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REACH Data Summary Report: Quarter I/FY16
This report continues the process of evaluating and summarizing the work of the REACH programs on a quarterly basis.  It begins the second year of monitoring and reporting on the crisis system in this familiar format and with data elements that are becoming increasingly well defined and reliable.  The most notable change in the collection of information for this quarterly report is the implementation of the data store, a system for documenting data based upon the specific needs of the Department of Behavioral Health and Developmental Services and for the primary purpose of tracking the REACH programs.  While it is anticipated that small adjustments to the data store may be required once the system has been fully tested through its use for this reporting period, the main structure of the system is not expected to be further revised to any significant degree.
REACH Referral Process

Referral activity for the first quarter of fiscal year 2016 shows an increase of 43 referrals (23.6%) from data reported for QIV/FY15.  Every region, with the exception of Region I showed significant increases.  In fact, Region II doubled its referral activity.  Region V, which had been on a decreasing trend over the course of FY15, showed an increase in activity, going from 13 referrals for quarter IV to 21 for this reporting period.  Interestingly, the number of referral sources for this region has also increased.  Region V has made a number of changes to their program, including providing additional training and mentoring to staff, reorganizing staffing patterns, and striving to provide a richer experience for their clinical team.  These efforts appear to be beginning to manifest in an increase in the quality of the service provided, with referral activity increasing as the program increases its value in the eyes of stakeholders.  In general, referral activity has generally waxed and waned across the regions.  Enduring trends that would allow for investigation have not emerged.  The Department will continue to collect and present information on referral activity and respond to established trends, should these become evident.
The referring source is another means by which DBHDS ensures that the REACH programs are known within their communities.  Historically, it has been the impression of the Commonwealth that the broader the number of avenues through which REACH receives referrals, the more embedded the program is likely to be in the communities it serves.  While this is likely to be true generally, the number of referrals originating from CSBs that has been reported may include but not reflect referrals ultimately initiated by other sources.  Recent discussion among the REACH directors and DBHDS has revealed that often times, calls to REACH that technically come from the CSB have actually been initiated by Emergency Services personnel or other members of the person’s support network.  Case managers, who, with the exception of those individuals linked to a private service, work within the CSB/BHA system, are tasked with coordinating care and making referrals for service.  When parties wish to make a referral to the REACH program, they typically arrange that through the CSB case manager, who then completes the formal process with REACH.  Expanding or refining this data element in the future may capture information more clearly related to who is initially identifying the need for REACH services.
Consistent with previous quarters, REACH referrals are overwhelmingly received Monday through Friday during normal business hours.  Only 12.6% of referrals are initiated after five o’clock in the evening or on holidays and weekends.  Referrals coming through the crisis line remain infrequent, and the majority of crisis calls received are for individuals known to the programs.  The Commonwealth has begun to track REACH’s knowledge of and involvement with the TDO process to the state hospital system.  A review of data collected thus far indicates that a number of TDOs occur without REACH involvement/knowledge.
The five charts below show a breakdown by region of referral source data.  The subsequent table offers information about the day of the week and time of day that referrals are received by the programs.  
 






        
	Referral Time
	Region I
	Region II
	Region III
	Region IV
	Region V

	Monday-Friday
	32
	42
	45
	37
	21

	Weekends/Holidays
	3
	0
	3
	0
	0

	Mon- Fri. after 5:00
	3
	3
	5
	3
	3

	8:00 am to 2:00 pm
	17
	28
	26
	  27
	13

	3:00 pm to 8:00 pm
	16
	13
	18
	8
	7

	9:00 pm to 2:00 am
	2
	1
	4
	2
	0

	3:00 am to 7:00 am
	0
	0
	0
	0  
	1



Also of interest to the Commonwealth is ensuring that the REACH programs serve both the ID and the DD communities.  While referrals of individuals with a developmental disability and no intellectual disability are rare, individuals with autism spectrum disorders are frequently served by the REACH programs.  The table below summarizes the breakdown of individuals referred to REACH with an intellectual disability only, both an intellectual and developmental disability, and a developmental disability only.
	Diagnosis
	Region I
	Region II
	Region III
	Region IV
	Region V

	ID Only
	25
	25
	37
	27
	11

	ID/DD
	17
	17
	10
	8
	12

	DD only
	0
	0
	1
	2
	0



In terms of what type of clinical issues bring individuals to the REACH programs for support, aggressive behavior, to include physical aggression, verbal threats, and property destruction, continues to be the most common referral reason.  Indeed, the frequency distribution across all categories of presenting problems has not changed since the prior review cycle.  The only difference in the data presentation is the addition of two categories to the existing array of options for presenting problems.  Independent Egress (formerly elopement) was added as was “other”, which accommodates some truly idiosyncratic concerns.  In Region III, the “other” category included requests for provider linkages and supports for homelessness.  In Region V, it was applied to an individual who was engaging in fecal play and smearing without known cause.  Diagnostic evaluation and treatment planning continues to be utilized very infrequently, with only Region III noting this as a presenting issue.  It is not clear why this is the case.  It may be that the low numbers reflect a measurement artifact in that individuals who need such a comprehensive evaluation require it because they are in the midst of an acute behavioral crisis manifesting as aggression, increased mental health symptoms, etc.  Anecdotal evidence from Region III supports this hypothesis.  It may also be that this service element is not as widely known to stakeholders and so is not sought out until a crisis emerges.  This is a hypothesis that will need to be explored with the REACH Directors, with the possibility of increasing outreach efforts for this service being an element of that discussion. 
	Presenting Problem
	Region I
	Region II
	Region III
	Region IV
	Region V

	Family Needs Support
	3
	1
	5
	13
	0

	Increased Mental Health Symptoms
	9
	18
	5
	6
	6

	Hospital/TC Step Down
	1
	0
	7
	5
	1

	Loss of Functioning
	0
	1
	4
	0
	0

	Aggression
	20
	18
	12
	13
	13

	Self Injury
	1
	0
	1
	0
	5

	Suicidal Ideation/Gesture
	1
	0
	6
	0
	1

	Diagnostic Eval/Tx Planning
	0
	0
	2
	0
	0

	Risk of/loss of placement
	0
	0
	2
	0
	0

	Independent Egress
	0
	3
	0
	0
	0

	Other
	0
	0
	4
	0
	1







REACH Crisis Response
Each of the five regional REACH programs continues to operate a crisis line 24-hours per day, seven days per week.  Calls coming into the crisis lines may be from existing REACH clients or from systems in the midst of an escalating situation, although this is much less often the case.  Calls are responded to in one of two ways: either by telephone consultation or through an on-site, face-to-face assessment and intervention.  Because the crisis line allows an individual to access a trained clinician 24/7, it is often used by existing REACH clients and their care providers to problem solve situations or to provide verbal support and counseling to avoid a crisis situation emerging.  In fact, much of the activity on the crisis line is far more preventive in nature than the name implies.  This is seen as a very positive use of this resource as it enables skill building related to coping and communication to occur “in vivo” and at the time it is needed.  Active REACH plans may even specify the use of the crisis line as an intervention for an individual to use early in the escalation process in order to help them manage the situation more independently while refining the coping skills that they have identified as helpful.   Domains of interest related to crisis response include the type of response, the response time to the site of the incident, the location where an on-site assessment and intervention took place, and the outcome of the mobile crisis response.  To present the most detail and accuracy, data related to activity on the crisis line will be parceled out in the following way: 
· Crisis calls
· In person assessment/intervention
· Telephone intervention
· Prevention
· Total crisis line activity  
This breakdown provides a reasonable method for understanding the REACH programs and how they have operationalized crisis services, which includes an emphasis on the use of early intervention and prevention.  A summary of information related to crisis calls and responses is depicted in the graph below.   Please note that this graph encompasses all calls received on the crisis line during the review cycle.  Therefore, it includes on-site responses to existing REACH clients, repeat calls from individuals, as well as new referrals who may be contacting REACH for the first time.  Therefore, call totals, when combined across categories will exceed the total number of referrals for the quarter.  As has been noted before, crisis line activity and referral activity are best understood as separate elements.  Referrals emerging from crisis events are currently rare. 
The graph above provides information on call activity for the programs over the first quarter of FY16.  Average response time is graphed on a secondary axis as a line, both to emphasize it and to allow its variability to be clearly seen.  Consistent with last quarter, Regions II and IV have the shortest average response times.  Both of these regions are expected to have average annual response times of one hour or less, and both have more than met this standard.  Rural regions are expected to have average annual response times of within two hours.  Region III, with its rural designation, continues to have the longest average response time at 64 minutes, but this is 16 minutes faster than its average response time for QIV/FY15.  Regions I and V, which join Region III in sharing the designation as a rural environment, reported response times that are consistent with Region III’s at 60.4 and 63.3, respectively.  All regions are operating well above the expectations established in the REACH standards, which was equally true at the time of the last quarterly report.  While some responses occur outside of the times specified in the settlement agreement, these exceptions remain low.  For the first quarter of FY16, 16 responses occurred outside of the times established by the REACH standards, amounting to 6.5% of total face to face responses.  This represents an increase from last quarter.  The overall hit rate for on-site responses for the quarter lies at 93.5 percent, which is 1.5% shy of the goal established by DBHDS of 95% on time responding.  Regions differ in regard to their relative influence in the total number of responses exceeding the 95% mark.  Regions II and V have the most response times outside of the established standards.   Regions II and IV also have the most complex and congested traffic patterns to combat in meeting response time standards.   In fact, traffic is noted almost exclusively as the reason that responses are delayed in these two regions.
There is no known, systematic reason for this very slight decrease in on time responding.  Most likely, it is due to random variability in traffic flow patterns or idiosyncratic anomalies, such as multiple crisis events occurring at the same time or navigational errors.  It may also be noteworthy that the overall number of referrals for the quarter has increased, and with this increase the number of crisis responses has also risen.  The Department will continue to monitor this data and intervene if it suggests a sustained move toward longer response times.  

	Region
	Total On-site Responses
	0-30
Minutes
	31-60 Minutes
	61-90 Minutes
	91-120 Minutes
	121+
Minutes

	Combined
	247
	91
	110
	28
	19
	6

	I
	55
	18
	15
	7
	11
	3

	II
	61
	20
	34
	7
	0
	0

	III
	20
	4
	10
	3
	3
	0

	IV
	69
	31
	35
	2
	0
	0

	V
	42
	18
	16
	9
	5
	4


  



Location of Mobile Assessments

	Assessment Location
	Region I
	Region II
	Region III
	Region IV
	Region V

	Family Home
	8
	27
	0
	16
	13

	Hospital/Emergency Room
	24
	14
	11
	32
	8

	Residential Provider
	0
	3
	19
	25
	18

	Day Program
	4
	4
	0
	0
	0

	CTH
	0
	8
	0
	0
	1

	Emergency Services/CSB
	5
	2
	1
	3
	0

	Other Community Setting
	10
	1
	0
	2
	1


When mobile crisis response is indicated, REACH programs are expected to arrive at the physical site of the crisis event, regardless of the nature of the setting.  The table above provides a summary of the various locations where mobile crisis assessments took place over the course of the first quarter of FY16.  The data support the conclusion that REACH coordinators conducting mobile assessments are pliable to the demands of the situation.  Below is a summary of places where assessments took place in other community settings.
	Region 		Location
I	Homeless shelter; campground; on streets adjacent to Residential neighborhoods
	II			McDonald’s Restaurant			
	III			None noted
	IV			Home of Sponsored Provider				
	V			Food Lion Parking Lot				

Crisis Therapeutic Home
Each of the five REACH programs operates a Crisis Therapeutic Home (CTH) that accepts both crisis stabilization admissions as well as planned, preventive stays.   Region specific information related to type of stay, length of stay, readmissions, etc. are presented in the graph below.  

*Please note that waitlist days are not consecutive.  This number reflects the cumulative number of days across the quarter when a bed was not available when requested for an appropriate admission to the CTH.  Region IV did not report on this data element this quarter.  They have initiated a tracking system to obtain this data going forward.
Admissions to the CTH suggest good utilization of this treatment resource.  Regions III and V showed the highest utilization for the quarter.  The strong utilization for Region V is another example of the growth in their program.  It is also noteworthy that they are providing nearly all crisis stabilization services, with only one planned prevention admission for the quarter.  On at least two occasions, they have been able to provide support to another region, taking an admission to ease capacity at another CTH.  Regions I and II provided more preventive admissions than crisis admissions.  Average lengths of stay continue to be less than 30 days. 
A small portion of individuals, however, are remaining in the CTH for more extended periods.  In fact, in Region II, 4 individuals came into the CTH at the beginning of October and remained there as of the writing of this report.  Some residential providers have determined that they cannot accept the individual back into their home once they have completed their period of treatment in the CTH.  This results in a loss of disposition, which then extends their stay, sometimes considerably.  With changes to the REACH Standards, specifically that lack of residential placement no longer determines eligibility for service in the CTH, it is anticipated that longer stays in the home will occur.  DBHDS recognizes this as a challenge.  Homelessness and/or lack of residential stability is such a significant and aggravating factor in a burgeoning crisis, however, that eliminating it as an encumbrance to REACH service in the CTH seemed necessary.  Provider development efforts are underway to support more living options for those with very challenging behaviors.  Ultimately, this improved capacity is target the Commonwealth is striving to hit.
Monitoring waitlist data is one method for determining if capacity is maintaining a parallel course with need.  The number of people waiting for admission into the CTH remains low, and those who are waiting are not always in crisis.  Some are awaiting admission for a preventative stay, and at times, the regions have rescheduled these visits to accommodate individuals with a more acute need.  .  Community based supports are always offered in lieu of an immediate admission to the CTH, although some providers and families may decline this service.  Region II reported that their CTH was not available to accept an admission for 62 bed days during QIFY16.  Discussion with the Region II leadership indicated that almost 7 days of the 62 were secondary to flooding in the basement of the CTH.  The other days reflect either a true lack of bed space or clinical considerations that resulted in a reduced capacity in the house.  DBHDS is now tracking census data daily to ensure better understanding of the utilization of crisis beds and to facilitate admissions when needed.  The Department has also instituted a practice such that beds cannot be “closed” (i.e. deemed unavailable) without the knowledge and consent of DBHDS.  It is anticipated that these two changes will prevent extended unavailability of the CTH from occurring.  DBHDS will also continue to monitor CTH availability to determine whether CTH capacity remains sufficient.

Mobile Crisis Stabilization
In addition to the CTH, the REACH programs offer mobile, community based crisis intervention and stabilization plans.  While not always clinically indicated in highly acute situations, this service is preferable to the use of the CTH because it allows the situation to resolve within the individual’s natural social environment.  A review of the utilization of mobile crisis supports indicates that the use of this service almost always exceeds the use of the CTH when number of cases is considered.   Region III is the only exception to this general trend, with 24 mobile crisis admissions compared to 23 for the CTH.  This is not an established trend at this point, making it premature to interpret its meaning.  There has been some discussion about the number of hours spent in preventative services as it may relate to the number of crisis calls requiring an in person response.  One obvious result of such a comparison would be to determine if an inverse relationship exists between these two data points.  That is, would the number of calls decrease as prevention efforts increased?  
A clear trend in the relationship between the provision of prevention services and the number of crisis calls has not yet emerged.   Region IV had the most crisis calls and the most hours spent in prevention.  Region II recorded the second highest number of calls, and the second lowest number of prevention hours, and Region III showed a clearly inverse relationship between the number of hours spent in prevention and the number of crisis called received.  They were higher in prevention and lower in face to face responding, comparatively.  Likely, this relationship is more complicated than correlational data alone can accurately capture.  To better understand the relationship between crisis call activity and prevention hours, it may be necessary to look at some cases of individuals who make frequent use of the crisis line to determine if their use goes down as prevention efforts increase.  It may also be true that a more longitudinal approach is required to determine if high prevention hours leads to reduced crisis activity sustained over time.


REACH sends clinicians to the homes of individuals to work with them on developing coping skills and coaching care providers to work effectively with the people they serve.  The average number of days that mobile supports are in place following a crisis meets or exceeds the three days noted in the settlement agreement (“Mobile crisis teams shall provide local and timely in-home crisis supports for up to three days…”).  The variability in terms of the range of days that mobile supports are in place and the average number of days the service is in place has reduced, with the Regions reporting figures that are fairly well aligned.   Regions III provides the most days of in-home support, when a service day is defined as not less than one hour of support provided.  Region I provided the most hours of support to each case, when expressed as the average number of service hours per person.  Region V’s utilization of mobile supports (measured as average number of days provided) has increased substantially, continuing their trend toward increased service utilization in general.  Last quarter they typically provided an average of 2.2 days of in home crisis stabilization per case, whereas this quarter, they are reporting an average of 5.7 service days.  Data for the present quarter regarding the range in service days as well as the average number of days and hours crisis supports were in place is as follows: 

	Service Unit
	Region I
	Region II
	 Region III
	Region IV
	Region V

	Range of Days
	1-18
	1-15
	2-15
	1-8
	1-19

	Average Days
	5.5
	3.1
	10
	3.9
	5.7

	Average Hours
	20
	7.3
	14.66
	6.5
	10.44



Crisis Service Outcomes/Dispositions
Maintaining residential stability and community integration is one of the primary goals of the REACH programs.  Disposition data from three different perspectives are considered in this report.  First, what is the outcome when a crisis assessment is needed? Second, what is the outcome when one is admitted to the CTH?  Third, what is the outcome when mobile supports are put in place to stabilize the immediate situation?  
The graphs on the following page provide a summary of outcome data for crisis responses.  In other words, when a call is received by REACH on the crisis line, what is the disposition of the individual at the end of that one event?  Overwhelmingly, mobile crisis responses are effective in resolving the immediate crisis without the need for the individual’s residence to be disrupted.  Mobile supports also offer a viable alternative to receiving stabilization outside of the residential setting.  Psychiatric hospitalizations of both new and existing REACH clients have neither increased nor decreased significantly, and the programs are working closely with the hospitals to ensure that admissions can be diverted when clinically appropriate, shortened in duration as much as possible, and linked with REACH transitional supports when necessary.  In Region IV, one individual was incarcerated during the TDO process.  According to the REACH Director in Region IV, Autumn Richardson, LCSW, this individual assaulted medical personnel in the emergency room setting.  When the police attempted to intervene, she assaulted them as well, resulting in her receiving charges and being transported to jail.  REACH remained actively involved with her during her period of incarceration, visiting her frequently and providing step down service through an admission to the CTH, where she successfully stayed for 5 days.
During the course of analyzing the data for this report and talking with the REACH directors, it has become apparent that the category for “Maintained Setting” is not sufficiently defined and is open to interpretation.  Some programs have combined the outcomes of mobile supports with that of maintained setting, as mobile supports often foster residential stability.  They then don’t report the use of a mobile service or they “double count” cases.  Moving forward, the Department will clarify this data point to avoid any misinterpretation.  With the Data Store coming on-line, the data dictionary is being thoroughly reviewed and revised at this time. 
Recent changes to the REACH program standards require an on-site response whenever REACH is notified that emergency services received a call for a prescreening.  This is helping to inform the role REACH can play, even when a TDO is under consideration.  Other steps the Department is taking to increase the collaboration between emergency services staff and the REACH programs include holding meetings with the joint leadership of the DBHDS, the CSB’s and the REACH programs, improving the training that is offered to case managers and emergency services staff, and ensuring that each REACH advisory council has a representative from emergency services at the table.








    
      
Another way to examine outcome data is to consider the discharge dispositions of those individuals served in the CTH under a crisis stabilization status with those receiving the same service through community based mobile supports.  While the level of need is not necessarily equivalent between these two groups, the desired outcome of returning the individual and their support system to baseline status is shared.  Combining the discharge outcomes of both CTH and mobile support cases into a single graph makes comparisons more palpable.  
Definitively, individuals discharging from REACH crisis stabilization services return to their preadmission settings.  This is true across all five regions, and is a finding that has been consistent for at least four consecutive quarters.  This outcome data suggests that the programs are effective in facilitating healthier partnerships between individuals and those with whom they reside.  Furthermore, individuals receive comprehensive follow up after crisis services have terminated.  This helps to ensure that initial discharge plans stand up over time or are adjusted to meet the needs of the individual.  That is, REACH follow up services are an active component of maintaining residential settings through the inevitable bumps and challenges that may arise in the months following a crisis situation.  It is the relationships that REACH staff develops with those they serve and their support system that seems to be the key to longer term stability.   Although stability of residence is defined as a healthy outcome, the reader is reminded that in some situations, an alternative housing arrangement upon discharge is clinically indicated to meet the needs of the individual.  For example, in some cases an adult child has been residing with family and desires greater independence as might be provided in a group home or other supported housing option.  This is the case for one individual in Region II, whose CTH stay was extended while the team worked through the various issues related to a young adult gaining greater independence by moving to a different housing situation.  In other situations, it may be that an individual residing in a more congregate setting moves into their own apartment with assistance or changes residential providers to be closer to family or other community resources.  These are examples of housing changes that are clinically indicated, as well as person centered.










	    *Note: One individual was admitted to another REACH program’s CTH from Region IV’s CTH. 
	     This accounts for the “CTH” disposition  from Region IV’s CTH.

*Note: Region V had 3 individuals that remained in the CTH for the majority of the quarter and remained there at quarter’s close due to the lack of a residential disposition.

SERVICE ELEMENTS
Each of the five regional REACH programs provides an array of services to individuals enrolled.  These services include prevention and education services, assessment services, and consultation services.  There is variability across the regions in the way they report these services.  This may be due, in part to the way different regions track and report services that are not billable under Medicaid.  It may also be that some drift away from standard service definitions has occurred, which will be addressed with the REACH director’s and improvements to the data dictionary.  DBHDS will need to evaluate the differences among the regions, account for any correctable error, and then determine whether or not the metric needs to expand to incorporate greater regional differences.
The tables below summarize the services provided in each of the three REACH program components.  The reader is advised that the data contained in the table below should be interpreted with the understanding that different regions may have interpreted this data element from an alternative perspective.    




	Service Type: Crisis Stabilization (CTH)

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	11
	0
	0
	12
	21

	Crisis Education Prevention Plan
	11
	11
	23
	3
	0

	Crisis Prevention /Intervention Planning
	0
	0
	23
	0
	0

	Crisis Prevention/Follow Up
	11
	11
	23
	12
	21

	Medication Evaluation, if needed
	0
	0
	23
	0
	0

	Consultation
	11
	8
	0
	12
	34

	Provider Training
	11
	3
	23
	1
	15



	Service Type Provided: Planned Prevention(CTH)

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	0
	0
	0
	16
	1

	Crisis Education Prevention Plan
	14
	24
	12
	1
	0

	Crisis Prevention /Intervention Planning
	0
	0
	12
	0
	0

	Crisis Prevention/Follow Up
	14
	24
	12
	16
	0

	Medication Evaluation, if needed
	0
	0
	12
	0
	0

	Consultation
	14
	6
	0
	16
	1

	Provider Training
	14
	1
	12
	1
	0




	Service Type Provided: Mobile Crisis Support

	Service Type
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	Comprehensive Evaluation
	0
	0
	24
	25
	43

	Crisis Education Prevention Plan
	31
	31
	24
	1
	3

	Crisis Prevention/Follow Up
	31
	31
	24
	0
	43

	Medication Evaluation, if needed
	0
	0
	0
	0
	0

	Consultation
	31
	4
	24
	25
	43

	Provider Training
	31
	3
	24
	7
	37



REACH Training Activities
[bookmark: _GoBack]REACH continues to expand its role as a training resource for the community of support providers, both paid and unpaid, who sustain relationships with DD individuals. The REACH programs continue to train law enforcement officers about the REACH program, and their efforts are now supported with a comprehensive law enforcement plan sponsored by DBHDS to be imbedded in law enforcement training programs through the Department of Criminal Justice Services regular training academies.  Like last quarter, the REACH teams continue to provide training on mental health topics pertinent to work with DD individuals and their families. These trainings have been attended by CSB staff, community providers, state hospital staff, and other mental health professionals.   The programs are very responsive to the needs and requests of their individual communities, and they will craft trainings on specific topics when requested to do so.  Recently, Regions I and V have offered (through Commonwealth Autism Society) training to direct support professionals for the RBT© credential (Registered Behavior Technician).  The programs used state money for this training, coordinated it, and did the necessary leg work to make it viable.  The RBT© credential is sponsored by the national Behavior Analyst Certification Board, and it offers 40 hours of training in applying Applied Behavior Analysis to the work of direct care staff.  Additional activities are needed for the actual certification, but the training itself is very valuable.  This training was offered in response to the communities request for more behavioral training for group home staff. 
The table below provides a summary of attendance number for various trainings completed by the REACH programs.  These trainings target the information needed by professionals in various work settings.  Specialty topics provided this quarter include Autism Awareness, Managing Power Struggles (Region V), Borderline Personality Disorder (Region IV), and Non-verbal Communication (Region II), among others.  It is also important to note that Region IV conducted a training on September 30th, just as the quarter closed, in which 105 participants received an hour-long training on the new REACH children’s crisis program.  Participants were mixed and included CSB administrators, children’s service providers, case managers, and emergency service personnel.  Unfortunately, training sign in sheets did not include specific information about role titles that would allow specific numbers to be added to the table below.  The training number is significant, however, warranting a separate notation.  Additionally, Region IV reported that it did not include the training of 21 law enforcement officers in date provided for QIVFY15.  While this data is not included in the totals below, it is nonetheless important to document this outcome.
 	
	
Community Training Provided

	Training Activity
	Region I
	Region II
	Region III
	Region IV
	Region 
V

	CIT/Police: #Trained
	39
	48
	14
	20
	44

	CSB Employees: # Trained
	32
	21
	73
	24
	125

	Emergency Service Workers: #Trained
	0
	13
	3
	0
	8

	Hospital Staff
	0
	0
	12
	0
	28

	Other Community Partners: #Trained
	16
	57
	64
	139
	34




Summary
This report provides an interpretive summary of the Regional REACH programs based upon data for the first quarter of fiscal year 2016.  The programs are moving forward in areas that have been identified as needing improvement.  Specifically, the Data Store began operation this quarter, Region IV broke ground on its new CTH (10/22/15), and RFP’s for behaviorally expert providers for Region III have been received and undergone review by DBHDS.  An award decision is anticipated to be made prior to the end of the year.  These accomplishments will ultimately strengthen the REACH programs and assist them in meeting their mission within their communities.  
This is also the first quarter in which the programs are operating under the new REACH standards.  Changes in the standards designed to make the programs more accessible, responsive, and clinically sophisticated have begun to shape services to better fit the needs of the communities served.  The programs will experience challenges as they adapt to the new expectations.  It is expected, however, that the process of adapting will ultimately make the programs stronger.  A complaint process has also been developed and is outlined in the REACH Guidelines.  This will offer another avenue for monitoring quality and ensuring that legitimate concerns are addressed and remedied.
Moving into the next quarter, the Department intends to continue to look for ways to improve collaboration between the REACH programs and emergency services personnel to increase REACH’s effectiveness in diverting admissions to psychiatric hospitals.  In order to do this, they need to be involved at the earliest point in the crisis, and working toward a more consistent and coordinated effort between ES and REACH will help ensure this outcome.  Additionally, full implementation of the quality monitoring tool has begun and will provide programs with a structured and objective way to review their own work alongside of the quality reviews conducted by DBHDS.  It is hoped that dialogue flowing from these reviews will lead to improvements both in the programs and in DBHDS’ practices for data collection, outcome monitoring, and policy development.







ADDENDUM
The graphs in this addendum are provided to supplement the information contained in the larger quarterly report.  The reader is cautioned that information about hospitalizations is likely not entirely reliable, and conclusions drawn from it may be speculative.  Many private hospitals across the Commonwealth provide psychiatric care to individuals with ID/DD.  While the REACH programs remain actively involved with all hospitalized cases when they are aware of this disposition, they may not always be apprised that a REACH client has been hospitalized or that an individual with DD has entered inpatient treatment.  This is particularly true when private hospitals are involved.   As noted earlier in this report, the Commonwealth has begun to receive daily census reports from the state hospitals to ensure they are aware of and can follow up with all admissions to these facilities.  Furthermore, REACH programs continue to network with Emergency Services personnel to ensure REACH involvement in every hospitalization.  REACH is active throughout all known psychiatric admissions, including attending commitment hearings, attending treatment team meeting, providing supportive visits, and consultation to the treatment team.  Dispositions listed as “Other” include discharges to hotels, a shelter, a respite center and jail. 



Region II: Referral Source as Percent of Total

CSB-CM	Private CM	Family	Hosptial/ER	Residential Provider	Other Service Provider	Individual	Training Center	State Hospital	Emergency Services	REACH	52	2	19	5	5	10	5	2	Region III: Referral Source as Percent of Total
CSB-CM	Private CM	Family	Hosptial/ER	Residential Provider	Other Service Provider	Individual	Training Center	State Hospital	Emergency Services	REACH	54	2	8	6	2	27	2	Region IV: Referral Source as Percent of Total
CSB-CM	Private CM	Family	Hosptial/ER	Residential Provider	Other Service Provider	Individual	Training Center	State Hospital	Emergency Services	REACH	73	11	3	8	3	3	Region V: Referral Source as Percent of Total
CSB-CM	Private CM	Family	Hosptial/ER	Residential Provider	Other Service Provider	Individual	Training Center	State Hospital	Emergency Services	REACH	66	10	0	0	5	0	0	14	5	0	0	Number of Presenting Problems by Type
Diagnostic Evaluation/Tx Planning	Independent Egress	Loss of Functioning	Other	Self-Injury	Suicidal Ideation/Behavior	Step Down Service	Family Needs Assistance	Increased Mental Health Sx	Aggression	2	3	5	5	7	8	14	22	44	76	Number of Call Responses by Type
N= Total crisis calls	Region I	Region II	Region III 	Region IV	Region V	55	67	62	69	85	N = In person assess/intervene	Region I	Region II	Region III 	Region IV	Region V	55	61	20	69	42	N= Intervention (phone)	Region I	Region II	Region III 	Region IV	Region V	0	6	42	0	43	N = Prevention (phone)	Region I	Region II	Region III 	Region IV	Region V	54	235	116	242	69	N = Information/Brief consult	Region I	Region II	Region III 	Region IV	Region V	77	75	34	54	12	N=Total Call Activity	Region I	Region II	Region III 	Region IV	Region V	186	377	212	365	166	Average Response Time	Region I	Region II	Region III 	Region IV	Region V	60.4	41	64	36.300000000000004	63.3	Total Number  
Average Response Time
0-30	Region I	Region II	Region III	Region IV	Region V	18	20	4	31	18	31-60	Region I	Region II	Region III	Region IV	Region V	15	34	10	35	16	61-90	Region I	Region II	Region III	Region IV	Region V	7	7	3	2	9	91-120	Region I	Region II	Region III	Region IV	Region V	11	0	3	0	5	121+	Region I	Region II	Region III	Region IV	Region V	3	0	0	0	4	Region I	Region II	Region III	Region IV	Region V	CTH Utilization
Admits:Stab	Region I	Region II	Region III	Region IV	Region V	11	11	23	12	21	Admits:Prevention	Region I	Region II	Region III	Region IV	Region V	14	24	12	16	1	Length of Stay:Stab	Region I	Region II	Region III	Region IV	Region V	23.75	17.100000000000001	20.7	10.25	12.5	Length of Stay:Planned	Region I	Region II	Region III	Region IV	Region V	5.8	4.4000000000000004	4.08	8.19	7	Readmits:Stab	Region I	Region II	Region III	Region IV	Region V	0	0	0	0	5	Readmits:Prevention	Region I	Region II	Region III	Region IV	Region V	2	0	1	0	0	Waitlist Number of Individuals	Region I	Region II	Region III	Region IV	Region V	0	4	0	5	3	Waitlist in Bed Days	Region I	Region II	Region III	Region IV	Region V	0	62	0	18	Mobile Crisis Stabilization Useage
Mobile Cases	Region I	Region II	Region III	Region IV	Region V	Total	31	31	24	32	43	161	Mobile Readmissions	Region I	Region II	Region III	Region IV	Region V	Total	5	0	4	2	4	15	Mobile Hours	Region I	Region II	Region III	Region IV	Region V	625	227	352	209	449	Mobile Days	Region I	Region II	Region III	Region IV	Region V	173	97	241	126	244	Prevention	Region I	Region II	Region III	Region IV	Region V	957	782	1020	2011	496	Number of Service Units
Hours of Service
Mobile Crisis Response Outcomes: 
Region I
CTH Admission	Psychiatric Admission	Mobile Supports	Maintained Setting	6	10	4	35	Number of Crisis Assessemnts
Mobile Crisis Response Outcomes:
Region II
Region II	Psychiatric Admission	Medical Admission	Mobile Supports	Maintained Setting	Other	CTH	12	1	4	38	1	4	Number of Crisis Assessments
Mobile Crisis Response Outcomes:
Region III
Psychiatric Admission	Mobile Supports	Maintained Setting	Alt. Community Support	CTH	5	4	9	1	1	Number of Crisis Assessments
Mobile Crisis Response Outcomes: Region IV
Psychiatric Admission	Mobile Supports	Maintained Setting	Jail	CTH	15	30	18	1	5	Number of Crisis Assessments 
Mobile Crisis Response Outcomes:
Region V
Psychiatric Admission	Mobile Supports	Maintained Setting	10	33	33	Number of Crisis Assessments
Discharge Disposition by Service Type: 
Region I
Mobile	Retain Setting	New Group Home	Admitted to CTH	Sponsored Residential	29	0	2	1	CTH	Retain Setting	New Group Home	Admitted to CTH	Sponsored Residential	19	1	0	0	# of Dispositions
Discharge Disposition by Service Type:
Region II
Mobile	Retain Setting	Psych. Hospital	New Residential	Admitted to CTH	24	2	0	5	CTH	Retain Setting	Psych. Hospital	New Residential	Admitted to CTH	33	1	1	0	# of Dispositions
Discharge Disposition by Service Type: 
Region III
Mobile	Retain Setting	Psych. Hospital	Medical	Admitted to CTH	Other	New Residential	17	1	1	4	1	0	CTH	Retain Setting	Psych. Hospital	Medical	Admitted to CTH	Other	New Residential	24	2	5	0	4	5	# of Disposition
Discharge Disposition by Service Type:
Region IV 
Mobile	Retain Setting	Psych. Hospital	New Residential	Admitted to CTH*	Moved with Family	23	2	0	2	0	CTH	Retain Setting	Psych. Hospital	New Residential	Admitted to CTH*	Moved with Family	13	1	4	1	2	# of Dispositions
Discharge Disposition by Service Type: 
Region V

Mobile	Retain Setting	Psych. Hospital	Moved with Family	Remained in/Admitted to CTH*	New Residential	69	13	0	3	0	CTH	Retain Setting	Psych. Hospital	Moved with Family	Remained in/Admitted to CTH*	New Residential	11	2	7	3	6	# of Dispositions
Psychiatric Hospitalizations
New Referrals	Region I	Region II	Region III	Region IV	Region V	Totals	6	4	12	9	2	33	Active Cases	Region I	Region II	Region III	Region IV	Region V	Totals	4	13	8	21	3	49	Total	Region I	Region II	Region III	Region IV	Region V	Totals	10	17	20	30	5	82	# of Cases
Psychiatric Hospitalizations: Known Dispositions
Region I	Resume Placement	Alt. Group Home	Continued hospitalization	Alt CSU	Family	CTH Stepdown	Other	6	0	2	0	0	0	0	Region II	Resume Placement	Alt. Group Home	Continued hospitalization	Alt CSU	Family	CTH Stepdown	Other	3	0	2	2	6	5	3	Region III	Resume Placement	Alt. Group Home	Continued hospitalization	Alt CSU	Family	CTH Stepdown	Other	9	3	0	0	0	0	0	Region IV	Resume Placement	Alt. Group Home	Continued hospitalization	Alt CSU	Family	CTH Stepdown	Other	26	3	8	0	0	4	2	Region V	Resume Placement	Alt. Group Home	Continued hospitalization	Alt CSU	Family	CTH Stepdown	Other	1	0	0	0	0	2	0	Number of Cases
Referrals by Region N = 183
Region I	Region II	Region III	Region IV	Region V	35	42	48	37	21	Region I: Referral Source as Percent of Total

CSB-CM	Private CM	Family	Hospital/ER	Residential Provider	Other MH Service Provider	Individual	Training Center	State Hospital	Emergency Services	REACH	46	17	17	11	9	