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NEEDS ASSESSMENT

Houston/Harris County has experienced tremendous population growth over the last few years—
the immigrant population has exploded, and the area absorbed over 100,000 residents displaced
by Hurricanes Katrina and Rita, simultaneously increasing the number of adults with mental
health problems.

Though Houston/Harris County is fortunate to have a number of unique mental health resources,
such as the Comprehensive Psychiatric Emergency Program, the Houston Police Department’s
Crisis Intervention Team and a mental health court, our community is deficient in many areas.
Insufficient funding to adequately support the behavioral health (mental health & substance
abuse) system, the high rate of un-insurance, and the difficulty in accessing Medicaid and Social
Security benefits results in large segments of our population being underserved or not served at
all.

In 2005, it was estimated that 540,000 adults in Harris County have a mental illness, and about
147,000 of those have a serious mental illness (Depression, Bipolar Disorder, and/or
Schizophrenia). Approximately 62% (92,200) of those with serious mental illness lack either
public or private health insurance coverage and are totally dependent upon the public mental
health system for treatment. Based upon the total uninsured rate for the county, another 30% of
those with other mental disorders (e.g., post-traumatic stress disorder and obsessive-compulsive
disorder) are uninsured. However, by state mandate, only adults with serious mental illness are
eligible to receive services through the Mental Health and Mental Retardation Authority
(MHMRA). Add to that MHMRA's limited outpatient treatment capacity—8,800 adults a month
(approximately 15,000 adults a year)—and a lack of other community resources such as housing
options, transportation, inpatient psychiatric beds, residential treatment units, and programs
addressing co-occurring mental health and substance abuse disorders, and it’s no wonder that law
enforcement agencies, emergency rooms, and other crisis services are now routinely the first line
of defense.

Such deficiencies in our system perpetuate a costly and ineffective cycle in which persons
deteriorate into crisis, receive crisis care that provides temporary stabilization, fail to
receive any services for a number of weeks or months, and once again deteriorate into
crisis—repeating the cycle over and over again. For the most part, the individuals who lack
access to pre- and post-crisis services in the community are those who come into frequent
contact with law enforcement and experience reoccurring periods of incarceration.

The recommendations outlined in this proposal are designed to expand service capacity and
reduce the recidivism rates of persons who continually cycle through the system. Diverting these
individuals into post-crisis outpatient treatment with appropriate support services to keep them
stabilized after crisis, and providing early intervention services to other individuals before they
reach the point of crisis, would free up significant space and resources in emergency rooms, jails,
and county and state hospitals, and lead to fewer contacts with law enforcement.

The proposal also includes a discussion of innovative legal and funding strategies that can be
implemented to improve service delivery for persons with mental illness.



EXPANDING ACCESS TO AND CAPACITY OF SERVICES

As described in the Needs Assessment, the public mental health system (primarily MHMRA of
Harris County) is overburdened and under-funded. MHMRA currently is operating at the same
funding level as in 2003 despite increased population and cost increases due to inflation and cost
of living; as such, it has the resources to serve only a small percentage of the indigent adults with
mental illness in Houston/Harris County who are in need of mental health services. During fiscal
year 2007 alone, the median number of people waiting for services through MHMRA was 339,
with the average wait time for services being 6 months. Lack of timely access to needed
evaluation, medication, and other services is a key reason why individuals with mental illness
deteriorate into crisis.

Aside from the limited number of individuals who are able to access services through MHMRA,
thousands of other adults with mental illness in Houston/Harris County are in need of continuing
mental health services. Generally speaking, these services can be provided to individuals with
mental illness in 2 ways: 1) early intervention and outpatient services for those willing to engage
in treatment and 2) acute, emergency services for individuals who have deteriorated into crisis.
The following sections will outline ways to ensure access to both types of services.

L EARLY INTERVENTION/OUTPATIENT SERVICES
Early intervention with appropriate support services is crucial in keeping individuals
with mental illness stable and out of crisis. This can be accomplished by increasing
education and awareness of mental illness for individuals and families and increasing
the accessibility of mental health services through building the capacity of
community behavioral health treatments and support services.

A. Educational Outreach and Awareness
Ensuring that individuals, families, and the community at-large recognize signs of
mental illness and understand recommended actions to take before or during a mental
health crisis can significantly reduce the stigma of mental illness and increase the
likelihood of individuals accessing needed services. Examples of such educational
outreach and awareness activities include:

1. Neighborhood Town Hall Meetings

A series of town hall/resource informational meetings held in all parts of the
City. The meetings could be organized with panel presentations and question
and answer sessions. Panelists could include individuals living with mental
illness, family members, behavioral health professionals, and experts in
community behavioral health resources. The timing of these meetings ideally
would be scheduled as close together as possible in order to maximize media
coverage and community outreach.

2. Congregational Outreach
Building upon the success of the Mental Health Association’s “Partners in
Healing” outreach to Houston-area clergy, a citywide congregational outreach
program could incorporate other components, such as workshops for groups
of clergy, congregational gatherings with behavioral health or community
resource experts, dissemination of behavioral health brochures and
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information resource cards, and mental health weekend designations in faith
congregations designed to focus attention on, and increase awareness of,
behavioral heath issues.

Creation of Volunteer Core for Door to Door Outreach

Because face-to-face interaction is often the most effective means of
community outreach, another component of the educational community
outreach plan should be the creation of a volunteer core to provide outreach in
neighborhoods. Volunteers would be linked with behavioral health
professionals and resource experts to provide pertinent information to
neighborhood residents. Law enforcement, community organizations, and
mental health professionals also would engage in widespread distribution of
resource information cards with community mental health and substance
abuse resources, symptom identification, and crisis management to
individuals, families and clergy.

Family Education: Expansion of NAMI Family Programs

For several years, NAMI has operated 2 programs, “Family to Family” and
“Journey of Hope”, which have fully developed curricula to help family
members understand symptoms of mental illness and how to access help.
NAMI and the Depression and Bipolar Support Alliance also provide support
for family members and consumers through ongoing support groups
throughout the City. These programs are in need of resources to expand and
meet the needs of families across Houston.

Comprehensive Advertising Campaign

A comprehensive advertising campaign could be developed to: normalize
mental illness thereby encouraging people to seek help; provide symptom and
risk management information; and share information to facilitate access to
services. While most advertising time (public services announcements, bill
boards, etc) could be donated, a budget would include the cost of developing
the campaign, including materials and staff to lead the initiative.

IMPLEMENTATION

The Task Force recommends that education and awareness strategies A.1-5 be fully
implemented by December 2008. Implementation of strategies A.1-3 should be begin
immediately, with an initial focus on neighborhoods identified by HPD & HFD with the
highest number of mental health crisis incidents.

COSTS

Initial Implementation of Strategies A.1.-3.
(500,000 Individuals—through churches, neighborhoods, etc)
Staff support, material production, outreach: ~§250,000




B. Expanded Capacity of Mental Health Treatment & Support Services

While promoting education and awareness of mental illness and community resources
is important, it is equally important, if not more so, to ensure that behavioral health
services are available in local communities to meet the needs of those who have been
identified with mental health problems and have requested help. This only can be
achieved by increasing the capacity of our behavioral health system and developing
other essential components, such as housing and support services (including case
management, job training, substance abuse treatment and employment services)
within the continuum of community behavioral health services.

1. Expansion of Community Mental Health Resources

For individuals with mental illness who are willing to receive services
voluntarily, services must be customized to meet their individual treatment
needs and reflect their respective environments and circumstances. For some,
this may require transferring services closer to their homes and
neighborhoods; for others, this may require the provision of housing and other
support services in addition to behavioral health treatment and medication.
The next section of the report will explore these options.

a. Co-Location of Physical and Behavioral Health Services

Individuals with mental illness are more likely than the general
population to have a serious, co-morbid, chronic physical illness.
Despite such extensive medical needs, adults with serious mental
illness often do not receive appropriate medical treatment. Conversely,
thousands of people with mental health issues who are seen only by
primary care physicians are either incorrectly diagnosed and
improperly treated or not diagnosed at all. Current research strongly
supports the benefits of integrating medical and behavioral health
service delivery. Co-locating behavioral health and primary care
providers in the same setting allows for a holistic assessment process,
a more accurate diagnosis, and a fully-supported treatment plan.
Providing these services in clinics located in local neighborhoods also
makes psychiatric and substance abuse services more widely available
and more easily accessible to individuals with limited transportation
options. Based upon the success of the Community Behavioral
Healthcare Program, in which behavioral health professionals have co-
located within traditional primary care clinics, the Task Force
recommends that behavioral health professionals be co-located in
every city, county and private, non-profit clinic, as well as all federally
qualified health centers (FQHC’s).

b. Mobile Outreach Teams
Many individuals with a mental illness lack the stability and/or basic
resources, such as transportation, to access services in a clinic setting.
To reduce the risk of these individuals needing more costly crisis
services as a result, the Task Force recommends the creation of mobile
outreach teams that can provide continuous, non-crisis, mental health
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and substance abuse services to consumers in their homes for up to 90
days. This resource would be especially beneficial for individuals who
are awaiting to receive services through MHMRA; consumers who
have missed a series of clinic appointments and are subsequently at a
greater risk of deteriorating into crisis; and people who do not qualify
for MHMRA services (because their diagnosis does not meet state
guidelines) but need services until they are effectively linked with
other community-based care.

IMPLEMENTATION

The Task Force recommends a staged implementation of Strategy 1.a. to begin no later than
March 2008. In the first stage, 10 full-time masters-level mental health professionals should
be co-located in 5 FQHC’s and 5 private, non-profit health centers that provide primary care
services. An additional 4 full-time psychiatrists and 5 full-time licensed chemical dependency
counselors should be hired to provide rotating services in each of the 10 clinics. Stage 2 would
expand the effort to the 12 city and county clinics (2009). Stage 3 would expand the effort to
the remaining 10 FQHC’s (2010). Stage 4 would expand the effort to all private, non-profit
clinics in Houston/Harris County (2011-2012).

For Strategy 1.b., the Task Force recommends a pilot implementation of one mobile outreach
team, consisting of 1 psychiatrist, 1 registered nurse, 1 masters-level mental health
professional, 1 licensed chemical dependency counselor, and 4 case managers by June 2008.
The team should begin its outreach efforts in areas identified by HPD & HFD with the highest

number of mental health crisis incidents and areas in which there is no MHMRA clinic in close
proximity.

COSTS

First Stage Implementation of Strategy 1.a

(10 health clinics, ~2,000 consumers annually)

19 behavioral health professionals (salary and fringe): ~$2,168,750

Pilot implementation of Strategy 1.b:
(~600 consumers annually)
1 Mobile Qutreach Team (salary, fringe, and equipment): ~$643,000

TOTAL CONSUMERS (Not necessarily unduplicated): ~2,600
TOTAL COSTS: $2,811,750

2. Availability of Housing Options with Medications and Support Services
While the previous models are more appropriate for individuals who have
stable housing, another set of services are necessary for those who lack
appropriate housing. Out of the estimated 14,000 homeless individuals in
Harris County, at least 55%, or 7,700, have a mental illness. Another 5,000-
6,000 individuals with mental illness have unmet housing needs—whether
living in shelters, personal care homes, or with aging parents—and lack
sufficient behavioral health treatment and support services. A previously
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convened task force estimated that Houston/Harris County will need to
develop at least 10,000 additional housing units, along with appropriate
support services, to meet the needs of this population. These housing units
may include a combination of individual apartments located together,
scattered-site individual apartments, or single-room occupancy “dorms”. The
Task Force strongly urges local government entities and private, non-profit
organizations to continue to aggressively pursue funding through HUD and
private donors in order to develop additional housing units and secure rent
subsidies for individuals who cannot afford monthly rent payments.

Though safe and affordable housing is a primary need for this population,
providing housing alone is only part of the solution. Research has shown
that providing housing with appropriate support services increases the
efficacy of behavioral health treatment for persons with mental illness
and significantly reduces the long-term costs incurred by these
individuals in the use of emergency rooms, hospitalization, incarceration
and homelessness. The support services that can be provided to mental
health consumers living in these environments include, but are not limited to:

a. On-site Wraparound Support Services
In housing models that provide congregant living, or large numbers of
consumers living in the same location, consumers can benefit when
needed services are accessible on-site. Such services may include case
management, mental health and substance abuse counseling,
employment assistance, and medical care provided by licensed
professionals.

b. Assertive Community Treatment (ACT)

ACT uses a small, multidisciplinary treatment team (comprised of
behavioral health professionals with experience in psychiatry, social
work, nursing, substance abuse treatment, peer support and
employment) to provide long-term, comprehensive, community-based
psychiatric treatment and rehabilitation to individuals who have the
most serious and intractable symptoms of severe mental illness.
Repeated hospitalization, chronic substance abuse, homelessness, and
involvement in the criminal justice system are common problems that
these consumers experience. ACT’s low case load (10-15:1) allows for
highly individualized and intensive service to each consumer.

¢. Critical Time Intervention (CTI)
CTI emphasizes short-term (9 months), intensive case management for
consumers who are homeless, refractory and have been unable to
engage in traditional mental health services. CTI is comprised of three
3-month phases of decreasing intensity and involvement by the case
manager. The case manager actively engages consumers in connecting,
developing and strengthening relationships with family, friends,
neighbors and community providers who will ultimately replace the
role of the case manager and serve as the consumer’s primary support
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system. Research has demonstrated that CTI significantly reduces new
episodes of homelessness and that the positive effects of the
intervention extend beyond the intervention period.

IMPLEMENTATION

Again, the Task Force stresses that Houston/Harris County must continue to aggressively
pursue funding to develop additional housing units to meet the needs of individuals with
mental illness. The implementation of Strategies 2.a-c is dependent upon the number of
additional housing units that become available over the next several years. Initial
implementation of Strategy 2.a. assumes that an additional housing development with 100
single-room occupancy units will be available in 2008. It assumes that 25% of the 100
consumers will lack the income necessary (through social security, retirement or veterans
benefits) to afford monthly rent payments. The on-site support services under this model would
include 1 masters-level mental health professional, 3 case managers, 1 licensed chemical
dependency counselor, and 1 employment assistance worker.

An ACT Team under Strategy 2.b. would be appropriate for homeless consumers seeking to
live in congregant housing models or in individual apartments (clustered or scattered-site) and
can be implemented by March 2008. Costs include rent subsidies for 25% of the consumers.

A CTI team under strategy 2.c., consisting of 1 masters-level mental health professional and
six case managers, would also be appropriate for homeless consumers seeking to live in each
of the above-mentioned housing models and can be implemented by March 2008. Costs
include rent subsidies for 25% of the consumers.

COSTS

Initial Implementation of Strategy 2.a.

(~100 consumers annually)

Rent Subsidies for 25%: ~$150,000

On-site Support Services (personnel only): ~$322,500

Initial Implementation of Strategy 2.b.
(~100 consumers annually)

Rent Subsidies for 25%: ~$210,000

1 ACT Team: ~$1,400,000

Pilot Implementation of Strategy 2.c.

(~360 consumers annually)

Rent Subsidies for 25%: ~$756,000

1 CTI Team (training, salary, fringe & equipment): $450,000

TOTAL CONSUMERS (Not necessarily unduplicated): ~560
TOTAL COSTS: ~$3,288,500
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ACUTE/EMERGENCY SERVICES AND INTERVENTIONS

An unfortunate effect of mental illness can be its impairment of a person’s ability to
recognize when he or she is in need of treatment; thus many individuals with mental
illness may have to receive services involuntarily. Even those who are willing to
engage in services voluntarily may deteriorate into crisis at some point due to
temporary noncompliance with treatment or other external circumstances. As a
result, there always will be a number of persons experiencing mental health crises
with whom law enforcement officers will come into contact, so there remains an
important need for emergency services and post-crisis, “step down” care to respond to
the needs of this group. The next section outlines some of these services.

. Expansion of Psychiatric Crisis Care

The current Comprehensive Psychiatric Emergency Program (CPEP) operated by
MHMRA is a nationally-recognized model that provides a number of services
tailored to meet the immediate and short-term needs of individuals who have
deteriorated into crisis. These include:

1. Psychiatric Emergency Services

The CPEP component most frequently used by law enforcement personnel is
the Psychiatric Emergency Services (PES), which is the primary means of pre-
booking jail diversion for mental health consumers. The capacity of the PES
has remained relatively static over the past several years, yet the percentage of
consumers brought in by law enforcement officers rose from about 25% in
2003 to 33% in 2006. Due to limited capacity, PES is occasionally forced to
go on ‘“drive-by”, leaving law enforcement officers, guardians, and family
members few options to take individuals experiencing mental health crises. In
order to keep pace with Harris County’s growing population, it will be
important to expand the capacity for psychiatric emergency services.

2. Mobile Crisis Outreach Team

Another important CPEP program that works closely with law enforcement is
the Mobile Crisis Outreach Team (MCOT). MCOT provides community-
based crisis services in the consumer’s home environment or current location.
Services provided include crisis assessment and resolution, medication
services, individual counseling and brief psychotherapy, case management
and rehabilitation services, family education and support, and client advocacy.
MCOT offers an important bridge of services between an individual’s
discharge from jail, hospitalization, or other crisis programs, providing
services for up to 6 weeks. These services offer longer-term stabilization to
an individual and can help link the person with important services that will
keep him or her out of crisis in the immediate future. The demand for services
provided through MCOT is evident by its increasing caseload. Between 2003
and 2007, MCOT consumers almost doubled, from 665 to 1206. In order to
keep pace with need, MCOT services will need to be expanded significantly.



B. Expansion of Inpatient Treatment Options
While crisis services can provide temporary stabilization of an individual, longer-
term inpatient treatment may be needed for persons who have more acute symptoms
of mental illness (e.g. psychosis) or exhibit an inability to function in an outpatient
setting. Inpatient units are designed to provide more intensive treatment, which may
include medications, psychosocial rehabilitation, and psychotherapy, within a highly
structured environment in which consumers can be monitored on a 24-hour basis.

1. Expanding Crisis Stabilization Unit
The Crisis Stabilization Unit (CSU) is an important component of CPEP. The
CSU provides short-term (3-5 days), voluntary services to people in crisis who
need more intensive psychiatric treatment and observation. A fully-staffed
CSU (~16 beds) can serve up to 125 consumers each month, often averting the
need for more costly hospitalization. Any expansion of psychiatric
emergency services should be accompanied by an expansion of the CSU.

2. Developing Short Term Residential Treatment Capacity

Research shows that people are most vulnerable during times of transition —
especially when transitioning from a psychiatric hospital back into the
community. During this critical time, consumers are often fragile and in need
of even greater support. Unfortunately, a significant percentage of consumers
are routinely discharged into an unstable living situation or back into
homelessness, heightening the probability of relapse. An effective way to
address this situation is the development of short-term residential units that
can provide highly structured living environments and ongoing treatment for
consumers deemed to be fragile for 14-30 days. Such units would be most
appropriate for individuals who are still evidencing acute symptoms of mental
illness when they return to the community following an extended psychiatric
hospitalization (or multiple short-term hospitalizations). The Task Force
recommends that Houston/Harris County establish at least one short-term
residential treatment unit to address this population.

3. Increasing Number of Psychiatric Inpatient Beds
In Harris County, there is a drastic shortage of inpatient psychiatric beds.
Many individuals who are in need of competency restoration must wait an
average of 49 days in the Harris County jail before beds are available in the
state hospital system. With an average of 19 available inpatient beds per
population of 100,000 (excluding VA and children’s residential treatment
beds), Harris County has less than half the adult inpatient beds needed to meet
the national average of 42 per 100,000. Due to state budget cuts and high
levels of uncompensated indigent care, several hundred inpatient beds in both
public and private facilities have closed over the past several years. While
many of these facilities have the capacity to open additional beds, the
financial and human resources are not currently available to do so. In order to
reach the national average, Harris County would have to add another 874
inpatient beds, which could be a blend of private pay beds, Medicaid/
Medicare beds, and those reserved for indigent care. Due to the high number
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of uninsured, the Task Force recommends that Harris County add at least 50
beds to meet the needs of indigent individuals with mental illness.

IMPLEMENTATION
With available staffing (6.5 case workers, 2.5 masters-level mental health professionals, and
one part-time psychiatrist), Strategy A.2 can be implemented by March 2008.

With available facilities and staffing, Strategy B.2 can be implemented by December 2008.

Based upon available facilities and staffing, Strategies A.1 and B.1 can be implemented by
March 2009.

If appropriate staffing is available, Strategy B.3 can be implemented almost immediately by
opening up available beds in existing freestanding psychiatric hospitals. However, the Task
Force recommends that preference be given to the other education, early intervention and
psychiatric emergency strategies before pursuing this option.

COSTS

Implementation of Strategy A.1

(~5000 consumers annually)

Psychiatric Emergency Room (salary, fringe and equipment only): ~ $3,000,000

Initial Implementation of Strategy A.2
(1,500 consumers annually)
Expansion of MCOT (salary, fringe and equipment): ~$668,546

Implementation of Strategy B.1
(~1200 consumers annually)
16-Bed Crisis Stabilization Unit (salary, fringe, and equipment only): ~$1,800,000

Initial Implementation of Strategy B.2
(350 consumers annually)
20-Bed Short-Term Residential Unit (salary, fringe and equipment only): ~$1,460,000

Initial Implementation of Strategy B.3
(~250 consumers annually)
50 Inpatient Psychiatric Beds: ~$10, 950,000

TOTAL CONSUMERS (Not necessarily unduplicated): 8,300
TOTAL COSTS: ~8$17,878,546

OTHER ISSUES--LEGAL AND FUNDING STRATEGIES

Several communities across the nation have found innovative ways to improve the delivery of
services to persons with mental illness through the use of various legal strategies and funding
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