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HOSPITAL DATA HIGHLIGHTS
Staff Safety Appears to Be Improving Over Time
 
Safety in the work environment is always a concern at hospitals. There are a number of measures that address the safety of patients, including restrictions on the use of restraint and seclusion and monitoring patient injuries. Yet, as management and performance improvement plans and stakeholders carefully scrutinize the treatment of patients (as they should), also important is the safety of hospital staff.

The activity that holds the greatest risk to staff safety at DSHS State Mental Health Hospitals (SMHHs) involves the physical containment of patients who are unable to control their own behavior, and pose an immediate risk to either themselves or patients in their proximity. In preparation, staff are required to receive extensive training to help prevent and manage aggressive behavior in instances when it cannot be avoided. But has this training improved staff safety?  

To answer this question, Bill Manlove (Hospital Management Data Services Unit) examined Worker’s Compensation targets and expenditures at DSHS SMHHs from State Fiscal Year (SFY) 2004 to SFY2007 Year-to-Date (YTD; as of July 31, 2007). Note that the Worker’s Compensation target is a moving target, since each year the target is met, the target for the next year is lowered. Nevertheless, as Figure 1 reveals, Worker’s Compensation expenditures at DSHS State Mental Health Hospitals decreased by $851,262 or 23% from SFY2004 to SFY2007 YTD. And except for SFY2005 when expenditures slightly exceeded the target, Worker’s Compensation expenditures were considerably lower than the target from SFY2004 to SFY2007 YTD.  
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What these data suggest is that staff safety training at DSHS State Mental Health Hospitals may not only lead to a safer environment for both staff and patients, but might also reduce the costs to State Hospitals, and ultimately, the tax-paying citizens of Texas. 
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TEXAS MENTAL HEALTH TRANSFORMATION PROGRESS UPDATE
Sam Shore (Director of Texas Mental Health Transformation Operations, DSHS) Explains

by Nagla Elerian (Decision Support Unit, Mental Health & Substance Abuse Services)

	[image: image9.emf]Figure 1. Worker's Ccompensation targets and 

expenditures at State Mental Health Hospitals (SMHHs) 

from State Fiscal Year (SFY) 2004 to SFY2007 Year-to-

Date (YTD; as of July 31, 2007).

$4,770,197

$3,727,839

$3,548,551

$3,759,855 $3,785,294

$3,098,696

$2,908,593

$3,714,445

$0

$2,000,000

$4,000,000

$6,000,000

$8,000,000

SFY2004 SFY2005 SFY2006 SFY2007 YTD (as

of July 31, 2007)

Target

Expenditure


	[image: image2.jpg]




	Sam Shore and Nagla Elerian.


Nagla Elerian: What are the goals of Mental Health Transformation (MHT)? 
Sam Shore: The three overarching goals of MHT are to: 1) create systems that support recovery and resilience based on the direction of clients and family members; 2) transform the service system to use evidence-based and promising practices; and 3) implement state-of-the-art information technology to support and accelerate the transformation. These goals will be accomplished by collaborating at three levels of government — Federal, State, and Local.  

Based on the recommendations and the six goals of the President’s New Freedom Commission report, Achieving the Promise, the Federal government has charged Substance Abuse and Mental Health Services Administration or SAMHSA with leading a workgroup of Federal agencies to implement a transformation action plan that includes issuing MHT grants to states. Texas successfully competed for the MHT grant. The Governor’s office charged DSHS with operating the grant and formed a Transformation Working Group (TWG) of all agencies that have something to contribute to the mental health of Texans. The Texas project includes local government by inviting communities to collaborate at the local level.

Nagla Elerian: What is the current status of MHT? 
Sam Shore: The grant is just ending its second year of operation and has three years remaining. Year 1 was spent conducting an in depth needs assessment and resource inventory across all TWG agencies, and then developing a Comprehensive Mental Health Plan (CMHP) for the State to attain the goals described in the President’s New Freedom Commission report. Year 2 has been spent implementing the CMHP by forming state level workgroups, and working with the Texas Health Institute (the State’s contractor) to select eight Community Collaboratives.  

On behalf of the TWG, the Texas Health Institute has competitively selected eight communities that all have a track record of collaboration, to become learning laboratories for local level mental health transformation. These Community Collaboratives (CCs), that represent urban, suburban, rural, and frontier communities, have been in a planning phase for the work they intend to accomplish and will move to an implementation phase this fall. 
Nagla Elerian: How will MHT improve service delivery to clients?

Sam Shore: At the end of the day, MHT will have built an infrastructure for clients and family members to have a voice in how the system supports recovery and resilience. The workforce will include clients as providers of services and supports, and it will be equipped to provide the best services science has to offer. Also, information systems will support access to state-of-the-art services through telemedicine and telehealth. Data critical to the delivery of excellent services will be available with the proper informed consent of clients and family members.

Nagla Elerian: How will it improve data-sharing between State agencies?

Sam Shore: MHT resources are being directed to projects that allow state agencies and local community systems to share and compare data in the most uniform and efficient ways. In addition to the Clinical Management for Behavioral Health Services or CMBHS, TWG agencies are working with the Governor’s office to implement new legislation that will create common data standards and infrastructure to allow data-sharing. The Texas Health and Human Services Commission or HHSC is leading a project to create common data sets to track the use of restraint and seclusion in all facilities with the intent of reducing and eliminating its use — and MHT resources are supporting this work. The CCs are also using MHT resources to build and improve local IT infrastructure, and it is expected that projects will emerge that will benefit other non-CC sites. 
SUBSTANCE ABUSE DATA HIGHLIGHTS

National Outcome Measures Show Much Can Be Gained from Substance Abuse Treatment

National Outcome Measures (NOMs) determine the extent to which the vision of the Substance Abuse and Mental Health Services Administration (SAMHSA) is achieved. Texas, as with each state applying for a Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant, is required to submit NOMs for substance abuse treatment and prevention. 
For substance abuse treatment, the Texas Department of State Health Services (DSHS) must report the number and percent of clients at admission and discharge in terms of: 1) employment status; 2) homelessness; 3) criminal justice involvement; 4) abstinence from alcohol use; 5) abstinence from other drug use; and 6) participation in social support for recovery. For each outcome, the absolute change from admission to discharge for completed episodes of treatment is computed. An episode is defined as the experience of the client from before being admitted to their first level of care to their last discharge from DSHS-funded substance abuse treatment. In some cases, clients are admitted to only one level of care. But in other cases, they may be treated with multiple levels of care, in which case, the client’s first admission and last discharge are compared.    

In the SAPT Block Grant application for 2008, DSHS is required to report NOMs for substance abuse treatment for State Fiscal Year (SFY) 2006. Indeed, this is the first time states are required to report substance abuse treatment NOMs, thereby making these baseline data. Figure 3 presents the results, as computed by Martin Arocena, Ph.D. (Decision Support Unit, Mental Health & Substance Abuse Services). 

In terms of employment, Figure 3 shows that among DSHS-funded substance abuse treatment clients in the labor force, 64% were employed at admission compared to 79% at discharge. Therefore, there was a 15% increase in employment from admission to discharge. With respect to homelessness, whereas 7% of DSHS-funded substance abuse treatment clients were homeless at admission, 5% were homeless at discharge, a 2% improvement from admission. For criminal justice involvement, 11% of clients admitted to DSHS-funded substance abuse treatment were arrested, while 8% were arrested 30 days prior to, or since, discharge — a 3% improvement. In terms of abstinence from alcohol use, Figure 3 indicates that 36% of clients admitted to DSHS-funded substance abuse treatment (not necessarily for alcohol) reported being abstinent (no use) from alcohol for 1 to 30 days prior to admission, whereas at discharge, 61% reported abstinence from alcohol, meaning 25% improvement from admission. With abstinence from other drug use, 37% of DSHS-funded substance abuse treatment clients reported being abstinent (no use) from other drugs (not necessarily for other drugs) for 1 to 30 days at admission, while 57% reported abstinence from other drugs at discharge — a 20% improvement from admission. Finally, for participation in social support for recovery, what is measured is the percent of clients attending support groups (e.g., Alcoholics Anonymous or AA, Narcotics Anonymous or NA, etc.) within 30 days prior to admission compared to discharge. As Figure 3 reveals, client records show that at admission, only 20% were attending such groups, while at discharge, the percent increased to 61%, a 41% improvement. 
Clearly, NOMs for SFY2006 seem to suggest that there is much to be gained by clients who complete DSHS-funded substance abuse treatment. The hope is that SAMHSA will think so as well. Without a doubt, DSHS benefits from having implemented the Behavioral Health Integrated Provider System (BHIPS) that allows for client data collection and analysis at admission and discharge from substance abuse treatment.

WHAT THE RESEARCH LITERATURE TEACHES US

Effects of Client, Clinician, and Context on Judging Mental Disorder in Youth

Because mental health diagnostic decisions shape treatment choices, bias or inconsistency in assessment pose a potentially serious challenge for effective practice and service delivery. The Diagnostic and Statistical Manual of Mental Disorders (DSM) by the American Psychiatric Association (1994) was based on the expectation that structured, behaviorally-oriented criteria to judge mental health diagnoses would minimize bias and promote consistency among clinicians with different theoretical orientations and professional affiliations. But does it? Do clinicians make distinctions between disordered and non-disordered behaviors as specified in DSM clinical guidelines? Given identical DSM clinical criteria, do clinicians reach the same judgments regardless of the race/ethnicity of their clients or their own professional and social characteristics? Using a vignette-based, mailed survey to 1,401 experienced psychologists, psychiatrists, and social workers (response rate = 48.6%), Kathleen Pottick, Ph.D., and her colleagues attempted to answer these questions. The study, published in the February 2007 issue of the Journal of Consulting and Clinical Psychology, examined how clients’ race/ethnicity and clinicians’ professional and social characteristics affect their judgment of mental disorder among antisocially behaving youths. The vignettes described problematic behaviors meeting the DSM IV (Diagnostic and Statistical Manual of Mental Disorders, 4th edition) criteria for conduct disorder but contained contextual information suggesting either internal dysfunction (i.e., mental disorder) or a normal response to a difficult environment (i.e., no mental disorder), following DSM-IV inclusionary and exclusionary guidelines. The results showed that clinicians did depend of contextual information to decide whether a mental disorder existed. Yet, clinicians judged White youths to have a mental disorder more frequently than Black or Hispanic youths. Whereas their own gender, race/ethnicity, and experience did not influence their judgments, clinicians’ occupation, theoretical orientation, and age were associated with disorder judgments. Psychiatrists were most inclined to judge youths as having a mental disorder, followed by psychologists, and social workers, respectively. Those with a psychodynamic or psychoanalytic orientation were more likely to make judgments of mental disorder than were clinicians with a cognitive/behavioral/family/systems or eclectic approach. Finally, younger rather than older clinicians were more inclined to judge mental disorder. These results contribute to our current understanding of race/ethnic disparities in mental health diagnostic prevalence rates, including the troubling possibility that clinicians may be biased, viewing White youths as having a mental disorder (perhaps retaining them in the mental health system), and minority youths as delinquent (perhaps directing them to the juvenile justice system). The findings also suggest that professional socialization processes might be related to variations in clinical decision-making about the presence or absence of mental disorder, demonstrating how challenging it is to develop classification criteria that are applied uniformly across professional groups, and among clinicians with different theoretical orientations. Together, these results have important implications for clinical training to improve equity of services and accuracy of clinical assessment in the Texas mental health system and beyond.
____________
Pottick, K., Kirk, S., Hsieh, D., & Tian, X. (2007). Judging mental disorder in youths: Effects of client, clinician, and contextual differences. Journal of Consulting and Clinical Psychology, 75(1), 1-8.
Specialized Substance Abuse Treatment for Women Promotes Continuity of Care
Research has stressed the value of providing specialized substance abuse treatment services to women. Yet, very few studies have been conducted to examine whether women receiving substance abuse treatment from women-only programs differ in their characteristics and treatment outcomes from women receiving treatment from mixed-gender programs (Grella, 1999). To fill this research gap, Ronald Claus, Ph.D., and his associates investigated the continuity of care for women with children who were admitted to long-term, residential substance abuse treatment. Their retrospective study, published in the January 2007 issue of the Journal of Substance Abuse Treatment, compared 747 women admitted to 7 publicly-funded specialized, women-only, long-term, residential substance abuse treatment programs with 823 women admitted to 9 publicly-funded standard, mixed-gender treatment in Washington State between January 1994 and mid-2000. All women had a child less than 18 years old at the time of admission, and were not pregnant (or immediately postpartum) on admission. Pregnant and postpartum women were excluded because so few entered standard treatment, and consequently, their inclusion would have compromised a comparison of the two groups. Those who received specialized, women-only, long-term, residential substance abuse treatment (37%) were considerably more likely than women who received standard, mixed-gender treatment (14%) to continue care. Further analyses showed that those who received specialized, women-only, long-term, residential substance abuse treatment and had longer stays were most likely to continue care. These findings show that publicly-funded specialized substance abuse treatment for women in Texas and elsewhere promote continuing care, and demonstrate the importance of treatment completion.
____________
Claus, R., Orwin, R., Kissin, W., Krupski, A., Campbell, K., & Stark, K. (2007). Does gender-specific substance abuse treatment for women promote continuity of care? Journal of Substance Abuse Treatment, 32(1), 27-39.


CLINICAL MANAGEMENT FOR BEHAVIORAL HEALTH SERVICES (CMBHS)
PROJECT UPDATE

Kevin Davis, CMBHS Focus Group Leader
Recent Activities

In June, Patrick Gilles (Unit Manager, NorthSTAR & Special Initiatives, Mental Health & Substance Abuse Services) was appointed to be the Functional Manager for CMBHS. This position involves monitoring and oversight of project activities, as well as serving as a liaison between IT and the business area.

Work on the beta release of CMBHS is currently scheduled to be completed by October 26, 2007. To meet this deadline, the CMBHS Focus Group has added an additional meeting every Friday. By adding this additional time, the Focus Group was recently able to complete the requirements for the treatment planning component, and adult and adolescent assessment components of the application. The developers have begun coding, and the Focus Group will soon be able to begin testing these functions.

The CMBHS Focus Group has been developing a communication process for the project. Although the specific details of the process have not yet been released, the process will include a formal method for requesting information and providing feedback on the project. A detailed archive will be maintained of all issues and requests brought up by internal and external stakeholders that will include responses by project leadership. Part of this plan will be a new format for stakeholder meetings. As soon as the plan is approved by the CMBHS Steering Committee, it will be made available to all staff.

A new user interface (UI) design and logo has been created by IT staff member, Sue Michalski. Several possible designs were presented to the CMBHS Focus Group. After some minor revisions, the Focus Group selected one that was believed to be very pleasing to the eye, while also having a very contemporary look. Future presentations of the application will include this new design and logo. 
Next Steps

The CMBHS Focus Group will be concentrating on completing the requirements for the progress notes section next. This component is needed for the beta release in October. The progress notes component will include various types of notes such as, therapy, psycho-educational, administrative, nursing, and those pertaining to the Texas Implementation of Medication Algorithms (TIMA). Additionally, the Focus Group will be working on creating the requirements for user and client dashboard, referrals, consent, and release of information.

A training plan is in the initial stages of development, and it is being headed up by Glenn Richardson (Training & Technical Assistance Unit, Mental Health & Substance Abuse Services). Once the primary work for the beta release is completed and provider sites are selected, then the training plan will be completed. Glenn and his colleagues will be developing the training materials, and providing training to all beta testing participants.
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QUESTION FROM THE ASSISTANT COMMISSIONER FOR MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES: “What have you done for clients today using data?”           


(Joe Vesowate)





ANSWER: Debra McIntire (Program Specialist, Program Implementation Unit) 





��






As a member of the Program Implementation Unit, I use data to assist in decision making for implementing changes to Assertive Community Treatment (ACT) — the most intensive community mental health service package available to individuals with serious mental illness at DSHS-funded Community Mental Health Centers. Recently, changes were made to enhance ACT services, to provide consistency with contracts, standards, and fidelity, and to differentiate “Urban ACT” from “Rural ACT”. We used the average number of clients in a service area clinically recommended for ACT during the most recent four, state fiscal quarters to determine which Centers ought to have Urban ACT or Rural ACT. Data reports from the DSHS Mental Retardation and Behavioral Outpatient Warehouse (MBOW) and those produced by Mark Mason (Decision Support Unit, Mental Health & Substance Abuse Services), using more advanced statistical software, were great resources in this effort.
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  Source: Worker's Compensation Management Plan, Texas Attorney General.








UPCOMING EVENTS





August 28 is the Behavioral Health Outreach and Informing Subcommittee Meeting of the Medicaid Managed Care (STAR) and Children’s Health Insurance Program Regional Advisory Committees (� HYPERLINK "http://www.hhsc.state.tx.us/news/meetings/past/2007/082807_STAR_Austin.html" ��http://www.hhsc.state.tx.us/news/meetings/past/2007/082807_STAR_Austin.html�).





September is National Alcohol and Drug Addiction Recovery Month (� HYPERLINK "http://www.recoverymonth.gov/" ��http://www.recoverymonth.gov/�).





September 9-15 is National Suicide Prevention Week (�HYPERLINK http://www.texassuicideprevention.org/ ��http://www.texassuicideprevention.org/�).





September 10 is Stop a Suicide Today Day (� HYPERLINK "http://www.stopasuicide.org/" ��http://www.stopasuicide.org/�).





September 15–20 is the 12th International Conference on Violence, Abuse, and Trauma (�HYPERLINK http://ivatcenters.org/ ��http://ivatcenters.org/�).





September 16–19 is the 20th Annual National Prevention Network Prevention Research Conference (�HYPERLINK http://www.nasadad.org ��http://www.nasadad.org�).





September 23 – 26 is the 8th National Conference on Addiction and Criminal Behavior (�HYPERLINK http://www.gwcinc.com/2007_ncacb.htm ��http://www.gwcinc.com/2007_ncacb.htm�).





October 4 is National Depression Screening Day (http://www.mentalhealthscreening.org/events/ndsd/).





October 11-12 is the DSHS Advisory Council Meeting (http://www.dshs.state.tx.us/council/agenda.shtm).





October 20 – 24 is the 2007 National Conference of the American Association for the Treatment of Opioid Dependence (�HYPERLINK http://www.aatod.org/aatodnational.html ��http://www.aatod.org/aatodnational.html�).





October 23 – 31 is Red Ribbon Week (�HYPERLINK http://www.dshs.state.tx.us/sa/redribbon/ ��http://www.dshs.state.tx.us/sa/redribbon/�).





November 15 is the Great American Smokeout.
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      Source: DSHS Behavioral Health Integrated Provider System (BHIPS).
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