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My name is David Gitlin.  I am a licensed physician in the state of Massachusetts since 1986, and am board certified in both general psychiatry and the specialty most related to emergency psychiatry, psychosomatic medicine.  I am a practicing emergency psychiatrist since 1989.  During that time I have been the Medical Director of the Emergency Mental Health Service at the University of Massachusetts, and currently I am the Director of Emergency and Consultation Psychiatry at both Brigham and Women’s Hospital and Faulkner Hospital in Boston.  Lastly, I am also the Program Director for the Fellowship in Psychosomatic Medicine, part of which provides specialty training to psychiatrists in emergency psychiatry.  Thank you for this opportunity today to speak with you regarding House Bill 1891, which relates to the treatment of mentally ill individuals in emergency room settings.
Over the past decade, there has been an explosion in volume of mentally ill individuals presenting to emergency rooms.  Across the country, including Massachusetts, emergency rooms are reporting increasing of up to 200 percent in the number of mentally ill patients presenting for acute care in emergency rooms.  This has resulted in prolonged waits for evaluation and treatment as well as increasing the likelihood for violence and behavioral disturbances for mentally ill individuals.  Patients and staff alike are at increasing risk.  
How is it that we have reached this point?  Clearly, the lack of adequate funding  of DMH for community services and the closure of several alternative treatment options in the DMH system has resulted in mental ill persons presenting to emergency rooms in more severely deteriorated conditions.   Patients with both chronic and acute mental illnesses are unable to access early assessment and treatment in the community.   They are suffering, mostly silently, with their anxiety, depression, and psychosis, until the suffering becomes intolerable.  With no where else to turn, they arrive in the emergency room, often of their own volition but increasingly brought in by ambulance or police due to the severity of their illness.  Ultimately, this cycle significantly increases the risk of self-injury, agitation and/or violence on the part of the mentally ill individual.  Virtually all hospitals have voluntarily instituted extensive training for staff in managing suicidal risk and behavioral disruptions, with a goal of providing quality care while minimizing restraint and seclusion.  Despite this, a significant number of emergency room staff have been injured in the care of these individuals.  
The nurses, care assistants, and physicians who work in emergency rooms today are some of the finest health care workers in our Commonwealth.  Despite the desperate conditions often seen in emergency rooms due to the severe overcrowding, these exceptional health care providers work tirelessly to provide quality and empathic care to all individuals, including those with mental illnesses.  The vast majority of patients and families are tremendously grateful to these providers for the quality care and empathy they afford to their loved one.  Please do not be mislead by the random report of maltreatment in these setting.  It is not poor training or sensitivity that leads to increased restraint and seclusion of psychiatric patients in emergency rooms.   It is the inadequate funding of community treatment and closure of necessary DMH units, in combination with unnecessary DMH regulation of the care of these patients that most significantly contributes to their prolonged stays in emergency rooms.   
Here’s how it works.  Today, a seriously ill patient presents at my hospital.  They receive rapid assessment and care from the emergency physician, who then requests the assistance of our emergency psychiatric team.  The patient receives an assessment from a highly qualified psychiatric physician or advanced practice mental health nurse, typically with years of emergency experience.  The assessment clearly identifies that the patient requires immediate treatment in a mental health setting.  Unfortunately, DMH prohibits this action, and requires that we request an additional evaluation from the DMH team in the area, known as the Emergency Services Program, or ESP.  Typically, the ESP will agree to send out a staff person to essentially repeat the same evaluation.  The ESP staff person is never a nurse or physician, rather a social worker or individual who almost always has far less training than the psychiatrist team that already evaluated them.  Data presented in 2003 to DMA and the then Interim Commissioner Ken Duckworth revealed that the most significant early delay in care of mentally ill patients in the emergency room was the involvement of the ESP.  The ESP teams are grossly understaffed, and not uncommonly will take several hours to even arrive in the emergency room.  All the while, the patient is having to deal with the pressures of the emergency room; a small contained space and intense stimulating activity all around.  That is, the worst place for someone suffering greatly with mental illness.   And once the ESP staff finally arrives and completes their evaluation – which they often obtain directly from the notes of the psychiatrist anyway – do they stay in the emergency room and assist in the care of the patient.  No.  They quickly leave the hospital and return to a central office to establish a care plan for the patient.  Without the immediate pressure of the patient’s suffering to influence them, this process proceeds slowly.  Data from the Boston area ESP for the past year reveals that almost 30 % of the patients they see who require admission to a mental health unit end up remaining in the ED for prolonged periods of time – a process they call “boarding”.  
I hope that you are able to see that increased DMH oversight and regulation has clearly contributed to the primary problem of prolonged stays in emergency room, while providing little tangible benefit to the patient.  It is our belief that further unfunded regulatory control is merely covering the real problem of inadequate funding for DMH, and will ultimately result in even longer waits and stays in emergency rooms, with subsequent disastrous results.  I encourage you to defeat House Bill 1891.
