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 Accountability Report, as required by 
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-

820 of the 1976 C
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As stewards of the public’s trust and in partnership with all stakeholders in the public mental 

health system, we are dedicated to fulfilling our mission of supporting the recovery of people 

with mental illness.  Accountability i

s core of performance excellence and the report reflects this 

outcome

-

orientation to mission accomplishment.

 

 

The report addresses the agency’s activities based on the requested performance excellence 

criteria and includes sections on Leadership, Strategic

 Planning, Customer Focus, Information 

and Analysis, Human Resource Focus, Process Management, and Health Care Results.  We are 

proud of the achievements reflected in this report and the agency’s progress in continuous 

improvement.

 

 

An electronic version o

f the report has been e
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mailed, and four copies are enclosed, per request.  

I hope you will find the agency’s Accountability Report informative and useful.  The agency 
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623 if 

you have need of any additional information.
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Section I - Executive Summary 

1. Mission and Values

The South Carolina Department of Mental Health’s mission is to support the recovery of people with mental illnesses. Its priority is serving adults and children affected by serious mental illnesses and significant emotional disorders. 

We are committed to eliminating stigma, promoting recovery, achieving our goals in collaboration with all stakeholders, and assuring the highest quality of culturally competent services possible. Our values are respect for the individual, support for local care, commitment to quality, and dedication to improved public awareness and knowledge.

2. Major Achievements

The Department entered the last fiscal year with good momentum, despite having fewer resources.  Major initiatives included supporting the recovery model of care, providing more crisis diversion services, building the school-based services program, expanding the community system, and planning to move from the Bull Street Campus.

One major achievement has been to support the recovery of people with mental illness. For example, the Department has developed a Medicaid reimbursable peer support service. Also, last fiscal year saw client housing increase to 1,431 units, up by 90 from the prior year. In partnership with the South Carolina Department of Vocational Rehabilitation, the Department’s employment program for severely mentally ill clients –Individual Placement and Support – achieved an employment rate of 50 percent, almost three times that of traditional employment programs.

Further, the Department has focused on providing more crisis diversion and suicide prevention services, a commitment backed up by financial resources. During the last year, the Department invested about $5.3 million to help get mentally ill people out of emergency rooms and into care closer to home. Successes include:

· Additional beds have been opened at Harris Psychiatric Hospital;

· Crisis emergency teams have been established by community mental health centers and other stakeholders;

· Training in crisis intervention techniques has been expanded for law enforcement officers; and

· Additional psychiatric bed days have been purchased in local hospitals to open and staff crisis beds in Community Residential Care Facilities (CRCFs) and to provide services for clients with a co-occurring disorder. 

Serving children with serious emotional disorders is a top priority and the Department’s school-based services program continues to be recognized as one of the finest in the nation. According to South Carolina Kids Count 2005, 20 percent of the children in the state meet the diagnostic criteria for mental disorders, with various degrees of impairment.  During the last fiscal year, the Department’s 300 mental health counselors served over 14,000 of these youth.  Services were offered in over 500 schools, roughly 48 percent of the state’s total number of schools. 

Another major achievement was the enhancement of community-based systems of care. The Department has continued to provide more funding for outpatient than for inpatient programs. Clients receiving services in their communities, close to family and friends, get better faster and stay better longer than those hospitalized in central DMH facilities. 

Nowhere is this more evident than in the Toward Local Care (TLC) program. At the end of the last fiscal year, 833 TLC clients were living in the community, up 68 from the prior year. Without the TLC services these individuals would still live in a long-term care hospital.

Finally, the Department continued to implement its strategic plan and to tie funding to objectives. The strategic plan sets such goals as growing school-based programs, providing more trauma services, increasing employment and housing opportunities, expanding crisis services, and promoting a culturally competent work force.

3. Key Goals
In March 2004, the Department announced that the last ward of the State Hospital had been closed. A goal for the new fiscal year will be to relocate services that remain on the campus and to work with the Governor’s office and members of the General Assembly to develop a plan for the relocation of children’s services currently provided at William S. Hall Psychiatric Institute.  The Mental Health Commission has recommended building a new hospital for these services.

Another goal is to continue to find solutions to concerns surrounding forensics programs. Located at the Department of Corrections, the program for sexually violent predators gains new residents monthly, and space for treatment is becoming scarce. 

Further, the list of inmates in jails waiting for competency evaluations before going to trial may grow to unacceptable levels, as has happened in the past, but the Department is working to find additional space and staff to provide evaluations in a timely manner. Also, collaboration with local jails and the mental health court system to help divert mentally ill people from jail and into treatment must continue.

The Department will strive to provide services to clients in the community who find themselves in crisis and in the emergency room. While funding and collaborations with community partners enabled good progress to be made during the last fiscal year, much work remains. The Department has requested funding for FY 07 to open more acute care beds in its two psychiatric hospitals, thus making room for community clients in crisis. 

Other goals include the following:

· Continue the forward momentum with an interim state director while the search continues for a permanent director;

· Continue to improve the quality of services delivered;

· Focus on outcomes that increase the consumer’s quality of life;

· Open the Colleton County veterans’ nursing facility;

· Expand the participation of mental health consumers in our service delivery system;

· Support  a “Recovery” approach to mental illness, helping consumers gain control over their lives and their treatment;

· Address life-safety issues in the hospitals;

· Strengthen the community support system; 

· Continue to improve crisis response capabilities; 

· Expand training and supervision opportunities for staff; and

· Support efforts to improve access to housing for mentally ill and homeless individuals in South Carolina.

4. Opportunities and Barriers

Considering that about 800,000 people in South Carolina (1 in 5 people according to NAMI) have a diagnosable mental illness, opportunities for improvement abound. Among these are the following:

· Providing more timely access to treatment;

· Engaging people in crisis more rapidly;

· Developing a greater sense of connectivity with stakeholders;

· Making available more community-based case management services;

· Opening more supportive housing units for long-term care clients;

· Intervening earlier in the lives of children with mental illnesses;

· Employing more school-based counselors;

· Improving public awareness of effective treatment;

· Eradicating the stigma surrounding mental illness;

· Recruiting and retaining mental health professionals;

· Tailoring treatment to age, gender, race, and culture.

While these opportunities for improvement are welcomed by the Department, there are significant barriers to overcome if they are to become realities.  Chief among these barriers are financial resources. Since 2001, the Department has lost about $30 million in state funds alone.  

While the South Carolina General Assembly has allocated to the Department the funds requested for its current budget, this amount – about $173 million in General Funds -- is virtually the same as that appropriated in 1998. 

The Department has found it difficult to keep pace with increased demands for service, provide pay raises for employees, and manage inflation and other costs of doing business, while providing quality care by a shrinking workforce. 

Another barrier to realizing opportunities is the public’s stigmatizing attitudes about mental illness.  Research indicates that the majority of citizens’ perceptions are formed by media reports. Too often television, motion pictures, newspapers, and other tools of mass communication tend to sensationalize mental health issues, focusing on violence and bizarre behaviors, rather than on positive examples of recovery. 

We will work to promote awareness of the mental health consumers who have been returned to a full life, those who have returned to their home communities, those who are productively employed, and those who live their lives enjoying the same pleasures and the same sense of self-worth that we all desire.  

Section II – Business Overview 

Number of employees

Our workforce includes 4,967 employees, 9% administrative, 50.5% in the community system, and 40.5% in our inpatient setting.  Forty-seven percent of our employees are White, 50% are African-American, and 3% are of other ethnic nationalities.   
Location of operations
The Department of Mental Health (DMH) operates in locations across South Carolina.  The main administrative offices of DMH --  as well as William S. Hall Psychiatric Institute, G. Werber Bryan Psychiatric Hospital, Earle E. Morris, Jr. Alcohol & Drug Addiction Treatment Center, C.M. Tucker Nursing Care Center, and the Behavioral Disorders Treatment Program -- are located in Columbia.  Patrick B. Harris Psychiatric Hospital is located in Anderson.  

DMH also operates seventeen community health centers (CMHCs) around the state which serve all forty-six counties.  The centers consist of:  the Aiken-Barnwell MHC, the Anderson-Oconee-Pickens MHC, Beckman MHC (located in Greenwood), Berkeley MHC, Catawba MHC (located in Rock Hill), Charleston/ Dorchester MHC, Coastal Empire MHC (located in Beaufort), Columbia Area MHC, Greenville MHC, Lexington MHC, Orangeburg MHC, Pee Dee MHC (located in Florence), Piedmont MHC (located in Simpsonville), Santee-Wateree MHC (located in Sumter), Spartanburg Area MHC, Tri-County MHC (located in Bennettsville), and Waccamaw MHC (located in Conway).

Key customers segments linked to key products/services

DMH’s key customers are adults, children, and their families who are affected by serious and persistent mental illnesses and/or significant emotional disorders.  Their key requirements, and how DMH measures its success in meeting their requirements, are presented in Table 1.   The key processes are the best practice programs designed to meet the key requirements of our customers.

Key stakeholders 

Groups that have a stake in the success of the Department of Mental Health include other state agencies, in particular the Departments of Alcohol and Other Drug Abuse Services, Disabilities and Special Needs, Health and Human Services, Vocational Rehabilitation, Social Services, Corrections, and Juvenile Justice, and local school districts. The legislative, executive, and judicial branches of government are also special stakeholders as they make decisions that impact individuals with persistent and serious mental illness.  Other key stakeholders are public health systems, especially hospital emergency staff, law enforcement, and jails, as they work together with DMH to identify and support key customers in crisis.  Nonprofit entities which advocate for clients such as the National Alliance for the Mentally Ill, the Federation of Families, the Mental Health Association, Protection & Advocacy for People with Disabilities, and SHARE (Self-Help Association Regarding Emotions) are key stakeholders.  SAMHSA (Substance Abuse and Mental Health Services Administration), the Veterans’ Administration and other federal funding sources are also stakeholders. 

	Table 1


KEY CUSTOMER PERFORMANCE MEASURES

	Customer
	Key Requirements
	Key Measures
	Key Processes

	Adults with Serious Mental Illnesses
	Satisfaction
	Consumer Perception of Care (MHSIP)
	Evidence-Based or Best Practice Programs:
Crisis Stabilization,

Case Management  (ACT/PACT), 

Dually Diagnosed Program, 

Criminal Justice System Interventions,

TLC,

Trauma Services,

Employment Program, &

Housing Program

	
	Functional    Improvement
	Clinical Assessment  (GAF)
	

	
	Symptom Reduction
	
	

	
	Employment
	Number/Percent Employed
	

	
	Housing
	No. of Units
	

	Children with Severe Emotional Disturbances
	Functional     Improvement
	Clinical Assessment (CAFAS)
	Evidence-Based or Best Practice Programs:
School-Based Programs,

Multi-Systemic Therapy (MST), 

Juvenile Justice Diversion, &

Trauma Services.

	
	Symptom Reduction
	
	

	
	Parental Satisfaction
	Parent’s Survey     (MHSIP)
	

	
	Youth Satisfaction
	Youth Survey (MHSIP)
	

	KEY MEASURES OF ORGANIZATIONAL EFFECTIVENESS AND EFFICIENCY

	Domain
	Measures

	CMHC
	Hospital Admissions

Avg. Days Between Hospital Discharge and Date Seen by CMHC

Emergency Room Waits

	Inpatient 
	ORYX Measures: Restraint/Seclusion Use; 30 Day Readmission Rate; and Length of Stay

Bed-Day Utilization

Admission Rate

Discharges with CMHC Appointment

	Administrative and Financial
	Medicaid Revenue

Billable Hours of Service

Bed-Day Costs

Comparisons by Facility and/or Program
Regulatory Compliance and Audits


Key suppliers
DMH contracts with several major vendors to provide services to our clients.  The Campbell Veteran’s Nursing Home in Anderson, SC, a 220-bed nursing home, is operated through a contract with Health Management Resources, Inc.  DMH also contracts with Just Care, Inc. for significant segments of the agency’s inpatient forensic services.  Located on DMH property leased to this provider, DMH provides some of the professional treatment staff, while the vendor provides general nursing care, room and board, etc.  Our community mental health centers contract with a number of local providers such as general hospitals, private practioners, and other organizations for a variety of clinical and support services including local inpatient care, physician services, and several different types of supported residential options for agency clients.

	Table 2                                 Base Budget Expenditures and Appropriations

	
	03-04 Actual Expenditures
	04-05 Actual Expenditures
	05-06 Appropriations Act

	Major Budget Categories
	Total Funds
	General Funds
	Total Funds
	General Funds
	Total Funds
	General Funds

	Personal Service
	175,038,759
	104,779,990
	179,533,054  
	100,690,175
	183,222,327
	106,432,104

	Other Operating
	86,421,479
	18,934,403
	90,905,627
	20,639,471
	94,525,615
	22,646,148

	Special Items
	4,695,499
	4,295,499
	592,192
	192,192
	592,192
	192,192

	Permanent Improvements
	10,811,969
	0
	14,879,594
	0 
	0
	0

	Case Services
	16,695,964
	10,919,878
	16,017,292
	8,939,203
	17,532,730
	10,438,535

	Fringe Benefits
	54,752,132
	33,561,668
	56,111,385
	32,299,887
	55,990,081
	33,997,397

	Total
	348,415,804
	172,491,440
	358,039,143
	162,760,929
	$ 351,862,945
	173,706,376


Organizational structure (Table 3)
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Commission

Internal Audit

Valerie Perkins

State Director

John Connery (Acting)

General Counsel

Mark Binkley

Public Safety

Elizabeth Hall

Office of Quality Management

Ligia Latiff-Bolet, PH.D.

Advocacy and

Client Rights

Doug Cochran

Office of Public

Affairs

John Hutto

Performance

Improvement

Edward Taylor, Ph.D.

Quality

Assurance

Corporate

Compliance

Kim Carter

Utilization

Review

Division Of

Community Care

Systems

Geoff Mason

Community Mental

Health Centers

Hospitals

TLC and Recovery

Mary Curlee

Housing and

Homeless

Michelle Murff

Medical Director

Brenda Ratliff, M.D.

Education, Training

& Research

Ron Prier, M.D.

Staff Development

and On-Line

Training

Sandy Hyre

Data, Outcomes,

Evaluations

Joe Belknap

Ancillary Services

Ed Spencer

Consumer &

Family Services

(Vacant)

Forensic

Services

Shirley Furtick

Children and

Family Services

Louise Johnson

Co-Occurring &

Alcohol & Drug

Services

Shelly McGeorge, Ph.D.

Deaf

Services

Barry Critchfield

MultiCultural

Services

Jerome Hanley,

Ph.D.

Division of

Administrative

Services

Kenneth Long

Information

Technology

Services

Herb Drucker

Financial Services

John Bourne

Nutritional Services

Masoud Mahini

Physical Plant

Services

Jim Berry

Medicaid

Keith Randolph

Human Resource

Services

Bill Noyes

Risk

Management

Gary Hodo, Ph.D.

Grants and

Planning

Katherine Hepfer

Employment

Demetrius Henderson

Long Term Care

Laura Hughes

Office of Best

Practices

Kerry Lachance

Pharmacy

Services

Judy Parrish

Emergency

Preparedness

Ed Spencer
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Major Program Area

Key Cross

Number

Purpose

References for

and Title

(Brief)

Financial Results*

State:

58,647,047.34

State:

56,628,879.21

7.3-6

Federal:

7,071,513.39

Federal:

6,791,401.08

7.3-7

Other:

77,507,206.63

Other:

83,557,054.32

7.3-8

Total:

143,225,767.36

Total:

146,977,334.61

7.3-9

State:

42,938,630.22

State:

36,311,086.18

7.3-9

Federal:

298,722.06

Federal:

127,090.44

7.3-10

Other:

35,716,200.59

Other:

42,626,988.12

Total:

78,953,552.87

Total:

79,065,164.74

State:

7,967,108.55

State:

8,651,477.51

7.3-10

Federal:

0.00

Federal:

0.00

Other:

10,283,490.57

Other:

9,901,100.91

Total:

18,250,599.12

Total:

18,552,578.42

State:

18,075,538.24

State:

17,676,805.84

7.3-4

Federal:

0.00

Federal:

105,010.95

7.3-5

Other:

3,437,880.70

Other:

1,401,436.20

Total:

21,513,418.94

Total:

19,183,252.99

State:

5,411,672.17

State:

5,528,915.48

7.3-10

Federal:

0.00

Federal:

0.00

Other:

9,365,321.13

Other:

9,815,020.36

Total:

14,776,993.30

Total:

15,343,935.84

State:

2,410,958.70

State:

1,980,663.09

7.3-10

Federal:

0.00

Federal:

0.00

Other:

894.65

Other:

863,882.94

Total:

2,411,853.35

Total:

2,844,546.03

State:

33,561,668.16

State:

32,299,886.84

Federal:

1,291,959.53

Federal:

1,248,189.98

Other:

19,898,504.73

Other:

22,563,308.39

Total:

54,752,132.42

Total:

56,111,385.21

Below:  List any programs not included above and show the remainder of expenditures by source of funds.

Remainder of Expenditures:

State:

3,478,816.15

State:

3,683,214.79

I. Administration

Federal:

122,609.24

Federal:

177,301.29

Other:

118,091.76

Other:

407,677.66

Total:

3,719,517.15

Total:

4,268,193.74

III. Employer 

Contributions

Fringe benefits for all DMH 

employees

% of Total Budget: 16%

II. B. Inpatient 

psych

Services delivered in a hospital 

setting for adult and child 

consumers whose conditions are 

severe enough that they are not 

able to be treated in the 

community.

% of Total Budget: 4%

% of Total Budget: 1%

% of Total Budget: 1%

% of Total Budget: 5%

% of Total Budget: 5%

II. D. Tucker/ 

Dowdy

Residential care for individuals 

with mental illness whose medical 

conditions are persistently fragile 

enough to require long-term 

nursing care.

% of Total Budget: 17%

II. G. 

Veterans

Originally residential nursing care 

for veterans who also have a 

mental illness; role has now 

expanded beyond that so that any 

veteran is eligible who meets the 

admission criteria.

Table 4

                                                            Major Program Areas

FY 03-04

FY 04-05

Budget Expenditures

Budget Expenditures

% of Total Budget: 23%

% of Total Budget: 44%

II. F. Support

Nutritional services for inpatient 

facilities, public safety, information 

technology, financial and human 

resources and other support 

services

% of Total Budget: 6%

% of Total Budget: 6%

% of Total Budget: 23%

Services delivered from the 17 

mental health centers that include:  

evaluation, assessment, and 

intake of consumers; short-term 

outpatient treatment; and 

continuing support services.

% of Total Budget: 42%

II. A. 

Community 

Mental Health 

Centers

% of Total Budget: 5%

II. H. Sexual 

Predator

Treatment for civilly-committed 

individuals found by the courts to 

be sexually violent predators.  

Mandated by the Sexually Violent 

Predator Act, Section 44-48-10 et 

al.

% of Total Budget: 1%

% of Total Budget: 1%


Section III –

Category 1 – Leadership
1.1 Senior Leadership Direction

From stakeholder and field input, and in accord with legislative mandates, DMH has developed a clear mission/values/priorities statement, a responsive set of strategic priorities, and an ambitious, coherent strategic plan.  From these documents and guiding principles, the Mental Health Commission and senior leadership set the short- and long-term direction of the agency.

Department managers are required to have clear performance goals, aligned with agency priorities, and are formally evaluated annually based upon these goals.  Individual managers are similarly rated on their contribution to division expectations.

Some noteworthy examples of DMH leadership alignment of mission, values, priorities, and performance include:

· a strategic plan that focuses on development of a community-based system as the primary locus of care; 

· inclusion of key stakeholders (consumers, advocacy organizations, partners, and sister agencies) in planning and policy development; 

· placement of administrative offices for cultural competency, consumer affairs coordination, quality, etc. at a high level within the organizational structure; 

· growth in evidence-based, best practices; 

· a commitment to the principles of Baldrige;

· hiring consumers as employees of the Department;

· including consumers on mental health center leadership teams; 

· including consumers on local mental health center boards;

· publishing the minutes of all governance meetings; 

· conducting quarterly all-staff meeting to communicate and discuss the “state of the Department;”

· implementation of a statewide videoconference system;

· conducting quarterly day-long stakeholder meetings; 

· meeting regularly with CMHC Boards; 

· holding “Kitchen Cabinet” meetings with advocacy groups to discuss issues and concerns; 

· publishing newsletters and monthly internal publications;

· posting information and news articles on the Intranet site; and

· meetings with newspaper editorial boards and legislators. 

These avenues of communication provide a rich engagement between leadership, stakeholders, and employees.  They provide channels of information being communicated up, as well as down and across, the chain of command.  The bottom line is that while leadership has responsibility for promoting knowledge, setting priorities, establishing core measures, and evaluating performance, it also must ensure that all voices have a place at the table.

The Department places a high value on research-based outcomes and expansion of evidence-based services for clinical programs.  All new programming must be of this genre, and existing programs must be brought into line with best practice outcomes.  The development of an evidence-based system of care is central to the DMH program development philosophy.

To encourage innovation, organizational components are encouraged to submit outcome data on locally developed programs that meet, or exceed, the outcomes of established practices.  Conferences and stake holder meetings feature educational reports on state-of-the-art treatment approaches, and the Department’s quarterly publication, Images, routinely features model DMH programs.

1.2 Focus on Customers

At DMH, consumers are the agency’s reason for existing. Through consumer advisory boards, consumer employees, and direct consumer involvement in major policy and program development, the agency is able to maintain its focus on providing excellence in customer satisfaction. Further, as described in Table 1, senior management is able to review key measures to determine how well the agency, and each of its components, is doing with customer satisfaction.

1.3  Maintaining Fiscal, Legal, and Regulatory Accountability

Data and written evaluations on fiscal, legal, and regulatory compliance are reviewed regularly by the director, senior leadership, and the Commission.  Formal litigation reports and the findings of the Internal Audit Division are reviewed every six months.  The Management Dashboard (a data driven, scorecard presented in Table 1) is reviewed on a schedule dictated by the measure.  

1.4 Key Performance Measures

Customer satisfaction, symptom reduction, functional improvement, housing and employment are part of the data reviewed regularly by leadership.  Table 1 provides a more detail listing of the performance measures. In addition, every month the Commission and senior leaders review “dashboard indicators,” which provide comparative data on organizational efficiency and effectiveness.  Copies of the “dashboard indicators” are provided to all DMH management, CMHC and inpatient facility directors, and CMHC board chairs. 

1.5  Performance Review/Feedback

The performance of all managers and administrators is evaluated annually.  The director’s goals cascade into the deputy director’s goals, and to center/facility Director’s goals, creating a tiered system of alignment.  Senior leadership also assesses its own performance, individually and as a group, through retreats, SWOT analyses, and quarterly reviews of Community Plan implementation.

1.6 Impact on Public

All inpatient facilities of the Department are licensed by the South Carolina Department of Health and Environmental Control (DHEC) as specialized hospitals, and all are fully accredited by either the Joint Commission on Accreditation of Healthcare Organizations (JCAHCO) or the Commission on the Accreditation of Rehabilitation Facilities (CARF).  

Facility accreditation ensures the public that an independent review of clinical work, finances, public input, and, most importantly, the respect and dignity of the client is conducted against national standards.  

In 1994 the Governor’s Office required all cabinet agencies who provide health care in out‑patient settings to become CARF accredited.  DMH, while not a cabinet agency, felt strongly that our system of care should be independently accredited by the same organization and voluntarily committed itself to CARF accreditation.  All CMHCs are currently accredited by CARF.  

Each year the Office of Inspector General of the federal Department of Health and Human Services identifies vulnerabilities in Medicare/Medicaid funded programs and other activities that are the focus of their program audits for the year.  This document is reviewed by the DMH Corporate Compliance Committee to determine which focus areas may be relevant to the agency and to develop plans to strengthen our auditing procedures as necessary.
Further, the DMH Corporate Compliance function develops plans to strengthen our auditing procedures as necessary, and our Office of Internal Audit, answerable directly to the Commission, regularly reviews all DMH activities (administration, inpatient, and community) to ensure fiscal responsibility, accountability, ethical behavior, and legal compliance.

DMH is very sensitive and aware of its responsibilities regarding treatment and care of the citizens we serve.  They are a vulnerable population, some seeking help voluntarily and some under court order.  There are issues of stigma, public acceptance, legal rights, and moral imperatives.  The Department’s commitment to the state of South Carolina is to provide the best possible care and treatment in a safe and therapeutic environment which ensures staff, patient, and public safety.

A SWOT analysis (strengths, weaknesses, opportunities, and threats), part of our strategic planning process, reaffirmed the Department’s focus on public safety and the provision of treatment in a safe, therapeutic environment. 

· Individuals are rigorously assessed prior to their discharge from inpatient care;

· Clients found Not Competent to Stand Trial or Not Guilty by Reason of Insanity are treated in secure settings.  Their gradual reintegration into the community is closely monitored by trained staff who are very knowledgeable of each client’s treatment needs;

· Forensic evaluations are provided at the request of local communities within the mandates of state law and the judicial system; and

· An integrated system of community-based treatment with inpatient support is strived for to ensure the safety and well being of the citizens we serve.

Also helping the Department assess its impact on the public are local CMHC boards, advocacy groups, the Medical Association, and the South Carolina Hospital Association. The Department subscribes to a “press summaries” service and runs a volunteer “media watch,” reviewing all newspaper articles and editorials in the state to maintain an awareness of public concerns and opinions.  Periodic meetings are held with probate judges and the South Carolina Hospital Association across the state to address issues and concerns. The state director meets regularly with news media, editorial boards, members of the legislature, advocacy groups, and other community leaders to provide information about the Department and hear concerns and recommendations. 

1.7 Priorities for Improvement

Organizational priorities for improvements are identified through the strategic planning process, through leadership’s regular meetings with key stake holders, and by review of performance measures.  Data used to assist leaders in establishing priorities for improvement include “dashboard indicators,” quality assurance and risk management findings, and performance improvement team results.  These results and priorities for improvement are discussed by the Commission at its monthly meeting and distributed to CMHC and inpatient directors, CMHC Board Chairs, and key managers for information and local actions.

1.8 Strengthening the Community

The Department of Mental Health is committed to the support of the communities it serves.  As a community-based, public mental health system its primary role is to serve persons who suffer from mental illnesses.  Where possible, however, the Department extends itself to be a system of support for the non-mentally ill.  

Responding to community requests and local CMHC Boards, the Department provides education, counseling, and public information for persons dealing with life stressors, those in temporary crisis, and those whose life has been affected by a loved one with mental illness.  

Management encourages activities that contribute to the emotional well being of the communities it serves.  As such, it supports activities by employees and senior leaders that further its stated mission.  

DMH management, senior leadership, and facility/center leadership serve on boards of service organizations, faith-based groups, and community initiative committees.  DMH senior leaders serve on over 72 such boards, and CMHC/facility directors serve an additional 86.

The Department is also a prime force in assisting the citizens of our state to understand those with a mental illness and reducing the stigma that is too often associated with the mental illness recovery journey.  Senior leadership actively encourages employees to educate the public about mental illness and participate in actions that reduce the effects of stigma associated with mental illness.  

The Department develops public service announcements about mental illness and maintains educational websites.  

The Department has developed a “Teen Matters” website, which provides fact-based information to teenagers on mental health issues, and it has an Education Specialist in every Community Mental Health Center to speak to community organizations on issues of interest.  

Category 2 – Strategic Planning

2.1 Strategic Planning Process

The Department has a three-year planning cycle, with annual updates for major plan refinements and quarterly progress reporting that produces minor adjustments.  The process begins with statewide focus groups composed of: hospital emergency room staff; consumers; advocates; probate judges; law enforcement; private practitioners; human service agency staff; local government officials; and DMH employees. 

Over 600 stakeholders participated in the 2001 planning sessions, and over 500 participated in the new plan initiated in 2004.  Inclusion of private and public sector mental health stakeholders provides DMH with a perspective on health care resources outside of the Department and allows us to focus on those areas most in need of internal development.

Draft documents are reviewed by senior management, distributed for comment to all focus group participants, and revised accordingly.  This highly interactive process using feedback and action loops ensures that the planning was relevant to stakeholder and consumer identified needs.  

While our planning cycle is actually every three years, goals are usually established using a five-year time horizon.  This format allows both senior leadership and stakeholders to view direction on a larger scale and offers a starting-point for the next planning cycle.

DMH began a new planning cycle in 2004, using the President’s New Freedom Commission Report of six categories of national priorities as an organizational framework.  The new plan builds on initiatives still valid in the 2001 plan and follows the planning steps outlined above. 

Strategic planning in the Department is not a static event.  It is a systematic, on-going process that allows for a changing environment. Plan refinement is a function of our Commission, Governing Council, Transition Council, State Planning Council, major committees, and other representative bodies who give form and substance to the goals, addressing the details of agency planning such as:

· per-capita funding formula overhaul to ensure equity of service and allocations;

· budget reduction strategies to deal with diminished appropriations while maintaining core clinical programming;

· monitoring of the strategic plan;

· right-sizing facilities and transferring  funds to community programming; and

· human resource development, training, succession planning, and recruitment.

This process allows senior leadership to re-affirm that all plans and strategies are in accordance with stakeholders’ requirements and the goals of the Department.

We learn to improve or refine the planning process each cycle.  The 2004 focus groups used a video tape of the state director to provide the groups’ charge, allowing each site to schedule focus group session(s) at the convenience of stakeholders.  CMHCs also received stipends to provide day-care operations for parents for better access to participation.  Instead of focus groups focusing on needs of adults and children, separate sessions were held for each this year, and the children’s focus groups were led by an external advocacy group.

2.2 Key Strategic Objectives 

Figure 2.3-1 contains the strategic plan goals, key initiatives, and a cross reference to Category 7 – Results.

2.3 Key Action Plans 
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Maintain 7 operational program sites

7.2-30

Expand to 11 program sites 

Train staff in intervention strategies

Juvenile Justice Diversion
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Develop PSA Campaign
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The 18 strategic plan goal areas are presented in the Strategic Planning Chart (Figure 2.3-1), along with the initial 2002 goals, the 2005 goals, and the status of each.

In support of these objectives Governing Council set aside in FY 05 almost $3.4 million dollars of its funding allocation for this purpose, including:  

· $2.0 million – Crisis Stabilization ($5.3 million actually allocated)

· $900 thousand – ACT Programming

· $500 thousand – TLC 

2.4. Developing and Tracking Action Plans 

Governing Council members assume individual responsibility for statewide implementation, oversight, and deployment of specific goals and objectives.  

To guide their process, a work-plan is developed for each objective which includes identification of a lead staff for each objective and key deliverables --measures of progress with due dates.  

The Owners report progress on each objective to Governing Council and the Commission quarterly.

2.5 Communication and Deployment 

To deploy the objectives at the local level, each division, community mental health center and inpatient facility develops its own work-plan, specifying how the center/facility will contributes to the agency goals.  Each contains a projection of “quarterly key deliverables” which are aligned to the statewide work-plans. 

The Owner receives reports from each deployment site and reports statewide progress to Governing Council in February, May, August, and November.  The Commission receives a full report one month later. 

To communicate the plan to staff and stakeholders, the agency has a broad-based educational effort.  Articles in the agency newsletter Images, discussions at Center/facility directors’ meetings, presentations at “All-Hands Staff Meetings” and Quarterly Stakeholder Meetings, and Internet and Intranet web postings, to employees are a few of the avenues that DMH leadership uses to meet the director’s mandate that “all employees and stakeholders should be aware of where we are going and how we are going to get there.”

2.6 Strategic Plan Availability

The SCDMH homepage includes a wide selection of key publications, including our strategic plan, bimonthly newsletter, and others (http://www.state.sc.us/dmh/).  Other homepage links are to consumer resources, clinical information, clinical services, career opportunities, and timely events and news.

Category 3 – Customer Focus

3.1 Key Customers and Stakeholders

Our customer base is defined, in part, by legislative mandates and the South Carolina Code of Laws, which give the Department jurisdiction over the state’s mental hospitals and community mental health centers.  We receive our customers voluntarily and involuntarily, through family members, through the court system, and through law enforcement.  We also seek out customers through embedded staff working in schools, other agencies, and hospital emergency rooms.  To become a customer of the Department of Mental Health, one must have a diagnosable mental illness.

Our key customers are adults, children, and their families who are affected by serious mental illnesses and significant emotional disorders.  These priority populations, established by stakeholders through the strategic planning process, were affirmed by Governing Council and the Commission who adopted federal definitions of specific diagnostic categories for serious mental illness and significant emotional disorder.

The key customer requirements for adults with severe mental illness have been defined by our consumers through focus groups, needs assessments, and satisfaction surveys and are consistent with what is reported in the literature: regaining a sense of self-worth and dignity; having a hopeful outlook on life; functional improvement; actively pursuing goals and aspirations in the areas of affordable housing, education, employment and social supports; and/or living a higher quality life.  These requirements are operationalized by SCDMH as: symptom reduction and functional improvement; meaningful employment; housing which is safe, affordable, and decent; and satisfaction.

Although recovery can begin or continue in inpatient care, the heart of recovery is community-based, and the Department is committed to a community-based system of care which meets the requirements of its consumers.

Recovery and resiliency for children means increasing self-esteem, dignity, and school performance; remaining in their home; and working with the families to resolve issues and preserve the integrity of the family unit.  These requirements are operationalized by SCDMH as: symptom reduction and functional improvement and parental/youth satisfaction. 

3.2 Keeping Current with Changing Needs

The Department believes that to promote recovery for people with mental illnesses, it is essential to have customers -- people with mental illnesses and their families -- involved in the planning, evaluation, and delivery of care. All major planning committees of the Department have consumers, family members, and advocacy organizations as representatives.  Each CMHC has a Consumer Affairs Coordinator, a self-identified mental health consumer who participates in management meetings and decision-making to provide a voice for the customer.  Each CMHC and inpatient facility also has an advisory board composed of consumers of mental health services, and there is a statewide Consumer Advisory Committee operated by the Office of Consumer Affairs.

It is standard practice in the Department that advocacy organizations review key plans, policies, and procedures prior to their completion.  Once a month, the state director holds a “Kitchen Cabinet” meeting with the primary advocacy groups to discuss improving our system of care, and advocacy groups are among those who attend monthly Assembly meetings and Commission meetings.

Consumer focus groups indicated a desire for “Advance Directives,” instructions on level and type of care preferred by the consumer, made at a time when they were unclouded by the effects of their illness.  The Department assists individuals in the preparation of these documents and actively supports their use.

To stay current on evolving health care service needs and directions, the agency participates in national forums, has representatives on health care measurement task forces, and has senior leaders who hold offices in national bodies that help set the direction of health care delivery systems.  A “Legislative Update” is published monthly during the legislative session to keep stakeholders, internal and external, aware of issues and events and their feedback to the agency offers insight into current perspectives on health care trends.  Key staff are surveyors for major accrediting bodies which allow them to bring innovative approaches back to South Carolina and receive training in new approaches to service delivery.

By including stakeholders in the fabric of the Department’s operations, stakeholder satisfaction levels are assessed more informally, but more diligently, than could be obtained through periodic surveys or questionnaires.  In addition to participation in all policy and program development committees and task forces, advocacy stakeholders are singled out for private meetings and discussions to address concerns and strategies for problem resolution.

3.3 Using Feedback Information
The agency director and other senior leaders engage in “Listening and Learning” meetings with stakeholders at each of the 17 community mental health centers and participate in monthly conference calls with CMHC Board chairs to discuss priorities, concerns, community issues, and statewide issues.

SCDMH is only the third state in the country to have peer-support services as a Medicaid billable service.  A peer support person is a self-identified individual with a diagnosed mental illness who delivers mental health services to other adult customers. To date, 18 peer support specialists have been certified and are working in 10 out of 17 community mental health centers.  

The Department has established a presence on the Internet and uses this medium to receive questions, concerns, and comments about the Department’s services.  The webmaster brings each of these to the attention of the director of Community Care Systems, as well as the state director.  

3.4 Measuring Satisfaction

The Department collects data on a number of key indicators that reflect customer satisfaction. We were initial participants in the Mental Health Statistical Improvement Project (MHSIP) to develop national comparative data on customer perceptions of satisfaction with access to services, appropriateness of services, and outcomes. The MHSIP Satisfaction Surveys are conducted annually with consumers, youth, and family members.

The Department collects and compares its inpatient data nationally with other states’ ORYX indicators.  The ORYX Initiative is a program developed by the inpatient accrediting body, JCAHO, which integrates outcomes and other performance measurement data into the accreditation process.  JCAHO's goal is a continuous, data-driven accreditation process, valuable to all stakeholders, that focuses on the actual results of care (ORYX performance measurement).  These measures on seclusion/restraint use, readmission rates, and the scheduling of follow-up appointments after discharge are key measures that affect satisfaction and dissatisfaction for inpatient consumers.

DMH also determines customer satisfaction through annual satisfaction surveys conducted by each CMHC.  CARF standards require consumer satisfaction measures, and all CMHC programs have been active with consumer evaluations since becoming accredited.

3.5 Building Positive Relationships

The culture of the Department is one of inclusion.  Advocates, consumers, family members, and all stakeholders have an active place at the DMH table.  The Department is definitive in its commitment that all stakeholders are an integral part of the state mental health service system, and a phrase used by Consumer Affairs Coordinators is indicative of the inclusive philosophy: “Nothing about us, without us.”

Advocacy organizations, involving families with mentally ill members, consumer groups, and protection and advocacy groups, are involved in the planning of services.  Members from these groups are represented in the Clinical Care/Coordination Committee, a primary DMH committee answerable to senior leadership, which advises and approves clinical polices and programs.

The Department actively encourages employees to participate in advocacy groups and stakeholder organizations at the state and local level.  It believes in partnerships, each organization contributing to the effectiveness of the other. 

The Department has a patient advocacy system with representatives in every hospital and community mental health center.  These advocates ensure that consumers/patients are presented with their “bill of rights” during orientation, intervene on the behalf of consumers in complaint/grievance issues, and report complaints (resolved and unresolved) to facility/center leadership and DMH senior leadership.

Category 4 – Measurement, Analysis, and Knowledge Management
4.1 Determination of Measures

The Department's management information system (MIS) includes an integrated database consisting of data on all consumers served by its hospitals and mental health centers.  This includes demographic and clinical data on consumers, service utilization, expenditures, event data, human resource data, and operational costs (Figure 4.1-1)
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At the Departmental level, decisions about which operations and/or processes to measure are made by the senior leadership and affirmed by the DMH Commission.  At the division, center, and facility levels, the manager may make decisions on additional data elements to collect and aggregate to help track daily operations.  

Clearly, the Department chooses to measure program performance and consumer outcomes in areas identified as priorities in its strategic plan.  These are the services and programs most important to the stakeholders.
For our inpatient system, many of our performance measures are mandated by accrediting bodies.  A measurement system called ORYX, from JCAHO, gives us the ability to compare DMH inpatient facilities with other public mental health facilities nationally on key performance measures such as readmission rates and the use of seclusion and restraints.  DMH leadership reviews this comparative data monthly, and South Carolina has volunteered to be a pilot site for the development of national normative outcome data sets for an ORYX community mental health system.

4.2 Key Measures

Key measures are identified in Table 1 as they relate to the key requirements of the customers served.  

4.3 Data Quality, Reliability, Availability

A client information system provides individual data sets on consumers.  It allows managers to monitor program performance and provides administrators with decision-making tools to manage by fact.  A Master Patient Index (MPI) ties the inpatient and outpatient billing and registration systems together, resulting in a major reduction in duplicate client identifiers and facilitating the tracking of consumers across all service programs.

In partnership with our Division of Financial Services, the Information Technology Division (IT) implemented Phase I of SAP Financials on 2002.  The new system, with DMH as the pilot SAP site for state agencies, decentralized purchasing and accounts payable to CMHCs and hospitals.  All organizational component sites have T-1 communication circuits, providing improved performance support for SAP and web-based applications such as SAP Imaging, Report2Web, pharmacology on-line, and telepsychiatry.

A report-generating software package is available to clinicians and managers system-wide with canned or customized reports generated from the integrated database.  Reports can be obtained on any variable, or combination of variables, as delineated in Figure 4.1-1.

Access to the Department’s data base is strictly monitored and controlled.  Authorizations must be provided through supervisory channels, and all programs are password protected.  

Patient confidentiality has always been a priority for the Department.  New employees receive extensive training in this area and must sign a “Confidentiality of Medical Information” form prior to patient contact.  Complying with recent regulations, SCDMH has fully implemented HIPAA requirements.

Computer programs assess the completeness of data elements to ensure that data is accurate and reliable, and all computers have anti-virus software.  IT backs up all critical files on prescribed schedules and has disaster recovery capabilities per to industry standards.

The entire DMH data communication network sits behind a Check-Point firewall.  DMH also uses 128 bit encryption to protect DMH e-mail access.  IT monitors all network devices (routers, switches, servers) for reliable and continuous connectivity.

The IT Division maintains a hotline for reporting problems with hardware and software, and each organizational component has a Systems Administrator with designated responsibilities for installing new software, trouble-shooting the system, and securing appropriate training for division staff.

4.4 Using Data and Information in Decision Making

Data and reports are requested on a regular basis by management and used in priority-setting and decision-making. Centralized data is compiled on a weekly, monthly, quarterly, and yearly basis and is disseminated on the Department’s internal (Intranet) website and through various publications.  The objective is to provide the right information to the right people at the right time to improve consumer care and organizational performance.  

The Management Dashboard contained in Table 1 (Measures of Organizational Effectiveness and Efficiency) contains an analysis of both trend and comparative data across time and against standards.  These, combined with the Key Customer Performance Measures of Table 1 and the risk management analysis described in Category 6, provide managers with measures on key customer requirements for customer groups, program effectiveness, and program efficiency.  

The dashboard indicators are distributed to key staff and stakeholders and are published on the Department’s Intranet, and the monthly ORYX inpatient outcomes are distributed to facility directors. 

Management staff in CMHCs, facilities, and the administration produce reports of their choosing from a large selection of “canned” programs on financial, human resource, and clinical performance of the agency.

Best Practice Programs are measured for fidelity to the model, since research indicates that key factors such as staffing patterns, service configuration, and treatment regimen equate to treatment outcomes.

Strategic Plan accomplishments are monitored and reported quarterly.  Each goal contains due dates for program development milestones.  Strategic Plan program development also contains key requirements for program success.  Quarterly updates on strategic plan activities and accomplishments are given at stakeholder Assembly meetings and Commission meetings.

4.5 Comparative Data Use

The Department has participated for many years in efforts to develop and implement core performance measures for public mental health systems across the country.  Our criteria include areas such as consumer perception of care, penetration rates, populations served, and service utilization.  

The Departmental continues to examine outcome and satisfaction instruments.  An ongoing committee performs a comprehensive review of professional literature to assess the strengths and weaknesses of different approaches.

4.6 Management of Organizational Knowledge/Best Practices

The Department continues to focus on best practices for ongoing improvement in the quality of service provided.  Organizational information regarding best practices is routed to general or specific audiences utilizing various methods. 

· A “Data Board” is on display at the Central Office to disseminate information about Best Practice Programs, their locations, and plans for expansion.

· The Dashboard Indicator Report is sent to Governing Council, board chairs, the Commission, center and facility directors, and other Departmental management.  It is discussed at various meetings including Governing Council, the Commission meeting, center board meetings, etc.

· In FY 04, the DMH Governing Council implemented an in-house Mentoring/ Succession Program.  This eleven-month program includes monthly classroom instruction lead by DMH senior leaders and homework supervised by mentors at their home facility.  

· Reports are available on the Intranet for key indicators, hospital data, service data, center data, etc.

· The risk manager distributes the results of Quality Care Review Boards to all mental health centers for implementation as appropriate.

· The director of the Office of Best Practices has arranged statewide Individual Placement and Support training with external consultants and training of trainers for sustainability; held monthly conference calls for Rural ACT teams, and consultation for Multi-Systemic Therapy expansion.

· The risk manager has made presentations to the center directors and the Commission.

Category 5 – Human Resources

5.1 Employee Motivation to Achieve Potential
Job classifications and assignments are designed to support service delivery and the needs of the agency’s consumers.  While the concept of Treatment Teams has always been the norm in mental health service delivery, Best Practices Programs like ACT/PACT teams have made treatment teams a science.  In addition to the benefits received by the consumers, the team concept carries a strong motivating force for job enrichment.

The Department’s use of flex-time has created a win-win situation for the Department and our employees.  The ability for employees to flex their hours has allowed our community mental health centers to increase their hours of operation, and consumers and families now can access mental health services outside of the normal business day.  

The Department also has a tuition assistance program which allows employees to be reimbursed for classes that are beneficial to the employee’s current job or to prepare the employee for other positions in the Department.

Other initiatives that employees report as motivating or encouraging to utilize their full potential include:  job-sharing, which allows employees to meet their needs while still accomplishing the mission of the office; training of staff to assist them in providing culturally sensitive services to our clients; staff meetings with the state director to keep employees informed about what is happening in the Department and to answer questions that the staff may have; and development of best-practice models which allow employees to work in state-of-the-art programs.

In addition to the standard state agency Outstanding Employee Award Program which recognized 20 employees for their outstanding performance, the Department had 29 other organization events during FY 05, including a Performance Improvement Team Recognition Program.
5.2 Key Developmental and Training Needs Identification

Agency priorities and training beyond the expertise of individual units are conducted by the Division of Evaluation, Training and Research (ETR).  While the agency’s training plan is driven by the strategic plan and accrediting body standards, ETR also has a Training Council for policy/priority setting.  At the individual level, training and development needs are an integral part of annual employee evaluations and planning stages for the next year.

A formal training needs assessment of all staff was conducted in July 2004.  The FY 05 need assessment focused on clinical needs of staff.  All training is prioritized using the results of the needs assessment. 

 Opportunities for training are advertised through course catalogs published twice a year and daily e-mail announcements.  Staff, in consultation with their supervisor, registers for training through the Department’s Intranet Training Management System (Pathlore) which tracks all classes to be held, enrollment and completed training.

One hundred percent of new employees were provided a general and a job specific orientation upon hire.  All clinical employees receive updates annually, specific to their facility/center.   

The Department continues to use Computerized Learning Modules (CLMs) which are designed to improve employee training and save taxpayer dollars.  The CLMs bring training to the employees’ workstation, enhance knowledge, reduce travel time and costs, provide consistency of instruction and provide a more responsive training development and deployment.  To date, there are 22 CLMs on-line; 17 are mandatory on an annual basis to meet CARF, JCAHO, DHEC, OSHA requirements or those of other regulatory agencies.  The estimated cost savings for the 22 mandatory CLMs is $1,363,791.  

The Department also utilizes traditional approaches to staff education and training – classroom instruction.  In addition, the agency offers specific training for employees to prepare them for professional license exams and license renewal.

In February 2004, SCDMH designed, developed and implemented a Mentoring Program.  The purpose of the program is to prepare staff to assume positions of leadership to replace those senior staff leaving though the TERI plan.  Two graduates of this program have been selected as Executive Director of Mental Health Centers.

5.3 EPMS Supports High Performance

All staff receive performance evaluations at least annually based on a set of performance criteria jointly agreed to at the start of the year by both the employee and the supervisor.  The criteria are specific to job descriptions which are written to conform to programmatic needs and customer requirements.

Employees and their supervisor are required to meet at least once during the rating period to discuss the employee’s performance and to identify problems that are preventing the employee from meeting his/her success criteria and actions to promote improvement and success.
5.4 Employee Well-Being and Satisfaction Measures

The state director continues to take a personal interest in communicating the agency’s priorities and reaffirming the Department’s commitment to its employees during these difficult times.  He, as well as other members of senior management, has visited each of the state’s seventeen (17) mental health centers and the inpatient facilities during the past fiscal year to speak with staff, learn their concerns, and keep them updated on what’s happening within the Department.  

He maintains an “open-door” policy, e-mail accessibility, and conducts quarterly “all-hands” meetings to discuss the state of the Department.

The Department’s Public Affairs Office maintains a “Hotline” that allows employees to ask questions about policies and procedures or rumors.  This Hotline allows the Department to get accurate information to its employees.  

The Department also uses an Exit Interview process which allows individuals who have left the agency to provide written feedback to the Office of Human Resources which is then shared with the appropriate Center/Facility Directors or Division Deputy Directors.  This year the Department also conducted an Employee Satisfaction Survey to determine how our employees felt about certain aspects of their work life. 
5.5 Maintaining Safe and Healthy Work Environment 

Workplace environment (safety, health, security, etc.) is important to consumers, management, and staff, and considerable energy is devoted to maintaining and improving the facilities and the condition of the workplace.  Employees serve on a wide variety of committees to identify workplace hazards and conditions that would improve the health and safety of consumers and staff.  

Accrediting bodies have explicit standards on the workplace environment and provide feedback on any deficiencies.  Facilities with safety violations do not receive accreditation.  The standards are segmented based on the needs of the persons served by the facility or program, so the performance measures may differ by a “persons served” criteria.

Supplementing our own inspections, the Department takes full advantage of the health and safety inspections provided by the numerous accrediting bodies who survey each of our community mental health centers and our inpatient facilities.  The Department has received no violations in any recent survey.

Other examples of our own initiatives in this area include:

· the development of a “Violence in the Workplace” Directive;

· pre-employment tuberculosis testing of employees; 

· annual employee health screenings;  

· annual Employee Health Clinic free flu shots; 

· annual wellness related activities;  

· a program to treat injured employees with the goal of providing them with immediate quality care and returning the employee to work as quickly as possible; 

· air quality and hazardous chemical inspections of buildings;

· inspections by quality assurance teams, Internal Audit, and Public Safety;

· ongoing monitoring of community residential care facilities that provide residences for consumers in local communities;

· specialized safety training conducted by safety experts from the State Accident Fund;

· preferred provider agreements with healthcare practitioners to assist employees with job related injuries;

· safety inspections of all Department facilities by Fire and Safety Officers; 

· Fire/Safety Committees composed of employees and fire/Safety Officers; and

· Employee clinic that, in addition to caring for and tracking work related injuries, provides immunizations, vaccines, and blood pressure readings.

Facilities that require locked doors for the security of persons in treatment have “panic buttons” to summon internal staff assistance and notify our Public Safety Office who respond immediately.  Receptionist staff in crisis areas have electronic buzzer systems to unlock doors.

All staff in treatment areas receive annual, competency-based training in de-escalation techniques and therapeutic physical intervention skills.  Clinical staff in the children’s programs receive specialized self-defense and intervention training appropriate to the population they serve, as do employees working with the geriatric and the forensic populations.  Maintenance and ancillary staff also receive training specialized to meet their need.  

The Department also provides training for family members of consumers in how to recognize signs of an impending crisis or deteriorating condition so that the possibility of injury is reduced, and early intervention by clinical staff may be provided.

Who receives what kind of training, the frequency, and the length is strongly influenced by Workmans Compensation data and Incident Reports.  In fact, the training actually exceeds the need; it is provided because staff focus groups report that when they feel competent to handle an escalating situation they are much more likely to apply de-escalation strategies, rather than call Pubic safety staff or over-react.

In 2004 the Department reduced the number of work related injuries from 505 in 2003 to 485.

5.6 Community Involvement

Employees of the Department are extremely active in their local communities, reflecting the agency’s commitment to promoting community involvement.  The Department supports activities which reduces stigma associated with mental illness and promote mental health.  Examples of activities include:

· The Art of Recovery project, showcasing the artistic skills of people who receive care from DMH, featured 103 works from 56 artists. One hundred three pieces of artwork were displayed at the fall opening at the SCDMH Administration Building and at the Columbia Museum of Art for May is Mental Health Month.

·  The Art of Recovery traveled to Creating Caring Congregations, Trenholm Road United Methodist Church, and to the Dual Diagnosis Conference, Hospital Association. 

· DMH’s Teen Matters website has had over 600,000 hits since it went online in 2000.

· DMH staff made 635 presentations to schools, 294 presentations to civic groups, 200 presentations to churches and other business and professional groups, and had 178 media contacts. 

· DMH’s 8,083 volunteers served 124,362 hours and generated a total investment of over $14.9 million in time, money, and goods.

· Over 40 staff and others are involved in the Palmetto Media Watch Program, which gives feedback to the media on coverage of mental health issues and how people with mental illnesses are portrayed. 

· The Irwin Phillips Emergency Fund, a trust fund set aside for the comfort and convenience of consumers, allocated $19,898.42 for 80 consumers.

· DMH’s Speakers Bureau made 16 presentations to civic and community groups this past year on mental illness and stigma.

· The Office of Public Affairs authored 16 positive news releases and received positive coverage on 11 in 25 media outlets.

· DMH employees contributed $68,429.76 to the United Way, making it one of the largest contributors in state government.

Category 6 – Process Management

6.1 Key Processes 
Key processes include assessment, diagnosis and treatment of adults and children with serious mental illness and emotional disturbances.  

Value is created by designing services to meet need, as defined by the consumer, the family, and our partners.  It is ensured by including consumers in the treatment planning and goal-setting process, by continually monitoring customer satisfaction and program outcomes, and by including all stakeholders in Departmental policy and program activities.  

By basing our design and delivery processes on the client’s needs and research findings, the Department ensures that limited dollars directed into high priority areas produce the highest return on investment and produce the best outcomes for the persons we serve. 

6.2 Incorporating Efficiency and Effectiveness Measures into Processes 

The design of programs is based upon “best practice” or “evidence-based” technology that is proven to show improvement in the quality of life of our customers as well as reducing their symptoms in a shorter period of time than more traditional services.  

Quite literally, the Department constructs programs based upon the reported results from research studies in the mental health field, making the agency’s design process a “Science-to-Practice” methodology.

As shown in Figure 6.1-1, practices are carefully reviewed by knowledgeable providers and external consultants, if deemed appropriate.  A plan and/or proposal is prepared and presented to various committees such as Center and Hospital Directors, and one or both of our Performance Improvement Committees, i.e. the Clinical Care Coordination Committee or the Outcomes Committees, and other forums comprised of stakeholders, for their review and recommendations.  Once updated, the plan or proposal is submitted to Governing Council for its final approval and implementation.  


[image: image5]
In addition to adopting new technologies emerging through evidence-based practices, SCDMH has been a lead innovator in its development of telepsychiatry (desktop teleconference) as a mechanism to deliver one-on-one behavioral health services to both hearing persons and consumers with deafness across the state.  Each DMH hospital and mental health center has the necessary equipment performing at 384 kbpm permitting proper visual and verbal communication.

Other applications of the telepsychiatry system include:

· case consultation between staff;

· pre-admission assessment; 

· progress updates for family members;

· inpatient and CMHC treatment team discharge consultations;

· advanced clinical expertise to rural parts of the state; and

· forensic hearings. 

The telepsychiatry system has resulted in annual savings of 1,438 travel hours and $56,700 in associated cost for staff time and travel.

The DMH Intranet system augments the performance and knowledge-base of our employees.  It provides secure access to clinical records of consumers, a client pharmacy system which ensures that medications are compatible and within accepted dosage limits, and a complete pharmacology system to aid in medication reference.

The Department conducts comparative studies on programmatic approaches such as MST and Family Preservation, or IPS and other Employment models.  These studies improve the cost-efficiency and effectiveness of our programs

We also look at ways to reduce barriers to the accessibility of services by developing agreements with Primary Health Care associations, expanding service hours or locations, and by co-developing programs with sister agencies.  
6.3 Daily Operations: Meeting Key Performance Requirements

All of our service processes are defined, measured, and managed through our Quality Assurance and Performance Improvement Programs, underpinned by the accreditation standards of JCAHO, CARF, and Medicaid requirements. 

The elements of accreditation standards are made operational through policy documents, the Continuity of Care Standards Manual, the CMHC Operating Standards Manual, Case Record Reviews, Quality Assurance (QA), local and state office level audits, Corporate Compliance audits, risk management system, and utilization review.  Our standards are frequently higher than those set by accrediting bodies, and never lower.  

The QA process retrospectively assesses the appropriateness of care, conformance to accreditation, Corporate Compliance, and Utilization Review standards, and DMH/ DHHS contract stipulations on an annual basis.  The results of the reviews identify strengths in the clinical operations at the inpatient and community mental health center levels, as well as opportunities for improvements.   

The Department monitors daily the electronic transactions between hospital and centers on consumer discharge information with same day corrective actions initiated on any errors noted.  

Corrective actions plans are generated by the individual facilities based on their audit reports.  The implementation of their corrective actions is monitored every six months.   

In addition to front-end performance improvement efforts and back end quality assurance audits, the Department has a comprehensive Risk Management Information System which tracks all “adverse incidents” in the Department.  Any “event” in over 20 categories (attacks, deaths, injury, contraband, medical emergency elopements, etc) is reported immediately to the Departmental Risk Management Office.  The State Director receives daily reports on the details of all serious events

The event investigations are tracked, and a determination is made whether to initiate a Quality of Care Review Board (QCRB).  These Boards, composed of DMH professionals and advocacy representatives, assess the root cause of the occurrence and make recommendations for corrective actions. The State Director, the Medical Director, the Director of Behavioral Healthcare, the Risk Manager, or any facility or CMHC director may initiate a QCRB.  All QCRB recommendations are tracked, and learnings from one part of the system are applied to all other appropriate components.

6.4 Key Support Processes 

Key support processes include:

· Finance

· Human Resources

· Information Technology

· Nutritional Services

· Physical Plant

· Vehicle Management

Support/business processes are managed by the Deputy Director of Administrative Services, a member of Governing Council and chair of the Business Committee.  

All process improvements for this area are coordinated though monthly meetings of the Business Committee.   Findings and opportunities for improvement are disseminated to the entire Department through this committee and the Center/Facility Administrator’s Committee.

All key processes are designed based on end-user requirements and state government standards as a starting point.  While some processes may be “off the shelf” purchases, most processes are designed by employees, with assistance from end-users and, sometimes, consultants.  All key processes undergo field-testing prior to implementation.

The Department has been a state leader in incorporating new technology into its business systems.  The reimbursement and financial information data processing system provides a fully integrated process with real-time transaction processing by service delivery areas throughout the agency’s network, creating a paperless procurement system and a data base which integrates with other systems (Figure 4.1-1).  We were the pilot agency for the SAP financial system, soon to become the standard accounting system for all state government.

The Department’s three-year IT improvement plan focuses on emerging technology, needs of clinicians and management, and integrated system components.  A comprehensive client information system provides admission, discharge, and transfer data, as well as inpatient billing.  This technology provides a seamless system and enhances continuity of care.

A video teleconferencing system has been fully implemented providing a real-time, fully interactive video/audio link between all CMHCs, inpatient facilities and the central administration building.  Available to clinical and administrative staff, the teleconferencing system allows statewide participation without the costs associated with travel.

6.5 Key Supplier/Contractor/Partner Management and Support

The key requirements for business processes are determined by two primary factors:

1.  Meeting requirements set forth by the executive and legislative branch as state government standards; and

2.  Standards established by the deputy director of administration based on quality control data, customer feedback, and standard business practices.

The key requirements for each key business process are listed in Figure 7.2-31.

Combined meetings with stakeholders promote customer, partner and stakeholder participation in process planning and deployment.  Specific examples of stakeholder partnering to improve services include:  

· Partnering with the SC SHARE to roll out the philosophy of the Recovery movement throughout the system; 

· A group comprised of probate judges, hospitals administrators and medical directors, advocates and members of DMH staff who work to decrease ER waiting time and enhance accessibility to inpatient psychiatric beds.   

· Partnerships with the Drug and Alcohol and Vocational Rehabilitation agencies have produced interagency screening processes to facilitate access to care to any of the three agencies by individuals who come to either one.  

· Partnerships with Corrections and Detention Centers in the community have facilitated rapid access to mental health services for their populations, and we currently have staff serving clients in the Communities Detention Centers.   

· A federal grant awarded by the Department of Corrections and partnerships with the probate courts has allowed the creation of mental health courts to reduce the incarceration of clients who are mentally ill.  

· A federal grant has facilitated the implementation of “systems of care” in two counties, which promotes the inclusion of family members and others in the child’s treatment, thus providing a support network that facilitates the recovery and independence of the child.  

· Partnering with schools has produced contracts and placement of DMH staff in over 500 schools, more appropriately serving children in their natural environment and minimizing stigmatization.    

Contracts and Memorandum of Agreements are coordinated by the Contracts Office and monitored at the local level (facility or internal division or office) by a contract monitor who ensures that all provisions of the contracts and agreements are met.

Approximately 1,400 contracts serve to facilitate and/or enhance services and/or expand service capability and access.   Contracts include leases of real estate for clinical service provision, private providers for community housing, direct service providers as physicians, non-physician medical providers such as x-ray, lab companies and non-residential care, and local hospitals for crisis stabilization services.   Information about all contracts is available to users through the agency’s computerized financial system.

Category 7 – Results

7.1 Customer Satisfaction Results
DMH measures consumer satisfaction through: 

a) Adult “Perception of Care:” 

b) Youth and Family “Perception of Care;”

c) TLC Client Satisfaction with Quality of Life;

d) Morris Village Resident Satisfaction with Alcohol and Drug Services; and

e) Tucker Center Resident and Family Satisfaction

a) Adult Consumer Perception of Care: 

The Department participates in a national project to develop comparative measures of consumer satisfaction with mental health services.  One instrument has emerged and gained national usage: the MHSIP Consumer Satisfaction Survey.  DMH now has four years of MHSIP data (Figure 7.1-1).  
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Figure 7.1-1 (Higher is Better)

Adult consumer ratings of satisfaction with services significantly exceed the national average.  The satisfaction measure has four subscales: Access to Care; Perceived Quality of Care; Satisfaction with Treatment Outcomes; and Involvement in Treatment Planning.  SCDMH scores on are equal to, or better than, the optimal levels achieved by other states.

b) Youth and Family Perception of Care: 

The Youth Services Survey and the Family Satisfaction Survey (also MHSIP products) were introduced by the Department this year to begin capturing data from these two groups of customers.  

The SCDMH Family Satisfaction score was 86.7%, compared to the national Family score of 78%.  

The Youth Survey satisfaction level was 84.5%; national Youth MHSIP comparison data will not be available for another year.  

School administrator satisfaction levels were also assessed this year for School-Based Programs.  Ninety-six percent (96%) of school administrations rated their satisfaction level as high.  This is a “home-grown” satisfaction instrument, specifically designed to assess school administrator satisfaction with DMH School-Based Programs; no comparative data is available.

c) TLC Program Consumer Satisfaction: Consumers in the TLC Program have been long-term residents of inpatient facilities, and transitioning into community life is designed to improve the quality of their life.  
When asked to evaluate their “Quality of Life,” TLC consumers consistently report higher scores after becoming part of the program (Figure 7.1-2).  Pre/Post scores are statistically significant at the p< 0.001 level. 
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Figure 7.1-2 (Higher is Better)

Clearly, the intense services received by TLC consumers make a dramatic difference in how they perceive their world.  As they feel better about their quality of life, their mental status, self-concept, and well-being improve, which serves to impact positively their recovery.

d) Alcohol and Drug Addiction Inpatient Services:

Morris Village residents report a consistent trend of high satisfaction, even for services provided to a patient population that is 65% involuntarily committed for treatment (Figure 7.1-3).  Satisfaction ratings for the past four years average above 90%.
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Figure 7.1-3 (Higher is Better)

e) Tucker Center Resident and Family Satisfaction

An assessment of both residents and their family members of Tucker Nursing Care Center show a satisfaction level (“Usually Satisfied” or “Exceptionally Satisfied”) fluctuating between 65-80% (Figure 7.1-4).  
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Figure 7.1-4 (Higher is Better)

7.2 Mission Accomplishment and Organizational Effectiveness Results

The DMH measures for mission accomplishment and organizational effectiveness may be grouped, as follows:

a) Service Penetration into the Community

b) Child & Adolescent Clinical Outcomes

c) Adult Clinical Outcomes

d) Alcohol and Drug Addiction Services

e) Nursing Home Clinical Outcomes

f) CMH Services Clinical Effectiveness

g) Inpatient Services Clinical Effectiveness 

h) Consumer Quality Of Life Outcomes

i) Adverse Events

j) Strategic Plan Outcomes

k) Support Processes Outcomes

a)  Service Penetration into the Community: 

Development of a community-based system of care is core to the Department’s philosophy and has been a driving force in program development through the past three strategic plans.  DMH assesses the extent to which it serves the adults and children who need mental health services (penetration rate), and compares its efforts to other state’s “level of penetration.”

DMH is above the national average in its efforts to reach into the community to provide services to adult South Carolina citizens, as reflected in the penetration rates in Figure 7.2-1

 [image: image10.emf]Penetration Rate - Adults

Community Mental Health Services

 23.6

 21.85  21.8

 18.5

 17.8

0

5

10

15

20

25

FY 02 FY 03 FY 04 FY 05 US Avg

Per 1,000 Population


Figure 7.2-1 (Higher is Better)

The decrease in the FY 02-05 rate reflects a focused reduction in the non-severely mentally ill (SMI) persons seen.  Budget reductions have accelerated the priority given to SMI individuals; 88% of adult consumers now meet the definition of SMI, and 82% of all FY 05 adult consumer contacts are with SMI consumers (Figure 7.2-2). 
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Figure 7.2-2 (Higher is Better)
DMH has also continued to increase its focus on providing services to children and adolescents.  Penetration data (Figure 7.2-3) shows that we continue to significantly exceed the national average in children served under the age of 17.
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Figure 7.2-3 (Higher is Better)

As with adults, DMH continues to increase its focus on services to the more seriously disturbed children (Figure 7.2-4).
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Figure 7.2-4 (Higher is Better)

Even with the large number of children seen in the school-based programs, 48% of all C&A clinical contacts are with seriously emotionally disturbed children. 

The actual number of persons, all ages, served through the community centers from FY 98 - FY 05 is shown in Figure 7.2-5.  
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Figure 7.2-5 (Higher is Better)

b)  Clinical Outcomes: Child and Adolescent Services
Children and adolescents are clinically assessed at admission, at six month intervals, and discharge.  Our child clinical instrument is the CAFAS, which assesses psychiatric symptoms as well as functional abilities in school, with family, with peers, and in society.  

The science of mental health treatment has gone far beyond traditional views of psychiatric treatment.  In addition to assessing clinical symptoms, the CAFAS assesses primary life criteria reflective of mental health: “Is the child at home, in school, and out-of-trouble?”  These are mental health outcome standards that were not possible until recently.

Of the four CAFAS scoring categories (Minimal, Mild, Moderate and Severe), the Moderate and Severely Impaired individuals meet the DMH definition as a priority population: severely emotionally disturbed.  

Figure 7.2-6 shows the degree of improvement for these children following treatment.  Fifty-seven percent (57%) had an initial score that placed them in the moderate or severely impaired group at intake.  Over 63% of these children improved their CAFAS scores overall, and over 50% significantly improved their scores (at least 20 points).  

As indicated by the trend line, treatment effectiveness producing significant positive change for the most emotionally disturbed children continues to increase.
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Figure 7.2-6 (Higher is Better)

c)  Clinical Outcomes: Adults Services.  

Adult consumers are clinically assessed at admission, at six- or twelve-month intervals (depending on how long the person is in treatment), and at discharge.  The assessment instrument is the GAF (Global Assessment of Functioning Scale). 

Figure 7.2-7 shows the amount of change in psychiatric symptom scores and level of functioning for adult consumers.  The data reflects paired GAF scores (admission and discharge scores). 
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Figure 7.2-7 (Lower is Better)

DMH is still exploring the utility of this measure of adult symptom/functioning and how to configure the data.  By using paired scores, the figure includes discharge scores which may skew the results.  Many of our consumers, those with the severest illness, are not discharged; they remain in continued treatment.  Limiting the data to those consumers who are discharged probably includes those persons with less severe illnesses and whose change score would be the smallest. 

TLC Consumers:   The TLC program has a well established history of transitioning residents from long-term care psychiatric inpatient facilities to living in the community (Figure 7.2-8).
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Figure 7.2-8 (Higher is Better)

As TLC funding for community placement has grown over the past ten years, returning long-term, severely mentally ill consumers to the community, the program’s growth parallels the shrinking census of the long-term psychiatric hospitals (Figure 7.2-9).
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Figure 7.2-9 (Lower is Better)

Participants in the TLC program receive intensive support through the community mental health centers, helping them adjust to community life and secure daily living skills.  Community life for these severely mentally ill individuals does not mean that they will never need hospital care, but with the intensive case management services provided through CMHCs their need for hospitalization is greatly reduced.

In fact, there is an 87% mean reduction in the average number of hospitalizations per year for TLC program participants.  In addition to being admitted to the hospital less frequently, there is a 93% mean reduction in the average length of stay per admission (Figure 7.2-10).

	Psychiatric Hospital Recidivism Rates

for TLC Participants

	
	Pre TLC
	During TLC
	Reduction

	Avg. Number Admissions Per Year
	.83
	.06
	87%

	Avg. Days Per Admission
	450.3
	5.5
	93%


Figure 7.2-10 (Lower is Better)

Adult Criminal Justice Diversion:   Best practice programs designed to keep mentally ill individuals out of the criminal justice system have been initiated in three urban and two rural locations.  

Although preliminary, the results are very promising.  Figure 7.2-11 shows a significant reduction in key measures of criminal justice involvement and factors that frequently lead this population to incarceration.

	Adult Criminal Justice Diversion

	
	Baseline
	Year End
	Change

	Arrests
	74
	26
	-65%

	Days is jail
	3,019
	935
	-69%

	Psychiatric Symptoms
	50
	63
	-25%

	No. Homeless
	15
	1
	-93%

	Days Homeless
	1,484
	1,056
	-29%

	No. Employed
	22
	27
	+24%

	Days Employed
	2,891
	3,215
	+11%


Figure 7.2-11
d)  Clinical Outcomes: Alcohol and Drug (A&D) Addiction Services.  

The key measure for effectiveness with A&D consumers is abstinence following treatment (Figure 7.2-12).  Seventy percent (70%) of Morris Village residents were abstinent at 30-day follow-up in FY 05, and the trend line continues to reflect a gradual increase.
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Figure 7.2-12 (Higher is Better)

No comparative data is available for a state-operated, mostly involuntary, alcohol and drug addiction inpatient treatment facility. Private facilities do not collect, or release, this information, and national accreditation bodies do not require this basic measure of program effectiveness.

e)  Clinical Outcomes:   Nursing Home Residents.

The national life expectancy following admission to a nursing care facility is slightly over one year.  At Tucker Nursing Care Center, residents average over 4 ½ years (Figure 7.2-13).
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Figure 7.2-13 (Higher is Better)

Two critical factors in the increased longevity of Tucker Center residents are the low incidence of bed sores (Figure 7.2-14) and the low rate of falls (Figure 7.2-15), both common occurrences in homes for the elderly and both life-threatening.

Bed sores at Tucker Center (decubidi ulcers) have decreased each year as a result of intensive PI activities, while the state average for bed sores has risen.
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Figure 7.2-14 (Lower is Better)

Tucker Center has also placed considerable energy into reducing injuries resulting from falls.  The rate has shown a steady decrease, while the state average has remained constant.
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Figure 7.2-15 (Lower is Better)

f) CMHC Services Clinical Effectiveness

In a community-based system of care, it is important for mental health centers to have an array of services to stabilize individuals in crisis and divert admissions to hospitals when clinically appropriate. 

Figure 7.2-16 shows the dramatic reduction in psychiatric hospital admissions, reflecting the improvements of the South Carolina mental health system to treat individuals at the local level.
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Figure 7.2-16 (Lower is Better)

When persons are hospitalized, research indicates that the sooner a person is seen by the community mental health center following discharge from an inpatient facility, the less likely the consumer will be readmitted for subsequent inpatient care.  

Senior management and the Commission review data monthly on the number of days between inpatient discharge and the date of their first appointment at a local community mental health center (Figure 7.2-17). 
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Figure 7.2-17 (Lower is Better)

The DMH Continuity of Care Manual sets our standard as “consumers will be seen by a CMHC for a follow-up appointment within seven days of discharge from an inpatient facility.”   The steady rise in the number of days from discharge to CMHC appointment in FY 99 and into FY 02 (Figure 7.2-17) is an undesirable trend and caused DMH management to initiate improvement activities.  

As can be seen in the chart, the monthly average continues to decline and is currently at 4.4 days.   One state, Oklahoma, publishes their data on this measure.  Oklahoma has a 6.2 day average, with a range of 1.3 to 8.8 days.  The SCDMH average of 4.4 days has a range of 2.8 to 6.5 days, well under our seven day standard.
In late 2003, emergency rooms around the state began having an increase in the number of persons awaiting admission to inpatient psychiatric hospitals.  DMH responded with major initiatives to reduce the burden that was being placed on these hospitals and communities crisis centers.  

From a high of 86 persons in March 2004 to 32 in June 2005 (Figure 7.2-18), DMH continues to increase the manpower devoted to crisis services.  
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Figure 7.2-18 (Lower is Better)

While the number of persons waiting is important, it is the length of any wait that is even more problematic.  Weekly data indicate a decrease in the number of hours individuals wait in emergency rooms for hospital admission (Figure 7.2-19).  
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Figure 7.2-19 (Lower is Better)

While the emergency room crisis continues to be a high priority, long term solutions will require a concerted effort of the key partners: DMH, S.C. hospitals, the Department of Alcohol and Other Drug Services, and consumer advocacy groups.

Similarly, when the number of persons waiting in jail for pre-trial psychiatric evaluation began to rise in July 2002, DMH leadership initiated a quality team to restructure the admission and evaluation process.  

Figure 7.2-20 shows the number decreasing from a high of 62 in September 2002 to 2 in June 2004. 
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Figure 7.2-20 (Lower is Better)

Emergency Room and Pre-Trial Waiting List data are not part of the Dashboard, but are reviewed by Governing Council and the Commission because they are, or have been, important issues to stakeholders.  These are examples of the evolving, sometimes changing, key indicators of performance.  At some point they may drop off the “hot-list,” and others may take their place.  For 2004, they remain on the list of reviewed data-sets.

g)  Inpatient Services Clinical Effectiveness

Senior leadership reviews key performance data monthly for each psychiatric inpatient facility.  The measures include admission rates, 30-day readmission rates, restraint hours, and seclusion hours.  

These measures are broad indicators of the quality of inpatient care and are part of the ORYX quality measures emphasized by accrediting bodies.   

A low re-admission rate reflects adequate inpatient treatment, as well as solid follow-up and maintenance in the community following discharge.  Figure 7.2-21 shows that DMH remained below the national average in all but 2 of the 39 months shown.
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Figure 7.2-21 (Lower is Better)

The use of seclusion rooms and restraints in the care of psychiatrically disabled, while medically necessary at times, is an indicator that DMH management would like to reduce.
Figure 7.2-22 compares the hours of restraint used at DMH facilities to the national average.  
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Figure 7.2-22 (Lower is Better)

DMH scores vary widely on this measure and occasionally exceed the national rate due to the inclusion of forensic unit patients where ambulatory restraints are used for assaultive clients.  Forensic patients are not usually included in other state’s averages.  Adult psychiatric facility restraint-hours scores are well below the national average.

Figure 7.2-23 compares the hours of patient seclusion used at DMH facilities to the national average.  The national per patient average appears to be dropping as has the DMH average.
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Figure 7.2-23 (Lower is Better)

In addition to the ORYX measures, senior management and the Commission track psychiatric bed-day utilization Figure 7.2-24).  By reducing bed day utilization at acute psychiatric facilities, inpatient funds can be shifted to community development (see category 7.3: Community vs. Inpatient Psych Expenditures).
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Figure 7.2-24

h)  Consumer Quality of Life Outcomes: Consumer recovery is closely tied to quality of life.  Consumers want housing that is safe, affordable, and decent and employment that is productive.  These two factors are major contributors to a consumer’s transition from a life of dependency on the mental health system to independence and self-reliance.

In FY 05, DMH exceeded the national average in employment rate for all mentally ill consumers it serves (Figure 7.2-25).  
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Figure 7.2-25 (Higher is Better)

For severely mentally ill consumers who are unemployed and want to work, DMH has expanded its evidence-based Employment Programs (IPS), adding two (2) new programs this year.  

While not yet reaching the national best-in-class program, Vermont, the IPS Employment Programs effort in South Carolina produces an employment rate twice that of traditional employment programs and is well above the 40% low-end of national IPS Programs (Figure 7.2-26).
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Figure 7.2-26 (Higher is Better)

DMH has made securing competitive employment for mental health consumers a high priority and has strengthened its ties to the Department of Vocational Rehabilitation, as reflected in referrals to that agency and the number of consumers classified by SCDVR as successful closures (competitively employed and stable for 90 days).

The DMH/VR partnership has produced a 54% closure rate (competitive employment) well above the national VR rate of 31 ½ %, (Figure 7.2-27). 
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Figure 7.2-27 (Higher is Better)

The Department's Housing and Homeless Program for consumers with severe and persistent mental illness has shown major advances since inception (Figure 7.2-28).  Working through partnerships with private nonprofit organizations and local mental health centers, the Department is able to finance the production of new supported housing that is affordable for consumers living in the community.  
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Figure 7.2-28 (Higher is Better)

The Housing Program added 90 new units of housing in the community this year.  When combined with the TLC Program units, 158 were made available for severely mentally ill individuals.  

While not all consumers require assistance with housing or employment, for those that do these factors can be key determinates in their ability to live in the community.

i)  Adverse Events:  The Department has a well-defined system to actively track and report significant adverse events that occur anywhere in the agency, and senior leadership uses the data to correct deficiencies in the system and to prevent the reoccurrence of undesirable events.

Figure 7.2-29 supports the seriousness with which the agency takes QCRB recommendations, with 93% of the recommendations having been implemented.  The gradual reduction in the number of significant events in the years reported is consistent with quality management literature: as the most difficult incidents are corrected through root cause analysis and the system becomes more quality oriented, the overall number adverse incidents decreases.
	Figure 7.2-29


        Quality of Care Review Boards

	Calendar Year
	No. of Significant Incidents
	No. of QCRBs
	No. of QCRB Recommendations
	% of Recommendations Implemented *

	
99
	523
	24
	68
	100%

	
00
	483
	12
	36
	92%

	
01
	381
	22
	127
	85%

	
04 **
	377
	17
	59
	93%

	*
Based on audit 12 months after recommendations were accepted.  Some recommendations may take longer than 12 months to fully implement across the system

	** 
Audits not conducted for FY 02 and FY 03


j)  Strategic Plan Outcomes

Continuing the implementation schedule established in the 2002 strategic plan, DMH made major strides in its effort to expand best-practice programs and to undertake initiatives set as priorities by stakeholders. 

Figure 7.2-30 summarizes the strategic plan programmatic development goals and the agency’s performance.

Fifteen program development goals were achieved in full.  Of the three marked not achieved, lack of funds was the key factor; grant funds were to be the major source of expansion funds.  

While data entry scanners have been installed in a few sites for clinical data entry, they are not yet installed in CMHCs, and much of the outcomes system remains labor intensive; until the budget condition of the Department improves, this objective will not be achieved.

The strategic plan successes reflect a major commitment by the Department to forge ahead with the priorities established by stakeholders, even with budget reductions totaling $30 million.

k)  Support Processes Outcomes

Figure 7.2-31 identifies the department’s key support/business processes, many of which are also subject to regulatory compliance.  Each process includes the key requirements for the process and a summary statement noting its compliance.

	Figure 7.2-30

	C&A Programs
	FY 02 Strategic Goals
	FY 05 Strategic Goals
	Performance

	School-Based Programs
	364 Program Sites
	500 Program Sites
	Achieved

	
	
	Initiate School Administrator Satisfaction Survey
	Achieved

	MST
	Establish 5 Program Sites
	10 Program Sites
	Not Achieved

	
	
	Evaluate fidelity of Project Sites
	Achieved

	Wrap
	3 Programs Sites
	7 Program Sites
	Achieved

	Juvenile Justice Diversion
	Establish 2 Program Sites
	8 Program Sites
	Achieved

	Trauma
	Implement Assessment
	
	Achieved

	
	Train Staff in Assessment
	
	Achieved

	
	Establish 5 New Program Sites
	11 Program Sites
	Achieved

	Adult Programs
	FY 02 Strategic Goals
	FY 05 Strategic Goals
	Performance

	Employment (IPS)
	Establish 2 New Programs
	8 Program Sites
	Achieved

	
	
	Evaluate fidelity of Project Sites
	Achieved

	Housing
	1,160 Housing Units
	1,431 Housing Units
	Achieved

	ACT/PACT
	6 Program Sites
	10 Program Sites
	Not Achieved

	
	
	Evaluate fidelity of Project Sites
	Achieved

	Crisis Services
	
	Reduce number of persons waiting in EDs by 50%
	Achieved

	Co-Occurring Disorders
	Establish 2 EBPs
	17 Program Sites
	Not Achieved

	
	
	7 Program Sites
	Achieved

	
	
	Develop Interagency Assessment Protocol & Tool
	Achieved

	Criminal Justice Diversion
	1 Program Site
	5 Program Sites
	Achieved

	Medication Algorithm
	2 Program Sites
	
	Achieved

	
	
	Evaluate fidelity of pilot Project Sites
	Achieved

	Trauma 
	Implement Assessment
	
	Achieved

	
	Establish 3 New Program Sites
	9 Program Sites
	Achieved

	TLC
	587 Consumer Capacity
	830 Consumer Capacity
	Achieved

	Recovery
	Assess consumer & staff knowledge of Recovery philosophy 
	
	Achieved

	Administrative
	FY 02 Strategic Goals
	FY 05 Strategic Goals
	Performance

	Public Education
	Expand Speakers’ Bureau
	
	Achieved

	
	Develop PSAs
	
	Achieved

	
	Conduct Annual “Art of Recovery”
	
	Achieved

	
	
	Develop Anti-Stigma Campaign
	Achieved

	Data Systems
	Establish system-wide data entry & retrieval system
	
	Partial

	Cultural Competence
	Translate public documents into Spanish
	Assess workforce and develop curriculum
	Achieved

	Inpatient Outcomes
	Adopt national, comparative outcome measures (ORYX)
	
	Achieved

	
	
	Expand Hours-Per-Person of Active Treatment
	Achieved





	Figure 7.2-31

Key Business and Support Processes

	Process
	Key Requirements
	Status

	DOAS (as a whole)
	The Division of Administrative Services (DOAS) will not overspend its budget.
	FY Goal met.

	Finance
	No significant audit  findings by State Auditors
	No significant findings in most recent (June 30, 2004) audit.

	
	Invoices paid with 3 business days
	Goal being met.

	
	Limit of 5 payroll errors per pay period
	Goal being met.

	
	Composite bank account reconciliation’s are performed within 30 days after receipt of the bank statement.
	Goal being met.

	
	Process procurement request up to $10k within 5 working days; $10k and $25k within 15 working days; and above $25k within 28 working days
	Goals are not being met at this time.

	Information Technology
	Database applications will be backed up sufficient to recover any database up to the most recent log file. 
	No significant data losses reported.

	
	Protect user data from virus infection using real-time virus protection software.  
	100% of infected files are cleaned, quarantined or deleted.

	
	Archive vital medical and financial records.
	Goal met.

	
	User satisfaction
	All categories of users show improvement over 2003 survey.  Overall satisfaction is 93%

	Nutritional Services
	Provide nutritious, appetizing and satisfying meals for all of DMH consumers within annual budget.
	Goals are being met

	
	Provide up-to date, culturally sensitive patient/ family nutrition opportunities and materials per JACHO standards.
	Goals are being met

	
	Complete nutrient analysis of current menus and assure that therapeutic menus are consistent with SC Dietetic Association diet manual.
	Goal met

	
	Maximize Sales (revenue) for department through, CF Canteen, CAMHC programs and special events.
	Goal met

	
	Minimize the annual operation loss for CF Canteen, by increasing sales, labor optimization / productivity and internal control.
	Goal met

	Physical Plant
	Insure that all capital projects are completed within approved budgets.
	Goal met:  Five projects recently closed with $116,500.00 remaining balance. 

	
	Provide living environments in compliance with all regulatory requirements and standards.
	Goal met



	
	Provide efficient, cost effective building and grounds maintenance.
	Costs per square foot were 7.3% less than industry average.

	Vehicle Management
	Ensure that all vehicles and equipment repairs are conducted in the most cost efficient manner.
	Cost per mile 20% less than previous fiscal year. High value repairs were 35% below industry average. 

	Human Resources
	See Category 7.4 for HR discussion
	See Category 7.4 for HR results.


7.3  Financial Performance Results
The Department’s operating budget has seen significant reductions in the past five years (Figure 7.3-1).
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Figure 7.3-1 (Higher is Better)
Since DMH uses state funding to generate Medicaid revenue, the effect of reductions in state funding are compounded.  State appropriations almost stabilized for FY 05 after years of successive budget cuts (Figure 7.3-2).  
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Figure 7.3-2 (Higher is Better)

Figure 7.3-3 shows how the levels of all major sources of revenue for the Department have changed over the last four years.
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Figure 7.3-3 (Higher is Better)
Other sources of revenue are so much smaller in comparison to state appropriations, Medicaid, and disproportionate share Medicaid that fluctuations in the other revenues’ levels barely affect the bottom line.  

Even with these reductions, DMH has operated within its budget and has not run a deficit, a significant achievement considering state appropriations account for half of the DMH budget.

State Accident Fund Premiums (Workmans Compensation) have risen dramatically in the past five years.  While the number of claims are down 63% since FY 99, the increase in medical costs continue to push the premiums upward (Figure 7.3-4).
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Figure 7.3-4 (Lower is Better)

The Department has made some gains to offset losses through an aggressive grant-seeking campaign, generating additional revenue from non-state sources, reducing the use of expensive inpatient bed utilization by expanding community crisis programs, and cost-reduction strategies.

In FY 05, DMH was awarded over $8 million new grant dollars (Figure 7.3-5), a major accomplishment in a time of diminishing resources, federal, as well as state.
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Figure 7.3-5 (Higher is Better)

In an effort to generate non-state revenue, the Department has successfully increased Medicaid reimbursable services to priority populations.  Through contracts with Health and Human Services, DMH bills for services rendered to Medicaid eligible mental health consumers served in community programs.  

For example, approximately 55% of the patients admitted to community crisis units are Medicaid-eligible.  While inpatient psychiatric care cannot be billed to Medicaid, community crisis stabilization units can.  

Figure 7.3-6 shows that DMH has held close to maintaining billable hours of service to its adult priority populations: severely mentally ill adults.  For emotionally disturbed children, billable hours have almost doubled.  In essence, DMH is providing more services to key customer groups with less money.
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Figure 7.3-6 (Higher is Better)

The average cost of an admission to a psychiatric hospital is $3,052, versus $975 for the cost of admission to a local crisis stabilization unit.  Expanding community programs and reducing inpatient use not only conforms to stakeholder expectations, but it is also more cost effective.  

The TLC program, begun in 1991, is designed to return long-term psychiatric inpatient consumers to live in the community through intensive support from CMHCs. To date, over 1,640 clients with serious and persistent mental illness, 1,385 from an institutional setting, have participated in the program. 

Figure 7.3-7 compares Pre-TLC hospitalization costs to all costs associated with an individual’s TLC community enrollment (CMHC case management, hospitalizations, etc.).  For all TLC individuals there was a $34M cost savings (or redirection) directly attributable to TLC Program participation.
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 Figure 7.3-7 (Lower is Better)
Figure 7.3-8 illustrates these figures on an average, per person basis. The Department is able to spend an average of $93,833 less on each consumer by providing intensive community-based services than it spent providing institutional care.
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Figure 7.3-8 (Lower is Better)

Not only is community-based treatment the right thing to do, it is also financially a much more efficient use of fiscal resources.   

It is for all of these reasons that the Department aggressively promotes crisis programs in the community to prevent unnecessary hospitalizations and promotes community preparation programs in the inpatient facilities to assist consumers in learning the life skills they need to succeed in their community transition.

Community expansion has not been achieved at the expense of inpatient programs, but through new dollars, Medicaid revenue, and re-direction of cost-savings (Figure 7.3-9).  Community expenditures have risen, while inpatient expenditures have decreased slightly.  
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Figure 7.3-9 (Higher is Better for Community; 

Lower is Better for Inpatient)

The Department actively seeks to contain the costs associated with inpatient care.  Bed-Day costs reflect the expenses of providing inpatient care within the specialized facilities (Figure 7.3-10).  FY 05 data is not yet available.

[image: image45.emf]Inpatient Bed-Day Costs

$0

$100

$200

$300

$400

2002 2003 2004

Psych Tucker/Dowdy Campbell Sex Predator


Figure 7.3-10 (Lower is Better)

The commitment to community-based services has allowed DMH to reduce hospital beds, close wards, and move funding into the community to generate new programs.

The commitment to a community system has spurred DMH to enter into housing development, partnering with housing authorities and non-profit organizations to buy or construct single and multi-family residences for consumers who, otherwise, may have no alternative outside of institutional life.  DMH has achieved a 4:1 leveraging of its housing funds, a rate not exceeded by any other state.

7.4  Human Resource Results 

In FY 04, SCDMH conducted an employee satisfaction survey to assess workforce issues and establish baseline data for improvements.  

In the area of employee satisfaction (Figure 7.4-1), 60% of employees reported that they were satisfied or very satisfied with their job.
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Figure 7.4-1 (Higher is Better)

This level of staff job satisfaction is within the range of expected results considering the stresses and insecurities produced by budget cuts in recent years.  Budget cuts in the past five years have resulted in the loss of over 900 employees, and our turn-over rate is slightly above 15% for FY 05 (Figure 7.4-2).
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Figure 7.4-2 (Lower is Better)

In keeping with the Department’s strategic plan and its commitment to serve consumers in their local community, the agency has shielded its community system from these reductions by reducing the size of its inpatient and administrative workforce (Figure 7.4-3).    
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Figure 7.4-3

These staff reductions were accomplished, for the most part, through attrition, or staff were offered reassignment to positions vacated through attrition. 

In the FY 04 survey, 77% of employees agreed or strongly agreed that they perceived their work as contributing to the mission of the agency (Figure 7.4-4), a measure of an employee’s sense of involvement.
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Figure 7.4-4 (Higher is Better)

In the area of staff development, 60% of employees responded in the FY 04 Satisfaction Survey that they received adequate training to perform their job (Figure 7.4-5).
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Figure 7.4-5 (Higher is Better)

Staff Development and Training offered 762 hours of training in FY 05 conducted either through classroom instructions, or on-line modules Figure 7.4-6).  
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Figure 7.4-6 (Higher is Better)

There were 496 training hours directly related to meeting the needs of the strategic plan in FY 05 (Figure 7.4-7).
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 Figure 7.4-7 (Higher is Better)

Front –line staff received 274 hours of training, up from 222 hours in FY 04, and 19 hours of supervisory training and mentoring/ succession training were offered.  

Concern for employee safety and actions to improve the working environment are reflected in reduced Workers’ Compensation claims (Figure 7.4-8).  This represents a 63% reduction in the number of claims since FY 99.
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Figure 7.4-8 (Lower is Better)

In affirmative action, DMH continues to be a leader among large state agencies, moving from a ranking of 10th in FY 02, to 8th in FY 03, to 7th in FY 04, and 6th in FY 05.  Figure 7.4-9 shows the percent of affirmative action goals met by the agency since FY 02.
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Figure 7.4-9 (Higher is Better)

7.5  Regulatory/Legal Compliance and Community Support Results
DMH is subject to review/audit/survey by a wide variety of bodies.  Figure 7.5-1 provides an overview of many of these bodies, their function, and the status of our most recent review.

All community mental health centers, all inpatient facilities, and all administrative functions are in compliance and fully accredited in all of the areas noted in the table.

	Figure 7.5-1


Legal and Regulatory Compliance

	AGENCY OR ENTITY
	FUNCTION
	Current Status 

	CARF
	National Accreditation
	All CMHCs accredited

	JCAHCO
	National Accreditation
	All inpatient facilities accredited

	VA
	National Accreditation of Veterans’ Nursing Homes
	In compliance

	HHS Program Integrity Audit
	Medicaid Division of Corporate Compliance
	In compliance

	HHS Program Staff Field Review
	Review of programs and documentation to identify training and compliance issues.
	In compliance

	DMH Quality Assurance Team
	Review of client care practices and medical records documentation for quality of care, accreditation and corporate compliance issues.
	In compliance or action plan to achieve compliance

	DMH Internal Audit
	Review of administrative practices, policies and procedures for compliance with DoFS, Human Resources, and other regulations.
	In compliance or action plan to achieve compliance

	DMH Corporate Compliance
	Regular review by DMH for conformance with DMH Corporate Compliance Plan
	In compliance

	DHEC
	Inspection of CRCFs operated by Centers for conformance with regulations.
	In compliance

	DHEC
	Inspection of day programs preparing food for conformance with sanitation regulations.
	In compliance

	DHEC
	Inspections of inpatient facilities for compliance with regulations.
	In compliance

	Fire Marshal
	Inspection of facilities for fire safety
	In compliance

	Medicare Professional Review Organization
	Review of medical records to determine appropriateness of Medicare reimbursement—contract organization of SC Blue Cross Blue Shield
	In compliance

	ADA
	Regulation of access for disabled
	In compliance


Glossary of Terms and Abbreviations

ACT/PACT/RBHS – a set of case management programs delivered out of the CMHC offices, in the natural living environment of the consumer, urban or rural.

All-Hands Meeting – quarterly meeting with State Director, open to all employees, to discuss the state of the Department.

Assembly – State Director’s monthly meeting of CMHC/facility directors, advocacy representatives and senior leadership.  Quarterly, the Assembly includes CMHC Board representatives.

BPH – Bryan Psychiatric Hospital, an acute care inpatient facility in the Columbia area.

CAFAS – Child and Adolescent Functional Assessment Scale, used by the clinician to evaluate the level of functioning and degree of symptoms in children and adolescents.

CARF – Commission on Accreditation of Rehabilitation facilities, one on the bodies which accredit DMH facilities.

Chapter 22 – Medicaid policies and procedures for mental health providers of community mental health services.

CIS – Client Information System, data-base containing consumer information.

CLM – Computer Learning Modules, a computerized system for presenting and evaluating knowledge of standardized educational materials.

CME – Continuing Medical Education, physician continuing education credits.

CMHC – Community Mental Health Center.

Commission – a seven-member body designated by the state to oversee the Department of Mental Health.

Community Development Plan – the DMH strategic plan, also called “Making Recovery Real.”

Consumer – person with mental illness served by the DMH.

Continuity of Care – a set of standards governing the provision of treatment to ensure seamless care is provided through hospital and community based care.

Corporate Compliance – process by which third party payers are assured that reimbursed clinical services are delivered as described.

CPM – Certified Public Manager, a managerial training program offered through state government.

DMH – South Carolina Department of Mental Health.

Dual Diagnosed – consumer diagnosed with more than one major psychiatric disorder: mental illness and alcohol/drug addiction.

ETR – Education, Training and Research, the agency’s division for outcomes, training, research, and best practice development.

EPMS – Employee Performance management System, the state’s annual employee appraisal system.

GAF – Global Assessment of Functioning, a clinical evaluation instrument used by the clinician to assess consumer level of functioning and symptoms.

Governing Council – the 9 member senior leadership of the agency.  Members are the State Director, Chief of Security, Medical Director, General Counsel, and the Directors of Community Care Systems, Quality Management, Communications, Administrative Services, and the Institute of Behavioral Sciences.

HPH – Harris Psychiatric Hospital, an acute care inpatient facility in the Anderson area.

IT – Information Technology, the mainframe, area networks, and data systems of the agency.

JCAHO – Joint Commission on Accreditation of Healthcare Organizations, a hospital accrediting body.

MST – Multi-Systemic Therapy, an in-home, intensive service to children and their families.

MHSIP – Mental Health Statistical Improvement Project, a multi-state project to design consumer satisfaction surveys for mental health consumers.

ORYX – JCAHCO required set of data required to be submitted monthly on the performance of inpatient facilities.

Pathlore – a computerized employee training registration and documentation system.

PIC – Performance Improvement Committee.

QCRB – Quality of Care Review Board, a convened group of experts charged with analyzing the events leading up to and through an outcome deemed adverse and making recommendations to the Department to prevent the event from recurring at the original site and throughout the agency.

QA – Quality Assurance, the process by which clinical services or documentation is monitored for adherence to standards, e.g., Medicaid, CARF, JCAHCO.

Recovery – a philosophy of mental health systems, supporting consumers’ ability to overcome the debilitating, stigmatizing effects of their disorder and assisting their empowerment.

Risk Management – the process by which potential clinical adverse outcomes are minimized in frequency or severity, or actual adverse outcomes are appropriately responded to as opportunities to improve services (root cause analysis, QCRBs, etc.).

SAP – computerized financial management system.

School-Based – services delivered by mental health professionals within the walls of the school system.

SHARE – Self-Help Association Regarding Emotion, a consumer advocacy and self-help organization.

State Plan – document required annually by federal government that specifies specific goals for expenditure of Block Grant monies.

State Planning Council – stakeholder group who plans expenditures of federal Block Grant funds.  The council is required to have at least 50% of its membership be non-DMH stakeholders.

Trauma – treatment and assessment, directed toward children and adults, to reduce the traumatic effects of psychiatric hospitalizations and previous life traumas.

TLC – Toward Local Care, a program to return long term psychiatric inpatient consumers to life in the community with intensive support from CMHCs.

Transition Council – Stakeholder group who plan and oversee the TLC program.

Utilization Review – the process by which clinical services or documentation are monitored to assure delivery of clinically appropriate treatment (a.k.a., clinical pertinence).

WSHPI – William S. Hall Psychiatric Institute, a specialty inpatient facility in the Columbia area, serving children and forensic populations.

Wrap – intensive services, primarily for children, that “wrap” the individual in a full range of services to meet the psychiatric, emotional, social, and academic need
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Figure 4.1-1
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Medical Director Brenda Ratliff, M.D.�

Education, Training & Research
Ron Prier, M.D.�

Staff Development and On-Line Training
Sandy Hyre�

Data, Outcomes, Evaluations
Joe Belknap�

Ancillary Services
Ed Spencer�

Consumer & Family Services
(Vacant)�

Forensic Services
Shirley Furtick�

Children and Family Services
Louise Johnson�

Co-Occurring & Alcohol & Drug Services
Shelly McGeorge, Ph.D.�

Deaf Services
Barry Critchfield�

MultiCultural Services
Jerome Hanley, Ph.D.�

Division of Administrative Services
Kenneth Long�

Information Technology Services
Herb Drucker�

Financial Services
John Bourne�

Nutritional Services
Masoud Mahini�

Physical Plant Services
Jim Berry�

Medicaid
Keith Randolph�

Human Resource Services
Bill Noyes�

�

Grants and Planning
Katherine Hepfer�

Employment
Demetrius Henderson�

Long Term Care
Laura Hughes�

Office of Best Practices
Kerry Lachance�
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