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PURPOSE OF THIS SPECIAL ISSUE
Welcome to this special issue of the DSHS Behavioral Health News Brief on Mental Health Month — a time to promote recovery and the transformation of mental health service delivery for individuals with mental health needs and their families. 

Mental illness is a medical condition that disrupts a person’s thinking, feeling, mood, ability to relate to others, and daily functioning. In Texas, it is estimated that 2.6% of adults are even more seriously affected by having a severe and persistent mental illness, such as Schizophrenia, Bipolar Disorder, or Major Depressive Disorder. Likewise, it is estimated that 2.5% of children and adolescents have a diagnosable mental health problem that severely disrupts their ability to function socially, academically, and emotionally. 
The good news about mental illness and emotional disturbance is that recovery is possible. Most people diagnosed with a serious and persistent mental illness or severe emotional disturbance can experience relief from their symptoms by actively participating in treatment. 
For Mental Health Month, this May, DSHS featured weekly web-postings on related topics (http://www.dshs.state.tx.us/mhsa/awareness/). These web-postings, in turn, form the basis of the articles in this special issue. Each highlights the challenges associated with mental illness, and the importance of treatment in the lives of Texans. 
Cindy Gibson, Mental Health Rights Coordinator, Consumer Services and Rights Protection, Mental Health and Substance Abuse Services Division, describes the hopeful journey of mental health recovery. Emilie Becker, MD, Psychiatrist, Community Mental Health and Substance Abuse Program Services, highlights questions and answers about women and depression, and effective modes of mental health treatment. Luanne Southern, MSW, Deputy Commissioner of DSHS, discusses the importance of integrating the delivery of primary health, mental health and substance abuse services, and promising public health models that do just that. Sam Shore, MSSW, Director, Mental Health Transformation, describes the mental health of veterans in Texas, and efforts at the federal, state, and local levels to meet their behavioral health needs as they return home from Operation Enduring Freedom in Afghanistan and Operation Iraqi Freedom, many with post-traumatic stress disorder or major depressive disorder.
Finally, upcoming events and the Clinical Management for Behavioral Health Services (CMBHS) project update continue to be included to encourage awareness and participation.
Recovery: A Journey of Hope
by Cindy Gibson
If you ask people who are diagnosed with serious mental illness or severe emotional disturbance and their families what recovery means to them, you are likely to receive many different answers. For some, mental health recovery means not having symptoms of mental illness. For others, it means succeeding in school, or landing a better job. Still, others will tell you recovery is impossible, since currently there is no cure for most serious mental illnesses. However, when you ask consumers about mental health recovery, there is one constant — their answer is characterized by hope, or lack thereof.

[image: image1.png]*x *
Xy TEXAS
Department of
State Health Services




Consumers who are hopeful often describe recovery as the ability to set and accomplish goals, achieve milestones, and experience success. Most of the time, consumers talk about having friends, being accepted and respected by their communities, working in fulfilling jobs, and experiencing meaningful family and romantic relationships. In contrast, consumers and families who lack hope often answer this question very differently. 
They may express skepticism about the concept of mental health recovery, doubts about the value of treatment, or hopelessness about the ability for their lives to improve. The starkest difference between these two groups is that consumers and families who lack hope are less likely to describe future goals, or experience goals as attainable.
To clearly define recovery, the federal Substance Abuse and Mental Health Services Administration convened a national consensus panel. According to the panel, “mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential.”
The consensus panel also defined 10 fundamental components of mental health recovery:
Self-direction. An intrinsic value of a recovery-oriented system is that recovery must be self-directed by the individual, who defines his or her own goals and decides the path he or she follows to achieve those goals. The primary goal of the system of care is to assist the consumer in setting and meeting his or her own goals.
Individualized and person-centered. Recovery-oriented systems of care recognize that there is more than one path to recovery, depending on the individual consumer’s experiences, likes and dislikes, abilities, and culture. The system of care is diverse and flexible enough to accommodate the different needs of consumers and to assure culturally-competent services.
Empowerment. Consumers in a recovery paradigm have the ability to choose their services and participate in decisions about their treatment without fear. A goal of services is to increase consumers’ sense of self-efficacy, the belief in their ability to make goals and accomplish them. Additionally, recovery-oriented systems help empower consumers by providing necessary education and information about their diagnosis, and treatment choices to make informed decisions. Consumers who feel empowered often describe their treatment relationship with their provider as a partnership.
Holistic. Recovery is much more than a resolution of symptoms. Recovery encompasses body, mind, and spirit and is about overall health, freedom from addiction, social support, and spiritual wellness. Families, friends, health care providers, employers, schools, churches, and community organizations all play a role in recovery from serious mental illness and severe emotional disturbance.
Non-linear. Recovery is described by many as a journey or a transformative experience. However, most report a process of two-steps forward and one step backward. Emotional growth and development often depends on learning from setbacks. Relapse in the recovery oriented system is treated as an opportunity for further growth. 
Strengths-based. A recovery-oriented system values the inherent worth of each individual and recognizes his or her unique strengths and abilities. These strengths serve as the foundation for growth in recovery. A recovery-oriented approach focuses on further development of these resiliency factors.
Peer support. When an individual is diagnosed with a life-altering disease or disorder, the road to recovery can be complicated by fear and hopelessness. This fear is often accompanied by the belief or feeling that “no one understands” or “you don’t know how I feel.” These beliefs, along with the struggle to cope with a serious illness or disorder, can cause individuals to feel socially isolated. Peer support is recognized as an evidence-based approach to patient and family education and support--two essential building blocks of recovery. Peer support is a key component of treatment for many chronic diseases and disorders, including cancer, diabetes, heart disease, and childhood diseases and disabilities. “Self-help” and support groups are credited by many to have made the difference in their recovery, or their ability to support a family member in their recovery.
Respect. Regardless of illness or disabilities, individuals desire to be accepted by society and to be treated fairly. Recovery-oriented systems fiercely value individual rights of consumers and protection against abuse and neglect. Recovery-oriented systems facilitate, to the greatest extent possible, full inclusion in the community and full access to resources that help the individual live and work in their community. Programs, such as supported housing and supported employment, and initiatives to educate the community about mental illness, are examples of recovery-oriented services that emphasize full inclusion.
Responsibility. Along with self-determination and rights, comes the responsibility of making choices and accepting the consequences of choices made. The journey of recovery from a serious mental illness or disorder often requires courage and perseverance. While many consumers report a desire for a more self-directed system, it is often very difficult to break old patterns of dependence. It is very challenging to expand natural supports and build new relationships. These activities require the courage to take risks and face possible disappointment. Learning self-management of symptoms and use of new coping skills can be frustrating and difficult at times. Recovery-oriented systems provide support, encouragement, training, and a nurturing environment to help individuals build the necessary skills to make responsible choices.
Hope. DSHS is committed to a service system for consumers and their families that is recovery-oriented. To achieve this goal, we must educate providers, consumers, families, and the community about recovery and what is possible. Finally, we must inspire hope in ourselves that mental health recovery is possible, and instill that hope in every consumer we serve.
For more information:
· Substance Abuse and Mental Health Services Administration, National Mental Health Information Center, National Consensus Statement on Mental Health Recovery, http://mentalhealth.samhsa.gov/publications/allpubs/sma05-4129/.

· President’s New Freedom Commission on Mental Health, http://www.mentalhealthcommission.gov/reports/FinalReport/FullReport.htm.
· National Mental Health Consumers’ Self-Help Clearinghouse, http://www.mhselfhelp.org/.
· 
Mental Health America of Texas, http://www.mhatexas.org/.
· National Alliance on Mental Illness (NAMI), Texas, http://www.namitexas.org/.
· Prosumers International, http://www.prosumersinternational.org/.
Women and Depression
by Emilie Becker, MD

When I teach medical students, I often ask them about risk factors for depression. At first, they mention family history and a history of depression. Then, some might offer “sickness.” (That is a good response, since they are medical students!) After other possibilities are discussed and discarded, they come up with being female, and it is usually a female medical student who gives that answer. 
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In fact, being female is the greatest risk factor for depression; women are twice as likely as men to experience depression. Whereas girls and boys have the same risk for depression, once their menstrual cycle begins, the risk for girls doubles. Then, when women become post-menopausal, their risk for depression equates to that of men once again. This occurs internationally. No matter the country or culture, the

incidence of depression is at least two to one among women versus men, from Beirut to Bangkok to Bastrop. 
So, what is it about being female that increases the risk for depression? Scientists are not quite sure. Until Bernadette Healy, MD, became the medical director of the National Institutes of Health in 1990, women were excluded from clinical studies, including those on depression. Women’s hormonal changes and their risk of becoming pregnant precluded them from participating in clinical studies.
Scientists do know that premenstrual syndrome, now termed “premenstrual dysphoric disorder,” and depression are inextricably linked. Women who experience premenstrual dysphoric disorder are more likely to be diagnosed with major depressive disorder. Moreover, mood disorders in women are frequently exacerbated premenstrually. Pregnancy also does not create immunity from mood disorders, and women may become depressed during that time. 
Also known is that if a woman is ever going to experience a mood disorder, chances are that she will do so after delivering a baby. Women with depression who kill their children are what make the headlines, but what is much more common and less publicized is the deleterious effects a mother with depression can have on her children. Mothers with depression hold and play with their children less often than do mothers without depression. Children of mothers who are depressed are subsequently more likely to show behavioral problems, as well as increased levels of cortisol, the stress hormone. A depressed mother’s child is also more likely to show developmental and language delays. Further, women make about twice as many suicide attempts as men, but men succeed twice as often as do women. A family history of suicide, previous suicide attempts, trauma, and alcohol/drug use are contributing risk factors for suicide. 
Fortunately, mental health treatment works, and strong verbal skills often mean women benefit from psychotherapy. Antidepressants also effectively treat depression, and there is some evidence that women respond better to selective serotonin antidepressants than do men. What is not known is how the metabolism of medication may change within a woman’s menstrual cycle; there may be differences mid to late cycle. Perhaps in the future, women may be prescribed different doses of medications at various times of their menstrual cycle. 
A frequently asked question is, “do hormones work as well as antidepressants?” Can Prozac be prescribed instead of PremPro? At this time, the answer is “no.” Regardless of the risk hormones may pose for eliciting depression, they do not reverse depression once it occurs. However, women who are prone to premenstrual mood swings often benefit from long-acting hormonal birth control, in that the number of menstrual cycles are four times a year instead of twelve. 
Another common question is, “can you treat a woman for depression when she is pregnant?” The answer is, “most definitely.” Psychotherapy is the safest form of treatment, but the risks of treated depression pale in comparison to the risks of untreated depression. Indeed, the Sequenced Treatment Alternatives to Relieve Depression (STAR*D) study by A. John Rush, MD, and his colleagues, published in the November 2006 issue of the American Journal of Psychiatry, shows that when mothers who are diagnosed with depression are given adequate treatment to cause remission, their children prosper emotionally and have fewer psychiatric diagnoses. 
For more information:
· In Austin: If you or someone you know needs help, call a 24-hour crisis hotline at (512) 472-HELP.
· Women and Depression: Discovering Hope. A 2008 Booklet on Symptoms,
      Treatment, and Factors Contributing to Depression Unique to Women, http://www.nimh.nih.gov/health/publications/women-and-depression-discovering-hope/.
· 
American Psychiatric Association Briefing on Women and Depression,
      http://www.apa.org/ppo/issues/pwomenanddepress.html.

· 
Women and Depression Fast Facts, http://mentalhealth.samhsa.gov/publications/allpubs/FastFact6/default.asp.
Integrated Service Delivery
by Luanne Southern, MSW
Beginning with the 1961 Action for Mental Health report of the Joint Commission on Mental Illness and Health, and most recently, with the 2009 Institute of Medicine report, Preventing Mental, Emotional, and Behavioral Disorders Among Young People: Progress and Possibilities, continuous emphasis has been placed on the benefits of incorporating mental health as an essential component of overall health and well-being. The promotion of integrated services that address both physical and behavioral health has gained additional attention due to increased awareness of the prevalence of co-existing conditions among individuals seeking primary health, mental health and substance abuse services. In particular, a 2006 National Association of State Mental Health Program Directors (NASMHPD) report, Morbidity and Mortality in People with Serious Mental Illness, indicated that individuals with serious mental illness experience earlier death, sometimes up to 25 years earlier than the general public, as a result of under-treated medical conditions. Examples of these conditions include: obesity, diabetes, alcohol and substance use disorders, infectious disease and cardiovascular disease. Additionally, the report indicated that, “seventy-five percent of individuals with either addictions or mental illness smoke cigarettes as compared with 23% of the general population.” 

The NASMHPD report has stimulated further research and strategies to address this issue. Current national efforts include an emphasis on use of a public health approach to incorporate mental health promotion and mental illness prevention into the overall behavioral health system of care. For instance, the National Center for Children in Poverty, in their 2008 report, Unclaimed Children Revisited emphasizes the need for integrating public health approaches into the community-based child and family service system. Further, NASMHPD adopted  
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a position statement that recognizes the need to use public health promotion and prevention practices in the development and delivery of the services provided by the public mental health system to increase positive functioning and resilience, and decrease the risk of developing mental illness and facilitate recovery. In addition, both the National Association of County and City Health Officials (NACCHO) and the Centers for Disease Control and Prevention (CDC) have released documents on the role of public health in promoting mental health. A 2005 CDC Morbidity and Mortality Weekly Report, The Role of Public Health in Mental Health Promotion, reiterated the President’s New Freedom Commission statement that mental health “is integral to overall health and well-being and should be treated with the same urgency as physical health.” A NACCHO issue brief found that there is “growing recognition that the historical separation between mental health and public health is an artificial one that threatens the health and well being of individuals, families and communities.”

Landmark work is being done in Texas to incorporate current research regarding co-existing physical and mental health conditions and promote the use of integrated approaches to service delivery for individuals seeking services. Two statewide initiatives, The Hogg Foundation for Mental Health Integration Project and the Texas Mental Health Transformation effort, are advancing the integrated services agenda forward. 

The Hogg Foundation for Mental Health funded five communities to implement an integrated services approach called Collaborative Care. This model requires primary care and mental health providers to develop methods to holistically address the health and well-being of individuals seeking services from public healthcare settings. 

The Texas Comprehensive Mental Health Plan, which serves as the foundation for implementing state-wide strategies for transforming the Texas behavioral health system, has incorporated the public health approach as the framework for advancing resiliency and recovery, mental illness prevention and mental health promotion.  

In addition, numerous integrated service projects are being implemented in various communities across Texas.  Many of these local projects have resulted in partnerships between Local Mental Health Authorities, Health Care Districts, Local Health Departments, and/or Federally Qualified Health Centers.  These state and local stakeholders serve an important role in working collaboratively with DSHS to identify and address current and future challenges and opportunities associated with the promotion and implementation of an integrated service delivery system.  

To achieve the goal of an integrated health system, DSHS promotes the use of the broader public health perspective for strategically coordinating the delivery of primary health, mental health and substance abuse services. DSHS managers from across the organization are continually working to identify opportunities to apply integrated service delivery approaches to new initiatives and as part of reforming existing programs.  Some examples of how this work has been applied within the agency include:

· Understanding the dynamics of addiction has contributed to tobacco prevention and cessation programs that address chronic disease;

· Methods for coordination of injury and violence prevention initiatives are being identified;

· Mental health crisis intervention has become an integral part of preparedness and response activities that address the needs of individuals impacted by natural disasters;

· Child psychiatrists and primary care providers are developing methods for providing coordinated treatment; and

· Primary care and mental health provider organizations are partnering with DSHS and other interested state and local constituents to identify opportunities to promote integrated approaches to service delivery.  

As the single state agency responsible for administering programs that address physical illness, mental illness and substance abuse, DSHS is able to promote interventions that address the overall health and well-being of Texans. DSHS supports the use of the public health approach as the overarching philosophy for integration of primary health, mental health and substance abuse services.  Within this framework, the areas of prevention, early intervention, and health promotion are an integral part of the service continuum. DSHS is pursuing opportunities to work in collaboration with stakeholders who are involved in the provision of integrated services in Texas.   This includes continued involvement in efforts to identify and resolve challenges associated with implementing and sustaining integrated services at the state and local level.           

For more information:
· The Hogg Foundation for Mental Health, http://www.hogg.utexas.edu/programs_ihc.html.
· Texas Comprehensive Mental Health Plan,

 http://www.mhtransformation.org/.


 
Transforming the Mental Health of Veterans

by Sam Shore, MSSW

As a recipient of a Mental Health Transformation federal grant from the Substance Abuse and Mental Health Services Administration, Texas is charged with building a solid foundation for delivering evidence-based mental health and related services, fostering recovery, improving quality of life, and meeting the multiple needs of mental health consumers across the life span. As directed by the Governor of Texas, DSHS serves as the administrative home of the grant in Texas. The Governor directed 14 state agencies and consumers/family members to form the Mental Health Transformation Working Group. At its August 2008 meeting, the Transformation Working Group recommended that DSHS coordinate a subgroup to identify the behavioral health needs of veterans returning to Texas from Operation Enduring Freedom in Afghanistan and Operation Iraqi Freedom, and to describe gaps and provide recommendations.
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Texas has the third largest population of veterans in the United States and contributes a significant number of the military service members deployed as part of Operation Enduring Freedom in Afghanistan and Operation Iraqi Freedom. According to the RAND Corporation’s Invisible Wounds of War report, up to 15% and 14% of service members returning from these respective deployments are affected by post-traumatic stress disorder or major depressive disorder, respectively. These conditions require ongoing behavioral health services and supports for veterans as well as their families.

Many federal, state, and private organizations provide behavioral health services for veterans. At the federal level, the U.S. Department of Veterans Affairs has primary responsibility for combat veterans who have been discharged from active duty. Veterans Affairs offers comprehensive health care coverage for veterans, including inpatient and outpatient mental health and substance abuse diagnosis and treatment. Veterans Affairs also offers counseling and reintegration services at hundreds of Veteran Centers across the country, including 15 in Texas. All combat veterans and their families are eligible for Veteran Center services at no charge for military-related issues, including confidential screening, counseling, and linkage to other services.

At the state level, multiple state, federal, and private partners have joined together in a memorandum of understanding under the name “Partners Across Texas.”  This partnership is an interagency and multi-organizational collaboration to enhance support for Texas veterans and their families. A variety of services are available from agencies, such as the Texas Veterans Commission, Texas Military Forces, Health and Human Services Commission, Department of Assistive and Rehabilitative Services, and Texas Workforce Commission, along with DSHS. State services ensure that veterans are linked to federal benefits and are supported, as they attempt to return to work and deal with the physical, psychological, and emotional impacts of combat experience. As part of Partners Across Texas, the Texas Information and Referral Network (2-1-1 Texas) and the TexVet: Partners Across Texas website (www.texvet.com) provide comprehensive information about services in Texas for veterans and their family members.
At the local level, there are 37 DSHS-funded community mental health centers that serve as a foundation for the locally managed public system of care for Texans with serious mental illness. The centers provide an array of behavioral health services that veterans or their family members may need, including crisis services and case management. Many other individuals and systems also interact with veterans at the community level, including the criminal justice system, courts, employers, hospitals, schools, and community groups.
Based on the identified gaps and the resources currently available, the Mental Health Transformation Working Group Returning Veterans Subgroup recommended the following:
Data. Collaborate with federal and state partners to gather comprehensive data on the behavioral and physical health status of Operation Enduring Freedom in Afghanistan and Operation Iraqi Freedom veterans and their families.
Service utilization. Develop outreach strategies utilizing the Texas Information and Referral Network (2-1-1 Texas), 12-Step Groups, peer support services, and the TexVet: Partners Across Texas website.
Quality and effectiveness of services. Provide education and training to medical and behavioral health service providers, information and referral specialists, law enforcement officers, and others to increase understanding of veterans’ behavioral health issues.

Health care coverage and access. Explore options to address gaps in health care coverage and access, especially for families of Operation Enduring Freedom in Afghanistan and Operation Iraqi Freedom veterans. Evaluate the costs to help pay health insurance premiums for families of these veterans, and encourage Veterans Affairs to refer veterans to qualified community providers when there are gaps between needed behavioral health services, and those available at the Veterans Affairs facility nearest to the home of the veteran.
Coordination and communication. Cultivate partnerships among multiple federal, state, and local entities to foster improved coordination. Build upon partnerships established in the “Partners Across Texas” memorandum of understanding, and coordinate recommendations with other efforts at the state and national levels.
Given the great number of Texas veterans, these partnerships must be maintained and strengthened. The Mental Health Transformation Working Group will move forward with these recommendations, and address the behavioral health needs of veterans and their families.
For more information:
· Behavioral Health Services for Returning Veterans and Their Families: Services, Gaps, and Recommendations. A 2008 Report of the Returning Veterans Subgroup of the Mental Health Transformation Working Group, http://www.mhtransformation.org.
· Invisible Wounds of War: Summary and Recommendations for Addressing
Psychological and Cognitive Injuries. A 2008 Report by the RAND Corporation, http://www.rand.org/pubs/monographs/.


UPCOMING EVENTS
May is Mental Health Month (www.mentalhealthamerica.net), and May 24-30 is Older Americans’ Mental Health Week (http://www.mentalhealthweek.org/Welcome.html).

May 31 is World No Tobacco Day (http://www.who.int/tobacco/wntd/2008/en/index.html).

June 3-7 is the National Association of State Alcohol and Drug Abuse Directors (NASADAD)/National Prevention Network (NPN)/National Treatment Network (NTN) Annual Meeting, Syracuse, New York (http://www.nasadad.org/index.php?base_id=1363).

June 4, July 2, August 6-7, and September 3 are the Mental Health Planning and Advisory Council (MHPAC) Teleconferences/Meetings (http://www.dshs.state.tx.us/mhpac/).
June 12 is the Texas Mental Health Transformation Work Group (TWG) Meeting, 1:30-5pm, Room M-739, Robert D. Moreton Building, 1100 W. 49th, Austin, Texas (http://www.mhtransformation.org/events.asp).
June 25 is the Texas Department of State Health Services (DSHS) Council Meeting, Room M-739, Robert D. Moreton Building, 1100 W. 49th, Austin, Texas (http://www.dshs.state.tx.us/council/).
June 27 is National HIV Testing Day (http://www.hhs.gov/aidsawarenessdays/days/testing/index.html).

July 6-10 is the Texas Behavioral Health Institute, Renaissance Hotel, 9721 Arboretum Boulevard, Austin, Texas (http://www.texinstitute.com).

July 8-9 is the 2009 Nursing Leadership Conference, Doubletree Hotel - Austin, 6505 IH-35 North, Austin, Texas (http://www.centerforhealthtraining.org/calendar/events/e06_07-08nlc.html).

July 30 is the Drug Demand Reduction Advisory Committee (DDRAC) Meeting, 1-4pm, Austin State Hospital, 4110 Guadalupe, Austin, Texas (http://www.dshs.state.tx.us/sa/ddrac/).
September is National Alcohol and Drug Addiction Recovery Month (http://www.recoverymonth.gov/).

September 6-12 is National Suicide Prevention Week (http://www.suicidology.org/web/guest/home).

September 11 is the Texas Mental Health Transformation Work Group (TWG) Meeting, 1:30-5pm, Room M-739, Robert D. Moreton Building, 1100 W. 49th, Austin, Texas (http://www.mhtransformation.org/events.asp).
CLINICAL MANAGEMENT FOR BEHAVIORAL HEALTH SERVICES (CMBHS)

PROJECT UPDATE

Kevin Davis, CMBHS Business Services Team Leader
The online version of the Clinical Management for Behavioral Health Services (CMBHS) is almost ready for deployment. User Acceptance Testing with eight DSHS-funded substance abuse service providers took place from April 13 through May 15, 2009. Homeward Bound, Houston Council for Alcohol and Drug Abuse, the Patrician Movement, Recovery Resource Council, Riverside General Hospital, South East Texas Regional Planning Commission, Tarrant County Mental Health and Mental Retardation, and Value Options participated in the testing. The purpose was to engage future end users before CMBHS is deployed to ensure that it performs as expected, and to capture feedback on potential improvements. Each participant was given four scripts to help them test different aspects of the application. Feedback from the User Acceptance Testing is still being evaluated, and a report of the results will be made available on the CMBHS webpage (http://www.dshs.state.tx.us/cmbhs/) later this summer.

[image: image5.jpg]



A demonstration version of CMBHS has also been made available. Anyone interested in previewing CMBHS, may access the demonstration site by using the following link, login, and password:

Link:
       http://dshsmhsatrn.tcada.txnet.state.tx.us/cmbhsdemo/webpages/Default.aspx
Login:        SClinician1

Password: D$h$..123

CMBHS will be deployed incrementally throughout Texas, beginning with DSHS-funded substance abuse treatment providers and Outreach, Screening, Assessment, and Referral providers. Deployment will begin in Region 7 in August 2009 with training to occur from June 29 through July 24, 2009. DSHS-funded community mental health centers will have the option of either using the online version of CMBHS, or they may utilize the data exchange system of CMBHS. Centers utilizing data exchange are those who already have an electronic health record, and simply want to transmit their data from their system to CMBHS. Data exchange with DSHS-funded community mental health centers will begin in December. A full deployment schedule can be found on the CMBHS webpage.

Finally, CMBHS will be losing a valuable team member at the end of May. Doug Hancock, who has been working on the project for the past two years, will be leaving DSHS to pursue other activities. Doug came to the CMBHS project as a contractor after retiring from the State Mental Health Hospital system, where he worked for 30 years. Doug has been responsible for coordinating and overseeing the CMBHS beta testing that occurred in 2008, and has been overseeing the User Acceptance Testing. In addition, Doug has played a critical planning role in CMBHS deployment, serving as a liaison for providers, while also updating and refining the CMBHS webpage.  

Feedback, questions, and requests related to the CMBHS project from internal staff may be submitted at the following link: http://online.dshs.state.tx.us/mhsa.
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