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This report will provide a review of the REACH programs over the course of the past year. This has been a year of significant change within the programs.  Data collection practices for the year have changed.  The programs’ Data Store has been completed and tested and programs began using this data system as of July 1st.  This will be the data source for FY16.  This is a tremendous step forward for the Commonwealth and for the individual programs.  The REACH standards have been approved, moving out of draft form.  The document spells out a set of expectations that will increase the overall structure and consistency of the REACH program.  Region IV is now on the way to building their new and permanent facility for the crisis therapeutic home.  

The focus of this report will be on identifying meaningful trends in the data that may inform decisions about the programs going forward.  While some regional comparisons may be considered at times, such comparisons are discussed in detail in the quarterly reports.  Therefore, this report will not focus on regional differences but on areas related to the statewide system of care.  Please note that data for Quarter I of Fiscal Year 2015 was not available for most categories reported.  Where this data does contribute to information discussed, it will be clearly stated in the report.

Referral Information

The REACH programs received at total of 584 referrals for service during Fiscal Year 2015.  This represents an increase from FY14 of about 24%.   While Quarter I saw the highest number of referrals with Quarters II, III, and IV reporting a significant decrease in referral activity from the start of the year, the data do not suggest that this initial reduction represents a continuing trend.  The single exception to this is Region V, where referrals have consistently declined across the four quarters, beginning at 41 in Quarter I and ending at 13 in Quarter IV.  It should be noted that this program lacked a clinical director for a significant portion of the year and the supports offered through the position.  Overall, the distribution of referral activity is fairly evenly spread throughout the state at this point.  The graphs below provide this information visually.



















Referral source data over the course of the past year has been extremely consistent from quarter to quarter.  It continues to be true that CSB case managers are the primary source of referrals to the REACH programs.  In reviewing last year’s annual report produced by the Center for START services, it is apparent that this finding is well-established.  In further understanding where referrals originate, it is important to note that while it appears emergency services referrals are low, these referrals often times are captured in the CSB data. This is due to the operational practices of some CSBs.  In many cases, emergency services personnel contact the CSB case manager to make the “official” referral to REACH, although emergency services are actually requesting the service.  The graph below presents referral source as a percent of total referrals, aggregated across quarters.  Region II did not report referral source data for the first quarter.  Hence, their first quarter referrals were not considered when percentages were calculated.  This resulted in 554 referrals being incorporated into the breakout by referral source, with 30 referrals being omitted from the mix for Fiscal Year 2015 (FY 15).  This represents only about a 5% loss in the data which will not meaningfully impact the reliability of this annual review.  






Who is Served by the REACH Program?

General demographic information can be useful as a way to formulate an understanding of the type of individuals seeking REACH services.  Gender, age, and level of intellectual disability provide a basic framework for describing the population served during FY15. Given that there do not appear to be any systematic differences between the five regions, all data related to descriptive information will be presented in aggregate.  Please note that demographic data related to gender, age and level of intellectual disability was not available for the first quarter of FY15.

· Gender:  For FY15, the REACH programs served 332 males and 197 females.  Converting these figures into percentages indicates that 63% of individuals utilizing REACH programs are male and 37% are female.  These numbers are virtually unchanged from FY14 (64% male; 36% female).

· Age:  During FY15, the REACH programs served individuals from the ages of 18 to 70.  The chart below provides a view of age distribution as defined by the brackets noted.  While it is too soon to be certain, it appears as if individuals in the transitional years from adolescence to adulthood are increasingly presenting for crisis services.  This data will continue to be followed to determine if an actual trend is evident.  

	Age Range
	Region I
	Region II
	Region III
	Region IV
	Region V
	Total

	18-25
	8
	11
	10
	11
	7
	36

	26-45
	10
	7
	12
	10
	3
	32

	46-65
	8
	4
	13
	4
	3
	28

	65+
	0
	0
	1
	1
	0
	1

	
	
	
	
	
	
	




· Level of Intellectual Disability:  The REACH programs are charged with serving individuals across the entire spectrum of intellectual functioning.  Understanding this element of the customer base is vital both to current treatment approaches and to planning for the future of the program.  Clearly, interventions that are efficacious for individuals with no intellectual disability or those who are mildly impaired will be very different from what is provided to a person functioning within the profound range of disability.  Different skill sets need to be developed for staff, different activities planned, and different approaches to coping and stress tolerance implemented.  

During FY15, the REACH programs did, in fact, work with the individuals of all levels of intellectual disability, as well a small number of persons within the range of normal intellectual functioning.  As expected and in keeping with last year’s data and known epidemiological research, most individuals served by the REACH program fall within the mild range of intellectual disability, followed by those with a moderate level of impairment.  Given that this distribution follows that of established morbidity rates, it is not anticipated that this will substantially change.  The chart below summarizes the intellectual functioning of those referred to the REACH programs during FY15.





· Psychiatric Diagnosis:  REACH is designed to serve individuals who are challenged with both a developmental disorder and a psychiatric/behavioral disorder.  A review of available data indicates that only 30 out of 584 individuals referred to the REACH programs in FY15 did not have a diagnosed mental disorder at the time of intake. Indeed, most have several listed, and it is not uncommon for these to fall outside of DSM nomenclature (i.e. Mental Disorder, NOS; Episodic Psychotic Disorder; Other Suspected Mental Condition; Dysthymia with Neurotic Depression; etc.).  Also, many individuals are diagnosed with multiple disorders within the same psychiatric class.    For example, it is not uncommon to find individuals diagnosed with Autism and Pervasive Developmental Disorder or Bipolar Disorder and Major Depression or Panic Disorder, PTSD, and Generalized Anxiety Disorder.  

To be consistent with previous annual reports, information related to diagnostic categories will be provided in this document.  However, it should be underscored that this information is reported to give the reader a general impression of the clinical population being served.  It is useful in ensuring that training needs of the REACH programs are appropriate to the population served and to track gross trends.    Because there are so many factors that influence the diagnostic information that “follows” individuals into REACH services, the information should not be used to inform decisions related to regional needs or the future direction of the REACH programs.  Please note that Region II reported only a listing of the diagnoses recorded at the time of referral and they included no frequency data within the diagnostic categories.  Therefore, the table below represents data from only four programs.  For all other regions, frequencies listed below may reflect multiple co-morbid conditions.  Therefore, there is no concordance between the number of referrals received and the reported frequency of psychiatric condition. 

	Diagnostic Category
	Region I
	Region III
	Region IV
	Region
V

	Anxiety Disorders
	93
	21
	12
	5

	Depression
	15
	12
	9
	9

	Psychotic Disorders
	16
	17
	11
	13

	*Externalizing Disorders (i.e. impulse control disorder; ADHD; Bipolar disorder; intermittent explosive disorder)
	227
	45
	40
	25

	Personality Disorders
	10
	2
	4
	0

	
	
	
	
	



Data regarding diagnostic categories represented suggest that a wide breadth of psychiatric disorders is being treated in the population served by REACH.  Because one of the primary functions of the REACH programs is to ameliorate the impact of mental illness on the lives of developmentally disabled persons, it is positive that a full complement of conditions are being treated.  In reviewing the figures above, it is also evident that personality disorders are being under diagnosed in this population.  At first glance, one might hypothesize that this is appropriate, given that personality disorders cannot be accurately diagnosed in individuals with more grave intellectual disabilities.  However, the fact that 48% of individuals referred to REACH had only a mild intellectual disability and an additional 6% were noted to have no intellectual disability indicates that intellectual functioning does not account for the low rates of personality pathology.  Anecdotal experience with the programs over the past year strongly suggests that personality disorders are not uncommon among REACH participants.  The Commonwealth is considering the best way to work with these individuals to reduce patterns of psychiatric hospital admissions and residential instability.  For example, Region IV is in the process of developing and implementing a Dialectical Behavior Therapy (DBT) group for intellectually disabled persons, some of whom will be REACH clients.  It will be facilitated by REACH clinicians and run through the fiscal agent for the REACH program (RBHA).  Going forward into FY16, data collection procedures will need to be adjusted to ensure more accurate data is available about the prevalence of characterlogical disorders among REACH clients.

· Presenting Problems:  Consistent with last year’s annual report, aggression continues to be the most commonly reported presenting problem followed distantly by an increase in mental health symptoms.  This suggests that REACH is addressing the primary challenges that the Commonwealth intended: psychiatric symptomology and behavioral disorders, the vast majority of which present with aggression.  The table below provides a summary of reported data on presenting problems.  The reader is reminded that the is no concordance between total number of presenting problems and the number of individuals served as some individuals present with multiple serious challenges at the time of referral while others have only a single need.  Finally, it is interesting to note that very few referrals were made to the REACH programs in FY 15 for diagnostic and treatment plan evaluation.  This service resource is unique to the REACH model and has the potential to impact the individual’s service system in significant ways.  Looking ahead, it will be important to consider how this function is being marketed and to ensure that it becomes a well-known resource to the community.

	Presenting Problem
	Totals
	Region I
	Region II 
	Region III
	Region IV
	Region V

	Aggression
	194
	64
	27
	25
	41
	37

	Risk of Placement Loss
	10
	0
	2
	7
	1
	0

	Decline in Daily Functioning
	8
	0
	0
	6
	2
	0

	Diagnostic and Treatment Plan Evaluation
	9
	0
	1
	8
	0
	0

	Family Needs Assistance
	42
	11
	0
	16
	14
	1

	Leaving Unexpectedly
	6
	5
	1
	0
	0
	0

	Increased Mental Health Symptoms
	90
	21
	32
	27
	6
	4

	Self-injury
	21
	1
	1
	7
	2
	6

	Suicidal Ideation/Behavior
	13
	3
	1
	6
	1
	2

	Step Down/Transition Assistance
	26
	4
	2
	14
	4
	2

	Other
	9
	1
	0
	8
	0
	0

	
	
	
	
	
	
	



Although regional trends are not the focus of this report, it is interesting that Region III reports aggression as a presenting problem less often than the other four regions.  They also report significantly more referrals for step down services.  There may be a relationship between these two categories.  For example, one thought may be that those coming in for step down service have had an initial stabilization in their clinical presentation, resulting in a different treatment priority upon admission to the REACH program.  Therefore, the treatment priority at step down may have shifted to community integration, teaching independent living skills, developing coping skills for managing daily stress etc.  The data collection procedures in use for FY15 did not allow for these types of correlations to be examined accurately, as presenting problems do not mirror the number of individuals served (i.e. people may have presenting problems across categories).  The new Data Store should allow for better analysis of this data element.  

Region I and V report presenting problems in the smallest number of overall categories.  The reason for this difference is not currently known, but it may be that operational definitions for each of the presenting problems in the Data Store need to be improved.  The disparity may also be an artifact of the data element not distinguishing between primary versus secondary presenting problems and not limiting the number of presenting concerns entered into the data system.  These problems have been resolved through the new Data Store and by making adjustments to the data dictionary.


Service Utilization
The REACH programs are charged with providing crisis intervention and prevention services to individuals with developmental disabilities and co-occurring mental health and or behavioral needs.  In service of this mandate, they provide crisis assessments, home-based crisis intervention and stabilization, center-based crisis intervention and stabilization, preventative stays in the Crisis Therapeutic Homes (CTH), and prevention through training, active monitoring, and individualized supportive interventions.  The chart below summarizes service utilization by type across the five regions.  Due to clear regional differences, the data is reported both regionally and in aggregate form, with prevention reported separately for clarity.
Capturing prevention data as a separate service enterprise began in the third quarter of the fiscal year. At that time, discussion among the REACH directors captured some general parameters of this service area, and it became evident that this work was not being included in the data collection process.  Regions reported the number of prevention hours provided as a discrete data element for Quarters III and IV, and this will continue.  The chart below highlights major differences in the number of hours of prevention provided, with Regions II and V documenting only a fraction of the hours provided when compared to the other regions.  It should be noted that both of these regions lacked essential leadership personnel for at least half of the reporting period (Region II a director and Region V a clinical director).  This absence of critical leadership may have contributed to the lack of emphasis on prevention activities.   
All of the Regions devote more hours to prevention than to any other single service type.  This is fitting, as it is generally agreed upon that crisis prevention is the best form of crisis intervention.  On the following page, two charts are presented.  One provides a comparison of the number of cases of a service type, with prevention hours graphed on the secondary Y axis.  The graph suggests an inverse relationship between number of crisis assessments and prevention hours.  The other chart, titled Total Service Provision: Assessment and Intervention, provides statewide totals of services by type.  The graph does not contain data about prevention services because this is measured in number of hours provided, while the other categories are counted by the number of incidents.  Combining these into a single graph reduces variability among these data points. 




Type of service rendered is one lens through which service utilization can be explored, and it offers a picture of how clinical service resources are being distributed within the target population.  Several data elements are relevant to evaluating the distribution of crisis intervention and prevention services in the community.  Looking at where crisis assessments are completed is one of these.  The REACH guidelines make clear that crisis responders should, unless specifically contraindicated, report to the scene of the crisis event to complete their assessment.  This is important for several reasons.  First, an on-site response allows for a therapeutic response to be provided by a clinically trained professional, potentially calming the situation in vivo.  Secondly, the on-site response and initial intervention provides valuable information, resulting in a more accurate assessment of the crisis event.  Additionally, face to face contact creates an opportunity for REACH staff to offer immediate support to the individual and the system of care.   The goal is for REACH staff to be seen as an integral part of the initial crisis response, available as a resource for the community, in the community.  

This data element is being defined somewhat differently for FY15 than it has in prior annual reports prepared by the Center for START Services.  The annual report for FY14 notes that “(emergency) assessments are conducted at each referral…”, indicating a 1:1 correlation between a referral and a crisis event.  This correlation does not exist.  Across the Commonwealth, it has been repeatedly shown that, almost exclusively, referrals to the REACH programs do not come at crisis points.  They primarily come preventively or at the early stages of a crisis cycle.  This is the reason that very few referrals are received after business hours or on weekends.  For the purposes of this annual report and going forward, location of crisis assessment will correlate with the number of crisis calls received.  There is no perceived relationship between a crisis event and referral into the REACH program.

A review of data for FY15 indicates that the majority of assessments take place within the individual’s home environment, whether that is family home, the individual’s own home, or within a residential, congregate setting (i.e. group home).  Assessments conducted in day programs and miscellaneous community settings occur only occasionally.  Regional differences are significant, however.  Region I performed a much larger number of emergency assessments in hospital settings, for example.  This is true when comparisons are made within the region (hospital settings are the most frequent location for Region I to complete a crisis assessment) as well as across regions (Region I completed the greatest number of assessments within a hospital setting compared to the number of assessments each other region completed in a hospital setting).  Also of note is the finding that for quarters II and III, Region V completed significantly more assessments than any other region, with the largest group of these being conducted in family homes.  They also performed proportionately more assessments in day support programs, although the overall number remained low.  Because of this, two graphs are presented below.  One aggregates data across the Commonwealth.  The other removes Region V from the data pool.  The distribution does change with this modification.  

[bookmark: _GoBack]When each region’s data is looked at over the course of the year (quarters II, III, IV), it is evident that each program has its own idiosyncratic trends.  The regions will need to look at their regions trends to consider what, if any, changes they suggest.  The Commonwealth will continue to monitor data related to the location of crisis assessments in order to understand what this data element contributes the overall picture of the REACH programs.












Crisis Response Time

The Department’s standards require mobile crisis teams to respond within one hour in urban areas and two hours in rural areas.  Currently, the REACH programs are well within the bounds of the standards established by DBHDS when response times are averaged within Region.  A small number of individual events exceed established expectations.  This number has fluctuated over the year, but not substantially. 

Average response time data is presented region by region rather than being aggregated across the five programs.  This provides for a more accurate review of the data because the regions have different response time standards, depending upon their status as either rural or urban.  Please note that average response time data was available for all five regions and for all four quarters. 

As the chart below depicts, response time patterns differ region by region.  Region I’s response times have declined steadily over the year, while Region III’s have increased.  Region IV’s response times appear to be on a slightly declining trend, equating to a quicker response, while Region V has had little variability over the year.  All of the regions are actively working on reducing response time through adjusting staffing patterns, spreading personnel in strategic geographic locations, and clarifying staff expectations.  

The charts below summarize data for average response times, for the number of discrete responses outside of established standards and for the percentage of response that occurred within established standards.





Note:  Regions I, III, and V are designated rural and have up to 120 minutes to respond.  Regions II and IV have urban designations, allowing them a 60 minute response time.  The reader is reminded that during the third quarter, the Commonwealth altered the operational definition of response time, allowing the regions to “start the clock” once initial phone triage had been completed.  This standard was adjusted back to the original definition for Quarter IV.  With the exception of Region II, it does not appear that this inconsistency altered the shape of the distribution.









Service Disposition

The charts below illustrate the outcomes of the REACH program as defined by placement disposition.  Three perspectives are presented: disposition from crisis response, disposition at the close of community based mobile support services, and disposition upon ending a stay at the CTH.  The reader will note that retaining residential placement is the primary service outcome across all comparisons.  Indeed, it dwarfs the other categories the difference is so great.  The reader is reminded that, while residential stability (i.e. maintained setting) is generally considered a positive outcome, other outcomes, such as a medical or psychiatric hospitalization, are sometimes the only clinically appropriate disposition to an immediate crisis.









Conclusions & Recommendations

This report has summarized the work of the REACH programs over the past fiscal year.  The REACH program has experienced a number of changes over the year which has strengthened the programs.  Referrals continue to come into the programs at an unchanged rate, indicating that the market is not yet saturated for the resources that REACH provides.  

Efforts at refining treatment and intervention methods for transition-age youth and individuals with personality disorders or sensory integration challenges point to significant growth in the programs.  They are now established and moving beyond the nuts and bolts of program operation, and into a focus on increasing clinical service and making sure that service is effective.

This progression aligns with DHBDS’ plan for the year, which will center on evaluating the quality of the services provided to individuals and their families and improving this quality.  This endeavor will be supported by individual quarterly reviews of the program through the joint efforts of Director of Community Support Services and the Department’s behavioral psychologist.  Additionally, a new complaint procedure will create a structured avenue for concerns about the services of the program to be reported and addressed.  It is hoped that this more “real time” process will allow both for better individual outcomes and program growth by capitalizing on teachable moments.

Another aspect of quality that will be a focus in the coming year is delving into the relationship between prevention services and crisis intervention and stabilization.  Initial data suggests an inverse relationship between the need for on-site crisis assessment and the number of prevention hours provided to the individual and the system.  The relationship between these two variables will be explored to evaluate whether a linear relationship can be established with confidence.  As noted in this report, an operational definition of “prevention” needs to be established, possibly in the form of an index of allowable activities.  Additionally, the Commonwealth is currently examining staff qualifications across the five programs to determine if interventionists are comparable in terms of training and experience.  Finally, the data do not currently afford a means to study patterns of service use from a within subjects design perspective.  Such a view essentially uses the individual to be their own control “group” and would allow the Commonwealth the ability to determine if multiple crisis calls are “attached” to a single person, over what time period, and within what clinical context.  For example, an individual may receive multiple crisis assessments over the course of a quarter.  If this is a person new to REACH services, without a well-established relationship with REACH staff, and if the calls cluster tightly around the original referral date, this suggests a very different picture from that of an individual who is well known to REACH and is requiring on-site crisis responses intermittently throughout the entire quarter.  Given that in clinical practice there are few occasions where unfettered 1:1, linear correlations exist between variables, the Commonwealth will be determining ways to look at the relationships between data elements to ensure that a rich understanding of the functioning of the programs can be garnered.

The Commonwealth is pleased with the direction in which the REACH programs are moving.    With the finalized Program Standards, the Data Store, and the quarterly regional review schedule, a crisis service that will truly support community integration within the DD community is growing and improving.
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