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SSTTAATTEE  HHOOSSPPIITTAALL  DDAATTAA  HHIIGGHHLLIIGGHHTTSS  
  
Addressing the State Mental Health Hospital Capacity Issue 
 
Recent data trends indicate that State Mental Health Hospitals funded by the Texas 
Department of State Health Services (DSHS) are nearing capacity. The system is 
considered full at 95% capacity due to specialty programs that are often not fully 
utilized and high patient turnover. This capacity issue has emerged due to an increase 
in the number of patients with hospital stays longer than one year and an increase in 
the number of patients on forensic commitments. As Figure 1 shows, the capacity of 
Texas State Mental Health Hospitals exceeded 95% during periods of 2009. 

Because Texas State Mental Health Hospitals are approaching capacity, hospitals 
divert patients to other locations on an increasing number of days during the year, 
with diversion occurring on nearly 40% of days recently. At the same time, the number 
of individuals waiting to be admitted through criminal courts (i.e., forensic waiting list) 
is increasing at an alarming rate, from 118 in February 2008 to 340 in September 
2009.  
 
To address this capacity issue and, more generally, access to care, Assistant 
Commissioner Michael Maples formed a Continuity of Care Task Force. The Task 
Force goals are: to examine the overall continuum of care for individuals with severe 
mental illness who move through multiple systems; to make and prioritize 
recommendations to improve efficiencies, access and quality; to examine barriers to 
discharge for individuals in State Mental Health Hospitals with extended lengths of 
stay; and to make and prioritize recommendations to resolve barriers to discharge. 
 
The Task Force includes representation from Texas State Mental Health Hospitals, 
DSHS, DSHS-funded community mental health centers, courts, advocacy 
organizations, and consumers of mental health services, with Susan Stone, M.D., 
J.D., serving as Chair. Five public forums are also being held to solicit input directly 
from key stakeholders. The Task Force is committed to achieving its objectives 
through collaborative focus on statutory issues, training for the legal system, medical 
clearance, clinical issues, and developing longer-term strategies.   
 
For more information on the work of the Continuity of Care Task Force, visit: 
http://www.dshs.state.tx.us/mhsa/continuityofcare/. 

SYSTEM 
FULL AT 

95% 

               Source: DSHS Hospital Management Data Services Unit.   
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CCOOMMMMUUNNIITTYY  MMEENNTTAALL  HHEEAALLTTHH  DDAATTAA  HHIIGGHHLLIIGGHHTTSS    
 

Progress on Rider 65: Intensive Ongoing Services and Engagement and Transitional Services 
 
In 2007, the 80

th
 Legislature approved Rider 69 to fund a redesign of the community mental health crisis service system in 

Texas. Crisis Redesign was implemented in State Fiscal Year (SFY) 2008, with the result that the number of people who 
accessed crisis services dramatically increased at community mental health centers funded by the Department of State 
Health Services (DSHS). This increased access to crisis services, in turn, indicated a need for enhanced services to help 
people with serious mental illness recover from mental health crises. As a result, the 81

st
 Legislature appropriated $24.3 

million for SFY2010-11, under the provisions of Rider 65, to enhance and expand Crisis Redesign at DSHS-funded 
community mental health centers. The crisis redesign has two goals, both meant to minimize the risk of an individual 
entering a crisis relapse. One goal of the redesign is to increase the availability of intensive ongoing services at DSHS-
funded community mental health centers for people who have experienced mental health crises and still need intensive 
ongoing services. A second goal is to provide additional engagement and transitional services, which are tailored to 
individual needs during a crisis and again during the transition afterward. But are these Rider 65 goals being met?  
 
Intensive Ongoing Services 

For adults, data for SFY2010 year-to-date indicates that 18 (49%) of the 37 DSHS-funded community mental health 
centers have already met or exceeded their annual target for the number of adults to be served in intensive ongoing 
services, including psychosocial rehabilitation and assertive community treatment. This data indicates an increased 
availability of psychosocial rehabilitation and assertive community treatment. These intensive ongoing adult services 
engage high-need individuals with serious mental illness using a team-based approach to help them meet personal goals 
so that they may continue with their recovery following a mental health crisis. For children, 22 (59%) of the DSHS-funded 
community mental health centers have already met or surpassed their annual target for the number of children to be 
served in intensive ongoing wraparound services. This data reveals increased access to wraparound services for families 
of children diagnosed with a serious emotional disorder. Wraparound teams provide intensive support for a family as the 
family assesses its own strengths and identifies a plan to address its needs and goals. 
 
Engagement and Transitional Services 
 
Another Rider 65 goal is to provide people with additional engagement and transitional services tailored to their needs 
during a crisis and the transition afterward to minimize crisis relapse. Approximately 63% of those who seek crisis 
services from DSHS-funded community mental health centers are not linked with ongoing community mental health 
services. Some are ineligible for ongoing services or are difficult to engage. Others have high needs and require help to 
transition from an acute crisis stabilization period into ongoing services. Rider 69 allowed DSHS-funded community 
mental health centers to serve individuals for up to 30 days in transitional services following a mental health crisis. In 
contrast, Rider 65 allows for up to 90 days of transitional services. Additionally, Rider 65 creates a more flexible array of 
transitional services so that staff at DSHS-funded community mental health centers have more time to engage with 
people and aid in transitioning them into ongoing services, while also addressing co-occurring potential substance use 
and physical health care issues. An important aspect of Rider 65 is the tailoring of engagement and transitional services 
to each person’s goals and needs. The extended time frame, plus the wide array of flexible services, reduces the 
possibility of an individual relapsing into crisis due to lack of access to community mental health services or unwillingness 
to engage. Indeed, DSHS-funded community mental health centers have reported that the additional time and flexibility 
have enhanced their capabilities. It also allows staff to work longer with individuals who are ineligible for ongoing services 
so that they may link them to other resources beyond those offered at DSHS-funded community mental health centers. 
Data for SFY2010 year-to-date reveals that 29 (78%) of the 37 DSHS-funded community mental health centers have met 
or exceeded their annual target for the number of people to receive engagement and transitional services.  

 
Rider 69 of the 80

th
 Legislature “opened the door” to expand and enhance the community mental health crisis service 

system in Texas. Rider 69 also underscored the critical need to minimize crisis relapse by providing more access to post-
crisis community mental health services. Rider 65 of the 81

st
 Texas Legislature allowed for the inclusion of that core 

component of the mental health care continuum. Thanks to the collaborative effort of DSHS-funded community mental 
health centers, DSHS personnel, legislators, and other community stakeholders, implementation of Rider 65 seems to be 
demonstrating some progress toward increasing the availability of intensive ongoing services for people who have 
experienced a mental health crisis, while also providing additional engagement and transitional services to people during 
a crisis and the transition afterward. 

   



DSHS Behavioral Health NEWS BRIEF  (http://www.dshs.state.tx.us/sa/bhnb.shtm)       Volume 5      Issue 3        May 28, 2010 3 

SSUUBBSSTTAANNCCEE  AABBUUSSEE  DDAATTAA  HHIIGGHHLLIIGGHHTTSS    
 
National Outcome Measures for Substance Abuse Treatment in Texas Compared to U.S. 
 
The Substance Abuse and Mental Health Services Administration (SAMHSA) developed National Outcome Measures 
(NOMs) to assess the real-life outcomes of people in SAMHSA-funded programs that are designed to help them recover 
from mental health and substance use disorders. As a recipient of a client services block grant for substance abuse 
prevention and treatment from SAMHSA, the Texas Department of State Health Services (DSHS) must report NOMs for 
clients who receive substance abuse treatment at its funded providers. SAMHSA requires that the percent of clients at 
admission and discharge be compared on: employment/school; housing; arrest-free status; abstinence from alcohol; 
abstinence from drugs; and social support for recovery. For each NOM, the percent change from admission to discharge 
for clients who complete substance abuse treatment is computed in a given calendar year. In some cases, clients are 
admitted to substance abuse treatment only once during the year. In other cases, clients may be admitted to treatment 
multiple times during the year, in which case, the percent change from their first admission to their last discharge is 
calculated. But how is Texas doing on NOMs for substance abuse treatment compared to the national average?   
 
Figure 2 displays NOMs for substance abuse treatment in Texas compared to the U.S. average in 2008, the most recent 
year for which national data are available. In terms of employment/school, 30% more clients reported being employed or 
in school at discharge vs. admission to DSHS-funded substance abuse treatment in Texas [i.e., 30% percent change = 
(68% discharge  52% admission) / 52% admission] compared to 14% in the U.S. [i.e., 14% percent change = (44% 
discharge  39% admission) / 39% admission]. With respect to housing, 6% more clients reported that they were housed 
at discharge vs. admission in Texas compared to 2% in the U.S. For arrest-free status, 4% more clients were arrest-free 
at discharge vs. admission in Texas compared to 12% nationally. In terms of alcohol abstinence, 127% more clients 
reported abstaining from alcohol at discharge vs. admission in Texas compared to 36% in the U.S. Similarly, 62% more 
clients in Texas reported abstaining from drugs at discharge vs. admission compared to 45% nationally. Finally, 129% 
more clients reported being engaged in social support for recovery programs (e.g., Alcoholics Anonymous or Narcotics 
Anonymous) at discharge vs. admission in Texas compared to 62% in the U.S. So, overall, Texas generally exceeded the 
national average on substance abuse treatment NOMs. 
 

 

 
 
 
 
 
 
 
 

Standardized measures, such as NOMs, allow states and substance abuse treatment programs to more easily share 
innovative approaches by having everyone “on the same page” and using a common language when assessing 
outcomes. What better opportunity to work toward improving services for people in Texas! 
 

   

 

PPOOSSIITTIIVVEE  PPEERRFFOORRMMEERR  
NNeexxuuss  RReeccoovveerryy  CCeenntteerr,,  IInncc..  
  
The Texas Department of State Health Services (DSHS) contracts with Value Options to manage substance abuse treatment 
services in Dallas and surrounding counties. Value Options then contracts with providers in the Dallas area to deliver 
substance abuse treatment services to clients. One of the providers under contract with Value Options is Nexus Recovery 
Center, Inc., which provides both residential and outpatient substance abuse treatment to women and children. Particularly 
noteworthy is Nexus Recovery Center’s DSHS-funded residential program for women and children. To date in State Fiscal 
Year 2010, 77% of women completed substance abuse treatment in Nexus Recovery Center’s residential program for women 
and children, compared to 72% who received residential treatment from other providers under contract with Value Options. 
Well done Nexus Recovery Center!  

 

 

  

             Source: Measures reported in 2010 Uniform Application for Substance Abuse Prevention and Treatment Block Grant. 

 

 School 
 

Status 
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WWHHAATT  TTHHEE  RREESSEEAARRCCHH  LLIITTEERRAATTUURREE  TTEEAACCHHEESS  UUSS  

 
The Sustainability of Evidence-Based Practices at Routine Mental Health Sites 
 
In 2003, The President’s New Freedom Commission on Mental Health urged the public sector to provide financial 
incentives in support of evidence-based practices and endorsed treatments based on research for people with serious 
mental illness. The National Implementing Evidence Based Practices Project examined the sustainability of evidence-
based psychosocial practices (i.e., assertive community treatment, family psycho-education, illness management and 
recovery, integrated dual disorders treatment, and supported employment) at 49 routine mental health care sites, which 
completed an initial implementation phase. The implementation model was developed at the Dartmouth Psychiatric 
Research Center, which also served as the coordinating center responsible for monitoring practice implementation. In a 
study published in the May 2010 issue of Community Mental Health Journal, Karin Swain, Ph.D., and her colleagues, 
focused on the sites that sustained practices two years after implementation, the extent and nature of project adaptations, 
differences in characteristics between the two groups, and the reasons for sustaining or not sustaining. The authors 
conducted a telephone survey to gather qualitative and quantitative information from site representatives and others 
familiar with the sites and practices during the follow-up period. The results showed that 80% of the routine mental health 
sites sustained the evidence-based psychosocial practices for two years post-implementation, and that most sites adapted 
practices moderately to meet state and local needs. Sustaining and non-sustaining sites differed on several key issues. 
Lack of state funding or supported training, lack of strong commitment from agency leadership, adverse staff or client 
culture, competing evidence-based practices, and staff turnover were cited as contributing factors, often in combination, for 
not sustaining a practice. Clearly, this study is relevant to Texas, where evidence-based psychosocial practices are being 
sustained as part of ongoing intensive services at community mental health centers funded by the Department of State 
Health Services. The present findings allow DSHS and its funded community mental health centers to more effectively plan 
for, and support, the continued growth of such evidence-based practices.   
___________ 
 
Swain, K., Whitley, R., McHugo, G.J., & Drake, R.E. (2010). The sustainability of evidence-based practices in routine mental health agencies. 
Community Mental Health Journal, 46, 119-129.  

 

 

QQUUEESSTTIIOONN  FFRROOMM  TTHHEE  AASSSSIISSTTAANNTT  CCOOMMMMIISSSSIIOONNEERR  FFOORR  MMEENNTTAALL  HHEEAALLTTHH  AANNDD  

SSUUBBSSTTAANNCCEE  AABBUUSSEE  SSEERRVVIICCEESS:: “What have you done for clients today using data?”            
 
ANSWER: Kerby Stewart, M.D., Clinical Coordinator, Substance Abuse Services Unit 
 

 

 

I use data (ably made available to me, and often at the last minute, by 
people like Duane Sullivant, Substance Abuse Contracts Management 
Unit, and David Walsh, Decision Support Unit) to communicate more 
effectively about clinical issues with substance abuse treatment providers 
funded by the Department of State Health Services. It is very useful to be 
able to speak specifically, authoritatively, and persuasively on clinical 
issues if one is to help enhance service delivery, efficiency, and 
effectiveness. Without the data, conversations remain mostly theoretical, 
and thus subject to debate. With the data, these conversations become 
very real and practical and point to specific actions that can be taken to 
enhance services — there’s less room for argument and confusion. For 
example, I recently used data to suggest specific ways that a substance 
abuse treatment program could enhance adult outpatient services and 
diversify supports offered to women with children. The numbers provided 
me with access to what they were doing so that my suggestions were 
understood and my credibility was substantiated; I knew what I was talking 
about — I had the data to prove it! 

 

 

Tanya Guthrie ©. 

 

  

 Tanya Guthrie ©. 
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Trauma, Posttraumatic Stress Symptoms, and Alcohol Use Initiation in Children 
 
People presenting with posttraumatic stress disorder (PTSD) and a co-occurring substance use disorder often report 
severe childhood trauma. There is evidence that PTSD or PTSD symptoms that follow traumatic experiences during 
childhood may be related to development of substance use disorders. For this study, researchers had only retrospective 
information on childhood experiences and on PTSD symptoms preceding the onset of substance use disorders. In an effort 
to make up for the lack of longitudinal research, Ping Wu, Ph.D., and her colleagues in the Department of Psychiatry at 
Columbia University Medical Center, examined the initiation of alcohol use among adolescents and the connections to their 
earlier traumatic experiences and symptoms of PTSD. The researchers examined data from a longitudinal study of children 
of Puerto Rican background living in New York City's South Bronx and in San Juan, Puerto Rico. Their focus was on 1,119 
children (52% male) aged 10-13 years who had reported no alcohol use at baseline. The results, published in the May 
2010 issue of the Journal of Studies on Alcohol and Drugs, indicate that alcohol-use initiation within two years after 
baseline was significantly more common among children reporting both trauma exposure and at least 5 (of 17 maximum) 
PTSD symptoms at baseline than among children without trauma exposure, even when potentially shared correlates were 
taken into account. However, children with trauma exposure and fewer than 5 PTSD symptoms did not differ significantly 
from children without trauma exposure, in terms of their later alcohol use. In short, PTSD symptoms in 10-13 year old 
children may be associated with early onset of alcohol use. Hence, it is important to identify and treat PTSD-related 
symptoms in pre-adolescent children in Texas and the rest of the nation. Early detection and effective treatment of PTSD 
may help delay the subsequent onset of alcohol use by children and adolescents and reduce the negative impact of alcohol 
use disorders over their life spans. 
___________ 
 
Wu, P., Bird, H.R., Liu, X., Duarte, C.S., Fuller, C., Fan, B., Shen, S., & Canino, G.J. (2010). Trauma, posttraumatic stress symptoms, and alcohol-use 
initiation in children. Journal of Studies on Alcohol and Drugs, 71, 326-334. 

Tanya Guthrie  © 

 

UUPPCCOOMMIINNGG  EEVVEENNTTSS  
 
June 3, July 1, August 5-6, and September 2 are the Mental Health Planning and Advisory Council (MHPAC) 
Teleconferences/Meetings (http://www.dshs.state.tx.us/mhpac/10meetings.shtm). 
 
June 4 (1:30-5pm) is the Texas Mental Health Transformation Work Group (TWG) Meeting, Texas Department of State Health 

Services, Board Room (M-739), Robert D. Moreton Building, 1100 W. 49
th 

Street, Austin, Texas 
(http://www.mhtransformation.org/events.asp). 
 
June 9-10 is the Texas Suicide Prevention Symposium: Coming Together to Care, Marriott Austin North, Round Rock, Texas 

(http://www.texassuicideprevention.org). 
 
June 13-16 is the Texas Association of Substance Abuse Programs Conference: Texas Initiative for Program Success and 
Sustainability, Marriott Quorum, Dallas, Texas (http://www.asaptexas.org/meetings.htm). 
 
June 16-18 is the 2010 Texas Council of Community MHMR Centers Conference, Marriott Woodlands Waterway Hotel and 

Convention Center, The Woodlands, Texas (http://www.txcouncil.com/texas_council_conference.aspx). 
 
June 18-20 is the Second Biennial Texas Mental Health Youth Conference, Texas Tech University, Lubbock, Texas 

(http://www.viahope.org/pdf/youthsummit_announcement.pdf). 
 
June 20-23 is the 2010 Street Outreach Workers Conference, Doubletree Hotel, Austin, Texas 

(http://www.hivconnection.org/conf.html). 
 
July 8-10 is the 36

th
 Annual Texas Association of Addiction Professionals (TAAP) State Conference on Addiction Studies, 

Crowne Plaza Riverwalk, San Antonio, Texas (http://www.taap.org/displaycommon.cfm?an=1&subarticlenbr=81). 
 
July 19-23 is the Texas Behavioral Health Institute, Austin Convention Center, Austin, Texas (http://www.texinstitute.com). 
 
August 26 is the Texas Department of State Health Services (DSHS) Council Meeting, Board Room (M-739), Robert D. 

Moreton Building, 1100 W. 49
th
 Street, Austin, Texas (http://www.dshs.state.tx.us/council/meetingdates.shtm). 

 
 
 
 
 
 
 

http://www.dshs.state.tx.us/mhpac/10meetings.shtm
http://www.mhtransformation.org/events.asp
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http://www.txcouncil.com/texas_council_conference.aspx
http://www.viahope.org/pdf/youthsummit_announcement.pdf
http://www.hivconnection.org/conf.html
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         Source: KnowledgeBase CMBHS Customer Contact Tracking, DSHS, 04/13/10. 

  

  

CCLLIINNIICCAALL  MMAANNAAGGEEMMEENNTT  FFOORR  BBEEHHAAVVIIOORRAALL  HHEEAALLTTHH  SSEERRVVIICCEESS  ((CCMMBBHHSS))  

PPRROOJJEECCTT  UUPPDDAATTEE  
  
Kevin Davis, CMBHS Business Services Team Leader 
 
The Clinical Management for Behavioral Health Services (CMBHS) Training and Technical Assistance Team (Decision 
Support Unit, Mental Health & Substance Abuse Services) continues to track all calls to its HelpDesk using a new dynamic 
database known as “Knowledgebase CMBHS Customer Contact Tracking”.  
 
Figure 3 displays the number of calls received 

by the CMBHS HelpDesk during the first week 
of deployment to each Texas public health 
region. (For a list of Texas counties by public 
health region, see: 
http://www.dshs.state.tx.us/chs/info/info_txco.
shtm.) The CMBHS HelpDesk received 200 
calls during the first week of deployment to 
region 7 (December 14-18, 2009), and only 19 
calls were received during the first week of 
deployment to regions 4 and 5 (April 26-30, 
2010). Call volume might have been initially 
higher as users were unaccustomed to the 
new application and functionality issues were 
discovered. More recently, however, call 
volume has decreased, perhaps as 
resolutions to functionality issues are applied 
system-wide before CMBHS is deployed to 
other regions.  

 
The number of HelpDesk calls may also be 
declining due to the rate at which functionality 
issues are resolved. The CMBHS Business and 
Technology Teams have been working to 
resolve identified issues quickly. As Figure 4 
indicates, CMBHS HelpDesk tickets are closed 
soon after they are opened — usually within the 
same month.  
 
The CMBHS Business Team is working on the 
final few components of CMBHS for the second 
production release of the application, including 
the development of a case management 
function. Also, the Business Team recently met 
with representatives from some of the DSHS-
funded HIV early intervention providers to solicit 
possible requirements for case management   
and HIV outreach and performance measure 
reporting. In addition to case management and 

HIV early intervention measures, the second production release of CMBHS will include performance measures and 
curriculum outcome measures for DSHS-funded substance abuse prevention and intervention providers. 
 
Deployment of the CMBHS application continues throughout the state. As of May 10, 2010, DSHS-funded substance 
treatment and OSAR providers have begun using CMBHS in Texas public health regions 2, 3, 4, 5, 6, and 7. A deployment 
schedule can be found on the CMBHS project webpage at http://www.dshs.state.tx.us/cmbhs/news.shtm. 
 
 
 

 Feedback, questions, and requests related to the CMBHS project may be submitted at the following link:  
http://www.dshs.state.tx.us/cmbhs/contactus.shtm. 
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                     Source: KnowledgeBase CMBHS Customer Contact Tracking, DSHS, 05/11/10. 
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