 beds in fiscal year 1995-96.  This led to a
decrease in the census by about 13 percent during this time.

We obtained State psychiatric center admissions data for children for the
three fiscal years ended 1995-96.  During this time, admissions to the
State psychiatric centers statewide declined by almost 8 percent, compared
with a 5 percent decline in census.  Although we do not have length of
stay data, we know that the length of stay must have increased during the
period because the decline in the census was smaller than the decline in
the admissions.  An increase in length of stay is consistent with OMH’s
efforts to shift State psychiatric centers away from acute, short-term care
to long-term care.
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There are also signs that OMH’s plan to shift acute care to local inpatient
facilities has had an impact on the private psychiatric hospitals and the
general hospitals.  However, the impact of changes in the number of beds
in these facilities on the census changes is less clear because these
facilities serve both adults and children.  Although these facilities may
have beds in segregated children’s psychiatric units, children can be
treated in other beds in these facilities.  This makes it difficult to draw
conclusions from a comparison of childrens’ beds and census.  For
example, the private psychiatric hospitals increased the number of
children’s beds by 32 between 1991 and 1995.  However, the estimated
average inpatient census for children increased by about 200.  It appears
that part of the reason why the increase in children’s census exceeds the
increase in beds is that the adult census is declining.  The Patient
Characteristics Survey shows that adult inpatients declined from about 905
in 1991 to about 820 in 1995.

Because OMH has limited monitoring of private psychiatric hospitals and
general hospitals, we attempted to provide more in-depth analysis of the
factors affecting the census trends in these settings.  For the private
psychiatric hospitals, we analyzed the trends in Medicaid patient days by
facility.  Our review shows that about two-thirds of the increase in
Medicaid patient days for children occurred at only 3 of the 11 private
psychiatric hospitals (Four Winds Katona - 40 percent, Four Winds
Saratoga - 15 percent, and Brunswick Hall - 12 percent).  OMH officials
told us that one reason for the increase at Four Winds Katona is that the
hospital is accepting children under the age of 12 who no longer go to
Rockland Psychiatric Center because of a reduction in beds.  Although the
census data that we have obtained is not complete, it raises questions
about why Medicaid-funded care is increasing in the private psychiatric
hospitals, and what the overall trends really are.

We also analyzed Medicaid discharge data for the private psychiatric
hospitals.  This analysis shows that discharges increased from 64 in 1992
to 1,242 in 1996, which was greater than the percentage increase in
census.  Because the increase in Medicaid discharges was greater than the
increase in the patient days, the average length of stay must have declined.
This means that more Medicaid-eligible children are being treated in
private psychiatric hospitals and they are staying for shorter periods.

According to OMH officials, private insurance companies have taken
actions in recent years to lower the amount they reimburse private
psychiatric hospitals for a day of care.  Historically, private psychiatric
hospitals served persons who had health insurance or could pay for their
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treatment, but provided relatively little care to persons covered by
Medicaid.  In fact, in 1991 inpatient treatment for Medicaid-eligible
children was practically nonexistent at the private psychiatric hospitals.

As the private insurers reduced the amount that they would pay for
inpatient psychiatric care and took other actions to control care, the
relatively low Medicaid reimbursement rate may have become more
attractive to the private psychiatric hospitals.  By 1995, the
Medicaid-reimbursed care in private psychiatric hospitals grew to about 8
percent of the total inpatient psychiatric care.  The Patient Characteristics
Survey data shows that it is possible that the increase in Medicaid-funded
care may be related to the actions taken by private insurers.  The surveys
show that the number of children in private psychiatric hospitals who were
not Medicaid eligible declined from 183 in 1991 to 170 in 1995.

In the general hospitals, the census for children is declining as previously
mentioned.  Statewide, patient days are down about 20,400 days (about
14 percent) from 1991 to 1996.  Analysis of regional trends shows that
the statewide decrease is mainly driven by declines of nearly 20,800 days
in the New York City region and 5,100 days in the Hudson River region.
The declines in these regions were somewhat offset by a nearly 6,000-day
increase in the Western New York region.

To determine why the patient days declined, we analyzed discharge and
length of stay data for the general hospitals from 1991 to 1996.  We used
discharges to determine the number of children treated.  Our analysis
shows that the reason for the drop in inpatient census is a dramatic drop
in the average length of stay from 28.3 days in 1991 to 17.5 days in
1996.  During this period, the number of discharges increased by 40
percent from about 5,300 to 7,400.  However, the decline in length of
stay was more significant than the increase in discharges, and led to the
census decline.  This is shown in the following graph.  This means that
the general hospitals are treating more children and are discharging them
sooner than they did in the past.
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Our analysis of the length of stay data by region shows a statewide
decline in length of stay mainly driven by declines in two regions: Hudson
River and New York City.  In 1991, these regions had lengths of stay of
35 and 36 days, respectively.  By 1996, these regions had lengths of stay
of 19 and 22 days, respectively.  During this period, length of stays in the
other regions also declined to a lesser degree.  The stays in the Hudson
River and New York City regions remain the longest as shown in the
following graph.
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We also analyzed the change in discharges by region.  We found that
almost 70 percent of the increase in discharges occurred in two regions:
Hudson River and Western New York.  The balance of the increase
occurred mostly in the New York City region, and the two remaining
regions (Long Island and Central New York) had almost no change, as
shown in the following table.

Region Discharges Change
Change in Percent of Statewide

Central NY    42   2.00%

Hudson River   756  35.80%

Long Island    36   1.70%

NYC   572  27.10%

Western NY   704  33.40%

Statewide 2,110 100.00%

Within each region, we also reviewed the change in discharges by county.
This analysis shows that the regional changes are often driven by the
change in one or two counties within the region.  Only six counties
account for over 89 percent of the net increase in discharges of children.
Notably, almost one-third of the statewide increase occurred in just one
county (Westchester), as shown in the following table.

Region County Increase State
Discharge Percent of

Hudson River Westchester   691 32.7%

Western NY Steuben   244 11.6%

Western NY Monroe   228 10.8%

Western NY Niagara   218 10.3%

NYC Kings   269 12.7%

NYC New York   240 11.4% 

Total 1,890 89.6%
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Review of discharge data on the hospital level shows that the increase in
discharges is mainly occurring at several existing providers within each
county, rather than other hospitals starting to serve children.  Generally,
the hospitals that are treating more children are among the larger hospitals
in the respective county as shown in the following table.

County Hospital Discharges1991 1996

Hospital Rank in Child
Discharges

in the County
Percent of

County
Increase in Child

Westchester New York Cornell 2 1  52%

Westchester St. Vincent’s 3 3  34%

Kings Kings Co. Hospital Center 1 1  59%

Kings Maimondes Medical Center 6 4  10%

New York St. Vincent’s Hosp. Med. Ctr. 3 1  70%

New York Mount Sinai Hospital 5 3  39%

Monroe Strong Memorial 1 1  88%

Niagara Niagara Falls Mem. Med. Ctr. 1 1 100%

Steuben St. James Mercy - Hornell 1 1  98%

For example, in Westchester County, two hospitals accounted for about
86 percent of the county change: New York Cornell and St. Vincent’s.
In 1991, these two hospitals were the second- and third-largest providers
of inpatient psychiatric care to children in the county behind Westchester
County Medical Center.  In 1996, New York Cornell overtook
Westchester County Medical Center as the largest provider, while St.
Vincent’s remained third.

Based on the data we presented in this section of the report, several
conclusions are possible.  The census increase in the RTFs appears to be
mostly due to the increase in RTF beds.  The census decline in the State
psychiatric centers appears to be due to a decrease in beds and fewer
admissions, consistent with OMH’s policy to move acute care from the
State psychiatric centers to the general hospitals and private psychiatric
hospitals.  The private psychiatric hospitals have increased inpatient care
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Questions for Further Consideration

Should OMH gather the necessary information that will enable it to
adequately address the following questions?

! What is the true cost, census, and census trend for inpatient care
for children statewide if the actual care in the private psychiatric
hospitals is considered?

! Is it feasible and desirable for OMH to estimate the prevalence
rate of children in New York with SED?

! Should OMH attempt to identify the number of community-based
programs outside the mental health system that serve children
with serious emotional disturbances and the number of children
that they serve?

! Given the increasing level of Medicaid-funded inpatient treatment
being provided in private psychiatric hospitals, is there a need for
OMH to improve its capability to monitor the level of care
provided to children by these facilities?  Is there a need for OMH
to be able to monitor the census, admission, and length of stay
for all children in these facilities?

! What are the reasons for such a large increase in
Medicaid-funded care in three private psychiatric hospitals?

! What factors are causing general hospitals to provide inpatient
care to more children and to discharge them sooner than in the
past?

(OMH officials responded that the above questions are “thought
provoking” and will be considered as OMH develops policies and
a new data base.  OMH officials’ comments on the specific
questions are included in Appendix B.)

provided to the public as shown by the increase in Medicaid-funded care.
The general hospitals are treating more children and for shorter periods
of time, particularly in the New York City and Western New York
regions.  There appear to be patterns of increases in children treated in a
small number of general hospitals in both of these regions.  Any increases
due to other general hospitals beginning to provide inpatient psychiatric
care to children when they previously did not, appears to be limited.
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