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PERFORMANCE AND OUTCOME MEASURE-
MENT IN SUBSTANCE ABUSE AND MENTAL
HEALTH PROGRAMS

TUESDAY, JULY 20, 2004

U.S. SENATE,
SUBCOMMITTEE ON SUBSTANCE ABUSE AND MENTAL
HEALTH SERVICES,
COMMITTEE ON HEALTH, EDUCATION, LABOR, AND PENSIONS,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:07 a.m., in
Room 430, Dirksen Senate Office Building, Hon. Mike DeWine
(chairman of the subcommittee) presiding.

Present: Senator DeWine.

OPENING STATEMENT OF SENATOR DEWINE

Senator DEWINE. Good morning. Thank you all for being here
today. We are meeting to discuss performance and outcome meas-
urements in substance abuse and mental health programs. With so
much effort and funding focused on these programs, it is, of course,
crucial to understand the effectiveness of these services, especially
as we work on re-authorizing the Substance Abuse and Mental
Health Services Administration. All SAMHSA programs are mov-
ing towards a core set of performance measures.

Our hearing today will help us understand just how this will
work. It will also help us better understand the challenges faced
by government and providers in making such an approach work
and how these measurements can over time improve the effective-
ness of all substance and mental health services programs.

To the degree possible at this hearing, we want to look at the big
picture. While we are, of course, interested in specific effective ap-
proaches to substance abuse and mental health treatment and pre-
vention, our focus today is really on the overall systems of care and
their effectiveness.

According to the Agency for Health Research and Quality, health
care performance measurement is the process of using a tool based
on research, a performance measure to evaluate a managed care
plan, health plan, or program, hospital or health care practitioner.
Performance measures generally are developed to establish clear
standards of accountability that in turn will lead to efforts to im-
prove the quality of care for people with specific health problems.
Performance also implies that the responsible health care providing
entity can be an identified, held accountable, and has control over
the aspect of care being evaluated.
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Using these sorts of measures can lead us directly to measuring
and understanding the health outcomes associated with programs.
That information then can help policy makers decide where and at
what levels to make program investments. Unfortunately, as re-
ported by many researchers, development of performance measures
in substance abuse and mental services has lagged behind similar
development for many other chronic medical conditions. Despite
that lag, several organizations and initiatives are now focused one
way or another on performance and outcome measurement in sub-
stance abuse and mental health.

We have heard Mr. Curie, for example, talk about SAMHSA’s
seven outcome domains. Organizations involved in recent and or
current efforts in the field include the Institute of Medicine, the
Washington Circle Group, the National Committee for Quality As-
surance, the National Association of State Mental Health Program
Directors and its research institute, the National Association of
Psychiatric Health Systems, Ensuring Solutions to Alcohol Prob-
lems, Joined Together, and, of course, SAMHSA itself.

So while there is a great deal of recently developed information
out there, there is also still much more work to be done to fill in
the gaps in our knowledge. SAMHSA and the Administration for
several years now have been getting ready to fully transform the
current block grants into performance and accountability-based
programs. We have heard often about the seven domains I men-
tioned earlier. I hope that we can get a clear picture today of ex-
actly where that effort is, more detail about data strategies, where
the current challenges lie, and what we can expect in addressing
these issues as we move forward on SAMHSA re-authorization. 1
look forward to hearing the members of our second panel comment
on these issues from their unique perspective.

For me, all of this boils down to doing what works best for people
with mental health and substance abuse problems. That means
using the best information we have to help guide us in the imple-
mentation, management, and funding of Federal programs.

At this time, I would like to submit a statement from Senator
Kennedy to be included in the record.

[The prepared statement of Senator Kennedy follows:]

STATEMENT OF SENATOR EDWARD M. KENNEDY

Discoveries in the medical sciences in recent years are bringing
new hope, new treatments, and new cures within reach of millions
of our citizens. The benefits have been well-documented for phys-
ical illnesses such as cancer and diabetes, but too little effort has
been made to document the comparable benefits that treatment
makes for people fighting substance addiction and mental illness.

It’s encouraging therefore that the Substance Abuse and Mental
Health Services Administration has been making a significant ef-
fort to close this gap in recent years.

Working in coordination with State officials, SAMHSA has led a
broad effort to reach agreement on a range of outcome measure-
ments to demonstrate that treatment and prevention are working
nationwide, improve methods for collecting data, and make the re-
sults widely known.

So far, SAMHSA has taken a number of worthwhile steps.
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They initially involved States, providers and consumers. They de-
cided on seven key outcome measurements to assess the current
state of care in the States. They are moving forward with Access
to Recovery and other grants to test the ability of providers to
measure new outcomes. And they have begun the process of invest-
ing resources in system transformation.

But clearly, more needs to be done to reach consensus and this
hearing is a worthwhile first step. Public debate can help to resolve
lasting questions about how to measure new outcomes in a way
that accommodates existing State efforts and produces the most
useful information about State systems of care as well as other
emerging questions that will surface as this process moves for-
ward—as it must.

At this point, it makes sense to review SAMHSA’s proposed
changes in block grant applications for fiscal year 2005 in light of
State concerns about timing and the cost of newly proposed manda-
tory and voluntary reporting requirements.

A recent letter to this Subcommittee from Administrator Charles
Curie acknowledged that “the process had lost sight of the ultimate
goal and that there are major impediments” to the previously
agreed-upon plan for transforming the block grants to a perform-
ance partnership. We very much appreciate this candor.

First and foremost among the impediments are obvious concerns
about the cost of meeting any new requirements. Currently,
SAMHSA is tackling the issue in a piece-meal fashion by awarding
small discretionary grants to States, but we know from discussions
with State Directors that the Federal contribution will need to be
in the millions of dollars annually.

The SAMHSA reauthorization gives us the opportunity to con-
sider this issue in detail and I look forward to receiving and re-
viewing the agency’s Reauthorization Proposal and their Perform-
ance Partnership Grant Report this year. Major changes to the
block grants should take place in the context of reauthorization and
following receipt of these reports, and not prior.

I look forward to today’s testimony by Mr. Curie, and I commend
him for his leadership in moving this process forward so well since
he took office.

We will also hear from Marsha Medalie of Riverside Community
Care in Massachusetts. Riverside is one of our largest and best pro-
viders, and we’re proud of all they do to improve the lives of people
with mental illness and substance abuse addiction. Her testimony
emphasizes the fundamental importance of measuring outcomes as
the key to improving the quality and availability of care.

In addition, Dr. Howard Goldman will discuss the importance of
using this information to aid in the transformation of our mental
health system.

We know that millions of Americans who need treatment for
mental illness never obtain it and those who do are often forced to
navigate a broken system that works for only the most well-off and
knowledgeable.

Our committee has broad jurisdiction and can help to break
down the barriers that keep mental health services out of reach for
millions of Americans of all ages. Some States are making signifi-
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cant progress, and it should be as broadly available as possible in
all States.

I welcome our witnesses, and I look forward to working with Sen-
ator DeWine and other colleagues in Congress to put the best ideas
into action.

Senator DEWINE. Now we will turn to our first panel. We thank
everyone, of course, for joining us today.

For our first panel this morning, I would like to introduce
Charles Curie, Administrator of the Substance Abuse and Mental
Health Services Administration. He has served in this role since
October 2001. He reports, of course, directly to Health and Human
Services Secretary Tommy Thompson and leads $3.2 billion agency
responsible for improving the accountability, the capacity, and ef-
fectiveness of our Nation’s substance abuse prevention, addictions
treatment, and mental health services.

Thank you very much for being back with us.

Mr. CURIE. Thank you.

Senator DEWINE. We look forward to your testimony and we look
forward to having the chance to talk with you again.

STATEMENT OF CHARLES G. CURIE, ADMINISTRATOR, SUB-
STANCE ABUSE AND MENTAL HEALTH SERVICES ADMINIS-
TRATION

Mr. CURIE. Absolutely. Well, thank you very much for having me
this morning, Mr. Chairman, and I do request that my written tes-
timony be submitted for the record.

Senator DEWINE. It will be made a part of the record.

Mr. CURIE. I am very pleased that you have selected performance
measurement and management as the topic for this morning. I
want to recognize this as a challenging issue, a complex issue. It
is an issue that I have struggled with as SAMHSA Administrator.
In fact, I have struggled because the SAMHSA I entered had hun-
dreds of measures and millions of dollars of activities around data
collection, analysis, and reporting, but there was no strategy, no di-
rection, and the links to agency vision and mission were vague at
best.

I am happy to report that we are changing the way we do busi-
ness at SAMHSA. We have established a vision at SAMHSA to life
in the community for everyone. Our vision is based on the precept
that all people deserve the opportunity for a life that includes a job,
a home, education, and meaningful relationships with family and
friends, recognizing that these outcomes in the lives of people who
are in recovery also more fully assure that relapse may not occur.
So these are critical outcomes reflecting recovery.

We have established a mission. It is building resilience and facili-
tating recovery. We have established a matrix of priorities and
management principles, and we are finalizing and implementing a
data strategy that is firmly based on the best of our past activities
and linked directly to our vision and our mission.

Over the years, we have developed through a 16-state pilot pro-
gram the uniform reporting system for mental health. It contains
over 20 measures of mental health services, each reported by
States in their block grant. I want to commend the National Asso-
ciation of State Mental Health Program directors for their leader-
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ship in this process. We have also convened over 30 State sub-
stance abuse agency meetings on performance measurement and
funded two treatment outcome and performance pilot studies.
These studies have resulted in the careful identification of perform-
ance measures for substance abuse treatment. Many States have
been reporting on these measures voluntarily since 2000, and I per-
sonally have seen amazing things done by the State substance
abuse authorities as a result of these efforts.

Mostly recently, I visited North Carolina, last fall Texas and last
summer in Washington State, and I would recommend to the com-
mittee to be examining their States in particular in terms of how
they are arriving at outcomes which fit within the seven domains,
as well as you will be hearing from Gary Tester from the Ohio on
the work that they have been doing.

As an illustration of our commitment to performance measure-
ment as well, because we know money is needed, especially in
these tight times, SAMHSA will have invested just over $277 mil-
lion in data infrastructure-related technical assistance to States
over the past 5 years, up from 49 million in Fiscal Year 2001 to
a requested 66 million in 2005.

Also, for the first time, we are asking for outcomes to be meas-
ured in our grant programs that reflect the seven domains and ac-
cess to recovery, which the applications for that grant are being re-
viewed as well as the strategic prevention framework which is on
the road right now in terms of people responding and us evaluating
responses to that application. These are all concrete examples of
our steadfast commitment to build State data capacity to measure
and manage performance.

Our intention at SAMHSA is to keep moving forward with our
partners. We will maintain an open and transparent relationship.
Change comes with challenges. Our data strategy is simple. We are
looking at what data we are collecting. We are asking why are we
collecting it, and we are asking how are we using it to manage and
measure performance, and if we do not use it, we need to lose it.
Since all of our programs are aligned with our vision and our mis-
sion, it only makes sense that the same outcomes are used across
all of our programs. The tighter our measures become, the more we
can prove our effectiveness. The greater our effectiveness, the
greater the number of people served, the greater the chances for
that life in the community for everyone.

Our emphasis is on a limited number of national outcomes. This
emphasis is built on a history of extensive dialogue with research-
ers, providers, colleagues in the States, and most importantly the
people we serve. We have learned that a limited number of key
outcomes will minimize the reporting burden on the States and
others and will promote a more effective monitoring of client out-
comes and system improvements. All of this leads me to the status
of performance partnership grants, a topic that I know is of both
interest and concern to the subcommittee.

The goal and intent of PPGs were clear, to promote greater flexi-
bility and accountability in the block grant program; however, what
I discussed when I moved from the State of Pennsylvania to the
Federal side of the PPG equation was that the process had gotten
in the way of achieving the purpose. Talk and debate and discus-
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sion had gone on far longer than necessary, a decade and mul-
titudes of meetings and workshops on block grant performance
measurement alone. SAMHSA had funded data-related grant pro-
grams and data collection activities. SAMHSA had analyzed them
and reanalyzed them, and SAMHSA made agreements and then re-
made the same agreements.

As a result, performance partnerships had not happened when I
arrived at SAMHSA. Process seemed to have supplanted progress.
The report we were to submit to Congress was drafted, but its
focus was on process and not action. I accept full responsibility for
stopping that report, which I discussed with the subcommittee
staff. We still owe you that report. One of the reasons this hearing
is so important is to help ensure that we are moving forward to-
gether to meet the needs of people with or at risk for mental and/
or substance use disorders.

Dr. Gary Tisler, who served as study director for the Carter
Commission of Mental Health recently observed when he saw that
the results of the New Freedom Commission and the Carter was
similar. He said: “It seems as though the advances of science and
technology far exceed our abilities to solve problems related to atti-
tudes, bureaucracies, and the human condition.” I think he is on
to something. Attitudes, bureaucracy, and the human condition are
what I fear will get most in the way of our efforts to move forward.

It is time to bring performance measurement and management
to the next level. It is time to begin reporting on what really needs
to be measured. Part of the challenge before us is to change current
attitudes and bureaucracies. Only when we find common ground
can we transcend those old attitudes.

The driving force for our work, as verbalized in our vision and
mission, is the hope of recovering the life in the community.
Through performance measurement and management, we open
ourselves to accountability for the work we do for you, for our many
partners, and most importantly for the people we serve in this Na-
tion.

Thank you, and I would be very open to and look forward to hav-
ing a dialogue and answering any questions.

[The prepared statement of Mr. Curie follows:]

PREPARED STATEMENT OF CHARLES G. CURIE, M.A., A.C.S.W.

Mr. Chairman and Members of the Subcommittee, good morning. I am Charles
G. Curie, Administrator of the Substance Abuse and Mental Health Services Admin-
istraéion (SAMHSA), part of the U.S. Department of Health and Human Services
(HHS).

I am pleased to appear before you today to focus on performance and outcome
measurement activities being undertaken by SAMHSA. The issue of performance
and outcome measurement is paramount, particularly since our budget for fiscal
year 2004 totals nearly $3.4 billion and since the President’s fiscal year 2005 budget
request for SAMHSA raises that to almost $3.6 billion. Moreover, they are issues
with which we at SAMHSA have been grappling as a priority matter since I came
on board as its Administrator.

I am happy to report that we are changing the way SAMHSA does business. In-
stead of continuing a history of talking about performance measurement and man-
agement, we have taken action to achieve performance measurement and manage-
ment across all SAMHSA programs. Through decisive action—grounded in years of
deliberation that have preceded it—we are poised to hold our discretionary and
block grant recipients—and ourselves—accountable not only for how we spend, but
also for how we serve people with or at risk for mental and substance use disorders.
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SAMHSA VISION AND MISSION

We have good reason to believe that, working with our partners at the Federal,
State and community levels, we can achieve SAMHSA’s mission of building resil-
ience and facilitating recovery. We have good reason to believe that we can realize
the SAMHSA vision of a life in the community for people nationwide with or at risk
for substance use or mental disorders. Both our vision and our mission are consist-
ent with the President’s New Freedom Initiative and with the precept that all peo-
ple deserve the opportunity for a life that includes a job, a home, education, and
meaningful relationships with family and friends.

Both research and clinical experience have shown that people with mental and
addictive disorders can and do recover when they receive timely and effective care
in their communities. According to SAMHSA’s 2002 National Survey on Drug Use
and Health, an estimated 22 million persons, age 12 or older, needed treatment for
an illicit drug problem or an alcohol problem, or both. In the same year, an esti-
mated 17.5 million people, age 18 and older, had serious mental illnesses. An esti-
mated 4 million adults experienced co-occurring serious mental and substance use
disorders during the year. Further, in any given year, about 5 to 9 percent of chil-
dren and youth have a serious emotional disturbance.

Unfortunately, we also know that for too many people, the need for care is not
matched by the availability of evidence-based substance abuse treatment and men-
tal health services to meet those needs. Some people seek care and cannot get it;
others do not seek it at all. Under either circumstance, their quest for recovery and
a 11ife 1(;1 the community are frustrated; our mission and vision are not being
achieved.

THE SAMHSA ROLE

As this Subcommittee is well aware, since I became SAMHSA Administrator, the
Agency has been working in partnership with other Federal agencies, with States
and with communities to improve how we approach substance abuse treatment and
prevention and mental health services delivery. By restructuring our work around
the vision and mission, we have eliminated the functions that were not within our
scope as a services agency.

As a result, our work has become more finely honed and our dollars more care-
fully directed—nurturing a few solid redwoods that can endure over time, instead
of cultivating a garden of annuals pleasing for a season but with little lasting im-
pact.

Further, to refine SAMHSA’s program development and resources, we developed
a Matrix of program priorities and crosscutting principles that pinpoints SAMHSA’s
leadership and management responsibilities. These responsibilities and program di-
rections were developed as a result of discussions with Members of Congress, our
advisory councils, constituency groups, people working in the field, and people work-
ing to obtain and sustain recovery. The content is dynamic—and will change over
time. We'll be able to know when we’ve reached a change point through performance
measurement and management, both at SAMHSA and in communities and States
across the country.

Today’s Matrix priorities are aligned with the priorities of both President Bush
and HHS Secretary Tommy Thompson whose support and confidence we greatly ap-
preciate. They have recognized that it is time that program and policy—and Amer-
ica as a whole—recognize that substance use and mental disorders should be treated
with the same concern and urgency as diabetes, obesity, heart disease, stroke, and
cancer.

To that end, they have supported key elements of SAMHSA’s matrix: transform-
ing the mental health care system; improving services for people with co-occuring
disorders; strengthening prevention efforts; expanding substance abuse treatment
capacity; and, critically, performance measurement and management.

THE ACE PRINCIPLES

From the perspective of today’s hearing, it is also critical that you know that we
are building our priority programs around three key principles. They are principles
that, I am sure resonate with your interests and concerns about SAMHSA’s pro-
grams and policy future. I am speaking of the principles of Accountability, Capacity,
and Effectiveness—ACE.

To promote accountability, SAMHSA tracks national trends, establishes measure-
ment and reporting systems, develops standards to monitor service systems, and
works to achieve excellence in management practices in addiction treatment and
substance abuse prevention. We are demanding greater accountability of our grant-
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ees in the choice of treatment and prevention interventions they set in place and
in the ways in which program outcomes meet the identified needs for services. In-
creasingly, we are promoting accountability—through performance measurement
and management.

By assessing resources, supporting systems of community-based care, improving
service financing and organization, and promoting a strong, well-educated workforce
that is grounded in today’s best practices and known-effective interventions,
SAMHSA is enhancing the Nation’s capacity to serve people with or at risk for sub-
stance use and mental disorders.

Further, SAMHSA also helps assure service effectiveness by assessing delivery
practices, identifying and promoting evidence-based approaches to care, implement-
ing and evaluating innovative services, and providing workforce training. For exam-
ple, our National Registry of Effective Programs and Practices—with 60 known ef-
fective prevention and early intervention programs in mental health and substance
abuse—provides a foundation on which States and communities can build to meet
prevention needs and reduce treatment needs. Our Treatment Improvement Proto-
cols (TIPS) bring the latest knowledge about effective interventions, including treat-
ment for adolescents, co-occurring disorders, and treatment for older adults, to pro-
fessionals in the field. And our mental health services best practices toolkits, on top-
ics ranging from medication management to assertive community treatment and
from supported employment to illness management and recovery, are being tested
in community-based settings across the country.

To measure our effectiveness and to be accountable, SAMHSA must have the ca-
pacity to gather and analyze data about our programs. We are continuing to build
on our long history of national surveys, such as the National Survey of Drug Use
and Health (which now includes measures of mental health and illness), the Drug
Abuse Warning Network and the Drug and Alcohol Services Information System
(which includes the Treatment Episode Data Set (TEDS)). At the same time, we are
working with States to build the infrastructure needed to capture and evaluate their
own measures and to identify and agree upon specific national outcome measures.

These national outcome measures, to the extent possible, have been drawn from
already tested instruments in use by mental health and substance abuse authorities
across the Nation. Many States are already reporting or are substantially ready to
begin reporting on these measures, thanks to this work. Data on specific popu-
lations, including women and children, and racial and ethnic minorities, are being
and will continue to be captured by these measures. In this way, the majority of
specific components of each measure already are known to and in use by many
States, and come from existing data sets, discussed next.

Mental Health Data Sets

Since its inception, SAMHSA’s Center for Mental Health Services (CMHS) has
worked with the States to develop a mental health services data system, including
the identification and specification of performance measures and data. This resulted
in the CMHS Uniform Reporting System (URS) that contains over 20 measures of
mental health services, each reported by States in URS “data tables” in their CMHS
Block Grant applications. Today, most States can report on the basic measures con-
tained in the URS. These measures are indicated as change measures, since annual
totals for these measures will be compared year to year. Work is underway to de-
velop more refined methodologies that can demonstrate system change and trans-
formation. Currently, under the CMHS Block Grant, States will be expected to re-
port on all 20 URS measures and to establish performance goals and targets for
mental health. In the future, SAMHSA expects that the number of measures the
States will report will be refined as specific measures are agreed upon for the Men-
tal Health System Transformation effort.

Substance Abuse Treatment Data Sets

During the past several years SAMHSA’s Center for Substance Abuse Treatment
(CSAT) convened over 30 SAMHSA/State substance abuse agency meetings on per-
formance measurement and funded two “Treatment Outcome and Performance Pilot
Studies” (TOPPS) that resulted in careful identification and delineation of perform-
ance measures for substance abuse treatment. The outcome measures identified
through TOPPS included changes in client alcohol and drug use; changes in client
illegal activity; changes in employment status; and, changes in homelessness. Many
States have been reporting on these measures voluntarily since 2000. To add yet
another way to help, we have created the Web Infrastructure for Treatment Services
or (WITS) which is an interactive technology system designed to aid States in data
collection. I've seen and heard about amazing things done through these efforts—
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most recently in North Carolina, last fall in Texas, and last summer in Washington
State.

In addition, Federal and State substance abuse treatment data also build upon
the foundation of the TEDS admission data, generally available for most publicly
funded programs throughout the States. Information produced through a survey
conducted by the National Association of State Alcohol and Drug Abuse Directors
(NASADAD) indicates that most States exceed the minimum specifications of TEDS
and are now collecting many of the relevant variables at discharge and beyond. To
this end, the handful of States that have on-going problems submitting their TEDS
reports will be offered an opportunity to participate in a pilot State level operation
to help determine which data collection and management system can best generate
the most accurate data on a real-time basis. SAMHSA believes that this will result
in States being fully prepared to report on the same performance measures regard-
less of whether they are reporting on the Block Grants or discretionary grant pro-
grams.

Substance Abuse Prevention Data Sets

SAMHSA has also worked carefully over the years with State substance abuse
prevention officials to specify and define performance measures for substance abuse
prevention activities. Since 1990, SAMHSA’s Center for Substance Abuse Prevention
(CSAP) and a group of State prevention officials have met regularly to identify and
define the 30+ performance measures currently being addressed by the States as
part of the State Incentive Grant program (SIG), many of which are taken from ex-
isting data sources, such as CSAP’s Minimum Data Set (MDS). In the future,
SAMHSA expects to work with the States also to identify and finalize a smaller
group of environmental measures—measures that address the impact of programs
on the community or “environmental” level—that will be used in both discretionary
programs and the prevention portion of the SAPT Block Grant.

These are all concrete examples of our steadfast commitment to build State data
capacity to measure and manage performance. This foundation has been laid to re-
orient ourselves to a State-friendly and consumer-friendly performance environment.

Our intention at SAMHSA is to keep moving forward with our partners. Change
comes with challenges. One of the reasons this hearing is so important is to help
ensure that we are moving forward together to meet the needs of people with or
at risk for mental and or substance use disorders.

FROM TALK TO ACTION: MEASURING AND MANAGING PERFORMANCE

To help us present consistent and reliable information we have been developing
and implementing a data strategy. The strategy is simple: The tighter our measure-
ments become, the more we can prove our effectiveness. The greater our effective-
ness—the greater the number of people served, the greater the chances for a life
in the community for everyone. Developing a data strategy is a task that has been
hanging around for years. Now, we have gotten real about doing it.

Our SAMHSA data strategy is a critical building block to achieve true account-
ability in a performance environment by transforming the way we do business. We
are looking at what data we are collecting. We are asking why we are collecting it.
And, we are asking how we are using it to manage and measure performance. If
we don’t use it, we need to lose it.

We have learned that a limited number of key outcomes measured in structured
ways can help all of us know how well SAMHSA and its grant programs are build-
ing resilience and facilitating recovery. Our emphasis on a limited number of na-
tional outcomes and related national outcome measures is built on a history of ex-
tensive dialog with our colleagues in State mental health and substance abuse serv-
ice agencies and the people we serve.

While the discussions with States focused specifically on SAMHSA’s block grant
programs—something I will address in a bit more detail later in this testimony—
the application of national outcomes and national outcome measures extends across
all SAMHSA grant programs. All of our programs are about achieving our vision
of a life in the community for everyone and our mission building resilience and fa-
cilitating recovery. So it only makes sense that we use the same outcomes across
our programs. And it only makes sense that we stop talking about national out-
comes and start implementing them.

NAMING THE NATIONAL OUTCOMES

So let me tell you more about the National Outcomes we have identified in our
deliberations with the States. Together we have highlighted specific domains of re-
silience and recovery as National Outcomes. These are:
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e Abstinence from alcohol abuse or drug use, or decreased symptoms of mental
illness;

e Increased or retained employment and school enrollment;

e Decreased involvement with the criminal justice system;

e Increased stability in family and living conditions;

o Increased access to services;

e Increased retention in services (substance abuse) or decreased utilization of psy-
chiatric inpatient beds (mental health); and

e Increased social connectedness.

These domains are joined by additional outcomes identified by the OMB Program
Assessment Rating Tool (PART) process—for example client perception of care, cost
effectiveness, and use of evidence-based practices. Together they constitute the Na-
tional Outcomes that SAMHSA is applying to its discretionary and block grant port-
folio activities. Already, SAMHSA is implementing these National Outcomes, includ-
ing them in the grant announcements for its Access To Recovery Program (ATR),
and its Strategic Prevention Framework (SPF). States have voluntarily been collect-
ing and reporting performance information on a variety of measures for SAMHSA’s
Block Grants and we have required reporting on many of these measures in our dis-
cretionary programs, as is evident in our fiscal year 2005 budget submission/GPRA
plan and report.

Focusing on this handful of National Outcomes will minimize the reporting bur-
den on the States and other grantees, and will promote more effective monitoring
of client outcomes and system improvements.

SAMHSA has also worked carefully with the States to identify and agree upon
specific performance measures for each of the National Outcomes. These measures,
to the extent possible, have been drawn from already tested instruments in use by
mental health and substance abuse authorities across the Nation. Now, we need to
ensure that we collect the data in the same way across all of our programs, so that
we can present aggregated results wherever possible.

However, some of the measures are developmental and require further work by
SAMHSA and the States to delineate the best measures to assess progress toward
reporting National Outcomes. For mental health, such developmental measures in-
clude ones for decreased symptomatology, criminal justice involvement, school at-
tendance, readmission rates, and number of persons receiving evidence-based prac-
tices. For substance abuse treatment, developmental measures include those for sta-
ble living situation, unduplicated counts, length of stay, and services provided with-
in cost bands. For substance abuse prevention, developmental measures include
those for returning to/staying in school, decreased criminal justice involvement, in-
creased stability in family and living conditions, and cost effectiveness (increase
services provided within cost bands).

Other measures remain to be identified, including those for people with co-occur-
ring disorders, the presence of both mental and substance use disorders. Collecting
data on co-occurring disorders poses unique challenges for States—especially for
those with separate mental health and substance abuse treatment systems. These
systems will need to work together to identify measures and methods of measure-
ment that will be reliable, valid, and non-duplicative, and to share data for report-
ing. SAMHSA will continue to work with States to further develop and refine these
measures.

IMPLEMENTING NEW DIRECTIONS MEANS SUPPORTING SYSTEM CHANGE

Critically, the implementation of the National Outcomes is being accompanied by
a real-time infusion of SAMHSA support for the improvement of the data infrastruc-
tures in place at the Federal, State and local levels to manage this sea change from
counting to accounting for success.

As an illustration of SAMHSA’s commitment to performance measurement, we
will have invested just over $277 million in data infrastructure and related technical
assistance to the States over the past 5 years, up from $49 million in fiscal year
2001 to a requested $66 million in fiscal year 2005, consistent with the President’s
fiscal year 2005 Budget.

The following table provides greater detail regarding SAMHSA’s commitment to
States to build the data infrastructure needed to make performance measurement
and management realities in how States do business with communities and with
SAMHSA, and how SAMHSA does business to achieve its vision and mission for the
American people.
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SAMHSA RESOURCES FOR PERFORMANCE MEASUREMENT AND
PERFORMANCE MANAGEMENT

[in millions]
FY 2001 FY 2002 FY 2003 FY 2004 FY 2005
SAMHSA Center Actual Actual Actual Estimate Requested Total
CMHS $12.2 $12.6 $13.7 $14.9 $15.8 $69.2
CSAP 10.1 10.6 8.5 12.3 17.5 59.0
CSAT 22.8 254 26.8 254 28.4 128.8
0AS 3.9 3.9 4.0 41 41 20.1
Total $49.0 $52.5 $53.0 $56.7 $65.8 $277.1

PERFORMANCE PARTNERSHIPS—THE BLOCK GRANT PROGRAMS

All of this leads me to the status of Performance Partnership Grants (PPGs), one
of the topics I know is of both interest and concern to this Subcommittee. After all,
Congress, in its 2000 reauthorization of SAMHSA, called for the transformation of
the existing substance abuse prevention and treatment block grant and the mental
health services block grants into performance partnership grants.

The goal and intent of PPGs were clear—to promote greater flexibility and to in-
fuse greater accountability into the block grant program. I've already described the
years of discussion we have had with State mental health and substance abuse au-
thorities. I have described the collaboration over that time with them that led to
the identification of the National Outcomes on which our performance measurement
and management focus. And I have described the broad range of existing data sets
and outcome measures—many of which already are in place.

Yet, what I discovered when I moved from the State of Pennsylvania to the Fed-
eral side of the PPG equation, was that clearly, the PPG process had gotten in the
way of achieving the PPG purpose. Talk and debate and discussion had gone on far
longer than necessary: a decade and multitudes of meetings and workshops on block
grant performance measurement alone. SAMHSA had funded data-related grant
programs and data collection activities. SAMHSA had analyzed them and reana-
lyzed them. And SAMHSA had made agreements and then remade the same agree-
ments.

As a result, Performance Partnerships still had not happened when I reached
SAMHSA. Process had supplanted progress. The Report we were to submit to Con-
gress on our progress on Performance Partnerships was drafted, but its focus was
on the process and not on the action. A recent GAO report reminds us that we owe
Congress that report.

In general, the Report delineates how we are changing the relationship between
the Federal and State governments to create more flexibility for States and account-
ability based on outcome and other performance measures.

By using the National Outcomes, we are changing the questions from “How did
you spend the money” and “Did you stay within the spending rules” Instead, we are
asking questions relevant to building resilience and facilitating recovery, questions
like “How did you put the dollars to work?” and “How did your consumers benefit?”

As the change in questions suggests, our focus is squarely on National Outcomes
and National Outcome Measures. The National Outcomes are true measures of re-
covery. They assess whether our programs are helping people attain and sustain re-
covery. They show that people are achieving a life in the community—a home, a job,
and meaningful personal relations.

Clearly, the time for action is long past. Somehow, we lost sight that block grants
are a means to build resilience and facilitate recovery. Instead, the goal became im-
plementing PPGs solely for the sake of implementing them and not the implementa-
tion of performance measurement and performance management.

That is why we are moving forward with our National Outcomes and National
Outcome Measures across all of SAMHSA’s funding streams. They will reduce State
and community reporting requirements while simultaneously presenting reliable in-
formation to you, to other key stakeholders and to SAMHSA about the effectiveness
of our services and how they are being applied across the country.

CONCLUSION

As this testimony suggests, SAMHSA has invested a decade preparing for action,
debating about action, and thinking about action. The time for preparation is over;
the time for implementation is now. We have the knowledge, we have the capacity,
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and we most certainly have the obligation to be accountable to the American tax-
payer—and to you—to show that what we do, what we fund, and what we propose
in policy are effective. Beyond this obligation, we have a responsibility to the mil-
lions of Americans who are battling addiction; struggling with a serious mental ill-
ness or emotional disturbance; or are fighting a co-occurring serious mental and
substance use disorder and their families to put into motion this long-overdue due
diligence.

That is why, in our programs, our grant announcements, and our policies, we are
taking that long-overdue action. We have looked to the past and found the delays
unacceptable. And we have looked to the future and found our direction clear.

It is built on the solid ground of customer service—making decisions based on the
needs of the people we serve, not on the needs of bureaucracies. The driving force
for our work—as verbalized in our vision and mission—is what people with or at
risk for substance use or mental disorders desire—the hope of recovery and a life
in the community. We must open ourselves to accountability for the work that we
do for you; for our many partners and for the public health of this Nation.

SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
NATIONAL OUTCOME MEASURES

Treatment Prevention
Outcome
Mental health Substance abuse Substance abuse prevention

Abstinence from Drug Use/ Not applicable ........ccccceunne Change in percentage of 30-day substance use (non-

Alcohol Abuse. clients abstinent at dis- use/reduction in use)?
charge compared to the Availability of alcohol and
number/proportion at ad- tobacco. Availability of
missionZ. other drugs.!

Percentage of program par-
ticipants and percentage
of population who per-
ceive drug use as harm-
ful.2

Attitude toward use among
program participants and
among population at
large

Decreased Mental lliness Decreased symptomatology! | Not applicable ..................... Not applicable
Symptomatology?.

Increased/Retained employ- Profile of adult clients by Change in percentage of cli- | Increase in school attend-
ment or return to /Stay in employment status, in- ents employed at dis- ance 1; Decrease in
school. creased school attend- charge compared to the ATOD-related suspen-

ance (children)?. percentage at admission. sions/expulsions 1; De-

crease in drug-related
workplace injuries 1.
Decreased criminal justice Profile of client involvement | Change in percentage of cli- | Reduction in drug-related
involvement. in criminal and juvenile ents with criminal justice crime 1.
justice systems 1. involvement at discharge
compared to the percent-
age at admission.
Increased stability in family | Profile of clients’ change in | Percentage of clients in sta- | Increase in parent participa-
and living conditions. living situation (including ble living situations at tion in prevention activi-
homeless status). discharge compared to ties 1
the number/proportion at
admission (i.e., hous-

ing)*1.
Increased access to services | Number of persons served by | Unduplicated count of per- Number of persons served by
(service capacity). age, gender, race and sons served! 2, age, gender, race and
ethnicity 2. Penetration rate—Numbers ehtnicity.
served compared to those
in need?.
Increased retention in treat- | Not applicable .......cccoe..e. Length of stay! ........ccco........ Not applicable.
ment—substance abuse. Unduplicated count of per-

sons served*2.
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SUBSTANCE ABUSE AND MENTAL HEALTH SERVICES ADMINISTRATION
NATIONAL OUTCOME MEASURES—CONTINUED

Outcome

Treatment

Prevention

Mental health

Substance abuse

Substance abuse prevention

Reduced utilization of psy-
chiatric inpatient beds—
mental health.

Increased social supports/
Social connectedness?.

Client perception of care? ...

Cost effectiveness? ...............

Use of evidence-based prac-
tices?.

Decreased rate of readmis-
sion to State psychiatric
hospitals within 30 days
and 180 days!?2.

TO BE DETERMINED (Initial
indicators and measures
have not yet been identi-
fied).

Clients reporting positively
about outcomes2.

Number of persons receiving
evidence-based services
12

Number of evidenced-based
practices provided by
State 2.

Not applicable ......cccoovennee.

TO BE DETERMINED (Initial
indicators and measures
have not yet been identi-
fied).

Percentage of States provid-
ing substance abuse
treatment services within
approved cost per person
bands by the type of
treatment! 2.

Not applicable

TO BE DETERMINED (Initial
indicators and measures
have not yet been identi-
fied).

Increase services provided

within costs bands! 2

Increase services provided
within cost bands?! 2

Total number of evidence-
based programs and
strategies funded by
SAPTBG?

1 Developmental.
2Required by OMB PART Review.
3For ATR, Social Support of Recovery” is measured by client participation in voluntary recovery or self-help groups, as well as interaction.

Senator DEWINE. Thank you very much. I have a question. Sen-
ator Kennedy could not be here today, but he has asked me to sub-
mit this question to you.

According to your testimony, SAMHSA is, quote, moving forward
with the process of implementing national outcomes and national
outcome measures across all of SAMHSA’s funding streams. In
light of this significant regulatory movement, what role do you now
envision re-authorization of SAMHSA next year will play in the
PPG transition?

Mr. CuURIE. It is an excellent question. What I would envision is
that we will be in a position to be discussing with the subcommit-
tee what exactly we would need to be doing that has to be trans-
lated in statute which reflect outcomes that we all have come to
consensus reflect those seven domains. We will have some models
to look at. ATR, Access to Recovery, that is the first grant where
we really operationalized outcome measures reflective of the seven
domains, and that will give us, I think, a good foundation along
with strategic prevention framework to consider what type of out-
comes would be required and how will that impact the block grant.

Obviously, the block grant is the major bulk of what we fund,
and the block grant historically has been viewed as more of an allo-
cation in practice that goes to the States as opposed to having what
is desired around PPGs, both the flexibility and accountability. So
what we need to look at is how can we assure that the seven do-
mains are appropriately reflected in the block grant which are
those measures that are germane to all States while giving States
the flexibility to address their individualized needs and then con-
sider how accountability will be built in.



14

We have approached this from the perspective that this is not a
way of penalizing States or trying to put States in an awkward or
difficult position if outcomes are not being attained, but it needs to
be a way of assuring that along with any regulatory changes we
feel need to be made in the re-authorization process, that we do it
in such a way that we have technical assistance and supports and
an understanding of how those outcomes are going to be used.

Senator DEWINE. All right. Senator Kennedy has another ques-
tion. What process is in place to consider input on the develop-
mental outcome measures still under consideration to ensure that
all appropriate stakeholders are involved and working groups be-
tween SAMHSA and State directors represented here today be re-
convened?

Mr. CURIE. We are committed to continuing to sit down and have
a dialogue with the directors, both on the substance abuse side of
the equation as well as the mental health side of the equation, and
we recognize that clearly some of these measures are develop-
mental. One, for example, is connectiveness, which is the domain
which has emerged over the past year as critical for recovery, but,
in all frankness, there are not a lot of specific measures yet that
have been agreed to that reflect that connectiveness.

So, yes, we will be meeting with on a regular basis State direc-
tors and the appropriate associations to determine how to approach
this from a development perspective, recognizing that States are all
at different levels right now. We have certain States, States that
I mentioned, that have a fairly advanced approach to demonstrat-
ing outcome measures. Other States are not as far along. Some
States have greater capacity than other States.

So a lot of that discussion also will be along the lines of how we
can use what we have learned from the States and models that
have worked and bring it to scale in other States. So we are com-
mitted to a transparent process, a dialogue. It may not be nec-
essarily always in the context of an ongoing work group, but it will
be in the context of having ongoing input and ongoing transparent
communication with the appropriate associations.

Senator DEWINE. You point out in your testimony that the Gov-
ernment Accounting Office just released a report that reviews sev-
eral SAMHSA operations. In it, they criticize your significant delay
in reporting to Congress your implementation plan for performance
partnership grants. Why is it late? Are there some insurmountable
policy or other issues which maybe we should be aware of?

Mr. CURIE. I appreciate that, and that is an excellent question.
As I said in my opening remarks, I own responsibility for that
deadline not being met. I made a conscious decision after reviewing
the process of PPGs during my first year, trying to determine what
were we accomplishing, and there was, as I would put it, a rush
to get a report pulled together and get it submitted to meet that
particular deadline.

I was concerned about the fact that it was not tied to any par-
ticular strategy. There was a discussion about measures. There
was still a discussion about it being all very developmental, and I
thought it was very important for us to embrace those things that
we know were being measured already in the field and bring those
things to scale as well as tie it to an overall data strategy. And the
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reason that we talk about the seven domains which we have devel-
oped over the past year is because, for the first time, it begins to
put the outcomes into a structure which will reflect whether the
dollars we are investing are helping people attain and sustain re-
covery and helping to build resilience, and it goes to real outcomes
in people’s lives; and the PPG report, I thought was critical to be
reflective of strategy and not have, if you will, the tail wagging the
dog, but the PPG itself being more of an outcome we are looking
for. It was important for a data strategy to be driving the PPG
process.

So we met with the members of your subcommittee to indicate
to them what we were examining and that we were looking to re-
vamp the approach to PPGs in the sense of tying it to that strategy
and that we would not be meeting that deadline, but that we would
continue in dialogue. I am pleased to say that the PPG report is
being vetted at this point through several Federal agencies, and
there is a concrete document from all the work that has been done
which has been taking under consideration input from stakehold-
ers. We have been also looking to examine these seven domains in
the context of experts, are these valid, also is there buy-in that this
makes a lot of sense.

So we have been in that process as we have been developing this
report. So the report is on its way, and I would also, because of the
critical aspects of this to our re-authorization, offer to you that we
schedule a briefing with your committee staff just on this matter
of PPGs and performance measurement on at least an every 60-day
basis, that we sit down and demonstrate the concrete progress we
are making in our discretionary grant process, where we are actu-
ally beginning to take those measurements, and how we begin
translating that to the block grant, and then have discussions of
that report in depth as its submitted.

Senator DEWINE. So we should see it initially when?

Mr. CURIE. Well, it is in the process of being examined by appro-
priate policy and budgetary entities.

Senator DEWINE. I understand.

Mr. CURIE. So it is going through that process, and if it was com-
ing just out of my shop, I probably could give you a more pertinent
deadline, but since there is a wide range of folks looking at it, we
have actually gone through preliminary clearance. It is going
through some final clearance at this point. I would anticipate that
it is going to be out hopefully soon, and it depends how that proc-
ess is.

Senator DEWINE. That would be in my term of office, would it?

Mr. CURIE. I think in terms of definitely soon and imminent, I
know typically are within at least 1 or 2 years.

Senator DEWINE. That is what I was afraid of.

Mr. CURIE. It is my hope it will be sooner than that, and that
is another reason I would like to convene these meetings with the
staff on a regular basis up until re-authorization, so we can have
discussion about what we anticipate is coming out in the report, as
well as once the report is released, we will have a venue together
to begin to digest it together and determine a direction.

Senator DEWINE. Just for a reference, I have 2 more years on my
term of office.
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Mr. CuURrik. I think it is safe to say soon fits in that category, but
it will be—I think it is on its way.

Senator DEWINE. I am a patient man.

Well, we appreciate your testimony. We look forward to working
with you.

Mr. CURIE. Thank you, Mr. Chairman.

Senator DEWINE. This is very important. We are looking forward
to our testimony of our second panel because they can give us some
of the practical aspects of this. I am interested in some of the
States that you have mentioned, and we will kind of delve into
some of those States.

Mr. CURIE. States have done some very good things with the
money we have put out, and I think we have some good models
upon which to build. We are not starting from scratch at all, and
we can really move this along once we have it.

Senator DEWINE. You found the States that you mentioned are
doing particularly good work?

Mr. CURIE. Yes, absolutely. In fact, the seven domains we talked
about, there are measures related to those, employment, education,
lack of involvement with the criminal justice systems, and also
there are ways States are able to obtain these outcomes from using
the capacities in other State agencies, being connected to criminal
justice, being connected to labor, being connected to housing and
education and cross-referencing people who have substance abuse
issues or who have a mental illness. So there are models out there
that we can utilize.

Senator DEWINE. Let me ask you one final question.

Mr. CURIE. Sure.

Senator DEWINE. I saw this, and I kind of struggled with this
when I was Lieutenant Governor in Ohio. You want your agencies
always to be accountable, and we would put money out to county
agencies that were doing programming, and we would want them
to be able to tell us that whatever programming they were doing
worked. On the other hand, we did not want to burden them with
so much red tape and have them spend so much of their program-
ming money on accountability that burned it all up and spent all
their time doing it. How do you do that? How do you philosophi-
cally and practically approach that? How do you go at it? Because
that is the age-old problem. You want to know that it works. You
want to test it so that you know that it works, and yet you do not
want everybody out there spending all their time filling out what
they consider to be very burdensome paperwork and constantly
measuring it so you spend 25 percent of your money on making
sure that the other 75 percent is not wasted. How do you deal with
that?

Mr. Curie. Well, I think, as you described it, it is an age-old
problem. I do think that has been a major obstacle to this whole
thing over the past decade, and I think what is critical is to have
this strategy in place that we have understanding and consensus
around what measures do we really need to use, number one. In
the past, many times measures have been approached by a grant-
to-grant basis or even a county-to-county basis, and we have not
necessarily come to agreement historically on what are those few
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measures we need, so trying to keep it down to a minimum of what
we really need.

Second is examine has some of these stuff already been meas-
ured somewhere? Are we already measuring it, and if we are, let
us talk to criminal justice, the other systems that we talked about
that relate to the domains. We may not have to create a new data
infrastructure or we may be able to build on and have linkages,
and I think today with web-based technology and how we could
garner reporting and using what is available and has not been
available in the past, I think there also could be some break-
throughs to help us find cost effective ways of gathering the data.
And again. I think if we approach this from a systems perspective,
and in North Carolina clearly is an example of that, of having all
the pertinent agencies together around this, not just the substance
abuse authority or just the mental health authority, but all those
agencies that represent those domains, you also can gain an econ-
omy of scale around that.

But then we have to always keep the provider in mind, and that
is what I think you were describing, the county and provider, and
make sure that what we are requesting is pertinent. I think during
re-authorization, as we look at what is required in statute, also
having discussions with the Administration ongoing on GEPRA and
part scores that we require in grants, trying to get those all aligned
3r0und the measures that reflect recovery can help reduce a bur-

en.

Also, the struggle is when you go through the process of trying
to reduce a burden, many times it becomes more burdensome just
because you are changing the way you are doing things. So that is
something we need to recognize. Also, in terms of cost, we typically
have tried to allow a certain percentage in grants to go toward
that. Also, as I have indicated, we have tried to have some separate
line items, if you will, around data infrastructure itself so it would
not put an undue burden on it.

Substance abuse, I am particularly concerned about because it is
a fragile field in some senses in terms of SAMHSA and the State
match pretty much funds the public substance abuse treatment
system, and you are right. If a lot of those resources are put
around evaluation, it already begins to undercut a system that is
icrying to grow capacity, and that has always been its greatest chal-
enge.

Senator DEWINE. Okay. We look forward to working with you.
Thank you very much.

Mr. CUrIE. Thank you Mr. Chairman.

Senator DEWINE. Thanks for coming.

Mr. CUrlik. Thank you.

Senator DEWINE. Let me invite our second panel to start coming
up now, and I will begin to introduce you.

First we have Dr. A. Thomas McLellan, an internationally recog-
nized researcher in the substance abuse field. He is a psychologist,
professor of psychiatry at the University of Pennsylvania, and Di-
rector of the Treatment Research Institute in Philadelphia. He has
published extensively, received many professional awards, and cur-
rently serves as the editor in chief of the Journal of Substance
Abuse and Treatment.
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Next we have Dr. Howard Goldman. Dr. Goldman is an inter-
nationally recognized mental health researcher and is a professor
of psychiatry at the University of Maryland School of Medicine.

Next we have Gary Tester, Director of the Ohio Department of
Alcohol and Drug Addiction Services. In this cabinet-level position,
Mrl.1 Tester oversees a staff of 110 employees and a budget of $172
million.

Finally, we have Marsha Medalie, who is Vice President and
Chief Operating Officer of Riverside Community Care. She joined
Riverside in 1995, having been the CEO of one of Riverside’s prede-
cessor organizations. She has 30 years of experience in health care
and human services, much of it in leadership positions and commu-
nity-based non-profit organizations.

We thank all of you very much for being with us.

Dr. McLellan, we will start with you. And what we are going to
do, we are going to have 5 minutes. We have your written state-
ments from each one of you. They will be made a part of the record.
We thank you very much for that, and we are going to stay rigidly
to five minutes. So when you get a sign of a yellow light up here,
you have a minute to go, and we will stop when you get a red light,
and we will go to next witness, and we will go through all four of
you, and then we will have the opportunity to have some questions
and kind of discussion maybe among all four of you.

So, Dr. McLellan, thank you very much.

STATEMENT OF A. THOMAS McLELLAN, DIRECTOR,
TREATMENT RESEARCH INSTITUTE

Dr. McLELLAN. Thank you very much for asking me. I just want-
ed to say that, prior to my testimony, I am not an advocate. I do
not represent any organization that provides treatment. We do only
evaluation, and the work that I will discuss comes from some of my
own work and many studies that have been reviewed by the sci-
entific community, and it really is just five simple statements, real-
ly. We could talk more if you want to talk about the specifics.

First, which is quite important with regard to addiction treat-
ment, it can be evaluated. It is amenable to scientific inquiry in ex-
actly the same way as all other forms of medicine and commerce.
The same kinds of procedures have been used as currently used by
the FDA to evaluate medication and medication procedures.

Okay. Two, effectiveness does not mean cure, but it means more
than abstinence. You just heard Mr. Curie. I think the field would
agree with him. The seven domains have been in existence for 20
years, and they basically revolve around giving a person a kind of
life that they are entitled to and society the kind of reward, results,
that they have paid for.

Effectiveness really means three things. It means significant re-
ductions, ideally abstinence, from substance use, improvement in
personal health and social function, and reduction in public health
and public safety problems. The first two are identical to the same
dimensions that are used in the rest of medicine. If you will, there
is a holy trinity, and the holy trinity is abstinence, employment,
and no crime. That is what the public wants. That is what patients
want.
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Okay. A treatment program consists of many components, and
these components are therapies, various kinds of social and medical
services, and medications. So the truth is that not all treatment
components are effective and not all treatment programs are com-
petent. Better treatments have the following characteristics: They
are longer, longer duration in an outpatient setting, more social
and medical services, regular monitoring of the patient, and in-
volvement in the family. Frankly, most treatment components have
not been evaluated, and many of the things that have been evalu-
ated are not in practice because of financing and structural issues
that I will get to.

Fourth statement: Addiction treatment has changed over the
years, and it has made significant impact on the way it is evalu-
ated. In the old days, addiction was a bad habit or a sin or a vile
idea. You went away to Shady Acres Treatment Program for “X”
number of days and you were expected to emerge rehabilitated.
Evidence of that was lasting sobriety, abstinence. Well, like the
rest of health care—well, first of all, addiction now is more com-
monly thought of in the same way that other chronic illnesses are
thought of, and like other chronic illnesses, addiction treatment is
now 90 percent in an outpatient setting. That is very important.
People do not go away to treatment anymore. They stay in the com-
munity and they are allowed to function in the community, appro-
priately so.

Meanwhile, the same kinds of evaluation techniques are no
longer appropriate. You do not want to wait a year after the end
of treatment to find out if something is effective. What you want
to do is the same kind of thing that they do in the rest of medicine,
performance monitoring. Monitoring is pertinent to your last ques-
tions. The monitoring is the outcome and it is done as the routine
part of standard care, to manage the patient and to develop the
treatment program. The evaluation merely collects those measures
and uses them and reports them to maintain accountability. That
is the way to make it efficient. That is the way to keep it out of
the treatment people’s hair and at the same time get more perti-
nent responsive accountability.

The last statement, all this said, evaluation can happen. Per-
formance monitoring can occur. It cannot happen in today’s addic-
tion treatment system. The infrastructure of today’s addiction
treatment system is so deteriorated that it cannot sustain. You
have program directors all through this country making less than
prison guards and having fewer benefits. The majority of programs,
the great majority of programs, have no full-time physician, no full-
time psychologist, no full-time social worker, no full-time nurse,
none of the traditional professions that represent health care. It
does not look like health care. It looks like something else.

Okay. Counselor turnover in the United States is comparable to
turnover in the fast food stray industry, and while the fast food in-
dustry has accommodated to this by engineering systems to allow
standardization and ensure quality, we do not. We could, but we
do not. The point here is only that you are not going to regulate
this into higher quality at this point. It is going to need some re-
sources. It is going to need to earn some resources. I think it can,
but that is my testimony.
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That is it.
[The prepared statement of Dr. McLellan follows:]

PREPARED STATEMENT OF A. THOMAS MCLELLAN, PH.D.

I am Thomas McLellan and I am a researcher in the substance abuse treatment
field from the University of Pennsylvania and the Treatment Research Institute.

I am not an advocate and neither I nor my Institute represent any treatment or
government organization.

I can offer evidence on the effects of treatments for alcohol, opiate, cocaine and
amphetamine addiction based on my own work of over 400 reviewed studies pub-
lished in scientific journals—and based on several reviews of the scientific lit-
erature—also reviewed by organizations such as the IOM.

My testimony contains only five points:

1. Addiction treatment can be evaluated in a scientific manner using exactly the
same procedures and standards presently used by the FDA to evaluate new medica-
tions and devices.

There are over 700 published studies using these methods to evaluate various
types of addiction treatments and the findings show that—when properly applied—
addiction treatments CAN be effective. Treatment response rates and relapse rates
are quite similar to those seen in other chronic illnesses such as diabetes, hyper-
tension and asthma.

2. Effectiveness does NOT mean cure—it does mean more than abstinence. There
is no reliable cure for alcohol or drug addiction. Many people can become abstinent
and resume normal lives but once addicted it is very unlikely that a person can
drink or use drugs socially.

From an evaluation perspective “Effectiveness” means three things:

o Significant reduction in substance use;

e Improvement in personal health and social function;

e Reduction in public health and public safety problems.

3. Not all treatments are effective—not all treatment programs are competent.
Treatments that do NOT work include: Detoxifications not followed by continuing
care; and acupuncture.

Many contemporary treatment components have not been evaluated.

Many evidence based treatments are not in practice—financing & training issues.

Better treatments have the following characteristics: Longer length and monitor-
iilg—in outpatient setting; Tailored social/medical services; and Involvement of fam-
ily.

4. Addiction treatment has changed in concept and delivery over the past 10 years
and it has significant implications for treatment evaluation. Addiction was consid-
ered a bad habit and over 60 percent of treatment was provided in an inpatient set-
ting. Discharged patients were expected to emerge “rehabilitated” and the evidence
was sustained abstinence measured 6—12 months following treatment discharge.

Now addiction is considered like other chronic illnesses (evidence can be briefly
reviewed if necessary) and today over 90 percent of addiction treatments are pro-
vided in outpatient settings for unspecified periods of time.

Consequently, the post-treatment measurement of outcomes in the traditional
way, inappropriate, slow and expensive. Traditional post-treatment outcome evalua-
tions cannot provide clinicians with information they need to iteratively improve
care—or the policymaker with evidence of accountability about those issues the pub-
lic is most interested in—crime, employment, ER utilization.

The clinical monitoring approaches used in the treatment of other chronic ill-
nesses are also appropriate in the treatment of addiction. These approaches stress
patient responsibility for disease and lifestyle management and the early detection
of threats to clinical stability (relapse). These contemporary clinical approaches re-
quire modern information management techniques and systems that provide stand-
ardized, relevant monitoring information to the clinician and to the payors.

5. The basic infrastructure of the United States addiction treatment system is in
very bad condition. Program closures or takeovers are over 20 percent per year. Pro-
gram directors make less than prison guards and have fewer benefits. The great ma-
jority of programs have no full time physician, no psychologist and no social worker.
Counselor turnover is comparable to that of the fast food industry. There are no
standardized data collection protocols designed for clinical use in monitoring pa-
tients.

Although there are now well-tested medications and therapies that could be help-
ful, the present system cannot adopt most of them.

This system ultimately could meet the accountability demands of the public and
could adopt the evidence-based treatments developed by NIH—but ONLY if it gets
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investment to improve information infrastructure, basic management training and
to attract professional staff.

Senator DEWINE. Very good.
Dr. GOLDMAN.

STATEMENT OF HOWARD H. GOLDMAN, PROFESSOR OF PSY-
CHIATRY, UNIVERSITY OF MARYLAND SCHOOL OF MEDI-
CINE

Dr. GOLDMAN. Good morning, Mr. Chairman. As you noted, I am
Howard Goldman. I am a professor of psychiatry at the University
of Maryland. I am pleased to appear before you. I am testifying on
behalf of the Campaign for Mental Health Reform.

The campaign was established to advocate for the recommenda-
tions of the President’s New Freedom Commission on mental
health to transform mental health care in America. It was created
to serve as the mental health community’s united voice in promot-
ing Federal policy changes that will transform mental health care
from a fragmented, unresponsive, and inefficiently funded delivery
i%ystem to one that meets the needs of service users and their fami-
ies.

I am pleased to respond to your invitation today to discuss what
we have learned about performance and outcomes in mental health
services and about our capacity to measure effectiveness of pro-
grams for multiple perspectives. My written testimony presents an
elaborate argument about the importance of accountability through
performance and outcome measurement, and I will not go into the
details other than to say that we outline the prevalence of mental
illness and its associated burden and point out that fewer than half
of individuals who have a diagnosable mental illness, even the
most serious conditions, seek care. This is particularly unfortunate
because we know that treatment is effective and compounding the
problem is that the care that is delivered is not the best that the
advances in science indicate are effective and are likely to produce
the agreed upon outcomes that we have heard about from Mr.
Curie and from Dr. McLellan, such as reduced symptomology, in-
creased community participation in work in school, for example.
This qluality gap, if you will, is the reason that accountability is so
critical.

I want to make two basic points about accountability with my
oral testimony. One focuses on the traditional role of SAMHSA as
the mental health steward for the specialty and particularly public
mental health system, but the other point is about that role in an
unconventional form that will be necessary if we were to transform
mental health care as the President’s commission has suggested.
That first point is that SAMHSA’s re-authorization is critical to
funding an infrastructure for performance and for outcomes meas-
urement. Considerably more than the current level of expenditure
is needed if States are to be able to report to the Federal Govern-
ment in an effort to assess the performance of the public mental
health system.

$100,000 to $150,000 grants each year is a start, but more is
needed to make performance measurement work. The performance
partnership grants must build a meaningful infrastructure and
they must require data that will be useful to the States and to local
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governments, the counties in particular, as well as to the Federal
Government, or the whole process will be viewed as too burden-
some and will not be effective. This accountability is a critical ele-
ment of SAMHSA’s Federal stewardship for mental health. That
leadership role for the Nation is critical.

Now, conventional testimony, I would say would end with this
single point, calling for re-authorization of SAMHSA and increased
spending to build the infrastructure for performance and for out-
comes monitoring. We could stop now in a conventional sense, but
that conventional approach will not stimulate the transformation
that is needed and that was at the heart of the President’s New
Freedom Commission recommendations and its vision for recovery.

The second point is that stewardship of mental health must ex-
tend beyond the traditional mental health system to all of the serv-
ice systems in which people with a mental illness and a substance
abuse problem are found. The traditional stewards of mental
health have been asked to be responsible for meeting the many
needs of individuals who are affected by mental health illness, yet
they do not control the majority of the resources needed to accom-
plish this task. If we are to take seriously our responsibility for
these outcomes for individuals with mental illness, then we must
hold all of the systems accountable for their performance.

If SAMHSA is to be the Federal mental health steward, then this
stewardship must empower the agency to oversee this broad ac-
countability process. SAMHSA must be invested with more author-
ity to work collaboratively with all of the other systems and agen-
cies.

In short, focusing on SAMHSA and the State mental health
agencies and requiring reporting performance measures in their
programs alone without at the same time looking at the perform-
ance of other programs will merely perpetuate the fragmentation
of the current mental health system and do little to advance the
goals of the President’s commission. If we are serious about recov-
ery and about improving outcomes for adults and children with
mental disorders in all of the systems where people with these dis-
orders are found, we must empower leadership. We must hold all
of these systems accountable.

Now, intentionally, the report of the President’s commission with
its enumerated goals and recommendations left us with its own set
of rudimentary performance measures. We think that this a serious
place to start, and one measure of the campaign’s performance is
the re-authorization of SAMHSA. We appreciate that the commit-
tee is approaching the task in the same vein, and thanks for the
opportunity to present before you. I look forward to future ques-
tions.

[The prepared statement of Dr. Goldman follows:]

PREPARED STATEMENT OF HOWARD H. GOLDMAN, M.D., PH.D.

Mr. Chairman, Senator Kennedy, and Members of the Subcommittee:

Good morning Mr. Chairman, Senator Kennedy, and Members of the Subcommit-
tee. My name is Howard Goldman. I am a psychiatrist and mental health services
researcher at the University of Maryland School of Medicine and served as the sen-
ior scientific editor of the Surgeon General’s 1999 Report on Mental Health and as
a consultant to the President’s New Freedom Commission on Mental Health. I am
honored to participate in today’s hearing and am proud to be doing so on behalf of
the Campaign for Mental Health Reform.
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Our Campaign, galvanized by the call of the President’s New Freedom Commis-
sion on Mental Health to transform mental health care in America, was created to
serve as the mental health community’s united voice in promoting Federal policy
changes that will transform mental health care from a fragmented, unresponsive,
and inefficiently funded delivery system to one that meets the needs of services
users and their families, is integrated across programs, and is adequately and re-
sponsibly funded.

I am pleased to respond to your invitation to discuss what we have learned about
performance and outcomes in mental health services and our capacity to measure
effectiveness of programs from multiple perspectives. I will review what we know
about this important topic and its implications for mental health policy generally
and for the Federal role and SAMHSA leadership in particular. My comments will
draw upon current research and numerous publications, as well as two reports of
the Surgeon General and the reports of the President’s New Freedom Commission
on Mental Health.

In the course of a year, about one in five persons has a diagnosable mental dis-
order, excluding substance use disorders. Almost everyone’s life has been touched
in some way by mental illness—if not due to one’s own impairment, then in caring
for family members, close friends, or colleagues. Unfortunately, notwithstanding the
existence of effective treatments and services and the real prospect for recovery, the
majority of individuals who have a diagnosable disorder do not seek or find the help
they need. This personal tragedy and public health failing is even worse for mem-
bers of ethnic and racial minorities.

There are many reasons for this crisis: inadequate funding, lack of parity in insur-
ance coverage, stigma, shortage of mental health professionals, and lack of political
will to make mental health a priority. Another relates to the focus of this hearing,
namely, the challenges associated with documenting performance and outcomes of
mental health interventions.

Fortunately, we can do far better. The Surgeon General’s 1999 Report on Mental
Health established that mental health is fundamental to health. Mental disorders
are real health conditions that impose a tremendous burden on the population in
terms of disability, economic loss, and human suffering. Yet, recovery—wherein peo-
ple with mental disorders are able to live, work, learn, and participate fully in their
communities—is possible, even expected. The literature makes clear that there is a
range of well-researched and efficacious interventions that successfully treat most
mental disorders of adults of all ages, children, and adolescents.

The hopeful findings concerning scientific advances and recovery are tempered by
the wide gap between science and practice. Evidence-based services and other valu-
able though less thoroughly documented promising and emerging practices are often
not available in many communities, and implementing such practices can be com-
plex and difficult. Barriers impede their use, including resistance to change by en-
trenched and threatened organizational structures, obsolete reimbursement rules,
and, most importantly, lack of resources necessary to support training and dissemi-
nation and to provide incentives for innovation. The hard reality is that millions of
Americans who need mental health services to achieve positive clinical outcomes do
not receive any and, for many, the care that is furnished is inappropriate, inad-
equate, ineffective or obsolete. There are too many stark manifestations of our sys-
tem’s failure, including the 30,000 lives lost each year to suicide and the hundreds
of thousands of people with a mental disorder who are homeless, unemployed, or
inappropriately institutionalized or incarcerated.

The promise of recovery combined with the sobering reality of the enormous gaps
in the system of services set the stage for President Bush’s New Freedom Commis-
sion on Mental Health. The President, aware of the promise, sought to reveal and
tear down the barriers to appropriate care and community participation. Following
a year of study and consultation, the Commission transmitted to the President its
report calling for the transformation of mental health in America. The report—
Achieving the Promise—is organized around six goals that assert that in a trans-
formed mental health system:

1. Americans understand that mental health is essential to overall health.

2. Mental health care is consumer and family driven.

3. Disparities in mental health services are eliminated.

4. Early mental health screening, assessment, and referral to services are common
practice.

5. Excellent mental health care is delivered and research is accelerated.

6. Technology is used to access mental health care and information.

Within each goal are specific recommendations designed to transform mental
health care and improve systems performance and individual outcomes. The Com-
mission recognized and the Campaign for Mental Health Reform firmly agrees that
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accountability is fundamental to each of the goals articulated in the report. An ac-
countable system empowers consumers and family members by enabling them to
make informed decisions about treatment. It supports policymakers and administra-
tors who must make informed decisions about planning and resource allocation. It
improves the quality of provider practice and results in improved clinical outcomes.
And it is critical in generating the political support necessary to fund and maintain
the system.

An accountable system is one that can measure both the performance of its pro-
grams and the outcomes achieved by the people it serves. With such data, policy-
makers and mental health providers may monitor and continually refine their pro-
grams. They will learn whom they are reaching (and not reaching), what supports
they are providing, what outcomes they are achieving, and what refinements or
modifications are needed to enhance its effectiveness.

Leaders in the field understand the value of performance and outcome measure-
ment, and over the last 10 years we have seen tremendous progress. There is con-
sensus and remarkable consistency across jurisdictions and stakeholders regarding
the outcomes that mental health systems and services are intended to achieve: re-
duction in symptom distress; building social supports; community participation; im-
provement in work or, in the case of children and adolescents, age-appropriate func-
tioning; reduced homelessness and inappropriate hospitalization; improved general
health status; and decreased contact with criminal and juvenile justice systems.
Over the past few years, States, with only modest Federal support, have worked to
develop performance measurement systems along these lines. A handful of States—
Ohio, Texas, Colorado, Washington, and Oklahoma among them—have implemented
systems to obtain these data on a statewide basis, but the majority of States are
currently in the process of building such systems.

But implementing these systems is not just a matter of administrative fiat or will.
Identifying and implementing measures for uses such as planning, budgeting, mon-
itoring, and quality improvement is enormously complex, expensive, and labor inten-
sive. Resources are necessary to update or, in some cases, create information tech-
nology systems that would enable States and counties to collect, access, link, and
analyze the relevant data. Investing in infrastructure at a time when budgets are
being slashed and public mental health systems are already failing to provide the
services and supports needed by most consumers and family members can be dif-
ficult for States.

This suggests the critical role that the Federal Government must play in helping
enhance and expand performance measurement systems: first, in consultation with
stakeholders, developing meaningful measures and definitions; second, ensuring the
dissemination and implementation of these measures; and third, funding States and
counties that are creating performance and outcome measurement systems, particu-
larly to the extent the measures are federally mandated and designed to present a
national picture. To date, the Federal commitment has been minimal, with States
receiving grants of between $100,000 and $150,000 per year to move billion-dollar
systems. To be sure, SAMHSA and the States, through changes to the mental
health block grant program, are making progress by placing greater emphasis on
performance and outcome measures, but SAMHSA must be sure that the data it is
requiring the States to report are of value not only to the Federal Government, but
also to the States and counties in planning, quality improvement, and contracts
management. To the extent those goals are not aligned, the Federal Government
must be prepared to cover more of the financial burden.

Much more needs to be done in the area of mental health performance and out-
comes measures, and we must move quickly: the future of mental health services
in this country depends on our ability to improve the quality and accountability of
mental health systems. But without the leadership, investment, and defined expec-
tations that the Federal Government is in a position to provide, the impetus for
change in this area is likely to atrophy.

We cannot, however, end our testimony here. Certainly we must consider account-
ability in the context of reauthorizing the programs of the Substance Abuse and
Mental Health Services Administration. But we already know that SAMHSA pro-
grams have value in communities. For example, SAMHSA programs play a crucial
role in piloting and disseminating information about innovative programming as
well as established best practices. The issue goes far beyond SAMHSA, however,
and we urge that you heed one of the most important observations of the President’s
Commission: that transforming mental health care in America will require fun-
damental change in all social services settings at Federal, State, and local levels.
Although SAMHSA must be looked to for its leadership at this time, we must not
lose sight of the fact that the resources it controls are dwarfed by those of the myr-
iad programs and supports that serve adults and children with mental disorders in
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other systems, such as criminal justice, housing, Medicaid, Medicare, child welfare,
vocational rehabilitation, special education, and SSI and SSDI.

We are encouraged by the seriousness with which this Committee is responding
to the call of the President’s Commission. We look forward to working with you to
craft legislation that will translate that call into bold action. A conventional ap-
proach to reauthorizing this agency will not result in transformation. Indeed, how
can the stewards of mental health care, namely SAMHSA at the Federal level, and
State mental health agencies, remain accountable and properly assess performance
and outcomes when they each control only a small fraction of the resources needed
to address these needs? The lesson of the Commission is that transforming the men-
tal health system will require change in social services policy broadly. If SAMHSA
is to be tasked with monitoring performance and outcomes of mental health pro-
grams, then it must be able to work collaboratively with all of the other systems
and agencies whose policies affect individuals with consumers and their families.
That will require an investment of greater authority in SAMHSA. This, the Cam-
paign believes, would be a sound investment. Only SAMHSA has as its core mission
the delivery of effective services to people with mental disorders, and with so many
competing interests, its leadership now is more important than ever before.

In short, focusing on SAMHSA and the State mental health agencies and requir-
ing reporting of performance measures in their programs, without at the same time
looking to the performance of other programs will merely perpetuate the fragmenta-
tion in the public mental health system and do little to advance the goals of the
President’s Commission. If we are serious about recovery and about improving the
outcomes for adults and children with mental disorders in all systems where people
with mental disorders are found, we must hold all of these systems accountable. But
we cannot do this in good conscience without empowered leadership and without in-
vesting the resources necessary to achieve our goals.

Intentionally, the report of the President’s Commission with its enumerated goals
and recommendations left us with its own set of rudimentary performance meas-
ures. The Campaign for Mental Health Reform, for example, holds itself accountable
for robust policy change that will achieve the outcomes envisioned by the Commis-
sion. We view the reauthorization of SAMHSA as one measure of our performance.
We appreciate that this committee is approaching its task in the same vein.

Thank you for the opportunity to appear this morning before you and your sub-
committee. I would be more than happy to answer any questions.
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STATE PERFORMANCE AND OUTCOME MEASUREMENT SYSTEMS: SAME EXAMPLES
1. OHIO MENTAL HEALTH CONSUMER OUTCOMES SYSTEM

The Ohio Mental Health Consumer Outcomes System is a standardized way of
measuring levels of health and well being experienced by consumers of Ohio’s public
mental health system. The outcomes being measured were selected by the Ohio Out-
comes Task Force a Hogan, Ph.D, in September 1996. The measures were pilot test-
ed by a multi-constituency work group in 1998-1999.

The outcomes System is now in operation in a majority of board areas in the State
and Data in the Department’s Outcomes data base have been used to produce a se-
ries of statewide reports for local systems. These reports and other information
about the Ohio Mental Health Consumer Outcomes System can be found on the
Outcomes Web site.

The Ohio system includes measures related to quality of life, Symptom distress,
community functioning, safety, employment and involvement with the criminal jus-
tice system.

2. OKLAHOMA PERFORMANCE AND OUTCOME MONITORING SYSTEM

The Performance and Outcomes Monitoring Report for Community Mental Health
Centers has been prepared for use by consumers, advocates, planners, treatment
providers, administrators, and other decisionmakers. The report consists of two vol-
umes. Volume One contains performance and outcome and indicators based on a
framework adopted by the National Association of State Mental Health program Di-
rectors (NASMHPD). Volume Two contains service utilization data. Also, a State-
wide Summary is presented.

Both Volumes contain three sections of charts and corresponding tables that dis-
play summarized information for (1) all clients, (2) adults with a serious mental ill-
ness (SMI), and (3) children with a serious emotional disturbance (SED). Also in-
cluded are appendices for definitions, data selection criteria, service categories, and
a State map that depicts community mental health center (CMHC) service areas.
Data for the current fiscal year and the previous fiscal year are presented for year-
to-year comparisons.

3. WASHINGTON STATE PERFORMANCE INDICATES SYSTEMS

Performance indicates for the Washington State mental health systems are di-
vided from data from remains data bases and surveys. Regular quarterly reports are
produced which provide data for each administrative region and allow for compari-
son crossing regions. The performance and outcomes measures include: Penetration
rates inpatients and outpatient utilization, follow up after hospital discharge, em-
ployment status, living situation and consumer perceptions of access, quality of care
and outcomes.

4. TEXAS MENTAL HEALTH OUTCOMES SYSTEMS

Performance and outcomes measures for the Texas mental health system devel-
oped by representatives of stakeholder groups and staff are used for strategic plan-
ning, legislative reports, contracts management and quality improvement. Data are
obtained from all adults and children and youth receiving services. The performance
measurement and outcomes system includes measures related to: functioning symp-
toms, employment, school functioning, involvement with criminal/juvenile Justice
system and implementation of evidence-based practices.

Senator DEWINE. Doctor, thank you very much.
Mr. Tester, thank you for joining us.
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STATEMENT OF GARY TESTER, DIRECTOR, OHIO
DEPARTMENT OF ALCOHOL AND DRUG ADDICTION SERVICES

Mr. TESTER. Thank you for inviting me to testify on this issue.
I am presenting both the viewpoints of the National Association of
State Alcohol and Drug Abuse Directors as well as the concerns
from Ohio regarding this issue.

First of all, I think Administrator Curie was exceptionally accu-
rate in talking about the partnership that had evolved around the
discussions for the performance partnership grants. Prior to becom-
ing director of the State Department, I was chief of Prevention
Services for Ohio and served as the State’s National Prevention
Network representative. Beginning in early 2001 I had the oppor-
tunity to participate in a number of committee meetings and work
group meetings that focused on the prevention measures in alcohol
and other drug issues associated with the performance partnership
grant discussions. Similar work groups were facilitated through
CSAT and SAMHSA with State directors to discuss the treatment-
type issues.

Personally, I found those meetings quite helpful. They provided
a rich dialogue and an opportunity to hear from a diverse sector
of States, from the very large States on my committee of California,
New York, Texas, and Ohio to the very small States. Rhode Island
and Connecticut were two that were representing the smaller side,
and we were able to talk about the various elements of the infra-
structure and the various concerns we had about how we would
meet core measures if we were to move there. And I think that we
should not lose perspective on just how significant those work
groups were and those conversations were to help us get where we
needed to be.

Through that process, we were able to develop a set of what I
will call probable core measures for both prevention and treatment.
Preventionists being as we are, it took us a great many more meas-
ures to feel good about what it is that we wanted to accomplish,
but, nonetheless, we reached what we felt was a good conclusion
about many of the measures and anxiously awaited then the oppor-
tunity to learn about which ones we would narrow down in order
to make sure our States were moving forward.

As the chief of Prevention Services at this time, I was challenged
by my director at that time, Lucille Flemming, to begin to create
core measures in prevention for Ohio based on the discretionary
grants that the Department of Alcohol and Drug Addiction Services
administers so that we could begin to align our system with what
we anticipated would be the performance partnership grant proc-
ess.

With that in mind, one of the difficulties that we experienced
was assessing exactly what it would take from a cost standpoint to
implement the appropriate infrastructure to make this happen. As
you know, Senator, Ohio is a state-funded, county-administered
State. We have furious home rule, and as we look at our county
alcohol and drug boards and we look at our local providers, one of
the issues that we face is we can assess what it would take at the
State level to implement as Mr. Curie noted. I think the ideal
would be a web-based platform that would allow us to report both
prevention and treatment outcomes; however, in simply looking at
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what we think it would take at the State level from the department
in order to get our pieces in place, we are estimating conservatively
about $3.8 million in the first year alone to get us to where we can
accept outcomes from all providers on core measures and then fun-
nel that information both up to the Federal Government so it could
be used wisely by SAMHSA and in reporting to Congress, but just
as importantly to be able to put that information back down to
local boards and then to the local providers, because as Dr.
McLellan indicated, this information is critical to helping them un-
derstand what processes they are using. If we know we can keep
a client, for example, on the treatment side of the aisle, if we are
doing well for 30 days post-treatment, but we do not know what
happened 60 days post-treatment, we have to go back and take a
look at that, and right now, our system is not set up to do that.

So we are estimating at the State level alone $3.8 million for the
first year, 1.8 Million for the second year.

Under the current domains or categories that Administrator
Curie has noted, the outcome measures that are proposed do make
intuitive sense, and I agree with Dr. McLellan. He is far more in-
telligent on this issue than I, but we do have a good idea of what
it takes. The critical part from a State perspective comes in what
the exact measures will be, because each time we look at a meas-
ure or tweak a measure, we are faced with what it is that we have
to do then at the local provider level to help them gather that ap-
propriate information from each of the consumers that they serve,
and this becomes then more costly because we are taking time from
clinical folks and we are putting it into evaluations.

States very clearly, we want to work with SAMHSA. I do not
think there is any question that we agree that this needs to be an
outcome-based system. We just really need to put some things in
place to put the finishing touches on this dialogue so that we can
move forward in an effective model. I think Ohio is a State that
clearly is prepared to move forward with that.

I conclude my testimony and will look forward to your questions.

[The prepared statement of Mr. Tester follows:]

PREPARED STATEMENT OF GARY Q. TESTER
BACKGROUND

There was a time, when in order to generate more funding for alcohol and other
drug addiction services, I would paint you a picture—a figurative picture—a compel-
ling picture—of a sick, crack-addicted mom and her three young children to tug at
your heartstrings and hopefully loosen the purse strings. But we all know that those
days are over. We still care strongly about that mom and her three children, but
today, we want to know more; we must know more.

Did she reach a sustained recovery? Is she employed? Is she going to school? Has
she found safe, affordable housing? Has she been reunited with her children before
the Adoption and Safe Families clock stopped ticking? Are the children succeeding
in school? Is she a good parent?

How do we know if our services are working to improve lives? We create perform-
ance measures covering many of the categories just listed.

THE CHILDREN’S HEALTH ACT—A ROADMAP FOR A PERFORMANCE DATA SYSTEM

The National Association of State Alcohol and Drug Abuse Directors (NASADAD)
and other national organizations joined the Substance Abuse and Mental Health
Services Administration (SAMHSA) to support language in the Children’s Health
Act of 2000 (P.L. 106-310) triggering a transition from the current Substance Abuse
Prevention and Treatment (SAPT) Block Grant to a Performance Partnership Grant
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(PPG). The goal of the transition is to increase State flexibility in the use of funds
in return for increased accountability based on performance. Both SAMHSA and
NASADAD also agreed that the transition should be based on a “Continuous Qual-
ity Improvement (CQI)” mechanism versus a punitive system that could threaten
the flow of much needed resources to our already strained system.

The Act required SAMHSA to work with States to release a report to Congress,
due October 17, 2002, detailing the transition to a PPG, including: (1) a description
of the flexibility that would be given to States; (2) the common set of prevention
and treatment performance measures that would be used for accountability; (3) defi-
nitions for the data elements to be used under the plan; (4) the obstacles to imple-
mentation of the plan, and the manner in which such obstacles would be resolved;
(5) the resources needed to implement the performance partnership; and, (6) an im-
plementation strategy complete with recommended legislative language.

NASADAD POSITION STATEMENT ON PPG TRANSITION

NASADAD outlined core priorities pertaining to the transition to the PPG in a
Position Statement released this year. The Position Statement summarized
NASADAD’s previous correspondence and testimony regarding the Association’s
views. Some core priorities are as follows:

(1) A True State-Federal Partnership.—States must be an equal partner as the
PPG transition is developed and implemented. State input must be incorporated
into (a) legislation addressing the PPG, (b) any proposed changes to the Block Grant
application seeking performance data, and (c) the timing of the transition and other
aspects of PPG implementation.

(2) Federal Funding For Data Management and Infrastructure.—As SAMHSA
noted in its own December 24, 2002 Federal Register Notice, “Critical to the collec-
tion and reporting on performance measures is the ability to upgrade the data infra-
structure of the State . . . without improved data infrastructures in States, many
will not be able to collect and report performance measures.” We could not agree
more.

(3) Incentives Yes—Penalties No.—NASADAD agrees with SAMHSA’s statement,
also included in its December 24, 2002 Federal Register Notice, that “The new part-
nerships will be built on incentives to improve services rather than penalties for
noncompliance.” This is vital.

POSITION PAPER OUTLINES NEXT STEPS

NASADAD outlined recommended next steps needed to be taken in terms of PPG
transition, including:

o The submission by SAMHSA of a report to Congress, as required by P.L. 106—
310, that provides a suggested roadmap for the transition,

e An assessment of State capabilities and readiness to report PPG data as re-
quired by P.L. 106-310,

o Allocation of new and additional resources to assist with the transition, particu-
larly in terms of data system conversions, and

. Adprocess whereby legislation that incorporates State input is considered and
passed.
RI hgve submitted the NASADAD Position Statement to the Committee for the

ecord.

PPG ACTIVITY

Since the Children’s Health Act was passed, SAMHSA, NASADAD and its mem-
bers, including State directors and National Prevention Network representatives,
worked to develop and refine performance measures that we all can work toward.
States have been preparing to transition from the current SAPT Block Grant to
PPGs for a number of years. SAMHSA released an excellent overview of the
progress on PPG in a December 24, 2002 Federal Register Notice. NASADAD pro-
vided comments along with specific proposed measures and other recommendations.

MORE RECENT ACTION

As you know, SAMHSA Administrator Charles Curie recently announced his
Agency’s policy that seeks to require SAMHSA grant recipients to report informa-
tion on seven core “domains” or categories. In general, NASADAD agrees that the
seven categories represent important information. NASADAD is concerned, however,
with some specific requirements and measures included in some of the categories.
For example, SAMHSA proposed to measure clients’ connectiveness to society or
participation in recovery support activities at discharge. We agree that information
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pertaining to a client’s participation in self-help groups and other data is important.
Much more work is needed, however, to develop ways to accurately define and meas-
ure elements within this category.

These concerns, along with the principles included in NASADAD’s PPG Position
Statement, led NASADAD to oppose SAMHSA’s recent proposed changes to the fis-
cal year 2005-2007 SAPT Block Grant application that appeared in the Federal
Register on March 30th of this year. In a May 28th letter to SAMHSA opposing the
changes, NASADAD President Michael Couty (Missouri) wrote,

NASADAD supports the use of performance measurement and other data to
help reach our ultimate goal: improving our substance abuse service delivery
system. We applaud and share the Administration’s dedication and desire to im-
prove the lives of millions across the country who are at risk for or have sub-
stance abuse problems. We also appreciate and share the Administration’s de-
sire to avoid unnecessary delay in developing a Federal performance measure-
ment system.

However, a review of the Federal Register Notice found (1) no increase in
flexibility, (2) no substantial increase in resources, (3) no reduction in reporting
burden, (4) a substantial increase in reporting burden and (5) a small set of per-
formance measures that are inappropriate. As a result, we look forward to con-
tinuing our work with the Substance Abuse and Mental Health Services Admin-
istration (SAMHSA) and others to change our data reporting system in a man-
ner consistent with our core principles outlined above.

Support for any data changes in the SAPT Block Grant application is predicated
on the need to provide States with increased flexibility and resources—along with
reduced reporting burden in other aspects of the application.

TIMING

It is also important to note that States must submit a completed SAPT Block
Grant application for fiscal year 2005 by September 30th. This Application is com-
plex and takes many person hours to complete. It is our understanding that the Of-
fice of Management and Budget (OMB) will consider the initial comments sent to
SAMHSA. Subsequently, OMB will release in the Federal Register the Administra-
tion’s final proposal to change the Block Grant application with a 30-day comment
period. As a result, even if the OMB proposal came out today, States would still not
be able to begin to complete the final SAPT Block Grant application until late Au-
gust—giving States only 1 month to complete a large and complex application. This
is problematic given (1) the application could ask for new and expanded data re-
quirements, (2) States are required to seek and consider public input into the appli-
cation, and (3) the sheer person hours required to complete the application.

As a result, we again recommend that meetings move forward as soon as possible
between NASADAD and SAMHSA in order to achieve consensus on these key
issues. In particular, we believe the existing performance partnership workgroups
from SAMHSA’s Center for Substance Abuse Treatment (CSAT) and Center for Sub-
stance Abuse Prevention (CSAP) jointly meet with NASADAD. To date, meetings to
discuss the development of the prevention and treatment measures have moved for-
ward separately—with separate work groups. In order to encourage collaboration
and coordination, a joint meeting is imperative.

NASADAD OUTREACH AND COMMUNICATION

NASADAD has focused on communicating our views regarding the transition to
PPG clearly and consistently. On several occasions, NASADAD highlighted the ben-
efits of working collaboratively with States on many aspects of the SAPT Block
Grant. For example, NASADAD Executive Director Lewis E. Gallant, Ph.D., noted
the following in a response to SAMHSA’s December 24, 2002 PPG Federal Register
Notice:

NASADAD recommends that any changes in the Block Grant Application and
thus reporting related to performance measures, only begin after the following
move forward:

. gn assessment by the Secretary of HHS of States’ readiness to report PPG

ata,

e The allocation of new and additional resources to assist with data infra-

structure and other administrative costs, and

e A process whereby legislation is passed by Congress, and signed by the

President, that truly reflects the principles of the PPG—including CQI and
a true State-Federal partnership.
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Other examples where NASADAD iterated its position on changing the Applica-
tion and other issues pertaining to the PPG transition include: (1) July 15th, 2003
testimony presented before the Senate Health, Education, Labor and Pensions’
(HELP) Subcommittee on Substance Abuse and Mental Health Services; (2) discus-
sions held during the June, 2003 SAMHSA-NASADAD PPG workgroup meeting; (3)
a December 9, 2003 letter to Administrator Curie; (4) a January 22, 2004 meeting
with Administrator Curie and staff; (5) a February 4, 2004 letter to Administrator
Curie; (6) a February 17, 2003 meeting with Administrator Curie and staff; and (7)
the NASADAD Position Statement on PPG Transition released February 18, 2004.

OHIO-SPECIFIC EFFORTS

In Ohio, where we’re in year 3 of an across-the-board outcomes framework initia-
tive, we've aligned State and local investor targets with anticipated Federal PPGs.
It is vital that these PPG targets remain consistent across grant opportunities and
Federal reporting needs so that the ongoing work of Ohio and other States is not
in vain.

In October of 2001 ODADAS began a 3-year implementation of its Outcome
Framework Initiative. The results to date have been significant:

o ODADAS has re-designed its discretionary grant application process which now
fully incorporates the investor approach of the Outcome Framework.

e ODADAS staff members have received substantial training and technical assist-
ance to ensure that they can use investor tools and practices within ODADAS’ out-
come management framework.

e Over 1000 providers have been trained in Outcome Management with an em-
phasis on results and the processes that lead to them.

e Every provider who requested it (over 300) received technical assistance on how
to apply Outcome Management to its program(s).

o All grant-funded providers responded to the grant application using an outcome
management framework with a focus on results and outcomes.

e All boards have attended Board-specific training sessions which introduced
them to investor thinking and practices.

e All boards have been invited to participate in technical assistance sessions with
providers.

e All boards responded to ODADAS’ outcomes questions in their Community
Plans and thus have begun to incorporate outcome planning and strategies into
their planning processes.

e Individuals employed by the Department, boards and providers have received
extensive skills training to facilitate “peer-to-peer” training and consultation in
order to sustain the effort.

ODADAS continues to progress to a fully integrated outcome framework in its
policies and operations. To that end, the focus has been on:

e Building sustaining capacity within the entire system.—The Train-the-Trainer
component will ensure that there are people within the system who can provide
training and technical assistance as needed.

e Management structure.—Investor thinking and practices are being integrated
into the management system to ensure the focus on results and outcomes into mon-
itoring activities and contract management.

o Instrumentation.—Reporting structures and content are being designed to en-
sure that ODADAS, as well as providers and Boards, have the appropriate data
base for results-focused State and local strategic planning processes.

o Gathering and sharing of learning and best practices approaches.—Through the
use of the Outcome Framework: Investor Thinking and Practices, Outcome Manage-
ment, Strategic Mapping and best practices will be evident to all within the system
and can be shared so that planning and implementation of prevention, intervention,
treatment and recovery services will be effective for Ohioans.

e Preparation for Federal direction.—Ohio has planned for the Federal focus on
results and outcomes that will be operationalized through proposed changes in the
Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant applica-
tion. The investment ODADAS has and is making in integrating the Outcome
Framework will ensure that the State SSA is well prepared for this Federal direc-
tion.

PREVENTION SERVICES AND PERFORMANCE MEASURES

ODADAS and its county Alcohol, Drug Addiction and Mental Health Services/Al-
cohol and Drug Addiction Services Boards and community providers recognize the
value of an alcohol/drug services system that is data driven, outcome focused,
grounded in evidence-based practices and continually updated.
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Consistent with the Department’s Outcome Framework Initiative, prevention pro-
vider grant applicants must address two or more of the Center for Substance Abuse
Prevention’s strategies which include:

o Information Dissemination;

e Education;

e Community-Based Process;

e Environmental;

e Problem Identification and Referral;

Alternatives.

All prevention grantees must develop performance targets that contribute to the
ODADAS investor targets that were developed to correspond directly to the pro-
posed core prevention measures within the Performance Partnership Grants.
ODADAS investor targets are what define investor success in a quantitative way.

The challenge for the service provider is to clearly define how many customers
will reach the defined targets and what changes the provider is committed to
achieving for the people they serve. The prevention investor targets are attached at
the end of this testimony (Table 1).

TREATMENT/RECOVERY SERVICES AND PERFORMANCE MEASURES

ODADAS has taken a number of steps to ensure that its Outcome Framework is
aligned with the proposed PPG core treatment measures. These can be divided into
three categories: outcomes for grant-funded programs; outcomes for county boards,
and infrastructure to support the Outcome Framework.

Outcomes for Grant-Funded Programs

Each year, ODADAS provides grants to programs that provide treatment services.
These grants support Ohio’s investment in key areas such as: Women’s services, Ad-
olescent services, Drug Courts, Therapeutic Communities, Juvenile Re-entry serv-
ices and Treatment Alternatives to Street Crime (TASC). Ohio has established In-
vestor Targets that define success. Programs contribute to the Investor Targets by
addressing one or more of them in their funding applications. ODADAS provides a
significant amount of training and technical assistance to its grant-funded programs
each year to insure understanding of this process.

For State Fiscal Year 2005, investor targets and target area(s) for treatment pro-
grams were established and aligned with the PPG core treatment measures. A table
comparing the PPG, Investor Targets and Target Areas is listed below (see Table
2).

Outcomes for County Boards

Alcohol, Drug Addiction Services (ADAS) Boards and Alcohol, Drug Addiction and
Mental Health Services Boards (ADAMHS)—the county agents for the State—are
required by Ohio law to prepare and submit to ODADAS a community plan for the
provision of alcohol and other drug addiction services in their service areas. The
plan, which constitutes the Board’s application for funds, is prepared in accordance
with procedures and guidelines established by ODADAS every 2 years.

Among the legislatively mandated responsibilities of the Board are: (1) assessing
service needs and evaluating the need for programs; (2) setting priorities; (3) review-
ing and evaluating substance abuse programs; and (4) assuring effective services
that are of high quality.

The evaluation section of the Community Plan guidelines addresses outcomes (re-
sults) of the previous year’s plan. Boards are required to describe what constitutes
success in their systems. In the most recent iteration of the guidelines, ODADAS
incorporated the Outcome Framework as a means for Boards to comply with the
evaluation requirements and to make sure that the data collected was consistent
with the PPG measures.

Changes in Infrastructure to Support the Outcome Framework

ODADAS, through its Governor’s Advisory Council on Alcohol and Drug Addiction
Services, has taken steps to build on the Outcome Framework by establishing a
standing committee on outcomes issues. Other steps include expanding the number
of individuals who are trained Outcome Framework trainers and by providing train-
ing to county Boards on outcome-based planning.

The Department’s organizational structure has also been altered to better align
State resources for maximum impact on quality, accessible services for all Ohioans.
ODADAS has added a Division of Planning, Outcomes and Research to spearhead
long range quality improvement and expanded its Division of Treatment and Recov-
ery Services to encompass all of the continuum of care services that comprise holis-
tic wrap-around care. All of these efforts have been undertaken in the context of
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a connection between enhanced customer service, Ohio’s Investor Targets and the
PPGs.

DATA COLLECTION—ACCESS TO RECOVERY (ATR) VS. PPG

While the data elements collected in ATR are going to provide grantees with good
information on their programs, closer alignment and consistency with PPG meas-
ures would be beneficial. The States anxiously await the joint meetings proposed be-
tween NASADAD and SAMHSA to establish a definitive listing of those measures
so that all preliminary planning can become finalized.

New opportunities such as Access to Recovery are welcomed by every State. Clear-
ly, ATR performance outcomes, PPGs and State outcome targets must be consistent
and trackable.

IMPLEMENTATION COSTS

Resources are needed to help States build systems that will collect, track, refine,
manage, analyze and disseminate data in accordance with the anticipated new re-
quirements in the PPG. Funding is needed to reengineer the business processes in
substance abuse prevention, intervention, treatment and recovery to effectuate a
performance measurement system.

Based on conservative figures, ODADAS estimates that implementation of the
proposed Federal PPG infrastructure would cost the State $3.8 million in the first
year alone. The second year and annual costs would be $1.8 million per year. Should
SAMHSA require implementation of the PPG structure for next Federal fiscal year,
Ohio would have to pull at least $4 million from prevention and treatment services
funding. This amount does not include the local cost to county Boards and service
providers who have staffing and information technology needs that must be ad-
dressed if they are to meet these requirements. A sample of other State cost esti-
mates, provided by NASADAD, is included below:

o California—$6.2 million for treatment data—this does not include prevention
data or out-year estimates;

o Texas—$1.9 million initial costs, $1 million each of the following years to main-
tain;

o Michigan—$2.3 million in new costs;

o Washington State—$750,000 to initiate the transition, and $350,000 each of the
following years.

States are not simply asking for Federal assistance without substantial invest-
ments of their own. In a report written in November 2001 by NASADAD for
SAMHSA, research found that the total State expenditures for the operation and
maintenance of alcohol and other drug data delivery systems in a year was over $35
million. As a result, we know that substantial resources are already being spent by
States on substance abuse data management. It is estimated that millions more will
be required to upgrade State data systems to meet PPG data requirements. The
States fully intend to work with SAMHSA to achieve the desired goals related to
PPG implementation and request Federal funding support to further existing State
efforts.

CONCLUSION

Ohio is ready and willing to partner with the Federal Government in establishing
and working toward well-defined performance measures. We have been laying the
groundwork for the past 3 years. For Ohio and other States, however, a financial
burden comes with a change of this magnitude. We've all heard the dreaded phrase
“unfunded Federal mandate.” I ask you, on behalf of all Single State Authorities,
to carefully consider and review where we are, where we need to be and precisely
how we should all get there. The SSA’s, through NASADAD, will diligently work
with Congress and SAMHSA to reach a new level of accountability and quality per-
formance.

I'll be happy to entertain your questions.
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TABLE 1.—PREVENTION

Proposed Federal Performance Partnership
Grants (PPGs)

ODADAS Investor Targets

Implementor Target Areas

Youth who have not used ATOD in the
past 12 months.

Youth who obtain resistance/refusal
skills.

Youth who understand the risks/harm
of use of ATOD.

Youth who have favorable attitudes to-
ward non-use.

Youth who have increased protective
factors.

Perceived parental attitude

1. Programs that increase the number
of customers who avoid ATOD use
and perceive non-use as the norm..

2. Programs that increase the number
of customers who perceive ATOD use
as harmful..

3. Programs that increase the number
of customers who experience posi-
tive family management..

Reduced availability of ATOD .................

5. Programs that increase the number
of initiatives that demonstrate an
impact on community laws norms..

o
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. Increase the number of youth and/or

adults who avoid ATOD for a defined
period of time.

. Increase the number of youth and/or

adult who perceive an ATOD using
lifestyle unacceptable and do not

use.

Increase involvement of youth en-

gaged in ATOD-free alternative ac-
tivities.

. Increase the number of youth who

become positive peer prevention
leaders.

Increase the number of youth with
enhanced resistance skills.
Increase the number of youth who
have more non-using peers than
using peers

. Increase the number of youth and/or

adults who have increased knowl-
edge of the risk and harm of ATOD
use and avoid ATOD use for defined
period of time.

. Increase the number of women who

have increased knowledge of the
risk and harm from ATOD use and
eliminate use while pregnant.
Increase the number of women who
deliver a drug-free baby.

. Increase the number of families who

provide increased clear consistent
expectations, rules and con-
sequences including non-acceptance
of ATOD use.

. Increase the number of youth who

gain protective factors at home,
school and/or community.
Increase the number of youth who
reside in a safe and violence-free
home environment.

. Increase the impact toward reduc-

tion or elimination of ATOD use.

. Increase the compliance of ATOD-

related laws and regulations.
Increase productivity, performance
and attendance at the workplace.

. Decrease accidents and worker's

compensation costs and/or reduce
health care costs, theft and other
losses.

Decrease the availability of ATOD in
the community.

Increase the number of medical pro-
fessionals who identify at-risk be-
havior concerning the problematic
use of alcohol and other drugs.
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TABLE 1.—PREVENTION—CONTINUED

Proposed Federal Performance Partnership
Grants (PPGs)

ODADAS Investor Targets

Implementor Target Areas

6. Programs that reduce the number of
customers who misuse prescription
and/or over-the-counter medications.

a. Increase the number of youth and/or
adults who demonstrate an under-
standing of the proper use of pre-
scription medications and/or over-
the-counter medications.

. Increase the number of adults who
demonstrate and commit to the
monitoring of prescription medica-
tions in the home.

o

TABLE 2.—TREATMENT

Proposed Federal Performance Partnership
Grants (PPGs)

ODADAS Investor Targets

Implementor Target Areas

Abstinence at discharge ...

Employed at discharge ......ccccocvvmrvs

No criminal justice involvement

Customers who are abstinent for at
least 1 year beyond completion of
the program.

Customers who are gainfully employed
for at least 1 year beyond comple-
tion of the program.

Customers who incur no new arrests
for at least 1 year beyond comple-
tion of the program.

Any target that was reported and ap-
proved from the SFY '04 application
that you wish to report on this year.

Minimum Requirement:

The number of customers who are ab-
stinent at program completion.

Minimum Requirement:

The number of customers who are em-
ployed at discharge.

Minimum Requirement:

The number of customers who incur no
new arrests at program completion.

Last year's (SFY '04) approved tar-
get(s)
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| | NASADAD

HASADAD POSITION STATEMENT:
TRANSITIONING 70 A PERFORMANCE
PARTHNERSHIP GRANT (PP}

KEY RECOMMENDATIONS

» Development of a true State-Federal partnership
* Federal funding - specifically for data and i
» Incentives yes — penalties no

OVERVIEW

The National Association of State Alcohol and Drug Abuse Directors, Inc.
(NASADAD) supports the goals related to the transition from the current
Substance Abuse Prevention and Treatment (SAPT) Block Grantto a
Performance Partmership Grant (PPG): to provide States increased flexibility
in return for improved accountability based on performance.

The transition to the PPG represents a major systems change that will require
time, communication and the creation of a true State-Federal partnership.

The transition to the PPG will require a large infusion of Federal funds.
States currently spend approximately $35 million on substance abuse data
infrastructure. [t is estimated that millions more will be required to upgrade
State data systems to meet our modern needs - and yet more funds will be
needed to specifically address PPG data.

The PPG should incorporate a system built on incentives — not penalties,

“The Committee encourages SAMHSA to make the implementation of the
PPG its number one priority for sub. abuse progr ing and 10
allocaie commensurate resources io support the transition to reflect this

priority status.”

i Senate Committee on Appropriations, Report 108-81, June 26, 2003

B




37

BACKGROUND

In 2000, Congress passed the Children’s Health Act (P.L. 106-310) requiring the Secretary of the
Department of Health and Human Services (HHS) to work with stakeholders to submit a plan to transition
from the current SAPT Block Grant to a PPG. The goal of this transition is to provide States increased

flexibility in the use of funds while instituting a system of improved bility based on performance.
The Children’s Health Act required the PPG ition plan to be submitted to Congress with the following
information:

o A description of the flexibility that would be given to States,

* The common set of performance measures that would be used for accountability,

e The definitions for the data elements to be used under the plan,

« The obstacles to implementation of the plan and the manner in which such obstacles would be
resolved,

* The resources needed to implement the performance partnership, and

« An implementation strategy complete with dations for any y legislation,

The members of NASADAD support the goals of the PPG transition. NASADAD shares the Substance
Abuse and Mental Health Services Administration’s (SAMHSA) vision that the PPG should be viewed as a
“Continuous Quality Improvement” mechanism versus a punitive system that could threaten the flow of

A cuh

much needed to our already abuse system. Much work remains, however,

before States can successfully implement the PPG.

“SAMHSA is not interested in penalizing States for not ing performance objectives, choosing instead
to workwith them to further improve the service system.”

SAMHSA 's Federal Register Notice, Page 78496 - 78504, December 24, 2002

ROLE OF STATE ALCOHOL AND DRUG ABUSE DIRECTORS

NASADAD members have the front-line responsibility for managing our nation’s substance abuse system,
which includes life-saving services for our most vulnerable populations, in every State and territory.
NASADAD members have a long history of providing efficient and effective services — with the SAPT
Block Grant serving as the foundation of these efforts. State Directors also provide leadership to
continually improve the quality of care; expand access to services; improve client outcomes; increase
accountability; and nurture new and exciting innovations.
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CURRENT 34PY SLOCK GRANT THE FOURDATION OF DUR SUBSTANCE ABUSE

PREVENTION AND TREATMENT BYSTEM
The SAPT Block Grant assists States in maintaining a foundation for their service delivery systems. In
particular, Block Grant funds help vulnerable populations - including pregnant and p ing women - who
either have, or are at risk of having, a substance abuse problem. Also, the Block Grant creates and maintains
linkages with other public programs to maximize the impact of availabl These linkages are vital
due to the competing year-to-year fiscal p impacting State sub abuse sy . In addition, the
Block Grant supports cost-cffective prevention programs that help our youth remain drug free. Recently, the
Senate Appropriations Commmittee highlighted the importance of the Block Grant and emexging PPG:

§

“The Committee s recommendation reflects its belief that the most effective and efficient method to
support substance abuse programs in every State is to direct the bulk of available new resources to the
PPG. The Committee wishes t0 express ifs strong support for preserving the current block grant and
future PPG as the foundation of our publicly funded substance abuse system in every State and territory
in the United States. Similarly, the Committee is concerned with any effort that could erode the strength
of the current and future block grant.”

Senate Commitiee on Appropriations, Report 108-81, June 26, 2003

There is no doubt that we must constantly strive to improve our substance abuse system. The transition to the
PPG intends to help foster this improvement through a State-Federal partnership.

BAPT BLOGK GRANT V3. PP FPUKDAMENTAL DIFFERERDES

The goal of the transition from the current SAPT Block Grant to the PPG is to provide States increased
flexibility while instituting a system of increased accountability based on performance. Some basic
comparisons between the current system and the emerging PPG help provide an overview of this transition:

AT ot
Application States submit a yearly Block Grant States submit an application every three
application years and yearly progress reports
Regquirements States satisfy requirements through States set their own goals, negotiate with
expenditure reports SAMHSA, and craft plans to meet these
goals
DataReporting Datareporting as required inthe Projected to measure more detatled,
current Black Grant icati itative & i data sets, with
an emphasis onoutcomes
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These comparisons represent some of the more basic differences between the Block Grant and the vision for
the PPG. The PPG transition itself will be a major systems change requiring significant coordination at the
State and local level. Impacts at the local level include requirements for some local organizations to invest
their own resources to become PPG compliant, The success of the entire transition is predicated on the
current system of providing continued bascline funding levels to each State to support existing treatment and
prevention services.

KEY RECOMMENDATIONS

NASADAD, in collaboration with the National Governors Association (NGA), is committed to working with
SAMHSA, Congress, and other stakeholders to improve our substance abuse system. NASADAD has
developed recommendations on the PPG transition which are presented below:

1} DEVELOPMENT OF A4 THUE STATEFEDERAL PARTHEREWP

States must be an equal partner as the PPG transition is developed and implemented. State input must be
incorporated into (A) legislation addressing the PPG, (B) any proposed changes to the Block Grant
application secking performance data, {C) the timing of the transition, and other aspects of the PPG
implementation.

2} FEDERAL FUNDING ~ SPECIFICALLY FOR DATA MAHAGEMENT AND BNFRABTRUCTURE
Data infrastructure development and management are the basic ingredients for success in planning and
implementing the PPG. The basis of the grant application will be performance and outcome measures that
will reflect the State’s system and strategies to address substance abuse. Stakeholders, including SAMHSA,
have unanimously agreed that States will require fiscal and technical assistance in order to help significantly
adjust, or in some cases, overhaul their data collection systems in order to develop PPG-compliant data
collection systems. Further, the PPG is predicated on the current system of providing adequate and baseline
funding levels to each State for treatment and prevention services. Changes to this system could negatively
impact the transition.

“Critical to the collection and reporting on performance measures is the ability to upgrade the data §
infrastructure of the State... without improved data infrastructures in States, many will not be able to E
collect and report performance measures.” ;
H
H

SAMHSA s Federal Register Notice, Page 78496 - 78504, December 24, 2002 ¢
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‘We know States already commit substantial State resources to sub abuse data A report
NASADAD provided to SAMHSA estimated that States spent $35 million in 2001 to operate and maintain
substance abuse information sysiems. The report also estimated that 40 new or substantially refined State
treatment data systems as well as 33 new State prevention data systems are needed in order to improve
data collection, management and reporting. It is estimated that millions more will be required to upgrade
State data systems to meet our modern needs - and yet more funds will be needed to specificaily address
PPG data. Clearly, diverting Block Grant resonrces to fund these conversions would significantly impact

services and outcomes.

SHNCENTIVER YES - PENALTIER NG

NASADAD supports the goais of the PPG and emphatically agrees with HHS & SAMHSAs statement,
“The new partnerships will be built on incentives to improve services rather than penalties for
noncompliance.” A penalty system would ultimately harm the most vulnerable populations NASADAD
members seek to help. In addition, any penalty structure would run counter to the Continuous Quality
Improvement principle. Incentives are a vital part of the PPG transition and NASADAD wili continue to
offer ideas on this important concept.

HEXT BTEPS

There is a fundamental commitment among States to a continued partnership with SAMHSA. There is also
a i for the PPG ition: to be a tool for system — and quality — improvements. In order for the
transition to achieve the potential of this system change, the following tasks remain:

» The submission by SAMHSA of a report to Congress, as required by P.L. 106-310, that
provides a suggested roadmap for the transition,

*  Anassessment of State data capabilities and readiness to report PPG data, as required by P.L.
106-310,

*  Allocation of new and additional to assist with the transition, particularly in terms of

data system conversions, and
* A process whereby legislation is idered and passed by Congress that incorporates the input
of Govemnors, NASADAD and other stakeholders,

The NASADAD Board of Directors reserves the right to revise position dicall, I' or ﬁmher ,
please contact Robert Morrison, Director of Public Policy, at (202} 293-0090 x 1176 or g or
Anne Luecke, Publlc Policy Associare, at (202) 293-0090 x 117 or g{ugz‘mé ﬂgq{r’a@ arg.
% S

E SR R SR
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Senator DEWINE. Mr. Tester, we appreciate your testimony very
much.

Ms. Medalie, thank you very much for joining us. You are our
last witness.

STATEMENT OF MARSHA MEDALIE, VICE PRESIDENT AND
CHIEF OPERATING OFFICER, RIVERSIDE COMMUNITY CARE

Ms. MEDALIE. Chairman DeWine, thank you for the opportunity
to present testimony today on behalf of Riverside Community Care
and Mental Health and Substance Abuse Corporations of Massa-
chusetts. Riverside is a nonprofit behavioral health care organiza-
tion serving over 50 communities in eastern and central Massachu-
setts. Through more than 60 programs, Riverside provides a com-
prehensive system of community-based mental health care, sub-
stance abuse treatment, developmental disability services, and
services to individuals with traumatic head injuries as well as com-
munity crisis response. We employ 1000 people and provide care to
over 12,000 people annually.

Over our $33 million budget, about 68 percent of funds are
through contracts with State agencies, cities and towns, hospital
systems, and private foundations. Third-party payers make up
about 28 percent of our funding, and the remaining 4 percent of
revenue includes donations and other miscellaneous income. Men-
tal Health and Substance Abuse Corporations of Massachusetts is
a State association of over 100 community-based providers.
MHSACM’s mission is to promote community-based mental health
and substance abuse services as the most appropriate clinically ef-
fect(iive and cost sensitive method for providing care to those in
need.

Riverside values performance and outcome measures to help in-
form our quality of care assessment and strategic planning. Be-
cause we are a large organization, we cannot hope to truly know
how we are doing without formal data. Our out-patient mental
health clinics measure outcomes in multiple clinical spheres such
as depression, psychosis, suicidality, and mania. Our vocational
programs measure number employed, length of time employed, and
average wages. Our short-term adolescent day treatment program
uses a homegrown outcome measurement to survey participants’
perception of improvement on a number of functional measures
such as ability to manage anger, get along with family, commu-
nicate feelings and concerns.

State reporting requirements also dictate what data we collect.
Our adult residential programs report on the number of psychiatric
and substance abuse hospital days utilized, number of consumers
who achieve a majority of their treatment plan goals, and number
moving to lower intensity settings. Our out-patient substance
abuse intervention and outreach program gathers and reports ex-
tensive data to the State on a monthly basis, including many of the
seven treatment domains currently under consideration by
SAMHSA, such as arrests, substance use, etc.

However, it is a constant struggle to balance our data collection
efforts with competing pressures of limited funding and the myriad
of record-keeping and reporting requirements already imposed by
payers and accreditors. In Massachusetts, the number one com-
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plaint from consumers is that staff are kept so busy with paper-
work requirements that they do not have enough time for direct
service. From our 40-plus years as a provider and our experience
with outcome measurements, we strongly support the movement
towards performance measurement on a uniform national basis,
but also note that any change in funding or in data collection and
reporting requirements must ensure that it will not come at the ex-
pense of services, staff time to serve consumers, or provider viabil-
ity. This is especially important for Massachusetts where providers
have been largely level-funded in State mental health and sub-
stance abuse contracts for 14 years despite the fact that our costs
have increased due to inflation and other factors and where State
agencies and some services have also sustained recent cuts.

Neither providers nor State agencies can afford to divert re-
sources for further performance measurement programs. So I re-
spectfully submit the follow recommendations:

Investment in building performance partnerships must come
from new Federal funds specifically for data management infra-
structure, development, and maintenance, rather than eroding base
funding which could dramatically hurt providers like Riverside.
Providers do not have the ability to self-fund hardware, software,
etc., or spend additional staff time that would be required for data
collection and reporting.

Federal funding should require financial support for such new
mandates at the provider level. New mechanisms for developing
Federal block grant funding should not delay payments to the
States. This might delay payments to providers, many of whom
could not survive such a situation.

Until full evaluation of proposed measurements prove their valid-
ity and given the fact that many providers are already collecting
valuable data, proposed national measurements must be regarded
as guidance for further queries rather than determinants of pro-
gram’s value.

Determining State funding of by outcomes risks incorrectly pe-
nalizing or rewarding programs for results beyond their full con-
trol. Federal funding should not be based on outcomes until experi-
ence is allowed for proper weighting of outside variables such as
the state of the local economy, availability of drugs, and unemploy-
ment statistics as well as the efficacy of the services being studied.

Performance measurement should support quality improvement
and assist in developing best practices, not create uncertain fund-
ing.

Finally, review of performance measurement programs should in-
clude ongoing feedback from all stakeholders, including providers
like Riverside and consumers of service.

Thank you for your consideration of my testimony.

[The prepared statement of Ms. Medalie follows:]

PREPARED STATEMENT OF MARSHA MEDALIE, LICSW, ACSW
INTRODUCTION

Chairman DeWine, Senator Kennedy, and Members of the Subcommittee, thank
you for the opportunity to present testimony on behalf of Riverside Community Care
and Mental Health & Substance Abuse Corporations of Massachusetts.

Riverside Community Care is an award winning, non-profit behavioral healthcare
organization serving over 50 communities in Eastern and Central Massachusetts
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with a service area of one million people. Through more than 60 programs, River-
side provides a comprehensive system of community-based mental health care, sub-
stance abuse treatment, developmental disabilities services, services to individuals
with traumatic head injuries, community crisis response and other health and
human services for children, adults and elders.

Mental Health and Substance Abuse Corporations of Massachusetts is a State as-
sociation of over 100 community-based providers. MHSACM’s mission is to promote
community-based mental health and substance abuse services as the most appro-
priate, clinically effective, and cost-sensitive method for providing care to those in
need. Accordingly, the organization advocates for appropriate public policy and ade-
quate funding for each service and works with the administration and the legisla-
ture at both the State and national levels to support this goal. MHSACM serves as
a forum for the exchange of information and ideas among local mental health and
substance abuse providers and other constituents and encourages and supports edu-
cation, research and evaluation, technical assistance, professionalism, family/con-
sumer involvement and outcome-oriented service. Riverside Community Care is an
active member of MHSACM and I personally am a former officer of the Board of
Directors.

To provide some context, Riverside has developed through a series of mergers of
small and medium-sized organization and through creative new ventures. For exam-
ple, we have developed unique relationships with local hospitals to deliver emer-
gency psychiatric services, urgent behavioral healthcare, and collaboration between
medical and behavioral health services. We are committed to providing community-
based alternatives to institutional care and to offering the same single, high stand-
ard of care to all consumers, whether their care is publicly or privately funded.

Recent national awards include the Eli Lilly Reintegration Award in recognition
of our employment of people with mental illness, helping more than 300 adults with
mental illness secure and maintain competitive employment, the Negley Award for
Excellence in Risk Management for our multi-faceted program to safely treat high-
risk consumers, and the National Council for Community Behavioral Healthcare’s
Award for Excellence for Community Crisis Response for our work in the aftermath
of local and national disasters.

Our organization employs 1000 full and part-time people and provides care to over
12,000 people annually.

OVERVIEW OF SERVICES PROVIDED BY RIVERSIDE COMMUNITY CARE

Riverside offers an integrated network of services designed to help individuals and
families challenged by behavioral health problems—including those with dual diag-
noses of mental illness and substance abuse, developmental disabilities, and other
disabling conditions to live and function as independently as possible and to be con-
tributing members of their own communities. The merger of several organizations
enabled us to gain economies of scale, reduce administrative overhead, and build a
system of care to ensure access to quality services for consumers needing com-
prehensive, coordinated treatment. Riverside’s original predecessor organizations
gegan in the 1960’s following the passage of the Community Mental Health Center

ct.

Today, Riverside is one of the largest community-based providers in Massachu-
setts and is highly regarded for our innovative, high quality services, progressive
and successful employment practices, and positive relationships with the State
Agencies and cities and towns that count on us to care for their constituents. Our
services are organized into four divisions:

The Family & Behavioral Health Division includes office-based and community
outreach clinical and support services for children, adolescents, adults and elders.
Programs include: six licensed outpatient mental health and substance abuse clin-
ics; two 24-hour emergency service programs—the State designated emergency serv-
ice providers for their geographies; two crisis stabilization/respite facilities; one ado-
lescent and four adult psychiatric day treatment programs; an adolescent substance
abuse prevention program; five home and school-based treatment and outreach pro-
grams for youth and their families; a consultation and treatment program for adults
and children with both developmental disabilities and behavioral disorders; and two
early intervention programs—serving families with children from birth to age three.

A new addition to this Division is the Urgent Behavioral Care Center created in
conjunction with Milford-Whitinsville Regional Hospital in Central Massachusetts.
This program completes Riverside’s range of services as the behavioral healthcare
provider for this hospital and its large associated physician practice. Riverside pro-
vides the behavioral health emergency services for several other community hos-
pitals within our core communities and is the contracted provider for emergency
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psychiatric and substance abuse assessments for several managed care organiza-
tions.

Programs within the Family and Behavioral Health Division led our disaster re-
sponse following national and local tragedies. Staff provided counseling and support
following events such as the workplace shooting at Edgewater Technologies in
Wakefield, the city of Newton bus accident in which four middle school children
were killed while on a class field trip in Canada, as well as 9/11 which had a dev-
astating affect on many Massachusetts families and communities. Our staff were at
Boston’s Logan Airport immediately after the terrorist attack and we were part of
the MASS Counseling Network, a FEMA funded support network established by the
Massachusetts Department of Mental Health. Riverside also provided two half-day
trainings entitled Caring For Your Staff While They Care for the Community: What
Every Manager Should Know About Disaster Planning. The trainings were geared
to managers of organizations and local services that directly respond to disasters as
well as agencies that may be indirectly involved because of their role in the commu-
nity. The seminars were offered free to participants from funding provided by the
Substance Abuse & Mental Health Services Administration/Center for Mental
Health Services through the Mass. Department of Mental Health.

The Mental Health Residential Division provides a wide range of residential serv-
ices to over 232 adults with serious mental illness. Many of these consumers are
dually diagnosed with both mental illness and substance abuse problems. Programs
range from highly supervised group homes of four or five individuals with 24-hour
staffing to apartment programs where staff are located within easy reach of consum-
ers who live in their own apartments to supported living in which staff are mobile
and do outreach to consumers in their own homes or apartments. These residential
options enable us to provide services to adults across the spectrum of needs, from
individuals requiring intensive help with activities of daily living or those needing
structured treatment environments and supervision to allow them to live safely with
others—including people with serious forensic histories of violence or sexual of-
fenses, to those who can live more independently with reliable staff support. Our
residential services include a specialized residence and “step-down” outreach pro-
gram for adults with mental illness and substance abuse.

Also included within this Division is a Peer Support program run by and for con-
sumers of mental health services. Peer helpers are hired and trained to enhance the
social support networks and provide guidance in recovery for consumers who are
graduating from residential services.

The Clubhouse and Employment Services Division includes three psychosocial
clubhouse programs that utilize the strength of extensive peer support and a reha-
bilitative environment to provide vocational, social and independent living experi-
ences for individuals who have a history of mental illness. Currently 683 members
are enrolled. Extensive employment placement services and on-the-job support are
offered. Club housing supports members who need intermittent help with activities
such as budgeting, negotiating with landlords, or getting along with roommates.
Two other Supported Education and Employment programs, Riverside Career Serv-
ices, provide comprehensive career placement services designed to meet the needs
of adults whose education or careers have been interrupted by mental health prob-
lems. These programs offer pre-employment and education assessment and counsel-
ing along with individualized education and career planning, job placement, access
to colleges and job training programs and flexible ongoing support. They are highly
regarded for their success in helping adults achieve meaningful careers rather than
“dead end” jobs and for their employment of staff with their own histories of mental
illness and serve as role models.

Also within this Division is a new Care Management program that helps care-
givers concerned about an aging parent or a family member with a developmental
disability, mental illness, or traumatic brain injury by providing a thorough assess-
ment and creating and implementing an appropriate care plan. Plans maximize
independence and promote the family member’s safety, community involvement and
skill building.

The Developmental and Cognitive Disabilities Division offers services designed to
meet the complex needs of individuals with mental retardation or traumatic brain
injury. Over one hundred adults receive residential services, in small group homes,
supported living (where individuals reside in their own homes and are visited by
mobile staff), and specialized homecare (individuals are placed with families who
agree to foster them, often for a lifetime). Family and individual support programs
provide services such as respite, recreational activities, provision of adaptive equip-
ment, skill-training and specialized staff support to adults and children living in the
community with their families or by themselves. Four hundred and fifty people are
served through these support programs.
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OVERVIEW OF FUNDING SOURCES

Riverside’s fiscal year 2005 annual budget of over $33 million includes a blend
of private and public funding. Approximately 68 percent of funds are through con-
tracts with State agencies, cities and towns, hospital systems, and private founda-
tions. Riverside maintains contracts with the Massachusetts Departments of Mental
Health, Mental Retardation, Public Health—Bureau of Substance Abuse Services
(BSAS) and Early Intervention, and the Massachusetts Rehabilitation Commission
(primarily for head injury services). State contract funding includes State and Fed-
eral funds, inclusive of Medicaid Rehabilitation Option funds and Block Grant
funds. Third party payers makes up 28 percent of Riverside’s funding. This includes
Medicaid, Medicare, HMO’s, insurance companies, and self pay from clients. Third
party payers are the largest source of revenue for our clinical services such as out-
patient therapy and medication services, emergency services and psychiatric day
treatment. The remaining 4 percent of Riverside’s revenue include donations and
miscellaneous income such as donations, interest on accounts, small grants, and
consumer rents.

RIVERSIDE’S PERFORMANCE MEASUREMENTS AND QUALITY MANAGEMENT

Riverside’s senior management highly values meaningful performance and out-
come measurements as well as consumer and payer feedback to help inform our
quality of care assessment and future strategic planning. Because we are a large
and complex organization, we cannot hope to know how we are truly doing without
formal mechanisms to provide data. With our extensive range of services, the instru-
ments we use need to be appropriate for the specific programs, so that the feedback
we receive provides meaningful information that our managers can use for quality
improvement efforts.

Our Quality Management Department oversees the organization’s collection of
data and measurement of outcomes with the goal of assessing our effectiveness, effi-
ciency and consumer satisfaction. Instruments used include standardized, validated
tools where available, performance measurements required by State Agencies, and
internally created measurements tailored to specific service modalities. Our commit-
ment to ongoing assessment and quality improvement begins each year with our an-
nual goals and objectives development at the organization and division levels. Fol-
lowing formal needs assessments in which consumers, payers and staff are sur-
veyed, measurable goals and objectives are established. Progress is reviewed at reg-
ular intervals by a senior management committee and ultimately, the Board of Di-
rectors.

We have devoted substantial resources to developing and collecting quantitative
data on our performance (and complying with mandatory performance data collec-
tion), but are mindful of the need to carefully balance this with competing pressures
of limited funding and sizable staff workloads. The myriad of record keeping and
reporting requirements already imposed by payers, regulators, and accreditors are
highly labor intensive activities. In Massachusetts, we often hear from consumers
that their No. 1 complaint is that staff are kept so busy with paperwork require-
ments that they are not available to provide direct service.

We are very pleased that in our most recent results of consumer and family satis-
faction surveys across Riverside, we yielded a 97 percent overall satisfaction rating
with 98 percent of consumers saying they would recommend our services to others.

Annual Performance Based Contracting Meetings with our State Agency funders
(such as the Department of Mental Health) have consistently yielded high praise for
the quality and effectiveness of our work. Massachusetts has instituted measure-
ment requirements for many contracts with annual contract performance review
meetings. Some specific examples will be presented below.

In addition to these measures of Riverside’s success, all recent accreditation and
licensure surveys have been positive. For example, our organization and our voca-
tional programs are accredited by CARF—the Rehabilitation Accreditation Commis-
sion. Our clubhouses all have the highest available certification from the Inter-
national Center for Clubhouse Development (ICCD). Our residential programs for
adults with mental retardation received 2-year (longest possible) certification from
the Department of Mental Retardation’s QUEST survey, and all mental health and
substance abuse programs are licensed by the Department of Mental Health and/
or the Department of Public Health, where applicable.

EXAMPLES OF PERFORMANCE MEASUREMENTS AT RIVERSIDE

The Treatment Outcome Package (TOP) published by Behavioral Health Labora-
tories of Ashland, MA. measures outcomes in multiple clinical spheres such as de-
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pression, psychosis, suicidality, mania, etc. and has nationally recognized, proven re-
liability. Riverside has been using the TOP in our outpatient mental health clinics
with adults at the initial intake session and at an established follow-up time to
measure improvement in clinical outcomes from treatment. Results are particularly
valuable because it is the most widely used instrument of its kind in Massachusetts,
and Riverside’s results can be compared to other similar programs as well as to our
own performance. Specific demographics of consumers can be tabulated to allow
comparison of similar populations as well as global comparisons. Our outcomes
measurements have consistently shown that consumers improve substantially in all
domains. One of our clinics was found to have the highest rate of improvement in
treatment of depression and was asked to present at a statewide conference on best
practices. We also have the highest rate of follow-up test administration in the State
and have again been asked to share best practices with other organizations. We be-
lieve this is a direct result of our commitment to outcomes measurements at all lev-
els of the organization. In fiscal year 2005 Riverside will expand the use of this in-
strument to our psychiatric day treatment programs and institute the children and
adolescent TOP outcomes measurement in our clinics.

Performance measurements from Riverside’s three clubhouses demonstrate the
impressive success being achieved by them and by clubhouses in Massachusetts in
helping adults with mental illness find employment, despite locally high unemploy-
ment rates. For example, our program in Newton had 113 working members and
our program in Norwood had 74 working members in 2003 compared to a State av-
erage of 64 per program and a national average of 58. Both clubhouses are average
size programs. Additionally, Riverside club members had a job longevity of about
53 months in independent employment and 37 months in supported employment,
compared to the Statewide averages of 32 and 29 months respectively. They also
earned wages that were slightly higher than the Massachusetts average.

An example of a “home-grown” outcome measurement is the instrument used in
Riverside Lifeskills Program, a short-term adolescent day treatment program pri-
marily serving youth referred by the Massachusetts Department of Mental Health.
The tool surveys participants’ perception of improvement on a number of functional
measures, such as ability to manage anger, get along with family, and communicate
feelings and concerns. Data is available for the previous 3 years and shows that
nearly 100 percent of the adolescents report improvement on all 13 functional do-
mains.

The Massachusetts Department of Mental Health Performance Based Contracting
requirements designate specific measures for different service types. Adult residen-
tial programs report on the number of psychiatric and substance abuse hospital
days utilized, number of consumers who achieve a majority of their residential treat-
ment plan goals, and number moving to lower intensity settings. Our results con-
sistently meet or exceed contract requirements. While these results tell part of the
picture, the development of quality indicators is still in relatively early stages and
there is potential for identifying measurements that would further demonstrate the
success of these programs. This is especially important as Massachusetts continues
to move adults with mental illness out of State hospitals and into the community.
For example, a provider that accepts consumers at higher risk can be under-credited
for skill and capability when the measure solely considers the number of hos-
pitalizations.

Our outpatient substance abuse intervention and outreach program, funded by
the Department of Public Health, gathers and reports extensive data to the State
on a monthly basis. These include many of the seven treatment domains currently
under consideration by SAMHSA such as arrests/incarcerations, substance use, and
living situations. Our reports also include such measures as number of participants
who completed treatment and who report abstinence at discharge. Our adolescent
substance abuse prevention program that uses environmental strategies to change
community attitudes to reduce youthful substance abuse also reports extensive in-
formation to the Department of Public Health. This program is measured by how
well it achieves agreed upon benchmarks for such outcomes as decrease in middle
school age youth using alcohol and increase in the number of protective factors iden-
tified by youth. This program converted to a new model during this past year and
results are not yet available.

COMMENTS ON THE PROPOSED PERFORMANCE AND OUTCOME MEASUREMENT PROGRAMS

From our experience with outcome measurements and our longstanding work as
a provider in Massachusetts, we have come to both respect the need for performance
and outcome studies and the need to proceed cautiously in their use. Applying our
experience to a review of the proposed measurements for mental health and sub-



47

stance abuse funding we strongly support the movement toward performance meas-
urement on a uniform, national basis but also offer several concerns for your consid-
eration.

First, let me offer some local context. Providers in Massachusetts have been large-
ly level funded in State mental health and substance abuse contracts for 14 years,
despite the fact that our costs have increased due to inflation and other factors. In
the past few years the economy in this State has been in critical condition, resulting
in cut backs to some State funding and services at the State Agency and provider
levels. At the same time, community-based providers have experienced mounting
regulations with associated mounting costs. We are also managing more challeng-
ing/high risk consumers in the community who cost more to serve as State institu-
tions close or downsize, there are more rapid discharges from community hospitals
of under-stabilized patients due to managed care, and we are experiencing a shrink-
ing workforce since we are unable to compete for employees as our salaries fall fur-
ther behind other industries.

While many organizations in Massachusetts have closed or are in poor financial
condition, Riverside and a number of other providers have been able to grow
through mergers, find economies of scale, reduce administrative overhead, imple-
ment creative business practices and clinical strategies that identified new funding
sources. We have also worked to improve collection rates, worked to share resources
across programs, and developed other means to stay ahead of costs. However, even
strong providers such as Riverside are now coming to the end of our ability to con-
tinue to deliver high quality services without funding relief and the entire system
of care in Massachusetts is very fragile. Neither providers nor State Agencies can
afford to divert resources to the development of an infrastructure to support further
performance measurement programs. Therefore, any change in funding or in data
collection and reporting requirements must first ensure that it will not come at the
expense of services, staff time to serve consumers, or provider viability.

I respectfully submit the following recommendations:

e Resources directed to Performance Measurements should not be taken from ex-
isting funding for State Agencies or services. In Massachusetts, State Agencies have
already had major funding cuts and are already struggling to maintain their com-
mitment to maintain core services in the community. Therefore, we would hope that
the investment in building Performance Partnerships would arise from new Federal
funds specifically for data management infrastructure development and mainte-
nance, rather than eroding the base funding now in place, which could dramatically
hurt providers like Riverside.

e No unfunded mandates should be passed onto providers. Providers do not have
the ability to self-fund the hardware, software, retooling or additional staff time that
would be required to implement further management information systems to collect
and report new data to the State. Nor can the consumers who depend on our serv-
ices afford to give up staff support that is directly or indirectly diverted to data col-
lection. In short, changes to Federal funding should incorporate requirements that
ensure funds are provided to support new mandates at the provider level without
reducing current rates or service levels.

e New mechanisms developed for Federal Block Grant funding should not delay
payments to the States. Such delays would ultimately result in uncertainty and or
delay in payment to providers, many of whom could not survive such a situation.

e While the proposed performance measurements appear to be both reasonable
and informative, the certainty that any measures in behavioral health are true and
meaningful indicators requires careful study over time. Until such full evaluation
can be achieved in the future and the validity of the measurements proven and
given the fact that many providers are already collecting valuable data, we suggest
that proposed national measurements be regarded as useful for informing further
queries rather than determinants of programs’ value and that modifications and re-
finements be made over time.

e Any move to determine State funding levels by demonstrated outcome improve-
ments risks incorrectly penalizing or rewarding programs for outcomes beyond their
full control. Outcome measurements in mental health and substance abuse are still
in an early stage of development, with many questions yet to be answered about
which results directly correspond to treatment factors and which are influenced or
linked to outside, unrelated factors. For instance the success of any program, or
State, in reducing substance abuse in a population may be greatly influenced by the
local economy, availability of drugs, unemployment statistics, etc. as well as the ef-
fectiveness of programs being studied. Similarly, the success of a residential pro-
gram in graduating consumers to more independent settings may depend on the
availability of affordable housing, the availability of outpatient and support services,
and consumers’ perceptions of opportunities to socialize with peers and avoid isola-
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tion after leaving a program. Therefore, basing Federal funding levels on outcomes
should not be implemented at least until sufficient measurement experience has al-
lowed for proper weighting of these outside variables. Even then, it is debatable
whether reducing funding to under-performing States will help them improve pro-
gramming or set them further behind. Performance measurements should support
quality improvement and assist in developing best practices, rather than create
variable and uncertain funding.

e The ongoing review of performance measurement programs, implementation,
practices, and applications should include ongoing feedback from all stakeholders,
including providers like Riverside and consumers of service.

CONCLUSION

As a community-based provider that works daily with thousands of vulnerable
consumers who depend on our services to avoid unnecessary institutionalization and
to recover from their mental health and substance abuse problems, we support
SAMHSA’s efforts to evaluate programs and promote quality practices across the
country. Our Nation needs to invest more in helping individuals and families strug-
gling with behavioral healthcare challenges. Demonstrating the effectiveness of
services through outcome measurements can be an important step in increasing
public support for funds for behavioral healthcare programs. Defining best practices
and extending them to more people in need is a valuable aim, as is continuing sup-
port for the existing service system. Therefore, we would hope that current
SAMSHA funding would remain intact and new investment would be added to de-
velop measurements, infrastructure, and dissemination of what is learned.

Thank you for your consideration of my testimony.

Senator DEWINE. Thank you very much.

Ms. Medalie has brought up an interesting point, and of course
that is the point that I brought up previously, and that is that we
all want facts. We all want to know what works, but no one wants
to pay for it. And I think that the point is well taken that, you
know, if we want this data, we ought to pay for it, but on the other
hand, I think we all have to understand that it all comes out of
the same pot anyway. So if the money was not going to be used
for the data, it could be used for treatment. It goes back to what
Dr. McLellan said, that your description of the treatment situation
in the country today was pretty grim.

So I guess I will start with you, Doctor. How do we get this bal-
ance of that data we want, the information we want, versus not
wasting any of that precious money that you describe correctly as
we do not have enough of for treatment?

Dr. McLELLAN. If you go to your doctor, and you have, let us say,
hypertension, the first thing—actually, the second thing. The first
thing, of course, is the insurance, but the second thing they are
going to do is they are going to put a cuff around your arm and
they are going to measure your blood pressure. Now, is that an out-
come measure that you ought to pay for or is that part of clinical
management? It is both, and that is what I am suggesting. For too
long, these systems have been thought to be separate. You need the
same kind of performance measures, patient status measures, to
direct and help a patient achieve self-sustaining care as the Senate
and the finance committees and the insurance companies and ev-
erybody else does. They are, in my view, one in the same.

The testimony of Riverside is really illustrative. So many agen-
cies want so many different things for so many different reasons.
These programs are, you know, besieged by measurement and they
are in a desert in terms of actual functional information they can
really use.
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So I do not think it is a difficult issue. I do not think it is a costly
issue. I think it is an issue of leadership and agreement on what
will be measured and when it will be reported.

Senator DEWINE. Of course in that case, I am not sure I totally
follow you, because in the case of the individual patient you are
tracking, where that patient is, and then how do you take that so
that we know what will work? That is one patient.

Dr. MCLELLAN. Absolutely.

Senator DEWINE. How do I know what is going to work then?

Dr. McLELLAN. Right. The reason we know what a good blood
pressure is is because across all those individual patients, across
all those individual times they were monitored, you can see trends
in whether they do well or they do not, and they aggregate to a
group level, and you can divide it by age, race, gender, and other
conditions, all those kinds of things. It seems to be, based on re-
search that has been done, that is the only viable system. If you
cannot get real information into the hands of, first, the patient
about his own condition and, second, the clinician that is actually
charged with treating that patient and, third, the evaluators that
need to report that information, it is not going to go. It will not be
self-sustaining.

Senator DEWINE. Does anybody else on the panel want to take
a shot at my question? What is the balance? What should you ex-
pect to pay? Maybe another way of putting it is what should you
expect to pay? You have got “X” number of dollars. What should
research cost you? I mean, maybe that is not a legitimate question.
I have seen research could cost you some inordinate amount of
money.

Doctor?

Dr. GOLDMAN. I was attempting to respond to your earlier ques-
tion. When you asked what the amount ought to be, I became a lit-
tle more timid. Let me take a shot at it. It is very difficult to assess
precisely what the right amount is, but everyone can agree what
the wrong among and the wrong strategy is, and the wrong strat-
egy that some people on this panel have spoken about is the unnec-
essary inefficient redundancy of the collection of data that if it
were lined up or properly aligned would not lead to the need for
repetitive monitoring or different measures.

So I think much of what the Federal leadership, the stewardship
we spoke about, what is important and what has been successful
in recent years is overseeing a process of alignment between the in-
dividual person-level measures that a clinician would use and the
way Dr. McLellan has spoken about it to think about then aggre-
gating those up to become measures of performance based on out-
comes at the local level and have those measures be the same that
the State wishes to know about from its dependant counties and
the same set of relationships between the Federal Government and
its reporting needs be the same as the State to the county. Now,
if we can align those, I do not think that clinicians and directors
of programs will be as resistant to the collecting of these perform-
ance measures if they are clinically meaningful and useful for plan-
ning.

Now, with respect to your more difficult question, what is the
right amount, I have been working in evaluation for a long time.
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Senator DEWINE. What is the wrong amount?

Dr. GOLDMAN. I do not even know if I can put the right dollar
amount on the wrong amount, but the point I wanted to make is
I have been working in evaluation for long enough to remember
when the Federal Government set aside 1 or 2 percent of direct re-
sources for use in evaluation programs. That was done at the de-
partmental level in health—well, it was done in Health, Education,
and Welfare—I am revealing my age, but more recently in the De-
partment of Health and Human Services and all the way along the
line, whether it was the community mental health centers program
or other Federal programs, set aside resources at the 1 to 2 percent
level for the performance evaluation, and that could be used as a
benchmark now for the kind of resources we would need to build
this infrastructure.

Senator DEWINE. What about the situation where—and I will go
back again. There is nothing worse than a politician who goes back
and says, Well, why was such and such, you know, When I was a
Mayor, but I will do it. When I was Lieutenant Governor, one of
the things I was involved in is I had some jurisdiction over Mr.
Tester’s department and some other departments, and we were in-
volved in drug treatment in our prisons, and Mr. Tester’s prede-
cessor was an advocate for taking a program of drug treatment
that had already been tested and where she felt had been a model
program in other States. There was a set program, tested, and she
convinced me that it had been used before, model program, had
good test results, and we put it into a few of our prisons. We could
not afford to put it in too many, but we put it into a couple of our
prisons.

Now, assuming she was right, and I think she was, there would
be an example or would that be an example of a place where you
would not have to spend much on testing in the sense that you al-
ready had the data? Let us assume you already had the data of 10
years of testing. No? You still would have to do the testing?

Dr. McLELLAN. With respect, I do not think you are getting it.
You do not want to tell people

Senator DEWINE. That is not the first time.

Dr. MCLELLAN [CONTINUING]. With respect, you do not want to
tell people what to do. You tell them what you want. Now, as I un-
derstand it, what you want is people not going back to jail for drug-
related crimes, and that is what you pay for, and one time-tested
empirically validated procedure toward that goal might be a very
good way of getting that, but do not lose sight of what you want.
The fact that you put the miracle cure program into effect does not
necessarily mean that you are going to get your miracle cures. That
has happened over and over and over and over.

I commend to you the efforts of the State of Delaware.

Senator DEWINE. Well, I understand does not mean you are nec-
essarily going to get it. Maybe you and I are not communicating.
The point is you have got to choose. You are running a prison. You
and I are running a prison. I do not want to belabor because we
will bore everybody else. You and I are running a prison, and we
got a whole bunch of people in there, and 70 percent of them have
got a drug addiction.

Dr. McLELLAN. Got it. Right.
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Senator DEWINE. What are you and I going to do? Well, we are
going to spend some money.

Dr. McLELLAN. Yes. We are going to try something.

Senator DEWINE. We are going to try something. Well, we can
do the A, B, C, or D, and E is something that has worked, and A,
B, C, and D had never worked before because we never tried it be-
goreb We have got E. Why shouldn’t we try E that has worked be-
ore?

Dr. McLELLAN. Now, you are right. You better try the thing that
has worked someplace.

Senator DEWINE. The problem with E is that it costs a little
more money than the others.

Dr. McLELLAN. Well, that is a whole separate problem.

Senator DEWINE. Well, we decided to try E because we thought
it would probably work better.

Dr. MCLELLAN. So what you want to make sure, though, is that
it actually is giving you the outcomes that you want.

Senator DEWINE. You are not going to know that for 10 years be-
cause you are not going to know whether these people are recidi-
vists. I am not going to know that for 10 years, because I am not
going to know if they come back. I understand that.

Dr. McLELLAN. Well, about 50 percent of all recidivism occurs
within the first year.

Senator DEWINE. Well, I am going to know something in the first
year, but I am not going to know

Dr. McLELLAN. Okay.

Senator DEWINE [CONTINUING]. I can measure that. The point is
I have got to make a decision initially.

Dr. McLELLAN. Right, and I would say, my own view is, that you
are using the right criteria to the make your decision. If somebody
else has shown it to be effective and it has been effective by the
standards that you are looking for in your own State and it has
been independently evaluated, that is your best guess.

I used in my testimony the word “earn”, because I think with re-
spect to the addiction treatment system, it ought to be given the
opportunity to earn additional revenue by defraying costs of re-ar-
rest and re-incarceration and improved welfare status and things
like that and have some of the money, the savings that are meas-
ured, go back into the system that produces them. At this point,
that is not the case.

Mr. TESTER. Senator, I just wanted to add Dr. McLellan earlier
in his testimony talked about hypertension and he talked about
both the clinical management and the outcome piece, and I think
the dialog you are having now with Dr. McLellan around what we
would do in prisons is very much part of the process that Ohio has
looked to implement through what we call our outcome framework
initiative. It is both a quality improvement process and an outcome
process.

The quality improvement or in this case management piece is
clinical. There are certain junctures during a treatment process
and a prevention process where we know where we want our client
or consumer to be, and if we can tell at that juncture that they are
on target, then we can continue to move forward, and quite frank-
ly, when we talk about how do we know what the right balance is
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in terms of the money that we invest in this, I think the bottom
line—and I will just speak from my Ohio perspective. We are in the
process of using the Federal information that we have worked on
through the PPG process, and we are having dialogue with con-
sumers, providers, and boards to talk exactly about what it is that
we can measure at the provider level with the consumer to make
sure that we are doing the right thing.

From there, if we have designed a system that meets the needs
of the consumer and takes into account what providers are in a po-
sition to be able to address comfortably, comfortably financially
without dedicating too many resources to the other side, then that
should give me the information I need from both the county board
perspective and a State perspective to understand what our system
is doing, and in order for me to make that work in Ohio, I have
to have my consumers, providers, and boards sitting with me in the
dialogue, and I think that is part of what you are hearing here. We
have had that dialogue with SAMHSA. We have had periods of
very good dialogue, and we just need to finish that so that we know
where we are headed, and then from there, I think we are in a po-
sition where, ideally, I would like to invest more prevention and
treatment and out of that have the provider determine what part
of that they need in order to make these measures work. That is
where we seem to be stubbing our toe, if you will.

Senator DEWINE. Well, how likely is it in all this discussion that
you are going to get that kind of either mandate or guidance from
the Federal Government, or are you better off just doing it your-
self?

Mr. TESTER. In Ohio, Senator, we have concluded that right now
we are going to move ahead on our own, and we think the body
of literature is sufficient that we have a good understanding. We
think that the dialog with SAMHSA has given us a foundation, and
through NASADAD with the other States, we have a good feel for
where we ought to head, and then what I have told folks in the
State is when we get to the process where we know what the block
grant or the PPG is going to require, we will do our darnedest to
line up what Ohio has concluded; but quite frankly, because we are
committed to the process of clinical management and outcomes, we
need to put some things in place now.

It is not nearly as sophisticated as what we had envisioned. If
we were going to take that big first step at the right time, that is
where those infrastructure dollars do come into play.

Senator DEWINE. Now, I am saying this almost in jest, but, of
course, to the counties, you are the Federal Government.

Mr. TESTER. That is exactly right.

Senator DEWINE. You are sort of like the Federal Government is.
So they look at you and say, Oh, those guys up in Columbus, they
are making us do this, this, and this.

Mr. TESTER. You are absolutely correctly, and that, Senator, is
why I have those folks sitting at my table through the Governor’s
Advisory Council, and, quite frankly, having dialog with a diverse
group of providers, consumers, and boards is critical to my success,
and I think that is what you have heard us talk about this morn-
ing, and I think Administrator Curie talked about that too. It is
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just that we encourage a more formalized process to make sure
that we have a clear perspective on where we are headed.

Senator DEWINE. Okay.

Ms. MEDALIE. I wonder if I might add something.

Senator DEWINE. Jump right in.

Ms. MEDALIE. I think from the provider perspective, it is impor-
tant to note that we truly do value performance measurements and
even uniform performance measurements so that we can, first of
all, prove to the general public, if to nobody else, that what we do
really does work and that it really is worthy of being supported.
And we also are quite willing to collect data. The problem is that
much of the data that is even being looked at is already collected.
It is already in the medical record.

In our dreams, we have electronic medical records so once it is
in there, you do not have to spend additional resources to then ag-
gregate it, but, frankly, we are a long way from that happening.
I see it, you know, maybe before I retire and maybe not. But it is
in there, and the things that we collect now are things that are
clinically meaningful to both the provider, to the clinician, and to
the consumer and most meaningful when it is shared, and we are
happy to share that if could have assistance in being able to do the
aggregating and the reporting. It is that intermediate step that is
really very, very difficult without the additional funds.

And, finally, also, for us as providers, the devil is always in the
details, what happens with the information. When we get informa-
tion, when we provide information for performance measurements
that is then given back in a way that is clinically useful, that really
does help inform treatment, that is useful. We value it. Our clini-
cians value it. It is shared with the consumers and it has impact
on the programs. But when the information is either used in some
aggregate way that never translates back to something that is
clinically meaningful to help actual program choices or individual
clinical choices with consumers or, even worse, if the detail is let
out so that something—there is some gross measurement being
made, but it leaves out the details that would really say, Yes, it
looks this, but that is because of the special population and special
circumstances, you know, such as measuring hospital usage of peo-
ple in residential programs coming out of State hospitals, a low
hospital readmission rate would seem to be good except for what
about when you it is a specialized program and you are taking
folks that are very high-risk people and you are really succeeding
in identifying when the risk starts to go up. You would think that
in year 1, you would probably see more hospitalization if your good
clinicians are recognizing this and intervening before there is a
safety breach, and maybe in years 2 and 3, you would see it go
down; but if the measures are not detailed enough, then it might
be measuring something, but it may not be measuring something
that is meaningful for the program that is being looked at.

Senator DEWINE. Okay. Listen, I appreciate your testimony. It
has been very, very helpful. I look forward to working with all of
you.

Thank you for coming in.

[Additional material follows.]
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ADDITIONAL MATERIAL

PREPARED STATEMENT OF VICTOR A CAPOCCIA, PH.D.

Mr. Chairman and Members of the Committee, thank you for the opportunity to
present a written statement to the Committee on the topic, “measuring performance
and outcomes in addiction and mental health programs.” This statement will pri-
marily discuss improving performance and outcomes in addiction treatment settings.
I believe however that the basic principles described in the statement are also appli-
cable to treatment in mental health as well as prevention settings.

Up until recently, measuring performance and outcomes in addiction treatment
was often a function more informed by belief than by science, with little regard to-
ward empirically validated standards of success. In consideration of the mismatch
between what works for treating addiction disorders and what is practiced, the Rob-
ert Wood Johnson Foundation embarked on a strategy to improve the quality of ad-
diction disorder treatment by implementing programs that encourage the use of evi-
dence-based approaches that can be measured by standardized definitions of suc-
cess.

Our plan to accomplish this objective involves several partnerships that include:
the Substance Abuse Mental Health Services Administration (SAMHSA), National
Quality Forum, State Mental Health and Addiction Authorities and Medicaid agen-
cies, purchasers, and providers of addiction treatment services. There are three
basic strategies that we will follow:

o We will work with Federal partners, researchers, providers, and purchasers (in-
cluding States) through a consensus process guided by the National Quality Forum
to develop preliminary and simple measures that indicate the use of proven prac-
tices in treatment settings. For example are medications used in this setting? Are
patients admitted quickly after first contact? How long are patients retained in a
treatment or aftercare activity?

e We will work to remove and minimize the policy and practical barriers that dis-
courage the more than 14,000 publicly oriented treatment programs in this country
from using scientifically informed treatment approaches. For example, is the admis-
sion process organized to encourage same or next day appointments? Are levels of
care sufficiently linked to promote seamless transition by patients from more to less
intense interventions without re-admission delays?

o We will work with States to use the considerable purchasing and licensing au-
thority that they have to encourage the use of treatment based on science not belief.
For example, a State might establish that 80 percent of calls for admission receive
appointments within 3 days. Such a standard would reduce no shows and take ad-
vantage of the specific window of opportunity presented by the call for help, and
quickly closed by the next neuro-biologically based need to continue using alcohol
and or drugs.

In partnership with the Center for Substance Abuse Treatment, one of our cur-
rent initiatives to improve quality is the Network for the Improvement of Addiction
Treatment (NIATx). NIATx is supported by $9.5 million from the Robert Wood
Johnson Foundation’s Paths to Recovery program and $7.7 million from the Center
for Substance Abuse Treatment’s Strengthening Treatment Access and Retention
(STAR) program. NIATx is a vehicle for improving quality in the addiction treat-
ment field that is equivalent to the role the Toyota Production System plays for the
Pittsburgh Regional Health Improvement Initiative or that the Institute for Health
Care Improvement plays for America’s acute health care services.

Research demonstrates that organizational factors are more significant barriers to
admitting and retaining patients into treatment than are personal or policy-related
factors. Therefore, the overall goal of NIATx is to make improvement of organiza-
tional functioning an integral part of the work of addiction treatment agencies. The
specific aims of the NIATx are to:

e reduce the time between a client’s first request for service and their first treat-
ment session;

e reduce the percentage of client no-shows;

e increase admissions; and

e increase the treatment continuation rate.

These four aims translate into measures of performance improvement and are
consistent with the measures developed by the SAMHSA-sponsored Washington Cir-
cle Group.

How does it actually work? The National Program Office (NPO) at the University
of Wisconsin provides 29 grantee agencies with an expert process improvement
coach and resources for building their organization’s capacity to apply, spread, and
sustain successful changes within their organization. Within each organization,
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there must be a committed executive sponsor, a powerful change leader and a dy-
namic change team using an improvement model that allows for changes to be rap-
idly tested and implemented. The improvement model is based on five key principles
drawn from extensive empirical research that separate successful from unsuccessful
organizations: (1) thoroughly understand what it is like to be a customer/user of the
process you are trying to improve; (2) select processes to improve that, if successful,
will help senior leaders achieve important overarching goals; (3) have only powerful
and respected change agents; (4) engage external expertise to provide ideas and
pressure to improve; and (5) quickly and repetitively test and (based on those tests)
revise solutions before full-scale implementation.!2

In 8 months of NIATx participation, these 29 agencies have made impressive im-
provements in treatment access and retention, developed ideas and tools to share
with the rest of the field, and begun to create the groundwork needed for fundamen-
tal change in their agencies. For example, a subset of participating programs,
through using rapid change cycles, have reduced wait times to get into treatment
by 68 percent, reduced the number of no-shows for treatment by 29 percent, in-
creased admissions by 64 percent for inpatient and 142 percent for outpatient treat-
ment settings, and increased treatment continuation by 7 to 17 percent depending
on the level of care. Programs are demonstrating that dramatic change may be a
lot simpler and take less time than is often presumed. They are proving that, when
faced with seemingly insurmountable hurdles, addiction treatment providers find in-
novative ways of getting more from existing resources.

Behind the numbers are a variety of specific changes that began after members
conducted a walk-through of their own agency where they experienced the barriers
to treatment faced by their clients. The barriers identified by the applicant organi-
zations led to the categorization of nine main areas in need of systemic improve-
ments: (1) outreach; (2) first request for service; (3) intake and assessment; (4)
therapeutic engagement; (5) levels of care; (6) paperwork; (7) scheduling; (8) social
support systems; and (9) maximizing revenue sources. Examples of changes in these
areas include: central admission centers; guaranteed next day appointments; ex-
panded evening, weekend and morning hours; reduced barrier transition between
levels of care; elimination of “prove you are ready” requirements; and targeted re-
minder and follow up contacts.

Attached to this statement you will find a document that summarize specific ac-
complishments of the 29 agencies.

We welcome your questions and interest in this work. Thank you for this oppor-
tunity.

1 Gustafson D, and Hundt A (1995). “Findings of Innovation Research Applied to Quality Man-
agement Principles for Health Care.” Health Care Management Review 20(2), pp 10-27.

2Gustafson DH (2002). “Designing Systems to Improve Addiction Treatment: The Founda-
tion.” Alcoholism and Drug Abuse Weekly. 14(42).
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welcoming environment, i & welcoming brochures (inmate handbook)
12/03: Reminder calls DRP; COF opT Minimal impact (imited no.of clients received
Call clients prior to intake appt msg). Change Di: i
5/04: Peer Mentors CDT, Jail N
Brief orientation training of Sr clients, who then orient, coT ;‘;‘::5 benefit o mentors (giving back to
welcome & support new clients.
4/07: Walk in intakes CDT . : .
Use walleims 3 days piak, see the first two, replacing Qutpatient Rapidiy utilized, helpful to referral sources,
5/04: Welcomiag Environment Jail Positive client feedback
&04: fn eal . N
- . . All intakes completed during the first day
Intakes completed by senior siaff, rotation of the duty 1o Jail " p .
avoid burn out client avail. (past: took up to 15 days
CFDFL 11/03: Increasing access to initial sppt No-shaws { 20% (to 68%». Toial number of
Walk-in times available several times p/wk; keep some Outpatient i teted T by
slots for pts who prefer regularly scheduted appis. moved to all walk-ins in January 2004 (sce 4)
11/03: Open up more appt times for assessmty
Reassign clinical staff: 1 completes clinical as No hard data. Fewer records returned 1o cnslrs
others do 1% screens. Better documentation. Clinician j Outpatient for redo. Clinician satisfaction T. High no-
track those not doing assessmat & discharge clients atright | show for walk-in clients.
Hme.
12/03: Use central scheduling &
Schedule book shows appts for all clinicians. Receptionist ‘%@ Oupatient |55 Schedule sessions immediatcly versus the
schedules appts. Easier to schedule & track appts. Clients w P kﬁw counselor having to call back
get appts when they call
1
08 910 60 8 @ ® © @
B O @ = O W : . .
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e Matrix

1/04 Walk-in only assessmes for intake o :
L sy . Average wait from 1st call to assessmt 4 97%
All walk in appts & assign more cnsles to screen. Caliers. W Qutpatient . . Y, i
told to corse ext AM, 2 hrs to do plyvork & talk wenslr. | (to 1 day) afier moving to all wallcins.
204 Counselors track individual no-shows S Oupatient I No shows & from 26% 10 21%
3104 Reminder Phone Calis .
Rt is made for il {* appointments to remind non-ongoing | (A% Qutpatient No-Shows ¥ 42% 10 21%
clients about their appointment -
Continuation T 50% (10 60%). 11+ Page
304 o 1 Paperwork 410 0. Clinician Engagement up
Clients use interactive CD ROM to complete assessmen: Cutpatiens from 2hr Plwork Appt to 45in assessmt &
and then see counselor ! thr of clinical engagement w counsetor
b h ) o 4) T revenue per encounter by $80 (from $60
foss to $20 net).
2/04: 10P Intake Pr. .
Implement 10F "SKifis” grp - it now 10P dlicats will 0P % drop-out "“l.‘“h x et ﬁ"T’“‘ 120 0%
attend for the first 2 wks. capacity (clients engaged in Tx) by 15%.
3/04: Agency Orientation E
Starting an in-person Orientation Grp 1op I No Data.
. . Intake show rate T 18% (to 100%) over 4
903 t initial call 48 hrs .
Daybreak =) = : " months. Time 1™ call 1o assess + 69% (from 9
st sets appts. Cnsl fr i Guipatient
ffii’iﬁff?m et appes, Gl givem e time fox patien days). Days to Tx 4 26% (o 15). Adopted &
sustained.
9/03; Parental Involvement for 1" 4 sessions . e No improvement in parental invobvement.
Cnslrs strongly urge some parents to atiend first 4 1x. ey Outpatient @ Concluded: 1) grps were small, 2) having
sessions. Controls received usual encouragement. et parents come inhibits bonding w t.
11/03: Parental Tnvolvement for 1" 4 sessions s J i . R
Casies seek commitment: to attend 3.0f 4 family scssions | ekl Oupatien e R appreciabc effect on continualion rates.
(excluding assessmt) from famities of all new pis b a
12/03: Appointment Reminder Cails o Census T 13% (from 849}
Receptionists: reminder calis 24-hrs before appt to new Q—;\g} i Outpatient Individual differences in grps may require
chients; clients w no-show hx. o different i
12/03: Immediate feedback on dailv no-shows Processes have been adopled & are being
Simplify activity log; daily feedback 10 cnsirs on service % " G sustained.
Brs & no shows. 1/20604 Ervail no show data to cnsirs Outpaient %
2wk Aggregate data newsletter each mih

@ 9 & & ®
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Change Matrix

June 2004

Positive Chent foodback.

i -
Grps w 90% census rewarded. Large grp reward each mih. {%;% Qutpatient
Wkiy progress graphs posted in main grp room. i’
3/04: M | D 1Y
From focus grp w clients: 1) all clients now have personal | - . Follow-up client focus groups indicate general
items searched & inventoried & are assigned a bed whin 2 w@} Inpatient satisfaction with process. Early measures
firs of intake/assessmt; 2 clients & families recetve tour of | ™ indicate improved continuation rate.
facility directly after intake
3/04: ¢ i ienl 10 int; 50% hit rate only Most clients reached had not
From a focus group with clients: Attempt to reach all teen J\i Fj@;é Inpatient seen written orientation material sent to
clients an the day prior to iniake to make swe they know | Sef {08 P parcnis, and vahued the contacs. Early
what to expect and answer their questions, megsures indicate improved continuation rate,
3/04: Improve 1. 4
Client fecdback questionnaire was created and oy
administered for baseline data, presenters were trained in gy Inpatient Client ratings of Jectures improved.
dence-based ions, lectures and i

given in that model.
4/04: Increase visibitity in the community {i@\} Outpatient Placement of only 6 sets of brochures, resulted
Agency brachures were placed in [ocal physicians offices. 0 in st teast 1 refermi afier seeing brochure,
5/04: Reduce Assessment Time
A protocol was developed, the process broken down into N R 3 et
giscrete parts w time-frames. Some pre-appt p/work was Outpatient %@ %%3} Assessment time b 50% (o 1hr).
altered 1o assist w strearndining the process.
5104 se client negativity toward behy analysis . N

viee) - T . Now, though clients sometimes have an
Process of pointing out maladaptive behr to clients & Lo - . "+ o y - .
receipt of behral analysis worksheet was altered to separate ?3.} Tnpatient :he ﬁg{li{ﬁ?‘x‘;ve r:z;:?g: [zgéﬁ t;:'e d[batk‘
the “pointing out” & reception of workshect, i request the worksheet.

'
Sy o
fuy {3\ H {,Mz Y
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¢ Matrix

5/04: Iny yalidation of clients & hing
Clicnt feedbk questionnaire ereated & administered; staff

instructed to approach at feast two clients per shift & ask 2
questions specific 1o skills acquisiion, Interaction reported

in staff tog: questionnaire was re-adminisiered

inpatient

_ June 2004

Staff reported the process was helpful for
them. A} staff that scored < an 85% positive
rating on 1* client feedback questionnaire
improved rating by up 1o 30%. Overall
positive rating Tirom 76% to 86%.

4/03; Convert from processing to welcoming envimt
Immediate cngagement w staff & peer sponsor. Rapid
room assignment. Choice of atfending grp w peer sponsor
ar spending time w staff (orientation). Aliow phone call 1o
family on Ist evening,

Residential

Baseline and post change survey’s of clients
revealed significant changes in pereeption of
the admission provess and satisfaction

Provide new admits w materials {¢.g. Stamped envelopes}
10 write letters 1o farmily/friends

Residential

10/03: Elimination of ‘blackout’ period

New pts take & make phone catls & have visitors as soon

as admitted. Drop blackout: Myths for blackout dispelled.

Residential

i 10/03: Recovery Vouchers — Contingency Mgt,

On 17 days of i, new pts get $1 voucher ea. day they
come. After 7 days vouchers exchanged for gift card. Take
clients 1o Wal-Marl.

Residential

10/03: Moratorium on Friday admits.
43% of all Friday admissions stayed |< I wk, compared w
an average of 14% AMA discharges on Mon-Thurs.

Residential

Positive Client foedback. AMAs for
quarter 4.
Fomtive Chent fosdback. e
Phone calls & visitors helped o‘ccup;.ncy
retention. .

e - higher than
Positive Client feedback. previous
Cost, estimated at $2,100 cat. ;
annuallyis low comparedto | B
cost of lost admission. rmote
Ocoupancy rates, no J despite | eamings
3 days w vacant beds over
whend. T retention offset.

Admissions  Timgfiness  No-shows  Continuation

5104: *Stars now” grp
Daily grp started for women on residential wait list; keep
thern engaged until bed available Rides offered & daily

+{ drawing for prizes using Petry cont. ragr. tech.

Qutpatient

During 1% month 10 women participated in
the grp, five of whom were subsequently

admitted to residential or FOP tx..

5/04: Expand “start now” to initial service requests

1 Women who call for assesset offered 1o anend daily grp &
told they will receive an assessmt when others no show
scheduled appts

Qutpaticnt

No Data.

6/4:Cell phones

Focus g women who moved from residentiaf o I0P
reported they wete seeking employment -most did not have
phones. Program cell aumbers may be left on applications
& will have a generic “leave a msg”. Staff get msgs 1o
clients from perspective employers,

jle:g

No Data.

:
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Change Matrix

6/04;, ni
Ask every 3% RES could they come now {within 24 hes) to
get assessed. Central intake. Resulted in too big a problem

June 2004

9 wormen in the frst week and only 1 accepted

6/04: Ask all consumers: if we have what you need & arc Outpasient £y the l@f for ofd early e:sscsaman Started new
able to admit you - are you ready to come. Assessmt %@r cyele -~ no daa yet,
offercd within 24 hrs if they say yes.
N
1/04: Reduce time from Ist contact to 1% Tx SR ot .
G Change triage & saff assignment in methadone clinic Methadane é&»’ wait L by 5 days.
h_xggv itute i WRBJ % No Data. Pre-ch: st 27%.
i 104: 4 No-shows at ot P o Data. Pre-change no-show rate is 27%.

Pre-admission screen referrals Rosidenial {5 End date: 21804
12/04:  Cut time from 1™ coutact to 1™ Tx Adolescent 1* contact to 1% 1x { from 21 day max to 14
Same day screening & intake for PORT chients i i days max, . End date: 1115104

Gosnold | 0/03: Reduce time from entrance totrigge F Detox 55 ‘Time from door to triage assessm 171% (o <

: i 1| One nuese assigned to make tiage assessmt 4 priority & R 20 minutes).

Time 10 1%  59% (to 4 days). Held aim of 4
9/03 IQP A ! ind days or less 6 out of last 7 months
Increasc # of Assessmt Slots e | No-show rate 4 20% (1o 12%).
Trains All Staff’ K 0P 3 K";fv" # starting Tx win 4 days T 40% (to 68%).
Encourage client to take the next available appt = #assessed win 4 days T 53% (o 72%).
Have start the same day as the assessmt Time totx. 1 67% (to 2.8 days). No-show
creeping back up (seg change 3).

/03 Residential Rehab /@ Residential No-show rate 1 43% (1o 11%).

. Patient call daily Lo express interest (aken from Hooked) i Beds are full but no show change up.
m Change Discontinued. Negative impact. They
Nitschke . g 1O} i were waiting 10 take the 4:00pm apptup to 2
Center 204 lx.n.‘m&uﬁ&l;w.&m 3 1op wk but could have come same day at 2pm,

QOpen at least two evening (4:00) assessmt slots N More likely to start that night if came @ 2.
More staff trained to do assessmis,
1/04 Improve continuation in Al % of clients attending 1™ 5 aftercare session T
Allow no misses for 1”5 afiercare sessions, Clients in IOP Y @ 69% (t0 73%). Client continuation T 63% (to
Tx together for 4 or more wks assigned to same aftercare Aftercare E&V 93%}. No show rate L 89% (to 1.796). Just
grp. One aftercare will use cognitive mapping to Jeam staried cog mapping aftercare. Will compare
problem sofving. continuation rates w non-mapping aftercare.
104 Vs in Alumai 70% of invited clients accepted {7 of 10)
Inwvite clients w/10 or more aftercare visits to anend alumni Alurnni 80% of initial group (4 of 5) attended

73% of initial group (3 of 4) plan to retyum

session which counts as aftercare visit.
SESSION Which cOunts as aftercare

S TR & Ve e Y
H O & =20 O ®
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avress system

June 2004

entuck: th to admission Time 1* contact to1* appt + 96% (from 21
- Redesign Program Record Technicians (PTRs) function, Outpatient days to 24 hrs) for 80% of clients. New
River Use of Best practice PTRs 45 mentors for others. P approach designed w 8 clinicians identified as
Renaming & identifying PTRs to consumers. willing 10 see clients win 24 hours.
visonment more i Outpaient Positive client feedback; more welcoming.
‘Waiting room appearance changed.
03/04: D: Utilize more clinicians For assessmt Change Discontinucd; current screener/single
+| Improve access by Spreading screening/: mt to alt Outpatient point of entry staff person did not transfer
: clinjciang, not one overbooked specialist. from the agency
I 0Y/04: Sphit assessmt process over several sessions Initiative failed, business & data office not
: Drop 2 hr assessmt, do 30 minute pre-assessmt screening Outpatient included in the loop. Top-down process.
A engagement session w primary, Assessmi spread across P Multiple flaws. Change Leader reconsidered
< i several interviews strategy (o include change team input.
M B 02/04 Reduce time between screening & assessmt
olumbi; | Schedule 30 minute brief assessm; chients complete admit Qupatient 1% request 1o assessm 4 429% (o 13 days).
5 p/wosk following initial clinical contact
6/04: Improve access
Survey all 1* session clients regarding custorer Outpatient No data yet.
satisfaction, barriers to service,
6/04: Letter follow-up for no shows: 1° 4 appty
Letter follow-up for ail no shows for initial 4 clinical Quepatient No data yet. 2 month samplc - until 7/31/04
sessions, 1o fmprove retention. Po walk-through exercise.
2/04: Reduce time o face-to-face visit
Implement orientation/screening groups to get people in Outpatient { time by 50% (To 4 days),
within 48hrs
NRI 204 lmplement Centrat Referral Registry QOutpatient 5\&? Admissions increased by 200%
New handbook better reflects sctual changes
6/04: Revise residential program handbook Residential that have occurred in the prograns over the
ast integrated treatment,
%
11/03: Re-conneet w residential Cnsirs @ )
Clicnt get appt w residential cnsir in last 2 detox days Detos NoData
204: Enhance 1ast days of detox, o No Data.
Use activities to prevent client boredomyfear: attend class bt Detox
in residential. Go to residernial rocal w staff et

Admissions Fimeliness
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June 2004

Market 1o referral sources

5e Mgr .
Client sees ensir & casework manager win 24 hrs of ;w-?} Residential
admission .
#/03: Encourage connection xisting & new ction T12%
Cuient introduced fo sommunity immedltcly aftr iiske, | 7% Residential Contimation T12% to 919%).
(e.g hearing what keeps each person in tx.) Clients make it | Sw® Clients who drop out are leaving later in tx,
pricrity to meet new clients & help w their needs. 1. ot fiest week, & usually due (0 '
05/03: ) i FaRY N oo iy
> 1 charge, an ATA.
Move intake & scarch process o private office fow Residendat disciplinary discharge, rather than
10/03: Motiy; Hents w T gwar, o e
Bravery for entering tx award, 30 day award, peer of the %;2@ Residential {3y
month award -
T 24% in room usage; droppedto 1 5% a
12/03: Physical space for weekend/ove use W V- u usage: oA
Remodel physical space for use by clients on whend/eves ) Residential (25 momp luer, May provide place forativiies
01704 Expaud staff hours to increase coverage # of cally/wk answered: 125% (to L5) between
Stagger staff schedules to increase coverage; exp&: lunch Residential 4 & S p: T15 10 admin siaff between 430 &
tofhr 5pm.
0304 Streamline phone routing o {:S . -
Forward calls from unanswered # Revise auto attendant Residential o {mpact unknown.
State OK to have thern pilot test this.

' i
12/05: Assesqmts on site Residential |05 Admitied 2 clients win 24 hrs of 1* contact;
Do assessmts on site ~ do not send 10 state agency k eliminates 2.3 wk. delay for S13te as36SSL.

S . delay for state as 3
07/04; Increase access to the service location : SEX : . )
et Fra e Cutpatient {8, Change Discontinued; not enough demand.
06/04: Transportation reimbursement . - 5 4 2
Ak ot ol Trom S Residential Got pre-approval from State
03/04: Cross-train staff for 1" contact
Train backup staff for Placement Coordinator; Train Residential No Data.
evesiwiend staff to take st contact calls
06/04: ve scheduling for OP as: B
o v = = y Same & next day appts. now available; 2

Offer appts. any time OF enslr is notin grp; Qutpatient L )
Share appt. schedule clients camne in next day.
03/04: Increase OF admissions
Offer OP services to clients who are waiting for bed; Qutpatient # of OP admissions: T 83% (10 11)

Admissions

A
{4y
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Timeliness  No-shows  Continuation

T~

% s

@

FistRequest  Iniske  Engogement  Lével of Care  Paperwork

Scheduting  Social Support  Maintaining Revenus

Outreach



Change Matrix June 2004

 Change Project.
10/03: On-demand scheduling for assmt,
On-demand scheduling: re-organize OP counselor
schedutes for same or next day assmt.; change scheduling

Time from contact 1o assessmt $44% (05
Outpatient %«; dags).

Time from contact to tx. $20% (to 19 days).

script for phone staff. Determined a success, working at sustaining.
1/03: Improve trangition o continying care o Outpatient | . Transition from IF to OP T 83% (10 33%).

¢ > o R
Joint counseling sessions prior to transfer in Jevel of care. m {from {&; g:z&?:\“;fzxgi:gﬁ‘;“;‘?g; i‘z{w
residential) ‘management to find a way to jmplement,
Iroproved engagement (gronp attendance has
7 from 50% to 70%); continuation is
improved from 30% to 74%.
Algona site: 50% anendance for assmi. appis.
. PN scheduled by support stalf, and 89% for
Outpatient iy st Pt sehadulod by onsl. wsing Mi
process over 3 mos, No chy. at other sites.
No improvement noted w 1° cycle.
Adjustment made: either ask “When would
you like to get started”” {dropping limit
frame) or suggesting date to start within next

3/04: Improve contingation for primary tx group.
Open extended OP grps to new atiendees every other
week; add individual orientation prior to group entry.

Qutpatient

12/03: Degrease no-shows for assme,
Use of M1 to increase attendance @ asset. appts.

5/04: On-demand OF admissions
Ask clients when they want to start tx w/innext | or 2 wks.
(depending on abuse or dependency status)

£

Outpatient ié“" 3

2-4 days.
SH04: Fishbow! contingency exergise -
Clients aliending tx sesstons invited 1o put name stip in Oupaiient | &3 Nodata
bowl; names drawn and prizes awarded ;
12/03: Decentralize residential intake No change in time for intake. Tracking
Relocare residential client intake staff to residential area, Residential <continuation rates & # of client contacts w
close to med stafl, cnsir. Intake less time consuming & > intake staff after admission. Tracking
overwhelming & easier for client to reconnect Satisfaction Survey.
11403 Faster intake & ascessmit from external referrals
Cross-train additional staff, Backup staff to answer calls Residential

Prototypes live; Pagers for intake staff; Shortened intake form
11/08 Ceni 7 i availabilit «
Fax contract bed availability to centratized triage unit so & Residential I;fay st mq“cs}? ?‘sti A “f 1002)
appropriate referrals can be made i dys aisess 0 admit 4 ‘io {9.6105.3)

_EE_L___......____._] 1703 Data fracki Days * request to admit +51% (11.3 10 5.5)

Develop database to track clients, referral sonrces, contact Residential

datcs, etc. so intake screeners can follow up w clients &

make more purposeful decisions

SRR & & P
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10/03: Reduce time to assessnt
Open-up schedule; on-demand schedule

Py Time ¥ contact 1o assessmt $51% (to 4 days)
S Time 1% contact to 1 1x 152% (to 15 days).

1/04: Increase admissions 1o JOP #5vy | TOP average attendance T 246% (irom 6.9 10
| Share imeliness duia w onsies. Start pre-readiness grp. R s
- I"2/04: Lse MY 1o increase retention for 1 4 sessions.

Use of Ml questions during initial assessmi 10 reduce no
shows; offer transportation or vouchers; Reminder calfs.
3/04: Use CBT to T continyation

Added two ¥5-day sessions of cognitive-hehaviorat therapy &‘ﬂ:} 0P
+¢ | to precontemplation group
3104:7 family involvement fn tx

Percent completing 4 tx session T 300% (o
75%),

Stifl underway; no improvernent so far.

Overall 70% assmt. Show rate in Mar, (pre-

! > = . . jloi g campaign); 80% assmt. Show rate Apr.
Sﬁ(gg mci::‘?:g‘ mrgsourage famiies to get involved Outpatiens {during and post-campaign); 70% asstat.
i Show rate May.
4r04: Convenience scheduling 70% assmi. show rate in Mur.; 80% show rate
Clients are asked when they want to be seen for assme, Quipatient in Apr.; 70% show rate May.

Admiss. T 30%. 25 of 26 clients opted for
MI service approach. Mean response time to

e 1R 8%y | voicemait T27% (o 14 min). 85% of calls
Restdential \S,iv @

3/03: Redesien admissions to increase timelinesy
{mprove voice mail; Staffing & cross-training: lunch time
coverage; Additiona] phone lines; Change of admission

ol s s live. Calls answered during lunch T
meny; Use MI & “rial” therapy; Empower admission answered N i
' Prioritize incom from Otc 92, Admiss. clerks approved 78
Jerks; Prioriti calt A
clerks; 1 ncoming calls (37%) clients for admission.
11/03: Increase Retention-Red Bed sy : donti Clients jeaving before being assessed by
8 Eliminatc “Newcomers” dorm = Residential 1%,
Cheistopher’s 7057 T creore Roimicoions of Shelier Resleatelo s — T -
1nn Exposé Shelter Residents 10 Tx. Grps Residential Shelter residents interested in tx T 30%.
2704 Ingrease Continuation- Smoking Cessation Residential S0% success rate in program compared 10
Implement Comprehensive Smoking Cessation Program N national average of 5-10% *Am Cancer Soc,
- Ing; i isyions Y I Lo .
21 Increase.canaslty to inarese admisslons o Residential Construction just complesed. No data yet.
04: Increase capacity for the evening program § ! issi i
ﬁ—‘:{id w.llditcional night ((j cvening cl?r‘:ic = = :‘\“ " Outpatient %Ad?)ﬁ&mlg nzes? rc‘g:f;f:fgmm
oL | 10703 Increase tront offiee client Interaction -
| TERROS | Streamline the interaction to focus on essential items; 32:}} op Insufficient duts 1o measure impact of change.

i refmove extranecus guestions.

D8 20 &0 W
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11/03: Phone Confirmation of w £t

assessmt time

Call in the evening or late afternoon 1o confirm next day’s \ﬁ@

June 2004

No change to number of assessmis of the

4/04: Nes
Offer next day appmatments to all caliers.

? o show rate.
204 Principles.of M for Eront Office “Mysiery Shopper rosults showed Stalt Mi
Improve the way front office staff interact w clients to op trained scored 24% higher on “engagement”
imprave motivationat level of the clients to continue. skifls than those w/o raining.
ntments Site 11 appointment availability T 85% &
OP assessmis T 10%. Site Z: appointments offered

T 95% & assessmts completed 156%

Yanguard

:} Train staff on M1, phone answering protocol, duat diag
issues re. assessmt & Tx. Tracking log & attendance shoets K&

give feedback; Contact no shows; tmiprove envimt.

10/03: Increase coverage for Adolescent Program Py ddenti y
Assign crslr to take calls o wkends 0 Sel up AppL W Resideruial Response time ¥ from 72 hours (To <1 he).
1003 ign intake. Emy n di spts | P

Admission T 40% (from 120).
1™ request to 17 contact 4 72% (to 11.2 days.

10/03: Equation to assign coslrs to clients

Reduced detay in assigning ensir,

1D ensir w/ smallest case-load. Eliminates botrleneck of 0P
Supervisor assignment. L40% (10 12.4 days).
2/04: Client rey cards
Feedback to client & cnsir re compliance w tx plan; will Fan 0P Pilot test w 1 cnsir indicates 5% T in average
explore tool as predicor of clients at risk for leaving & Sl scores
WASTAR | impact of use on continuation.
304 ve ptilization of Grp size. £ 30% (0 10-13), Application
/04 improve yiilization of 2rps o plan. n . process for 1op % gf\ processing time for next LOC L 88% ¢o 1
L LOC. E ) s (apm-T 8 & | wk). Evening grp attendance: T 7 peeple who

nexi xpand evening hours (4pm-7pm) couldn’t attend arm. |
3/04; Examining Chart Paperwork f ) o
Meet w BADA (Burcau of Alcohot & Drug Abuse) to 1D 100 & Leamed duplicate charting can be climinated.
non-cssential charting rulcs. ‘Wil wrack impact on ensirs” direct client time.

1 10/03: migian Pracki men %- g&} Time from 1* request 10 1% Tx.  87.5% (from
Crested phone and walk-in info coliection form. Train sraff jled e 71 2410 Dec to 3 in Apr). IOP admissions T

| o coliecrion @ initial request: dates, Ix request etc. i 86% (from 2 in Dec 1o 14 in May.

Admissicny

Timeliness

Y
X xS
Continuation | First Request

B
No-shows
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PREPARED STATEMENT OF ERIC GOPLERUD, PH.D.

While SAMHSA is just beginning to implement performance measurements and
outcome measurements to ensure accountability, the private sector has been utiliz-
ing performance measurements in behavioral health for several years. The model
provides accountability at the plan level and an Ensuring Solutions to Alcohol Prob-
lems analysis has shown how attention to a particular measure can ensure quality
improvements. Ensuring Solutions is a research-based initiative that examines bar-
riers to access to alcohol treatment.

PERFORMANCE MEASUREMENT IS A FIRST STEP IN QUALITY IMPROVEMENT

Addiction specialists have made tremendous progress in performance measure-
ment. In just 5 years, they have developed a core set of measures and incorporated
several into tools already familiar to health care purchasers. The inclusion of these
measures alongside those for treating other chronic illnesses—asthma, diabetes and
high blood pressure—gives addiction to alcohol and other drugs a place on the Na-
tion’s health care agenda that is commensurate with its devastating impact on indi-
viduals, families and communities.

Improving the quality of alcohol treatment serves everyone’s interests. Alcohol
problems are the third leading cause of preventable death, killing 100,000 Ameri-
cans annually. They drain $185 billion from the Nation’s economy by reducing pro-
ductivity and increasing health care costs. Despite these enormous costs, however,
the quality of treatment for alcoholism ranks dead last when compared to treatment
for the Nation’s 25 leading causes of illness, death, hospitalization and doctor’s vis-
its. In fact, RAND researchers have found that only 10 percent of Americans with
alcoholism receive evidence-based care.

PRIVATE SECTOR TAKES PERFORMANCE MEASURE INITIATIVE

The National Committee for Quality Assurance (NCQA), a nonprofit accreditor for
managed care organizations, developed and maintains a leading tool to measure
health care value and improve quality—the Health Plan Employer Data and Infor-
mation Set (HEDIS). Almost 90 percent of America’s health plans now use HEDIS
to measure performance on important dimensions of care and service for many dif-
ferent health conditions, making it possible to compare the performance of health
care providers in both the private and public sectors on an “apples-to-apples” basis.
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Public reporting on performance by NCQA and other entities has improved the
delivery of care for a variety of health conditions. Holding health care providers ac-
countable for their treatment of patients with hypertension, for example, has helped
increase blood pressure control efforts substantially over the past 3 years. On aver-
age, private health plans in 1999 helped just 39 percent of their patients who had
been diagnosed with hypertension keep their blood pressure within limits specified
by a performance measure; by 2002 that average increased to 58 percent. The best
performing health plans assisted 68 percent of their hypertensive patients in con-
trolling their blood pressure. While there still is room for significant quality im-
provement, if every health plan performed at least this well, researchers estimate
thatk28,000 lives would be saved and 50,000 fewer Americans would suffer from
strokes.

A MILESTONE IN MONITORING CARE

NCQA’s announcement that it will begin to measure performance in treatment for
alcohol problems has heightened expectations for quality improvement in addiction
treatment. These measures, developed with the Washington Circle, a group focused
on performance measurement in addiction treatment, mark a milestone: health
plans will be asked for the first time to account for their success at both initiating
and engaging treatment for alcohol problems once they have been identified.

Public reporting of performance measurement is key. NCQA, for example, pub-
lishes an annual report on the State of health care in America and provides tools
for purchasers and consumers to evaluate health care. Public reporting increases the
pressure on health care providers to perform at least as well as their competitors
or risk losing market share. This pressure can lead to quality improvement by en-
couraging heath care providers to identify problem areas and take the necessary ad-
ministrative or clinical actions to fix them.

Performance measurement also increases purchasers’ leverage in negotiating
health care contracts. In 1996 the largest business coalition in the Nation, the Pa-
cific Business Group on Health, negotiated a contract with 13 of California’s largest
health plans that put $8 million in premium income at risk if the plans didn’t meet
specific performance measure targets. Poor performance in childhood immunization
resulted in a $2 million refund for the employers on whose behalf the coalition had
been negotiating. A financial penalty of this kind provides the strongest possible in-
centive for a health plan to improve performance and enables employers to get max-
imum value from their health care investment. Within a year, all of the health
plans had brought the quality of care up to the business group’s standard, dem-
onstrating the power of objectively measured performance tied to financial incen-
tives.

A NATIONAL BUSINESS INITIATIVE

Performance measurement for addiction treatment also has begun to take root in
other areas of the private sector, including the National Business Coalition on
Health (NBCH). Through its membership of 90 State and regional coalitions, NBCH
represents more than 7,000 employers—including several of the Nation’s largest—
who provide insurance for an estimated 34 million workers and their families. Since
1999, NBCH has offered these and other interested groups a Web-based tool called
eValue8 that enables them to conduct a uniform, annual assessment of the quality
of care for a wide range of health conditions. Independent analysis of the results
Eermits comparison of health plan performance on a local, regional and national

asis.

In 2003 eValue8 featured, for the first time, an alcohol module that includes sev-
eral of the Washington Circle performance measures. This development is signifi-
cant for two important reasons:

1. Health plans are likely to respond to eValue8 because purchasers use the tool
to assess health plan quality directly. For example, when the Pacific Business Group
on Health (which uses eValue8 and is the largest business health coalition in the
country), requests that a plan complete eValue8, the health plan has a strong incen-
tive to comply because of the coalition’s enormous purchasing power.

2. About half of the participating employers offer financial rewards to high per-
forming plans or provide employees with financial incentives to choose these plans
for their health care needs. Employers can use these rewards and incentives to drive
quality improvement in addiction treatment.

A CRITICAL FIRST STEP

Performance measurement can improve the quality of addiction treatment but it
will lead to positive change only if everyone with a stake in health care actively
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looks for ways to accomplish this. The development of a core set of performance
measures for addiction treatment is a critical first step. Now that stakeholders at
every level of health care delivery have real tools at their disposal, quality improve-
ment in alcohol treatment is moving from theory into practice. It is essential that
the Federal Government through the Substance Abuse and Mental Health Services
Administration (SAMHSA) be actively engaged with both the public and private sec-
tors to support publicly reported common measures of quality care.

Working with policymakers, employers and concerned citizens, Ensuring Solutions
provides research-based information and tools to help curb the avoidable health care
and other costs associated with alcohol use and improve access to treatment for
Americans who need it. The project is supported by a grant from The Pew Charitable
Trusts.

[Whereupon, 11:20 a.m., the subcommittee was adjourned.]

(@]



		Superintendent of Documents
	2023-02-13T00:10:47-0500
	Government Publishing Office, Washington, DC 20401
	Government Publishing Office
	Government Publishing Office attests that this document has not been altered since it was disseminated by Government Publishing Office




