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DATA HIGHLIGHTS
Measuring Crisis Redesign Success

Texas is facing a growing need for DSHS-funded mental health and substance abuse crisis services, as featured previously in a special issue of the DSHS Behavioral Health News Brief (Volume 1, May 1, 2006). The number of newly admitted persons receiving front-door crisis services is projected to increase 13% per year from Fiscal Year 2007 to 2009. Since 21% of those receiving Resiliency and Disease Management (RDM) receive a crisis service, the number needing community crisis services is also projected to increase from Fiscal Year 2007 to 2009, along with a 5% increase in the number of individuals served statewide. 

In response to this growing need, the Texas legislature may grant up to $82.3 million in additional state funds to DSHS to redesign mental health and substance abuse crisis services over Fiscal Years 2008 and 2009. With these funds, there are four priorities. First, the state funds will be used to ensure that there is a centralized crisis hotline for DSHS-funded Community Mental Health Centers staffed by persons certified for crisis centers with American Association of Suicidology (AAS) certification. Second, new psychiatric emergency hub sites that provide 23/48-hour extended observation services are planned.  Third, mobile outreach teams will link individuals with mental illness with behavioral health or medical providers and prevent escalation or interaction with law enforcement and other “first responders”. Fourth, outpatient crisis services will provide families with in-home respite care for children who are in crisis.
With these additional state funds comes the expectation that DSHS be able to measure success. But how will crisis redesign success be measured? Nagla Elerian (Decision Support Unit, Mental Health & Substance Abuse Services) has taken the lead in developing a series of new performance measures for the Texas Legislative Budget Board (LBB), to which DSHS will be held accountable.
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As Figure 1 shows, there are four phases when it comes to measuring DSHS crisis redesign success in Texas. Measures are developed with definitions (designing); baselines and projections are computed for each measure (estimating); the input of stakeholders on the measures is solicited (consulting); and performance on the measures is monitored and reported (evaluating). 

Table 1 presents the LBB efficiency, output, and explanatory measures that are proposed to assess the success of the mental health and substance abuse crisis services redesign by DSHS, assuming full funding (i.e., $82.3 million) from the Texas Legislature over Fiscal Years 2008 and 2009. The average monthly cost per person for crisis services is projected to increase from $365 in Fiscal Years 2006 and 2007 to $403 and $435 in Fiscal Year 2008 and 2009, respectively, when extended (48-hour) observation, mobile outreach, and children’s crisis outpatient services would be phased in (row 1). The average monthly number of persons receiving crisis services will continue to increase every year from Fiscal Year 2006 (5,609) through Fiscal Year 2009 (8,599) due to growing need (row 2). The same is true for the number of persons receiving any crisis service per year, with 50,769 persons in Fiscal Year 2006 and 65,832 projected for Fiscal Year 2009 (row 3). It is also expected that there would be 227 staff at crisis centers with AAS hotline certification paid from DSHS funding sources by Fiscal Year 2009 (row 4). There would be 6 new psychiatric emergency 23/48-hour observation sites, as well, by Fiscal Year 2009 (row 5). In addition, 28,983 and 57,966 persons are projected to receive 23/48-hour observation, mobile outreach, and/or children’s crisis outpatient services in Fiscal Year 2008 and 2009, respectively (row 6).  

Table 1. LBB Proposed Efficiency, Output, and Explanatory Measures for DSHS Crisis Redesign Success Assuming Full Funding over FY2008-2009*
	MEASURE
	FY2006

Actual
	FY2007

Projected
	FY2008

Projected
	FY2009

Projected

	
	
	
	
	

	1. Average Monthly Cost per Person for Crisis Services (Efficiency)
	$365
	$365
	$403
	$435

	2. Average Monthly Number of Persons Receiving Crisis Services (Output)
	5,609
	6,918
	7,708
	8,599

	3. Number of Persons Receiving Any Crisis Service per Year (Explanatory)
	50,769
	55,679
	60,502
	65,832

	4. Number of Community Mental Health Center Staff at Crisis Centers with AAS Hotline Certification (Output)
	
	
	113
	227

	5. Number of New Psychiatric Emergency 23/48-Hour Observation Sites (Output)
	
	
	3
	6

	6. Number of Persons Receiving 23/48-Hour Observation, Mobile Outreach, and/or Children’s Crisis 

    Outpatient Services (Output)**
	
	
	28,983
	57,966


Source: DSHS Mental Health & Substance Abuse Services Decision Support.
*Efficiency measures examine the cost to provide services; output measures are counts of services provided; explanatory measures take into account factors that may affect performance. 
**As an alternative, three separate output measures by service type may be reported.
Table 2 presents the LBB outcome measures that are proposed to assess the success of the DSHS crisis services redesign, assuming full funding from the Texas Legislature over Fiscal Years 2008 and 2009. Note that with $82.3 million assumed in additional state funds over Fiscal Years 2008 and 2009, 20% relative improvement is projected for Fiscal Year 2009. Whereas 18% of crisis services at DSHS-funded Community Mental Health Centers resulted in a psychiatric hospitalization at a State Mental Health or Community Hospital within 30 days in Fiscal Year 2006, 14% is projected in Fiscal Year 2009 (row 1). Likewise, while 53% of persons in State Mental Health Hospitals were admitted for emergency reasons for 24 hours in Fiscal Year 2006, 42% would be expected during Fiscal Year 2009 (row 2). Whereas 16% of persons receiving front door crisis services were linked with DSHS-funded community mental health and/or substance abuse treatment services within 14 days in Fiscal Year 2006, 19% is projected in Fiscal Year 2009 (row 3). Similarly, while 11% of persons receiving crisis services at DSHS-funded Community Mental Health Centers experienced another crisis within 30 days in Fiscal Year 2006, 9% would be expected during Fiscal Year 2009 (row 4). Whereas 21% of stakeholders, including law enforcement and hospital staff, were satisfied with crisis services provided by DSHS-funded Community Mental Health Centers in Fiscal Year 2005, 25% are projected to be satisfied in Fiscal Year 2009 (row 5).
Table 2. LBB Outcome Measures for Assessing DSHS Crisis Redesign Success Assuming Full Funding over FY2008-2009*
	MEASURE
	FY2006

Actual
	FY2007

Projected
	FY2008

Projected
	FY2009

Projected

	
	
	
	
	

	1. Percent of Crisis Services that Result in a Psychiatric Hospitalization within 30 Days (Outcome)
	18%
	
	
	14%

	2. Percent of Persons in a State Mental Health Hospital Admitted for Emergency Reasons for 24 Hours (Outcome)
	53%
	
	
	42%

	3. Percent of Persons Receiving Front Door Crisis Services Linked with Community Mental Health 

    and/or Substance Abuse Treatment Services within 14 Days (Outcome)
	16%
	
	
	19%

	4. Percent of Persons Receiving Crisis Services Who Relapse within 30 Days (Outcome)
	11%
	
	
	9%

	5. Percent of Stakeholders Satisfied with Crisis Services - Law Enforcement and Hospital Staff (Outcome)
	21% (FY2005)
	
	
	25%


Source: DSHS Mental Health & Substance Abuse Services Decision Support.

*Outcome measures examine public and client benefits.
Now in the consulting phase, the input of stakeholders, including DSHS-funded Community Mental Health Centers who will be charged with implementing crisis redesign across Texas, is being solicited. If crisis redesign is implemented beginning in Fiscal Year 2008, DSHS would then monitor and report actual performance on the measures to the LBB to gauge the success of the project. Indeed, the DSHS Behavioral Health News Brief will continue to serve as an important outlet for informing readers on the progress of the mental health and substance abuse crisis services redesign throughout the state.

THE MONEY FOLLOWS THE PERSON PROJECT IN TEXAS
Dena Stoner (Office of the Assistant Commissioner for Mental Health and Substance Abuse Services) Explains

by Nagla Elerian (Decision Support Unit, Mental Health & Substance Abuse Services)
DSHS Behavioral Health News Brief (BHNB): Describe what MFP is, why it is being implemented, and who will benefit. 
Dena Stoner: In January 2007, The Centers for Medicare and Medicaid Services (CMS) approved the Texas Follows the Person (MFP) Rebalancing Demonstration proposal. This five-year demonstration supports states’ efforts to “rebalance” their long-term support systems to promote community-based supports. DSHS collaborated with DADS on the application, and developed a pilot project within the larger MFP Demonstration proposal to transition adults with behavioral health (mental health or substance abuse) needs from nursing facilities to the community. The Behavioral Health (BH) pilot has a five year budget of over $804,000. DSHS will put up the state match. CMS will provide an 80% federal match for services and a 50% match for administration. The pilot will implement in September 2007. Fifty individuals will be served each year at one site. In addition to extensive assistance from DADS, participants will also receive special demonstration services. The services are Cognitive Adaptation Training (a specialized, evidence-based service that provides community-based and in-home assistance to help individuals with co-occurring psychiatric and/or substance abuse disorders establish daily routines, organize their environment and function independently) and Substance Abuse Counseling. The pilot will also include training for DADS and DSHS-funded providers so they can more effectively collaborate. 

Although both DADS and DSHS have a strong commitment to promoting independence and community living, recent analysis of state psychiatric facility data indicates that in Fiscal Year 2005 alone, over 350 individuals requiring long-term supports and services were discharged from State Mental Health Hospitals to nursing facilities. Ninety-seven percent of those individuals were adults. The majority of individuals (71%) were non-elderly adults, between the ages of 21 to 64. These individuals had significant physical disabilities, which qualified them medically for nursing facility placement. Only 15% were married, suggesting potential deficits in natural support systems. Comparing current DADS nursing facility records to DSHS community mental health records resulted in an even more dramatic finding. Over 7,000 adults now in nursing facilities received DSHS-funded community mental health services, institutional and/or substance abuse services in the past five years before entering the facilities

DSHS Behavioral Health News Brief (BHNB): What is currently happening with the project? How will MFP be evaluated?
Dena Stoner:  DADS and DSHS are developing the operational protocols for the MFP project and the BH pilot. We will submit the protocols to CMS for approval in July and hope to start the project in September 2007. DADS and DSHS data analysis staff have generated preliminary statistics to assist in the development of the operational protocols of MFP. In addition, DADS and DSHS are developing performance benchmarks to report progress to CMS. Mathematica Policy Research Institute will evaluate the MFP projects at the national level.


WHAT THE RESEARCH LITERATURE TEACHES US

Perceived Barriers to Treatment Attendance among Children and Families at Community Mental Health Centers

Poor treatment attendance among children and their families is a major challenge facing most community mental health centers. But perceptions of barriers to treatment attendance are rarely sought from parents or clinicians. However, a study by Jack Stevens, Ph.D., and his colleagues published in the October 2006 issue of the Community Mental Health Journal, did just that. The researchers collected parent data and clinician data on 72 and 153 clients, respectively, from four child and adolescent community mental health centers serving diverse children and their families in Ohio. Primary psychiatric diagnoses included externalizing disorders (e.g., Attention Deficit Disorder; 29.4%), internalizing disorders (e.g., Major Depressive Disorder; 36.7%), mixed externalizing/internalizing disorders (e.g., Adjustment Disorder of Mixed Disturbance of Mood and Conduct; 19.2%), and other disorders (14.7%). The billing database from the community mental health centers was regularly monitored to identify a gap in service delivery of at least 4 weeks, at which point the clinician was contacted, inquiring if the client had discontinued treatment. If the clinician indicated that the client had not dropped out of treatment, the billing database continued to be monitored for this client. The clinician was contacted in another 3 to 4 weeks if a billable service had still not occurred. If the clinician indicated that the client had dropped out of treatment, the parent and the clinician were each sent two questionnaires to complete. The first was a post-therapist survey in which the parent and/or clinician selected one of eight reasons for why therapy ended (e.g., treatment goals were achieved, family discontinued treatment, family moved). The second was the Barriers to Treatment Participation Scale (Kazdin, Holland, Crowley, & Breton, 1997). Parents’ perceptions of the treatment as irrelevant and clinician-parent relationship problems emerged as the two most common barriers related to poor treatment attendance. Yet, the researchers suggest that negative attitudes toward treatment among parents can be changed and treatment attendance and outcomes improved, with the use of pre-treatment preparatory materials. Moreover, the clinician-parent relationship can be enhanced by allowing brief periods of time for parents to discuss their own difficulties. Clearly, these strategies should be taken into account in Texas as DSHS-funded Community Mental Health Centers strive to engage children and their families who are in treatment.
____________
Stevens, J., Kelleher, K., Ward-Estes, J., & Hayes, J. (2006). Perceived barriers to treatment and psychotherapy attendance in child community mental health centers. Community Mental Health Journal, 42(5), 449-458.
Predictors of Prison-Based Substance Abuse Treatment Outcomes among Men and Women 
From 1992 to 2002, the nation’s state prison population increased by 27%, and the federal prison population increased by 71%. Furthermore, annual increases in the number of incarcerated women have been consistently larger than increases in the number of incarcerated men for the past two decades. The growth has largely been due to the increased use of incarceration for drug-related offenses that has also increased the need for appropriate drug treatment programs for men and women in prison. Many substance abuse treatment programs have been incorporated into U.S. prisons over the past two decades. But little is known about the individual characteristics and specific treatment needs of drug-dependent men and women participating in such programs. Yet, a study by Nena Messina, Ph.D., and her associates begins to address this gap within the literature. The study, published in the American Journal of Drug and Alcohol Abuse, examined differences between men and women entering 16 prison-based substance abuse treatment programs in California, and explored the relationship of those differences to treatment outcomes, such as aftercare participation and re-incarceration within 12 months following parole. Results showed that women (N = 4,386) were at a substantial disadvantage compared to men (N = 4,164) when it came to employment history, substance abuse, psychological functioning, and sexual and physical abuse prior to incarceration. However, men had more serious criminal justice involvement than women prior to incarceration. After controlling for these and other factors, there were both similarities and differences in predictors of treatment outcomes among men and women. Time in treatment and motivation for treatment were similar predictors of aftercare participation for men and women, while psychological impairment was the strongest predictor of re-incarceration. In terms of differences, total time in prison-based substance abuse treatment and aftercare were related to a reduced likelihood of re-incarceration for women. But only time in aftercare was associated with reduced re-incarceration for men. Another difference between men and women was that race was a significant predictor of both outcomes for men, but not at all for women. Finally, whereas being employed prior to incarceration decreased the likelihood of aftercare participation and re-incarceration for men, it was unrelated to outcomes among women. In contrast, prior education decreased the probability of incarceration for women but not for men. Indeed, substantial differences in background characteristics suggest that there may be gender-specific paths in the recovery process when it comes to substance abuse.
____________
Messina, N., Burdon, W., Hagopian, G., & Prendergast, M. (2006). Predictors of prison-based treatment outcomes: A comparison of men and women participants. American Journal of Drug and Alcohol Abuse, 32(1), 7-28. 


CLINICAL MANAGEMENT FOR BEHAVIORAL HEALTH SERVICES (CMBHS)

PROJECT UPDATE

Diana Mortensen, CMBHS Program Project Manager

ABOUT THIS PROJECT
The purpose of the Clinical Management for Behavioral Health Services (CMBHS) project is to develop an integrated clinical management system to support a more complete approach to community mental health and substance abuse services. To assist in this task, CMBHS will provide a web-based, electronic health record that standardizes the tools for collecting client treatment information. 

The CMBHS Beta System is being developed as detailed requirements are completed for each component.  The Beta system components developed and tested so far are System Security, Client Screening, and Client Profile and Demographics.
CMBHS Beta System will include the following functionality:

· Client Screening – to identify the types of services that are most appropriate for the person;

· Client Profile and Demographics – to collect contact information;

· Adult Assessment – to assess individuals 18 years of age and older;

· Adolescent Assessment – to assess those between the ages of 13 and 18 years; 

· Child Assessment – to assess those under 13 years of age;

· Treatment Plan – for addressing issues identified in the assessment; and

· Progress Notes – for reporting progress towards goals identified in the Treatment Plan.

STAKEHOLDER MEETINGS

Stakeholder meetings continue to be conducted regularly to collect feedback on clinical data content. Technical data standards meetings are also conducted to discuss data-mapping between systems and data exchange options.

NEXT STEPS

1. Complete detailed requirements, design, and development of the Adult Assessment.
2. Test and correct the Adult Assessment.

3. Deliver the CMBHS Beta system (scheduled for September 2007).

CMBHS PROJECT WEBSITE

http://www.dshs.state.tx.us/cmbhs
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CMBHS Business Development Team Meeting. Clockwise from top left: Glenn Richardson (Training & Technical Assistance Unit), Jackie Webster (Contractor), Valerie Shown (Quality Management Unit), Kevin Davis (Decision Support Unit), Diana Mortensen (CMBHS Program Project Manager), and John Keppler, M.D. (Program Design Unit).














QUESTION FROM THE ASSISTANT COMMISSIONER FOR MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES: “What have you done for clients today using data?”           


(Joe Vesowate)





ANSWER: Tamara Allen (Policy Advisor, Program Design)





As a member of the DSHS Crisis Services Redesign team, I am continuously seeking and using data. We are looking forward to more detailed and specific information about crisis services once implementation of Crisis Redesign is underway. We have used data to develop an allocation strategy, to project future levels of activity and associated costs, establish performance measures (see pages 1-2 of this issue of the News Brief), and develop realistic standards. Currently, we are looking at financial, demographic, and geographic data to divide Local Mental Health Authorities into three tiers that will determine required levels of service. The DSHS Center for Health Statistics has been a wonderful resource for this effort, producing a couple of maps to help us integrate and visualize multiple data elements.
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Figure 1. Phases of measuring DSHS crisis redesign success in Texas.








UPCOMING EVENTS





May 2007


Mental Health Month, Mental Health America�For more information, visit http://www.mentalhealthamerica.net/go/may


 


May 6-12, 2007�National Mental Health Counseling Week, American Mental Health Counselors Association�For more information, visit www.amhca.org





May 29-June 2, 2007


American College Health Association 2007 Annual Meeting, San Antonio, TX


For more information, visit http://www.acha.org/AnnualMeeting07/index.html


 


May 30-31, 2007


DSHS Employee Advisory Council Meeting, San Antonio, Texas


For more information, visit http://online.dshs.state.tx.us/wpimprovement/deac/
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DSHS MFP Team Meeting. Clockwise from top left: Debra McIntire (Program Implementation Unit), Calvin Hollway (Program Implementation Unit), Nagla Elerian (Decision Support Unit), Dena Stoner (Office of the Assistant Commissioner for Mental Health & Substance Abuse Services), and Dorcas Washburn (Program Implementation Unit). Out-of-view: Bill Manlove (Hospital Management Data Services Unit).
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