2011 Mental Health Block Grant Application Narrative

Adult – Overview of State Mental Health System

The mission of the Department of State Health Services (DSHS) is to promote optimal health for individuals and communities while providing effective physical health, mental health, and substance abuse services to Texans. Including DSHS, there are four departments under the direction of the Health and Human Services Commission (HHSC), which reports directly to the governor.  The other three departments are the Department of Aging and Disability Services (DADS), and the Department of Assistive and Rehabilitative Services (DARS), and the Department of Family and Protective Services (DFPS). The four departments facilitate opportunities for joint planning and delivery of many key human service programs such as public health, behavioral health, vocational rehabilitation, Medicaid, Texas Aid to Needy Families, and adult and child protective services.
The programs and services provided by DSHS are grouped into four broad categories--behavioral health, which consists of mental health and substance abuse services; preparedness and prevention services; community health services; and regulatory services. Within each category a broad array of diverse services is provided. Some of the services DSHS provides benefit the general public while other services address individualized needs.   

The Mental Health and Substance Abuse (MHSA) Services Division is designated as the mental health and substance abuse authority for the state and oversees the public mental health service delivery system, which comprises 37 local mental health authorities (LMHAs), the NorthSTAR Program, and 10 state hospitals. Texas continues to provide accessible, effective, comprehensive, coordinated, integrated, and evidence-based treatment services to persons with psychiatric disorders, substance use disorders, or both.  

In all but one area of the state, the LMHA is also a community mental health center (CMHC). Services provided by CMHCs throughout the state are delivered to adults with severe and persistent mental illness and children with severe emotional disturbance. To ensure a disease management framework for service delivery, the CMHCs follow a resiliency and disease management (RDM) model. The model utilizes interventions with empirical support to eliminate or manage symptoms and promote recovery from psychiatric disorders.  

The NorthSTAR Program provides mental health and substance abuse services to indigent members and most Medicaid recipients within seven counties surrounding the Dallas area. The NorthSTAR Program consists of services that are managed by a licensed health maintenance organization (HMO) under direct contract with DSHS. Through the DSHS contract and with local oversight by the local behavioral health authority, the contracted HMO supports network development that includes a wide array of individual, group, and facility-based providers. The HMO performs functions such as utilization management, quality management, customer service, and claims adjudication. The contractually required service array includes the same resiliency and disease management services required of the CMHCs and substance abuse providers.


The state hospital system, which includes one residential treatment center that is designated specifically for youth, provides inpatient care. The state hospitals are owned by the State of Texas and operated by DSHS. Although state hospitals are operated by DSHS, each LMHA and the NorthSTAR Program receive an allocation of state hospital resources to be utilized for inpatient care for individuals from their area of authority. Cooperative agreements with designated state hospital(s) outline the roles and responsibilities for utilization management. No block grant funds are used for these inpatient services.

Although many CMHCs are currently the primary providers of mental health services in their local service areas, the local planning and network development (LPND) initiative expands service delivery and consumer choice.  The LPND initiative implements state legislation that requires LMHAs to develop a network of external service providers and to provide direct services only when other willing providers are not available. A key goal of this project is to enable consumers to exercise greater control over the services they receive by offering them a choice of providers. The extent to which this goal can be achieved in any given service area and how quickly it can be reached depends on the circumstances, needs, and preferences of the individuals and local communities served by each LMHA.
Each LMHA is required to develop a local plan for developing its provider network through a collaborative process involving providers, consumers, and local stakeholders. These biennial plans include an assessment of the availability of interested providers and a plan for procuring services for the next two-year period. The first cycle of network development began in 2008, but the results were modest. The LMHAs took a conservative approach and providers generally concluded that the terms did not provide favorable conditions for establishing services in the local areas. The second cycle of network development began in January 2010 and local plans are due in summer 2010.  

Over the past year, DSHS worked with the Local Authority Network Advisory Committee (LANAC) and other stakeholders to identify barriers to network development and potential strategies for resolving them. Tools and procedures were updated based on the experience gained during first planning cycle, with a special focus on facilitating more productive communication between providers and LMHAs. Criteria were developed to guide the review and approval of local plans and a set of performance indicators were established to evaluate the effectiveness of the LPND initiative. The LANAC, with direction from DSHS, established a workgroup to begin the process for revising the rules concerning network planning and provider development.

During the 2008-2009 biennium, the 80th Texas Legislature appropriated funds to the LMHAs and NorthSTAR to improve the response to individuals experiencing mental health and substance abuse crises. These funds helped community programs to establish accredited crisis hotlines and mobile crisis outreach teams. Other funds enabled communities to develop or expand local alternatives to incarceration or state hospitalization through local short-term inpatient hospitalization options. The most recent legislature continued support of crisis services with an appropriation to fund transitional and intensive ongoing services. Transitional services provide linkages between existing services and individuals with serious mental illness who are not receiving ongoing care. Transitional services provide opportunities to serve the homeless and persons in need of substance abuse treatment and primary health care. Intensive ongoing services for children and adults provide team-based, wrap-around services to engage high need individuals in recovery-oriented services. By expanding its capacity to provide ongoing services to individuals entering mental health services as a result of a crisis encounter, the state is helping more individuals avoid unnecessary hospitalization or incarceration. 
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Adult – New Developments and Issues

Adult mental health services are benefitting from increased agency emphasis on collaboration with other human services providers, the criminal justice system, and consumers. Services are being expanded to include a Medicaid-funded substance abuse package. Through training and learning communities, adult mental health services are expanding peer services and supported employment.

Increasingly technology is being used to improve quality of services for consumers. With legislative support, a new electronic data exchange system is being developed that will ensure better continuity of care for special needs offenders. The electronic medical record (part of the Clinical Management for Behavioral Health Services, or CMBHS, initiative) is in final stages of development, and its completion will augment ongoing efforts to use the resiliency and disease management (RDM) model to evaluate the adequacy of service packages to meet consumer needs through outcome measurement.

Collaboration

Continuity of Care Task Force
The Texas Department of State Health Services assembled the Continuity of Care Task Force to recommend ways to handle the growing problem of access to community mental health care and to state hospitals.  The task force is composed of individuals with experience and expertise relevant to mental health, including law enforcement officials, members of the judiciary, local mental health clinicians and administrators, state hospital clinicians and administrators, and mental health consumers.  The goals of the Continuity of Care Task Force are to:

· Examine the overall continuum of care for individuals with severe mental illness who move through local mental health authorities, state hospitals, local jails, courts, and other systems of care; 

· Make and prioritize recommendations to improve efficiency, access, and quality of care for those individuals; and 

· Examine barriers to discharge for individuals in state hospitals with extended lengths of stay (> 1 year) and make recommendations to resolve those barriers. 

The task force has developed preliminary recommendations to address the issues of access to public mental health care and to state hospitals. After conducting five public forums across the state to discuss and obtain broad-based input, the task force met on June 18, 2010, to finalize the recommendations. The group will issue a report with the recommendations by September 30, 2010.

Preadmission Screening and Resident Review (PASRR)
Federal laws governing nursing facilities were revised through the Omnibus Budget Reconciliation Act (OBRA) of 1987, Public Law 100-203 of 1989, and 42 Code of Federal Regulations (CFR) §§483.100-483.116.  These laws require all persons initially entering nursing facilities to have a preadmission screening and resident review (PASRR) to determine if they are mentally ill or mentally retarded.  If a person is found to have mental illness or mental retardation, the screening helps determine whether nursing facility care is appropriate or whether the person should be offered community services and supports in an integrated setting, consistent with the individual’s needs. 
One of the goals articulated by the President’s New Freedom Commission on Mental Health (2001) is to remove barriers to community living for persons with disabilities. As part of this goal, the Department of State Health Services is collaborating with the Health and Human Services Commission and the Department of Aging and Disabilities Services to formulate a process that meets both federal and state standards and requirements.  The PASRR Workgroup has formulated a new process for screening and review prior to admission.  This process is being reviewed by the Centers for Medicare & Medicaid Services (CMS) and by stakeholders from across the state.

The Department of State Health Services is redefining the list of specialized services that can be offered to qualifying and willing mental health residents upon admission to the nursing facility.  The LMHAs would provide the specialized services.

Service Expansion
Substance Abuse Medicaid Benefit

As a result of the 81st Texas Legislature, an appropriations rider directs the Texas Health and Human Services Commission (HHSC) to provide coverage for comprehensive substance abuse treatment services to persons who qualify for Medicaid, enabling consumers with co-occurring disorders to more easily access substance abuse services. The Texas Medicaid program currently covers very limited services for substance abuse/dependence and consists of hospital-based detoxification for adults and adolescents and outpatient (individual and group) treatment for adolescents.   

 

In response to the rider, HHSC and DSHS are developing a comprehensive substance abuse benefit package to be implemented in the Texas Medicaid program. The expansion is scheduled for implementation on September 1, 2010. The implementation will be phased in, with the outpatient benefits beginning on September 1, 2010, Pending approval of changes to the state Medicaid plan by the Centers for Medicare & Medicaid Services, residential benefits will begin on January 1, 2011.

Supported Employment 

Consumers with psychiatric disabilities due to severe mental illness (SMI) are often highly employable with employment supports and the desire to work. With tailored and fidelity-based supports, many individuals are able to provide meaningful contributions to the workplace. However, consumers are often unsure about how to navigate the system to access the resources available to them, such as work incentive programs and Medicaid buy-in.  Individuals with SMI and the agencies assisting them must collaborate to achieve optimal results. Consumer-agency partnerships are critical to support the employment of individuals with SMI. Local mental health authorities also play a critical role in assisting consumers returning to the workplace.  

DSHS has designed a learning community process in which four LMHAs are currently participating. The learning committee teaches providers how to implement or improve their evidence-based supported employment programs. Participants have formed innovative partnerships and work closely with expert faculty. The experts continue to support and provide technical assistance to the LMHAs as they consider potential changes in the organizational structure and systems processes within their centers.  The LMHAs are learning how to manage these changes as systems move closer to a recovery-based paradigm. Throughout this project, the pilot centers have the opportunity to think creatively about their operational systems and their organizational recovery orientation with respect to supporting employment for people with SMI.

Peer Support

Via Hope, a training and technical assistance center is engaged in efforts to train and credential consumers and family members as peer specialists.  A peer specialist is someone who has lived with or experience with mental illness and is far enough along in his or her recovery to begin providing support to other consumers.  Eleven local mental health authorities (LMHAs) are currently engaged in a learning community peer specialist pilot program. The pilot program aims to increase the availability of peer support services statewide. The peer specialist movement is recovery based and represents a paradigm shift for some of the centers participating in the pilot program. The learning community includes monthly support calls and two in vivo conferences over a nine-month period to assist the center leadership and support staff in understanding and implementing necessary changes. The certification program provides a core curriculum based on a whole-health paradigm (the body and mind are linked and one cannot be treated without the other) to consumers who are currently providing peer support services at their local LMHA or to consumers who are interested in becoming peer specialists. The training for certification is 40 hours, including an eight-hour whole-health module. A certification test is taken following completion of the training. Two trainings have been held in Austin, with a total of 58 peers trained. Twenty-four peers who attended the initial training have passed the certification test. Additional peers will be certified upon the completion of the trainings and administration of tests.

Information Technology in the Service of Quality of Care

Data Exchange System for Special Needs Offenders

The 80th Texas Legislature in FY 07-08 passed Senate Bill 839, which amended the Texas Health and Safety Code, Chapter 614, to include the Department of Public Safety (DPS) Bureau of Identification and Records in the data exchange process. As amended, Texas Health and Safety Code §614.017 compelled DSHS and DPS to develop a real-time identification and data exchange system for special needs offenders to replace the current 72 hour manual data exchange process. This revision is intended to ensure more expedient data exchange to support continuity of care for individuals with mental illness in the criminal justice system as well as local post-booking jail diversion activities. Full implementation of the Senate bill will be completed by September 2010.  

Resiliency and Disease Management Redesign

Resiliency and disease management (RDM) is a model of service delivery designed to better match services to mental health consumers’ needs and to use limited resources more effectively. The primary goals of RDM are to ensure that consumers are receiving the services that are most beneficial to them and their recovery, and to achieve the best results possible given limited funding by using evidence-based practices.  
In order to assess the impact RDM has had on the mental health service delivery system from 2004 to 2009, DSHS, the LMHAs, advocates, and other stakeholders have come together to analyze where Texas is as a state and where it needs to go to enhance the mental health system.  One significant area being studied is the method by which people are matched with services. Individuals are currently matched with service packages based on their level of need, designed to ensure that they receive appropriate services, in an adequate amount, and in the most efficient manner. DSHS is asking other states about their current practices for matching consumers to services and/or service packages. The workgroup is also examining the services that are available in each of the current service packages to ensure that consumers are getting the services they need to work toward recovery.  

Another significant part of RDM being researched and analyzed is outcome measurement. DSHS currently collects information from each LMHA regarding outcomes for consumers to determine if the services being provided are effective. In order for DSHS to make informed policy decisions for the mental health service delivery system, it must collect and analyze clear and relevant data. This data is used to improve services and the lives of consumers. The RDM group will continue to have discussions with stakeholders to identify outcome measures that will provide the most accurate information about the effectiveness of services.

Clinical Management for Behavioral Health Services (CMBHS)

CMBHS began deployment to substance abuse treatment providers in December 2009 and will complete in August 2010. CMBHS will be deployed to NorthSTAR substance abuse treatment providers in August 2010. In an effort to minimize the impact on mental health providers who are using another electronic health record (EHR), DSHS is implementing a data-exchange process in addition to the web-based system. The long-term goal is to implement national standards-compliant data exchange for mental health services clients, which enables real-time and batched system interoperability between CMBHS online and EHR systems maintained by contracted providers. The timeframe for implementation is estimated to be more than 18 months. A transitional step is to provide mental health information currently reported to the Client Assignment and Registration (CARE) system directly into CMBHS, facilitating access to a single repository for behavioral health information for both mental health and substance abuse treatment providers. This is an important step in shifting information exchange from CARE to CMBHS and is targeted to be available by December 31st, 2010. In the future, when new behavioral health data standards are adopted, the data required for submission will change.
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Adult-Legislative Initiatives and Changes

The Texas Legislature meets biennially, with the next regular session opening in January 2011.  2010 falls between legislative sessions.  In this period, the focus is on implementing legislation from the 81st Session and preparing for issues that are likely to be on the legislative agenda in 2011.  

Update on Previous (81st) Legislative Activities

Expansion of Community Mental Health Crisis Services

The 81st Texas Legislature appropriated $108 million in fiscal years 2010 - 2011 for community mental health crisis services in three main categories:  

Maintenance of Crisis Services
The 80th Texas Legislature allocated funds to support enhancement of the crisis delivery system during the 2008-2009 biennium. There was a “ramp-up” period for these services. To maintain the level of services established by 2009, the 81st Texas Legislature allocated an additional $26 million for the biennium.
Transitional and Engagement Service Enhancement  

Statewide data indicate that approximately 63% of individuals who receive crisis services in the community are not ultimately linked to comprehensive ongoing care. Many of these individuals have complex requirements such as homelessness, substance use disorders, involvement with the criminal justice system, or multiple psychiatric hospitalizations. $26 million was allocated to engage this population with a flexible array of services to ease the transition from acute crisis stabilization services to ongoing community services. 

Increased Capacity for Intensive Services  

The statewide service delivery system has insufficient capacity to ensure access to ongoing intensive services as people transition from acute crisis stabilization.  DSHS received an additional $29 million to increase capacity for the most intensive levels of community services to provide ongoing support for these individuals.

More information about these initiatives is found in the description of Recent Achievements.

Veteran Support Services

The 81st Texas Legislature approved $1.2 million to address identified gaps in behavioral health services for veterans. Texas has the third largest population of veterans in the United States and contributes a significant number of the combatants fighting in Iraq and Afghanistan. In September 2007, 1.7 million veterans living in Texas comprised almost 14 percent of the total population.

Cognitive Processing Therapy (CPT)

Reports indicate one in five service members returning from Iraq or Afghanistan experience post-traumatic stress disorder (PTSD) and/or depression, and most will not be treated by the Department of Defense or Department of Veterans Affairs (VA). Rising suicide rates have underscored the need for additional community supports for these personnel. 

Cognitive processing therapy (CPT) is a 12-session treatment that can significantly reduce symptoms of PTSD. It has been shown to be effective for combat as well as for sexual assault and other traumas. VA providers throughout Texas have been trained in how to use CPT.  With the new funding, VA coordinators working under the oversight of Dr. Amy Williams are training local mental health authority (LMHA) staff in CPT, with a special focus on working with veterans.  Over 90 LMHA staff completed the training, and two more sessions are scheduled for August and September. DSHS anticipates 191 counselors will be trained through this initiative. 

Peer-to-Peer Services

The stigma associated with seeking assistance often discourages veterans from seeking appropriate mental health services. To address this issue, SB 1325 directed DSHS to implement a mental health intervention program for veterans using peer-to-peer supports. With a portion of the $1.2 million, DSHS is creating a peer support program using a model that was created in Texas and has been supported by the Texas Veteran’s Commission.

The “In the Zone” program uses peer-to-peer assistance groups to provide comradeship, inspiration, and support to veterans. These groups complement the formal service delivery system and are designed to make veterans more open to seeking professional assistance when appropriate. 

The program has three components: Preparing, Caring, and Sharing.  The Preparing component consists of the facilitator training and continuing education course, which trains volunteer veterans to implement the program in their communities. The Caring component connects veterans to social services, financial assistance, and other resources to help them successfully reintegrate into their families and communities. Through the final component, Sharing, PTSD support workshops provide veterans with peer counseling services to facilitate their recovery.

DSHS is sponsoring “In the Zone” training to communities that are ready and willing to support and implement all three components of “In the Zone.” As of the end of May 2010, 73 facilitators from across the state had completed training, with five more trainings scheduled for June and July. DSHS plans to develop a train-the-trainer program to expand the state’s network of peer-to-peer facilitators.

TexVet

Many federal, state, and private entities provide a broad range of services and resources for veterans, service members, and their families in Texas. This complexity makes it difficult to gain a comprehensive understanding of service availability and utilization. It also presents significant challenges in facilitating access and coordination. TexVet, an office at Texas A&M Health Science Center, was established to address these issues. TexVet is responsible for hosting an interagency collaboration, facilitating linkages, managing an on-line database of resources, and conducting outreach activities.

Funds were allocated in the 81st Texas Legislature to support this project. DSHS has contracted with Texas A&M Health Science Center to enhance the database with an expanded catalog of services and programs, improved linkages for updating the information, and individualized on-line matching services. In addition, TexVet is conducting outreach and marketing activities to promote use of the on-line database. Funds are also being used to support collaboration and improve coordination, particularly between state and local providers.

Coordination with Criminal Justice

Several bills from the 81st Texas Legislature focus on improving coordination between criminal justice and mental health services. 
Rider 97 allocated $7.5 million to establish a mental health facility constructed and operated by a county and a private mental health care partner. The facility seeks to reduce the number of individuals with behavioral health issues who need psychiatric hospitalization but remain in jail until space becomes available in the state system. DSHS has accepted a proposal from Montgomery County, and contract negotiations are in process. The 100-bed facility is scheduled to begin operations in 2011.
Rider 98 directed DSHS to provide grants for mental health deputy programs to divert individuals from unnecessary incarceration and facilitate assessments for appropriate behavioral health treatment. This enhanced diversion initiative has been implemented at MHMR Services for the Concho Valley, Heart of Texas Region MHMR, and Permian Basin Community Centers.  To date, 650 individuals have been diverted by the three programs.

House Bill 1233 gave probate courts authority to order an individual to receive psychoactive medication based on the treating psychiatrist's concern for the individual's health and safety. When such an order is made, licensed psychiatrists at the correctional facility create a continuity of care plan for the individual pending transfer to residential care or an inpatient competency restoration facility. This change in law restored the criminal court's jurisdiction when transfer is delayed so inmates who are in crisis may receive appropriate medical attention and psychiatric treatment. Many county courts and jails are now operating under these new provisions. Most of them are in large urban areas, which are more likely to have the staffing necessary to administer medication. In response to questions about specific implementation issues, the authors of this bill are preparing clarifying amendments for consideration by the 82nd Texas Legislature.

House Bill 888 clarified the length of time that a person with mental illness can be detained before being released without a mental health evaluation.  It gives mental health facilities an additional four hours to perform a comprehensive evaluation or obtain a protective custody order if the 48-hour maximum custody period ends on or near a weekend, legal holiday, or before 4 p.m. on the first succeeding business day. DSHS is revising its rules to reflect this change.

House Bill 1067 amended existing law allowing authorized entities, including community mental health centers, to share non-identifying data on suicide. The purpose was to encourage prompt reporting and to reduce the occurrence of suicide. DSHS is making revisions to the existing memorandum of understanding affected by this amendment. 
Other Legislation

Rider 81 established psychiatric and psychotherapy services for the uninsured and underinsured populations at a designated community health center. The community health center, Lone Star Circle of Care, is partners with the Texas A&M Health Science Center College of Medicine in Round Rock, Texas. The legislature set aside $500,000 to hire psychiatrists and psychotherapists to train third-year medical students and provide direct care services at the clinic. During the first three quarters of 2009, 1,376 uninsured and underinsured individuals received direct psychiatric or psychotherapy clinical care.

82nd Texas Legislature

Budget

The most pressing issue facing the state is the projected budget shortfall, now estimated to be $18 billion. Early in 2010, agencies were asked to look at ways to reduce their budgets. DSHS identified significant savings in administrative expenses. The health and human services agencies are providing options to the state legislature regarding possible additional reductions.

DSHS is currently working with stakeholders to identify options for budget reductions while protecting client services to the greatest extent possible. In addition to providing match for federal Medicaid dollars, state general revenue funds are used to pay for supplemental services not covered in the state Medicaid plan and to provide care for medically indigent residents. Service reductions are likely to have a disproportionate impact on the state’s large medically indigent population.

Healthcare Reform

It is anticipated that healthcare reform will have a greater impact in Texas than in most states. Under the Patient Protection and Affordability Care Act (PPACA), states with high rates of uninsured residents and low Medicaid coverage will see the greatest increases in coverage and federal funding. Texas currently has the highest rate of uninsured residents in the nation, with 25% of the general population and 30% of non-elderly adults lacking coverage. The existing Medicaid plan extends coverage for pregnant women and newborns up to 185% of the federal poverty level, but aligns with the federal minimum coverage for all other populations.

The Health and Human Services Commission (HHSC) estimates that the total caseload for Medicaid and the Children’s Health Insurance Program (CHIP) will increase by 52% between 2014 and 2023 under PPACA.  The cost to the state’s budget during that period is projected to be $27 billion. Until more information is available, it is difficult to assess the potential impact on mental health services.

Although Texas is challenging the legislation, implementation is moving forward. Texas has chosen not to establish its own high-risk pool, but HHSC and the Department of Insurance are taking steps to implement the requirements for expanded access to coverage and increased regulation of insurance companies. On the legislative front, interim committees in both the House and Senate are studying the implications of PPACA for Texas, the healthcare industry, and public and private insurance, and will be developing recommendations for efficient implementation. It is unlikely that Texas will exercise the options for early implementation of PPACA provisions or voluntary expansion of benefits.

Emerging Issues

The work of interim committees point to issues that may emerge in the 82nd Texas Legislature. Interim charges in the area of health and human services include examining the efficiency and effectiveness of prevention and early intervention programs, including those for mental health, and studying the scope and effectiveness of mental health services for abused and neglected children.

Workforce shortages are a continuing challenge for behavioral health providers in Texas. This is particularly true in the border region and underserved/rural areas of the state. Interim committee charges include developing recommendations to ensure sufficient numbers of health care professionals, with particular attention to the role of advanced practice nurses.

Health information exchange (HIE) is another key topic. Recommendations will address the state’s role for facilitating HIE, including the possibility of using the Medicaid exchange as a framework for a statewide system and the feasibility of developing  multiple regional health information technology exchanges in Texas. This is particularly relevant for DSHS, which is developing its own health information exchange system for behavioral health.

The House Appropriations Committee is studying cost and caseload trends in the Texas Medicaid program and making recommendations to control state expenditures.  The Public Health Committee is also focusing on cost containment and quality of care in the state Medicaid program.

Veteran services issues remain a priority. Legislators are monitoring the implementation of veterans’ court programs in Texas. They are also examining the link between combat stress disorders and the onset of criminal behavior.
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Adult – Description of State Agency’s Leadership

In Texas, mental health services for adults and children, substance abuse services, and public health services are co-located in the Department of State Health Services (DSHS). The organizational structure for DSHS promotes leadership for mental health issues at multiple levels.

The DSHS deputy commissioner is tasked with overseeing the integration of mental health, substance abuse, and public health services. This role includes serving as the agency's liaison to the DSHS Council, a group of nine advisors appointed by Governor Rick Perry. Several council members have backgrounds in mental health and substance abuse systems. To ensure that behavioral health remains a priority in the organization, the deputy commissioner is required to have a background in behavioral health.

The assistant commissioner for the Mental Health and Substance Abuse Services Division reports directly to the DSHS commissioner. The assistant commissioner is responsible for the oversight and operation of the publicly funded mental health system in Texas. He is designated by the governor to act as the single state authority for mental health. The assistant commissioner is involved in the day-to-day state level functions which ensure that mental health services are provided to the citizens of Texas. The assistant commissioner also leads the Mental Health and Substance Abuse Services Division in its mission “to serve Texans by providing leadership and oversight for mental health or substance abuse services by building resiliency, and facilitating recovery in homes and communities.”

The behavioral health services medical director reports directly to the assistant commissioner for the Mental Health and Substance Abuse Division. This position plays a vital role in shaping programs and policy and in providing clinical oversight for mental health and substance abuse services in Texas. Currently, the medical director is a psychiatrist who possesses an extensive background in working with both adults and children in the state hospital system and the community center system. 

Also, a Mental Health Transformation (MHT) grant was awarded to the state to facilitate infrastructure changes to transform the Texas mental health service system, improving capabilities to promote wellness, resilience, and recovery. Through the leadership of Governor Rick Perry, the Texas Transformation Working Group (TWG) was formed.  This group includes 14 public agencies in addition to consumer representatives that are focused achieving the goals of the President’s New Freedom Commission. The Texas TWG includes representatives from the Office of the Governor, the Texas Senate, and the Texas House of Representatives. Three commissioners from the President's New Freedom Commission serve as ex officio members of the TWG. DSHS manages this initiative to improve the quality and availability of mental health services for Texans. 

DSHS will continue to provide leadership throughout the public mental health system and to other public and private providers of mental health services. 
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Child – Overview of State’s Mental Health System

See “Adult-Overview of State’s Mental Health System”

Child – New Developments and Issues

See “Adult-New Developments and Issues”

In addition there are some additional issues that pertain to Children.  These include:

Youth Empowerment Services (YES) Waiver -1915(c) Medicaid Waiver

The States YES waiver proposal to the federal Centers for Medicare and Medicaid Services was approved in February, 2009 and implementation began shortly thereafter with enrollment of children beginning in September 2009. The program allows for greater flexibility in the funding of intensive community-based services and supports for children with serious emotional disturbances (SED) and their families.  
The YES waiver is still being piloted in a limited geographic area (Bexar and Travis Counties) with the goal of serving up to 300 youth between the ages of 3 - 18.  Children are determined to be financially eligible for the waiver program using the same standards to determine eligibility for Medicaid in institutions.  Under these standards, parental income is not considered.  This eliminates the current incentive for parents to relinquish custody to obtain access to Medicaid coverage for mental health treatment.  

In addition to regular Medicaid services, waiver participants are eligible for other services as needed, including respite care; family supports; community living supports; wrap-around services; case management; and short-term residential treatment.  Waiver providers have been and will continue to be enrolled and contracted by DSHS.  Local Mental Health Authorities (LMHAs) will perform administrative functions at the local level. 

Additional counties may begin serving as pilot sites as early as 2011 if the waiver is determined to be cost effective after its first full two years of operation.
Children’s Health Insurance Program (CHIP) Restoration

Recent statistics show that, in the US, approximately 9 million children and 38 million adults don't have access to affordable health insurance.  Of the 9 million children, 1.5 million live in Texas.  Texas continues to lead the nation with the highest rate of uninsured. 

Last year, the 81st Texas Legislature attempted to remove barriers to children’s access to healthcare.  Although three bills to increase CHIP eligibility for certain populations passed the Legislature; two were signed into law:

HB 1630 requires children scheduled for release from the Texas Youth Commission (TYC) facilities to be assessed for CHIP and enrolled in CHIP or Medicaid once they are released from the TYC facility.

SB 187 is legislation that allows families who have children with disabilities to buy into Medicaid on a sliding scale based on family income.  Additionally, SB 865 was signed into law which creates a health insurance program for uninsured children whose parents receive child support services.

Telemedicine

“Mental illness is overlooked and undertreated in adolescents, especially with respect to low-income and ethnically-diverse youth. School-based health centers are one way to increase health care utilization, and may be particularly important for accessing hard-to-reach populations. New models of psychiatric intervention are needed to improve the accessibility of mental health care that incorporate local school districts in collaboration with local partners.”1  

Telemedicine has been shown to be an effective method of intervention across the state with the child and adolescent population, and has been shown to be a cost effective means particularly in the rural areas of the state that have greater shortages in qualified staff.  Telemedicine psychiatric services are now used extensively in the western and southern portions of Texas where travel distances across counties may correspond to travel distances across states in other parts of the country.  A sample of cities implementing this technology includes Laredo, El Paso, Harlingen, Lubbock, and Midland/Odessa.
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Child – Legislative Initiatives and Changes

See “Adult-Legislative Initiatives”

81st Legislature

The initiatives listed under the adult section affect the system of services to both adults and children. The 81st Legislature made efforts to continue to remove barriers to children and families as it relates to accessing both physical and mental health services in Texas. At the conclusion of the session, Texas enacted legislation that impacted all areas of a child’s well-being. The following new legislative initiatives will continue to be implemented and followed in 2011:

· SB1646 and HB3259 created the Council on Children and Families to improve high-level interagency coordination between state health, human services, education and juvenile justice agencies charged with serving children as well as address many of the challenges encountered relating to the state’s children’s services delivery system.

· HB1630 ensures children released from Texas Youth Commission (TYC) facilities are assessed for and enrolled in Children’s Health Insurance Program (CHIP) and Medicaid to prevent youth in the juvenile justice system who qualify for Medicaid or CHIP from facing gaps in their health coverage upon discharge.

· SB187 and HB187 allow families who have children with disabilities to buy into Medicaid on a sliding scale based on family income.

· SB282 allows the Texas Department of Agriculture (TDA) to support schools using best practices in nutrition education as well as assisting community and faith-based organizations and early childhood education programs that provide nutrition education to children.

· SB395 created an Early Childhood Health and Nutrition Interagency Council to assess barriers as well as best practices to improving healthy nutrition and physical activity in early childhood care settings.

· HB1409 allows increased access to influenza vaccinations for children older than age 7.

· HB1795 expanded the scope of genetic disorders screened for at birth.

· SB1824 and HB2196 created an interagency Taskforce on Children with Special Needs to improve services provided to children with chronic illnesses, intellectual or developmental disabilities, or mental illnesses.  This legislation also calls for the establishment of a workgroup to recommend to Legislature how to integrate health and behavioral health services.

· HB3689 established a continuity of care system for juvenile offenders with mental health impairments ensuring the health, mental health, education and rehabilitative needs are not only met but met by coordinating these services.
· HB1232 authorizes relevant state and local agencies to collaborate and share information to facilitate early identification and treatment utilizing Systems of Care approach for youth at risk of being removed from their home or school due to behavior challenges.

Children’s Health Insurance Program (CHIP) 

An estimated 750,00O Texas children are uninsured and about half are eligible for CHIP or Medicaid.  During the 81st legislative session, numerous important legislative efforts were launched to help improve children access to health insurance.  There is a shortage of children’s mental health providers in Texas, and many may not be able to access health and mental health service providers.  The rates of reimbursement to providers through such programs tend to be low compared to market rates and they do not automatically increase with rising inflation.

However, newly enacted legislation created a health insurance program for uninsured children whose parents receive child support services.  Now non-custodial parents who are court-ordered to provide medical support for their children, who are unable to find affordable health insurance coverage can now pay a monthly health insurance premium to purchase coverage.  In addition, children released from Texas Youth Commission will not incur a loss in coverage but will retain their CHIP or Medicaid coverage.  Children with disabilities are now eligible to purchase Medicaid on a sliding scale based upon parents’ income.
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Child – Description of State Agency’s Leadership

See “Adult-Description of State Agency’s Leadership.”

In addition, the Child and Adolescent Services Unit in the Mental Health and Substance Abuse Division of DSHS is specifically devoted to coordinating the provision of mental health services and substance abuse prevention for children and adolescents in the state.   The manager of this team is a child psychiatrist and represents children’s mental health on the State’s Advisory Council for Early Childhood Education and Care. She also represents Texas as a member of the National Association of State Mental Health Program Directors, in the Children, Youth, and Families Division. 

The DSHS Behavioral Health Medical Director is also a child psychiatrist. She provides leadership and consultation on children’s issues for the state. 

Additionally, The Mental Health Transformation-System Improvement Grant project includes a subcommittee focused on the needs of children. The Unit Manager discussed above is the co-chair of this subcommittee. The subcommittee develops interagency projects to improve coordination and delivery of mental health services to children.  Other interagency system transformation projects have provided the opportunity for mental health experts employed by the State Mental Health Authority to lead a variety of initiatives.  Examples include: mental health treatment standards for children in foster care; mental health screening for incarcerated youth, mental health screening in primary care for children and adolescents; and mental health treatment as a key component of emergency response for adults and children.  Each example signifies the agency’s commitment to agencies and organizations outside the boundaries of the traditional mental health service system. 

Comments on the Preceding Section
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Adult - Service System Strengths and Weaknesses

Strengths

The Texas public mental health system promotes the use of evidence-based practices, the harnessing of information technology to support its clinical and programmatic goals, and the means and will to focus on those areas of the state that pose special challenges in areas of cultural competency and access to services. Most important, Texas has embraced a wide range of activities that are structured to enable the transformation of the current system into one that effectively supports consumer recovery.

Evidence-Based Practices

Ongoing Refinement of an Evidence-Based Service Model
DSHS is committed to the development and ongoing refinement of a recovery-focused and evidence-based service delivery model. Texas implemented a resiliency and disease management (RDM) evidence-based model for mental health service delivery in 2004. Since 2004, DSHS has gathered service data on this model and has conducted extensive interviews with numerous staff members from a number of community mental health centers (CMHCs) around the state to identify how the model can be improved.  The state is currently working with stakeholders to determine how to best refine the model in order to improve both the efficacy and efficiency of service delivery.  Processes already identified for possible change within the model include:
· Developing of a reliable means of measuring outcomes;

· Incorporating a satisfaction survey in the quality assessment process; and

· Incorporating revised fidelity measurements in the quality assessment process.

Because per capita funding for mental health services in Texas is among the lowest in the nation, it is essential for the state to adopt the most effective and efficient service delivery model that can be provided with the funding that has been allocated.

Information Technology

A Robust Data Storage and Analysis System
The implementation of the resiliency and disease management (RDM) initiative included the development of capacity to measure system performance. Texas created a data warehouse that contains data related to assessments, service assignment, service delivery, utilization management, and waiting list management. A powerful data reporting and query engine (Business Objects) is utilized to perform data analysis on multiple facets of the Texas public mental health system. This allows for monitoring of age-specific outcomes such as hospital readmissions, improved functioning, reduced criminal justice involvement, and improved school behavior. This information is collected through a uniform assessment process and is made available in the aggregate to state and local managers. Managers can access this information through the data warehouse to track every aspect of clinical and administrative information, including outcomes, services provided, and provider performance. Cases can be benchmarked and progress charted. This is a monumental advance from the previous data system that was capable of providing information on client registration only.

Movement toward an Electronic Medical Record
Texas is currently in the process of implementing a web-based electronic client health record system, the Clinical Management for Behavioral Health Services (CMBHS) record system. Deployment began in December 2009, and the system is being implemented across the state by region, first for substance abuse providers (completion targeted for August 2010), and then for public mental health providers. In addition to an electronic health record, CMBHS also serves as a clinical tool which includes diagnostic and treatment plan capabilities. Ultimately, the CMBHS system will combine the electronic health recordkeeping requirements for both mental health and substance abuse treatment providers in a single system, as well as integrate cost data, service assignment data, and service outcome data.

Use of Technology to Improve Access to Services
Texas has a very large rural population. In many areas travel from rural towns to primary clinics is inconvenient, expensive, and time-consuming. This poses a considerable barrier to access for thousands of Texans. To mitigate this access problem, Texas community mental health centers began limited use of telemedicine in 2002. In 2006, the state began a formal evaluation of the use of telemedicine to provide psychiatric services. Based on the outcome of this evaluation, Texas now allows Medicaid reimbursement for telemedicine-based psychiatric services delivered by community mental health centers.
Border Initiatives

Border Collaboration - Services to Colonias
In November 1999, the Health and Human Services Commission (HHSC) launched the border health initiative in an effort to improve services along the Texas-Mexico border. This initiative required all state health and human service agencies to assess the degree of service activity along the border and to develop and implement a plan of action to improve the access and availability of services to individuals traditionally under-served and living in the colonias. These are among the most challenging areas along the border.

The agency representatives for the HHSC Colonias Initiative meet monthly to plan and provide updates of current agency activities in the colonias. Forty-six Texas counties have one or more designated colonias. Four counties and the Rio Grande Valley submitted integrated service plans to Texas HHSC for implementation between January 2009 and December 2009, with a range of service goals:

· Demonstrated cultural competence by staff providing health and human services in all interactions;

· Readily available and easily accessible health and human services;

· Continuous and current information to colonias residents regarding available health and human service agencies and how to access coordination with local food banks to remedy decreased food commodities in colonia community centers; and

· Collaboration among community- and faith based organizations and health clinics to increase access to medical services 

Transformation

Integrated Technology for Behavioral Health System Transformation
The increased use of technology to transform the mental health system is an important activity identified in the Texas Comprehensive Mental Health Plan (CMHP). The state clearly identifies the increased use of technology as key to support and catalyze transformation of the mental health system. Priority projects include the use of technology and data to assess and address behavioral health issues. The state continues to work toward goals related to enhanced information technology and data sharing: 

· Electronic data sharing between the state mental health authority and criminal justice entities (Department of Public Safety, Texas Correctional Office on Offenders with Medical or Mental Impairments, and the Texas Department of Criminal Justice) to reduce involvement and/or enhance continuity of care for persons with mental illness involved in the criminal justice system. 

· Development of the Restraint and Seclusion Reporting System, and subsequent testing with four state hospitals with the intent to reduce and ultimately eliminate the need for restraint and seclusion. 

· Development and implementation of data standards to allow data sharing, care coordination, and technology planning at state agencies involved in managing and delivering health and social services.

Integration of Mental Health and Substance Abuse Services
The creation of the Texas Department of State Health Services (DSHS) brought together public health, mental health, and substance abuse services into a single agency. Mental health and substance abuse services are further integrated administratively in a single operational division with shared leadership. This integration contributes to improved capacity of both mental health and substance abuse providers to serve the needs of persons with co-occurring disorders at all levels of the operation and is reinforced by cross-training agency-wide.

The following examples indicate how the combined Mental Health and Substance Abuse Services (MHSA) Division has integrated the disciplines in an effort to improve the continuity of care and services:

· The Outreach, Screening, and Referral (OSAR) substance abuse program provides mental health related services by screening for mental health issues during routine substance abuse screenings, and by providing mental health materials at substance abuse prevention centers.  OSAR staff members are trained to provide motivational interviewing during crisis screenings and assessments. 

· The local mental health authorities (LMHAs) have offered training in trauma-informed care for substance abuse treatment providers. As part of the crisis redesign initiative, some mobile crisis outreach teams (MCOTs) now include licensed chemical dependency counselor staff. DSHS also holds statewide conference calls addressing the need for co-occurring treatment in the community mental health service delivery system and in substance abuse treatment settings.  

· DSHS will continue to use a behavioral health framework in its substance abuse prevention programs which allows for efficient, cost-effective, and culturally-appropriate prevention services for substance abuse and other mental health related disorders.  The behavioral health framework will promote prevention of substance abuse and related mental health disorders. It will enhance the state’s ability to provide a comprehensive continuum of services that promotes individual, family, and community health. Services are designed to prevent substance abuse, promote mental health, support resilience, foster recovery, promote treatment, and prevent relapse.

· The annual DSHS Summer Institute will provide a comprehensive prevention track, including the basic 40-hour course to be credentialed as a certified prevention specialist, prevention ethics, a coalition track, and a leadership management track. , In SFY 2010, DSHS expects to provide training to 1,200 professionals in the fields of mental health and substance abuse, as well as to other professionals working in related areas. In the past, the institute has focused on substance abuse. However, it now provides professionals with a wider variety of information on both substance abuse and mental health topics. 

· The Clinical Management for Behavioral Health Services (CMBHS) web-based database is an information technology system that integrates mental health and substance abuse services.  There will be several benefits to the use of CMBHS for both mental health and substance abuse providers:

1) More streamlined intake, admission, assessment, diagnosis, treatment plan development, treatment, and discharge processes;

2) A reduction in the amount time it takes staff to perform administrative tasks and gather basic client information during the intake and admission process;

3) A single screening process that assesses a person’s need for MH  or SA treatment, or both, eliminating the need to conduct separate screening interviews; 

4) Creation of a single client record that can be shared between DSHS-funded MH services providers, SA service providers, and any other authorized users, ensuring access to important treatment history and eliminating the need to create and maintain multiple client records that are often difficult to access; and 

5) Ready access to previous admission and treatment history, enabling clinicians to better avoid repeating ineffective treatment regimens.

Primary Care and Behavioral Health Integration
This program is an FQHC “incubator program.” DSHS has set aside $900,000 to offer contracts in the amount of $50,000 or less under the Primary Care and Behavioral Health Integration Program (PCBHIP).  These funds are to be used to support planning and partnership development between local mental health authorities (LMHAs) and federally qualified health centers (FQHCs) or FQHC “look-alikes” that conform to FQHC requirements but don’t receive federal Section 330 grant funds. The long-term goals of this project are to improve LMHA consumer access to primary healthcare services and make specialized mental services available to consumers of FQHCs. vice versa; and increase the chances of success of the FQHC’s application for federal funds to support integrated care.

These contracts will pay for several categories of expenses incurred by FQHC and LMHA staff working on integration:

· expenses for travel to off-site trainings and conferences;

· on-site training, technical assistance, and consultation;

· staff time and travel to inter-agency meetings; and

· salary for a PCBHIP coordinator

Mental Health Transformation Project
The population of Texas is growing and expanding in diversity. Texas has recognized that ensuring equitable, culturally competent access to quality mental health and substance abuse services will continue to require greater effort and increased interagency collaboration and coordination. 

Texas is using the funding from the Mental Health Transformation State Incentive Grant to build a foundation for delivering evidence-based mental health and related services, fostering recovery, improving quality of life, and meeting the needs of mental health consumers across the life span. The Mental Health Transformation (MHT) project is guided by the Transformation Working Group (TWG), a partnership of government agencies and consumer representatives.

The Department of State Health Services has leveraged existing interagency initiatives involving criminal justice, juvenile justice, rehabilitation services, and early intervention, fueled by urgent need and the energy to drive transformation.  DSHS has also worked with academic research partners to incorporate in practice the results and lessons learned from research.

Through the MHT Project the state continues to move the existing system toward a transformed service delivery system.  Fourteen agencies, consumers, and the state legislature have formed the TWG. The TWG has outlined a number of strategies to address workforce concerns: collaboration with universities and licensing/credentialing bodies to address professional training and curriculum requirements, credentialing of peer specialists, and the use of new technologies to promote distance-learning initiatives. The TWG representatives have worked diligently to build consensus across agencies and have supported the development of new partnerships to advance the improvement of mental health services.

The Mental Health Transformation Project has initiated a number of transformative activities: 

Community Collaboratives
To be successful, transformative activities must occur at both the state and local levels. Policy, infrastructure, and program changes solely at the state level will not result in improved access or outcomes at the local level without community-level, consumer-focused implementation. The MHT Project funds community-based collaboratives, representing the diversity of Texas, to demonstrate transformative efforts within Texas regions and to serve as partners in testing new programs and infrastructure developed by both state and local-level organizations. 

Training and Technical Assistance Center (Via Hope) 

Via Hope is a training and technical assistance resource for mental health consumers, their family members, youth consumers, and professionals funded by a combination of Mental Health Transformation and Mental Health Block Grant funds. It provides mental health consumers and family members with information and education that assists with their recovery, and enables them to better navigate the public and private mental health care systems. Via Hope also operates a certified peer specialist training program. The center is operated by Mental Health America of Texas and NAMI Texas. 

Supported Employment

Supported employment is a well-defined approach to helping people with mental illnesses find and keep competitive employment within their communities. The Department of State Health Services, in partnership with the Hogg Foundation for Mental Health, is working to improve supported employment programs across Texas. 

Integrated Care

Persons with mental illness die an average of 25 years earlier than the rest of the population. To increase this population’s longevity, the MHT Project has allocated resources to advance the integration of physical and mental health care at the local level with an initial focus on the MHT community collaboratives. Within each collaborative, the local mental health authority (LMHA) is working in partnership with federally qualified health centers (FQHCs) and other organizations to develop and implement plans that accelerate integrated care between health care providers.

Resources made available to local communities include funding assistance through the Department of State Health Services Primary Care Office, the Mental Health Transformation Project, and an online health assessment tool.

In addition to the health assessment, the MHT Project is also providing resources to assist clinics and care sites in modifying workflow processes and coordinating care with other organizations within the community to advance treatment for frequently-occurring conditions such as diabetes, cardiovascular disease, smoking, alcoholism, substance abuse, obesity, and depression. 

Continuity of Care

As individuals move between systems of care, such as the state’s psychiatric hospitals, community-based services, and other environments, it is essential that key components of any health condition or current service plan be appropriately and securely communicated so that appropriate treatment can be delivered. Texas’ transformation effort focuses on several key activities, including a DSHS Task Force on Continuity of Care, the implementation of technology solutions to support the continuity of care between the criminal justice and public mental health delivery systems, and the development of behavioral health data standards to enhance continuity of care between and among local behavioral health care providers as part of the Clinical Management for Behavioral Health Services (CMBHS) electronic health record (EHR) system.

Veterans Programs

In December 2008, a TWG subgroup on veterans developed a report, Behavioral Health Services for Returning Veterans and Their Families, which identified behavioral health needs – and gaps in services – of veterans returning to Texas from Operation Enduring Freedom (OEF) in Afghanistan and Operation Iraqi Freedom (OIF). 

The 81st Texas Legislature allocated funding to DSHS to help bridge those gaps by implementing initiatives to expand training for veteran peer support, enhance mental health services, and improve access to information about services available to veterans, service members, and their families. 

TexVet: Partners Across Texas is the collaborative effort of federal, state, and local organizations that focuses on bringing military members and those who care about them a wealth of resources. TexVet serves as a forum for interagency collaboration and provides information directly to veterans and family members, including its web-based resource directory.

Challenges

The Department of State Health Services (DSHS) is responsible for meeting the mental health treatment needs of both the Medicaid-eligible and medically indigent populations who have been diagnosed with a severe mental illness (adults) or serious emotional disturbance (children and adolescents). The primary challenge and greatest concern for Texas is the ability to address the growing number of consumers in need of ongoing mental health services. The demand for mental health services is far greater than the ability of DSHS to contract or provide funding for these services. Waiting lists for treatment services exist at several local mental health authorities (LMHAs) and are growing longer. Although some LMHAs do not have waiting lists, their efforts to serve as many individuals as possible strain their resources and compromise the frequency, intensity, and quality of services that are provided.

There are a number of factors that make the delivery of public mental health services challenging in the State of Texas:

Increasing Population
The population of Texas is estimated to have increased by 17.7% between 2000 and 2009.  This represents a total increase of 3,686,515 according to the Texas state demographer.  The total increase in the Texas population exceeds the current total populations of Arkansas and Vermont combined
.  The rapid expansion of the Texas population creates a strain on the ability of the Texas mental health system to deliver quality services in sufficient volume to meet the needs of the designated priority population.

Largest Number of Uninsured Individuals
Texas has the highest number of uninsured adults and children of the 50 states. The Texas Medical Association estimates that 30% of adults and 22% of children are uninsured.  The total number of uninsured Texans exceeds 5,700,000 – which is larger than the combined populations of the neighboring states of Oklahoma and New Mexico
. The Texas public mental health system must serve as the “safety net” for uninsured adults with a severe mental illness and children with serious emotional disturbance. The large percentage of uninsured individuals means that Texas faces a greater challenge in meeting the needs of the uninsured than do other states. Furthermore, because the lack of insurance coverage serves as a disincentive for people to seek health care during the early stages of an illness; people seeking help are often much sicker than their insured counterparts.  

Low Per-Capita Funding for Services 

Texas consistently ranks near the bottom of all states in per-capita funding for mental health services. According to the Texas Medical Association for 2009, Texas ranked 49 out of 50 in per-capita mental health funding. State appropriations for ongoing community-based mental health services have remained essentially unchanged from 2008 through 2011
. While funding for services has improved over the past 3 years, overall per capita funding for mental health services in Texas is still among the lowest in the nation. The recent legislative appropriations for improvements to the public mental health service delivery system have substantially expanded capacity and improved access to crisis, transitional, and intensive services. However, these enhancements have also highlighted the need to improve the less intensive ongoing services which are the services utilized by the vast majority of consumers in the Texas public mental health system. 

Effects of the Economic Downturn
The economic downturn that began in 2008 has had two significant impacts on the Texas public mental health system:

First, the number of people seeking services increased. For State Fiscal Year (SFY) 2007 the total number of people served by the Texas public mental health system was 243,377; during SFY 2008 the number increased to 263,863; and for SFY 2009 the number of people served reached 284,253. This represents a 16.8% increase in service demand from 2007-2009. Although it is difficult to determine exactly how much of the increase in service demand is due to the economic downturn, the increase in demand clearly exceeds the normally expected increase in demand attributable to population growth. 

Second, due to declining tax revenues Texas is anticipating an $83 billion budget shortfall entering SFY 2011. Currently Texas state agencies are being asked to plan for budget reductions of around 14.5%.  The state has implemented a hiring freeze that is increasingly placing stress on DSHS as employees retire or move elsewhere. If these proposed budget cuts are implemented, the continuation of services at the current level will prove to be a significant challenge.

Large Frontier and Rural Regions
Texas has the nation’s largest rural population with more than 3.5 million people residing in rural and frontier areas of the state. Access to services for this large population is complicated by the sheer physical size of the state, which covers 266,807 square miles. For thousands of Texans residing in the rural and frontier areas, the distance to services is a significant barrier to treatment. Moreover, because many individuals served by the public mental health system do not have transportation, the problem of access is further compounded. For staff providing services, the time required to travel great distances to serve only one or two consumers greatly increases the cost of delivering services. The Texas system has responded to this challenge through the establishment of satellite clinics in many small towns throughout the state and, more recently, through the use of telemedicine for the provision of psychiatric services. Although these initiatives have helped to partially reduce the burden of accessing services, travel distances continue to pose an ongoing challenge to service delivery.

Workforce Shortages
Texas has historically been challenged by workforce shortages, especially in rural and frontier areas.  The aging of the provider population, the difficulty in recruiting into mental health professions, funding issues, and the volume of staff needed to meet the increases in service demand all contribute to workforce shortages. The shortages are especially acute in rural areas. Although the Texas rural population is very large, the general trend toward urbanization continues. Because most professionals tend to prefer the conveniences associated with urban living, there is a dearth of licensed mental health professionals in many rural and frontier areas of Texas.

DSHS recently conducted a survey of CMHCs to determine the number of licensed counseling professionals (licensed psychologists, licensed clinical social workers, licensed professional counselors, and licensed marriage and family therapists) who are delivering direct services to consumers. The survey indicated that only 333 licensed professionals were directly delivering services
, and 60% of these professionals were located in Houston, San Antonio, and Fort Worth. In rural areas, it was not uncommon for a single licensed professional to be serving six or more counties.
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Adult – Unmet Service Needs 

The number of adults in Texas receiving DSHS-funded community mental health services has increased from 73,731 to 81,551 in the past four years.  This demand for services continues to exceed supply.  Between the rising demand, workforce shortages, and lack of evidence-based practices, Texas is currently working to address the following unmet needs: 

Rising Demand

A lack of resources exists to support non-Medicaid funded services relative to the needs of the state’s population. Texas leads the nation in the number of uninsured individuals. Information based on the 2007-2008 Census Bureau and the 2008 Current Population Survey, statistics from the Urban Institute and Kaiser Commission on Medicaid and the Uninsured reveal that 73.4% of the Texas non-elderly adult population is uninsured. DSHS funds CMHCs to provide services to this indigent population, but as the population grows, so do waiting lists. The number of people waiting for ongoing community mental health services has increased from 1,394 to 5,422 in the past four years.  According to the Census Bureau, the population of Texas will continue to increase in the years to come.  

Decreased access to ongoing mental health services has also led to an increased need for front door crisis services. The number of people that received a front door crisis service increased from 1,997 to 5,265 over the past four years.  This has put more strain on the local mental health authorities (LMHAs) ability to provide services to these high need individuals.  In return, this increases the numbers of people waiting to get into ongoing community services.  

These facts point to a potentially large number of adults with serious mental illness who currently are not receiving, and in the future may be unlikely to receive, the care and supports they need.  The growing population (most of which is currently uninsured), current funding levels, and budgetary constraints continue to limit the number of individuals who can access care.

Workforce Shortage

In May 2008, The Hogg Foundation released a study entitled Health Care in Texas: Critical Workforce Shortages in Mental Health. The study determined that Texas faces a critical shortage of mental health professionals. Most counties in Texas are under-resourced, and these shortages are most prevalent in disadvantaged urban areas and rural and border regions. Compounding the problem is a shortage in mental health professionals who are racially, culturally, and linguistically competent. These problems reduce access to effective treatment, most notably in rural and border areas and in some cities. Existing supply gaps in mental health providers are likely to increase in the future. Leaders of state agencies and community health care organizations report extensive problems in recruiting and retaining mental health workers today. An aging workforce is beginning to retire, further exacerbating shortages. Under current policies regarding practice and delivery of mental health services, projected growth in mental health professions will not be sufficient to meet the growing demand for services in Texas. 

The supply gap in mental health providers is likely to become even wider in the near future as the aging workforce begins to retire and fewer people enter mental health professions. With current workforce aging trends and a projected increase in demand over the next five years, the need for recruitment and retention of mental health professionals is crucial. Below is more information regarding mental health professionals in the mental health service system in Texas.
Licensed Professional of the Healing Arts (LPHA)

DSHS recently surveyed all LMHAs to gather information on LPHA shortages. LPHAs include licensed professionals such as licensed clinical social workers, licensed professional counselors, licensed marriage and family therapists, physician assistants and advanced nurse practitioners with psychiatric backgrounds, and psychiatrists. Information included the number of LPHAs employed by each center, the amount of time spent on direct services versus the amount of time spent on administrative activities, and salary information. When analyzed in the context of the number of consumers needing counseling services, of the number of available LPHAs within the mental health system is significantly lacking. This is a barrier to providing evidence-based practices such as cognitive behavioral therapy.  

Psychiatrists

In October 2009, 173 of 256 counties in Texas were designated as whole county Mental Health Professional Shortage Areas (MHPSAs) due to a shortage in psychiatrists. Four counties had a partial county or low income mental health MHPSA designation.  

Peer Specialists

Nationally and within the state, there is a growing movement to utilize consumers of mental health services to provide support and assistance to persons in treatment. These are individuals who are in recovery or are family members of a person with mental illness or severe emotional disturbance. Certified peer specialists typically provide peer supports as an employee of, or contractor to, a provider of mental health services. Peer supports are consumer-centered services with a rehabilitation and recovery focus. They are intended to help consumers cope with and manage psychiatric symptoms. Peer supports help consumers identify and use community resources and increase their community living skills. Peer specialist activities are intended to help a consumer achieve the identified goals or objectives in his or her individualized treatment plan. Peer specialists may work individually with consumers or in a group setting. It is a profession that is encouraged and supported throughout the state. 

DSHS recently surveyed all LMHAs to determine how many peer specialists are currently providing services and found that approximately 61 peers are employed across all of the CMHCs statewide. Peer specialists who were on volunteer status were not included in the total.  Peers employed in Texas can provide services such as skills training, psychosocial rehabilitation, supported employment, and supported housing.  They can also act as a social support for the consumers receiving mental health services and assist them in the process of recovery. The survey found the following barriers to hiring peer specialists: “difficulty finding people with the skills necessary to perform the required duties,” and “the stress of being a consumer of services and provider of support for others; the stress of both can be too much, causing a large amount of absences and an increased need for supervision and support.” An initiative to train and certify more peer specialists statewide is currently in place. Texas is still in the beginning stages of utilizing these invaluable resources and looks forward to further expanding on the opportunity to involve peers more fully in the service delivery system.

Evidence-Based Practices

In addition to meeting the rising demand for services and overcoming workforce shortages, Texas is struggling to remain current with all of the research and fidelity to evidence-based practices. DSHS provides a wide service array; however, some of the evidence-based practices, that is, cognitive behavioral therapy (CBT), supported employment, and supported housing, have been implemented sporadically because of high provider turnover, the lack of licensed professionals to provide services such as CBT, and limited funding.

Statewide, psychosocial rehabilitation services are heavily based on evidence-based practices yet require improvement. These practices include skills training, co-occurring psychiatric and substance abuse disorders services, supported employment, permanent supportive housing, and peer support. Research shows that these practices are effective when implemented correctly. Due to a lack of resources, Texas has been unable to implement these practices to full fidelity.

Texas-Mexico Border

Please refer to the “Adult-Rural Area Services” section for more information.
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14. Adult – Plans to Address Unmet Needs 

As noted in the section entitled Adult - Unmet Service Needs, the demand for community mental health services currently exceeds the availability of those services. The Department of State Health Services (DSHS) is engaged in continuous initiatives and strategies to increase services to meet population and prevalence increases, improve access and efficiencies, and address workforce shortages. The DSHS MHSA Division has worked hard to educate the Texas Legislature around the benefits of mental health and substance abuse prevention and treatment, and how a focus on these issues reduces the rates of both incarceration and hospitalization. Despite tight budget constraints, DSHS successfully articulated its needs to the Texas Legislature for the past few and has received additional funding to address some of these unmet needs: 

Plans To Address Rising Demand

Crisis Services Redesign

In 2007 the Texas Legislature appropriated $82 million to enhance the mental health crisis services throughout Texas. These funds were used to develop new capacity in various areas of the state to address the short term needs of individuals experiencing a mental health crisis. The following table illustrates many of the enhancements made to the Texas crisis service delivery system.

	
	SFY 2007
	SFY 2008

	AAS Accredited Hotlines
	1
	38

	Mobile Crisis Outreach Teams
	4
	38

	Extended Observation Units
	3
	6

	Crisis Residential Facilities
	10
	13

	Crisis Respite Facilities
	4
	14


In addition to these enhancements, Hill Country MHMR Center developed a 16-bed crisis stabilization unit that serves an area comprising 19 largely rural Texas counties. A portion of the crisis funding was utilized to assist with transportation costs for individuals in crisis and to provide training for mental health deputies who frequently respond to individuals in the community who are experiencing a mental health crisis.

Increased Capacity for Transitional and Intensive Ongoing Services

In 2009 the Texas Legislature appropriated $55 million to the Department of State Health Services (DSHS) for the purpose of funding the implementation of expanded transitional and intensive ongoing services, with funds to be distributed evenly between state fiscal years 2010 and 2011 for the following:

· Provide transitional services for individuals who have received mental health or substance abuse crisis services in Texas but are not members of the DSHS priority population. This enhancement provides up to 90 days of services to help these individuals make a successful transition back into the community.

· Provide up to 90 days of engagement activities to individuals who are difficult to engage in traditional services.  

· Provide transitional services to a number of people who are waiting to be served in a traditional service package.

· Provide increased capacity for the provision of the more intensive services.

Training and Technical Assistance Center

Please refer to “Adult-Resources for Providers” section for more information.

Plans to Address Workforce Shortages

By creating opportunities to recruit and retain mental health professionals, Texas can improve the services that are being delivered.

Physician Education Loan Repayment Program 

One resource available in Texas to expand the workforce is the Physician Education Loan Repayment Program. The purpose of the program is to recruit and retain qualified physicians to provide primary health care in areas of Texas that are medically underserved and for certain state agencies. The CMHCs are an approved practice site for these physicians. The eligibility requirements are below: 

Physicians must: 

· have full physician license with no restrictions from the Texas Medical Board;
· provide care to Medicaid and CHIP enrollees;
· not have concurrent service obligation;
· have eligible outstanding student loans;

· be board eligible in Years 1 – 3 and board certified in a primary care specialty by Year 4; 

· and provide four consecutive years of services in a HPSA in Texas.

Approved Specialties 

	 
	Family Practice 
	 
	General Pediatrics 

	 
	Osteopathic Family Practice 
	 
	Psychiatry (including Child) 

	 
	Obstetrics/Gynecology 
	 
	Emergency Medicine* 

	 
	General Internal Medicine 
	 
	General Surgery* 


Approved Practice Site

	
	· Federally designated Primary Care Health Professional Shortage Areas (HPSA's), or Mental Health Professional Shortage Areas (MHPSA) for psychiatrists, in Texas;

	
	· Federally funded Community Health Centers;

	
	· Texas Health and Human Services Commission;

	
	· Texas Department of Criminal Justice;

	
	· Texas Youth Commission; and 

	
	· Texas Department of State Health Services 


Psychiatric Residency Rotations

The 81st Texas Legislature appropriated funds in 2009 to establish psychiatric residency rotations in the state mental hospitals. Residency training has proven to be a successful tool in recruiting new employees who develop relationships with the organizations where they perform their clinical rotations and who wish to continue their experience beyond academic study. The ultimate purpose is to attract psychiatric physicians to work in all areas of the public mental health field. This program is not administered by the state but rather through contracts with medical schools.
Residency rotations will enhance the ability of the public mental system to recruit qualified psychiatric physicians to work in the public mental health sector. DSHS expects to benefit greatly from the public sector-academic linkages that will inevitably follow residency and training programs from academic research centers into public mental health facilities. Having psychiatric residents in the state hospitals is also expected to improve the quality of care by motivating staff psychiatrists to further enhance their psychiatric knowledge so that they can mentor and inspire their trainees.

Service delivery began in September 2009.  To date, 1,376 uninsured and underinsured individuals received direct psychiatric or psychotherapy clinical care. The most prevalent primary diagnosis is mood disorder (47.5%), followed by anxiety (26.9%). A substance abuse primary diagnosis is present in 8.1% of cases.

Licensed Professionals of the Healing Arts

The workforce shortage in the Texas mental health system is an ongoing challenge.  The survey conducted on LPHA availability within the community mental health system is being used to inform decision-making around the types of services that will be made available to consumers in the future.  

Efforts to Support Evidence-Based Practices

Supported Employment and Peer Support

To expand on the usage of evidence-based practices, DSHS has started two new pilot projects. The first one involves the implementation of evidence-based supported employment, and the second project is the training and credentialing of peer specialists.  Both projects have been conducted using various grant funding opportunities.  Two groups of centers are currently in the pilot processes.  The goal is to take lessons learned from the pilot projects and share these lessons with all CMHCs so that they have the knowledge and information to implement the practices as well.  Please refer to Section entitled New Developments -Adult for more information.

Cognitive Behavioral Therapy (CBT) Training

To enhance efforts to create an evidence-based mental health system, the Department of State Health Services (DSHS) embarked on the initiative, Expanding the Effectiveness of Cognitive Therapy (EXPECT), funded through a grant from the National Institute of Mental Health and the Substance Abuse and Mental Health Services Administration. This project builds on a previous grant, in which a stakeholder committee ranked and selected cognitive therapy (Beck, Rush, Shaw & Emery, 1979) as a cognitive behavioral treatment model for adoption by DSHS and created an implementation plan. CBT has an extensive track record of efficacy for the treatment of major depressive disorder (MDD). CBT has been found to be effective in reducing residual symptoms following medication treatment, reducing the risk of relapse and recurrence of depression, remediating chronic forms of MDD, and treating individuals who did not respond to an antidepressant trial. The EXPECT study had two aims. One was to see if masters' level therapists could be trained to provide cognitive therapy (CT), and the second aim was to see if the consumers receiving the service had reductions in depressive symptoms. The study found that adults with depression receiving CT in publicly-funded clinics improved. This finding occurred in clients who had severe depression, indicators of numerous functional impairments, and significant co morbidity. This is a promising practice for consumers with MDD.  

Cognitive Processing Therapy (CPT) Training

DSHS received funding through the 81st Texas Legislature to provide training on CPT to mental health staff. This training provides staff with the knowledge to successfully treat people with a history of trauma, including veterans returning from war.  So far 91 professional therapists have been trained in CPT, and 20 more will be trained in August and again in September. The training sessions include two days of classroom training, followed by telephone consultations during which the therapists discuss with the CPT trainer at least two active cases. 

United States - Mexico Border and Services to the Colonias

Please refer to the “Adult-Rural Area Services” section for more information on Services to the Colonias.
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Adult – Recent Significant Achievements

The integration of mental health services with primary care public health is a central objective of the reorganization of services in Texas that led to the co-location of mental health and public health state agencies in DSHS. A recent initiative linking federal qualified health centers (FQHCs) and local mental health authorities (LMHAs) is providing an important next step toward this goal.
Other significant achievements focus on regulating boarding homes, continuing the mental health transformation projects, and enhancing the state's ability to respond to disasters.
Federal Qualified Health Center (FQHC) Primary Care and Behavioral Health Integration Program (PCBHIP)

The Department of State Health Services Federal Qualified Health Center Program set aside $900,000 to offer contracts in the amount of $50,000 or less. These funds supplemented the current Primary Care and Behavioral Health Integration Program (PCBHIP). An FQHC is a type of provider defined by Medicare and Medicaid statutes. The designation includes all organizations receiving grants under Section 330 of the Public Health Service Act, certain tribal organizations, and FQHC look-alikes. Currently, six FQHCs in Texas are partnered with a local mental health authority (LMHA).

In addition to the benefit of grant funding, other positive aspects of the program include enhanced Medicare and Medicaid reimbursement, medical malpractice coverage through the Federal Tort Claims Act, eligibility to purchase medications at a reduced cost, and eligibility for various other federal grants and programs. PCBHIP funds are used to support planning and partnership development between the LMHAs and FQHCs.  

The FQHC applies for three funded phases. These phases include project planning, project development, and project implementation. The FQHC has a main goal of improving client access to primary care services. The chances of a successful application for federal funds increase when the FQHC shows significant focus towards this goal. The contract pays for expenses incurred by staff working on integration. These expenses include travel to off-site training and conferences, on-site training and technical assistance, staff time and travel to interagency meetings, and a coordinator’s salary.

Boarding Home Standards

There is a lack of appropriate and affordable housing in Texas, particularly for individuals with severe and persistent mental illness and co-occurring disorders. In some areas, boarding homes have developed to address this lack of housing. Regulatory agencies, in an effort to develop standards and rules for such housing, must strike a delicate balance between ensuring safe housing and not contributing to increased homelessness.

Boarding homes, by definition, provide services, including communal meals, light housework, meal preparation, transportation, grocery shopping, money management, or laundry services to three or more persons residing who are unrelated to the owner or proprietor. Boarding homes are distinguishable from assisted living facilities, which are currently licensed in Texas by the Department of Aging and Disability Services (DADS).

In the 80th Texas Legislature (2007), the Health and Human Services Commission contracted with Health Management Associates to prepare a report outlining the current methods for regulating boarding houses. The report highlighted issues for legislative consideration in regards to boarding homes, particularly the care and treatment of the aged, disabled, and mentally ill.  The report also gave recommendations for strengthening housing options, strengthening enforcement and monitoring, and better education regarding boarding houses.

As a result of this report, in the 81st Texas Legislature, HB 216 was enacted for the purpose of defining and developing Texas Register (administrative law) model standards for the operation of a boarding home. A statewide workgroup was formed to develop model standards that municipalities and counties may choose to utilize should they desire to license boarding homes within their boundaries. The workgroup consists of the Health and Human Services Commission, the Department of Aging and Disabilities, the Department of Family and Protective Services, and the Department of State Health Services.

The Texas Register model standards are divided into seven sections. These standards include construction and remodeling, sanitary and related conditions, reporting and investigation of injuries, assistance with self-administering medications, requirements for in-service education of the facilities’ staff, criminal history record checks, and assessment and periodic monitoring.

The standards have been presented to the public and feedback was received from statewide stakeholders and advocates. Revisions to the standards were made based on the feedback, and have been offered again for further comment. After the standards become part of the Texas Register, the municipality or county may set reasonable fees for issuing, renewing and inspecting facilities.  The municipality or county may also impose fines, access records, and conduct inspections.

Mental Health Transformation

As a result of the 2009 Texas legislative session, Transformation Working Group (TWG) agencies were charged with engaging a broad range of activities. Based in part on a 2008 report produced by a TWG subgroup on veteran’s needs, the Texas legislature allocated $1.2 million and later expanded it to $6.2 million to support the mental health of servicemen, veterans, and families. Activities undertaken through this work include enhanced cognitive processing therapy training for mental health professionals, incentive funding for local mental health authorities to enhance services to veterans, including coordinating services with partner agencies, and a competitive round of funding to provide additional services. In addition, $465,000 is contracted to TexVet: Partners Across Texas (TexVet), a partnership between TWG agencies, higher education, and the private sector to better connect veterans and their families with existing services, build virtual communities supporting veterans’ needs, and serve as a forum for coordinating programs across service providers.

Data and information services have been an important focus of activities in 2010. See Adults- New Developments and Issues, regarding Senate Bill 839 and CMBHS.  

The SMHA has been engaged in technology planning activities associated with the Office of the National Coordinator for Health Information Technology’s (ONC) Health Information Exchange Cooperative Agreement between ONC and state governments, with the goal of supporting health information exchange and addressing issues such as privacy and security, technology, consumer engagement and provider adoption, and governance issues. The agency is participating in the development and implementation of a pilot HIE project between select Regional Health Information Organizations and the Texas Health and Human Services Commission. The SMHA is also partnering with a RHIO, the Integrated Care Collaboration, on an application for the Beacon Community program, with the goal of advancing integrated physical and behavioral health care.

There have been a number of policy changes and programmatic research that have contributed to the transformation of the mental health delivery system in Texas. These include:

· An inter-agency school health workgroup produced a report analyzing and making recommendations about coordinating and resource school-based mental health programs

· Via Hope developed a peer training program manual

· The Texas legislature created a work group on the integration of health and behavioral health, which is scheduled to release a report later this year.

· The legislature created a task force on children with special needs.

· Work effort has been put forward on improving health information exchange.

Disaster Mental Health Response

The Department of State Health Services (DSHS) is the lead agency for disaster behavioral health and, in that capacity, established the Disaster Mental Health Services (DMHS), a full-time disaster mental health program. During Hurricane Ike, the DMHS was called upon extensively to respond not only to the affected area but also across the state as the scope of the response broadened. Local mental health providers in the hardest hit areas suffered structural damage to their facilities and were short-staffed, as many employees had evacuated the area in anticipation of the storm, rendering the providers unable to operate at full capacity. To ensure that the communities’ behavioral health needs were met, the DMHS team coordinated the efforts of other providers from across the state to respond with much-needed resources. Response efforts began on September 7, 2008.

DMHS established the Texas P.R.I.D.E. (People Recovering In Spite of Devastating Events) Crisis Counseling Program (CCP) to extend, expand, and enhance service delivery at the local level during and after federally declared disasters. This program was funded by the Federal Emergency Management Agency (FEMA) under the authority of the Robert T. Stafford Disaster Relief and Emergency Assistance Act of 1974, and was contingent upon the award of a CCP grant.  

As a result of the overwhelming devastation caused by Hurricane Ike, DSHS applied for and received grant funding in the amount of $8.5 million to administer and manage a CCP in the impacted counties. Five of the contracted LMHAs – The Gulf Coast MHMR Center, the MHMRA of Harris County, Spindletop MHMR, Tri-County MHMR, and The Burke Center – hosted teams for the Texas P.R.I.D.E. CCP in response to Hurricane Ike. The teams worked with DSHS Texas P.R.I.D.E staff to ensure that the survivors of Hurricane Ike received the care needed to cope with and overcome the emotional stress caused by Hurricane Ike.

These teams made a concerted effort to hire crisis counselors and outreach workers from each provider’s respective community so team members, in many cases survivors themselves, would be relatable to other survivors. This was also beneficial in that most staff were already knowledgeable of recovery programs and social service systems within their catchment areas, expediting the referral process and empowering survivors to regain confidence and rebuild their lives.

By August 31, 2009, the Texas P.R.I.D.E. CCP had provided in-depth individual crisis counseling services, which included stress management, emotional support, and referral services to local resources, to 19,609 Hurricane Ike survivors. Additionally, Texas P.R.I.D.E. CCP staff members had reached an estimated 603,972 individuals by way of group services, brief encounters, and the distribution of informative materials.

Another highlight and accomplishment during the past year was the development of the Texas P.R.I.D.E. quarterly newsletter. These newsletters featured survivor success stories, program activities in the schools, and staff reflections on their work in the community. These stories put a human face on the impact of the disaster as well as the progress made over the past 12 months as communities rebuild. Like other disasters, Hurricane Ike was an example of the resiliency of the human spirit.

The Department of State Health Services has also secured a Social Services Block Grant (SSBG) that is intended to fund activities designed to deter, reduce or eliminate the negative impact (i.e. psychological impact, environmental damage, structural damage, disruption of infrastructure, etc) of hurricanes on Texas counties. The social services funded under SSBG include but are not limited to assistance to health and mental health centers, development of local recovery-oriented systems of care, and assistance for education centers and training services.  DSHS is working closed with the mental health providers in the impacted areas to ensure that the required funding is available and utilized for services that fall within the SSBG program goals.  SSBG funds can be used to serve the victims through September, 2010.

Disaster Training

Disaster Behavioral Health Branch (DBHS) has set out to provide mental health and mental retardation centers, substance abuse providers and public health regions with the training opportunity at no cost to the participants.  The trainings are intended to ensure a consistent and uniform continuum of disaster behavioral health training for Hurricanes Dolly and Ike for local mental health, substance abuse providers, and public health regions. These trainings will help prepare provider staff to recognize and identify appropriate intervention strategies. Survivors referred by other community agencies to their local MHSA providers for follow-up mental health and substance abuse services will benefit from the enhanced knowledge and skill sets of MHSA staff. The subject matter covered by the trainings varies from children’s reactions to trauma to suicide prevention to resilience building techniques among response behavioral health personnel. The number of mental health and substance abuse staff that plan to attend the training is close to 600 people. 
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Adult – State Vision for the Future
Texas is committed to the future of mental health services in the state.  At the highest level of the Health and Human Services Enterprise System, there is a commitment for all Texas Health and Human Service agencies to integrate systems of health. A key aspect of this ideal is to ensure that statewide mental health needs are addressed.  

At the Agency level, the Texas Department of State Health Services’ (DSHS) vision is “A Healthy Texas.”  DSHS envisions the melding of physical and behavioral health systems to eliminate healthcare “silos” and instead focus upon all aspects that enhance individual well-being.

The Mental Health and Substance Abuse (MHSA) Division supports the overall agency vision by identifying and implementing efficient, cost-effective administrative and service delivery strategies which result in the provision of essential mental health and substance abuse services that meet the needs of all Texans.  
To meet this goal, the division will implement the following service delivery strategies: 
· develop and implement a statewide strategic plan consistent with state and federal guidance, local systems of care and client needs; 

· operate a statewide service delivery system that incorporates evidence-based practices and holds providers accountable for quality services and fiscal responsibility; 

· research and identify service improvements consistent with the strategic plan to improve client services, maximize use of resources and leverage funding streams; 

· integrate mental health and substance abuse functions into a behavioral health system; 

· incorporate data-driven decision support into program design, implementation and management activities;  

· support ability of local communities to manage and deliver integrated mental health and substance abuse services, and;

· work in partnership with other DSHS divisions to incorporate behavioral health into a seamless system of total health care for Texans. 
In summary, the vision for mental health services is that all individuals in need of services will be able to obtain them. These services will be effective and delivered in the home or community of the individual in need and they will be culturally and linguistically appropriate to the individual. As a part of the overall vision Texas will continue moving toward a recovery-oriented system of care. 
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Child – Service System’s Strengths and Weaknesses

See “Adult-Service System’s Strengths and Weaknesses”

Strengths

In addition to the Adult System the Children’s mental health services in the Texas public system may include among its strengths:

Integration of Mental Health with Substance Abuse Services:  The Co-Occurring Psychiatric and Substance Abuse Rules require specific age-defined competencies in providing Co-Occurring Psychiatric and Substance Use Disorders (COPSD) services to children and youth.  DSHS has been involved with a SAMHSA policy academy grant since 2003 which impacts, at the systems level, services to persons with co-occurring substance abuse and mental health disorders.  In particular, attention has been focused on keeping at risk youth and those in the early stages of problem behavior out of the juvenile justice and child protective services systems.  DSHS continues to work with the Education Services Centers to prevent and/or remediate disciplinary issues resulting from emotional, social, psychological, substance use issues to produce better life outcomes.
The DSHS Children’s Cross-Functional Team continues to serve as the primary policy-making group to address issues related to child and adolescent behavioral health services.  Having members representing mental health and substance abuse issues maintains the cross functionality with the focus on youth.   Also during FY10, an RFP was designed and released resulting in thirty-three organizations being chosen to provide COPSD services across the eleven Health Service Regions beginning in FY11 and being funded for a 5-year period.  The hope was to fund at least two sites in each of the eleven Regions; however Regions 1, 5 and 9 only have one site each.   

Integration of Mental Health and Other Services:  Using a public health framework, DSHS identifies opportunities to address mental health as a component of physical health, through health promotion, prevention and intervention activities.  Several projects involving shared resources and knowledge (e.g. Adolescent Mental Health in Primary Care, and Mental Health Assessment in Foster Care) continue from previous years.  Plans to develop an integrated pediatric and mental health program at various pilot sites throughout the state continue through the Services Uniting Pediatrics and Psychiatry Outreaching to Texas (SUPPORT) program.  It is designed to identify mental health needs early while making more efficient use of a very limited number of child psychiatrists in Texas.  This is an agency- wide endeavor to further define methods of service integration between physical and behavioral health.  These projects are designed either to facilitate access to other needed services for children with serious emotional disturbance, or to bring mental health expertise to other settings to provide prevention and early intervention services to citizens of Texas, expanding the definition of "public mental health".

In association with the Texas Youth Suicide Project (TYSP), a number of suicide prevention activities have occurred.  There are 16 statewide agencies/groups and 17 local community coalitions across the state. By training coalition members locally, the project is adhering to the essential public health functions of informing, educating and empowering people about health issues. 

The High School Web-based Suicide Prevention training contract was signed in mid-February, 2010 with Via Hope.  Kognito, the original developer of the At-Risk Gatekeeper Training simulation for university faculty will be involved in the process of making the process work for the younger population of high school students. Work began in February to design and inform how the tool should look and work in Texas.  There was a focus group in mid-February bringing together a broad spectrum of stakeholders including those with experience in the suicide prevention and education fields.  Those stakeholders included classroom teachers, school administrators and other community leadership professionals.  The Title V funding for this project will expire at the end of FY10 and from that point the project will be self-sustaining.

Webinars will be presented for people to learn about current and planned mental health initiatives in Texas with the primary focus on the upcoming roll out of an online, interactive Gatekeeper Training Simulation to be made freely available to over 100,000 public high school teachers and administrators in the state. 

Activities since inception of this grant funding (September 30, 2009) and during this funded period beginning September 30, 2009 have included working with the Suicide Prevention Council, development of a website and toolkit, QPR booklets and cards, General awareness, Media outreach, and Information and Technical assistance.

Information Systems and Outcome Measurement:  The implementation of the Resiliency and Disease Management (RDM) initiative included the capacity to measure services in terms of key client outcomes.  The Mental Retardation and Behavioral Health Outpatient Warehouse (MBOW) allows the monitoring of age-specific outcomes, such as hospital readmissions, improved functioning, improved criminal justice involvement, and improved school behavior.  This information is collected through a uniform assessment and is made available in the aggregate to state and local managers.  State and local managers can use this information to track every aspect of clinical and administrative information, including outcomes, services provided, and provider performance.  Cases can be benchmarked, and progress charted.  This is a monumental advance from the previous data system that was only capable of providing information on client registration. 

Service Delivery System Model Flexibility:  Beginning in 2009, and continuing through 2010 and into 2011, the Mental Health and Substance Abuse Services Division of the Department of State Health Services has been in the process of reviewing and revising our Service Delivery System Model, Resiliency and Disease Management.  This process has involved not only DSHS staff, but a wide array of internal and external stake holders.  Issues looked at on the Children’s Mental Health Services side include possibly reducing the number of service packages that are currently available to make the packages broader, more flexible (in terms of choice of specific services), and allow for more clinical judgment than in the past.  We’re looking closely at the possibility of removing our current service package sorting tool, the Texas Recommended Assessment Guidelines, and working with Dr. Jeffrey Lyons (University of Ottawa) one of the developers of the Child and Adolescent Needs and Strengths (CANS) assessment, to adapt the instrument for Texas populations.  Dr. Lyons will consult with state staff to complete necessary validity and fidelity studies, to “norm” the tool to Texas.  Not only will the CANS be used to assess and sort consumers into appropriate service packages, but it will also help DSHS improve our current clinical outcomes.  The CANS can also be used to inform treatment planning.  

Challenges

Workforce Shortages

In addition to what is stated in the adult section, there may be fewer resources available to meet the needs of children and adolescents. 
  Funding for health and mental health needs is a constant challenge.  Additionally, the work force shortages outlined from the adult section affect the children’s services.  Specifically, there are not enough child psychiatrists to meet service needs, even in large metropolitan areas.  There is an equal challenge regarding the availability of Licensed Practitioners of the Healing Arts (LPHAs) across the state, where rural areas are experiencing the greatest shortage.  
A study that was published in “Texas Medicine” in March of 2010 had the following findings about child and adolescent psychiatrist:

This study was conducted to determine how the current shortage of Texas child and adolescent psychiatrists (CAPs) impacts the delivery of mental health care services to indigent Texas youth. First, Texas Medical Board data detailed how many counties had CAPs and how many did not. Second, statewide Medicaid data revealed the number of prescriptions for psychotropics written for Medicaid youth by CAPs and non-CAPS. Third, Local Mental Health Authority (LMHA) encounter data of youth seen by a CAP were analyzed. Fourth, state census data gave the location and characteristics of youth by county. Eighty percent of counties in Texas, predominantly rural, do not have a CAP. Non-CAPs wrote 66% of psychotropic medication prescriptions written for Medicaid youth. Those in nonmetropolitan areas were more likely to see a non-CAP than were Medicaid youth in metropolitan areas. For youth seen by an LMHA, those in rural poor counties were less likely to see a CAP than were those in urban counties. The shortage of CAPs in Texas results in an unequal distribution of psychiatric care for those receiving Medicaid prescriptions or services through LMHAs, especially in rural areas. Suggestions to correct this shortage are made.
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Child – Unmet Service Needs

Unmet Service Need: Penetration Rate, Prevalence, and Rate of Uninsured

The population of children and adolescents with serious emotional disturbance (SED) is generally characterized by two criteria:  

· Psychiatric diagnosis, and 
· Significant functional impairment.  
Of the 162,130 children estimated to have a serious emotional disturbance in 2008 (for estimate methodology, see Federal Register, Volume 63, Number 137, July 17, 1998, pp. 38661-38665; Friedman et al., 1996
), only 38,302 or 23.6% received DSHS-funded community mental health services in SFY2008, including NorthSTAR.
Poverty remains a major unmet need in Texas today and is one of the significant risk factors for SED. Studies have shown that children and adolescents who are identified as living in poverty, specifically long-term poverty, have a two-fold risk of SED. According to the most recent available data released in late 2008 and based on 2007 information, the Kaiser Foundation
 indicates the percentage of children under the age of 18 that are living in poverty is greater in Texas (29%) than in the nation as a whole (23%). Based on the actual numbers, 11% of the children living in poverty in the United States reside in Texas.  

Long-term poverty additionally affects the mental health of children.  Given the high rate of children without insurance, higher poverty rates in Texas, and the findings that poverty doubles the risk, the incidence of serious emotional disturbance among Texas children may in fact be higher than the estimated 5.4%.  Additionally, according to the Transforming Juvenile Justice in Texas report (2007), 38% of youths involved in the Texas juvenile justice system were identified with mental health problems.  The facts reveal that it is likely large numbers of Texas children with serious emotional disturbances are not receiving treatment.

There is a need throughout Texas for increased access to intensive community supports including respite care, wrap-around services, case management and short-term residential treatment in order to keep and appropriately treat children in the community and decrease the incidence of families having to relinquish parental rights of children with serious mental health issues.  The Yes Waiver pilot has been approved to address these concerns as detailed in the Children’s New Developments and Issues section.

Critical Gaps: Workplace Shortage

In 2010, there remains a critical workforce shortage among mental health professionals and providers in the state of Texas.  In particular, rural areas, the panhandle, and border counties lack an adequate supply of skilled mental health professionals.  Data on children's specialists is available only regarding psychiatrists, but it is a safe assumption that only a subset of the available professional workforce in all listed professions has been thoroughly trained to meet the unique needs of children and adolescents.  The acute workforce shortage is likely to be more severe when considering the specialty care of children and adolescents.

According to the Texas Medical Board, as of May 2009, the most recent update, there were 230 child psychiatrists, distributed across 34 of the state’s 254 counties.  Only seven of those 34 counties lie west of the I-35 corridor, and most reside in urban areas.  Harris County had 54 child psychiatrists, the most of any county.  However, only a very small minority of child psychiatrists practice in the rural areas.  85% of child psychiatrists practice in 3 major geographical areas which include 13 counties: 
· Dallas/Ft. Worth metroplex (4 counties), 

· Houston to Galveston (2 counties), and 

· the Waco/Austin/San Antonio I-35 corridor (7 counties)


The remaining 15% of child psychiatrists were spread among the remaining 241 counties in the state.  Most counties and large geographical regions have no child psychiatrists at all.
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Children - Plans to Address Unmet Needs

Mental Health Transformation
The demand for mental health services in Texas exceeds the available workforce in state and federally funded public mental health systems.  The Texas Transformation Work Group (TWG), a group made possible through the Mental Health State Incentive Grant includes agency and consumer representatives critical to achieving the goals of the New Freedom Commission.  In establishing projects and activities, the TWG has established committees, including a committee devoted to the unique needs of children.    As a result of the work done by the TWG and forwarded to the Texas Legislature, the 81st Texas Legislature passed legislation requiring increased coordination between state agencies to more efficiently and economically meet the needs of children and adolescents in Texas:

· SB1824 and HB2196 created an interagency Taskforce on Children with Special Needs to improve services provided to children with chronic illnesses, intellectual or developmental disabilities, or mental illnesses.  This legislation also calls for the establishment of a workgroup to recommend to Legislature how to integrate health and behavioral health services

· SB1646 and HB3259 created the Council on Children and Families to improve high-level interagency coordination between state health, human services, education and juvenile justice agencies charged with serving children as well as address many of the challenges encountered relating to the state’s children’s services delivery system.

· HB1630 ensures children released from Texas Youth Commission (TYC) facilities are assessed for and enrolled in Children’s Health Insurance Program (CHIP) and Medicaid to prevent youth in the juvenile justice system who qualify for Medicaid or CHIP from facing gaps in their health coverage upon discharge.

· HB3689 established a continuity of care system for juvenile offenders with mental health impairments that ensures the health, mental health, education and rehabilitative needs are not only met but met by coordinating these services

· Financing Consultation:  This initiative will look for the best use of funding streams, or “braided funding”, to make recommendations for transforming the existing state mental health financing system into a more integrated approach capable of producing improved outcomes for children and youth with serious emotional disturbances (whose service needs and costs are shared among multiple agencies) and for infants and children (to prevent any further penetration into any systems.) An example is HB1232, which authorizes relevant state and local agencies to collaborate and share information to facilitate early identification and treatment utilizing Systems of Care approach for youth at risk of being removed from their home or school due to behavior challenges.  Under HB1232, Bexar County (San Antonio area) was has worked to create a county wide collaboration between the LMHA, the local school districts, and local police agencies to create the “Bexar Cares” project, which uses blended funding from several sources in Bexar County, to redirect youth offenders with mental health problems from the justice system into the mental health system for treatment.

An essential task of the Mental Health System Transformation project is to continue working on ways to expand system capacity by integrating all needed services into coherent, accessible models of care, and to ensure all public purchasers of mental health services are of service types demonstrated to support recovery.

Crisis Services Redesign

Crisis services monies have been made available through the state for the past two fiscal years. The funding has been used to develop services including mobile outreach, crisis walk-in services; children’s outpatient services and residential services; and for specially trained mental health law enforcement officers.  A large portion of the funding was spent on statewide hotline training and certification, and evaluation and agency support.
Crisis funding was awarded to fourteen local mental health centers for two-year projects to establish or enhance psychiatric emergency service centers or for other facilities. This provides alternatives to sending mentally ill patients to hospitals or jails. In this way individuals can be treated efficiently in more appropriate settings. Additional funding was awarded to five mental health entities for two-year projects to provide outpatient treatment to individuals found incompetent to stand trial.   These projects are currently in their second year.

Program research indicates promising and effective approaches to treating children and adolescents in crisis.  Most experts agree it is important to provide services to children as close to home as possible in the least restrictive setting.  It is also imperative to include families in the intervention.  

Types of interventions described as effective for children are not substantially different from services identified for adults.  Specific recommendations include: availability of assessment and emergency observation; crisis respite; and mobile crisis outreach.  Although the recommended interventions for children are consistent with services recommended for adults, children’s services should be provided by clinicians who are trained and have demonstrated competency in children’s mental health.  Assessments for children must be developmentally appropriate and services should be provided in an environment appropriate for children.  

Additionally, emphasis is placed on parent training and support.  A child’s crisis effectively translates into a family’s crisis, and the family’s lack of adequate resources (emotional, experiential, physical, financial, and social) to effectively and safely manage the child’s behavior, emotions and/or symptoms during the crisis episode.  An important goal of crisis intervention is to provide tools to increase the parent’s ability to manage the child in the home environment.  Therefore, this aspect of outpatient crisis service for children differs markedly from typical adult outpatient services.  Children’s outpatient crisis services are designed to be flexible, multi-faceted, and immediately accessible for children and adolescents at high risk for hospitalization or out-of-home placement.  Services provided in-vivo or other settings and primarily in the home, are designed to be family-focused, intensive, and time-limited.
 

Local Planning and Network Development (LPND) Process
The Local Planning and Network Development (LPND) initiative implements legislation that requires Local Mental Health Authorities (LMHAs) to develop a network of external service providers, and to provide direct services only when other willing providers are not available. A key goal of this project is to provide consumers greater control over their services by offering them a choice of providers.  The LPND initiative is expected to provide consumers with greater choice of service providers, particularly in urban areas.  Increased competition may also result in quality improvements and increased accessibility in some areas of the state. The first cycle of network development began in 2008, but the results were modest. Most LMHAs chose to focus on adult services in their procurement activities, and providers generally concluded that the terms being offered did not provide favorable conditions for establishing services in the local area.  Over the past year, DSHS has worked with the Local Authority Network Advisory Committee and other stakeholders to identify barriers to network development and potential strategies for resolving them.
Behavioral Health Framework for Prevention

The behavioral health framework for substance abuse prevention and mental health promotion will outline a system that will provide efficient, cost effective and culturally sensitive behavioral health prevention services across the state.  These services will be evidence-based models performed through a comprehensive system that matches services to the needs of individuals and local communities.  Both substance abuse and mental health fields have the same vision of healthy functioning individuals and families resulting from interventions.  This framework is an ordered set of steps along a continuum to promote individual, family, and community health, prevent mental and behavioral disorders, support resilience, foster recovery, promote treatment, and prevent relapse.  This is based on the National Institute of Medicine model that recognizes the importance of a whole spectrum of interventions from universal strategies of preventing or delaying the onset of substance abuse and mental disorders to the treatment of disorders. 

Providers across the state will no longer operate in isolation having prevention services for both mental health and substance becoming more effective through integration.  They will replicate and adapt evidence-based programs that directly address the challenges of substance abuse and mental health.  These evidence-based programs prevent substance abuse and mental health problems; promote mental health and prevent related challenges in a community by reducing the risk and increasing the protective factor.  This prevention framework will provide a system to promote mental health and the prevention of substance abuse and mental illness, as well as many aspects of healthy behavior and healthy living. 

Program research indicates promising and effective approaches to treating children and adolescents in crisis.  Most experts agree it is important to provide services to children as close to home as possible in the least restrictive setting.  It is also imperative to include families in the intervention.  

Youth Empowerment Services (YES) Waiver
The YES waiver proposal, previously mentioned creates additional opportunities for service delivery to children.  The program allows greater flexibility in the funding of intensive community-based services and supports for children with serious emotional disturbances (SED) and their families.  The program began enrolling children in September 2009 and still continues.  

The YES waiver is currently being piloted in a limited geographic area (two counties) and will serve up to 300 youth ages 3-18.  Children are determined to be financially eligible for the waiver program using the same standards to determine eligibility for Medicaid in institutions.  Under these standards, parental income is not considered, which eliminates the current incentive for parents to relinquish custody to obtain access to Medicaid coverage for mental health treatment.  

In addition to regular Medicaid services, waiver participants are eligible for other services as needed, including respite care; family supports; community living supports; wrap-around services; case management; and short-term residential treatment.  Waiver providers will be enrolled and contracted by DSHS.  

Expanded Evidence-Based Practices

The global conflicts currently going on have brought increased focus to issues related to surviving trauma.  In 2009 DSHS added Trauma-Focused Cognitive Behavioral Therapy (T-F CBT) to the list of approved Resiliency Disease Management treatment protocols available to children’s therapists at the Local Mental Health Authorities.  This evidence-based treatment is appropriate for children ages 3 to 17, and involves the primary caregiver integrally in the treatment process.  DSHS contracted with subject matter expert, Dr. Susana Rivera of “Serving the Needs of Children and Adolescents” (SCAN, in Laredo) to offer regional trainings across the state to the children’s therapists of the Local Mental Health Authorities.  The initial phase of training was on line at no charge, from the National Child Traumatic Stress Network (http://tfcbt.musc.edu/).  The second phase of training was 2-days in-vivo training with Dr. Rivera, followed by a period of 8-12 supervision/consultation conference calls to solidify participants’ comprehension of the model.
DSHS will continue to identify new evidence-based treatment protocols that can be implemented in Texas, especially combining both on-line and in-vivo training resources to stretch our training dollars.

Comments on the Preceding Section
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Child – Recent Significant Achievements

See “Adult-Recent Significant Achievements”
In addition there are some additional Achievements that pertain to Children.  These include:

Youth Empowerment Services (YES) Waiver -1915(c) Medicaid Waiver

The States YES waiver proposal to the federal Centers for Medicare and Medicaid Services was approved in February, 2009 and implementation began shortly thereafter with enrollment of children beginning in September 2009. The program allows for greater flexibility in the funding of intensive community-based services and supports for children with serious emotional disturbances (SED) and their families.  
The YES waiver is still being piloted in a limited geographic area (Bexar and Travis Counties) with the goal of serving up to 300 youth between the ages of 3 - 18.  Children are determined to be financially eligible for the waiver program using the same standards to determine eligibility for Medicaid in institutions.  Under these standards, parental income is not considered.  This eliminates the current incentive for parents to relinquish custody to obtain access to Medicaid coverage for mental health treatment. 
The waiver is designed to reduce Medicaid psychiatric hospital expenses for children with SED by providing community-based services.  The goals of the YES waiver include:

· Provide a more complete continuum of community-based services and supports for children with SED

· Prevent or reduce inpatient psychiatric admissions for children with SED

· Prevent entry and recidivism into the foster care system

· Reduce out-of-home placements by all child-serving agencies

Improve the clinical and functional outcomes of youth and their families.
In addition to regular Medicaid services, waiver participants are eligible for other services as needed, including respite care; family supports; community living supports; wrap-around services; case management; and short-term residential treatment.  Waiver providers have been and will continue to be enrolled and contracted by DSHS.  Local Mental Health Authorities (LMHAs) will perform administrative functions at the local level. 

Additional counties may begin serving as pilot sites as early as 2011 if the waiver is determined to be cost effective after its first full two years of operation.
Mental Health System Transformation

Texas has entered the last year of the five-year Substance Abuse and Mental Health Services Administration (SAMHSA) Mental Health Transformation State Incentive Grants. Through the Mental Health Transformation efforts the Children and Adolescent Workgroup was established and charged with developing goals, objectives, and action plans that would:

· Assess and address the current situation in Texas regarding availability, linkages with the 


community, and financing for school-based mental health services.
Build on current initiatives related to: 1) early childhood intervention, 2) SAMHSA-supported Systems of Care projects, and 3) the Texas Integrated Funding Initiatives related to the objective of building a population-based, early intervention approach for children and adolescents. 

Identify evidence-based practices for children and adolescents used by TWG agencies and develop a coordinated, uniform approach to their delivery. Fix bullets

Support TWG initiatives related to community collaborative and returning veterans and their families. 

The Children and Adolescent Workgroup was able to assess staff perceptions of behavioral health needs and resources in Texas public schools with The Texas School-Based Behavioral Health Survey Report and Recommendations survey.

Texas Models for Change

The Mental Health/Juvenile Justice Action Network, a multi-agency team headed by the Texas Juvenile Probation Commission, works with other states and national experts to improve the response to youth with mental health needs within the juvenile justice system

Texas Evidence-based and Best Practices Clearinghouse

An online resource expanded to include all age groups; this website provides key information on repositories of evidence-based practices for the promotion of behavioral health, prevention of mental health and substance abuse problems, and treatment for behavioral health disorders. The clearinghouse targets both consumers and providers of services, and in the future will feature links to valuable resources for implementing evidence based and best practices.

Physical and Behavioral Health Services for Children in Foster Care

Maintaining the health and well-being of children who have been placed in care outside their home in the absence of an appropriate non-custodial parent or relative can be challenging.  Previous reviews indicated for various reasons, children placed in foster care did not always receive the best and most appropriate healthcare.  HHSC, Department of Family and Protective Services (DFPS), department of State Health Services (DSHS) and other state agencies, worked collaboratively to improve the health of children in foster care.

This collaboration resulted in the development of STAR Health a Comprehensive Health Care program for children in foster care. STAR Health provides services for more than 27,000 children and youth that are coordinated, comprehensive, easy to find and uninterrupted when the child is required to move. Components of the STAR Health program include:

· A Health Passport for each child in foster care, containing a summary of his or her medical information.  The Health Passport is an electronic health information system for the medical information of children in foster care that follows each child wherever they go.  The passport travels with each child even when the child leaves state care.  By providing a consolidated format to view basic medical information about a child, health care outcomes can be improved;

· Each child has a Medical Home, meaning a doctor (or other Primary Care Provider (PCP) or PCP Team) to oversee care 

· Speedy enrollment for immediate healthcare benefits 

· Promotes coordination of physical and behavioral health 

· Promotes preventive care to keep children healthier 

· Improves access to healthcare through a network of providers (doctors, nurses, hospitals, clinics, psychiatrists, therapists, etc.) 

· Health Passport puts more health history and medical records at the fingertips of medical consenters, doctors, and other healthcare providers

· Gives caregivers and caseworkers 7-day, 24-hour Nursing and Behavioral Health help-lines

· Medical advisory committees to monitor healthcare provider performance

· Recruits providers with a history of treating children who have been abused or neglected 

Texas Department of State Health Services (DSHS) worked with DFPS and HHSC to create a “best practices” guide to ensure the proper use of psychotropic medications for children in foster care. It’s called the Psychotropic Medication Utilization Parameters for Foster Children.

A panel of child and adolescent psychiatrists, psychologists, guideline development specialists, and other mental health experts developed the guide.  These guidelines are a resource for physicians and clinicians who care for children diagnosed with a mental health disorder. They provide recommendations for the appropriate use of psychotropic medications for foster children and highlight seven red flags that indicate a need for further review of a patient’s case.

Today children in DFPS care are prescribed fewer psychotropic medications because of these guidelines. In fact, use of these medications by children in foster care continues to decline.

While these guidelines were developed for children in foster care, they are a valuable when treating any child with a mental health disorder. 
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Child – State’s Vision for the Future

See “Adult-Vision for the Future.”

In addition, the service delivery system for public mental health services for children is based on the following vision and values:

Vision
Substance-free lives and emotional wellness for youth, families and communities in Texas

Shared Values
· Collaboration/Partnerships

· Evidence-Based Practices

· Family Focused and Youth Centered Services

· Stakeholder Involvement

· Culturally Competent Programs

· Strength-Based Approaches

· Maximizing Resources
· Community Advocacy and Awareness

· Accountability and Stewardship of State Funds

· Consumer/Participant Self-Determination

· Dignity and Individual Self-Worth
Comments on the Preceding Section
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Adult – Establishment of System of Care
The legal and regulatory provisions establishing a comprehensive system of care exist in state statute. The provisions are best described through excerpts from the enabling legislation. Many sections of state law could be included; however, the following excerpts of the provisions demonstrate the numerous responsibilities of the Health and Human Services Commission (HHSC), the Department of State Health Services (DSHS) and Local Mental Health Authorities (LMHAs) in the comprehensive system of care for adults with serious mental illness, and children with serious emotional disturbance. 

A comprehensive system of services is provided for in the Texas Government Code, Title 4, Subtitle I, Chapter 531, Health and Human Services Commission:

Section 531.003 GOALS

The commission's goals are to:

(1)  Maximize federal funds through the efficient use of available state and local resources;

(2)  Provide a system that delivers prompt, comprehensive, effective services to the people of this state by:

(A)  Improving access to health and human services at the local



level; and

(B)  Eliminating architectural, communications, programmatic, and transportation barriers;

(3)  Promote the health of the people of this state by:

(A)  Reducing the incidence of disease and disabling conditions;

(B)  Increasing the availability of health care services;

(C)  Improving the quality of health care services;

(D) Addressing the high incidence of certain illnesses and conditions of minority populations;

(E)  Increasing the availability of trained health care professionals;

(F)  Improving knowledge of health care needs;

(G) Reducing infant death and disease;

(H) Reducing the impact of mental disorders in adults;

(I)  Reducing the impact of emotional disturbances in children;

(J)  Increasing participation in nutrition programs;

(K) Increasing nutritional education; and

(L)  Reducing substance abuse;

(4)  Foster the development of responsible, productive, and self-sufficient citizens by:

(A)  Improving workforce skills;

(B)  Increasing employment, earnings, and benefits;

(C)  Increasing housing opportunities;

(D)  Increasing child-care and other dependent-care services;

(E)  Improving education and vocational training to meet specific career goals;

(F)  Reducing school dropouts;

(G)  Reducing teen pregnancy;

(H)  Improving parental effectiveness;

(I)  Increasing support services for people with disabilities;

(J)  Increasing services to help people with disabilities maintain or increase their independence;

(K) Improving access to work sites, accommodations, transportation, and other public places and activities covered by the federal Americans with Disabilities Act of 1990 (42 U.S.C. Section 12101 et seq.);  and

(L)  Improving services to juvenile offenders;

(5)  Provide needed resources and services to the people of this state when they cannot provide or care for themselves by:

(A)  Increasing support services for adults and their families during periods of unemployment, financial need, or homelessness;

(B)  Reducing extended dependency on basic support services; and

(C)  Increasing the availability and diversity of long-term care provided to support people with chronic conditions in settings that focus on community-based services with options ranging from their own homes to total-care facilities;

(6)  Protect the physical and emotional safety of all the people of this state by:

(A)  Reducing abuse, neglect, and exploitation of elderly people and adults with disabilities;

(B)  Reducing child abuse and neglect;

(C)  Reducing family violence;

(D)  Increasing services to truants and runaways, children at risk of truancy or running away, and their families;

(E)  Reducing crime and juvenile delinquency;

(F)  Reducing community health risks; and

(G)  Improving regulation of human services providers; and

(7)  Improve the coordination and delivery of children's services.

The Department of State Health Services (DSHS) is an agency of the Health and Human Services Commission.  Health and Safety Code, Title 7, Chapter 533, POWERS AND DUTIES addresses community mental health services, and establishes the Commission’s powers and responsibilities.  The following excerpts describe the roles of DSHS and Local Mental Health Authorities (LMHAs) in the operation of a comprehensive, community-based system of care for adults with serious mental illness, and children with serious emotional disturbance.

§ 533.033. DETERMINATION OF REQUIRED RANGE OF MENTAL HEALTH SERVICES  

(a) Consistent with the purposes and policies of this subtitle, the commissioner biennially shall determine:

(1)  The types of mental health services that can be most economically and effectively provided at the community level for persons exhibiting various forms of mental disability;

§ 533.034. AUTHORITY TO CONTRACT FOR COMMUNITY-BASED SERVICES (a) The department may cooperate, negotiate, and contract with local agencies, hospitals, private organizations and foundations, community centers, physicians, and other persons to plan, develop, and provide community-based mental health services.

§ 533.0345. STATE AGENCY SERVICES STANDARDS 

(a) The department by rule shall develop model program standards for mental health and mental retardation services for use by each state agency that provides or pays for mental health or mental retardation services.  The department shall provide the model standards to each agency that provides mental health or mental retardation services as identified by the Health and Human Services Commission.

§ 533.035. LOCAL MENTAL HEALTH AUTHORITIES  

(a) The commissioner shall designate a local mental health authority in one or more local service areas.  The board may delegate to the local authorities the board's authority and responsibility for the planning, policy development, coordination, including coordination with criminal justice entities, resource allocation, and resource development for and oversight of mental health services in the most appropriate and available setting to meet individual needs in that service area.  

§ 533.03521.  LOCAL NETWORK DEVELOPMENT PLAN CREATION AND 

APPROVAL  

(a)  A Local Mental Health Authority shall develop a local network development plan regarding the configuration and development of the local mental health authority's provider network.  The plan must reflect local needs and priorities and maximize consumer choice and access to qualified service providers.

(b)  The Local Mental Health Authority shall submit the local network development plan to the Department of State Health Services for approval.

§ 533.035

(e)  Subject to Section § 533.0358, in assembling a network of service providers, a local mental health authority may serve as a provider of services only as a provider of last resort and only if the local authority demonstrates to the department in the local authority's local network development plan that:


1)  the local authority has made every reasonable attempt to solicit the development 
of an available and appropriate provider base that is sufficient to meet the needs of 
consumers in its service area; and


(2) there is not a willing provider of the relevant services in the local authority's 
service 
area or in the county where the provision of the services is needed.

§ 533.0352. DISEASE MANAGEMENT PRACTICES OF LOCAL MENTAL HEALTH AUTHORITIES. 

 (a) A Local Mental Health Authority shall ensure the provision of assessment services, crisis services, and intensive and comprehensive services using disease management practices for adults with bipolar disorder, schizophrenia, or clinically severe depression and for children with serious emotional illnesses.  The Local Mental Health Authority shall ensure that individuals are engaged with treatment services that are:

(1)  Ongoing and matched to the needs of the individual in type, duration, and intensity;

(2)  Focused on a process of recovery designed to allow the individual to     progress through levels of service;

(3)  Guided by evidence-based protocols and a strength-based paradigm of       service; and

(4) Monitored by a system that holds the local authority accountable for specific outcomes, while allowing flexibility to maximize local resources.
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Adult – Available Services

The array of services available to adults include mental health services, services for dually diagnosed individuals (co-occurring mental illness and substance abuse disorders), suicide prevention, and medical and dental services. 

Mental Health Services

Resiliency and Disease Management (RDM)

Please see the "Adult - New Developments" section for further details regarding Resiliency and Disease Management. Resiliency and Disease Management (RDM) continues to be the cornerstone of the Service Delivery System in Texas.  A Uniform Assessment is provided to assess the needs of consumers, recommend appropriate services based on identified needs, and monitor individual outcomes. The result of the assessment is an authorized Level of Care (LOC) that corresponds to a service package.  Service packages for both children and adults have been developed to ensure the provision of evidence-based services to those individuals who would most benefit from those services.  The Service Packages are described in Utilization Management Clinical Guidelines.  These guidelines identify the services available and the intensity of service provision for each package, as well as guide decisions on eligibility and appropriate discharge from a service package. 

Psychiatric Rehabilitation Services

Services comprise an array of age appropriate, individualized, and medically necessary services.  These services provide training and instruction designed to ameliorate mental and functional disabilities that negatively affect community integration and tenure, employment, and the individual’s ability to function in non-work, role appropriate settings.  The goal of rehabilitation services is to reduce an individual’s disability from severe mental illness or serious emotional disturbance, and to restore and maintain their best possible functioning level in the community.

Rehabilitation services are delivered in both individual and group formats.  Rehabilitation services are intended for natural settings such as the individual’s home, school, or work place, but when appropriate can be provided in traditional service settings.  Providers are required to work collaboratively with the individual in developing a personal treatment plan to ensure the services provided reflect the individual’s self-proclaimed recovery goals and cultural context of the individual.

Medication Training and Support

Curriculum-based training and guidance provide an initial orientation for the individual in understanding the nature of their mental illness and the important role of medications in ensuring symptom reduction and increased tenure in the community.

Psychosocial Rehabilitation Service

Social, educational, vocational, behavioral, and cognitive interventions to improve an individual’s potential for social relationships, occupational or educational achievement, and living skills development.  This service is provided by members of a therapeutic team.  They are responsible for delivering rehabilitative case management which encourages the individual to learn and practice skills for self-advocacy.  The long term goal is for the individual to acquire the necessary skills to be able to function independently of a case manager.  When appropriate, the provision of services will address the impact of co-occurring disorders upon the individual’s ability to decrease symptomatology, increase community tenure, and realize their recovery goals. 

Skills Training and Development

Skills training is a supportive intervention that focuses on the improvement of communication skills, appropriate interpersonal behaviors, and other skills necessary for independent living, and when appropriate, functioning effectively with family and peers.

Crisis Intervention Services 

Intensive one-to-one community-based guidance and instruction are delivered to an individual in order to control acute symptoms that place the individual at immediate risk of hospitalization, incarceration, or placement in a more restrictive treatment setting.  This service focuses on behavioral skills training for stress and symptom management, problem solving and reality orientation.  This will assist the individual to identify and manage their symptoms of mental illness.  Supportive counseling and training is given to the individual so as to allow adaptation and coping skills with stressors.  Included in the assessment is the level of dangerousness and when appropriate, there is a coordination of emergency services available.

Day Program for Acute Needs 

Intensive site-based group services provide individuals methods to control symptoms and prevent hospitalization, incarceration, or placement in a more restrictive treatment setting, reducing time spent in hospitals or restrictive treatment settings.  This service focuses on intensive, medically-orientated, multidisciplinary interventions such as behavior skills training, crisis management and nursing services designed to stabilize acute psychiatric symptoms, reducing the probability of relapse.

Supported Employment

Although supported employment is a required service in each LMHA, this service area proves to be one of the more difficult challenges to address due to funding and economic restraints. Despite the financial adversities, LMHAs have the capacity to provide individualized assistance in choosing and obtaining employment in integrated work-sites in regular community jobs.  Services are not time-limited and include a maintenance phase.  Long-term support provides assistance for individuals to keep employment.  Job loss or other need for increase in service intensity is accommodated.  Goals around employment are addressed by promoting the behavioral health of individuals, families, and communities affected by the economic downturn, the employment of people with mental and substance use disorders, and policies for employers that support behavioral health in the workplace.

Service standards and the fidelity instrument address the following evidence-based principles: 

· Individualized job search activities

· Rapid job search

· Competitive employment is the goal

· Long-term support is provided

In addition to services provided within the mental health system, consumers have access to additional state services.

Supported Housing
Housing Services are in short supply and in great demand.  This is one of the areas where funding and service provision fall extremely short in the state. However, LMHAs are given the task of addressing the housing issues of their consumers.  In addition to assistance in obtaining and maintaining regular housing in the community of the consumers’ choice, each LMHA is required to provide Supportive Housing Services.  Supportive Housing Services are designed to assist consumers with severe and persistent mental illness to choose, obtain, and retain regular integrated housing. 

Services consist of:

· Individualized assistance in finding and moving into regular, integrated, housing that is habitable;

· Temporary rental assistance;

· Intensive in-home rehabilitation services: and

· Coordination activities that facilitate access to resources or services that support or assist the consumer in achieving their housing goal.

Supportive Housing Service Programs are required to provide temporary rental assistance until long-term housing programs are accessed (e.g. Section 8, tenant-based rental assistance (TBRA) Vouchers, etc.).  Some LMHAs apply for Section 811 housing grants which are sometimes offered through Housing and Urban Development (HUD) and provide financial assistance to non-profit organizations for the development of supportive housing projects.  These projects are designed to house people with disabilities and to provide supportive services on a long-term basis with the help of community collaboration.  Short-term rental assistance recipients are provided with assistance in developing plans to pay rent without support of the mental health system.  Some long-term strategies include applying for Section 8 public housing, and increasing personal income.  Housing assistance alone without supports and services cannot be counted as supported housing. 

The Supported Housing Program includes services and supports.  Services include:

· Case Management activities;

· In-home rehabilitation services; and 

· Assistance in locating, moving into and maintaining regular integrated housing. 

Regular housing is defined as normal, ordinary living arrangements typical of the general population.  Integration is achieved when individuals with serious mental illness choose ordinary, typical and habitable housing units that are located among non-disabled individuals.  Supported Housing is primarily an intensive program based upon identified consumer housing needs.  As needs, goals, and preferences are addressed, there are changes in the intensity and scope of services provided. The state of Texas strives to provide housing and reduce the barriers that homeless persons with mental and substance use disorders and their families experience to accessing affective programs that sustain recovery

Assertive Community Treatment

Local Mental Health Authorities (LMHAs) ensure the provision of Assertive Community Treatment (ACT) team services for adult individuals with the diagnosis of bi-polar disorder or schizophrenia and have difficulty maintaining a life outside the hospital.  The team includes intensive rehabilitative services, nursing for medication monitoring and patient/family education, staff specializing in supported housing, supported employment and substance abuse intervention.  Team members for urban ACT meet on a regular, daily basis and rural ACT consult with team members three times per week to discuss the needs of consumers in ACT services.  Face-to-face contact is frequent with consumers, being daily in most cases.  Team members are available for crisis needs twenty-four hours a day, seven days a week. 

Individuals who have been hospitalized three times in 180 days or with four or more hospitalizations in 2 years are considered to be part of the "Promoting Independence" population, defined in response to Olmstead.  These individuals are prioritized for the most intensive services.  Also, the names of individuals who have been hospitalized twice in 120 days are forwarded to LMHAs who are encouraged to provide intensive intervention to avoid further hospitalization. In addition, individuals who have been in the hospital over a year are monitored quarterly to identify any barriers to placement and to ensure the LMHA and the hospital conduct special staffing to address those issues.

Case Management Services

Case management services assist an individual in gaining, coordinating and retaining access to necessary care and services appropriate to the individual’s needs and self-proclaimed recovery goals.  The role of the case manager is to serve as a single point of contact for the individual when service needs arise.  This includes assistance in identifying, locating, coordinating, and advocating for services and supports when necessary.  The goal of case management is to support the individual with the least disruption to daily activities.

The successful evaluation of current needs and the appropriate delivery of services to the individual rely on the abilities of the case manager to be culturally competent and experienced in serving those with special needs.  These groups include, but are not limited to, traditional ethnic minorities, locally significant minorities, linguistic minorities, including those individuals who are deaf and hard of hearing, homeless people and people who have been involved with the criminal justice system.  By providing culturally and individually based services, the need for crisis intervention is reduced, as is the need for more intensive and restrictive services.  

Educational Services

Please see Adult – Plans to Address Unmet Needs section.  Educational services are supported by LMHAs as a part of a person’s treatment plan.  These services may include skills training and supports related to mental illness, medication training, rehabilitation training, or educational related skills training.  These services are garnered through a community referral or with funds from the LMHAs flexible funding accounts. 

Input collected by MHPAC and other shareholders was used to develop a Request for Proposals (RFP) that was released in early FY09 for a Training and Technical Assistance Center (TTAC) project.  DSHS continues to move toward quality consumer and family-driven services.  As an integral part of the ongoing process to develop evidence-based, consumer and family operated services those services must be made a part of the statewide mental health system.  Through the Request for Proposal (RFP) process DSHS procured one TTAC to provide services for consumers, the family members of consumers, and stakeholders using evidence-based practices.  A primary goal of the TTAC is to support and develop a select, diverse array of locally-based consumer and family-operated organizations, and turn them into viable service providers.  The TTAC will provide training coordination, technical assistance, networking and leadership development, and technical assistance.  The TTAC will provide support to consumers, and families in transforming mental health in Texas.

Support Services

Please see "Adult – New Developments and Strengths and Weaknesses Section” for more details.  DSHS provides funding for Consumer Peer Support.  These are activities provided between and among clients who have common issues and needs that are client-motivated, initiated, and/or managed and that allow a client to live as independently as possible.  A contractor may, upon approval by DSHS, expend up to $50,000 to provide outreach through peer-facilitated services, e.g., drop in centers, peer counseling, peer support groups, peer-led education groups, and Texas Implementation of Medication Algorithms (TIMA) Patient and Family Education Program (PFEP) unpaid volunteer peer facilitators.  This service does not include paid "Peer Providers" as provided for under Rehabilitative Services
Respite Services are also available to provide for temporary, short-term, periodic relief for primary caregivers.  Program-based respite services are provided at temporary residential placement outside the client’s usual living situation.  Community-based respite services are provided by respite staff at the client’s usual living situation.  Respite includes both planned respite and crisis respite to assist in resolving a crisis situation.

Another support service provided by DSHS is Crisis Flexible Benefits.  These benefits are non-clinical supports that reduce the crisis situation, reduce symptomatology and enhance an individual’s ability to remain in the home or community.  Benefits in adult mental health services include spot rental, partial rental subsidies, utilities, emergency food, house wares, clothing, transportation assistance, and residential services.
Services for Dually-Diagnosed Individuals

Co-Occurring-Psychiatric and Substance Abuse Services
Services for persons with Co-Occurring Psychiatric and Substance Use Disorders (COPSD) are available throughout the state.  DSHS currently funds 23 local MHMR centers and/or substance abuse providers to provide specialized services for persons with COPSD in all regions in Texas.  COPSD specialists provide these adjunctive services to mental health and substance abuse treatment programs.  Their efforts enhance the regions’ continuum of care for individuals with COPSD.  
The state is currently in the last year of the Co-Occurring State Incentive Grant (COSIG) which was implemented to increase co-occurring capacity by building on existing services, ensuring competencies through training, and by conducting an evaluation of the state’s current practice for serving clients with co-occurring disorders.  Six contractors are actively providing services to clients with co-occurring disorders under this grant. 

DSHS has built on existing services for individuals with co-occurring disorders through a voucher arrangement that funds additional community supports not included in the contractor's service array.  Voucher funds supplement existing funding for the treatment of qualified clients.  Allowable community supports are for childcare, housing, transportation, temporary food, education, vocational assistance, clothing, medical care, prescriptions, and peer mentoring.  The voucher arrangement requires contractors to network and link to community resources that serve persons with COPSD.  Funds in the voucher system may not be used to purchase services from the contractor’s own agency.

Through the COSIG grant DSHS has developed a COPSD program self-rating fidelity instrument.  The development stage of the COPSD fidelity instrument began with consultation from experts in the field who have developed and validated the Dual Diagnosis Capability in Addictions Treatment (DDCAT) fidelity scale.  The DDCAT produces scores on seven fundamental dimensions that assess a program’s capability to treat clients with co-occurring disorders.  The fidelity instrument is now being piloted, tested, and should be available for use in 2009.  DSHS is also developing a fidelity instrument for adolescents.  The COPSD fidelity instrument will be available as a self–assessment instrument to all mental health and substance abuse contractors and will be instructive to both DSHS and providers regarding readiness for integrated treatment for individuals with co-occurring disorders. 
DSHS also provides training to mental health service providers and providers of COPSD to help providers identify individuals in need of COPSD services and to develop and maintain evidence-based services.  DSHS, with the assistance of Texas Health and Human Services Information Management, produced and distributed an Introduction to COPSD CD-ROM as a technical assistance tool for LMHAs and COPSD providers.

Suicide Prevention Framework
DSHS continues to lead the state in both proactive and reactive suicide prevention services. 

· The agency has established a DSHS Suicide Prevention Committee with representation from each division to develop a strategic plan for the agency.

· The Texas Suicide Prevention Council was formed by statewide associations and organization joined by local suicide prevention coalitions who all agree to support one or more goals of the Texas State Plan for Suicide Prevention.  DSHS was awarded a Cooperative Agreements for State-Sponsored Youth Suicide Prevention and Early Intervention authorized under the Garrett Lee Smith Memorial Act.  As one of the key activities of this grant (Texas Youth Suicide Prevention Project), Mental Health America of Texas (MHAT) partners with DSHS on the Council which currently consists of 15 local coalitions and 18 members representing statewide organizations. 

· As one of the key activities of the Texas Youth Suicide Prevention (TYSP) Project (MHAT) developed a two-day symposium in Austin, Texas on suicide prevention.  The symposium was held in June 2010, and presenters included national and state experts in suicide prevention and evidence based practices.  To draw those who need this information the most, there were no costs to attend the symposium.  More than 400 individuals attended.
· Established an Injury and Violence Prevention Workgroup which has pulled every division into a collaborative effort to examine where, when and how injury and violence prevention is being conducted within the agency.  This is done in order to form collaborative partnerships between all divisions to improve injury (which includes suicidal behaviors) and violence prevention for all ages.

· The DSHS IVP workgroup, comprised of representatives from four key divisions across the agency, was initially convened in November of 2009.  This workgroup is conducting an assessment and developing a report on the status and impact of injury and violence across the lifespan in Texas, including best practices in prevention of this public health problem. The assessment/report will serve as the foundation for planning and implementation to be conducted over the next biennium.  The report will be finalized in July of 2010, and builds on the federal assessment conducted in December of 2008, a technical assistance team sponsored by STIPDA, who made recommendations on implementing an effective injury and violence prevention program within DSHS.

· Established a subcommittee of the Psychiatric Hospital’s Clinical Oversight Committee to focus on reducing suicides with the in-patient population.  Guidelines for a new suicide assessment have been implemented.  Suicide protocols have been approved and instituted.  Screens have been added to the electronic medical record for the suicide assessment.  In the third quarter of FY09, the hospital Joint Commission system tracer that addresses all aspects of suicide prevention including the environment, staff training, patient assessment and treatment interventions was initiated.

· DSHS continues to provide oversight and other resources to support Texas Youth Suicide Prevention Project (TYSP).  The TYSP project is funded through the SAMHSA Garrett Lee Smith Memorial State/Tribal Youth Suicide Prevention and Early Intervention Grant Program.  The project involves collaborative efforts between Mental Health America of Texas (MHAT), DSHS, Texas Suicide Prevention Council and Center for Health Care Services (CHCS).  MHAT has been involved in a wide range of activities to enhance public awareness across Texas and has trained health and community representatives to identify and refer at-risk youth across the State.  As of June 2010, over 6,402 individuals were trained – 3,703 in school settings and 3,329 in community settings.  MHAT is developing a nonproprietary gatekeeper training curriculum (called ASK) which will be available toward the end of the grant in 2012 at no charge.  MHAT maintains a website, www.TexasSuicidePrevention.org that contains a wealth of information on suicide prevention and resources including the Texas Suicide Prevention and Postvention Toolkit.  CHCS in San Antonio implemented a community-based youth suicide prevention program serving high risk youth and families in the military.  Screenings and referral services for youths of military families at the Fort Sam Houston Independent School District and Brooke Army Medical Center Pediatric and Adolescent Clinic were offered through this program. 

    

· All LMHAs continue operate or contract with a crisis hotline that is accredited by the American Association of Suicidology (AAS).  In addition, all centers have at least one Mobile Crisis Outreach Team.  DSHS contracted with the AAS to provide Crisis Hotline training for Crisis Hotline and Mobile Crisis Outreach Team (MCOT) staff.  The training included a "Train-the-Trainer" component to ensure that LMHA staff could provide future training in their local service area.  LMHAs continue to provide training in their local service area to their employees.  In addition to the Crisis Hotline training, individuals who completed the training were given the opportunity to receive their Crisis Worker certification through AAS.  This process involved taking an individual crisis worker certification examination.  

· Suicide Prevention Coordinators have been identified within each state hospital and community center in Texas.  A survey has been created (for the hospitals) in order to establish a baseline for suicide prevention efforts within each site and to identify unmet needs in this area.

· Web-based Suicide Prevention Gatekeeper Training is being developed for public high school teachers and other personnel.  This will enable early identification and intervention of at risk high school students at no cost for public school districts

Medical and Dental Services

Each LMHA is required to address the health issues of their consumers throughout the treatment planning process.  Currently, there are no medical or dental services provided onsite at local community mental health centers.  LMHAs provide case management services to consumers in order to link and refer them to appropriate medical providers in their community. 

Some LMHAs have established strong relationships with the Federally Qualified Health Centers in their local service area. These partnerships have not only assisted in meeting the medical and dental needs of consumers but in some cases have served as a mechanism to discharge a  Additional initiatives have been implemented with the intention of more closely integrating physical and behavioral health.  Current projects include Behavioral Health Screening in Primary Care, an establishment of a medical home, and standards of care for physical and behavioral health for children in foster care.  The closer integration of mental and physical health through the Department of State Health Services (DSHS) is expected to spawn additional projects intended to provide improved access to physical health care for the people served by the public mental health system.  

There are resources available that provide low cost dental services for persons that are indigent or on Medicaid.  These services are available through the dental schools and an independent program, Texas Dentists for Healthy Smiles.  Both of these resources have long waiting lists and are limited programs.  Generally, by the time persons request assistance or are able to access services, they have major dental problems requiring numerous extractions, antibiotics and dentures.
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Adult – Estimate of Prevalence

Priority Population

State law requires DSHS to identify its adult mental health priority population and the minimum array of services necessary to address the needs of this priority adult population.  The legislation also requires services to be offered first to those in the most need, and for state dollars to be used only for services provided to the priority population.

The DSHS priority population for adult mental health services consists of adults who have severe and persistent mental illnesses such as schizophrenia, major depression, bipolar disorder, or other severely disabling mental disorders that require crisis resolution or ongoing and long-term support and treatment.  Although the priority population is unchanged, the target population has changed in response to the requirements of state law HB 2292.  The target population includes only those priority population individuals diagnosed with schizophrenia, bipolar disorder, or clinically severe depression.  Those priority population members with other diagnoses may be placed into ongoing service if clinically justified.  Everyone in need of crisis intervention will continue to have access to Crisis Services. 

The Prevalence of Mental Illness among Adults

Mental illness does not exempt any group of individuals -- it occurs in all age, race, ethnicity, gender and socioeconomic groupings.  Two large national surveys conducted in the 1980's and 1990's serve as the basis for prevalence estimates for the adult population (source: U.S. Department of Health and Human Services.  Mental Health: A Report of the Surgeon General, 1999).  Approximately 22-23% of the adult population has some diagnosable mental disorder.  Those with severe and persistent mental illness represent approximately 2.6% of the adult population.    

The Center for Mental Health Services (CMHS) within the U.S. Substance Abuse and Mental Health Services Administration (SAMHSA) requires the use of a specific methodology for estimating the number of adults with serious mental illness (SMI) for purposes of the Mental Health Block Grant.  The methodology is defined in the Federal Register, Volume 64, Number 121, Thursday, June 24, 1999, Notices, pages 33890 – 33897.  This calculation methodology is based on a 95% confidence level.  It is estimated that 5.4% of the adult population has a serious mental illness during a given year.  The methodology also further defines the lower and upper limits of the 5.4% point estimate based on the 95% confidence level.
	Estimated Adult Population - 2011* 
	Point Estimate of SMI Prevalence
	95% Confidence Level

	
	
	Lower Limit
	Upper Limit

	19,220,057
	1,037,883
	698,841
	1,376,925


* Source: Texas Population Projections for 2011, Texas Health and Human Services Commission, version February 2009.

The priority population prevalence projections in the chart below represent the number of individuals who are estimated to meet the priority population definition for mental health services in the Texas public mental health system.  
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There are many more adults in need of services than are currently served. In FY2009, 150,057 (or 32.12%) of the 467,226 adults with serious and persistent mental illness were served by DSHS-funded community mental health centers including NorthSTAR (for estimate methodology, see Federal Register, Volume 64, Number 121, June 24, 1999, pp. 33890-33897; National Advisory Mental Health Council 1993
; Kessler et al., 1996
). The demand for mental health services exceeds access to mental health services.
counties in the rural Texas-Mexico border to expand the Rural Border Intervention Program.  The Rural Intervention Program was expanded in Region 11 which includes Hidalgo, Cameron and Willacy counties.  These are three of the poorest and most remote rural counties in Texas.  These funds are available through September 30, 2010 and are being utilized to augment the RBI services (noted above).  These funds will also be utilized to develop and implement programming related to border violence and disaster prevention.  The State of Texas clearly notes the connection between the experiences related to border violence, drug trafficking and MHSA intervention and treatment needs.
The State of Texas Department of State Health Services currently certifies Community Health Workers/Promotores.  These workers serve as indigenous outreach workers and are part of the communities they serve.  This model is very useful in the rural areas of Texas.  Currently, two Rural Border Intervention programs employ Promotoras who provide services underserved communities to provide information and education.  These Promotoras have additional training in Behavioral Health and are able to identify some mental health concerns and make appropriate referrals for families and their children.  Additionally, many rural communities are served via a special initiative by Texas A&M University (TAMU).  TAMU has established community centers in variety rural Border areas, specifically, the Colonias, where there are many unmet needs and high levels of poverty.  These community centers also operate with the support of Promotoras and provide a venue where many community providers collaborate and provide education, and conduct intakes related to behavioral health concerns of individuals in their communities.  Currently TAMU, the Department of State Health Services Mental Health and Substance Abuse Division, the Rio Grande Valley Council on Drug and Alcohol Abuse in Pharr, Texas are working on a joint SSBG funded project to train Promotoras/Community Health Workers on a newly developed curriculum related to Border Violence and Disaster Prevention.   The goal is for the Promotoras to train families in rural Colonia communities how to better identify issues related to trauma and how to protect themselves and their children against drug use and drug related violence.  This new curriculum and training plan will be “rolled out” in August, 2010.  Texas A&M has 42 centers in Texas Border Colonias with approximately 40 based in primarily rural counties. 
Comments on the Preceding Section

Please enter your comments here using blue text.
Adult-Older Adults

Demographic Trends

As in all parts of the nation, the growing elderly population in Texas is placing increased demands on health care, long term care, and other services.  However, aging in Texas is tempered by relatively rapid growth in young, largely non-Caucasian populations.  Consequently, the population of Texas overall is likely to remain somewhat younger than other parts of the nation.  

Statistics indicate the population aged sixty-five and older will be the segment of the population with the greatest proportional changes over the next ten years.  This is attributable, in part, to the aging “Baby-Boom” generation--the cohort population born between 1946 and 1964.  Demographers estimate that the sixty-five and older cohort in 2000 was 9.9 percent.  By 2020, this age group is anticipated to grow to 12.3 percent of the population.  Due to the large and expanding population of Texas overall, this growth represents a large number of individuals who may seek services from local mental health authorities.  

Services Provided

Depression is one of the conditions most commonly associated with suicide in older adults, according to the Centers for Disease Control.  Studies by the National Institute for Mental Health show that many elderly individuals and health professionals may mistakenly think that persistent depression is a “normal” and acceptable response to the serious medical illnesses and the social and financial hardships that often accompany aging.  This belief may contribute to low rates of diagnosis and treatment of depression in older adults.

According to the National Institute for Mental Health, combining psychotherapy with antidepressant medication appears to provide the most benefit for older adults.  This approach has proven more effective than psychotherapy or medication alone.
In FY09, the DSHS public mental health system provided psychotherapy, medication and other services to approximately 9,610 individuals aged sixty and older with serious mental illness.  This is a 41% increase in numbers served as compared to FY06.  Mental health services provided include Cognitive Behavior Therapy, Inpatient Acute services, Medication Management, Case Management, Psychosocial Rehabilitation and Skills Training and Supports.  

DSHS public substance abuse treatment system during the same year provided treatment for approximately 603 individuals aged sixty and older with substance abuse diagnoses.  This is a 15% increase in numbers served as compared to FY06.  Substance abuse treatment services include Detoxification, Co-occurring Psychiatric and Substance Disorder services, HIV Services, Residential and Outpatient Services, and Methadone Maintenance.

Next Steps

DSHS has recently started production of a web page linked to the primary DSHS website that provides information to local mental health authorities about working with older adults.  This page will provide links to research by the National Institute for Mental Health and the Surgeon General’s Office regarding diagnosis, physiological factors, treatment compliance, increased risk of side effects, polypharmacy, co morbidity, life stages, unique barriers and specialized treatment for older adults. 

DSHS is also planning a workshop at the 2011 Community Mental Health and Substance Abuse Behavioral Health Institute entitled, “Mental Health Issues in the Older Population,” which will cover the latest research and best practices.  Additionally, DSHS periodically distributes literature to local mental health authorities and other stakeholders detailing the latest research and recommendations from SAMHSA.  DSHS has shared SAMHSA’s recent publications which have addressed substance abuse treatment and co-occurring substance abuse and mental illness in the elderly population.

DSHS would like to train mental health practitioners in “Cognitive Behavioral Therapy for Late Life Depression."  Currently however, shortages in professional staff as well as budget cuts hinder this expansion.
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Adult – Resources for Providers

Financial Resources

The estimated FY10 Operating Budget called for the expenditure of over $550 million for community mental health services.  This included general revenue, federal funds, and other funds.  Of the general revenue funds, Rider 65 (81st Legislative Session) appropriated 55 million dollars ($55,000,000) to the Department of State Health Services (DSHS) to expand transitional and intensive ongoing services. These funds were distributed evenly between fiscal years 2010 and 2011 (FY10 & FY 11) and were allocated to Community Mental Health Crisis Services. In addition to these amounts, community center operating budgets included local funds as well as revenues generated from federal, state and other sources.  These additional revenues do not appear in DSHS’ operating budget because they are directed to the Local Mental Health Authorities (LMHAs), increasing those community centers’ funding.  Although trends have been to increase available financial resources over the last several biennia, Texas' per capita expenditure remains among the lowest in the nation. 

Staffing and Training

The LMHAs are responsible for the training and competency of provider (employee or contracted) staff.  DSHS supports the effort by offering specialty trainings on current topics through the use of outside developers/contractors to maintain the focus on evidence- based research and practices.  This is an effort to continue helping the LMHA staff to successfully deliver quality services, and to increase effectiveness without the need to rely on the state for annual trainings on evidence-based practices. 

Staff delivering community mental health services are required to demonstrate the appropriate competencies, licenses, and certifications for their positions.  LMHAs are responsible for ensuring that staff members have all the appropriate competencies for the positions they fill, and must implement a process to ensure the competency of staff.  That process must define competency-based expectations for each position.  This includes critical competencies (such as First-Aid and CPR) and specialty competencies (such as prevention and management of aggressive behavior, suicide/homicide, etc.).  

Staff members must also demonstrate competencies required for their positions before contact with consumers.  These competencies must be periodically reviewed throughout their employment tenure or association with the LMHA or provider.  Each LMHA must implement a credentialing and re-credentialing process for its entire licensed staff and its Qualified Mental Health Professional-Community Services (QMHP-CS) staff. This includes a process for staff to appeal decisions, provision of necessary QMHP-CS supervision, and implementation of a Peer Review process.  These processes must comply with all applicable rules and state laws (e.g., Medical Practice Act, Nursing Practice Act, Vocational Nurse Act, Dental Practice Act, and Pharmacy Practice Act).

Evidence-Based Supported Employment

In order to assist LMHAs in implementing evidence based practices, DSHS provided training on Evidence-Based Supported Employment (EBSE) to all LMHAs.  This training was based on the Individual Placement and Support (IPS) model of EBSE developed by Dartmouth Psychiatric Research Institute.  This model was selected because it has consistently proven to be more effective than traditional approaches in helping consumers gain competitive employment.  Numerous studies done on IPS report 40%-58% of people in supported employment obtained competitive employment compared to 21% in traditional programs.  Key principles of the IPS model include finding consumers competitive jobs in a timely manner, integrating supported employment with other mental health services, individualizing employment goals, and having zero-exclusion criteria for eligibility.  Research on these principles shows a strong correlation between finding and maintaining employment for consumers, which is a key ingredient in recovery.  For more information on this initiative please see the “New Developments-Adult” section of this mental health block grant application.
Cognitive Processing Therapy

Over the past several years, Texas has prioritized initiatives supporting veteran’s needs. In order to target the needs of veterans and consumers who have a history of trauma, DSHS has started providing training to LMHAs and community therapists on Cognitive Processing Therapy (CPT). Research on CPT has demonstrated its effectiveness in treating consumers with post-traumatic stress disorder (PTSD), a common diagnosis among veterans and many consumers utilizing community mental health services in Texas. Thus far, 91 LMHA staffers have been trained in CPT; however, two additional trainings will be held in July 2010 for LMHA staff and community therapists. The two trainings will result in 100 additional people being trained in CPT. 

Additionally, DSHS has made some funding available to LMHAs to provide peer and family training programs, including “In The Zone, “ which is a peer-to-peer support group for veterans.

Cognitive Behavioral Therapy

Cognitive Behavioral Therapy (CBT) is a widely accepted evidence-based practice. In order to improve delivery of this service DSHS has partnered with Monica Basco, Ph.D., of the University of Texas, to offer clinicians at LMHAs the opportunity to become certified CBT trainers. At this time, two cohorts have completed the training. These certified trainers have returned to their centers and trained their colleagues in service delivery skills and best practices related to CBT. 

Mental Health and Substance Abuse Training and Technical Assistance Center-Via Hope

Substantial emphasis has been placed on the implementation of Via Hope, a consumer training and technical assistance center. It provides mental health consumers and family members with information and education that assists with their recovery and enables them to better navigate the public and private mental health care systems. Via Hope provides a certified peer specialist training program; during 2010, 58 peers were trained in providing peer services during week-long training in Austin. Via Hope also provides online training resources and an information database for consumers and mental health professionals.  Please refer to the “New Developments-Adult” section of this application for more information on the peer initiative.  

Mental Health Transformation

Information on Mental Health Transformation activities is also included in the section entitled Adult - Recent Significant Achievements.  The Mental Health Transformation grant has been used to launch two learning collaboratives— one focused on supported employment (as mentioned above) and another focused on integrated care. These training programs are designed to inform health care providers and service coordinators about emerging trends, resources, and activities that support the New Freedom Commission goals.  

The Integrated Care learning community is working to advance the integration of physical and behavioral health care. Six Federally Qualified Health Centers (FQHCs) have received financial support from the state’s Primary Care Office to support planning activities in conjunction with Local Mental Health Authorities. Other partners are working together using Mental Health Transformation funds to advance integrated care. In addition to considering different models of coordinating service delivery, the organizations can leverage a state-provided web-based health assessment tool.

Other resources for providers include the following: training to school-based professionals through school health specialists in the Education Service Center program, which is partially funded by MHSA and managed through the DSHS School Health Program; funding for mental health training for staff in various regions of Texas, including those served by the promotoras (community-based health care workers); and online training for providers enrolled in the Texas Health Steps Program.

Finally, to help train the next generation of mental health professionals, MHSA has also sponsored a variety of MHSA internships, providing training opportunities for students enrolled in higher education.
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Adult – Emergency Service Provider Training

The training of emergency service providers for mental health crises is the delegated responsibility of Local Mental Health Authorities (LMHAs).  The performance contract and the Community Mental Health standards require LMHAs to provide or arrange for crisis services.  LMHAs work directly with emergency room staff and have established protocols to provide screening for inpatient admission.  

In many communities, the LMHA provides mobile crisis teams that receive specialized training and accreditation.  All LMHAs must have agreements with law enforcement agencies which address training of officers and include protocols for handling psychiatric crises.  Several communities have Mental Health Deputy units that work closely with the LMHAs to provide the most appropriate response to psychiatric crises and divert consumers from entering jails.  

Additionally, Texas has been a national leader in the development of Mental Health Disaster Assistance services, which involve training of clinicians, public health, mental heath and substance abuse providers, and first responders in the event of natural and man-made disasters.  The Disaster Behavioral Health Services (DBHS) Team is charged with coordinating disaster behavioral health preparedness, response, and recovery efforts for Texas during and after a state or federally declared emergency.  This coordination includes guidance, technical assistance, and collaboration with decision makers at all levels of government. 

In addition, DBHS is tasked with coordinating the Department of State Health Services (DSHS) disaster behavioral health activities during the emergency response and recovery phase of a disaster. To this end, DSHS establishes FEMA Crisis Counseling teams to provide stress management and crisis counseling to first responders and any individual or group affected by the event.  

The Disaster Behavioral Health Services Team offers the following services:

Crisis Counseling Program
During and after a state or federally declared emergency, DBHS provides a comprehensive and coordinated disaster behavioral health response.  During a federally declared disaster, DBHS works with local mental health, substance abuse, voluntary agencies, and local community resources in the development, submission, and management of FEMA funded Crisis Counseling Programs (CCP).

To assist those impacted by the disaster with their recovery, the community based CCP provides direct services to alleviate or decrease psychological distress and adverse emotional reactions as a result of the disaster.  This goal is achieved through crisis counseling services to any individual, family, group, or community that experienced a catastrophic event.

CCP services include:

· Outreach

· Screening and assessment

· Counseling

· Information and referral

· Public education

Stress Management

Stress management provides education and information on traumatic stress including both the psychological and physical symptoms frequently identified after a traumatic event. It also provides education and training in healthy stress management techniques to improve individual and group coping skills.

Education and Training

This training program includes information for DSHS mental health, substance abuse, and public health components on the purpose, requirements, goals, scope of services, rules, and regulations of a CCP grant. DSHS participates in the Texas Division of Emergency Management (TDEM) staff training programs for disaster response personnel to raise awareness about disaster survivor issues and needs.

Emergency Management

Emergency management provides consultation and technical assistance to DSHS public health departments, mental health and substance abuse groups, and government agencies during a local, state, or federally declared disaster. Staff work in conjunction with TDEM, state hospitals, community mental health centers, regional public health departments, substance abuse providers, and local governments to provide or assist with basic emergency disaster mental health management activities. The team assists DSHS mental health, substance abuse, and public health groups in preparing for, responding to, and recovering from facility or community-based disasters that impact the physical and emotional well-being of mental health and substance abuse consumers and staff. Through technical assistance, the program assists local and state mental health, substance abuse, and public health facilities to obtain federal resources in preparation for, responding to, and recovering from federally declared disasters.

Critical Incident Stress Management (CISM)

The CISM function is to alleviate or decrease psychological suffering as a result of the event and mitigates the long-term effects that acute stress may have on individuals, families, responders, and the community. CISM provides organizational consultation, diffusions, debriefings, one-on-one crisis counseling, follow-up, and referrals to any individual or group that has experienced a traumatic or catastrophic event. Services are provided to emergency service personnel, rescuers, organizations (i.e. schools, non-profit organizations, businesses), and other groups or individuals. Services are assessed and prioritized based on suitability to the situation as well as resource availability.

CISM service provision is coordinated with the DSHS CISM Network, Department of Public Safety – Psychological Services Bureau, Voluntary Organizations Active in Disaster, and the Attorney General - Crime Victim Services Division.
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Adult – Grant Expenditure Manner
Community Mental Health Block Grant funds are allocated to the following:

Community Mental Health Centers -- Community Mental Health Block Grant funds are used primarily to fund services through local mental health authorities (LMHAs) and are distributed with other state funds according to a funding formula based on historical funding, poverty rates, and other relevant demographic data.

NorthSTAR – NorthSTAR is the Medicaid managed care behavioral health carve-out that also serves the non-Medicaid eligible population in the Dallas service area. In this capacity, the Medicaid managed care organization is delegated by the local behavioral health authority some of the LMHA functions as required by the Texas Department of Insurance. It differs from the rest of the system in a number of ways, but funds are allocated in similar fashion. Block grant funds are combined with all sources mentioned above and are paid out primarily in the form of a “per member, per month” capitation payment.

Innovations/System Changes– DSHS holds allocations to LMHAs constant in order to maintain basic client services. However, some innovations or system changes that would support the basic services are also funded with Mental Health Block Grant dollars. DSHS consults its staff, providers, and Mental Health Planning and Advisory Council (MHPAC) to determine priority projects. In 2010 projects funded included funding of co-occurring treatment services; the continued development of an electronic medical record that will integrate mental health with substance abuse services, and the training and technical assistance project (TTAC) mentioned in previous sections.
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Table C – Description of Transformation Activities

Calculation of Funding for Transformation Activities

To obtain estimates regarding the amount of MHBG funding that is applied toward each of the Freedom Commission goals; the Texas Department of State Health Services (DSHS) utilized the figure of $32,209,069.00, which is the amount of the block grant award in FY 10. All activities are targeted toward transformation, and DSHS categorized them by Freedom Commission goal (see below), with some activities applied to more than one goal. DSHS assigned a percentage to each goal, taking into consideration the time and MHBG money spent on local provider costs, special funded projects, state office personnel, and operating costs. This provided an approximate percentage to apply to each of the goals. The percentage was applied to the total award amount to obtain an unduplicated estimate of how much is spent on each goal. 

Descriptions of Transformation Activities

The activities noted below are supported fully or in part by the Mental Health Block Grant. Many of the activities address more than one goal. Column 1 describes the activities relative to each goal. Column 2 describes where the activity is described in the application. Although funds for adult and children’s activities are not separated in Table C, the activities are indicated as adult (A), child(C), or both.

	
	Column 1
	Column 2

	
	Transformation Activities that are supported by the MHBG
	Description of the Activity can be found in the application in section:

	Goal 1: Americans Understand that Mental Health is Essential to Overall Health
	Behavioral Health Framework for Prevention A,C

Provision of services for co-occurring psychiatric and substance abuse disorders and physical health A,C

Disaster Mental Health Services (DMHS) A,C

Texas Implementation of Medication Algorithms (TIMA) A,

Comprehensive Health Care for Children in Foster Care C

Suicide Prevention Framework-A & C
	A-Strengths and Weaknesses

C-Available Services
A & C-Available Services

A-Emergency Service Provider Training
A -Available Services

C-System of Strengths and Weaknesses and  Recent Significant Achievements

A -Available Services



	Goal 2: Mental Health Care is Consumer and Family Driven
	Resiliency and Disease Management Initiative for adults and children A,C

Training and Technical Assistance Center (TTAC) A,C
NorthSTAR  A,C

Local Planning and Network Development (LPND)

Texas Implementation of Medication Algorithms (TIMA) A
Texas Transformation Workgroups for Adults and Children A,C

Behavioral Health Framework for Prevention A,C 

Money Follows the Person  A

Children with Special Health Care Needs (CSHCN) Services  C

Texas Integrated Funding Initiative (TIFI)   C


	A&C-Available Services Address 

A&C-Available Services

A&C-Plans to Address Unmet Needs

A-Overview of Mental Heath System

A-Overview of Mental Health System

A-Available Services

A&C-Recent Significant Achievements

A-Strengths and Weaknesses

C-Plans to Address Unmet Needs

A-Plans to Address Unmet Needs

C-Available Services

C-Grant Expenditure Manner

	Goal 3: Disparities in Mental Health Services are Eliminated
	 Jail Diversion –A,C

Resiliency and Disease Management Initiative for adults and children A,C

Crisis Service A,C

Behavioral Health Framework for Prevention A,C

Telemedicine A,C

State-agency-level data sharing A

Child with Special Health Care Needs (CSHCN) C
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Comments on the Preceding Section

Please enter your comments here using blue text.
Child – Establishment of System of Care

See “Adult- Establishment of System of Care”
Child – Available Services

DSHS recognizes that children with serious emotional disturbances, their families and caregivers require a range of age-appropriate mental health services and supports at various levels of intensity.  As a result, all services and supports within the state’s system of care are interrelated and the effectiveness of any one is related to the availability and effectiveness of all other services and supports.  The goal is to provide an appropriate balance between the less restrictive services (those provided within the community), and the more restrictive services (those provided within the residential setting).  If such a balance is not present, children and their families will not have the opportunity to receive less restrictive services before moving to more restrictive ones.  In an effort to facilitate this balance, emphasis must be placed on the service system’s capacity to provide intensive, non-residential services in the least restrictive setting to prevent an over-reliance on residential services.

Mental Health Services and Supports for children are provided through the same local organizational structure as those provide within Adult Services.  Major initiatives and issues specific to children’s mental health are described in this section.

Health Services

Each LMHA is required to address the health issues of its consumers throughout the treatment planning process.  Services to address the health needs of consumers are generally not on site and are obtained through community referrals.  Also, see Medical and Dental section below.

Mental Health Services

DSHS provides children’s mental health services and supports for the 254 counties of Texas. Block grant resources are utilized exclusively for the provision and support of comprehensive community mental health services.  The service delivery system for public mental health services for children is based on a vision to provide quality family-focused, community-based mental health services and supports to children and their families.  Services and supports provided will be flexible to fit the needs of children and families with a service array of mental health treatment services and supports provided through local mental health authority provider networks.  Families are included as full partners in all aspects of their child’s treatment, including all levels of planning at the state and local level, policy development, service delivery, and evaluation.

Children’s mental health needs differ from those of adults.  However, certain aspects of service management are common between children and adult services, and these were first described in previous sections of this document.  Below are the similar services with the addition of how they are adapted to focus on children and their families.

DSHS requires all Local Mental Health Authorities (LMHA) and NorthSTAR to provide the following core services:

· Crisis hotline: available 24 hours a day, seven days a week to provide information, support, and referrals for children experiencing a psychiatric crisis.

· Screenings: face-to-face or telephone contact with a LMHA staff member to gather information to determine the need for a detailed mental health assessment.

· Assessment: a licensed professional meets with the child and family face-to-face to assess the child’s mental health, emotional and behavioral issues, and other aspects of their daily life to determine if the child is eligible to receive services from the LMHA.  A child must meet the definition criteria of “Priority Population:”

· Between the ages of 3-17

· Have a diagnosis of mental illness and exhibiting serious emotional disturbance, behavioral or mental disorders who

· Have a serious functional impairment

· Are at risk of disruption of a preferred living or child care environment due to psychiatric symptoms; or

· Are enrolled in a school system’s special education program because of a serious emotional disturbance.

· Treatment planning: a collaborative process involving parent, child, and staff to establish measurable goals and objectives that are individualized and reflect the needs and preferences of parent and child that focus on the child’s strengths.

· Routine/intensive case management: the LMHA provides services to assist the child to access needed resources and services.  The case coordinator coordinates the child’s treatment, provides continuity of services, and plans the services needed by the child when treatment has been completed.

· Skills’ training: provides the child the opportunity to learn and improve the skills need to function appropriately and independently in the community.

· Respite care services: are designed to provide a break from the resulting stress a family experiences while caring for a child with mental illness.  Respite care can be provided at a temporary residential placement outside the child’s usual living situation, or in the home by respite staff.

· Medication-related services: appropriately trained staff teaches the child and/or family members the knowledge necessary to administer and monitor medication at home.

· Intensive crisis residential/inpatient services: a short term (usually 24 hours) residential service provided when a child experiences a psychiatric crisis that cannot be stabilized in a community setting.

· Counseling: individual, group or family counseling by an appropriately licensed professional to resolve problems that result from the mental, emotional or behavioral disorder of a child.
· Family skills training: face-to-face services which assist the family in understanding the effects and treatment of the child’s emotional, behavioral, and mental disorder in an effort to improve the child’s symptoms.

· Flexible community supports: are supports provided to child and family to reduce the child’s symptoms and maintain the child’s quality of life while promoting family integration.

· Wraparound planning: is a means of planning treatment that focuses on the child and family strengths.  The family and child identify participants who would be the most helpful in serving on the wraparound team.  The goal of the team is to identify services and supports that best fit the needs of child and family that are reflective of their values and preferences.  Supports are both informal and natural and available within the community.

· Family Partner: is an experienced parent or primary caregiver of a child or adolescent with a serious emotional disturbance.  Family Partners serve as active members of the Wraparound team and provide peer mentoring and support to the primary caregiver.

· Youth Empowerment Services (YES Waiver): The objective of the YES Waiver is to provide community-based services in lieu of institutionalization to a maximum of 300 children and adolescents at any given time. 

Rehabilitation Services for Children

Rehabilitation services are an array of age appropriate, individualized, and medically necessary services.  These services provide training and instruction designed to ameliorate mental and functional disabilities that negatively affect community integration and tenure; school and employment; and the child or adolescent’s ability to function in non-school or non-work role settings.  The goal of rehabilitation services is to reduce the child or adolescent’s disability from serious emotional disorder, and to restore and maintain their best possible functioning level in the community.

Rehabilitation services are delivered in both individual and group formats.  Rehabilitation services are intended for natural settings such as the individual’s home, school, or work place, but when appropriate can be provided in traditional service settings.  Providers are required to work collaboratively with the child or adolescent and the family/caregiver to develop a personal treatment plan.  The goal of the plan is to ensure that the services provided reflect the individual child or adolescent’s self-proclaimed recovery goals and reflects the cultural context of the child or adolescent.  

The specific rehabilitation services are as follows:

· Medication Training and Support: Information provided to the child and family/caregiver on the mental health disorder, medications, and monitoring of symptoms and side effects.

· Skills Training and Development: A structured intervention to provide and improve skills needed for the child to function appropriately in the home, school, and community, and to enhance child behavior management skills of parents/caregivers and increase the skills necessary to manage/decrease the child’s level of functional impairment.

· Family Case Management: Activities to assist the client’s family members in accessing and coordinating necessary care and services appropriate to the family members’ needs.  The need for Family Case Management must be documented in the client’s Case Management Plan.
· Crisis Intervention Services: Crisis intervention services are interventions provided in response to a crisis to reduce symptoms of severe and persistent mental illness or serious emotional disturbance, and to prevent admission of an individual to a more restrictive environment.  Crisis intervention services include:

· an assessment of dangerousness of the individual to self or others; 

· the coordination of emergency care services in accordance with §412.314 and §412.321 of the Texas Administrative Code (TAC),  relating to Crisis Services; 

· behavior skills training to assist the individual in reducing stress and managing symptoms; 

· problem-solving; 

· reality orientation to help the individual identify and manage his/her symptoms of mental illness; and 

· providing instruction and structure to the individual in adapting to and coping with stressors.
Employment Services

The Division for Rehabilitation Services (DRS) a division of the Department of Assistive and Rehabilitative Services (DARS) has established an Interagency Letter of Agreement with the Texas Education Agency for the coordination of transition planning services for those students who receive special education services in Texas.  The Letter of Agreement serves as framework for the implementation of local interagency collaborative efforts to provide transition planning services to students with disabilities who are transitioning from high school into the adult world of work.

DRS recognizes the importance of providing timely transition planning services for students with disabilities as the students prepare to exit the high school setting.  The agency provides technical assistance and consultation services to education officials and provides timely and appropriate transition planning services to eligible students.  Each public high school in Texas has a Vocational Rehabilitation (VR) Counselor assigned to provide transition planning services.

DRS remains committed to the continued maintenance of a collaborative working relationship with public education in Texas.  The DRS assigns a representative to work in conjunction with the Texas Education Agency Special Education Division, Texas School for the Deaf, Educational Service Centers (ESC), and Independent School Districts (ISD) at the high school level in an effort to provide Texas youth with a wide variety of VR services.  These services strengthen the connections between school, student, parents, and community to promote a smooth transition to adult life.  In addition to working with consumers and parents on their Special Education rights and responsibilities, DRS provide educational support by working with the education team to contribute as needed to the Individualized Education Plan (IEP).

The Transition VR counselors provide an array of transition planning services that include:

· Actively seeking and identifying students with disabilities enrolled in regular and special education

· Providing transition planning services to students with disabilities and their families 

· Completing the Individualized Plan for Employment (IPE) prior to the time the eligible student completes/leaves high school

· Coordinating transition planning activities with the Individualized Education Program

· Providing appropriate vocational assessments that focus on career interests, aptitudes and preferences that are based on the individual's abilities

· Linking students with no impediment to employment (ineligible) to TWC or other appropriate community resources

· Providing outreach activities that enable transition students, parents, education personnel, and others to actively plan for and assist the transition student to prepare for life after leaving high school

· May form collaborative relationships with others working to promote transition from school to work in the community

In each of its five regions, DRS provides a Regional Transition Planning Specialist to work with VR counselors to develop greater interagency cooperation between DRS, local school districts, and other community organizations that provide transition planning services to students with disabilities.  In an effort to better meet the needs of students, the VR counselor is available for parents at nights and on weekends when necessary.  The VR counselors are assigned only to the schools.  It is their objective to know the students determined eligible for DRS services.  The VR counselors also work in classrooms to present a Vocational Rehabilitation (VR) Curriculum for students interested in participating in VR.  In addition, they develop partnerships with schools and communities to help students with disabilities make a smooth transition to adulthood and work.  This partnership assists students in the development of independent work skills while in school and connect students to community and real work experience.  The partnership also assists students and families to gain understanding of what students need to know to transition effectively into the community.  The partnership reinforces the Individualized Education Program (IEP) through the Individualized Plan for Employment (IPE) as the Individuals with Disabilities Education Act (IDEA) directs.  
Housing Services

Housing needs are met through Family Case Management (FCM).  FCM activities provide assistance to the client’s family members to gain and coordinate access to the necessary care and services appropriate to the family members’ needs.

In addition, another state agency provides housing assistance.  The Texas Department of Housing and Community Affairs (TDHCA) provides services that address a broad spectrum of housing and community development issues, including low-interest mortgage financing, emergency food or shelter, rental subsidy, energy assistance, weatherization, economic development, and the provision of basic public infrastructure for small rural communities.  TDHCA is a valuable financial and educational resource for individuals and communities attempting to deal with problems of housing, poverty, public facility needs, energy assistance, and economic development.  TDHCA assists the public with federal grant funds for housing and community development.

Educational Services

Appropriately trained LMHA staff members provide face-to-face training with the family or caregivers of a child.  This is to initiate and maintain the child’s plan of care, broaden the family’s knowledge of the emotional/behavioral disorder, treatment, and monitoring of symptoms and side effects of medication, as well as to monitor symptom remission.

In addition, DSHS has implemented Coordinated School Health (CSH), which is a systemic approach to advancing student academic performance by promoting, practicing, and coordinating school health education and services for the benefit and well-being of students.  Its goal is to establish healthy behaviors designed to last for a student’s lifetime.  CSH consists of eight health-related areas which encompass all aspects of the school environment and are linked together to function as a unified, effective system to the benefit of the entire school community:

· Health Education
· Healthy & Safe School Environment
· Counseling & Mental Health Services
· Parent & Community Involvement
· Staff Wellness Promotion
· Health Services
· Physical Education
· Nutrition Services
All Texas school districts are required by law to implement a coordinated school health program in grades K-8.

DSHS Education Service Centers (ESC) Project 

The project is a broad partnership to improve the physical and behavioral health of children and their families.  The DSHS ESC Project provides a blueprint for similar program coordination initiatives across the agency.  The partnership includes DSHS divisions of Prevention and Preparedness, Family and Community Health Services, and Community Mental Health and Substance Abuse in collaboration with the Texas Education Agency.  Their purpose is to coordinate financial and technical assistance, support, and quality assurance to the twenty (20) regional Education Service Centers.  This supportive effort enables the ESC to effectively promote a coordinated approach to improving physical and behavioral health in Texas schools.  The ESC Project is a collaborative effort that advances an evidence-based, holistic approach to children’s physical and behavioral health and assists the Education Service Centers to improve learning and academic achievement.  The DSHS ESC Project provides a blueprint for similar program coordination initiatives across the agency. 

Substance Abuse Services 

Mental Health and Substance Abuse Services are integrated at the administrative level through a single operational division and shared leadership.  This integration contributes to improved capacity of both mental health and substance abuse providers on the local level to serve the needs of persons with co-occurring disorders, or to refer to person to the most appropriate treatment.  The Outreach, Screening, and Referral (OSAR) substance abuse programs screen for mental health issues during regular substance abuse screening, and by provide mental health materials at their substance abuse prevention centers.  LMHAs also use the OSAR to obtain referral services for persons who enter the mental health system and need substance abuse services.
The LMHAs are offered training in trauma-informed treatment which is provided for substance abuse treatment providers.  As part of the Crisis Redesign initiative, some mobile crisis outreach teams (MCOTs) include Licensed Chemical Dependency Counselors.  DSHS has held statewide conference calls addressing the need for co-occurring treatment in the community mental health service delivery system and in substance abuse treatment settings.
With the implementation of CMBHS, a single process to assess a person’s need for MH and/or SA treatment will eliminate the need to conduct separate screening interviews.  CMBHS creates a single client record that can be shared between DSHS-funded MH services providers and SA service providers.  The ability to share information ensures access to important treatment history and eliminates the need to create and maintain multiple client records that are often difficult to access between providers.  Because clinicians who use CMBHS will have access to previous admissions and treatment, they may be aware of treatments that have been most effective in the past and may avoid prescribing ineffective treatment regimens.

DSHS uses a behavioral health framework in its substance abuse prevention programs, which allows for efficient, cost-effective, and culturally-appropriate prevention services for substance abuse and other mental health related disorders.  The behavioral health framework will provide a system to promote prevention of substance abuse and other related mental health disorders.  It will further enhance the state’s ability to provide a comprehensive continuum of services.  This will promote individual, family, and community health.  Services are designed to prevent substance abuse, promote mental health, support resilience, foster recovery, promote treatment, and prevent relapse.
Medical and Dental Services

The Department of State Health Services’ vision is for all Texans to have access to effectively delivered public health, medical care, mental health and substance abuse services, and for all Texans to live and work in safe, healthy communities.  Several programs specifically address the health care needs of children and adolescents; others address health care needs of both children and adults.

Children with Special Health Care Needs (CSHCN)
The program has worked to improve the lives of children with special health care needs since 1993.  Through federal Title V block grant and state funds, CSHCN provides health benefits to qualified children with special health care needs and their families, and individuals of all ages with cystic fibrosis.  Title V programs, including the CSHCN Services Program, recognize the importance of the family as the focus of planning and delivery of services while promoting family choice and collaboration between parents and professionals.  The CSHCN program strives to deliver services that honor and respect cultural beliefs, traditions, values, interpersonal styles, attitudes and behaviors.

The CSHCN Services Program helps clients with:

· Medical, dental and mental health care

· Drugs

· Special therapies

· Case management

· Family Support Services

· Travel to health care visits

· Insurance premiums

As part of its mission, the program has established the “medical home.”   A medical home is not a clinic or a hospital; it is a partnership between a child, the child's family, and the place where the child gets primary health care.  At a medical home, the child's family and health care experts are a team.  They work together to find and obtain all the services the child and family need, including non-medical services.  In other words, "medical home" is a name for a special kind of health care.  The key elements of the medical home are based on recognized standards of child and adolescent health care.  They are documented in policies and best-practice guidelines by recognized professional organizations, such as the American Academy of Pediatrics (AAP) and the American Academy of Family Physicians (AAFP).

The medical home is designed to provide health care that is:

· Accessible in providing health care in the community at times that best serve the community’s families; as well as accepting Medicaid, Children’s Health Insurance Program (CHIP), Children with Special Health Care Needs (CSHCN) Services Program, and private insurance. 

· Family-centered as it sees the family as the expert in the child's care; and offers a safe place for families and professionals to discuss health care issues as partners.

· Continuous by ensuring a child sees the same doctor over time; and provides help with the transition to adult or specialty care. 

· Comprehensive, providing a full range of preventative, primary and specialized care; working together with specialists and other service providers; and sharing information about insurance and other resources with the family.

· Coordinated by having the doctor, family, and child develop a plan of care as a team; and offering support and links to schools and community-based services.

· Compassionate, showing concern for child and family.

· Culturally Competent acknowledging and respecting every family's cultural and religious beliefs.

Adolescent Health Program

The mission of the program is to protect and promote the health of adolescents in the state of Texas.  The program maintains a comprehensive and holistic view of adolescents’ health and well being.  Instead of looking at single behaviors (teen pregnancy, substance use/abuse, violence, delinquency, suicide, depression, unintentional injuries, and school failure), the Adolescent Health Program looks at overlap between behaviors, their underlying common causes, and successful interventions.  Interventions must be built around researched risk and resiliency factors, and maintain a collaborative, multi- disciplinary approach that includes families, schools, churches, communities, and agencies that serve teens, as partners in adolescent health. 

The Adolescent Health Program provides information on adolescent health through consultation, technical assistance, and educational presentations to agencies (local and state, public and private).  The program coordinator also responds to inquiries concerning adolescent health services from medical professionals, legislators, other agencies and the public.  A core service of the program coordinators is to provide technical assistance/training to health care providers as they assess the needs, and develop, implement and evaluate health programs that serve adolescents.

Case Management for Children and Pregnant Women (CPW)
CPW provides services to children from birth through 20 years of age who have a health condition/health risk, and to high-risk pregnant women of all ages. The purpose is to encourage the use of cost-effective health and health-related care. Together, the case manager and family assess the medical, social, educational and other medically necessary service needs of eligible recipients.

Newborn Screening Case Management 

The program has the goal of decreasing the morbidity and mortality of infants born in Texas through customer-oriented, high quality newborn screening, follow-up case management, and outreach education.  To assist in reaching this goal, the Texas Newborn Screening Program has created an ombudsman position.  The function of the ombudsman is to assist families, the public, health care providers, community organizations, and government agencies to resolve issues such as obtaining benefits, and resolve service-related programs regarding the newborn screening program.

Texas Health Steps (THSteps)

THSteps is for children from birth through age 20 who have Medicaid. THSteps provides regular medical and dental checkups and case management services to babies, children, teens, and young adults at no cost.  

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)

EPSDT is Medicaid's comprehensive and preventive child health service for individuals younger than 21 years old.  In Texas, EPSDT is known as the THSteps Program.  EPSDT was defined by federal law as part of the Omnibus Budget Reconciliation Act of 1989 and includes periodic screening, vision, dental, and hearing preventive services.  In addition, section 1905(r)(5) of the Social Security Act requires that any medically necessary healthcare service listed in the Act be provided to THSteps (EPSDT) clients even if the service is not available to the rest of the Medicaid population under the State's Medicaid plan.  These additional services are available through the Comprehensive Care Program (CCP).

The Oral Health Group (OHG)

Located at the Department of State Health Services (DSHS), the OHG serves to encourage the residents of the State of Texas to improve and maintain good oral health. The OHG works collaboratively with various partners across the state in order to identify the oral health needs of Texans and to identify resources to meet these needs.

As a result of Oral Health in America: A Report of the Surgeon General and the subsequent release of A National Call to Action to Promote Oral Health, the awareness of the link between oral health and overall health of individuals has come to light.  OHG has staff located in Austin, Lubbock, Tyler, Houston, San Antonio, and El Paso.  These dental public health professionals serve the residents of Texas by providing preventive dental services for low-income, underserved, pre-school, and school-aged children in collaboration with many of the partners listed above. 

First Dental Home Initiative

This legislatively supported dental initiative is designed to improve the oral health of children 6 – 35 months of age enrolled in Medicaid/Texas Health Steps (THSteps).  Materials for the initiative were developed collaboratively by pediatric and general dentists.  The goal of the initiative is to begin preventive dental services with very young children to decrease the occurrence of early childhood caries and to provide simple and consistent oral health messages to parents and caregivers of very young children.

Support Services

DSHS provides funds to be used for non-clinical supports to children and families in an effort to augment the wrap around service plan, reduce symptomatology, and maintain quality of life and family integration.  Strengths and needs are identified by youth and families during a family-driven planning process.  Non-clinical supports must be:

· Included as strategies in the client’s Case Management Plan;

· Based on the preference of the client and family and focus on the outcomes they choose;

· Monitored for effectiveness by the Case Manager and adjusted based on effectiveness;

· Available through General Revenue funding; and

· Not readily available through other sources (e.g., other agencies, volunteers).

Flexible community supports may include mentors, respite care, family aides, therapeutic child-oriented activities, initial independent living supports, transportation services, tutoring, temporary child care, child care consultation, initial job development/placement activities, and other supports that enhance the child’s resiliency and improve the child and family’s quality of life.  Many support needs can be addressed through existing community services or through the development of natural supports, but flexible funds for support services allow the child or family access to these crucial supports when necessary.

Education (Services Provided by Local School Districts under IDEA)

Educational services are available for children through their local school districts, with oversight provided by The Texas Education Agency (TEA).  Some students participate in work/study programs.  Transition plans for special education students can address both employment and housing as they transition from the child mental health system to the adult mental health system.

DSHS is engaged in extensive efforts to ensure that children in the priority population have access to a complete range of federal, state, public, and private resources, including those available through school districts under the Individuals with Disabilities Education Act (IDEA).  LMHA personnel often attend transition and A.R.D. meetings for children who are in special education due to serious emotional disturbances to ensure the parent has support in requesting needed services and supports.  Children who receive special education services due to serious emotional disturbances are included in the DSHS defined child priority population.

Case Management

Routine case management services are those that are appropriate to a child/adolescent’s individual needs and self-proclaimed recovery goals.  A case manager serves as a single point of contact for the child/adolescent and his or her parent or caregiver when service needs arise or assistance in identifying, locating, coordinating, or advocating for services and supports become necessary to the child’s needs.

Intensive case management services are provided for children with greater needs.  The case manager monitors the provision of the services and supports identified in the child/adolescent’s individualized plan. The case manager is required to utilize the wraparound planning process to ensure adequate integration of services and natural supports across service providers and community resources.  The wraparound planning process also ensures family voice and choice as well as a culturally competent approach in assisting the child and his or her family.  A significant benefit to the wraparound planning process is the assistance provided by the family partner.  Family Partners are the experienced parents or primary caregivers of a child or adolescent with a serious emotional disturbance.  Family Partners are active members of the intensive Case Management/Wraparound team process providing peer mentoring and support to the primary caregivers; engaging the family in the treatment process; modeling self-advocacy skills; providing information, referral, and non-clinical skills training; maintaining engagement; assisting in the identification of natural/non-traditional and community support systems; and documenting the provision of all family partner services, including both face-to-face and non face-to-face activities.
Services for Youth with Co-Occurring Mental Health and Substance Abuse Disorders
LMHAs have served children with co-occurring mental health and substance abuse disorders for many years. Rules outline the required competencies for mental health providers who serve children with substance use/abuse disorders. A dedicated position continues to be funded by DSHS to guide system level projects and services for this population. In addition, DSHS provides technical assistance to LMHAs regarding substance abuse assessment and treatment, and COPSD services. DSHS contracts with treatment programs in each region of the state to serve adolescents. Each region provides access to a continuum of care.

Additional substance abuse services for youth are available to address mental health issues; including three research-based programs:

· Adolescent Support, 

· Family Support In-Home and Office Visits,

· Psychiatrist Consultation and Family Counseling.  The added treatment models are: Motivational Enhancement Therapy (MET) Cognitive Behavioral Therapy (CBT), and Family Support Network (FSN).

 

Adolescent Support Services

Providers will offer Adolescent Support Services, which shall include wraparound services among other services as needed.  These include engaging and linking the family to needed services, including community support groups, appearances at Drug Court, Truancy Courts and schools, phone contacts, appointment reminders, appointment follow-ups, and help with transportation.
Family Support: In-home and Office Visits

Through appropriate in-home or office visits providers assess the family environment; individualize the treatment process; develop a family commitment to recovery; encourage a three-way therapeutic alliance: family, client, and provider; and translate the lessons the parents and clients are learning into specific changes in the family functioning.  Provider staff will visit the client’s home for the purpose of family substance abuse counseling (In-Home Visits), as needed.   
Psychiatric Consultation

Substance abuse providers may obtain appointments or refer clients for appointments for psychiatric evaluation and medication and possible referral to Co-Occurring Psychiatric and Substance Use Disorders (COPSD) services.

 

Family Counseling: Individual Sessions and Group Sessions with Clients and Family

Providers counsel clients and their families using one or more of the following research based adolescent development and therapy approaches (Treatment Models) in group or individual sessions, as appropriate: 
· Motivational Enhancement Therapy (MET) is a systematic intervention for evoking change in problematic alcohol, tobacco, and substance use.  It is based on principles of motivational psychology and is designed to produce rapid, internally motivated change.  This intervention employs motivational strategies to mobilize the client's own change resources.

· Cognitive Behavioral Therapy (CBT) is a short-term, focused approach to assist substance-dependent individuals become abstinent from substances.  The underlying assumption is that learning processes play an important role in the development and continuation of substance abuse and dependence.  These same learning processes can be used to help individuals reduce their substance use.  CBT attempts to help patients recognize the situations in which they are most likely to use substances, avoid these situations when appropriate, and cope more effectively with a range of problems and problematic behaviors associated with substance abuse.

· Trauma Focused Cognitive Behavioral Therapy(T-FCBT): Trauma-Focused Cognitive Behavioral (TF-CBT) is a psychotherapeutic intervention designed to help children, youth, and their parents overcome the negative effects of traumatic life events such as child sexual or physical abuse; traumatic loss of a loved one; domestic, school, or community violence; or exposure to disasters, terrorist attacks, or war trauma. It targets symptoms of posttraumatic stress disorder (PTSD), which often co-occurs with depression and behavior problems. The intervention also addresses issues commonly experienced by traumatized children, such as poor self-esteem, difficulty trusting others, mood instability, and self-injurious behavior, including substance use.

· Activities that Lead to the Reduction of Hospitalization

In addition to the intensive case management activities outlined above, the YES 1915 (c) Medicaid Waiver is designed to reduce Medicaid psychiatric hospital expenses for children with SED by providing community-based services.  The goals of the waiver are:

· To provide a more complete continuum of community-based services and supports for children with SED;

· To prevent or reduce inpatient psychiatric admissions for children with SED;

· To prevent entry and recidivism into the foster care system;

· To reduce out-of-home placements of all child-serving agencies;

· To improve the clinical and functional outcomes of youth and their families.
Comments on the Preceding Section

Please enter your comments here using blue text.
Child – Estimate of Prevalence

Priority Population

State law requires DSHS to identify the child priority population and the minimum array of services necessary to address the needs of children and families in this priority population.  The legislation also requires services be offered to those most in need and state dollars be used only for services provided to the child priority population.

The DSHS mental health priority population for children is defined as children and adolescents ages 3 through 17 years with a diagnosis of mental illness who exhibit serious emotional, behavioral, or mental disorders and who:

· Have a serious functional impairment; or 

· Are at risk of disruption of a preferred living or child care environment due to psychiatric symptoms; or

· Are enrolled in a school system’s special education program because of a serious emotional disturbance.

Children and adolescents do not meet the priority population criteria if they have a single diagnosis of autism, pervasive developmental disorder, mental retardation, or substance abuse. DSHS funding is targeted to provide services that meet the needs of this priority population.  LMHAs desiring to offer services to individuals other than those in the priority population may do so using other funds. 
Prevalence of Mental Illness among Children and Adolescents

Two large national surveys conducted in the 1980's and 1990's serve as the basis for prevalence estimates for children and adolescents (source: U.S. Department of Health and Human Services. Mental Health: A Report of the Surgeon General, 1999).  Approximately 20% of children and adolescents have some type of mental disorder.  Those children and adolescents who are defined with serious emotional disturbance (SED) represent approximately 5% to 9% of the child and adolescent population.  The prevalence estimates of SED in these studies are based on children and adolescents ages 9 to 17 (estimates for children under the age of 9 were not provided).

Several methodologies exist for estimating the prevalence of SED in children and adolescents.  In the table below, two scenarios are depicted.  The first scenario applies an upper and lower limit percentage for prevalence of youth with Global Assessment of Functioning (GAF) scores of 50 or below.  The second scenario is for youth with GAF scores of 60 or below.  (The lower GAF score indicates limited level of functioning [LOF] for the child or adolescent.)

	Estimated Population of Children (age 9 - 17) - 

2011*
	LOF* = 50

GAF Score
	LOF* = 60

GAF Score

	
	Lower Limit
	Upper Limit
	Lower Limit
	Upper Limit

	
	7%
	9%
	11%
	13%

	3,127,802
	218,946
	281,502
	344,058
	406,614


* Source: Texas Population Projections for 2011, Texas Health and Human Services Commission, version February 2009.  

The priority population prevalence projections in the chart below represent the number of children who are estimated to meet the priority population definition for mental health services in the Texas public mental health system.  
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There are many more children in need of services than are currently served. In FY2009, 40,575 (or 26.22%) of the 154,724 children with SED were served by DSHS-funded community mental health centers including NorthSTAR (for estimate methodology, see Federal Register, Volume 64, Number 121, June 24, 1999, pp. 33890-33897; National Advisory Mental Health Council 1993
; Kessler et al., 1996
). The demand for mental health services exceeds access to mental health services.
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Child – System of Integrated Services

The needs of children with serious emotional disturbances are complex and represented across agencies.  To meet the needs of children and their families, the approach to service delivery must be an integrated interagency approach.  Services and supports for the child priority population can be categorized by:

· Social Services

· Educational Services

· Juvenile Justice Services

· Substance Abuse Services

· Health Services

· Mental Health Services




· Vocational Services and Operational Services

In Texas, no single agency is responsible for the overall coordination of children’s services.  Lead responsibility for services falls to a number of different state agencies.   Each agency is responsible for portions of service delivery that are consistent with the agency’s primary mission.  The majority of agencies have case managers, probation or parole officers, and school personnel responsible for the coordination of services provided by these agencies, and ensuring the needs of children are met.  

The Health and Human Services Commission is responsible for oversight and provision of the Children’s Health Insurance Program (CHIP), the Texas Integrated Funding Initiative (TIFI), detailed under “Children – Grant Expenditure Manner” and the Children’s Policy Council (which assists health and human services agencies to develop, implement, and administer family support policies and related long-term care and health programs for children with disabilities). 

Social Services: As it relates to a majority of social services in Texas, the lead agency for this area is the Texas Department of Family and Protective Services (DFPS).  Services provided include: protective services; financial assistance; home aide services; respite care; shelter care; foster care; and adoption.  The Texas Temporary Assistance for Needy Families (TANF) program is managed by the Health and Human Services Commission.

Education Services: The lead agency for public education services in Texas is the Texas Education Agency (TEA).  Public education services include: assessment and planning; resource rooms; self-contained special education; special schools; dropout prevention; in-school GED; student support programs; homebound instruction; residential schools; alternative programs; transition planning; and Services Related to the Individuals with Disabilities Education Act (IDEA).  In collaboration with the Education Service Centers, the DSHS Substance Abuse and Mental Health Community Services Division Children’s' Mental Health Unit continues to explore ways to have a greater interface between Texas schools and the public mental health system; detailed under “Children – Available Services”.
The Individuals with Disabilities Education Act (IDEA) ensures that children with disabilities have access to a free and appropriate public education.  DSHS is engaged in extensive efforts to ensure children in the priority population have access to a complete range of federal, state, public, and private resources.  These include resources through school districts.  LMHA or provider personnel often attend transition meetings for children who receive special education due to serious emotional disturbance.  Their participation ensures the parent has support in planning for needed services.  Children in special education due to serious emotional disturbance are part of the DSHS defined child priority population. 

Juvenile Justice Services: The Texas Juvenile Probation Commission (TJPC) is the lead agency for juvenile justice services in Texas.  Services include: prevention; early intervention; assessment and disposition; local detention; sentencing; probation; training schools; parole; aftercare and mental health treatment.

Substance Abuse Services: The Texas Department of State Health Services, (DSHS) is the lead agency in the provision of prevention; substance abuse intervention; HIV intervention; pregnant-postpartum intervention; outreach; screening; assessment and referral; day treatment; ambulatory and residential detoxification; residential treatment for adults, youth, females, and HIV positive individuals; outpatient treatment for adults and youth; the Texas State Incentive Program (TSIP); Strategic Prevention Framework (preventing underage and college-age binge drinking); and Tobacco Prevention and Control (to reduce the health effects and economic toll of tobacco). 

Health Services: The lead agency for health services in Texas is the Department of State Health Services (DSHS).  Health services include: health education and prevention; screening and assessment; primary care; acute care; and long-term care.  

Other state agencies are responsible for critical aspects of service delivery, and are not under the umbrella of the Health and Human Services Commission.  These include:

· Texas Workforce Commission (workforce development programs) 

· Texas Education Agency (public schools)

· Texas Youth Commission and Texas Juvenile Justice Commission (juvenile justice)

· Texas Correctional Office on Offenders with Medical or Mental Impairments (correctional institution)

Mental Health Services: DSHS is the lead agency for mental health services and substance abuse services in Texas.  The children’s mental health services and supports are detailed under “Children – Available Services”.  The geographic area covered by DSHS for the provision of children mental health services and supports is the entire state of Texas.  Block grant resources are used exclusively for the provision and support of comprehensive community mental health services. As noted previously, DSHS provides service coordination (case management) for the children served through the LMHAs.  Routine Case Management services and Intensive Case Management services are detailed under “Children – Available Services.”  The service coordinators examine the needs of the child and family, and do not limit to mental health needs.  A plan is developed with the child and family that meets the identified needs.  The service coordinators make referrals to the appropriate agencies for meeting non-mental health needs, ensuring the delivery of services, monitoring services for effectiveness, and advocating for the change or modification of services as needed.

Vocational and Operational Services are also addressed by the following agencies:

Texas Workforce Commission:  The state government agency is the lead agency charged with overseeing and providing workforce development services to employers and job seekers of Texas.  Services include:  recruiting, retention, training and retraining, outplacement services, career development information, job search resources, training programs, and unemployment benefits.  Targeted populations receive intensive assistance to overcome barriers to employment.  

Texas Correctional Office on Offenders with Medical or Mental Impairments (TCOOMMI):  The mission of TCOOMMI is to provide a formal structure for criminal justice, health and human service, and other affected organizations to communicate and coordinate on policy, legislative, and programmatic issues affecting offenders with special needs.  The special needs category includes offenders with serious mental illnesses, mental retardation, terminal or serious medical conditions, physical disabilities, and those who are elderly. 
TCOOMMI Legislative directives include:

· Determine the status of offenders with special needs in the state criminal justice system; 

· Identify needed services for offenders with special needs; 

· Develop a plan for meeting the treatment, rehabilitative, and educational needs of offenders with special needs that includes a case management system and the development of community-based alternatives to incarceration; 

· Cooperate in coordinating procedures of represented agencies for the orderly provision of services for offenders with special needs;

· Evaluate programs in this state and outside this state for offenders with special needs and recommend to the directors of state programs methods of improving the programs;

· Collect and disseminate information about available programs to judicial officers, law enforcement officers, probation and parole officers, providers of social services or treatment, and the public;

· Provide technical assistance to represented agencies and organizations in the development of appropriate training programs;

· Apply for and receive money made available by the federal or state government, or by any other public or private source to be used by the council to perform its duties;

· Distribute to political subdivisions, private organizations, or other persons money appropriated by the legislature to be used for the development, operation, or evaluation of programs for offenders with special needs;

· Develop and implement programs to demonstrate a cooperative system to identify, evaluate, and manage outside of incarceration offenders with special needs; and

· Monitor, coordinate and implement a continuity of care system for offenders with special needs.

TCOOMMI Wraparound services for Juvenile Probationers include:

· Juvenile service programs are designed as a family-based, multi-service approach to meet the mental health needs of juvenile offenders

· Services are targeted for youth in the Texas juvenile justice system, ages 10-18, who have been assessed with severe emotional disturbances

· 19 statewide MHMR programs provide wraparound case management philosophy and flexible programming 

· Service components include:



Assessments for service referral; 


Service coordination and planning;


Medication and monitoring;


Individual and/or group therapy and skills training;


In-home services such as Multi-Systemic Therapy or Functional Family 


Therapy;


Family focused support services;


Benefit eligibility services;


Transitional services

TCOOMMI Wraparound services for TYC youth on parole:

· Juvenile services, including a Continuity of  Care system, are provided to TYC youth 

· Services are targeted for youth released on parole who have a serious mental illness that requires post release treatment

· MHMR services provide:



Individualized assessments



Service coordination



Medication monitoring



Advocacy services



Transitional services to other treatment programs



Benefit eligibility
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Child – Geographic Area Definition

DSHS contracts for children’s mental health and support services with thirty-seven (37) Local Mental Health Authorities (LMHAs) and NorthSTAR, a Behavioral Health Organization.  These entities have responsibility for the entire state of Texas and its 254 counties.  Block grant resources are used exclusively for the provision and support of comprehensive community mental health services.
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Child – Outreach to Homeless
PATH (Projects for Assistance in Transition from Homelessness) - Families and Youth
Crisis, poverty, and chronic disabilities continue to be observed as the principle causes of homelessness in Texas.  Affordable housing remains daunting for many.  Many children and families lack access to primary and behavioral health care, putting them at increased risk for a variety of social, medical, and behavioral problems.

For households that earn less than $20,000.00 per year, 62% of renters pay more than 35% of their income for rent.  Texas has less than one subsidized unit for every five families in need. In Texas, 12% of the homeless population ranges in age from 12-24 years are mostly females with children, and only 49% have a high school diploma.

· Over half have been homeless for 2 to 9 years, and most report their first episode of homelessness in their teens.

· 40% have a history of sexual abuse;

· 25% report problems with alcohol;

· 46% report mental health problems; 

· 33% spent time in juvenile detention prior to age 18.

· Almost 90% of family homelessness is due to a financial crisis. 

Statistics for homeless youth under age 20 are even more startling:

· 33% start drinking before age 15;

· 72% report school suspension; 

· 32% report expulsion; 

· 60%were in foster care.

· One in 25 Texas families is likely to have a child run away each year (approximately 121,421 children annually).

· Homeless youth reported having been in foster care and their homelessness occurred in the first 6 to 12 months upon release from foster care. 

DSHS receives federal PATH funds to serve individuals who are homeless and who have severe and persistent mental illnesses.  These funds provide outreach, engagement, case management, and support services.  PATH service providers conduct outreach on the streets, at homeless shelters that serve families, at child-runaway shelters, and in domestic violence shelters.  

These service providers assess each family and/or child for the need for mental health and substance abuse services and supports.  If the family and/or child is determined to be in need of mental health intervention and substance abuse services, then the family and/or child is referred to the local community service providers for mental health treatment and to appropriate substance abuse providers.  Additional service coordination may occur in conjunction with Child Protection Services. 
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Child-Rural Area Services

Geographic and Demographic Challenges

Service providers in Texas are faced with challenges as a result of the geographic and demographic complexity of the state and its citizens.  The issues and strategies to address these concerns are common across all service providers. 

Although rural service delivery presents a common problem among all service providers, certain demographic realities indicate that provision of services to children are disproportionately affected by these factors.  Significant numbers of individuals in Texas live below the poverty level.  In 2007, approximately 17% of the total population lived below the poverty level; however 25% of all children under the age of 18 were living in poverty. Approximately 1.42 million, or 21% of all children under age 18 were uninsured in Texas, and 60% of the uninsured were Hispanic.  Many of the children living in poverty live in the rural areas of Texas.  With increased numbers of children living in poverty, many of whom do not speak English; additional strategies are needed to address the needs of rural children.   

Addressing Barriers to Service Delivery in Rural Texas

Transportation is a serious issue in the delivery of services and supports to children and families in rural areas.  Families may not have cars, and there is often limited access to public transportation systems outside of urban areas.  Clinics may be located great distances from children and families, and travel time may be excessive.  There are providers whose service areas cover approximately 30,000 square miles.  The provision of emergency services can be especially problematic in rural and frontier areas.  Strategies to address these needs include providing services in the home/school, maintaining outlying clinics, using volunteers, providing stipends for family members/friends to transport the children and families, providing taxi vouchers, and telemedicine.  For crisis related services, strategies include having cooperative agreements with local sheriffs’ offices, establishing agreements with local physicians and community hospitals, and using ambulances to transport.

Recruitment and retention of competent child-trained professionals in rural and frontier areas is extremely difficult.  Local Mental Health Authorities (LMHAs) and service providers have tried various approaches including providing licensure support, paying higher salaries, recruiting new graduates, offering opportunities for advancement and recruiting from specialty agencies.

The State of Texas Department of State Health Services (DSHS) currently certifies Community Health Workers/Promotores throughout the state.  These workers serve as indigenous outreach workers and are part of the communities they serve.  This model is very useful in the rural areas of Texas.  Currently, two Rural Border Intervention programs employ Promotoras who travel to underserved communities to provide information and education.  These Promotoras have additional training in Behavioral Health, and are able to identify some mental health concerns and make appropriate referrals for families and their children.  In addition, many rural communities are served by a special initiative by Texas A&M University (TAMU), which has built 42 community centers in a number of the Texas/Mexico Border rural areas.  The program specifically targets Colonias, where there are many unmet needs and high levels of poverty.  These community centers also operate with the support of Promotoras (employed by Texas A&M) and provide a venue where many community providers can make presentations, do intakes, etc., related to behavioral health concerns.  Currently the DSHS MHSA is involved in a joint project with TAMU and the Rio Grande Valley Council on Drug and Alcohol Abuse (in Region 11), which is funded through SSBG federal monies, in developing a new Promotora training for Border families on Border Violence and Disaster Prevention.  This will allow the Promotoras and TAMU community centers to identify more issues related to trauma and issues related to preventing drug use.  This program will be rolled out in August 2010.  Texas A&M has 42 centers in Texas Border Colonias with approximately 40 based in primarily rural counties.
Services and Supports in Rural Areas

The required array of children’s mental health services and supports is available in both urban and rural areas.  Services in rural areas are generally limited to traditional children’s mental health services.  With some exceptions, rural areas have not had the capacity to redirect resources to provide some of the more innovative services and supports. 

Mental Health Block Grant funds support the provision of innovative services including wraparound planning, in-home crisis intervention, and an intensive school-based program to prevent children from being placed outside the home.  Rural areas are included in every initiative supported by DSHS’ Children's Mental Health Services.  In some cases, requirements are modified to work in rural areas.

Clinical models, services of a Family Partner (family member of a child with serious emotional disturbance who provides support to the family), wraparound planning, and flexible community supports are provided.  Because of the vast differences across the state, adaptations must be made to address both urban and rural needs.  At the same time, it is essential that the basic integrity of a model (the elements that make the model successful) be maintained.  

Performance targets for children in rural areas are adjusted by a population density factor to compensate for difficulties inherent in service delivery in rural areas.  In some instances, rural LMHAs may contract for particular services or join with a neighboring LMHA to have a population base for sustainability of a service. 
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Child – Resources for Providers

Funding
Funds are made available specifically for children’s community mental health services. The funding streams for the funds are: state general revenue, mental health block grant dollars, Texas Aid to Needy Families (TANF) dollars, Social Services Block grant, and Medicaid.  Approximately 8% of the available resources are mental health block grant dollars. 

Mental health block grant funds support innovative services, such as: wraparound planning, in-home crisis intervention and intensive school-based service.  Mental health block grant funds are used to support the Resiliency and Disease Management Initiative.  These are examples of current resources for innovative services being redirected.

DSHS has aggressively pursued the enrollment of children eligible for Medicaid and the Children’s Health Insurance Program (CHIP) after eligibility for the CHIP program was expanded.  This has resulted in increased funding for the provision of services to children.  Because no additional state financial resources have been obtained, this has been a key strategy enabling DSHS to maintain essential services. 

In addition to these funds, LMHAs acquire funds from other sources which also serve the child priority population.  These funds come from contracts with other child-serving agencies including entities such as: Department of Family and Protective Services (DFPS); the Texas Juvenile Probation Commission (TJPC); DSHS Substance Abuse contracts; the Texas Correctional Office on Offenders with Medical and Mental Impairments (TCCOOMI); and the Texas Integrated Funding Initiative (TIFI). In addition, LMHAs can and do receive funding from foundations, grants, and local sources.  

Staffing and Training

Staffing

Staff that deliver children community mental health services are required to demonstrate the appropriate competencies, licenses and certifications for their positions.  LMHAs are responsible for ensuring staff has the appropriate competencies for the positions they fill.  Each LMHA must implement a process to ensure a process that defines competency-based expectations for each position.  All staff must demonstrate all required competencies for their positions before contact with consumers and periodically throughout their tenure of employment or association with the LMHA or provider.  Each LMHA must implement a credentialing and re-credentialing process for its entire licensed staff and Qualified Mental Health Professionals.  These processes must comply with all applicable rules and state laws (e.g., Medical Practice Act, Nursing Practice Act, Vocational Nurse Act, Dental Practice Act, and Pharmacy Practice Act) and rules.

In addition to competencies that deliver community mental health services, staff must ensure the delivery of services to children or adolescents are age and developmentally appropriate.  Staff delivering services to consumers with co-occurring disorders must demonstrate competencies specific to children and youth.
Required competencies also include: critical competencies for positions in which staff perform high risk and low frequency tasks such as First Aid, CPR and seizure assessment; and specialty competencies for positions in which staff perform specialized services and tasks such as suicide/homicide precautions; screening and crisis intervention; safe management of verbally and physically aggressive behavior.  
Training 
Having properly trained staff is the responsibility of the LMHAs.  DSHS supports the effort by training on current topics and providing the trainings throughout the state.  The redesign of the DSHS Mental Health and Substance Abuse Division created an opportunity for Subject Matter Experts to train on topics of interests to the Mental Health and Substance Abuse Community.  The objective being to allow in house professionals an opportunity to bring some program expectations directly to the field through trainings in an effort to continue to help them  successfully deliver quality services and increase effectiveness.  The division continues to provide some specialty trainings through the use of outside developers/contractors in order maintain the focus on evidenced-based research and practices.  Through the continued use of provider-based Learning System of Trainers, the unit ensures funded programs have a sustained training force of professionals without the need to rely on the state for annual trainings on evidenced-based practices. 

Mental Health and Substance Abuse Training and Technical Assistance
Courses currently available include:

· Assessment and Treatment Planning in Substance Abuse 

· Barkley Defiant Child

· Client Placement and Severity Rating 

· Clinical Supervision 

· Clinical Management for Behavioral Health System

· Cognitive Behavioral Therapy 

· Co-occurring Psychiatric and Substance Use Disorders Competencies (On line Training)

· Cultural Sensitivity Training 

· Mental Retardation and Behavioral Health Outpatient Warehouse (MBOW) Training 

· Motivational Interviewing 

· Patient and Family Education Program (PFEP) - Adult 

· Prevention Measures Training 

· Psychosocial Rehabilitation Training/Adult Skills 

· Sole Source Contract Training 

· Suicide Prevention Training 

· 1.The ESC Project: A collaborative effort with Coordinated School Health that advances an evidence-based, holistic approach to children’s physical and behavioral health and assists the Education Service Centers (ESC’s) in being successful in improving learning and academic achievement.  

· 2. The Texas Youth Suicide Prevention Project (TYSP): The focus of TYSP is to: 1) provide information to the public about youth suicide, risk factors, and prevention; 2) train health, school and community representatives to identify and refer youth who are at risk of suicide; and 3) screen youth in military families and refer those at risk.  

· 3. Texas On-line High School Teacher’s Suicide Prevention Training Initiative Through the Via Hope Program of Mental Health America of Texas: The web based interactive virtual simulation will address suicide prevention and related mental health issues. The training will be used to enhance Texas public high school staff and other high school educators

· Texas Recommended Assessment Guidelines (TRAG )Training (On line Training in FY10)

· Trauma-Focused Cognitive Behavioral Therapy

· Trauma Informed Service 

· What Every Non-Profit Board Member Needs to Know
· Wrap Around Training

· Youth Empowerment Services (NorthSTAR)

In the NorthSTAR area, the NorthSTAR Behavioral Health Organization (BHO) and DSHS provider relations staff coordinates with MHSA staff on general and NorthSTAR specific training issues.  This may include direct training and technical assistance to NorthSTAR providers, as well as assisting with the resolution to complaints or appeals.
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Child-Emergency Service Provider Training

See” Adult Emergency Service Provider Training
Child – Grant Expenditure Manner
See “Adult-Grant Expenditure Manner”
Child-Innovations/System Changes– DSHS holds allocations to LMHAs constant in order to maintain basic client services for children.  Funds for those basic services are distributed to community centers to implement the Texas Integrated Funding Initiative and pilot project Bexar Cares outlined below.  In addition, innovations or system changes that support the basic children services include the South Texas Family Support Conference and the Education Service Centers (described in Child-Available Services).  
Texas Integrated Funding Initiative (TIFI)

TIFI is a legislatively driven statewide initiative that supports the development of a community infrastructure called Systems of Care (SOC).  The SOC addresses vulnerable children and youth with complex mental health needs that require services from multiple agencies and integrates federal, state, and local funds and other resources.  TIFI funded communities focus on the families’ unique strengths and develop a family driven, culturally competent, community-based SOC which results in children and youth with serious emotional disturbances being able to remain in their homes and communities.  Lessons learned and the promising practices from those communities serve as a feedback loop into state policy and practices.  These practices have also informed the development work for a successful Medicaid application for a 1915(c) waiver to be implemented in the fiscal year 2009-2010, as well as informing activities of mental health transformation in Texas.

Six communities have received TIFI funding since 2001 to demonstrate a SOC approach with wraparound service delivery models.  Three of the six TIFI communities have successfully applied for and received SAMHSA SOC grants.  There will be a re-procurement to expand TIFI to additional Texas communities in 2011.  The TIFI Consortium oversees TIFI and reflects a unique combination of 50% family member representation and youth and 50% state agency representation from five child serving agencies. 

BexarCares
The BexarCares pilot project mandated by HB 1232 of the 81st Texas Legislature, uses blended funding from the Texas Department of State Health Services (DSHS), Bexar County school districts, Bexar County Juvenile Justice and the Texas Department of Family and Protective Services (DFPS).  The intent of the pilot is as follows:


The Project will implement consistent cross-system identification, screening, assessment, intervention and information sharing practices to support realization of a local integrated system of care for children with behavioral health problems who also are involved with CPS, juvenile probation, or school disciplinary processes. 


The target population is children and youth from kindergarten through eighth grade who are at risk of placement in an alternative setting for behavior management, in accordance with Texas Education Agency standards or local school district policy, or intervention by juvenile justice or child protective services.
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� The U.S. Census Bureau estimates that the 2009 population of Arkansas was 2,289,450 and the population of Vermont was 621,760.


� The U.S. Census Bureau estimates that the 2009 population of New Mexico was 2,009,671 and the population of Oklahoma was 3,678,050.





� The proposed allocation for 2011 may be reduced due to an $83 billion dollar shortfall in the State Budget


� The survey covered 240 of the 254 counties in Texas. Excluded from the survey were the seven counties in Texas that are served through a managed behavioral healthcare organization (Collin, Dallas, Ellis, Hunt, Kaufman, Navarro, and Rockwall) as well as seven additional rural counties that were omitted because there was no response to the survey.


� The Texas Challenge in the Twenty-First Century: Implications of Population Change for the Future of Texas found at: http://txsdc.utsa.edu/pubsrep/pubs/txchal.php





� Friedman, R. M., Katz-Levey, J. W., Manderschied, R. W., & Sondheimer, D. L. (1996). Prevalence of serious emotional disturbance in children and adolescents. In R. W. Manderscheid & M. A. Sonnenschein (Eds.), Mental health, United States, 1996 (pp. 71–88). Rockville, MD: Center for Mental Health Services.


�http://www.statehealthfacts.org/profileind.jsp?ind=10&cat=1&rgn=45


� National Advisory Mental Health Council. (1993). Health care reform for Americans with severe mental illnesses: Report of the National Advisory Mental Health Council. American Journal of Psychiatry, 150, 1447–1465.





� Kessler, R. C., Berglund, P. A., Zhao, S., Leaf, P. J., Kouzis, A. C., Bruce, M. L., Friedman, R. M., Grossier, R. C., Kennedy, C., Narrow, W. E., Kuehnel, T. G., Laska, E. M., Manderscheid, R. W., Rosenheck, R. A., Santoni, T. W., & Schneier, M. (1996). The 12-month prevalence and correlates of serious mental illness, In Manderscheid, R. W., & Sonnenschein, M. A. (Eds.), Mental health, United States, 1996 (DHHS Publication No. (SMA) 96- 3098, pp. 59–70). Washington, DC: U.S. Government Printing Office.
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Adult – Outreach to Homeless








PATH (Projects for Assistance in Transition from Homelessness)


Outreach and services for persons who are homeless in Texas and have a mental illness, including co-occurring substance use disorder (which may include a co-occurring substance use disorder) are available through blended funding from the federally funded PATH program, state general revenue, and local matching funds.  PATH activities include outreach to identify and link the individual and families with mainstream mental health and substance abuse services, case management, primary health services, job training, supported employment, and relevant housing and services.  PATH activities can occur where the person is found, including homes, jails, streets, shelters, and public areas.  


DSHS selects Texas PATH sites through an application process and consideration of poverty and density indices as well as geographic areas with the greatest need.  Currently, DSHS contracts with 16 not-for-profit and governmental entities to operate PATH programs in their respective regions. 


Approximately 16,000 homeless persons, including children and adults, receive PATH services each year.  According to FY 2009 Texas PATH report data, 45% had a co-occurring substance use and 69% were literally homeless.  Twenty-five percent of the persons enrolled in PATH were a result of targeted outreach. Over half of PATH enrolled individuals received some type of community mental health services. 
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Adult – Rural Area Services





There are 254 counties within the State of Texas.  Each is classified as urban, urban/rural, rural or frontier.  Although a majority of Texans live in urban areas, over one half of the counties in the state are considered rural.  According to the U.S. Bureau of the Census and the Office of Management and Budget, 196 of the 254 counties are non-metropolitan.  Approximately three million people, or 13% of the population, live outside metropolitan areas.





Local Mental Health Authorities (LMHAs) are responsible for the provision of community mental health services to all 254 counties in Texas.  Approximately 77% of Texas’ 254 counties are in urban/rural, rural or frontier areas.  Rural priority population members are in need of the same services as those who live in urban areas.  Listed below are many of the common challenges that service providers face in the rural and frontier counties, as well as some of the more unique ones:





Lack of access to affordable health care


Lack of transportation


Lack of housing resources


Little or no economic development


Limited fiscal resources


The out migration of younger population


Increased need for geriatric services


Isolation


Increased substance abuse (alcohol, prescriptions, and illegal drugs)


Domestic Violence


Lack of trained professionals





LMHAs providing services to rural areas are challenged daily to meet the complex needs of the individuals they serve with the limited resources at their disposal.  As such, it is imperative that attention be given to improving access to quality health and human services, strengthening families, strengthening and supporting economic development, developing partnerships with state, local and tribal governments, and supporting a rural voice in local, state and federal policy making.  





To address the needs of rural communities, the Office of Rural Community Affairs is the state agency that was created to ensure a continuing focus on rural issues, monitor governmental actions affecting rural Texas, research problems and recommend solutions, and to coordinate rural programs among state agencies. ��Since its inception, the agency has worked to strengthen rural communities, assisting with


economic development and healthcare.  This is done by serving as the central source for rural programs, services, and activities so governmental resources are efficiently delivered with the best possible results for the state's rural residents.





Texas provides services through the Office of Rural Community Affairs (ORCA). On the national level, services are provided by the Office of Rural Health (SORH), designated by the US Department of Health and Human Services Health Resources and Services Administration (HRSA).  These agencies are dedicated to serving the healthcare needs and interests of rural Texas communities. �


The state level Office of Rural Health Division facilitates and coordinates the use of available resources to assist rural Texans to enhance quality of life, achieve sustained economic growth, and strengthen local healthcare infrastructure and systems of care to meet the needs, challenges, and priorities of rural Texas.  To this end, SORH works closely with many local, state, and federal partners to: 





Develop, support, and coordinate programs and services that enhance the ability of rural Texas communities, improving access to equitable, high quality health services across the continuum of care that meets local needs; 


Inform, guide, and facilitate efforts in rural health policy design, service planning, resource allocation, and program implementation; 


Enhance the communities’ capacity to plan and direct intervention on key health domains which have the greatest impact on the health status of local citizens;


Reduce the pervasive, harmful and costly health impact of violence and trauma by integrating trauma-informed approaches throughout health and behavioral healthcare systems.


In addition, substance abuse prevention and intervention funds through the SAMHSA Block Grant provide “Rural Border Intervention” Programs (RBIs) serving 20 rural border counties.  A limited amount of these funds provide evidence-based curriculum training in Substance Abuse prevention to adult/parents, and information and referral services that include mental health.  RBI personnel also encourage substance abuse and mental health screening and treatment, and make referrals for those adults needing those services in these rural areas.  Adults receiving services through the RBI are also provided with short term motivational interviewing which focuses on change behavior and improving quality of life as it relates to behavioral health services.  The counties serviced are:  Dimmit, Edwards, Frio, Kinney, LaSalle, Maverick, Real Uvalde, Val Verde, Zavala, Brewster, Culberson, Hudspeth, Jeff Davis, Presidio, Brooks, Duval, Jim Hogg, Starr, and Zapata.


In February 2010, a hurricane disaster Social Services Block Grant (SSBG) became available to DSHS MHSA.  This grant allowed the department to provide funding for an additional three 3 rural 
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