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LEGISLATIVE OVERSIGHT COMMITTEE
ON
MENTAL HEALTH AND MENTAL RETARDATION

Volume I: Mental Health

EXECUTIVE SUMMARY

Texas is facing a crisis in the delivery of mental health services. The
state is under federal court order to improve the care and treatment in
state hospitals; many communities lack the basic services which in-
dividuals need to avoid inappropriate hospitalization and to function in
the community at optimal levels; the service delivery system has failed to
keep pace with the growth of the population of the state; the state
legislature is facing its most severe budget limitations in decades. In this
atmosphere of increasing demand for more and better services coupled
with severe financial stress, the old ways of doing business are no longer
adequate.

In response to this crisis, in June, 1984, Lieutenant Governor William P.
Hobby and House Speaker Gibson D. Lewis appointed the Legislative
Oversight Committee on Mental Health and Mental Retardation. The Com-
mittee was charged with advising the 69th Legislature about future direc-
tions for mental health and mental retardation services in Texas and about
policy recommendations to support implementation of those directions.
The Committee, comprised of lawmakers, service providers, advocates and
other experts, has studied the existing service delivery system to determine
how available resources can best be utilized to address client needs now
and in the future.
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Among the findings and recommendations of the Legislative Oversight
Committee:

¢ The first dollar spent for mental health services in Texas must be for
screening and emergency services. A survey shows that many Texas
communities are lacking in this capability.

e Case management must be implemented as a fundamental method of
service delivery for clients with long term and multiple needs.

¢ The organization and management of the mental health service
delivery system must be strengthened to encourage coordination and
accountability at all levels. Specific recommendations in this regard
include replacing the current state grant-in-aid system of funding com-
munity mental health and mental retardation centers with legally
binding contracts, increased coordination with substance abuse pro-
viders and stronger quality assurance monitoring.

e There is a lack of community residential alternatives throughout the
state. A goal of 60 alternate care beds per 100,000 population must
be pursued.

e There is no operational long range strategic plan that enables com-
pliance with provisions of the Settlement Agreement in the R.AJ. vs.
Miller federal lawsuit. The Texas Department of Mental Health and
Mental Retardation must implement such a plan by August 31, 1985.
Included in the plan must be the setting of priority populations to in-
sure that those in greatest need receive services first. Appropriate ser-
vices to meet the needs of these individuals must also be outlined.

The report contains recommendations of the Legislative Oversight Com-
mittee on Mental Health and Mental Retardation regarding mental health
issues only. Companion documents, one addressing mental retardation
issues and the other a survey of community residential alternatives, will be
issued at a later date. February, 1985
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RECOMMENDATIONS

CHAPTER 1: COMPLIANCE

RECOMMENDATION 1 The Texas Department of Mental Health and Mental
Retardation must initiate a strategic plan for full compliance, including
timetables and delineation of responsibilities.

RECOMMENDATION 2 The Texas Department of Mental Health and Mental
Retardation must identify ancd project the costs related to incremental
implementation of elements of the plan.

RECOMMENDATION 3 The Texas Department of Mental Health and Mental
Retardaticr must insure full implementation of the Commissioner's Rules on
Clients' Rights.

RECOMMENDATION 4 The Legislature must appropriate sufficient funds in the
Texas Department of Mentzl Health and Mental Retardation budget to insure
compliance.

CHAPTEK 2: ESTIMATING THE AT RISK POPULATION
NO RECOMMENDATIONS

CHAPTER 3: PRIORITY POPULATIONS

RECOMMENDATION 5 The Texas Department of Mental Health and Mental
Retardation must adopt a method to prioritize the populations to be served bv
the mental health system and must redesign the service delivery system to
serve the priority populations appropriately and in the most cost-effective
manner possible. The prioritization method must be based on the one de-
scribed in this report.

RECCMMENDATION 6 The Texas Department of Mental Health and Mental
Retardation must initiate data collection to determine the number of indi-
viduels in the various priority groups as a basis for service planning.
RECOMMENDATION 7 The TDMHMR budgeting, funding, and expenditure process,
including the awarding of service contracts, must be tied directly to the
provision of services to priority populationms.

CHAPTER 4: SERVICES

RECOMMENDATION 8 The Texas Department of Mental Health and Mental
Retardation must insure that appropriate services are implemented for each
priority group. To accomplish this, a plan for incremental implementation,
and for a redirection of funds will be necessary.

RECOMMENDATION 9 The Texas Department of Mental Health and Mental
Retardation must assure that people within each service area have access to
(1) 24-hour emergency screening and rapid stabilization services;

(2) crisis hospitalization; (3) initial assessment performed in the commu-
nity, with that assessment including the development of a multi-disciplinary
treatment plan.
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RECOMMENDATION 10 TDMHMP.'s funding to a service area must be contingent upon
certification of the availability of screening/emergency services or the
inclusion of such services within the budget of the funds being a2llocated.
RECOMMENDATION 11 For persons not charged with a cririnal offense, jails arc
not acceptable holding facilities. Appropriate alternatives for mental
health crisis stabilization and substance abuse detoxification must be
developed.

RECOMMENDATION 12 Each Designated Provider must coordinate the provision of
services with other agencies concerned with the care and treatment of indi-
viduals with drug or alcohol problems.

RECOMMENDATION 13 Having assured the availability of screening and emergency
services, TDMHMR shall contract, using existing funds, with each Designated
Provider to make case management services available in each service area.
RECOMMENDATION 14 The definition, standards and job descriptions as devel-
oped by the Task Force on Case Management shall serve as self-monitoring
tools and TDMHMR auditing instruments.

RECOMMENDATION 15 The Legislature should amend the Mental Health and Mental
Retardation Act (Article 5547-201 et seq., V.T.C.S.) to strengthen the
requirement for the Texas Department of Mental Health and Mental Retardat:ior
to have a discharge plar for every patient leaving the hospital. This
discharge plan must include the assignment of a case manager when appropriate
and a description of the appropriate community-based services which have been
obtained for the individual.

RECOMMENDATION 16 The Texas Department of Mental Health and Mental
Retardation must, as part of a comprehensive strategic planning process,
initiate a plan for the future role of state hospitals, with consideratior. cf
size, function, and specialization. This plan must include criteria for
phasing out uneconomical and unneeded beds.

RECOMMENDATION 17 The Mental Health Code Committee should investigate
revisions of the Code which would increase appropriate utilization of commit-
ments to community-based services in lieu of commitments tc hospitals.
RECOMMENDATION 18 The Texas Department of Mental Health and Mental
Retardation should initiate respite services for the natural support systen
of pecple who are mentally ill.

RECOMMENDATION 19 The Texas Department of Mental Health and Mental
Retardation must insure that regional needs assessments include informaticn
about the availability of services of public and private agencies, their
eligibility requirements, location, and other factors, arnd that regional
planning for services include input from public and private providers beyond
the TDMHMR service delivery system.

CHAPTER 5: COMMUNITY RESIDENTIAL ALTERNATIVES

RECOMMENDATION 20 The Legislature should establish a certification authority
for small congregate living facilities that offer a safe home-like environ-
ment and are permitted to offer training and support in daily living skills.
including medication “"monitoring”. These "enhanced boarding homes™ would
require consultation and support from the Designated Provider.
RECOMMENDATION 21 The Texas Department of Mental Health and Mental
Retardation and the Legislature must continue to develop incentives for
community-based residential programs, both public and private.
RECOMMENDATION 22 The Texas Department of Mental Health and Mental
Retardation must establist a goal of 60 community residential beds per
100,000 population.



RECOMMENDATION 23 The Texas Department of Mental Health and Mental
Retardation and the Insurance Commission must work with the insurance induc-
try to develop a plar for reimbursement of the expenses for rehabilitative
residential care in lieu of more costly alternatives.

RECOMMENDATION 24 The Texas Department of Mental Health and Mental
Retardation, the Department of Human Resources, the Texas Education Agency,
arcé¢ the Texas Rehabilitation Commission must develop a specific plan of
action to determine how resources from Title XIX, Title XX, and the
Vocational Rehabilitation Act could be more effectively utilized to assist
the mentally disabled.

CHAPTER 6: PLANNING

RECOMMENDATION 25 The Texas Department of Mental Health and Mental
Retardation must initiate a long-range strategic plan of at least six years'
lerngth. The plar should be cempleted by August 31, 1985 and should be
updated every two years. Funding for the 1988-89 biennium should be besed on
a tactical plan derived from this long-range plan. A comprehensive needs
assessment and resource invertory must be undertaken as a part of this plar.
The biennial budget should be based on the results of this process with both
new program funding and continuatior funding based on demonstrated needs.
RECOMMENDATION 26 The Office of Strategic Planning of the Texas Department
of Mental Health and Mental Retardation should undertake development of the
six-year plan described in Recommendation 25. Adequate and appropriate staff
must be available to plan and assess the outcomes of programs designed to
meet the needs cf clients in the priority populations previously identified.
Without being excessively prescriptive, the Committee recommends the inclu-
sion of individuals with special expertise in sociology, economics, epidem-
iology, and data analysis within this planning staff.

RECOMMENDATION 27 The Texas Department of Mental Health and Mental
Retardation must insure that the senior administrative staff respcnsible for
service delivery at the system, regional, or comrunity level receive the
necessary support for their individual plannirg efforts from the TDMHME
planning staff. This support must include current literature reviews and
timely needs assessment information, as well as appropriately organized
planning documents and forms.

RECOMMENDATION 28 An information data base appropriate to this planning
effort should be develnped and maintained by the TDMHMR Office of Strategic
Planning to assure timely access to current and historical needs and resource
information.

RECOMMENDATION 29 The Texas Department of Mental Health and Mental
Retardation must insure that information related to needs and resources is
peintained in a way that makes it accessible for tactical planning by both
public and private service providers.
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RECOMMENDATION 30 The Texas Department of Mental Health and Mental
Retardation must insure that, at minimum, the following elements are included
in this long-range planning effort:
A. Quantifiable output and outcome indicators must be identified.
B. The plan must incluce
1) identification of priority populations,
2) identification of the minimum array of necessary services,
and
3) a description of the appropriate use of facilities.
C. Every two years, assessment of the progress made toward
achieving the goals identified in the plan must be undertaken
as a part of the budget preparation process.
D. Biennial budget requests must be directly tied to the long-
range plan.
E. All stages of the long-range planning activities of the
Department must be accomplished with the oversight of a citi-
zens planning advisory council.
RECOMMENDATICN 31 The Comnittee acknowledges that funding for services is a
prerogative exercised by the Legislature every two years and the plar must be
modified to conform teo this reality. The Texas Department of Mental Health
and Mental Retardation must initiate regular updates of the plans preceding a
biennium to identify quantified increments of movement toward long-term gcals
and tc reassess the impact of the prior budgeting process.
RECOMMENDATION 32 Regional and community planning must be undertaken and
should be under the general direction and enjoy the support of TDMHMR's
Office of Strategic Plarning.
RECOMMENDATION 33 Uriform data collection in all regions should be imple-
mented to provide an accurate assessment of client needs and the arrav of
services available. The Texas Department of Mental Health and Mertal
Retardation should be responsibtle for the development of appropriate data
collection tools and for assisting regions and communities in this data
recovery and must insure that at the regional level provisions are made for
the input to and from the system planning group and those individuals
responsible for individual client planning.
RECOMMENDATION 34 Plarning at the regional/community level should address
the coordination of efforts among mental health, alcohol and substance abuse,
and other service workers in providing client services.

CHAPTER 7: MANAGEMENT

RECOMMENDATION 35 Modify appropriate sections of the Mental Health and
Mental Retardation Act (Article 5547-201 et seq. V.T.C.S.) to give authority
to the Texas Department of Mental Health and Mental Retardation to select
among candidates for Designated Providers, with selection based on past
performance and/or capacity to deliver required services to priority popu-
lations, as determined by the TDMHMR Board.

RECOMMENDATION 36 Modify appropriate sections of the Mental Health and
Mental Retardation Act (Article 5547-204 V.T.C.S.) to replace the
grants-in-aid program with legally binding contracts for services between the
Texas Department of Mental Health and Mental Retardation and community-based
service providers. These contracts should include the kinds of services to
be developed, designation of priority populations, expected performance
standards and outcome measures.
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RECOMMENDATION 37 The Commissioner of the Texas Department of Mental Healtl
and Mental Retardation should be required to withhold funds from a Designated
Provider when the terms of a contract are not met.
RECOMMENDATION 38 The Texas Department of Mental Health and Mental
Retardation must give equal emphasis ancd recognition to the state mental
hospitals' community-based services and the community mental health and
mental retardation centers.
RECOMMENDATION 39 The Texas Department of Mental Health and Mental
Retardation must retain the option of contracting for services with another
provider in a Service Area if the comrunity mental health and mental retar-
dation center is not responsive to state policy direction or is not perform-
ing in a satisfactory manner.
RECOMMENDATION 40 Modify appropriate sections of the Mental Health and
Mental Retardatiorn Act (Article 5547-20) et seq., V.T.C.S.) to require that
community mental health and mental retardation centers develop policies which
are not in conflict witk policies developed bv the Board of the Texas
Department of Mental Health and Mental Retardation.
RECOMMENDATION 41 The Texas Department of Mental Health and Mental
Retardation must develop a system of accountability at the regional level to
allow for funding to flow with the client population. This requires both
regional service planning and budget flexibility. The Department should,
therefore, inititate regional budget development. The Department shculd also
consider increasing the number of regions to fecilitate accountability and
communicatiorn. Thirdly, the Department should develop policies which erhance
regional planning and service ccordination; examples may include:

- procedures to serve an individual outside the service area,

- mechanisms to buy goods and services in a cost-effective manner,

- prompt response tc crisis situations which require policy inter-

pretation.

RECOMMENDATION 42 The Texas Department of Mental Health and Mental
Retardation must implement a standerdization of qualifications for positions
throughout its system and must £fill those positions with individuals who meet
the stated qualifications.
RECOMMENDATION 43 For key administrative positions (including Commissioner,
Deputy Commissioners, Assistant Deputy Commissioners, State Hospital Superin-
tendents, State Center Directors, Community MHMR Center Executive Directors),
the Texas Department of Mental Health and Mental Retardation must develop
more specifically defined job descriptions with requirements which balance
clinical/programmatic knowledge ard demonstrated successful management
experience.
RECOMMENDATION 44 Mechanisms must be implemented which hold key administra-
tive personnel of the Texas Department of Mental Health and Mental
Retardation accountable for successful outcomes of their efforts, as well as
for appropriate process.
RECOMMENDATION 45 Executive Directors of community mental health mental
retardation centers should be appointed by the center's Board of Trustees ard
confirmed by the TDMHMR Board.
RECOMMENDATION 46 Further study should be given tco the costs of making state
benefits accessible to center staffs.
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RECOMMENDATION 47 The Legislature should direct the appropriate officials of
the Texas Department of Mental Health and Mental Retardation, the Departmert
of Human Rescurces and the Health Department to address the problems of
jurisdictional overlap and areas of ambiguous authority and to recommend
statutory changes as appropriate. Most urgently needed is resolutionr to the
problems of alternate care licensure and certification, funding, and utiliza-
tion descrited in Chapter 5.

RECOMMENDATION 48 The alcohol commitment law must be upcated to make it
consisternt with the Mental Health Code. The law should mandate screening of
alcohol commitments by the community mental health centers.

RECOMMENDATION 49 Coordination among the Texas Department of Mental Health
and Mental Retardation, the Texas Commission on Alcoholism, and the Texas
Department of Community Affairs should be implemented which requires consis-
tent goal setting, ccordination of programs and service funding, appropriate
referral mecharisms, the removal of unclear lines of authoritv, and commor
patient identification which allows tracking of clierts through the various
programs funding by the three agencies.

RECOMMENDATION 5C The Texas Commission on Alcoholism must desigr a system to
eliminate the admissior of alcohol patients to state hospitals. Fundirng
should be provided to replicate these programs, initially in areas of highest
state hospital admission rates, and then expanded as rapidly as possibie to
the balance to the state, in two-year increments. These programs should be
developed jointly with local Designated Providers of mental health services.
RECOMMENDATION 51 The Texas Department of Merital Heatlh and Mental
Retardation must implemert a centralized system of current and historical
information on clients, services, and funds. This requires that community
mental health centers and other contract providers report information ir a
manner consistent both in content and timeliness with other elements of the
system. This approach should allow the tracking of individual clients
through the total system.

RECOMMENDATION 52 The Texas Department of Mental Health and Merntal
Retardation must implement a uniform cost-reporting system which includes
idertification of standard units of service.

CHAPTER 8: FUNDING AND FISCAL ACCOUNTABILITY

RECOMMENDATION 53 Modify the Mental Health and Mental Retardation Act
(Article 5547-203 V.T.C.S.) to permit fiscal audits of CMHMRCs to be conduct-
ed in a more cost-effective way. Possible alternatives: a) fiscal audit by
TDMHMR, b) regional contracting for auditing of several agencies by private
firms, or c¢) interagency agreemert to audit cooperatively.

RECOMMENDATION 54 The Legislature should include in the TDMHMR
Appropriations Bill language which reinforces the state's control over the
use by CMHMRCs of TDMHMR contract-funds and funds used as match.

Expenditures of other local funds is the prerogative of the local Board of
Trustees.

RECOMMENDATION 55 The Mental Health and Mental Retardation Act (Article
5547-203, V.T.C.S.) should be modified to reflect that, unless the agency is
prohibited from fee collection by contracts with other agencies or by another
state law, all clients of CMHMRCs and outreach centers should be requested to
pay at least a nominal amount for services they receive.

RECOMMENDATION 56 The Texas Department of Mental Health and Mental
Retardation must establish a uniform fee collection policy for community
mental health and mental retardation centers and state hospital outreach
programs that would increase local revenues. Implementation of the policy
should be monitored by TDMHMR Internal Audit Staff.
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RECOMMENDATION 57 TDMHMR Appropriations legislation should require fee
collection by CMHMRCs and outreach centers, at a level based or an
appropriate percentage of their assessed fees.

RECOMMENDATION 58 To facilitate collection by CMHMRCs, TDMHMR's claims
legislation must be reviewed to determine its applicability to Centers.
RECOMMENDATION 59 The Committee urges enactment of the Legislative Budget
Board's recommerdations regarding ways to increase state hospital col-
lections. The Legislature should consider an incentive system allowing
retention by TDMEMR facilities of fee collections over a set amount.
RECOMMENDATION 60 The Legislature through its appropriate standing commit-
tees should clarify state law regarding county legal responsibility for
medical care, including mental health care, for their indigent residents.
RECOMMENDATION 61 The Texas Department of Mental Health and Mental
Retardation must clarify the issue of "county of residence” and the residents
rights to services and establish a policy regarding the availability of
services to "non-residents”,

RECOMMENDATION 62 The Legislature or other appropriate entity must undertake
a study of optional services provided under the State Medicaid Program to
determine the potential savings to the state of providing certain mental
health services.

CHAPTER 9: QUALITY ASSURANCE

RECOMMENDATION 63 The Legislature should modify the Mental Health and Mertal
Petardation Act (Article 5547-203, V.T.C.S.) to allow for more cost-effective
means of obtaining program audits for CMHMRCs, including interagency agree-
ments to audit cooperatively or to accept one anothers' audits.
RECOMMENDATION 64 The Texas Department of Mental Health and Mental
Retardation must develop standards of care and monitoring mechanisms which
insure consistent quality whether the service is provided by a Texas
Department of Mental Health and Mental Retardation facility or a contract
service provider.

RECOMMENDATION 65 The Texas Department of Mental Health and Mental
Retardation must provide direct quality assurance monitoring and evaluatior.
This should not be delegated.

RECOMMENDATION 66 In designing a quality assurance system, the Texas
Department of Mental Health and Mental Retardation must identify outcome
measures and must insure that performance evaluatiorn encompasses both quality
and cost-effectiveness.

RECOMMENDATION 67 The designation and/or redesignation of the Designated
Provider of mental health services for a Service Area must be based on per-
formance evaluation and capacity.

RECOMMENDATION 68 The Texas Department of Mental Health and Mental
Retardation must establish a mechanism to insure that the screening and
emergency services recommended in Chapter 4 of this report are available and
accessible to clients throughout the state.

RECOMMENDATION 69 The Texas Department of Mental Health and Mental
Retardation must require that needed services are accessible to the priority
populations.

RECOMMENDATION 70 The Texas Department of Mental Health and Mental
Retardation must institute a well-publicized centralized telephone access for
individual clients' complaints, for information, and for problem-solving.



RECOMMENDATION 71 The Texas Department of Mental Hezlth and Mental
Retardation must require that quality assurznce staff in all portions of the
service delivery system receive ongoing training to insure consistent inter-
pretation of standards,

RECOMMENDATION 72 The Texas Department of Mental Health and Mental
Retardation must pursue systematic training and retrairing effort of direct
care staff to insure that the quality of care is uniform throughout the
system.
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INTRODUCTION

Texes is facing a crisis in the delivery of mental health services.
Individuals who suffer from mental illness, and who need the services provid-
ed by the state, are too often victimized by the lack of availability and
accessibility of appropriate and needed services. Among the issues:

° the state is under federal court order to improve the care and

treatment in state hospitals for the mentalily il1;

° many communities lack the basic services which individuals need

tc avoid inappropriate hospitalization and to function in the

comnunity at their optimal levels;

® individuals in greatest need are often those least able to

negotiate the complex services system and are thus effectively

denied services;

° as the population of Texas continues to grow, demands on the

mental health services system will undoubtedly increase;

° the state legislature is facing its most severe budget limita-

tions in decades.

In this atmosphere of increasing demand for more and better services

coupled with severe financial stress, the o0ld ways of doing business are no



longer adequate. It is time for Texas to take a serious look at how to use
available resources to address the need for improved patient care in the most
effective and efficient manner possible with the goal of building a services
svstem which will not only resolve the current crisis but also meet the

future needs of the citizens of Texas.

RESPONSE FROM THE LEGISLATURE

In response tc this «crisis, in June, 1984 Lieutenant Governor
William P. Hobby and Spezker of the House Gibsen D. Lewis appointed the
Legislative Oversight Committee on Mental Health and Mental Retardaticn. The
Comzittee was charged with advising the 69th Legislature about future direc-
tions for mental health and mental retardation services in Texas and about
policy recommendations to support implementation of those directions. The
Committee, comprised of lawmakers, service providers, advocates and other
experts, has studied the existing service delivery system to determine how
available resources can best be utilized to address client reeds now anc in

the future.1

This report contairs the recommendations of the Legislative Oversight
Committee on Mental Health and Mertal Retardation regarding mental health
issues. Companion documents, one addressing mental retardation and the other
a survey of community residential alternatives, will be issued at a Jater

date.

1 The Charges to the Committee and a roster of Committee members appear
as Appendix A.



TEXAS DEPARTMENT OF MENTAL HEALTH AND MENTAI RETARDATION

The Texas Department of Merntal Health and Mental Retardation (TDMHME)
was created by the Texas Legislature in 1965, with the passage of Fouse
Bill 3, the Mental Health and Mental Retardation Act. TDMHMR replaced the
Board for Texas State Kospitals and Special Schools. In addition, the Act
euthorized local agencies to create community mental health and ment:al
retardation centers.

This Act was the initiation of the state's efforts to provide mental
health services in community settings. Two major factors predicated this
move:

(1) the increased wutilizaticn of psychotrophic medications, which
stabilized certain conditions, and

(2) a mezjor federal initiative teo develop additional community alterna-
tives.

The trend towards community services has continued, in spite of lessenred
federal support and funding, because of a generally held belief that

community-based care is both more humane and more cost-effective.

TDMHMR is charged with providing a broad range of services to the
mentally impaired citizens of Texas. TDMHMR provides these services through
the operation of eight mental hospitals, the Waco Center for Youth, thirteern
state schools, the Texas Research Institute of Mental Sciences, five human
development centers and a rehabilitation/recreation center. The agency alsc
has responsibility for the development and oversight of thirty-one commurity

mental health and mental retardatiorn centers (CMHMRCs).



State Hospitals

State hospitals are located in Austin, Big Spring, Kerrville, Rusk, San
Antonio, Terrell, Vernon and Wichita Falls. In Fiscal Year 1984, there were
19,144 direct admissions to Texas state mental hospitals and 19,216 dis-
charges. At the end of the year, there were 4,928 patients in residence, a
reduction of 9.09% from the end of 1983, The average daily population of tke
hospitals was 5,228.

Although this number of admissions to and discharges from state hos-
pitals indicates a large turnover in the patient population, there appears to
be a a substantial population of long-term residents in the facilities.
According to a study completed by TDMHMR, in May, 1984, at the end of Fiscal
Year 1983, the resident population was 5,376; of this number 2,275, or 42.3%,
had beern hospitalized for more than one year. Of the total population, 50.6%
were hospitalized for more than five years; 30.1% were hospitalized for more
than ten years; 54.4% were diagrosed with schizophrernia; 27.9% were admitted
prior to their 30th birthday; 56.4% had only one admission to the hospital.2

In Fiscal Year 1984, $170,828,607 was spent to operate state hospitals
including the Waco Center for Youth. Of the total amount spent, $167,049,414
was from the General Revenue Fund. There were 8,856 authorized full-time
equivalent positions. The average daily cost per state hospital resident was

$84.6E.

State Schools

TDMHMR operates state schools for the mentally retarded in Abilene,

2 Virginia Mickel, The Long Term Client in State Mental Hospitals
(TDMHMR Office of Strategic Planning,) May, 1984,




Austin (Austin State School and Travis State School), Brerham, Corpus
Christi, Denton, Fort Worth, Lubbock, Lufkin, Mexia, Richmond, San Angelo anc
Sar Antonio. In Fiscal Year '84, there were 353 adrmissions (of all kinds) teo
Texas state schools and 538 separations (discharges, transfers and deaths).
The total population at the end of the year was 9,474, or a reduction of 2.3%
from the end cof 1983. The average daily state school population was 9,474,
In Fiscal Year '84, $237,964,653 was spent to operate state schools, of which
$228,195,255, came from the General Revenue Furnd. There were 14,068 full-
time equivalent positiors. The average daily cost per state school residert

was $67.66.

State Centers

State Centers are found ir Amarillce, Beaumont, El Paso, lLaredo, and the
Rio Grande Valley. They provide a variety of educaticrnal, training, respite
and residential services to both mentally 111 and mentally retarded individu-
als.

In Fiscal Year '84, a total of $¢25,066,238 was spent to operate the five
state centers, of which $22,945,07]1 were General Revenue funds. There were

1,209 full-time equivalent positions funded.

Community Meantal Health Mental Retardation (MHMR) Centers

The thirty-one Community MHMR Centers serve individuals either directly
or by contract in 137 Texas counties. They offer a wide range of mental
health, mental retardation, and substance abuse services. In Fiscal Year
'83, the centers served 135,370 clients. It is estimated that a total of
$142,959,228 was expended by community centers in Fiscal Year '84, of which

$85,582,533 (or 59.8%) were state grant-in-aid funds. The state grant-in-aid



was comprised of $76,225,48C General Revenue Funds and an estimated

$9,357,053 in federal block grant funds.

Other Services

In addition to these services, TDMHMR operates a variety of other
programs, services and speciality units, as well as program administration,
through the Central O0ffice. These include centralized food purchases,
Leander Rehabilitation Center and Texas Research Institute of Mental Sciences
(TRIMS). In Fiscal Year '84, the aggregate total spent on these other
activities was $49,490,297. Vith the addition of $14,832,833 expended for
construction, the total TDMI*R expenditures in Fisczl Year '84 were

$583,765,161. Of this, $554,418,236 were General Revenue Funds.

WHERE TEXAS RAMKS AMONG STATES

Although it is reccgnized that the budget of TDMHMR is a large portion
of the state budget, it is useful to identify where Texas ranks among the
states in allocations for mental health services. A Jaruary, 1984, study
conducted by the National Associstion of State Mertal Health Program Direc-
tors produced the following results (based on Fiscal Year '81 data):

1. Texas ranks 9th among the states in overall program expendi-

tures for mental health services, but 48th in per capita
expenses.

2. Texas ranks 20th in the percentage of its mental health dollars
used for state hospitals, 39th in per capita expenditures for
state hospitals,

3. Texas ranks 34th in the percentage of its mental health dollars

used on community-based programs, 43rd in per capita expendi-
tures for community-based programs.



4, Texas ranks 6th in combined expenditures for research, trair-
ing, and administration as a pexcentage of total mental health
expenditures (20th per capita).
Texas is the third most populous state in the nation and therefore requires
large expenditures for services provided to its residents. The low rankings

in per capita expenditures for mental health services raise concern about the

level of effort in maintaining the state-sponsored service delivery systemn.

R.A.J. VS. MILLER

Filed as a class action in 1974 in the U.S. District Court for the
Northern District of Texas, this lawsuit alleged inappropriate and inadequate
care and treatment of patients in Texas' state hospitals. The lawsuit was
settled in  April, 1981, In April, 1982, Federal District Judge
Barefoot Sanders appointed the R.A.J. Review Panel to monitor compliance and
ensure implementation of the Settlement Agreement.

The plaintiffs included all former, present, and future patients at the
eight state mental hospitals.

} The defendants are the Board and executives of the State of Texas
Department of Mental Health and Mental Retardation. The United States
Justice Department is involved as amicus curiae.

The specific subject matter of the 1lawsuit includes the followirg
issues:

- Patients' rights

- Safety of physical facilities

- Inappropriate, excessive use of drugs
- Inaccessibility of buildings to handicapped patients

3 Robert Glover, Ph.D., Noel A. Magade, Ph.D., Theodore Luttman,
Harry C. Schnebbe, Final Report Funding Sources and Expenditures for State
Mental Health Agencies: Revenue/Expenditure Study Results (Washington, D.C.:
National Association of State Mental Health Program Directors, Jan. 1984).




- Treatment and placement of mentally retarded mental patients
- Programs for geriatric patients

- Transitional services and continuity of care

- Accreditation of facilities

- Transfer of prisoners to state hospitals, and

- Funding

Issues currently being monitored include:
- Individualized treatment plénning
- Placement of clients with mental retardation who no longer need
irpatient hospitalization
- TDMHMR 1986-1987 budget request as it applies to the R.A.J.
Settlement Agreement
- Staffing requirements
- Aggressive behavior in state hospitals
- Use of psychotrophic medications
The legislative Oversight Committee on Mental Hezlth and Mental
Retardation has received regular reports or the status of the implementation
of the Settlement Agreement. Taken collectively the Committee's recommenda-

tions constitute a long term approach to implementation of the stipulations

in the Settlement Agreement and the principles they represent.



CHAPTER 1

COMPLIANCE

The requirements of the settlement in the R.A.J. vs. Miller lawsuit
involve a variety of issues related to the quality of care and appropriate-
ness of services in the Texas public mental health facilities. As discussed,
the Texas Department of Mental Health and Mental Retardation is in compliance
with the requirements of the Settlement Agreement on several of these issues.

It is the position of the lLegislative Oversight Committee on Mental Health

and Mental Retardation that compliance with the provisions of the Settlenert

Agreement as determined by the court must be the highest priority for the

Department. To do so the Committee offers several recommendations.
In order to achieve full compliance:

RECOMMENDATION 1 The Texas Department of Mental Health and Mentel

Retardation must initiate a strategic plan for full compliance, including
timetables and delineation of responsibilities.

RECOMMENDATION 2 The Texas Department of Mental Health and Menteal

Retardation must identify and project the costs related to incremental
implementation of elements of the plan.

RECOMMENDATION 3 The Texas Department of Mental Health and Mental

Retardation must insure full implementation of the Commissioner's Rules or

Clients' Rights.

In addition, the Committee recognizes the necessity of adequate funding

as a means of addressing these concerns. While recogrizing the difficult



financial situation faced by the state, the Committee is concerned that the
budget as reported out of the Legislative Budget Board in December, 1984, is
not adequate to address either the lawsuits or the needs of the priority
populations identified in this report. We believe that there must be budget
flexibility (1) to address the litigatiorn and (2) to move towards systematic
implementation of the directions we identify in this report. In addition, we
are concerned that significant decreases ir the budgets of other agencies mey
adversely affect the capability of The Texas Department of Mental Health arnd

Mental Retardatiorn to deliver needed services.

RECOMMENDATION 4 The legislature must appropriate sufficient funds in the

Texzs Department of Mental Eealth and Mental Retardation budget to insure

compliance.
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CHAPTER 2
ESTIMATING THE

AT RISK POPULATION

In order to accomplish its goals, the legislative Oversight Committee
gathered information on a2 number of aspects of the current mental healtl
delivery system. One of the key pieces of information was an estimate of the
number of Texans who are at risk of mentzl disorder. In describing this
population, it is especially impcrtant to know the number who are at risk of
needing care from public sources. This chapter is intended to prcvide
estimates of the at risk population in Texas as well as & description of the
problems and issues raised by such estimates.4

Estimating the mental health population at risk is at best an imprecise
task. We cannot predict which individual will beccme mentally ill because ve
do not know enough about the causes of mental illness. Despite this
individual uncertainty, it is possible to make increasingly useful estimates
of the number of persons in a defined population whc are suffering from
mental disorder and who are likely to benefit from mental health services.

It is difficult to obtain reliable estimates of the at risk population

The information in this Chapter is based on the research done for the
Legislative Oversight Committee on MHMR by Michael Zent, The Hogg Foundation
for Mental Health, The University of Texas, Austin.
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at any given point in time. Researchers do not always agree on how to go
about estimating the at risk population or what type of mental health prob-
lems should be included in such estimates. Frequently estimates are macde on
the basis of the number of persons who have utilized services. However, the
past is not necessarily the best predictor of future need because the defiri-
tion of who is eligible for what type of services may change as well as the
general level of psychiatric resources available.

Plarriers for putlic mental health services must find answers to the
following questions:

- How many mentally ill people desire or will use such services?

- How many are so ill that public policy requires that they must be
treated ever if treatment is involuntary?

- 0f these people who are likely to benefit from treatment, how many
are unatle to obtain such care from private scurces?

As we shall see, answers to the questions are beginning to be available.

Overview of Techriques

There are basically three ways to estimate the number of persons at risk
for mental disorder. The first approach is to interview a carefully selected
sample of individuals from the community at large about their mental health
problems and needs. Typical surveys use trained interviewers to ask
extensively tested questione of persons selected by modern sarpling
techniques. Such surveys yield the most reliable information when well done
but are very costly to perform, especially at the state level.

The secornd major approach uses social indicators to determine the
relative need of different geographic areas in the state. These indicators
include such information as extent of poverty, level of unemployment,

divorce, etc., which are likely to be highly correlated with rates of mental



disorder. This approach frequently assumes a set rate of mental cdisorder ard
then attempts to adjust that rate according to the characteristics of an
area. However, while the relative need can be reflected in the indicators,
it is difficult to estimate the absolute need. We have not attempted tc use
either of these approaches in this repert.

A third method uses demand or utilization-based measures to estimate the
need. Typically we try to estimate the need based on past history cf
utilization of mental health services. This approach has the advantage of
using data that is generally available. Furthermore, since it concerns who
actually uses mental health services, it can be more directly related to
other factors such as requirements for programs and staff, and costs.

Whernever estimates are made it is important to keep ir mind the dis-
tinction betweer incidence and prevalence of disorder. Incidence refers to
the number of new cases occurring during a given period of time, usually a
year, while prevalence refers to the total number of cases that exist during
given time period. Most mental health services planning is done on a vearly
basis, and therefore the most practical information is the number of persers

who are likely to need mental health treatmernt during the year, or so called

annual prevalence estimates.

Methodologz

The estimates presented in this report are based on several consid-
erations. The estimates apply to the total population of Texas. Those
persons who have significant chance of being placed in state institutions are
all those individuals in any given year who are at risk of mental disorder.
However, while this group has a significant risk of placement in a state

institution compared to the no-disorder group, only a small portion of this

13



at risk population actually is placed in state institutions.

Mental Health Service Areas were used as the geographic unit of analy-
sis. These sixty areas have been designed for planning purposes by TDMHR
and are a logical basis for subdividing the state into areas for prevalence

estimates.

Estimating Techniques: Prevalerce Task Force.

In 1976 a task force of mental health professicrnals across the state
worked on developing estimates of the at risk population in Texas. This
group dealt with a number of important issues including making estimates by
age group and proposing service levels. The work of this group appears sound
and no more recent attempt at a similar task has been made for the state as a
whole.

After examining the existing research and consulting with experts in the
field, the task force established estimates for separate age groups. These
estimates are 3% for the 0-3 age group, 10% for the 4-12 age group, 11.5% fcr
the 13-17 age group, 10% for the 18-64 age group, and 10% for the over-65 age
group. These estimaztes are annual period prevalence estimates and indicate
the proportion of the total population in each group tha; are likely tco
suffer mental disorder in any given year. Substance abuse prohlems are
excluded.

Based on the work of this task force, estimates were derived for 1985
and 1990. Table ! presents 1985 estimates for four age groups for each
Service Area in the state. Table 2 presents 1990 estimates.

[Insert TABLES 1 and 2 about here]
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TABLE 1

ESTIMATED NUVREK OF PIRSCNS WITH MENTAL DISORDERS BY
MENTAL PFALTH AUTHCRITY, SERVICE AREA, ANL AGE GRCLUF

FO} TFE YELF 1GEES
Service Mental Heslth Authericty Age Groups, Years
Ares 0-12 13-17  18-64 65+ TOTAL
ALL STATE TOTAL 306,066  19€,2186 728,124 146,371 [1,416, G50 '
1 Abilene FPegional MHMP Center 2,861 1,724 8,742 1,772 15,12¢
2 Amarillo MP*® Pegional Center 7,634 L, LEL 20,859 3,302 ! 36,07
3 Avstin-Travis County MFIT Center 9,27¢ 5,121 31,042 3,585 ‘ 49,058
4 Bexar Ccunty MEME Cenrter 5,495 14,239 63,524 8,734 , 11z,0¢C2
5 MIVE putherity of Brazes Ceurty 3,7L¢ 2,1€58 11,9€¢8 2,655 20,574
6 Central Courties Center
fcr MIMF Services 5,043 3,207 18,353 2,749 : 29,352
7 Certral Flairs Corprekernsive E
MEMR Center 2,668 1,582 6,064 1,108 11,428
8 Certral Texas MHMR Center 1,577 1,029 5,568 2,270 10,466
9 Concho Valley Certer for
Kurman Advarcement 2,217 1,318 6,514 1,271 11,3:2¢
10 Dallas County MRMR Center ’ 7,289 19,160 1,122 11,722 66,258
11 Deep Fast Texas Regicrnal %
MEMK Services I 6,189 3,825 17,566 4,531 32,111
12 MIMR Regional Center cf East |
Texas s,078 3,168 15,1¢€8 3,847 27,2€1
13 El Pesc Center for MFMR Services | 13,919 7,571 31,349 3,363 56,202
14 Gulf Bend MHMR Center i 3,667 2,267 9,185 1,858 16,977
15 Gulf Coast Regiornal MR Center ! 6,914 5,109 23,519 2,687 40,229
16 MIMP Autherity of Harris County 62 ,RFE 33,344 66,065 17,071 17¢,3L¢€
7 Heart of Texas Region MWMR Center i 5,021 3,326 16,335 4,603 26, 28¢
18 Lutbock Regioral MHMR Center 6,141 3,347 16,710 2,004 28,202
19 Nevarro Cecurty MFMR Center 663 439 2,080 755 3,637
20 North Central Texas MEMR Services , 8,179 4,302 25,185 L,Oé; L1,€50
21 Northeast Texas MPMR Center 2,579 1,551 7,291 1,847 13,0¢¢
22 Nueces County MHMR Community
Center 6,943 3,997 16,733 1,937 29,€10
23 Pecan Valley MHMR Region 2,162 1,31¢ 7,382 1,860 ! 12,722
24 Permiar Rasin Community Centers
for MK anc MR 5,473 3,287 13,685 1,221 23,6¢€
25 Satine Valley Regional MHMR
Center 5,525 3,491 15,973 3,910 28,860
26 MRMR of Southeast Texas 8,028 4, B53 21,620 3,05¢4 37,888
27 Tarrart County MHMR Services 20,106 11,110 56,406 7,162 Y4, 784
28 MHMR Services of Texoma 2,810 1,738 8,461 2,259 15,2¢¢
29 Tri-County MHMR Services S,u66 3,329 15,819 2,563 27,1°7
30 Tropical Texas Center for MHMR 16,408 9,504 31,70 5,345 62,95;

* Based on 1976 TDMHMR Prevlalence Task Force.
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TABLE 1, Continued

ESTIMATED NUMRER OF PFRSONS WITE MFNTAL DISORDERS RY
VMENTAL HEALTH AUTFCPITY, SERVICE AFTA, AND AGE CFCUP
FCF THT YFAFR ICES

Service Mertal Fealth Authority Age Groups, Years

“Area

- 0-12 13-17 1E-€L €5+ TOTAL
31 Wictita Falls Corrunmity MM Center! 2,4(2 1,353 7,260 1,231 12,227
32 Austir State Hospital gl4 £s2 3,432 516 5..L15
33 Austin State Hospital 754 473 2,538 €80 L,Lis
34 Austin State Hosrital 1,592 632 4,454 1,054 €,023
35 Austin State Hespital 4,179 2,209 9,275 1,321 17,074
36 Austin State Hospital 3,713 2,€€3 10,6894 3,682 20,952

.3 Big Spring State FRospital 3,312 2,078 B,612 1,709 15,931
38 Big Spring State PBespital 1,87¢ 1,1z¢C 4,491 669 g,:s
39 Kerrville State Kespital 194 124 506 117 il
40 Kerrville Stete Hospitel 1,286 9lE 4,504 1,917 E,71E
41 Pusk State Hospital 1,518 1,005 4,863 1,537 8,923
42 Ruck State Hospital 1,242 734 3,070 556 5,602
L3 San Antorio State Hospital 1,287 662 2,9C0 345 5,164
XA Sar Antonio State Fospitel 2,70 1,669 7,766 1,841 16,046
45 San Antonic State Hcspital 7,735 4,465 1€,455 2,963 31,648
L6 San Antonio State Kcspital 2,2L7 1,41F 5,563 1,146 1C,35¢4
L7 San Antonio State Hcspital 2,017 1,213 4,710 1,1C2 Q9,042
Le Sar Antcnio State Hospital 83¢€ 5€9 2,271 717 4,363
49 Terrell State Hespital 4,185 2,498 12,428 3,612 22,723
50 Terrell State Mospital 23¢ 147 619 1686 1,202
1 Terrell State Hospital 1,698 949 4,398 1,119 8,155
52 Vernon State Kespital 221 151 720 257 1,349
53 Verncer State Hespital 127 87 455 179 BLE
54 Verncn State Hospital 358 237 1,1€0 L1 2,17¢
55 Vernon State Hespital 720 4LBO 2,281 801 4,282
56 Wichita Falls State Hospital 237 160 840 320 1,587
57 Wichita Falls State Hospital 1,379 858 4,171 1,307 7,715
58 El Paso State Center 507 298 1,271 221 2,267
s Laredo State Hospital - 4,483 2,393 8,793 1,488 17,187
60 Ric Grande State Certer 2,270 1,318 5,684 764 10,036

* Based on 1976 TDMIMR Prevlalence Task Force. Fxclucdes substance abuse disorders.
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ESTIMATED NUMBFP OF PEPSCNS WITH MENTAL DISORDEPS BY
MENTAL HEAITH AUTHCRITY, SEFVICE AKLA, AND ACE CRCUP

TABLE 2

FOR TEL YEAR ]900*

Service Mental Health Authority Age Groups, Years
e 012 1317 et 85+ TozaL
ALL STATE TCTAL 4]5.9‘74'- 235,770 8:2,7i4 175,595 1,640,053
1 Atilene Kegional MMF (Center 3,267 1,963 9,939 2,034 17,223
2 Amarillo MF Regicnal Center 8,544 5,135 23,890 3,74) 41,3;¢
3 Austin-Travis County MIPT Center 11,496 6,278 38,758 4,358 6C,.9
4 Bexar Courty MHMFE Center 36,36G 16,957 75,28 10,4C3 132,276
MEVK Authority of Brazces Courty 4,662 2,685 14,859 3,219 25,385
6 Certral Counties Center
for MIMR Services 6,045 3,864 22,060 3.29) 35,2¢C
7 Certral Flairs Comprehensive
MEMF Certer 3,125 1,815 7,082 1,326 13,3%6
8 Central Texas MEMR Certer 1,835 1,210 6,498 2,636 12,179
9 Concho Valley Certer for
Huzman Advancetent 2,600 1,542 7,622 1,482 13,246
10 Dallas Courty MIMK Center 42,626 22,010 16,170 13,465 94,48
11 Deep East Texas Regioral
MIME Services 7,444 4,602 21,139 5,462 38,647
12 MIVE Pegicral Center of East
Texas 6,192 3,865 18,5C8 4,709 33,274
13 El Paso Certer for M:MR Services 17,405 9,468 39,202 4,206 70,283
14 Gulf Bend MHMR Center 4,31 2,641 10,665 2,152 19,769
15 Gulf Coast Regioral MHMR Center 1,374 5,950 27,355 3,078 46,757
16 MHMP. Authority of Parris Courty 76,717 4(C,692 2,657 20,823 140,869
17 Heart of Texas Region MIMR Center 5,810 3,853 18,911 5,35¢C 33,924
18 Lubbock Regional 'HR Center 7,188 3,9.7 19,482 2,362 32,949
19 Navarre Courty MHMR Cernter 769 509 2411 875 4,564
20 North Central Texas MIDT. Services 1C,694 5,540 32,393 5,195 53,822
21 Northeast Texas MIMR Certer 2,940 1,770 8,313 2,113 15,136
22 Nueces Ceourty MFMP Corzurnity
Center 8,122 4,676 19,572 2,265 34,635
23 Pecar. Valley MT Region 2,561 1,575 8,771 2,256 15,163
24 Permian Basin Comnmurity Certers
for Mk ard MR 6,450 3,874 16,128 1,438 27,890
25 Satire Valley Regional MHR
Cernter 6,557 4,142 18,958 4,640 34,297
26 MHIMP of Southeast Texas 8,80R 5,376 23,933 3,370 &),577
27 Tarrant Courty MMk Services 23,156 12,795 64,964 8,248 109,163
28 MHMP Services of Texoma 3,131 1,939 9,427 2,520 17,007
29 Tri-County MHMP Services 7,163 4,361 20,628 3,335 35,487
30 Tropicel Ternes Certer for MIMR 21,388 12,385 41,322 6,964 82,059
* Based on 1976 TDMHMR Prevalence Task Force. Excludes substance abuse disorders.
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TABLF. 2, Continued

ESTIMATED NUMBFk CF PEPSCNS WITH MENT
MENTAD KEAITH AUTFORITY, SEFVICY

FOF THT YEAF ju: . ®

SIFTERS EY

, AND AT GROUFR

Service Mental Health Authnrity Age Croups, Years
e e BT ek £ TeTAL
- al Gichita Fa.is Ccmzumity MO&A Center 1 2,542 1,435 7,76t 1.302 i 13,061
32 Austir State Hospital 1,149 €95 4,312 646 6,622
33 Austin Stste Hospital Q3: sEs 3,148 837 5,4%%
3% Austir. State Hospital 1,963 1,148 5,485 1,298 9,69
35 Austir State Hospital 5,706 3,129 12,664 1,804 23,313
36 Austin State Hospital 4,744 3,374 13,€73 4,660 26,67
s Big Spring State Kcspital 3,914 2,456 16,329 2,012 18,719
38 Big Srring State Hospital 2,246 1,34) 5,373 796 9,756
39 Kerrville State Hospltal 252 162 656 15¢C 1,221
40 Kerrville State Hospital 1,73 1,13 5,620 2,397 10,873
41 Rusk State Hospital 1,843 1,22¢ 5,689 1,864 10,8:6
42 Rusk State Hospital 1,038 614 2,%5¢7 465 4,664
43 Sarn Antorlo State Hosrital 1,032 531 2,326 276 4,165
23 Sar. Arterdo State Kospitel 2,1¢7 1,362 6,224 1,474 11,257
45 Sar Artcnio State Kespital 6,254 3,614 13,354 2,43) 25,653
L6 Sar Artcrlo State Hespital 1,976 1,205 4,706 975 8,792
47 Sar. Arteric State Frerital 1,667 CEY] 3,878 9C8 7,445
48 Sar. Antcric State Hospital 732 499 1,989 628 3,648
49 Terrell State Yospital 3,532 2,106 16,483 3,056 19,168
5C Terrell State Hespitel 203 126 530 17C 1,029
51 Terrell Stete Hespital 1,407 79C 3,664 933 [ 7
52 Verrcr State Hosrital 200 182 657 235 1,230
53 Vernon State Hospital 132 77 40} 158 748
5¢ Verrer State Hespital 425 281 1,388 49] 2,585
5% Verrcrn State Hespital 745 531 2,523 8es 4,737
56 Wickita Falls State Hospitel 280 189 989 376 1,834
57 Wickits Falls State Kespital 1,618 1,008 4,891 1,527 6,044
58 El Faso State Center 640 376 1,573 273 2,862
59 Laredo State Hospital 5,935 3,169 11,633 1,964 22,7C1
6C Pic Grarde State Center 2,673 1,555 6,666 9Ci 11,795

* Based on 1976 TDMHMK Frevalerce Task Ferce. Excludes substance abuse discrders.
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Estimating Techniques: State Hospital Utilization

Based on past utilization, estimates were made of future utilization of
state hospitals. These projections are at best crude since they assume that
the future will be 1like the past. Nevertheless, thev are useful as a
standard of comparison for they represent what the future may look like if no
changeé occur in the mental health delivery system.

The year 1980 was used as a point of reference. The number of state
hospital patients seen as determined for each area by age and sex groups.
Estimates for 1985 and 1990 were made by considering changes in the age ard
sex composition of the areas and applying the same rate as occurred in 198C
to each age and sex group. The age ané sex specific rates were then sumnec
to present the figurec in Table 3.

[Insert TABLE 3 about here]

Estimating Techniques: ZEpidemiologic Catchment Area Estimates

The most recent and most sophisticated epidemiologic estimates come from
the Epidemiologic Catchment Area (ECA) surveys conducted by the National
Institute for Mental Health. These surveys are described as "third
gernieration” to denote their inclusion of features present in earlier studies.

There are five important features that distinguish the ECA sﬁrveys:

1. the size of the survey is larger than all other comparable
earlier studies combined; each of the five project sites has
about 3,500 respondents;

2. the survey is based on the Diagnostic Interview Schedule which
uses the major categories of DSM III (the most recent diagrnos-
tic classifications);

3. the survey includes reinterviews after one year. This allows
determination of various factors that occurred during the year;

4. the survey is linked to utilization data; and

5. the scientific rigor of the estimates is increased by replica-
tion in several sites across the nation.
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TABLE 3

STATE HOSPITAL CLIFXTS SERVED
IM FISCAL YEAR 1358C
AXD PECJFCTFED FIGURES FOR
ISCAL YEAR 1GE5 AND
FISCAL YEAR 1990

Service Mertal Health Authority FY 1980 FY 1985 FY 199¢

~ Area

ALL STATE TCTAL 20,513 23,521 27,521
1 Abilene Regional MHMR Center 347 384 L33
2 Arcrille MPMR Regional Cernter 549 587 (3
3 Acstin-Travis County MHMR Center 1,265 1,531 1,846
[A Bexar County MHMR Center 2,0€C 2,275 2,777
5 MHMR Authcrity of Brazos County 225 260 310
6 Centrel Counties Center for MEMR Services 340 3¢ L57
7 Central Plains Comprehensive MHMR Center 163 169 191
8 Central Texes MPMR Center 187 <CE 239
9 Conche Valley Center for Human Advancement 253 265 327
10 Dallas County MPMR Center 2,186 2,476 2,836
11 Deep Fast Texas Fegional! MDIR Services 567 671 802
12~ MFME Repional Center of East Texeas 53¢ 633 767
13 El Paso Center for MR Services 252 300 367
14 Gulf Bend MHMR Center 225 25¢C 264
15 Gulf Coast Regioral MHMR Center 184 212 247
16 MHMPR Authority of Harris County 1,6€9 1,989 2,390
17 Heart of Texas Region MHMR Center 295 333 380
18 Lubbock Regional MHMR Center 428 Les 559
19 Navarrc County MRMR Center 98 111 127
20 North Central Texas MHMR Services 475 564 7:1
z1 Northeast Texas MHMR Center 149 170 19¢
22 Nueces County MHMR Community Center 22 253 296
23 Pecan Valley MHMR Region 195 209 233
24 Permier Basin Community Centers for ME and MR 263 297 344
25 Sabine Valley Regicnal MHMR Center 477 558 €59
26 MHMR of Southeast Texas 5¢€1 615 6E0C
27 Tarrart Courty MHMR Services 620 712 823
28 MHMR Services of Texxoma 340 377 424
29 Tri-County MHMP Services 264 328 415
30 Tropical Texas Center for MHMR 68 87 110
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TABLE 3, Continued

SUATE RCSYITAL CLIFNTS SERVED
IV FISCAL YEAR IGEC
AND PRCJF(CTED FiGURES FCR
FISCAL YFEAR 19ES AND
FISCAL YEAP 1990

Service Mental Health Authoriry FY 1980 FY 1985 FY 199G
Area
31 Wichita Falls Corrurity MFYF Certer (113 689 718
32 Austin State Hospital 76 94 117
33 Austin State Hospital 41 4E 59
34 Austin State Hospital 58 70 86
35 Austin State Hospital 73 28 133
36 Austin State Hospital 321 392 492
37 Big Spring State Hospital 546 572 633
38 Big Spring State Hespital 172 183 267
39 Kerrville State Hospital 18 24 35
40 Kerrville State Hospital 378 429 511
41 Rusk State Hospital 298 334 394
42 Rusk State Hospital 93 110 130
43 Sar. Antonio State Fospital 53 €5 el
L4 Ser. Antonio State Hospital 148 180 223
L5 San Antonio State Hospital 4L 527 650
46 San Antonio State Hospital 154 180 214
L7 San Antonio State Hospital 137 160 195
L8 San Antonio State Hospital 102 110 123
49 Terrell State Hospital L59 s28 615
sc Terrell State Hospital 15 16 18
51 Terrell State Hospital 87 100 115
52 Vernon State Hospital 45 46 49
53 Vernon State Hospital 46 48 . 50
54 Vernon State Rospital 81 93 109
55 Verror. State Hospital 210 225 242
56 Wichita Falls State Hospital 36 42 50
57 Wichita Falls State Hospital 138 215 250
58 El Paso State Center 41 L6 53
59 Laredo State Hospital 24 27 34
60 Rio Grande State Center 30 31 35
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ECA estimates were recently published in the Archives of General
Psychiatry (October, 1984). These estimates were applied to Texas and the
results are presented in Table 4. The figures are based on arithmetic
averages of prevalence rates at three ECA sites. Severe cognitive impairment
was excluded and dysthymia was included with the rate for this disorder being
established based on ratios of six-months to lifetime rates. The figures in
Table 4 reflect six-months rates anc annual rates are likely to be slightly
higher by 1-to-27 of the total population for each area.

[Insert Table 4 about here]

The Relationship Between Prevalence and Utjlization

Examination of the data in the Tables 1 thru 4 indicates that the demand
for mental health services in Texas is likely to increase dramatically. The
estimates in Table 3 alone show that without a change in the services deliv-
ery svstem, demand for state hospital beds will increase by 34% by 1990.

A first approximation of the need for public mental health services can
be made by multiplying each prevalence estimate in Table 4 by 0.5 since ECA
survey results show the other half do not choose to receive help. Then
multipling that result by 0.45 since the other 55% of potential patients are
treated by private resources5 gives an approximation of the maximum popula-
tion at risk from which the public service care load will come. These gross
estimates can be refined each year based on the experience in each service
area. Willingness to accept treatment and utilizetion of private services
will undoubtedly be different in each area. ECA findings permit calculation

of prevalence by diagnostic group. Differences in willingness to receive

Based on data compiled by the Mental Health Needs Council of Harris
County 1976-83.
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treatment and private service utilization may very well exist by diagnosis.
This progressive detailing and refinement of prevalence and at risk estima-
tion should be incorporated ir to the TDMHMR planning process (see
Recommerdations in Chapter 6).

The implications of these findings are that 1) prioritization of the
populations to be served must be undertaken, and 2) a redesign of the service
delivery system must be implemented to serve the priority populations

appropriately and in a cost-effective manner.
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CHAPTER 3

PRIORITY PCPULATIONS

Given the current raenge of services and kinds of people served by the
Texas Department of Mental lealth and Mental Retardation, one might assure
that the Department's mission is to address the needs of all of these per-
sons. Scarce resources and a growing demand for services require that hard
choices be made as to whom the services of the public mental health system
should be directed. But, which patients should have first call on tax sup-
ported mental health services?

The Legislative Oversight Committee is aware that the Legislature, in
revising the Mental Health Code, has established criteria which, when met,
would justify state intervention to permit involuntary treatment of such
patients. The Committee agrees that if illness meeting these criteria were
severe enough to justify involuntary treatment then such illnesses were
severe enough to require first call on state resources. The Committee has
used the catchword "dangerous” to mean suffering from a mental illness which
causes the person to be likely to cause serious harm to himself or to others;
and has used the catchword "dependent” to mean the person will if not treated
continue to suffer severe and abnormal mental, emotional or physical dis-
tress, and will continue to experience deterioration of his ability to

function independently. It is possible for a person to suffer from a mental

illness which when untreated may reach such severity the person would meet

27



the criteria of being called "dangerous” or "dependent”. “Potential" is
defined as this possibility. Table 5 identifies the priority populations
recommended by the Committee.

[Insert Table 5 about here]

Several notes are in order about the recommendation to adopt this
priority pcpulation framework.

~ This framework recognizes that the most severly disabled must be
served first. These individuals are often the most difficult and expensive
to serve.

- This prioritization acknowledges the need to make the largest finan-
cial investment in the needs of the smallest but most needful population
group.

~ Lack of specific data precludes making precise estimstes of the
numbers of individuals in these priority groups. Several general estimates
should be noted because they offer insight into the implications for the
service delivery svestem:

° Priority Group I-1 (patients with long-term special needs) is

derived from a study of the Massachusetts mental health system in

which it was concluded that these individuals are likely to need

leng-term treatment and care in a structured setting such as a

state hospital. The Massachusetts study estim%fes this population

at 15 per 100,000 population or 2,250 Texans. Flease note that

applying the Massachusetts formula to Texas data can at best only

result in general inferences about the service delivery system.

° Members of Priority Groups I-2 and II (those whose illness is
episodic) are commonly individuals who use the state hospitals for
short- or intermediate-term treatment. TDMHMR records indicate

there are 20,000 such admissions each year in Texas. The average
length of stay is 59 days.

3 Jon E. Gudeman, M.D. and Miles F. Shore, M.D., "Beyond Deinstitu-
tionalization” (New England Journal of Medicine, Volume 311, Number 13,
September 27, 1984, pages 832-836).
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° Members of Priority Group III (currently dependent) are de-

scribed as the long term or chronically mentally ill. The National

Institute of Mental Health estimates that 1% of the population, or

150,000 Texans, fall into this category. They need access to a

full range of community services, from housing to training to

treatment.

- A word of caution must be stated. Individuals' needs change, causirg
them to move among the priority groups. Failure to make available basic
services to priority groups IV-IX may result in exacerbation of their sit-

uations, thus requiring more intensive intervention.

RECOMMENDATION 5 The Texas Department of Mentazl Health and Mental

Retardatior must adopt a method to prioritize the populations to be served by
the mental health system and must redesign the service delivery system to
serve the priority populations appropriately and in the most cost-effective
manner possible. The prioritization method must be based on the one de-
scribed in this report.

RECOMMENDATION 6 The Texas Department of Mental Heelth and Mental

Retardation must initiate data collectior to determine the number of indi-
viduals in the various priority groups as a basis for service planning.

RECOMMENDATION 7 The TDMHMR budgeting, funding, and expenditure process,

including the awarding of service contracts, must be tied directly to the

provision of services tc priority populations.
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CHAPTER 4

SERVICES

The Legislative Oversight Committee on Mental Health and Mental
Retardation examined extensively the arena of services for mentally ill ard
substance-abusive persons and makes recommendations in several areas:

- 1identification of necessary services,

- 1implementation of screening and emergency services,

- implementation of case management progrars,

- discharge planning,

- delineation of roles of state hospitals and community-
based providers, and

- 1issues related to coordination with other agencies.

Identification of Necesszry Services

Table 6 is a matrix of service activities which form the foundation of
resources and services that are available to the priority populations identi-
fied previously. (The glossary in Appendix B contains a set of definitions
of the terms used describing these services.) Some services are historically
hospital-based. Others are community-based or could be made available either
in a hospital setting or ir the community. The matrix is a useful way of
identifying services in varying combinations which must be provided to
address the needs of the identified individuals.

[Insert Table 6 about here]
Although the Committee recognizes that compliance with the provisions of

settlement agreements must be the immediate priority of TDMHMR, long-term
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changes in the service delivery system are needed. The recommendations in
this chapter constitute the core changes needed to implement a revised system

of service of service delivery.

RECOMMENDATION 8 The Texas Department of Mental Health and Mentel

Retardation must insure that appropriate services are implemented for each
priority group. To accomplish this, a plan for incremental implementat:ior.,

and for a redirection of funds will be necessary.

Screening/Emergency Services

Two kinds of services are identified in Table 6 as essential for all
priority populations: screening and emergency services. The consensus of

the Committee is that the first dollar spent for mer.tal health services must

be allocated to the development anc implementation of screenirg and emergency

services.

The Committee makes the following observations regarding existing
screening and emergency services: (1) they operate too often on a Monday-
through-Friday basis; (2) too often state hospitals are used as a substitute
for community-based screening; (3) contracts with private providers should
be considered an option; and (4) often in rural areas few services are
available tc support screening.

A study of the mental health screening and emergency services available
throughout Texas was undertaken at the Committee's request by
Dr. William Rago, of TDMHMR, to determine the availability of emergency
services in various Texas communities. Surveys were sent to each of the 6
Mental Health Authorities. Responses were obtained from 56 in time tc be

included in this report.
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Respondents were asked to indicate, among other items, their level of effort
in providing the following kinds of emergency services:

- emergency telephone services,
- face-to-face emergency intervention, and

- 24-hour emergency residential treatmert.

TABLE 7

AVAILABILITY OF EMERGENCY SERVICES
By Type of Service, Weekday or Weekend, and Type of Provider

24-Hour Emergency
Emerger.cy Emergency Residertial
Telephone Face-to-Face Admission
Mon- Weekend Mon- Weekend Mon- |Weekend
Fri Fri Fri

MH Authority
Community 23 24 9 9 20 21
MHMR Center

MH Authority

Qutreach

Center of 4 6 4 4 9 S
State

Hospital

Totals 27 30 13 13 29 3¢

Table 7 shows the rumber of service areas in which these kinds of
emergency services are offered. The results are described, separating those
services by service area in which the Mental Health Authority is a Communitvy
MHMR Center from those in which the Mental Health Authority is an OQutreach
center of a state hospital. 27 of the 60 service areas (45%) have 24-hour
emergency telephone services during the week. 30 service areas (50%) have
this capability on weekends. In 13 service areas (21.6%) emergency face-

to-face intervention can be obtained. Admissions to emergency residential
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treatment can be obtained in 20 of the service areas during the week (33.3%)
and ir 21 (35%) on weekends.

0f the respondents, 47 (77.1%) indicated having a mutually agreed upon
policy with local police, sheriffs, and judges for handling emergency sit-
uations.

Table 8 shows the ways in which respondents handle emergency cases

during evening hours and weekends.

TABLE 8

TYPES CF RESPONSES TO EVENING AND WEEKEND EMERGENCIES

Type of Response Centers Outreach
Staff persor. on dutyv/ptysician backup 5 2
Staff person on call 14 20
24-hour crisis hotline/message 1 0
24-hour crisis hotline/volunteers 6 1
Other 3 17
Combination of two or more ] 1

As indicated by the data, there currently exists a wide variety in the
capability of mental health authorities to provide emergency services and in

the kinds of services offered.

RECOMMENDATION 9 The Texas Department of Mental Health ané Mental

Retardatior must assure that people within each service area have access to
(1) 24-hour emergency screening ard rapid stabilization services;
(2) crisis hospitalization; (3) initial assessment performed in the commu-
nity, with that assessment including the development of a multi-disciplinary

treatment plan.
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RECOMMENDATION 10 TDMHMR's funding to a service area must be contingent upon

certification of the availability of screening/emergency services or the
inclusion of such services within the budget of the funds being allocated.

RECOMMENDATION 11 For persons not charged with a criminal offense, jails are

not acceptable holding facilities. Appropriate alternatives for mental
health crisis stabilization and substance abuse detoxification must be
developed.

RECOMMENDATION 12 Each Designated Provider6 must coordinate the provision of

services with other agencies concerned with the care and treatment of indi-

vicduals with drug or alcohol problems.

Case Management

Case management is a system in which a singly accountable individuzl
insures that the client has access to and receives all resources and services

which can help achieve his/her optimal level of functioning. The Committee

supports the initiatives of TDMHMR to implement Case Management as a funde-

mental method for delivery of services:

1. to enhance the natural support system and to provide continuity of care,
continuing service responsibility, overall program coordination, and
linkage to the services of other agencies for persons with mental
illness or mental retardation;

2. to establish responsibility and accountability for identified individuals
in the service delivery system;

3. to provide clients with a single point of accountability ir the service
delivery system;

4., to implement recommendations made by the treatment personnel;

5. to provide transportation and other direct services.

6 defined in Glossary (Appendix B)
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Case management is required for the following clients:

- those having serious mental illness;

- those having lorg lasting mental illness;

- those having little or no natural support system;

- those havirg multiple service needs.

It must be the responsitility of the Designated Provider to assure that
case management 1is available as an integral part of the community service

system. Case managers for patients in hospitals should be based in thLe

comrunity.

It must be the responsibility of TDMHMR to include within their progrer
aucdit a review of the following case management standards:

1. service availability and accessibility: case management ser-
vices must be available 24-hours per day;

2. cliert accountability: individuals are assigned to case
management according to established criteria for inclusion in
target groups;

3. client individuality: a comprehensive face-to-face community-
based intake ancd comprehensive treatment plan must be developed
within 30 days; case managers nmust participate in ané contrib-
ute to the development of this treatment plan;

4, service responsiveness: case management assessment must be
completed within sever days and an initiation date set for
service with case management level assigned;

5. client advocacy: case manager must list problems and their
severity, what services have been provided and reason(s) that
applicable services have not been provided;

6. service continuity and coordination: case load should not be
more than 40 clients per worker, and case managers should
function according to established job descriptionms.

Case management is most successful when appropriate direct services are

available; however, in areas where services are limited, case management can

maximize existing services as well as identify needs for additional services.
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RECOMMENDATION 13 Having assured the availability of screening and emergency

services, TDMHMR shall contract, using existing funds, with each Designated
Provider to make case management services available in each service area.

RECOMMENDATION 14 The definition, standards and job descriptions as devel-

oped by the Task Force on Case Management shall serve as self-monitoring

tools ard TDMHMR auditing instruments.

Discharge Plarning

Many mentally ill perscns require some period of hospitalization as part
of their cverall needs. For some patients a hospital stay should be followed
by ongoing support, treatment and services.

The decision to discharge a patient from the hospital must be based on
several considerations, including their medical and legal status and their
potential for community return. The Committee acknowledges that there
currently exists an insufficient number of community-based services to meet
the needs of all indivicduals being discharged. The development of apprcpri-
ate- community resources and the methods to insure client access to them must

be encouraged.

RECOMMENDATION 15 The Legislature should amend the Mental Health and Mental

Retardation Act (Article 5547-201 et seq., V.T.C.S.) to strengthen the
requirement for the Texas Department of Mental Health and Mental Retardation
to have a discharge plan for every patient leaving the hospital. This
discharge plan must include the assignmert of a case manager when appropriate
and a description of the appropriate community-based services which have been

obtained for the individual.

40



Functions of the State Hospitals and Commurity Centers in Providing Public

Mental Fealth Services

The identification of priority populations and the appropriaste services
to meet their needs clearly points the way to a substantially community-based
system of care. A major area of concern regarding this is the delineation of
the rcles of state hospitals and community centers.

[Insert TABLE 9 about here]

Table 9 shows the relationship between the services which meet the needs of
priority populations and the appropriate providers of these services.
Theoretically ary service provided by a state hospital could be provided in
the community if appropriate resources were made avajlable. While a trend
toward providing community services exists and is favored for the majority cf
the population, the Committee recognizes the continuing need for some in-
patient hospitalization services. Inpatient hospitalizestion for either
conditions of dangerousness or dependency should be considered necessary only
for the length of time of the "episode of dangerousness or dependency”.

Clients can be expected to move back and forth between priority levels.
Screening and case management services can anticipate this movement and
assist clients with the transitions. Screening and case management are the

.

"glue" which holds the system together at the level of the client/patient.

RECOMMENDATION 16 The Texas Department of Mental Health and Mental

Retardation must, as part of a comprehensive strategic planning process,
initiate a plan for the future role of state hospitals, with consideration of

size, function, and specialization. This plan must include criteria for

phasing out uneconomical and unneeded beds.
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RECOMMENDATION 17 The Mental Health Code Committee should investigate

revisions of the Code which would increase appropriate utilization of commit-
ments to community-based services in lieu of commitments to hospitals.

RECOMMENDATION 18 The Texas Department of Mental Health and Mentel

Retardation should initiate respite services for the natural support syster

of people who are mentally ill.

Coordination VWith Other Agercies

Many of the needs of mentally ill persons are the same as those of other
persons in the population. To support normalization, wherever possitle
"generic” services should be made available to clients of the TDMHMR services
system. Table 10 is a matrix describing those essential services which
should be the responsibility of non-mentzl health providers, with indication
of availebility.

[Insert TABLE 1C about here]

In reviewing Table 10, it becomes clear that barriers beycnd the direct
control of TDMHMR exist to the availability of services. These include:

- means tests,

- the lack of consistent availability of services in all pa}ts of
the state, and

- the temporary nature of some services which mentally ill persons
need to have on an ongoing basis.

RECOMMENDATION 19 The Texas Department of Mental Health and Mental

Retardation must insure that regional needs assessments include information
about the availability of services of public and private agencies, their
eligibility requirements, location, and other factors, and that regicnal

planning for services include input from public and private providers beyond

the TDMHMR service delivery system.
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TABLE 10

SERVICFS AVAILABILITY SCHEDUTF
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CHAPTER 5

COMMUNITY RESIDENTIAL ALTERNATIVES

The zvailability of appropriate residential services is a major factor
in the development and implementation of a substantially communitv-based
system of care. One obstacle in planning a community-based svstem of care is
the lack of information about what services are available. The Mental Health
Associatior in Texas, on behalf of the Legislative Oversight Committee on
Mental Health and Mental Fetardation, commissioned the firm of Health
Consulting to study the availability of residential alternatives and the
issues relating to program deveiopment. The study in its entirety is con-
tained ir Volume II, but several of the findings and recommendatiorns of the

study that are bereficial to this report are included in this chapter.

Survey Findings: Program Characteristics

352 resicential programs were initially located. 33 of these progrars
either no longer existed cr did not take in residerts who have a -history of
mental illness. Of the remaining 319 programs:

- complete data was obtained on 205 programs,

- partial data on 80 programs,

- 25 programs were uncooperative, and

- 9 preograms were cooperative but their data arrived too late for
inclusion in the study, was lost in the mail, or was misplaced.

Thus complete or partial data was obtained for 285 programs.
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Survey Findings: Program Type

TABLE 11

TOTAL NUMBER OF PROCRAMS

Type of Program Number Percent
Supervised Apartments 19 6.6
Unsupervised Apartments 7 2.8
Fairweather Lodges 11 3.8
Foster Care Programs 11 3.8
Halfwav Houses 39 13.6
Personal Care Homes in Nursing Homes 36 12.6
Freestanding Persocnal Care Homes 26 9.1
Respite Care Programs 3 1.1
Room and Board Facilities 65 22.7
Supervisec Group Homes 32 11.3
Residentisl Treatment Centers 20 7.0
Unknown 13 4,5
Other _3 1.0

TOTAL 285 100.0

Table 11 reports the type of program reported by respondents. Program
which traditionally offer "caretaking” or custodiezl services (room and board
facilities, persoral care homes, and shelters, and single room occupancy
facilities such as hotels and motels catering to the mentally ill and dis-
abled) accourted for 48.9% of all programs. Therapeutic and rehabilitative

programs serving adults accounted for 30.8% of all programs.

46




Survey Findings: Program Size

TABLE 12

BED CAPACITY BY TYPE OF PROGRAM

Supervised Apartments
Unsupervised Apartments
Fairweather Lodges

Foster Care Programs

Halfway Houses

Nursing Homes 1
Personal Care Homes

Respite Care Programs

Room and Board Programs
Supervised Group Homes
Residerntial Treatment Centers
Others

QOO ODODOODODOO

.

WO WN = WO~ W
STV WOLSIPOVWLDVO O

MEAN FOR ALl PROGRAMS 40.5

Table 12 identifies the bed capacity various of types of programs. The
size of a program can also be used to determine how "normalizing” a prograr
is for the residents. The smaller the program, the less obvious it is to the
community. Foster care and both types of apartment programs generally had
two-to-four clients per unit. Respite care and Fairweather lodges were also
small with fewer than 12 residents in each program. (One Fairweather progranm
has more than twelve residents in one home.) Halfway houses, free-standirg
personal care homes, supervised group home and room and board facilities had
a mean size of 20-to-37 residents. However, a number of room and board homes
are as small as seven or eight residents. Personal care homes and the

"Other" category were quite large in size, averaging near 10C residents each.
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Survev Findings: Number of Residential Slots Available

TABLE 13

BEDS CURRENTLY AVAILABIE
by
Type of Program

Occupied Known
Total Total by MH Enpty Knowr:
Type of Program Beds  Occupied clients Beds Vacancies
Supervised Apartments 683 619 363 62 9.07%
Unsupervised Apartments 137 121 94 15 10.9%
Fairweather Lodges 248 194 194 46 18.5%
Foster Care Programs 142 103 66 39 27.0%
Halfway Houses 782 618 356 176 22.5%
Personal Care Homes in
Nursing Homes 2,939 1,587 156 406 13.8%
Personal Care Homes 898 634 237 99 11.0%
Respite Care Programs 39 23 15 16 41.0%
Room and Board Homes 1,2¢2 878 538 283 21.9%
Supervised Group Homes 1,066 881 401 129 12.0%
Residential Treatment
Centers 981 747 515 191 12.0%
Unknown 1,382 n/a n/a n/a n/a
Other 59 55 _45 _4 6.7%
TOTALS 10,648 6,460 2,980 1,466 13.76%

Tatle 13 shows the number of available residential slots. The located
programs which will accept people with a history of mental illness repecrt a
total of 10,648 residential slots. 2,980 residents with a known history cf
mental illness were reported as being served in the residential programs.
The percent of average beds filled by mentally ill people ranged from 100% in
the Fairweather Lodge program to 10.8% in personal care homes located in
nursing homes. Over 1,466 empty residential slots were reported. The mean
vacancy rates varied from 6.7% of beds in the "Other” category (crisis care
and diagnostic centers) to 41%Z in respite care programs, with an overall

13.76 reported vacancy rate. Six of the program types reported mean vacancy
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rates of below 15% while seven reported mear vacancy rates of over 187,
Since only a little over half of the programs reported their vacancies, the
number of empty slots should be viewed as the minimum number of vacancies.
Table 13 reports the total beds, occupied beds, beds occupied by persons with
a known history of mental illness and the percent of vacant residential

slots.

Survey Findings: Residential Beds Available by Mental Health Service Area

0f the 60 Mental Health Service Areas of the Texas Department of Mental
Health and Mental Retardation, 40 have residential bedes available that will
accept residents with a history of mental illness. 16 services areas with a
population base of 1,050,000 people have no residential beds available. Two
service areas had no data available other than bed capacity for the residen-
tial programs in their area and two additional areas currently had no mertal-
ly ill clients in the residential programs located. The range of residential
slots available per 100,000 population in the 60 service areas was 0 to a
high of 95.98. Half of the top ranking service areas have commurnity mental
health and mental retardation centers as the service authority. 14 state
hospitals, two state centers, and three mental health and mental retardation
service areas have no residential services available for adult mentally ill
persons. Of these only one of the mental health mental retardation service
areas have residential services available for children and adolescents who

are emotionally disturbed.
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Survey Findings: Costs Per Day

TABLE 14
AVERAGE COST PER DAY PER RESIDENT

by Type of Program

Fairweather Lodges $15.01
Unsupervised Apartments 18.67
Foster Care Programs 21.85
Roozx and Board Facilities 21.87
Supervised Apartments 23.83
Respite Care Programs 27.66
Unknown 28.57
Personal Care Homes 28,58
Nursing Homes 29,51
Halfway Houses 32.45
Supervised Grcoup Homes 44,48
Residential Treatment Centers 76.79
Other 203.53

Costs per day of residential services varied from "free" to $365 a day,
with the mean cost per day being $44. Three clusters of costs per type of
program are evident. Supervised group homes, residential treatment centers,
and "Other"” ccst more than $44 a day. Halfway hcuses, personal care homes of
both types and respite care programs costs between $27 and $33 a dav. Apart-
merit programs, Fairweather lodges, foster care programs, and room and bcard
facilities were the lowest cost programs with a mean of between $15 and $24 a

day.

DISCUSSION O SURVEY FINDINGS

Program Type, Licensure, and Certification

One of the major issues that evelved was licensure and certification.

The types of services offered, client characteristics and staffing patterns,

appeared only partially related to the type of licensure a program hacd cr to
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the classification the program viewed itself as being. Telephone intervews
suggested that programs tend to become certified or licensed primarily if it
means being eligible to receive additional funds from governmental agerncies.
A major exception to this was private therapeutic programs that have a strong
commitment to quality and use certification for marketing purposes.,

A major gap in types of licensures appears to exist. Many boarcirg
homes providers, particularly in East Texas, feel they are being pressured by
the Texas Department of FKealth to become licensed as personal care homes,
which to most would be at a considerzble expense. At the same time the
boarding homes are being encouraged by the mental health agenrcies to develop
additional boarding homes. The Department of Human Resources has a limit on
the number of supervised living slots it can pav for in personal care hcormes
and therefore most provicders feel they cannot recoup the extra funds neecded
to meet home licensure. Alsc a number of personal care homes and boarding
homes report that the Department of Health discourages them from taking
mentally ill clients, stating that they are not properly trained to treat the
mentally ill. Jt is clear that some sclutions need to be reached or the
better boarding homes will have to go out of business or become more formel
"health care facilities” which is not necessary to meet the needs of the
long-tern chronic mental patients who no longer need the support and
structure of the hospital but do not have an appropriate place to live and

learn community skills.
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RECOMMENDATION 20 The Legislature should establish a certification authority

for small congregate living facilities that offer a safe home-like envircr-
ment and are permitted to offer training and support in daily living skills,
including medication "monitoring”. These "enhanced boarding homes” would

require ccnsultation and support from the Designated Prcvider.

Lack of Residential Programs

A variety of studies have concluded that a large number of mentally
isabled adults are inadequately or inappropriately housed or are homeless.
A conservative estimate is that one-tenth of the chronically mentally 111 are
in need of community residential services. In Texas that would be approxi-
mately 14,0CC people or 11,000 more residential beds than are now available.
Dr. Steve Leff of the Human Service Research Institute 1in Cambridge
Massachusetts has developed a "Production Management Model” for projecting
community support services for the long-term mentally ill. His work in
Nebraska, Connecticut and Iowa clearly demonstrate that any strategy which
aims at increasing the level of functioning of the lorg-~term mentally ill
will always result in an incremental need for community residential progracs.
If public policy is content to offer custodial services then a lower housing
figure that is stagnant can be reached. This figure of 11,000 additional
beds, ever though conservative, sounds frighteningly high and one would
immediately ask, if that is the case then why are there so few existing

community-based beds?

The maijor problems in meeting housing needs appear to be:

1. A lack of clearly defined rcles as to who has historically
been and who currently should be responsible for develeping
ancd providing housing for this population.



2. A lack of financing sources for the development of housing

3. A lack of knowledge about state of the art residential pro-
grams on which to model.

4. A lack of clear technical assistance to public and privete
agencies who could develop housing programs - such assistance
should include funding mecharisms, program development, commu-
nity resistance, zoning and licensure issues.

5. A lack of effective advocacy at the local, state, and national
levels to encourage financing, legislation, zoring changes and
community acceptance.

RECOMMENDATION 21 The Texas Department of Mental Health and Mental

Retardation and the legislature must continue to develop incentives for

community-based residertial programs, both public and private.

Costs anc Funding

There is currently little or no way to finance residential services
other than through state funding mechanisms, Social Security benefits,
Section 8 funds of F.U.D., anc direct family payments. Private insurance
rarely, if ever, will reimburse families for residential care of a mentaily
ill persor.. It is important to note in this study it was fourd that those
that were more rehabilitative, most normalizing, and offering the mest client
cortrol were also the lower cost programs. Apartment programs, foster care,
and Fairweather lodges are significantly cheaper and more rehabilitative to
the long-term mentally ill than are more expensive, clinical model programs.
They also tend to be less expensive than most custodial programs and are less
visible to the communitvy and thus offer more comnunity integration and
acceptance. It should alsc be noted that less than one-third of the progrars
reporting in the survey had contracts with state agencies for financial
assistance. It would appear that most state agencies that serve the "dis-

abled” do not view the mentally ill as such.
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RECOMMENDATION 22 The Texas Department of Mental Health and Mental

Retardation must establish a goal of 60 community residential beds per
100,000 population.

RECOMMENDATION 23 The Texas Department of Mental Health and Mental

Retardation and the State Board of Insurance must work with the insurance
industry to develop a plan for reimbursement of the expenses for rehabtilita-
tive residential care in lieu of more costly alternatives.

RECCMMENDATION 24  The Texas Department of Mental Health and Mentel

Retardation, the Department of Human Resources, the Texas Education Agencyv,
and the Texas Rehabilitation Commissien must develop a specific plarn of
action to determine how resources from Title XIX, Title XX, and the
Vocational Rehabilitation Act could be more effectively utilized to assist

the mentally disabled.
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CHAPTER 6

PLANNING

Systematic long-range planning and shorter-term more specific tactical
planning are esserntial elements in the design and implementation of a respon-
sive, efficiert, and cost-effective service deliverv system, particularly one
the size of TDMHMR. Without such a fermal strategic plan, whkich is regularly
updated and on which short term tactical and planning is based, services tend
to be developed anc¢ operated at less than optimal levels, with resulting
gaps, overlaps, and duplications. Planning for mental health services must
be considered at three levels although each is a part of the contiruum of the
mental health service delivery system: system-wide planning, regional or
comzurnity planning, and individual client planning.

System-Vide Plarning

Although there is a state plan for the use of federal block grant funds
as prescribed in The Omnibus Reconciliation Act of 1982, there is currently
no long-range operational plan for the delivery of mertal health services ir
Texas. Unless such a plan is developed, updated regularly, and appropriately
integrated with budget requests, the delivery system will lack cchesion arnd
continuity and will be subject to inadequate funding based on a lack of
understanding of the consequences of budget and appropriation decisions by

both the Department and the Legislature. There currently exists only a

fragmented understanding of the need for mental health -services in Texas and
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of the resources available to meet these needs. A comprehensive needs
assessment and inventory effort is therefore a crucial part of this svstem

plan.

RECOMMENDATION 25 The Texas Department of Mental Health and Mertal

Retardation must initiate a long-range strategic plan of at least six years'
length. The plan should be completed by August 31, 1985 and should be
updated every two years. Funding for the 1988-89 biennium should be based on
a tactical plar derived from this lorg-range plan. A comprehensive rncecs
assessment and resocurce inventory must be undertaker as a part of this plan.
The biennial budget should be based on the results of this process with botth
new program funding and certiruation funding based on demonstrated needs.

RECOM/ENDATION 26 The Office of Strategic Plarning of the Texas Department

of Mental Health and Mental Retardation should undertake development of the
six-year plan described in Recomrerdation 28. Adequate and appropriate staff
must be available to plan and assess the outcomes of programs desigred to
meet the needs of clients in the priority populations previously identified.
Without being excessively prescriptive, the Comnittee recommends the inclu-
sion of individuals with special expertise in sociology, economics, epidem-
iology, and data analysis within this planning staff.

RECOMMENDATION 27 The Texas Department of Mental Health and Mental

Retardation must insure that the 'senior administrative staff responsible for
service delivery at the system, regional, or community level receive the
necessary support for their indivicdual planning efforts from the TDMEMR
planning staff. This support must include current literature reviews and
timely needs assessment information, as well as appropriately organized

planning documents and forms.
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RECOMMENDATION 28 An information data base appropriate to this planring

effort should be developed and maintained by the TDMHMR Cffice of Strategic
Planning to assure timely access to current and historical needs and resource
information.

RECOMMENDATION 29 The Texas Department o¢f Mental Health and Mentezl

Retardation must insure that information related to reeds and resources is
maintained in a way that makes it accessible for tactical planning by botkh
public and private service providers.

RECOMMENDATION 30 The Texas Department of Mental Health and Mental

Reterdation must insure that, at minimum, the following elements are included
in this long-range planning effort:
A. Quartifiable output and outcome indicators must be identified.

B. The plan must include
1) identification of priority pecpulations,
2) identification of the mirimum array of necessary services,
and
3) a descriptiorn of the appropriate use of facilities.

C. Every two years, assessment of the progress made toward
achieving the goals icdertified in the plan must be undertaken
as a part of the budget preparation process.

D. Biennial budget requests must be directly tied to the long-
range plan.

E. All stzges of the long-range planning activities of the
Department must be accomplished with the oversight of a citi-
zens planning advisory council.

RECOMMENDATION 31 The Committee acknowledges that funding for services is a

prerogative exercised by the Legislature every two vears and the plan must bhe
modified to conform to this reality. The Texas Department of Mental Health
and Mental Retardation must initjate regular updates of the plans preceding a
biennium to identify quantifjed increments of movement toward long-term goals

and to reassess the impact of the prior budgeting process.
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Regional or Community Planning

The size and diversity of the State of Texas requires that the general
goals and directions provided by a svetem-wide plan be translated at the
regional or community level into more specific plans for availability,
delivery, coordination and funding of services. This step is imperative if
individual clients in that region or community are to have access to at least
the minimum array of services previously described. The regiona. or communi-
ty plan must relate to the goals, objectives, and timetables of the statewicde

long-range plan.

RECOMMENDATION 32 Regional and community planning must be undertaken and

should be under the general direction and enjoy the support of TDMRM's

\

Office of Strategic Planning.

RECOMMENDATION 33 Uniform data collection in all regions should be imple-

mented to provide an accurate assessment of client needs and the array of
services available. The Texas Department of Mental Health and Mental
Retardation should be responsible for the development of approprizte data
collection tools and for assisting regions and communities in this data
recovery and must insure that at the regional level provisions are made for
the input to and from the system plarning group and those individuals
responsible for individual client planning.

RECOMMENDATION 34 Planning at the regional/community level should address

the coordination of efforts among mental health, alcohol and substance abuse,

and other service workers in providing client services.

Individual Client Planring or Case Management

. The true measure of the effectiveness of the mental health system is its
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ability to provide needed services to the individual client particularly when
those needs are complex and extend over a relatively long period of time.
Therefore, planning efforts directed at the individual client are integral
parts of the overall plarring effort and are most appropriately coordirzted
by well-trained case managers provided direction by the system-wide and
regional plans. Case management is discussed more thoroughly in Chapter 4 of

this report.
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CHAPTET 7

MANAGEMENT

There is concern among the Legislative Oversight Committee on Mental
Health and Mental Retardation that what we call the "mental health syster”
functions with neither the coordination nor accountability necessary to be
truly described as a system. The entire management svstem of the Texas
Department oi Mertal Health and Mental Retardation should be directed toward
delivery of a coordirated, integrated arrey of services to priority clients.
Recommendations are made in the following areas: 1) building a coherent
svstem of service delivery, 2) the regions, 3) personnel recruitment ard

training, 4) interagercy coordination and 5) data needs.

Buiiding a Coherent System of Service Delivery

In order to develop a system of service delivery which operates effec-
tively and efficiently, conscious effort at system development must be
undertaken. Policies must be implemented which clarify roles and respon-
sibilities and which balance accountability and local autonomy. Since the
enactment of the Mental Health and Mental Retardation Act in 1965, state
responsibility and funding levels within the mental health delivery svstem

have consistently increased. State controls must be augmented accordingly.
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RECOMMENDATION 35 Modify appropriate sections of the Mental Health and

Mental Retardation Act (Article 5547-201 et seq. V.T.C.S.) to give authority
to the Texas Department of Mental Health and Mental Retardation to select
among candidates for Designated Providers, with selection based on past
performance and/or capacity to deliver required services to priority popu-
lations, ss determined by the TDMHMR Board.

RECOMMENDATION 36 Modify appropriate sections of the Mental Hezlth and

Mental Retardztion Act (Article 5547-204 V.T.C.S.) to replace the grants-in-
aid program with legally bindirg contracts for services between the Texas
Departmerit of Mental Health and Merntal Retardation and community-bzsed
service providers. These contracts should include the kinds of services to
be developed, designation of priority populations, expected performance
stancards and ocutcome measures.

RECOMMENDATION 37 The Commissicner of the Texas Department of Mental Health

and Mental Retardation should be required to withhold funds from a Designated
Provider when the terms of a contract are not met.

RECOMMENDATION 38 The Texas Department of Mental Health and Mental

Petardatiorn must give equal emphasis and recognition to the state mental
hospitals' community-based services and the community mental health and
mental retardation centers.

RECOMMENDATION 39 The Texas Department of Mental Health anéd Mental

Retardation must retain the option of contracting for services with another
provider in a Service Area if the community mental health and mental retar-
dation center is not responsive to state policy direction or is not perform-

ing in a satisfactory manrer.
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The Regions

In order to build a system for the delivery of mental health services which
is consistent with the mission and responsibilities of the Department and
also responsive to regional differences, to local situations, and, ultimzte-
ly, to client needs, a clear delineation of lines of authority and division
of labor must be implemented. Strengthening of regionalization is an ikprr-
tant element. TDMHMK has divided the state into five administrative regions.

The followirg recommendations relate to the regionalization effort.

RECOMMENDATION 40 Modify appropriate sections of the Mental Health and

Mental Retardation Act (Article 5547-201 et seq., V.T.C.S.) to require that
community mental health and mental retardatior centers develop policies which
are not in conflict with policies developed by the Board of the Texes
Department of Mental Health and Mental Retardation.

RECOMMENDATION 41 The Texas Department of Mertal Health and Mental

Retardation must develop a svstem of accourtability at the regional level to
allow for funding to flow with the client pcpulation. This requires both
regional service planning and budget flexibility. The Department shculd,
therefore, inititate regional budget development. The Department should also
consider increasing the rumber of regions to facilitate accountability ard
communication. Thirdly, the Department should develop policies which enhance
regional planning and service coordination; examples may include:

- procedures to serve an individual outside the service area,

~ mechanisms to buy goods and services in a cost-effective manner,

- prompt response to crisis situations which require policy inter-
pretation.
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Personnel Recruitment and Training

The operation of Texas Departnert of Mental Health and Mental
Retardation requires well-trained, high-quality staff at all levels of the
system., Several recommendations are directed towards the goal of improving
the quality of staff, increasing the coordination among elements of the

system, and delineating roles and responsibilities more closely.

RECOMMENDATION 42 The Texas Department of Mental Health and Mental

Retardatior must implement a stancdardization of qualificetions for positions
throughout its system and must fill those positions with individuals who meet
the stated qualifications.

RECOMMENDATION 43 For keyv administrative positions (including Commissicner,

Deputy Commissioners, Assistant Deputy Commissicners, State Hospital Superin-
tendents, State Center Directors, Community MHMR Center Executive Directors),
the Texas Department of Mental Health and Mental Retardation must develop
more specifically defined jot descriptions with recuirements which balance
clinical/programmatic knowledge and demonstrated successful management
experience.

RECOMMENDATION 44 Mechanisms must be implemented which hold key administra-

tive personnel of the Texas Department of Mental Health and Mental
Retardation accountable for successful outcomes of their efforts, as well as
for appropriate process.

RECOMMENDATION 45 Executive Directors of community mental health and mental

retardation centers should be appointed by the center's Board of Trustees anc
confirmed by the TDMHMR Board.

RECOMMENDATION 46 Further study should be given to the costs of making state

benefits accessible to center staffs.
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Interagency Coordination

Meeting the needs of mentally ill Texans requires the coordinated effort
of many agencies and service providers. The following recommerdations relate

to strategies which should be undertaken to encourage coordination.

RECOMMENDATION 47 The Legislature should direct the appropriate officials of

the Texas Department of Mental Health and Mental Retardation, the Departrmert
of Human Resources and the Health Department to address the problems of
jurisdictional overlap and areas of ambiguous authority and to recommend
statutory changes as appropriate. Most urgently needed is resolution to the
problems of alternate care licensure and certification, funding, and

utilization described in Chapter 5.

The delivery of substance abuse services presents a particular challerge
from the standpoint of interagency coordination. Over 30% of the admissions
to state hospitals are of clients with substance abuse problems. Many of
these admissions are due to the lack of detoxification servicec within the
community. Most community-based residential programs, operated by the Texas
Cormission on Alcoholism and the Texas Department of Community Affairs,
require that a patient be detoxified prior to admission. The state hospitals
must therefore provide these residential services when local options for
detoxification are not available. A full range of community alternatives,
including detoxification, could result in reduced institutionalizatiocn, and

these alternatives must be implemented.
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RECOMMENDATION 48 The alcohol commitment law must be updated to make it

consistent with the Mental Health Code. The law should mandate screening of
alcohol commitments by the comrunity mental health centers.

RECOMMENDATION 49 Coorcdination among the Texas Department of Mental Kezlth

and Mental Retardation, the Texas Commission on Alcoholism, and the Texzs
Department of Community Affairs should be implemented which requires consis-
tent goal setting, coordination of programs and service funding, appropriate
referral mechanisms, the removal of unclear lines of authority, and corron
patient idertification which allows tracking of clients through the verious
programs funding by the three agencies.

RECOMMENDATION 50 The Texas Commission on Alcoholism must design a systen to

eliminate the admission of alcohol patients to state hospitals. Funding
should be providec to replicate these programs, initially in areas of highest
state hospital admission rates, and then expanded as rapidly as possible to
the balance to the state, in twc-year increments. These programs should be

developed jointly with local Designeted Providers.

Data Needs
Adequate data 1is a necessity for ar adequately planned and monitorec
service delivery system. There is concern that the current data management

syster Is neither adequate nor appropriate for the needs it should meet.
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RECOMMENDATION 51 The Texas Department of Mental Health and Mental

Retardation must implement a centralized system of current and historical
information on clients, services, and funds. This requires that community
mental health centers and other contract providers report information in &
manner consistent both in content and timeliness with other elemerts of the
svstem, This approach should allow the tracking of individual cliernts
through the total syster.

RECOMMENDATION 52 The Texas Department of Mental Health anéd Mental

Retardatior must implement a uniform cost-reporting system which includes

identification of standard units of service.
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CHAPTEER 8

FUNDING AND FISCAL ACCOUNTABIILITY

It is clear that in a time when demands on the mental health service
delivery system continue to increase, available funds are not keeping pace.
It is imperative that all available sources of funds be utilized and that
accountability for appropriated funds be increased. Recommendations in this
chapter relate to a variety of issues, including: 2) fiscal accountability of
community MHMRK centers, b) fee collection, c¢) county responsibility, and

d) third-party payments.

Fiscal Accountability of Communitv Mental Health Mental Retardation Centers

(CMHMRCs )
The importance of fiscal accountability of CMHMRCs cannot be over-
estimated. The amount cf state funding of community centers has increased

over time. Mechanisms of accountability must be in place regarding the use

of these funds.

RECOMMENDATION 53 Modify the Mental Health and Mental Retardation Act

(Article 5547-203 V.T.C.S.) to permit fiscal audits of CMHMRCs to be conduct-
ed in a more cost-effective way. Possible alternatives: a) fiscal audit by
TDMHMR, b) regional corntracting for auditing of several agencies by private

firms, or c) interagency agreement to audit cooperatively.



RECOMMENDATION 54 The Legislature should include in the TDMEME

Appropriations Bill language which reinforces the state's control over the
use by CMHMFCs of TDMHMR contract furds and funds used as match. Expendi-

tures of other local funds is the prerogative of the local Board of Trustees.

Fec Collection

A very real problem exists in the collection of fees for service by
CMHMRCs and state hospital outreach programs. According to a recent review
by the staff of the Legislative Budget Board, collections of patient fees
during FY '84 ranged from a low of .1% of total funding to a high of 16.1% of
total funding. The legislative Budget Board has recommended that fees should
be collected at the minimum level of 12% of the total agency budget, and to
encourage collection a program be established that would allow retention of
collections in excess of this amount.

The Legislative Oversight Committee agrees that a uniform fee collection
policy for the community centers must be implemented. However, the fee
collection should be tied to the assessed fees of the CMHMRC, rather thar. to
the overall center budget. This approack acknowledges that some client
groups, notably the poor and the long-term mentally ill, have a 1limited
ability to pay fees. By relating the collection policy to assessed fees, the

policy would not create a disincentive to serve these clients.

RECOMMENDATION 55 The Mental Health and Mental Retardation Act (Article

5547-203, V.T.C.S.) should be modified to reflect that unless the agency is
prohibited from fee collection by contracts with other agencies or by ancther

state law, all clients of CMHMRCs and outreach centers should be requested to

pay at least a nominal amount for services they receive.
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RECOMMENDATION 56 The Texas Department of Mental Health and Mental

Retardation must establish a uniform fee collection policy for community
mental health and mental retardation centers and state hospital outreach
programs that would increase local revenues. Implementation of the pclicy
should be monitored by TDMHMR Internal Audit staff.

RECOMMENDATION 57  TDMHMR Appropriations 1legislation should require fee

collection by CMIMRCs and outreach centers, at a level based on ar
appropriate percentage of their assessed fees.

RECOMMEIDATION 58 To facilitate collection by CMHMRCs, TDMFMR's claims

legislation must be reviewed to determine its applicability tec Centers.

RECOMMENDATION 59 The Committee urges enactment of the Legislative Budget

Board's recommendetions regarding ways to increase state hospitael col-
lections. The Legislature should consider an incertive syster allowing

retention by TDMHMR facilities of fee collections over a set amount.

Courtv Responsibility

A study by the Task Force on Indigent Health Care documents an existing
arbiguity in the law governing the role of Texas counties in the provision of
health care for the indigent population. This situation has an impact or
mental health services. Texas counties commonly support mental health
treatment either through the use of county hospitals or through the funding
of comrunity centers and outreach programs. However, there is a large
disparity among the counties in the level of support. The following tables
identify county contributions to the operation of community centers and state
hospital outreach programs.

{ INSERT TABLE 15 about here]

Table 15 shows the FY '84 county contributions to mental health and
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COUNTY
Cash
ALL §7,971,211
Anderson 0
Andrews 8,400
Angelina (S) 24,500
Aransas 0
Archer 1,000
Armstrong 94
Atasccsa 0
Austin 0
Bailey 2,021
**Bastrop 0
Bavlor 4,745
Bee 0
Bell 71,000
Bexar (H,S) -
Blanco 0
Borden 0
Bosgue 3,000
Bowie -
Brazoria 32,083
Brazos 5,00¢C
Brewster 0
Briscoe 571
Brooks 0
Brown -
Burleson 4,950
**Birnet 0
**Caldwell 0
Calhoun 2,436
Callahan 2,200
Carmeror (C) -
Camp 0
Carson 281
Cass -
Castro 2,371
**Chambers 10,635
**Cherokee (H) 0
Childress 0
Clay 500
Cochran 0
Cole 0
Coleman -
Collin 4,504
**Collingsworth 195
**Coloraco 0
Comal 0
Comancte 0
Concho 0
Cooke 0
Coryell 2,500
Cottle 0
Crane 0
Crockett 0
Crosby 0
Culberson 0
Dallam 0
Dallas 385,000
Dawson 7,719
Deaf Smith 4,760
Delta 0
Denton (S) 4,504
Dickens 4,330
Di-mit 0
Donley 179
Duval 0
DeWitt 4,000
Eastland -
Ector 26,163
Edwards
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COUNTY

Ellis
El Paso (C)

Erath
Falls
Fannin
**Fayette
Ficher
Flovd
Fcard
Fort Bend (S)
Franklin
Freestone
Frio
Gaines
Galveston
Garza
**Gillespie
Glasscock
Goliad
**Genzales
**Gray
Gravson
Gregg
Grirmes
Guacalupe
Hale
**Hall
Hamilton
Hansford
Herdeman
**Hardin
Harris
Harrison
Hertley
**Haskell
Havs
Hemphill
Hencerson
Hidalgo
Hill
Hocklev
Heod
Hopkins
Houston
Howard (H)

Hutchinson
Irion

Jack
Jackson
Jasper
Jeff Davis
Jefferson (C)
Jim Hoge
Jim Wells
Johnson
Jones
Karnes
Kaufran (H)
Kendall
Kenedy
Kent

Kerr (H)
Kimble
King
Kinney
Kleberg
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TABLE 15, Continued

COUNTY TAX DOLLARS APPROPRIATED
FOR TENAS MH AND MR SYFVICES

(FY 1964)
COUNTY MENTAL HEALTH MENTAL RETARDATION TOTA
Cacsh In-kind MH Total Cash In-Kind MR Total
Knox 2,751 0 2,751 0 0 0 IO
Lamar 0 69,770 69,770 0 0 0 6c, "
Larh 4,041 2,425 6,466 1,959 1,175 3,134 Q. 6
Lampasas 2,970 0 2,970 330 0 330 N
La Salle 0 0 0 0 0 n ~
Lavaca 1,150 0 1,150 5,000 0 5,000 €, 15"
**lee 0 7,380 7,380 1,500 12,500 14,000 2),38°
Leon 0 0 0 0 1,800 1,800 1,777
Liberty 34,375 0 34,375 0 0 0 36,278
Limestone (S) 4,887 0 4,887 0 0 0 A
Lipscomb 168 0 168 0 0 0 168
Live 0Oak 0 0 0 0 0 0 0
Llano 0 2,5C8 2,508 0 0 0 2,50¢
Leving 0 0 0 0 0 0 0
Lubbock (S) 39,000 0 39,000 0 0 ¢ 26, ¢rn
Lynn 0 0 0 0 0 0 ]
Madison 2,400 0 2,400 1,100 0 1,100 3,500
Marion 0 0 1,875 0 1,875 1,87¢
Martin 0 0 0 0 0 0 ¢
Mason 0 0 0 0 0 0 ]
Matacgorda 0 8,100 8,100 0 0 0 £, 107
Maverick 0 2,640 2,640 0 0 0 JELT
Medina 0 0 0 0 4,800 4,800 L,80"
Menard 0 0 0 0 0 ¢ ¢
Midland 27,363 18,000 45,363 27,363 27,963 72,70¢
Milam 1,620 42,480 44,100 180 4,720 4,900 49,000
Mills 0 0 0 0 0 0
Mitchell 3,350 6,700 10,050 0 0 0 1c,00°
Montague 1,226 2,324 3,550 0 0 0 2,580
Montgomery 98,076 15,000 113,078 0 0 0 113,°0°¢
Moore 3,485 0 3,LES 0 0 0 3,L65
Morris 0 0 0 0 0 0 c
Motley 381 0 381 184 0 184 8¢5
McCulloch - - - - - - 1,200
McLennan (H) 58,990 0 58,990 0 0 0 5&,0%¢
McMullen 0 0 0 0 0 0 9
Nacogdceches 8,245 0 8,245 8,245 0 8,245 1€,46C
Navarro 12,864 0 12,864 0 0 0 12,665
Newton 566 0 568 5,110 0 5,110 €, 678
Nolar. 12,025 4,433 16,458 0 0 0 16,458
Nueces (S) 129,15¢C 18,900 148,050 53,300 22,202 75,502 223,552
Ochiltree 6,103 0 6,103 0 0 0 6,103
Oldhanm 1,907 0 1,907 0 0 0 1,687
Orange 29,838 0 29,838 0 0 0 FAI
Palo Pinto 1,650 0 1,680 720 0 720 2,.70
Panola 2,750 0 2,750 ¢ 0 0 2,7¢"
Parker 9,100 0 9,100 3,9C0 0 3,900 13,07°°
Parrer 1,627 0 1,637 793 0 793 2,en
Pecos 14,432 0 14,432 14,432 0 14,432 28 ,F¢
Polk 4,923 0 4,923 4,923 0 4,973 9,60
Potter (C) 0 32,000 32,000 0 0 0 32,002
Presidio 0 0 0 0 0 0 Q
Rains 1,322 0 1,322 0 0 0 1,322
Randall 0 0 0 0 0 0 o
Reagan 0 0 0 0 0 0 0
Real 0 0 0 0 0 0 ¢
Red River 0 0 0 0 0 0 ¢
Reeves 6,219 0 6,219 0 6,555 6,555 12,774
Refugio 3,000 0 3,000 800 0 8ne 3,800
Roberts 0 0 0 0 0 0 0
Robertson 750 0 750 0 0 0 750
Rockwall 0 0 0 0 0 0 0
Runnels 0 0 0 0 0 0 0
Rusk 3,750 0 3,750 3,750 0 3,750 7.50¢C
Sabine 0 0 2,500 0 2,500 2,500
San Augustine 0 0 0 2,500 0 2,500 2,50¢
San Jacinto 1,643 0 1,643 2,464 0 2,464 4,007
San Patricio 0 17,603 17,603 0 0 0 17,601
San Saba - - - - - - 450
Schleicher 0 0 0 0 0 0 0
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TABLF. 15, Continued

COUNTY TAX DCLLAPS APPRATPIATED
FOR TENAS ME AND MR SERVICES
(FY 1984

COUNTY MEXNTAL HEALTH MENTAL RETARDATION
Cash In-kinc MH Total Cash In-Kind MR Total
Scurr 35,614 10,400 -¢,014 0 0 0
Shackelford 0 2,028 2,028 0 0 0
Shelby 3,080 0 3,080 1,320 0 1,320
Sherran 0 0 0 0 0 0
Srith 46,000 0 46,000 0 0 0
Somervell 4,620 0 4,620 1,96C 0 1,987
Starr 0 8,730 8,730 0 0 0
Stephens 0 4,056 4,056 0 0 0
Sterling 0 4 0 0 0 0
tonewall 2,750 0 2,759 0 0 0
Surton 0 0 0 0 0 0
**Swisher 3,L55 2,021 5,476 1,27 5,779 7,087
Tarrant (S) 463,713 0 463,713 61,182 0 61,187
Tavler (S) 23,625 0 23,625 49,374 0 49,374
Terrell 0 0 0 ] 0 0
Terry 17,464 7.00¢C 24,464 0 0 0
Throckmorton 0 0 0 0 0 0
Titus 6,840 0 6,840 0 0 0
Tom Green (S) 30,:C9 0 30,109 306,000 0 30,000
Travis (H, 2S5) 143,979 0 143,979 16,184 0 16,184
Trinity L,L58 0 4,458 495 0 LG5
Tvler 3,533 0 3,533 3,533 0 3,533
Ugshur 8,631 0 8,631 3,3€9 0 3,36¢
Upten 3,240 2,000 5,240 0 0 e
Ualde 0 0 0 0 0 0
Val Verde 0 0 0 0 18,480 18,486C
Van Zandt 12,00¢C c 12,000 0 0
Vicreria 16,009 0 16,000 4,000 0 4,000
Walker 27,500 0 27,500 0 0
Waller 0 1,009 1,009 0 0 0
Ward 28,213 16,40C Li,613 0 0 0
Washington (S) 10,000 0 16,000 1,000 0 1,000
Webb (C) 0 0 0 0 0
Wharten 0 7,260 7,26C 0 0 0
Wheeler 0 0 0 0 0 0
Wichita (H) 83,429 0 83,429 1,571 0 1,571
Wilbarger (H) 3,517 50,000 53,517 0 0 0
Villacy 0 0 0 0 0 0
**Williarmson 0 42,200 42,200 11,6C0 12,600 24,20¢C
Wilsen 0 0 0 0 6,C00 6,000
Winkler 0 0 0 0 4,000 4,000
Wice 0 6,205 6,295 0 0 0
Wood 14,000 0 14,000 0 0 0
Yoakum 0 0 0 0 0 0
**Yourp 15,450 123,000 138,450 4,200 2,0C0 6,200
Zapata 0 5,676 5.676 0 0 0
Zavala 0 0 0 0 0 -0
EXPIANATION OF CODES
* Indicates cash contributions without restrictions.

+ Indicates in-kind contributions made without restrictions.

**  Indicates a county governmrent which contributes funds to more than one
service provider; for example, an outreach program and a comruritv center
both receive some county funds.

H Indicates a county in which there is a state hospital.

c Indicates a county in which there is a state center.

S Indicates a county in which there is a state school.
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mental retardation services provided by community MHME centers and state
hospital outreach programs. Both cash contributions and in-kind contribu-
tions are indicated.

[INSERT TABLE 16 about here]

Table 16 aralyzes the county contributions based on population to
prcvide the per capita contributions of counties for FY '84. (Based on 19€2
populatior. estimates cdone by the Bureau of the Census.)

Tables 15 and 16 confirm the wide disparity between individusl county
contributions and the lack of a uniform understanding of the counties'’
responsibility to provice mental hezlth or mental retardation services for
those perscns residing within the county.

VWhen examining these tables several pecints need to be kept in rind.
These data represent only one of several sources of local funds, specifical-
ly, funds generated by county tax dollars. Irn the case of some community
centers, particularly those community centers serving urban populations, the
contributior from this source is relatively small compared to other local
sources.7 These tablec are useful for making comparisons of the level of
support across counties from a single source; they do not enumerate nor
compare contributiors from all sources of local funds. In addition, the data
presented are only for services provided by the TDMHMR system.

The contributions listed in the tables as well acs funds from other local

7 For example, Austin-Travis County MHMR Center received $160,163
county tax dollars in FY '84 and ¢687,18]1 from other local revenue. Among
the sources of other local revenue are contracts with the Texas Rehabilation
Commission, the Department of Human Resources, payments made under Medicaid
and Medicare, donations, interest, and income from the sheltered workshep
program.
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TABLE 16
FUNDS GENTRATFI RY COUNTY TAX DOLLARS PER CAPITA
FOR MH AND Mk SERVICES
IN TEXAS
(Pased on Actual FY 'B4 Figures)

COUNTY TOTAL COUNTY TrTAL
MH/ MR/  MH + VR/ MH/ MR/ MH < MR
PER PFR PZR PER PER 234
CAPITA CAPITA  CAPITA CAPITA CAPITE  CAPIT4
Anderson 2.03 .00 2.03 Fisher .00 .00 .00
Andrews 1.38 .00 1.38 Flovd .48 .23 L
Angelina (S) .36 .04 .40 Foard 3.36 .00 3.26
Aransas .00 .00 .00 Fort Bend (S) .08 .16 .24
Archer .69 .00 .69 Frankl:in .00 .00 .60
Armstrong .04 .00 .04 Freestone .00 .CC Nds
Atascosa .27 .00 .27 Frio .16 .00 L1¢
Austin .20 .00 .20 Gaines 1.04 .00 1.8
Bailev .51 .25 .76 Galveston .22 .10 .32
Bandera .06 .00 .oc Garca 1.76 en 1.7¢
* Bastrcp .31 .18 .49 * Gillestie .29 .11 L0
Baylor .91 9.62 10.52 Glasscock .00 .00 .0
Bee .22 .00 .22 Goliad .13 .c2 L1k
Bell .64 .65 1.29 * Gorzales .29 .64 Le2
Bexar (S, H) -.-- -.-- .10 * Grav .12 .21 k]
Blanco .00 .00 .00 Gravson .00 .00 .C2
Borden .00 .00 .00 Gregr .63 .24 JE7
Bosque .22 .00 .22 Grimes .52 .06 .5%
Bowie - -, .- .20 Guadalupe .09 .00 .09
Brazoria _ .18 .08 .26 Hale .20 .10 20
Brazos .04 .13 .17 * Hall 1.24 .00 1.2
Brewster .00 .00 .00 Harilton .55 .55 1.3¢
Brisoce .23 .11 .34 Hansford .20 .0C L2
Brocks .55 .04 .59 Hardeman 1]1.54 .00 11,52
Brown -, -- -.-- .0? * Hardin 1.60 .31 1.6
Burleson .34 .01 .35 Harris 2.06 .72 2.7F
* Burnet .28 .94 1.22 Barrison .21 L0 L€l
* Caldwell .36 .16 .52 Hartley .00 .00 re
Calhoun .11 .03 .14 * Hackell 3.29 .46 3.°¢
Callatar .19 .00 .19 Havs Lb2 ,00 G427
Carmeron (C) .- -.-- .08 Herphill .00 .0C L7
Cavr .00 .00 .00 Henderson 42 .00 L6l
Carson 03 .00 .03 Hidalgo .08 .02 10
Cass -.-- .- L1 Hill .12 .00 LY
Castro W45 .22 .67 Hocklev .00 .00 e
* Chambers .56 1.66 2.22 Hood .27 .12 )
* Cherokee (H) .00 .16 .16 Hopkins .53 .00 .53
Chiidress 74 .00 1.74 Houston .00 .28 LIF
Clay .38 .00 .38 Howard (H) .00 .00 e
_Cochran .00 .00 .00 Hudsoeth .00 .00 R
Cole .00 .00 .00 Hunt .07 .01 L(F
Coleman .11 .11 .22 Hutchinson .00 .00 .07
Collin .03 .00 .03 Irion .00 .0C .0
* Collingsworth .04 .11 .15 Jack .34 .00 L3
* Colorado .27 .82 1.09 Jackson .26 .12 L3¢
Comal .07 .00 .07 Jasper .17 .17 L34
Cormanche 1.07 .00 1.07 Jeff Davis .0C .00 .61
Concho .00 .00 .00 Jefferson (C) .88 .00 LEF
Cooke .00 .00 .00 Jim Hogg 1.57 .00 1.7
Corvell 1.07 .16 1,22 Jir Wells )| Q2 3:
~Cottle 21.43 L00 21,43 Johnson .10 .0r BE
Crane .Ne .00 .00 Jones .00 .00 e
Crockett .00 .00 .00 Karnes .32 .ne L32
Crosby .00 .00 .00 Kaufman (H) .00 .02 0%
Culberson .97 .00 .97 Kendall .oc .o .
Dallam .00 .00 .00 Kenedv .00 .0¢ L0
Dallas .23 .10 .33 Kent .00 .00 .o
Dawson .64 .00 .64 Kerr (H) .06 N -
Deaf Smith .23 .00 .23 Kimble .63 .00 €2
Delta .00 .00 .00 ¥ing L00 .00 N
Denton (S) .03 .00 .03 Kinnev .00 .00 LCr
De Witt .02 .06 .08 Klebere .93 U LG5
Dickens 1.31 .00 1.31 Knox .49 .00 L 4o
Dimrmit .00 .00 .00 Lamar 1.62 .00 1.¢62
Donley .04 .00 .04 Larb .35 .17 el
Duval 56 .07 .63 Lampasas .23 .02 L2¢
Eastland -.-- -.-- .06 La Salle .00 .00 .67
Ector .24 .19 .43 * Lavaca .06 .27 .33
Edwards .00 .00 .00 * Lee .54 1.02 1.5¢
Ellis .22 .00 .22 Leon 00 12 12_
El1 Paso (C) .- -, == .32 Libertv .69 L0 N
Erath 42 .J8 .60 Limestone (S) 24 .00 L2
Falls .00 .00 .00 Lipscerb .04 .00 L Ga
Fanrin .00 .00 .00 Live Oak .00 .00 .o¢
* Fayette .28 1.80 2.08 Llano .24 .00 L4
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TABLE 16, Continued
FUNDS GENERATED BY COUNTY TAX DOLLARS PER CAPITA
FOP. MH AND MR SERVICES
IN TEXAS
(Based on Actual FY '84 Figures)

UNTY TOTA COUNTY 70T
co ME/ MR/ MH + MR/ MH / MP./ ME . M
PER PER PF® PFR PEP .
CALPITA CAPITA CAPITA CAPI1TA CATTTA e
Lovine .00 .00 .00 ] San Augustine .00 .28 LIk
Lubbock (S? .18 .00 .18 San Jacintec .14 .21 .28
Lvrn .00 .00 .00 San Patricio .29 .0C Los
McCulloch -.-- -.-- L4 Sar Sa*a -.-- -.-- N
McLlennan (H) .34 .06 .34 Schleicher .00 .00 A
McMullen .00 .00 .00 Scurry 2.36 .00 2.%%
Madiscn .20 .10 .31 Stackelford .49 .CC LW
Marion .00 .18 .18 Shelby .13 .0€ Jle
Martin Ny .0C .00 Sterran .CO .Gl e
_Mason .00 .00 .00 Smith __ 34 W00 L
Matagorda .22 .00 .22 Somervell 1.10 W7 1.%7
Maverick .08 .00 .08 Starr .29 .09 .29
Medira .00 .20 .20 Stechers .37 Ndd .30
Merard .00 .00 .00 Sterling .0C .00 e
Midland L7 28 .75 Storewall 1.15 .0" 1.1¢
Milam 1.92 .21 2.13 Sutton .00 .en Lon
Mills .00 .0C .00 * Swisher R L7t 1.37
Mitchell 1.0€ .00 1.06 Tarrant (S) .50 .07 .87
Montague .19 .00 i Tavlor (S) .20 L2 .62
Mon:gerery .76__ L0076 [ | Terrell __  ____. .00 ____ ,06C  __ __,C0_
“Moore T T AT 60 .20 T Terry 1.62 .ece N3
Morris .00 .or .00 Throckmortoen .00 .oe L
Mctleyv .2 .10 .30 Titus .31 e .3
Nacogdoches .17 .17 L34 Ter Green (S) ik} .33 Lk
Navarre .35 .00 .35 Travis (P, 28) .32 LG4 L3F
Newten .04 .38 W42 Trirnity W43 .05 LB
Nolan .92 .00 .91 Tvler .22 .22 L&3
Nueces (S) .52 .27 .79 Upehur .28 .11 .39
Ochiltree .57 .00 .57 Ucton .99 .00 .q9
-0ldham .83 ,00 ., 83 Uvalde _ 00 00 I
Orange .34 .00 .34 Val Verde .00 .49 .40
Pale Pirto .07 .02 .08 Van Zardt .36 .on L3¢
Panola .13 .00 .13 Victoria .22 .05 .27
Parker .19 .08 .27 WValker .59 .00 .5¢
Parmer .15 .07 .22 Waller .08 .o0c .rs
Pecos .85 .85 1.70 Ward 2.79 .00 2.7%
Polk .19 .16 .38 Waskington (S) 42 L04 Lk
Potter (C) .31 dy .31 Webbh (C) .on .00 Nds
Presidio .00 .00 .on Whar-or .18 .0ec L
_Rains .25 .00 .25 Wteeler 000 L0 _..CT .
Randall .00 .on .00 Wichita (W) €6 .01 Lk
Reagar .00 .00 .00 Wilkarger (H) 3.28 .00 3.0¢6
Real .00 .00 .00 Willacy .oe .00 .0on
Red River .00 .00 .00 Williarmecon .49 .28 LTT
Reeves .37 .39 .76 Wilsen .00 .34 L3
Refugio .32 .09 D! Winkler .00 .35 .38
Roderts .00 .00 .60 Vise .22 .00 W22
Robertson .05 .00 .05 Wood .55 .00 .55
Reckwall .00 .00 .00 Yoakum .00 .00 Ndy
_Runnels _ .00 .GO .00 * Young 7.02 .31 7.232
Rusk - R 1] .25 .3L lanata .75 .0¢ )
Sabine .00 .28 .28 Zavala .00 .00 .60

* 1Indicates a county which contributes funds to more than one
service provider; for example, an outreach program and a
community center beth receive some countv funds,

H 1Indicates a county in which there is a state hospital.

C 1Indicates a county in which there is a state center.

S 1Indicates a courty in which there is a state school.
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sources are frequently directed to specific client groups and services. Ir
some cases &z substantial part of local funds come from contracts between
local agencies and the CMHMRCs for the provision of services to disparate
groups such as the aged, substance abusers, and probationers. Such arrange-
ments illustrate the enterprising spirit of centers in meeting local neeés
and generating local dollars. Expenditure of these funds by a center is
limited by local preference and expenditure must adhere to the conditions of
existing contracts. It carrot be assumed that centers would be able to
secure local dollers for the priority groups that have been outlined by the
Committee.

RECCMMENDATION 60 The Legislature through its appropriate standing commit-

tees should clarify state Jlaw regarding county legal responsibility for
medical care, including mental health care, for their indigent residents.

RECCMMENDATION 61 The Texas Department of Mental Health and Mentol

Retardation must clarify the issue of "countyv of residence” and the residents
rights to services and establish 2 policy regarding the avzilability of
services tc "non-residents”.

Thirc Party Payments

The importance of obtaining reimbursement for services from all appro-
priate providers is recognized. Medicaid extension may be the most cost-
effective way for this to occur for the indigent, but other third-parties

must also be evaluated and utilized whenever possible.

RECOMMENDATION 62 The Legislature or other appropriate entity must undertake

a study of optional services provided under the State Medicaid Program to

determine the potential savings to the state of providing certain mental

health services.
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CHAPTER 9

QUAILITY ASSURANCE

In addition to identifying populations that should be given priority and
the services that those populations require, Committee members examined the
issue of quality of care. The concept, "quality of care”, encompasses a
disparate group of standards ard goals relating to such issues as a safe and
adequate environment, a tear of health professionals to plan and implemert
indivicdualized treatment plans, medical management of patients, selection
criteria for hiring staff, and many others. Assessing the quality of care is
a difficult process because all aspects, both tangible and intangible, must
be taken into acccunt.

After reviewing a summary of the procedures and standards of the majior
standard-setting bodies involved in the assessment of hospitals and residen-
tial placements for the mentally retarded, the consensus of the Legislative
Oversight Committee was that collectively there exist adequate guidelines to
evaluate the quality of care. Although imperfect, these standards and
regulations represent a good effort at addressing a complex issue.

Thus, the provision of quality care is defined as "being in compliance
with all applicable standards and regulations”. The Legislative Oversight
Committee on MHMR offers recommendations related to several aspects of
quality assurance including program evaluation, clients rights, and access to

services and personnel.
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Program Evaluation

Implementation of many of the recommendations identified previously
result in a decentralized service delivery syster, when viewed from the
perspective location of services, auspices, and other factors. This in-
creased decentralization makes more imperative the requirement of a cen-
tralized approach to insuring that services are provided appropriately.
Services recipients and their families must have the assurance that they car
realistically expect to receive a uniformly high quality of care nc matter

what element of the service delivery system in which they are served.

RECOMMENDATION €3 The Legislature should modify the Mental Health and Mental

Retardation Act (Article 5547-203, V.T.C.S.) to allow for more cost-effective
mear.s of obtaining program audits for CMHMRCs, including interagency agree-
ments to audit cooperatively or to accept one anothers' audits.

RECCMMENDATION 64 The Texas Department of Mental Health and Mental

Retardation must develop standards of care and monitoring mechanisms which
insure consistent quality whether the service is provided by a Texas
Department of Mental Health and Mental Retardation facility or a contract
service provider.

RECOMMENDATION 65 The Texas Department of Mental Health and Mental

Retardation must prcvide direct quality assurance monitoring and evaluation.
This should not be delegated.

RECOMMENDATION 66 In designing a quality assurance system, the Texas

Department of Mental Health and Mental Retardation must identify outcome

measures and must insure that periormance evaluation encompasses both quality

and cost-effectiveness.
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RECOMMENDATION 67 The designation and/or redesigration of the Designated

Provider of mental health services for a Service Area must be based on per-

formance evaluation and capacity.

Clients Rights and Access to Services

Arn. zdditional element in assuring that high quality standards are mairn-
taired involves the appropriateness of services to the need of the individual

and the insurance that clients' rights are protected.

RECOMMENDATION 68 The Texas Department of Mental Health and Mental

Retardation must establish a mechanism to insure that the screening and
emergency services recommernded in Chapter 4 of this report are evailable arnd
accessible to clients throughcut the state.

RECOMMINDATION 69 The Texas Department of Mental Health and Mental

Retardation must require that needed services are accessible to the priority
populations.

RECOMMENDATION 7C The Texas Department of Mental Health and Mental

Retardatior must institute a well-publicized centralized telephone access for

individual clients' complaints, for information, and for problem-solving.

Personnel

The impertance of well-trained, motivated staff in implementing high-
quality services cannot be underestimated. Recommendations regarding person-
nel in Chapter 7 of this report speak of this issue. Two additional recom-

mendations are appropriate here.
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RECOMMENDATION 71 The Texas Department of Mental Health and Mental

Retardation must require that quality assurance staff in all portions of the
service delivery system receive ongoing training to insure consistent inter-
pretation of standards.

RECOMMENDATION 72 The Texas Department of Mental Health and Mentel

Retardation must pursue systemetic trainirng and retraining effort of direct
care staff to insure that the quality of care is uniform throughout the

system.
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APPENDIX A - CHEARGES TO THE COMMITTETE

AND COMMITTEE ROSTETPR

Charges to the legislative Oversight Committee on

Mental Health and Mental Retardation

In 1974, a lawsuit was filed by a2 group of parents of state hospital
patients who claimed that their children were unnecessarily drugged, that
they were mistreated, and that they were exposed to violence from other
patients. In 1981, a settlement of this class action lawsuit was reached,
with the Texas Department of Mental Health and Mental Retardation agreeing tc
initiete policies to improve treatment for state hospital clients. Depart-
ment staff were to consult patients about prescribed drug treatments and to
limit drug dosage, individualized programs of treatment were to be developed
for each patient, and steps were to be taken to ensure the personal safety of
each patient. In April, 1984, U.S. District Judge Barefoot Sanders ruled
that the Department had failed to comply with the 1981 agreement and had not
adequately planned and documented individualized treatment or adequately
protected patients from harm. In order to provide safe conditions and
effective treatment for mental health patients, Judge Sanders ruled that the
staff-to-patient ratio had to be improved, with approximately 1,200 additior-
al direct-care staff persons needed to reach the "absolute minimum” ratios of

one staff person to five patients between 7 a.m. and 11 p.m. and one staff

A-1



person to 10 patients between 11 p.m. and 7 a.m.

The budgetary restrictions that will be facing the legislature during
the 1965 regular session and this legal responsibility to improve services to
clients of the Texas Department of Mental Health and Mental Retardation
create a difficult challenge for the state. To address those issues ard to
provide informed alternatives for the legislature, the Legislative Oversight
Committee on Mental Health and Mertal Retardation has been created, with
members to include state policymakers, business professionals, mental health
and mental retardation professionals and advocates. The committee is direct-
ed to study the mental health and mental retardation services system in Texas
and to make recommendations concerning the use of available resources to
address the current demands for improved patient care and concerning policies
and furding that will effectively provide for clients needs not only now, but
in the future.

Based on the findings of its study, the comrittee is directed to prepare
a report by February 1, 1985, that includes the following:

- (1) a profile of the mental health and mental retardatior
service system in Texas;

(2) policy recommendations for the legislature concerning the
provision of safe and adequate care and treatment for clients in
state hospitals and state schools, the elements necessary for
offering clients a continuum of care, the role and responsibilities
of state institutions, and the scope of and funding for community
alternatives to institutional care; and

(3) management suggestions to facilitate the implementation

of policv recommendations.
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APPENDIX B - GLOSSARY

Adult Basic Education - The training and teaching of clients with special
learning needs to increase their social and academic skills and which
focuses on the teaching of basic pre-academic, academic, and functional
acaderic skills.

Behavior Therapy - The modification of selected behaviors through the
consistent ancd systematic manipulation of both antecedent and consequent
stimuli. Behavior therapy is a formalized set of techniques and trairing
procedures based upcn the principles of learning and is intended to estab-
lish, alter or eliminate specific responses or chains of response.

CMHMRCs - see Community Centers

Care Services - Services provided which insure generic human needs on a
personal basis for shelter, food, safety, transportation, exercise and
supervision.

Case Finding - The active seeking of patients/clients or potential
patients/clients. This requires formal contracts with public and private
health, legal, education ané welfare agencies along with the use of media to
inform the public about the availability of services.

Case Management - A svstem in which a single accountable individual
performs activities in the service of the client, insuring that the client
has access to, and receives, all resources and services which car help
achieve his/her optimal level of functioning (i.e., developing a social
support network).

Community Centers -~ Community mental health and mental retardatior centers
established pursuant to House Bill 3 and operated by local bcards of trust-
ees.

Crisis Hotline - Immediately available services, activated by a telephone
call, to meet the critical needs of individuals who require help in emergen-
cy situations.

Crisis Support - Activities provided in a supportive environment aimed at
the reduction of acute emotional disabilities and their physical and social
manifestations. Crisis support is available 24 hours a day, seven days a
week. Although the service may be provided in a hospitel setting, it does
not necessarily involve admission to a 24-hour bed facility.

DHR - Texas Department of Human Resources.
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Dental Services - Services designed to treat to to prevent disease, injury
or abnormality of the teeth, gums and associated mouth structures.

Department - The Texas Department of Mental Health and Mental Retardation.

Designated Provider - An agency or organization which functions at the
direction of TDMHMR as the lead agency in a local service area. This term
is used in this report in lieu of "Local Mental Health Authority”.

Emergency Respite - A service which provices temporary-assistance living
arrangements for a brief time period either on ar in or out of the home
basis. The service 1is provided to disabled clients in order to provide
temporary relief for the client or the family, or in times of crisis.

Extended Medical Services - Services which provide for the monitoring,
stabilization and/or improvement of physiological functions through close
supervision and treatment of clients by physicians and nursing staff.

Family or Relationship Therapy - A type of group counseling or psychother-
apy conducted with families or individuals in a relationship to bring about
inter- and intrapersonal changes in a client or clients.

Health Education - Services to educate, orient or provide the necessary
information to a client to allow him to understand health needs. Examples
of health education courses might include medication education, sex educa-
tion, first aid, hygiene, etc.

Homemaker Services - In-home, direct personal supervisiorn to provide
services and/or encourage skill development and maintenance in such areas as
general household activities, basic self help, and hygiene.

Indefinite Residence - Any residential, supportive environment within
housing in which minimal interpersonal support are provided for an unde-
termined period of time. Examples include personal care homes, group homes,
foster homes and boarding hemes.

Job Placement - A service organized to assist clients to identify, obtain.
and maintain employment commensurate with their vocational, social, psycho-
logical, and medical needs and their abilities. In addition, services may
be made available to employers to facilitate the successful employmert of
clients with disabilities.

Legal Aid - A service that provices access for a client to needed legal
services.

Local MH Authorities - Designated by the Department to direct, operate,
facilitate or coordinate such services to mentally ill and mentally retarded
persons as are required to be performed at the local level by state law and
bv the Department. The phrase "the local level” refers to the local service
area. See Designated Provider.

Local Service Area - A geographic arca made up of one or more ccunties
which serves to define and delimit the responsibilities of the local Ml and
MR Authorities for the area.



Medications = Any substance that, when taken into a living organism, may
modify one or more of its functions and is recognized as a medicine or
remedy used for the treatment of illness or disease. Psychoactive medica-
tions exercise direct effect upon the central nervcus system and are capatle
of influencing and modifying behavior, cognition, and affective state.

On-Job Training - Any industry-based activity aimed at increasing emplov-
ment skills. This service provides the client an opportunity to learn and
practice work behaviors while receiving support and supervision.

On-Site Training - Any activity prcvided in the natural environment aimed
at increasing interpersonal and/cr instrumental skills. It is an activity
of the growth function withir the service functional area.

Pastcral Counseling - The administration of pastoral services ard the
provision of religious consultation and education.

Physical Therapy - The administration of medically prescribed activities
and procedures utilizing the restorative properties of physical agents and
exercises to correct or alleviate disabilities resulting from neuromucscular
or orthopedic dysfunction in order to develop the client's physiological ard
motor capacities to the greatest degree possible.

Prevocational Trairing - Training which develops skills prerequisite to
learning more formal vocational skills and developing vocational abilities
and talents. This training includes activities such as object identifica-
tion and matching, job understanding, basic use of tools, acceptable work
habits and attitudes, job responsibilities, etc.

Recreation Services - The provision of structured activities of an enjoy-
able nature designed to promote beneficial use of leisure time, for example,
hobbies, sports, games, movies, etc. This service mav also include the
concept of developmental recreation which has as it's goals the physical
development of the client on a programmed anrd monitored basis ultimztely to
enable the client to better participate and better enjoy recreational and
sporting activities.

Remotivatioral Therapy - Activities provided within a protective environ-
ment aimed at mobilizing chronically institutiocnalized clients for community
living. The essential elements of this service are the mobilization of self
and the establishment of relationships with peers, renewed contacts with
social orgarizations and agencies, as well as linkage to other individuals
who are or who will become a part of the client's self-support system.

Screening - The initial process of contracting, assessing, planning for,
and linking of service applicants. This includes crisis service for severe-
ly distressed applicants.

Self-Help Skills Training - Services which assist clients to acquire and
maintain those life skills that enable the individual to cope more effec-
tively with their immediate, personal environment such as bathing, personal
hygiene, etc.



Service Contracts - Legally binding purchase of service contracts between
TDMHMR and Community MHMR Centers. Would replace current grant-in-aid
program.

Sheltered Work - A service which provides paid employment for an indefi-

nite period of time in a sheltered workshop for clients who are incapable of
performing in a competitive vocational situation.

Social Training - Training which assists the client in acquiring atti-
tudes, values and social interaction skills that will enable the client to
function in his environment. Particular emphasis is placed on emotional
reactions, social experiences and attitudes towards stress.

Socialization - Activities in any supportive environment aimed at sustain-
ing a client's capacity for social and/or recreational involvement by
providing opportunities for applying these skills.

TCA - Texas Commission on Alcoholism

TEA - Texas Education Agercy

TDCA - Texas Department of Community Affairs

TDOH - Texas Department of Health.

TDMHMR - Texas Department of Mental Health and Mental Retardation.
TRC - Texas Rehabilitation Commission

Temporary Employment - A time-limited job placement opportunity, agency-
arranged, for the purpose of training in work-related behaviors.

Temporary Residence - Any temporary 1living environment that provides
relief during an acute crisis or emergency situation. It is an activity of
the crisis stabilization function within the service functional area, for
example, temporary foster care.

Transitional Living With 24-Hour Supervision - A 24 hour transitiorel
supervised residence providing a supportive environment for a group of
clients in need of housing for a time-limited basis. The client alsc is
provided other growth services. Examples of such residences include
quarter-way, half-way, and three-quarter-way houses, as well as hospital-
based transitional progrars.

Transitional Living Without 24-Hour Supervision - Less than 24 hour
supervised transitional residence providing a supportive environment for a
group of clients in need of housing on a time-limited basis. In most cases,
the clients will also be receiving other growth services. An example of
such a residence includes supervised apartment living.



Twenty-four Hour Acute Emergency Protective Services - Activities provided
in a 24-hour protective environment with appropriate medical/psychiatric
responsibility and authority. Crisis care activities are aimed at the
reduction of the client's acute emotional disabilities and their physical
and social manifestations. Crisis care may be provided in a general hospi-
tal, psychiatric hospital, community mental health center or other organized
facility. The function is to evaluate, diagnose, and treat patients who are
acutely disabled and in need of a protective setting. A thorough physical
examination and laboratory studies must be provided along with indicated
consultations. Virtually all clients leaving crisis care will be trans-
ferred to another service.

Twenty-four Hour Extended Protective Services - A long-term, 24-hour,
seven-days-a-week residential activity provided in a protective environment
for clients who are severely disabled and who are generally unresponsive to
therapeutic interventions. Primary activities such as a variety of social
maintenance tasks, are frequently found in the programs of psychiatric
hospitals primarily serving a chronic population.

Twenty-four Hour Extended Treatment Services - A long-term, 24-hour,
seven-days-a-week residential activity provided in a protective environment
for clients who may be responsive to the therapeutic intervention when
applied over an extended period of time (3-24 months).

Verbal Therapies - Activities which include all formal individuzl and
group psychotherapies and/or any face-to-face verbal contacts between
provider and client. These activities are aimed at maintaining psychologi-
cal and/or social functioning. In essence, these are probler-solving
approaches aimed at improving anr individual's role performance and may
include insight, support, encouragement, coordination, and planning.
Excluded from this service are talking activities that are incidental to
other services.

Vocational Training - Training designed to develop vocational skills in a
particular vocational area, either through classroom instruction or practi-
cal experience.
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