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Topics of Discussion 

 
1. Access to and Quality of Care (30 minutes) 

 
Access: What are the greatest challenges in accessing services?  Also, are there specific services 
you cannot access? What types of services are most needed?  If you were able to add one service 
to coverage, what service would it be?  
 
Quality:  As you think about the Texas Behavioral Health system, what are the most significant 
challenges with the quality of existing care? How can the care be improved upon?  
 
NAMI Austin  

- incarcerated population  
o 25% with SMI 
o 2/3 with substance abuse 
o Recidivism is 50% 

- Wait for hospital bed can be months 
- Austin State Hospital (ASH) 50% new to system 
- 10% of people at any given month discharged from ASH return within 30 days 
- Diversions to hospitals miles away 
- Over 9,000 people waiting for services in TX that qualify (1300 in Austin alone) 
- Service offerings not robust enough: most only get a meeting with caseworker/psych 

every 3 months 
- Assessment measures are questionable  
- Revolving door, shut out of the door 
- Need a more comprehensive approach 
- Won’t see significant drop in recidivism without adequate interventions after release 

discharge 
- Housing with integrated person support service centers needed 
- Mandating medication compliance when possible 
- Need basic supports – case worker with daily check ins 
- Continuum of community supports and services– basic through residential 
- Need Medicaid Waiver 1915(i) to cover residential and other support services 

 
National Association of Social Workers (NASW) – TX Chapter 

- Represent about 6,000 members with 20,000 total in state 
- Social workers provide about 60% of all MH services 
- TX is 50th in per capita spending for MH 
- Barrier is funding – not enough money or resources in system to do adequate job 
- Other barriers: reimbursement for providers, not enough providers, not enough facilities 
- Need more attention to prevention 
- Need money in education system to have adequate MH professionals 
- Need to fund easy and early intervention 
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o Social workers in schools – dropout, suicide, pregnancy prevention 

- EAP programs  
- Need diversion programs for people in crisis; prisons and jails not appropriate 
- Need well trained workforce – primary care, family practitioners, nurse practitioners, 

pediatricians 
 
Texans Care for Children 

- Work is engaged with various stakeholders across various settings across the state 
- Access problems due to lack of funding  
- Only serving Serious Mental Illness (SMI) and Serious Emotional Disturbance (SED) 

populations 
- Where are other kids with MH needs being served? 
- Not many specialized providers – location and reimbursement issues 
- Many families go to family doctors 
- What can we do to promote integrated care? 
- Integration of Health and Behavioral Health Work Group report 
- State funding good BH integration through Frew Initiatives 
- More kids and adults that need services than have access to them 
- Need System of Care Approach as a means to provide coordinated care  

o Coordination across systems including non-traditional supports 
- Look at YES Waiver – effort to provide families with youth with SEDs with not 

traditional supports needed to succeed 
- Training – need to have early childhood caregivers better equipped to identify and treat 

issues 
- Some good ideas already happening – training and technical assistance institute as 

centralized hub to collect and disseminate best practices on serving kids 
- Cultural competency – need to make sure this is taken into account 

 
Consumer Representing Self  

- Both systems use medical model that include medications 
- Use of psychosocial interventions – SAMHSA national database of evidence based 

practices 
- Used 12 step facilitation therapy: combination of professional and addicted person, 

rigorous testing (SAMHSA listed evidence made model) 
o Cost effective program 
o Implement simple, cost effective program slowly over time in public treatment 

structure 
- Current structure and leadership must change to ensure cost effectiveness 
- Recommends pilot to be planned and executed using latest Gantt chart practices 

 
Department of Psychiatry (Methodist Hospital in San Antonio) 

- 700-750 psych evaluations per month in ERs  
- 30% have Acute MI or SA requiring admission – 50% indigent 
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- Recruitment of psychiatrist is difficult: work 40 hours but get paid for 20 – underfunded 
- Challenge to get timely appointments 
- Readmissions in hospitals are high: lack of community services 
- High utilizers coming in to system frequently 
- Top 500 patients have greater than 3 ER visits a year, average person used $60,000/year 

in resources  
- Persons are staying 72-92 hours in ERs: Cannot get into state hospitals 
- Social barriers – medication, transportation  
- 70% not admitted  

o Case management needed 
- Acute care medical emergency that needs to go to state hospital: only able to get 6 

persons admitted out of the many hundreds that come to the hospital 
- Equal funding for MHMRAs across the state 
- Need dedicated case managers for high utilizers 
- Need more access for civil patients in state hospital beds 
- HCASA: Health Care Access San Antonio 
- San Antonio: 322 adult beds  

o times when shut down ERs: psych stacking (20 – 30 people without access to 
beds , we have to call Austin to take on  

- Preventing people with medical issues from access to services through the ERs 
- Working with other San Antonio hospitals to study the problems of high readmissions  

 
Center for Health Care Services, San Antonio 

- Severe problem accessing inpatient hospital beds for underfunded patients 
o Wait is 3-5 days to get into beds 

- Crisis Obs unit – be seen by psychiatrist with shorter wait than ERs – 
o Issues with availability of psychiatrists in ERs: can wait 10-20 hours to see 

psychiatrist 
- Access is a funding and funding stream problem: less than 10% of population with SMI 

in the county – money being provided to fund services for this population 
- Health providers that should be providing physical health are funded by county tax  
- Difficult for two entities to coordinate care because funding is different and different 

missions although serving same population: 2 different funding streams 
 
Representing Self 

- Need to be looking towards future and building on past  
- Increase in abuse of pain pills in young adult population 
- Need to be looking at data on treatment outcomes – cost benefit analysis  

o Buprenorphine vs. methadone - more costly but are outcomes better? 
- 53% of SA users in treatment in DSHS are involved in criminal justice system 

o Look to partnering with probation officers  
- Can probation be involved - help with safe housing? 
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Mental Health America of TX: Consumer Advocacy Organization 

- Issues with Scheduling of Stakeholder Meetings 
o Meetings right after holidays  
o None in the panhandle  
o All during the day – no weeknights/weekends 

- Discrepancy between provider meetings and advocacy meetings  
o Providers had long meetings but advocates have only been given the stakeholder 

sessions thus far 
o Stakeholder meetings should be scheduled further apart, broadcast – make it an 

iterative process  
- Timing: consumers only get 3 minutes 
- Meet with consumers, advocates, MH planning  
- What outreach done to consumers and advocates? – should be advertisements and notice 
- Frustrated by process  
- Analysis should be on basis of cost benefit, effectiveness, and efficiency 

o Outpatient competency restoration, diversion 
- Consumer focused system: at every decision point, we should consider how this will 

effect consumers 
- Community responsiveness involved in any system 
- Need data 
- Completion and access 
- Community based services 
- Independent local control – separate authority from provider function 
- Integrated care: need to consider physical health 
- Recognize whole person  
- Final approval for 1115 managed care rollout – integrated care efficiency access 

o Sole source contracting for MH rehab services for MHAs – anti-consumer, hurts 
access 

- Peer provided services: best practice – have some but do more 
- Need housing, a job, date on Friday night 
- Prevention is key: should use evidence based practices – ACE studies, home visitation, 

family involvement 
- OP treatment – opposed forced treatment  

 
NAMI TX 

- Concerns about the stakeholder meeting process – scheduling, notification 
o Important to be involved at level of asking questions 

- Having consumers, family members involved  
- 2009 NAMI Grading the State report: 10 pillars for transformed MH system 

o Comprehensive 
o Integrated care 

- Multiple systems have to be integrated – it is not that we don’t know what we need to do 
but we need to move the process along 
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- TX second highest for persons with SMI dying 27 years sooner than general population 
- Integrated care is systems issue with real impact on people with MI 
- Need to move forward faster 
- DSHS must make mental health a public health priority – cost of chronic illness is serious 

impact 
- 25% of general population has MI, real costs to state  

o Need adequate funding  
- NAMI report shows TX now 51st in spending 

o $38.08 per capita in TX 
- Need well staffed and well trained workforce 
- Focused on wellness and recovery – making progress 
- Need more home health training, peer specialists 
- Creating safe and respectful treatment environments 
- Have no aggressive program for providing culturally competent services 
- Need recovery focused learning communities, institute 
- Tired of hearing can’t make comparisons because of data concerns  
- Need transparent and accountable system – need data driven system 
- How can we know what’s cost effective if can’t see data? 

 
ASAP 

- Capacity and quality issues 
o Key to access is capacity – most underfunded part is SA disorders 
o Areas where can’t get detox 

- People are going out of business: crisis in SUD access 
- Revenue or expenses: how to reduce expenses to providers who choose to provide 

capacity 
- Look at rules and regulations – some not critical to quality of care 
- Make more simple, clear, direct to quality of care or critical public safety issues 
- People choosing to work in system 

o Choosing lower material lifestyle 
- Employee Assistance Programs (EAP) – wellness, self care, training 

o For the people working at the providers now 
o Integral part of plan to provide integrated care 
o Cost item for providers that need to be part their business plan  

 
TX Counseling Association 

- School and licensed professional counselors 
- Should invite counselors to include in conversations 
- A lot of members are Medicaid providers  
- Sudden and without warning reimbursement rate reductions in certain codes for MH 

services 
o Retro dunned for reductions 
o Some members had to shut doors due to reductions 
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o Happening again – another retro reduction  

- Impossible way to run business  
- Promised rate with unannounced changes 
- School counselors have teaching certificate and teach 2 years before becoming licensed 

counselor 
o Masters in counseling and separate certification exam  
o Some also LPCs 

- Built in to schools in education code  
- Early intervention, diagnosis, and intervention 
- No mandate for schools to have counselor, some schools don’t have any, some share  
- Role of school counselor trained in those areas  
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2. Integration and Coordination of Care (45 Minutes)  

 
Across the country and here in Texas, virtually everyone seeks better coordinated care.  This 
includes coordination between physical, mental health and substance abuse. What are the biggest 
barriers to coordination of care within the current service delivery system? What coordination 
occurs today within behavioral health system and other services within the Health and Human 
Services Enterprise?  What strategies should be considered by Texas to achieve enhanced 
coordination of care?   
 
Representing Self 

- Thinks MH and SA Treatment providers do a good job  
o Ex. Austin Recovery  

- Peer support groups 
o NorthSTAR – worked pretty well 
o Hill Country MHMR – San Marcos 

 Effective because they are consumer/peer run – very cost effective – do 
what they do because they care 

- No meaningful treatment – all of the money is going to drugs 
- Testimony before public health committee – South Texas  
- NorthSTAR is pretty close to being a medical home- developed community services 

o Does excellent job of blurring lines between SA, MH, and physical services 
 
TX Council of DD, mother of adult with co-occurring 

- Good coordination of care – child went from ER to Lonestar Circle of Care (FQHC) with 
headaches and suicidal 

o Assessed physical and mental health – want referral to MH specialists, followed 
up 

- Have to look at from public health perspective 
- People with DD that may have MH issues – not being diagnosed properly 
- Child received proper medication for seizures and bi-polar disorder  
- Treatment must not be siloed   
- Need to look at all people as potentially have mental illness 

o Not to say mental health questions couldn’t be asked by primary care 
 
Methodist Healthcare San Antonio 

- Society still separates physical and psychiatric health: really is one condition 
o Stigma of being separate and not understanding prevalence of comorbid 

conditions 
- IT systems: different and not compatible – can’t get apple to apple comparisons 
- HIPAA: possibility to share information but blocked because of rules  

o Need rules to mandate sharing – can still have patient rights and protections 
- Concerned about workforce pipelines –need financial incentives to see patients in more 

timely manner, to work in psychiatric environment 
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- Medical Homes – think about psychiatric medical homes 
- Clinic extremely challenging – mothers with children and person with a MI in same 

setting is difficult 
- Methodist gave donation to community to support psych support in medical homes 
- Not been successful – someone that is MI needing medication adjustment scaring people  

 
Providence Service Corporation  

- Provider of last resort legislation – failed to make improvement in care and outcomes for 
people receiving care under LMHA system  

o No demonstrative difference from how it was previously 
- Needs quality, effective services  
- Opportunity to help support, provide additional services to LMHAs that they aren’t able 

to provide  
- Private providers need to be included in opportunity to provide all services, need to be 

allowed to compete in marketplace 
- Get better and better outcomes: consumer choice in where they receive services 
- If ill and on Medicaid – limited resources for services that have been deemed as services 

only LMHA could provide 
- Organizations like us that have been unable to provide 
- Entity managing services or network of care should not be a provider in same area – 

happens often in TX 
- Can’t compete because not allowed – can provide similar services and could potentially 

provide cheaper 
- BH services need to be integrated with physical health services to achieve most 

expedient, effective services 
- Interim study on integrated care completed– report just sat there, looked at what was 

successful across the state 
o Very specific recommendations of where integrated care is happening 

successfully 
 
Texans Care for Children 

- Coordination and collaboration 
- 10 or 11 state agencies that could potentially address children’s issues  
- How are each of these entities planning for addressing children’s BH issues  
- Efforts to help assist: council on children and families working on improving 

coordination and collaboration – should reach out to them 
- Children’s MH a major issue across entities 

o Use schools to make headway  
- Opportunities under HHSC umbrella to utilize  
- Providing training to school nurses for BH 
- Some things that happened in past – how to sustain efforts  
- Coordinated funding for children SED report – done in past 2 years 

o How do we a better job with existing resources 
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- Community resource coordination – local groups coming together to coordinate care in 

community for people with trouble accessing services 
- No support by the state 
- Systems of care efforts across the state – some had gone on, state funding cut, got federal 

grant to continue expansion – need to look beyond  
- Little bit of funding to help communities who want to do this.  

 
Transformation Workgroup  

- Funding has ended  
- Recreating  
- When state was reorganized, a lot of hope and promise for putting MH and SA together 

o What is Dept. doing to cross-train within department? Appearance is still siloed 
- Separation between physical and mental illness 
- Difficult to get doctors and psychiatrists to talk about shared patients 
- TX – 2nd worst for people with physical and mental illness – dying 29 years sooner 

o Cardiovascular disease 
- Need people being under one roof 
- State barriers to integration  
- Need integration between physical and mental health 
- Need education  
- Need to be putting concerted effort in to early identification  
- Teachers and parents need to be educated  
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Service Delivery Models (45 minutes) 
 
Behavioral health services are provided through various service delivery models across the State 
of Texas: including through Local Mental Health Authorities, Substance Abuse Providers, and 
NorthSTAR, In addition, Medicaid benefits are managed both through a traditional Medicaid Fee 
for Service model and numerous Medicaid managed care programs, such as STAR, and 
STAR+PLUS.  
 
Given these various service delivery models, are there inequities across the various service 
delivery systems?  Are there differences in the availability or quality of services across these 
delivery models? Are there components of one model that should be standard across all models?  
 
Participant: 

- Co-locating 
o Professionals in same area – cross pollination 

- Transportation is always an issue 
- Public health model – behavioral issues impacting overall health 
- Models that work do so because they get federal funding, community cobbles together 

funding – no regular stream for funding to sustain the models 
- Issue isn’t service delivery model per se – identify individual needs instead of one size 

fits all 
- Capture and analyze outcome data in depth 
- How is the person moving forward in what ways  
- People are just treading water 
- Array of services not robust enough 
- Services provided to be recovery focused  
- If best we can do is keep you stable and sane – undermines system 
- Peer works well – hard to argue possibility with peer right in front of you 
- Treated as the whole person 
- Consumer choice – system that allows choice  
- Have had very minimal choices here in TX 
- Where do we need choice to make system work well? 
- What is realistic plan given funding? 
- What plans want to work in west TX? Not much people and not much business – how do 

you have system for this? 
- Need to have services whether in Del Rio or Houston 
- Balance between choice – choose plan or choose providers? 
- Statewide versus local 
 

Methodist Healthcare of San Antonio 
- Component of one model 
- Medicaid case management/rehab dollars – exclusive to LMHAs 
- Consideration that money follows the patient: must not be restricted to particular provider 
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- Important from hospital setting  
- MH consumer not getting needs met in hospital: case management is essential – if 

consumer can’t get in to state hospital, have case management advocate to help consumer 
get needs met 

- When come back to ER frequently – have clinical or social unmet need 
 

Clarity Child Guidance Center  
- 80% of kids are state supported 
- Large charity care program 
- Largest children’s specialized staff in south TX 
- Regardless of delivery model, hoping to look at data for managed care organizations 
- Denial and appeal process has been nightmare 
- As non-profit, if MCOs spending money denying and putting people to appeal – costly 
- Doctor to doctor calls doubled in last year 
- 7 psychiatrists 
- Do not want kids in hospital but LOS dropped dramatically – LOS drops, readmissions 

go up  
- Collaboration: HIE planning – mental health is forgotten  

 
Pathways 

- Has done research as private provider  
- Barrier is TX Admin Code, Health and Safety Code 
- Blocks innovation: LMHAs are blocked from working with private providers 
- Fear that talking about great ideas only to be told can’t do it because of Administrative 

code 
 

MH America of TX 
- Hogg Foundation grant with TX Appleseed to study TX Code 

o Report for state of mental health in TX 
o Susan Stone: lead to study TAC for Hogg Foundation 

- TX is big and different: data based, measuring cost benefit, measuring outcomes 
- Letting local communities do what they need to meet those needs 
- Some good features in NorthSTAR, LMHAs 
- Like the data availability and open access in NorthSTAR region  
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Funding Priorities (30 minutes) 

 
The weak economy clearly limits the state’s ability to make major new investments in services.  
However, thinking about the whole system, if you were able to find new or redirect existing 
funding, what would be your priorities for investment in order to improve access to and quality 
of services?   
 
Participant 

- Need 1915i Waiver to make individuals with MI Medicaid eligible 
o  provide services like housing supports, community supports – significant costs 

for cycling through services 
- Rollout TDHCA and DSHS Pilot: Section 8 HUD vouchers – pilot to San Antonio State 

Hospital – choose where they want to live – need across the board 
- Important to keep people in recovery 
- Funding for Pilot just coming out of state GR 
- Service coordination  

 
ASAP 

- Seriously underfunded from capacity and provider reimbursement 
- In small community, when need services, send to Methodist- no community services 

available closer 
- Stabilize in small hospital and back to the street 
- When talk about integration – capacity is a problem  
- What do you do if screen them and have a MH or SA issue? No capacity  
- Look at severe shortage of services 
- Detox first place to fund – currently have to be non-profit engaged in fundraising to be 

able to provide services or have other funding streams 
- Paying for treatment, not for case management to move through continuum 
- From detox, if fortunate to get in to residential, likely not offered in your community 
- Initiative for recovery support services from DSHS but needs funds  

o Not funded at all – a volunteer effort 
 
Methodist Healthcare of San Antonio  

- TX Admin Code – IMD – can’t go over 16 beds in crisis unit or meet IMD status 
- Estimated need about 9,000-10,000 
- Statutes that cap out places burden  
- IMD units treated more like hospital units than CSUs that they are 

o CSUs are immediate stopgap  
- Funding for discharge connect clinics 

o Giving hospitals and EDs a place where a person can be seen for 3-5 times 
o 4 months to see child psychiatrists 
o 6 months for adult services 
o Maintain while on waiting list to see other provider 
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- Case Management and wrap around services – essential to stemming the tide  
- Specialty services like psychiatry considered an unmet need – should expand professional 

shortage areas to provide incentives 
o Tuition waiver incentives for going to unmet need area 

- Overflow of MH patients in ERs 
 
Center for Health Care Services 

- Supports funding following the patient – community can be more efficient 
- Private hospitals supplying a lot of inpatient care for indigents, need to be reimbursed for 

their case management 
- Maximize efficiency of different people can be providers 
- How mathematically how a company managing care for a population to make money – 

can only make profit if they limit services –is this in best interest of patients? 
- Formula calculation for how much funding each LMHA gets and funding for hospital 

beds is quizzical, not based on population 
o complicated calculation, inherently unfair 

- Should be a more fair way to determine amount of funding from state based on 
population and needs of population – urban/rural considerations/needs should be included 

 
Texans Care for Children 

- Investments making in children  
- Looking upstream – emerging issues in adolescents 
- Child welfare, criminal justice, juvenile justice systems 
- Medicaid rates – restore reductions to rate made to providers (LPCs, SWs)  
- Long term – investment in training and technical assistance – create knowledge base here  

 
NAMI Austin 

- Big population revolving through state hospital system  
- Need adequate, right interventions in community – without them, will still have the issue 

o Need residential units, such as those with IDD to more basic 
o Need supervision  

 
MHMR Tarrant County 

- Local coordination of care is key piece to system 
- Tend to focus solely on funding streams  
- At local level, called upon to assist in recovery   
- Different projects and systems that work together in Ft. Worth vs. San Antonio 
- State won’t be able to mandate adequate level of coordination – so much done outside 

state resources 
- All on quest for more access but don’t lose specialty services for people with serious 

disorders 
- Intense competition for scarce resources 
- Aging of population and young  
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- Workforce issues and challenges 

 
Clarity Child Guidance Center  

- Medicaid – 5 week month pay problem 
- If on Medicaid SSI – if over income cut off for a month, lose coverage  
- Families on Medicaid SSI, prepare themselves for the 5 week month 

o Knew shouldn’t be doing anything medical – not taking meds so ended up back in 
hospital 

- Mental Health Crisis services  
o See even more dollars go in to that 
o Immediate assistance to people to help stabilize them 

 
Center for Health Care Services 

- What does every community need as a spectrum of services? 
o If need inpatient services, then need community services 
o Crisis services  

- Hard to treat in outpatient clinics because they reject those services 
- A large portion of high need consumers received though crisis units 
- Trying to force to conform to a mode of service but instead driving to ERs and crisis 

units 
- Consider how funding locked in to certain services, projects, or packages 

o No flexibility of MHA to redirect to a local need  
- look at affordability and work force issues 

o Serious consideration to full range of professionals that can provide MH services 
o Very distinct rules to what different professionals can do 

- Look more broadly at what services they can provide or assist 
- More fully utilize skill set of the professionals: expand ability to provide full range of 

services 
o Funding needs to be unlocked for whatever the packages are 

- Focus on children  
- MI is often developed throughout lifetimes – trauma informed care 
- Emotional, resiliency – teach the children  
- Positive behavior intervention and supports 

 
ASAP 

- SA field has been innovator 
- Evidence based practice programs 
- TX only funds those evidence based but still limited 
- Should focus on parents that have SA – very high risk factor 


