PAGE  
2

ACMHA Policy Incubator Series

Briefing Paper: July 21, 2008
Enhancing the Quality Improvement Infrastructure for Behavioral Health
Abstract

The Institute of Medicine’s (IOM) Report, Improving the Quality of Health Care For Mental and Substance-Use Conditions, included findings, analysis, and recommendations for improving the quality of care and outcomes for individuals.  The IOM concluded that the quality improvement/measurement infrastructure (QI) needed to effectively measure, analyze, publicly report, and improve the quality of Mental/Substance Use (M/SU) health care is less well developed than that for general health care. As a result, less measurement and improvement of the safety, effectiveness, efficiency, equity person-centeredness and timeliness of M/SU health care has taken place.

In an effort to address this gap, the Mental Health Corporation America (MHCA) with support from SAMHSA launched an 18-month learning collaborative project. Facilitated by ACMHA members Dr. Neal Adams and Dr. Allen Daniels, this group of 30 provider organizations is working to use the IOM's framework to organize and support local quality improvement initiatives. The learning from these projects about QI infrastructure and capacity as well as specific change initiatives have relevance and significance for a wide range of stakeholders in mental health including consumers/family members, clinicians, administrators, educators/researchers, and policy makers.

Background

Institute of Medicine Reports

In 2000 the Institute of Medicine launched its critical examination of the American healthcare delivery system with its first report on the extent and impact of medical errors in the American health system.  This report, To Err Is Human (IOM, 2000), began to identify fundamental problems in American healthcare and became a foundation upon which to build an ongoing series of in-depth analyses of the quality of health care and 

documenting the extent of current problems in this system.  Crossing the Quality Chasm; a New Health System for the 21st Century (IOM, 2001), was the second study in this series and created a basic new framework for defining and evaluating healthcare quality and how to improve broken systems of care.  This report outlined a series of six aims that can serve as core values for all health care services.  These include the notion that healthcare should be 

· safe

· effective

· efficient 

· patient-centered

· timely

· equitable
In addition the report found that there are ten rules for the delivery of care that are essential for a redesigned system.  These include: 

1. Care is based on continuous healing relationships.  

2. Care is customized to patient needs and values.  

3. The patient is the source of control.  

4. Knowledge is shared and information flows freely.  

5. Decision making is evidence-based.  

6. Safety is a system responsibility.  

7. Transparency is necessary. 

8. Needs are anticipated. 

9. Waste is continuously decreased.  

10. Cooperation among clinicians is a priority.

As a part of the Quality Chasm Series of reports, the IOM completed a study of quality of care and problems in mental health and substance abuse treatment systems (IOM, 2006).  In this report; Improving the Quality of Health Care for Mental and Substance Use Conditions (M/SU Report), the IOM affirmed the applicability of the 6 aims and 10 rules to this specialty sector of the healthcare delivery system and called attention to the need for improved integration of general health and behavioral health.  In addition, the M/SU report identified six problems areas along with a comprehensive outline of actions and recommendations for improving this care.  These areas include: 

1. Patient-centered care

2. Quality measurement and improvement

3. Coordination of care across systems of care

4. Information technology

5. The behavioral health workforce

6. The financing of care

A very specific set of recommendations from this study coupled with action steps for each essential stakeholder group constitute a roadmap for improving the quality of care for mental and substance use conditions and the coordination of this care with general health care.

Mental Health Corporations of America 

Mental Health Corporations of America (MHCA) is a nationwide alliance of select leadership organizations that provide behavioral health services. The organization is designed to strengthen the member agencies' competitive position, enhance their leadership capabilities, and facilitate their strategic networking opportunities.  Because it is composed of members who share common visions and priorities, MHCA is able to quickly determine its objectives, commit the necessary resources, and accomplish its goals.

MHCA’s strategic vision is to be the preeminent global association of high performing providers of behavioral health and related services. As a member driven organization, MHCA offers resources to develop leaders, initiate change, and be distinguished by innovation, entrepreneurism and collaboration.  The organization’s core values support the member organizations’ collective talents, knowledge, and experiences and as a result can most often produce better results than individual efforts.  As a network of committed individuals working together, MHCA is uniquely positioned to promote and foster much needed change in both mental health and substance abuse services and administration.  

MHCA nurtures an atmosphere of personal and professional trust, sharing, and peer support within its membership.  It provides a welcoming culture coupled with high expectation that promotes executive education and encourages continued learning.   Membership in MHCA is by invitation only, with the intent to include in its network a select group of the high performing quality-driven behavioral healthcare organizations in the country.

As a part of its commitment to quality improvement, MHCA has created a robust set of measures and tools to continuously monitor the structure, process, and outcome of the care provided by its member agencies.  Through its proprietary benchmarking program and Customer Satisfaction Management System, the organization has developed a survey based approach to assess consumers’ engagement and overall experience of care and quality as well as the effectiveness of treatment and other services/supports.  The survey also examines the satisfaction of referral sources with services provided.  A companion staff satisfaction survey further contributed to evaluating system performance.   Analyses of this survey data provides the organizations with insight as to how well they are meeting customers’ expectations along with information pertinent to the organization's quality improvement efforts. The information can be analyzed from many different perspectives to support a range of quality assurance/improvement initiatives.  
Models of Change
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Conceptual and graphic change models can be very helpful in developing quality improvement projects. Several aspects of change and models were reviewed at the planning meeting and contributed to developing project strategies.  For example, the compass model developed by Don Berwick (2001) provides a framework for using the Quality Chasm components to orient change around patient centered care.  Another model of change depicted in Figure 1 below describes the elements of transformation as including Competency (knowledge and skills), Change Management (behavior and attitudes), and Project/Performance Management (including business practice and process workflows.)
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Learning collaboratives/communities focused on quality driven health care systems change have proven to be an increasingly popular and effective method for promoting practice/process change in the general healthcare sector.  Inspired by the IOM quality chasm framework and the 6 quality aims organizations such as the Institute for Healthcare Improvement (IHI) and the Center for Healthcare Strategies (CHCS) are two groups that have championed this work and promoted not only the effectiveness and efficiencies of group learning but the dissemination of rapid-cycle PDSA strategies to promote change.  For a variety of reasons, and not all of them clearly apparent, this approach has not been extensively applied in the mental health and substance abuse fields.  Yet, the translation of these learning techniques and change strategies to behavioral health is not particularly challenging.  The essential ingredients for a collaborative include a shard aim, a sufficient number of active and committed participants, treating and consultation resources to support the work of teams in their individual projects, and a healthy touch of competition amongst the participants.   Adams and colleagues in California have had some early success in applying this approach to change with 8 county mental health programs.  However it does appear that having a common shared measurable aim for the collaborative may be a key ingredient to success.

Another change model has been proposed by John Ott
 who has attempted to understand systems change by considering the interaction of both individual and group as well as internal and external factors.  This is perhaps best captured in the two-by-two matrix in Figure 2. 
Figure 2
Ott suggests that all too often change efforts in organizations focus on the lower right hand quadrant—it is familiar and comfortable territory.  However, it is often resistance to change that resides in the group and individual interior quadrants that undermines change efforts.  Quality collaboratives can be helpful in creating and environment in which the barriers to successful quality oriented system change can be addressed in all four quadrants.
Quality Infrastructure/Measurement/Improvement Project
A recent Commonwealth Fund study (Davis, Schoen, et. al, 2006) examined international rankings of quality of care based upon the factors of patient safety, effectiveness, patient-centeredness, timeliness, efficiency, and equity and found that the US consistently lags behind other countries in health status and health services system performance.  In an effort to address this gap--with a focus on mental health issues/concerns--the leadership
of MHCA, in conjunction with Allen Daniels, Ed.D. and Neal Adams, MD MPH, established a quality initiative to examine how the framework and resources of the IOM’s reports coupled with MHCA’s existing benchmarking initiatives could  be used to improve care within their members’ organizations.  

In March 2007 a small executive planning group from MHCA held a day-long meeting facilitated by Daniels and Adams to examine the potential for this project and establish a work plan. This plan was developed based upon a review of the IOM quality principles and how others are using the work of the IOM to assess quality, the potential of using the MHCA benchmarking resources to support such a project, and a review of how change initiatives can be designed and built upon both proven along with proposed strategies for success.  

In considering potential opportunities for improving quality and systems performance, the group reviewed a model of assessing the quality of care based upon the six aims outlined by the IOM.   Table 1 is a crosswalk of the MHCA benchmarking tools to the IOM framework.  This comparison made clear how some of the MHCA benchmarking indicators 
Table 1

	IOM AIMS (ADAPTED FOR MH)
	PATIENT PERCEPTION

QUALITY INDICATOR
	ADMINISTRATIVE QUALITY INDICATOR

	Patient Safety – Services are provided in an emotionally and physically safe, compassionate, trusting, and caring treatment/working environment for all clients, family members, and staff.
	1.  Safety of the environment.

2. Signs and directions to treatment areas.

3. Attention to privacy.

4. Degree of confidentiality.
	Number of Medication Errors

Client Suicides

Seclusion/Restraint

	Timeliness – Goal-directed services are promptly provided in order to restore and sustain the integration of clients and families into the community.
	1. Length of time between making appointment and seeing psychiatrist/therapist.

2. Time spent in waiting area for your scheduled appointment.

3. Hours appointments are available.

4. Ability to reach desired dept. or person by phone.

5. Organization of weekday/holiday program schedule.
	Number of days to get initial appointment.

	Efficiency – Human and physical resources are managed in ways that minimize waste and optimize access to appropriate treatment.
	1. Appropriate therapies and interventions offered.

2. Ability of services to meet your needs.


	Readmissions w/30 days.                                   Cost per Client Served                                       Cost per Unit of Service                                     Productivity by Service

	Patient-centeredness – A highly individualized comprehensive approach to assessment and services is used to understand each individual’s and family’s history, strengths, needs, and vision of their own recovery including attention to the issues of culture, spirituality, trauma, and other factors.  Service plans and outcomes are built upon respect for the unique preferences, strengths, and dignity of each person.
	1. Opportunity to participate in decisions about your treatment.

2. Extent to which your individual needs were addressed.

3. Availability of staff to talk with you.

4. Helpfulness of staff.

5. Concern of staff

6. Arrangements for you to pay bill without unnecessary hardship.

7. Reasonableness of fees.
	Prevention Services/Educational Efforts        

Case Management/Outreach                        Staff to Client Ratios                                          Staff Distribution

	Effectiveness – Up-to-date evidence-based services are provided in response to and respectful of individual choice and preference.
	1. Degree to which treatment helped with problem.

2. Willingness to return to treatment.


	Vocational Outcomes - % of clients employed at completion of treatment.

Client Attendance (# of No-shows)

	Equity – Access and quality of care do not vary because of race ethnicity, age, gender, religion, sexual orientation, disability, diagnosis, geographic location, socioeconomic status, legal status.      
	Look at all of the above by demographic variables.


	Look at all of the above measures by demographic variables.


could be used for measuring and improving quality in each of the 6 IOM aims.  Measures include those derived from survey data as well as from administrative data.  These six aims are also directly relevant to the six priority areas outlined in the mental and substance use report including patient centered care, coordination across systems of health care, quality improvement infrastructure, IT, workforce and financing.
Project Work Plan
Launched in September 2007, the overall goal of the MHCA quality improvement learning collaborative is to utilize the organization’s existing benchmarking and customer satisfaction databases to support the work of quality improvement within the IOM aims.   Enhancing person-centeredness (using the IOM’s Patient-Centered Aim) was identified as a priority; it is perhaps the most essential/critical aim for mental health and substance abuse system transformation.  Five smaller groups were organized within the larger learnign collaborative, each group focused on improving person-centeredness from the perspective of one other aim.   Additional objectives for the collaborative include establishing a consensus definition of transformation as well as examining how the IOM aims and reports can support and promote desired change.  The benchmarking process and the quality collaborative are being used as tools to promote, measure, and assess this change.  A final goal of the initiative is to evaluate how this process can be developed into a generalized and transferable model for mental health/substance abuse systems change that can be applied in other settings across other service systems.
The five groups organized around the IOM aims including their participating organizations and the individual project aims are summarized in the tables that follow.

	Person-Centered and Effective 
	Aim Statement

	Oakwood Center 
West Palm Beach 

FL 

	To reduce 30 day readmission rates from 17% to 14% for all discharged patients from Oakwood Center Inpatient Hospital, by the end of one year.

	LaFrontera
Tucson 

AZ 

	To increase rates of paid employment of at least 40 hours/month from current 15% to 50% in one year. 

	Monadnock
Keene 

NH 

	To increase SPMI client population exposure to EBP cluster of services by 25% within 3 months

	Peace River Center
Bartow 

FL 

	Realization of daily living goals for the severely and persistently mentally ill can be achieved through intervention by Recovery Team professionals.

	Pine Belt MH
Hattiesburg 

MS 

	To decrease ratings of depression on Hamilton Depression Inventory by 30% in those clients diagnosed with moderate to severe depression through the use of Cognitive Behavioral Therapy (CBT).

	Life Stream 
Leesburg 

FL 

	To increase scores on the selected measure of improvement for the LifeStream AIMS pre-vocational rehabilitation program serving persons with severe mental illness by November 2008.


	Person-Centered and Efficient
	Aim Statement

	Jefferson Center for MH
Wheat  Ridge 

CO 

	To reduce re-admissions within 30 days of discharge for adult and children members of the managed Medicaid contract who are served by the Jefferson Center for Mental Health by 15% from the baseline average.

	The Providence Center
St. Louis 

MO 

	100 % of clients will be offered an appointment the same day or the next day the Child Prescriber is available.

	Summit Pointe
Battle Creek 

MI 

	Pilot group of 9 staff to complete accurate clinical documentation within one (1) business day of service for 95% of services delivered (percentage/average figured for each quarter).  This goal to be achieved by September 2008 (FY 08 4th Quarter).

	Lakeview Center, Inc.
Pensacola 

FL 

	To create a seamless transition between levels of care for our clients and decrease the amount of inpatient acute care clients transported out of our system because of capacity limitations by 33% in 2008.

	Burke Center
Lufkin 

TX 

	To improve efficiency by reducing use of indirect time through implementation of concurrent documentation by mental health clinicians by 35% in 3 months at the Burke Center Adult Mental Health Clinics.

	MHMR of Tarrant Co.
Ft. Worth 

TX 

	To increase the engagement of persons with severe and persistent mental illness into community-based services.

	Park Center
Fort Wayne 

IN 

	To reduce the no-show rate in targeted departments by 40% within 6 months.

	North Central MHS
Columbus 

OH 

	Reduce the percentage of persons receiving only diagnostic assessment to 10% (for persons referred to an agency treatment program).   

	Meridian Behavioral 
Gainesville 

FL 

	Increase the percent of clinicians who do in session (concurrent documentation) while enhancing consumer satisfaction and sense of participation in treatment.


	Person-Centered and Equitable Group
	Aim Statement

	C4

Chicago 

IL 

	To provide equitable access and utilization of C4's full array of services.

	Washtenaw Community Health 
Ypsilanti 

MI 

	To determine if the implementation of an evidence-based medication prescribing algorithm via an electronic medical record is correlated with a reduction in prescribing variability. Of specific interest is the prescribing variability for patients with different racial backgrounds.

	Valley Mental Health
Salt Lake City 

UT 

	Create parity in the services provided and level of satisfaction to minority compared to non minority populations treated by Valley Mental Health. 


	Person-Centered and Timely Group
	Aim Statement

	Center for Health Care 

San Antonio 

TX 

	The number of clients receiving a follow up appointment with a mental health professional within 7 calendar days of hospital discharge from a state hospital will increase by __% by December 30, 2008. (percentage of improvement to be determined after baseline data gathered)

	Gateway Healthcare

Pawtucket 

RI 

	For adults with behavioral health diagnosis who require office based counseling services, Gateway Healthcare will increase compliance with 7 day access goal from 30% to 50% by doing (TDB by 3/10/08 and implemented by 3/31/08.

	Grand Prairie Services
Tinley Park 

IL 

	To reduce wait time for a first time face to face outpatient psychiatric appointment for adult first time consumers contacting GPS.

	AMHC
Aurora 

CO 

	By June, 2008, we will reduce the number of days from "x" to "y" between initial intake and 2nd appointment for individuals seeking OP mental health therapy at one of our outpatient sites 

	Preferred Behavioral NJ

Lakewood 

NJ 

	Improve timeliness of routine access to outpatient psychiatry services.



	The Counseling Center
Wooster 

OH 

	To reduce by 3% the proportion of scheduled clients who no-show for a psychopharmacological management appointment with their prescribing professional. 


	Person-Centered and Safe Group
	Aim Statement

	Volunteer BH
Murfreesboro 

TN 

	To reduce the frequency of suicide attempts for clients being treated at PMHC by 20%.

	Dunn Center
Richmond 

IN 

	Reduction of Adverse events of consumers by offering appropriate therapies/interventions

	Adult and Child Center
Indianapolis 

IN 

	To reduce the number of adverse events of adult clients by 5% in one year by providing improved screening and assessment.

	Heritage Behavioral Health
Decatur 

IL 

	1.  To reduce the percent of clients in an inpatient Crisis Stabilization and Crisis Detox Program who Leave Against Medical Advice (LAMA) by 50% within one year.

	Sacred Heart Rehabilitation Center
Memphis 

MI 

	To safely reduce the number of clients being sent to the emergency room from Sacred Heart Memphis to surrounding hospitals by 10% in one year.  

	Cape Counseling Serv.
Cape May Court House 

NJ 

	To reduce the frequency of client death by completed suicide and/or accidental overdose as well as serious injury within Cape Counseling Services client population by 25% within one year.


The quality improvement collaborative member organizations have committed to meeting for six to eight quarterly face-to-face meetings in conjunction with regular general MHCA meetings.  Funding and support for the project has been provided by MHCA,  the collaborative member agencies who support their own participation (e.g. travel costs and other related expenses) as well as cost associate with local quality initiatives and  SAMHSA/CMHS who is supporting the facilitation, training and technical assistance as well as some meeting logistics, leadership, and implementation of this project.

Early on the collaborative members recognized the considerable degree of relatedness and interdependence between the 6 IOM aims with “patient”-centered care being especially critical for a recovery-oriented behavioral healthcare service delivery system.  Accordingly, the patient-centered aim became a shared focus for all of the collaborative’s individual projects with each participating organization choosing another one of the 5 remaining aims to explore how, for example, a focus on timeliness can enhance person-centeredness.  As noted in the tables above, the collaborative’s projects explore the relationship between, patient-centered and safe, effective, timely, equitable, and efficient care. 

Progress to Date
There have been four meetings of the collaborative since it’s launch in the Fall of 2007.  The leadership of the collaborative has provided training and learning resources, planning tools, and technical assistance to support participating agencies in developing competence in quality improvement methods and applying this change management strategy to the transformation of mental health and substance abuse services.  Each of the participating organizations has conducted a local needs assessment and root cause analysis; based upon their findings, they have designed QI projects with a focus on enhancing person-centered care and advancing one of the 5 other IOM aims.  With support and assistance from their peers in each aims group along with consultation and review from the collaborative’s leadership, the organizations are now launching their projects.  

QI Training

The focus of the quality improvement training has been centered on principles of continuous quality improvement and its application in health care.  This has included data collection, root cause analysis of problems and other strategies for analyzing and evaluating problems, identification of project aims, the application of rapid-cycle PDSA (plan-do-study-act) strategies, and measuring outcomes.   These methods have been used in the development and implementation of the change projects.

Measurement of Outcomes

A range of strategies have been employed to evaluate the progress of each project, each aims sub-group, and the collaborative as a whole.  This includes the pre/post-project administration of an organizational assessment of QI readiness. Each of the QI projects will have a measurable project aim as well as several project process measures specifically tailored to each project.  In addition there will be a set of common measures to evaluate change across the participating organizations in each of the five aims groups.  These measures are derived from the MHCA Benchmarking surveys and include consumer, staff evaluation as wall as administrative data.  A key objective of the project is to evaluate the use of the MHCA benchmarking data as measures of quality improvement and systems change.  

Quality Improvement Projects by Aims Group

As briefly described above, each of the participating organizations has selected a unique project for their QI learning.  This includes a measurable aims statement that outlines the project.  Each project will specify a client population from their organization to benefit from the changes and improvements provided by the project’s interventions.  For example, a completed aim statement could read: Centralized scheduling (intervention) will be implemented at the Main Street Clinic (population selected from a number of agency locations) in order to improve timely access as measured by a reduction in the average waiting time for first appointments from 2 weeks to 4 days (measurement).  

Deliverables and Final Products

At the conclusion of the project in early 2009, Daniels and Adams plan to provide a written report that will include a detailed summary of each of the projects and their results.  These projects and reports will be used to consider how transformation can be conceptualized and measured in clinical service settings.  To the extent possible, a conceptual framework for how to use the IOM focus for quality improvement will be proposed and tools for other agencies and service systems will be made available for dissemination.  The hope is that this report can be used to inform public policy as well as support similar improvement projects in other systems/settings.
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