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FOREWORD

“I feel that at last, through our participation, those in positions of power

will hear the cries of the many.”

The importance of the Mental Health Transformation State Incentive Grant (MHTSIG) Needs
Assessment and Resource Inventory (NARI) Technical Report to the State of Hawaii cannot be
understated. It has the power to instill hope for consumers who utilize services provided by the
Adult Mental Health Division (AMHD) and enrich the greater community of Hawaii through

education.

“A mental health illness not only severely impacts the consumer’s quality
of life but the consumer’s family as well.”

The Consumer Assessment Team (CAT) feels honored to have had the opportunity to

contribute to this project. We believe that the knowledge gained from the MHTSIG NARI can
save lives. By utilizing our gift of experience and eliciting our insight as consumers of AMHD,
the report gives voice to those who are not able to speak for themselves and who are on the

road to recovery. It validates our experiences, our humanity, our hope for the future.

“Great strides can be made using this report, for my family, friends and the

community”

The MHTSIG NARI has drawn from many different experiences to contribute to this project. No
story or experience is the same, the multiple sources going into this report makes it much richer
and true to the ideals of recovery. Embracing the knowledge and insight gained from the
MHTSIG NARI will help to propel our entire community forward on the journey to recovery, hope
in hand and heart.

The Consumer Assessment Team
March 21, 2008
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EXECUTIVE SUMMARY

‘A‘ohe pau ka ‘ike i ka halau ho‘okabhi.
One can learn from many sources.
Mary Kawena Pukui (1983) ‘Olelo No‘eau

Overview

Over the last decade in Hawai'‘i, sweeping changes both in the children and adult mental health
systems have dramatically increased access to a broader array of community-based care.
Outcomes across child and adult populations are showing improvement in key areas such as
increased employment for adults and youth served in less restrictive, more appropriate settings.
The children and adult mental health programs have developed strong performance
management systems ensuring continuous quality improvement. Adult consumers and families
are involved with many aspects of the service system, and youth involvement is growing. Both
systems are heavily invested in the use of evidence based practices, and the Child and
Adolescent Mental Health System has attracted national attention for the work of its Evidence-
Based Services Committee. In 2006 the Adult Mental Health Division (AMHD) has been
deemed compliant with their portion of a thirteen-year federal lawsuit, and the children’s system
is in substantial compliance with the decade-long Felix Consent Decree. Among the key
infrastructure developments that occurred as a result of the Felix initiative was the realization of
school-based behavioral health services in all schools.

While much of the service infrastructure, practices, and accountability systems have been built,
the test of sustaining change over time lies ahead. The evidence from the ground up through
the highest levels of administration shows that progress is still needed if the State is to move
forward in meeting the mental health needs of Hawai'‘i residents. Although much progress has
occurred in moving mental health services toward promoting resiliency and recovery,
accompanying practice change efforts have largely occurred only in the AMHD and Child and
Adolescent Mental Health Division (CAMHD) programs, and they have yet to reach desired
goals. Transparent integration of treatment for those with co-occurring disorders such as
substance abuse, developmental disabilities, and physical illnesses has remained elusive.
Although significant changes have occurred, Hawai'i is still unable to provide the housing,
education, job and income supports, clinical workforce, social supports, and health services
needed by all its citizens with, or at-risk of, mental iliness across the lifespan. Hawai'i, like many
other systems of care, seeks a broader, more comprehensive and sustainable community-wide
transformation.

Hawaii was awarded in 2006 one of nine Mental Health Transformation State Incentive Grants
(MHTSIG) from the Center for Mental Health Services (CMHS), Substance Abuse and Mental
Health Services Administration (SAMHSA). The purpose of the grant is to support states in
pushing forward the vision and goals and recommendations of the final report of the President’s
NFC on Mental Health. SAMHSA recognizes the unique positions of each state in this
transformation process, differences in populations served, and specific challenges to be
addressed. Thus, the grant requires states to create their own Comprehensive Mental Health
Plan (CMHP). This infrastructure grant provides states with an exceptional opportunity to
support planning and development of their infrastructure and service delivery to transform their
systems to meet the complex needs of adult consumers, youth, and their families. In
transforming their systems of care, states will advance the vision of the Commission, in which
“‘everyone with a mental illness will recover, mental illnesses can be prevented or cured, mental
illnesses are detected early, everyone with a mental iliness at any stage of life has access to
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effective treatment and supports—essentials for living, working, learning, and participating fully
in the community.” (President's New Freedom Commission on Mental Health, 2003, p.1).

Six goals were established by the Commission to achieve this vision:
Goal 1: Americans understand that mental health is essential to overall health.
Goal 2: Mental health care is consumer and family driven.
Goal 3: Disparities in mental health services are eliminated.
Goal 4: Early mental health screening, assessment, and referral to services are

common practice.

Goal 5: Excellent mental health care is delivered and research is accelerated.
Goal 6: Technology is used to access mental health care and information.

The Commission also put forth 19 recommendations for immediate improvements that mental
health systems could implement. The intent of formulating these goals and recommendations is
to fundamentally transform how mental health care is delivered in America, as old methods of
reform are no longer sufficient to meet the expectations of consumers and families.

SAMHSA’s MHTSIG calls for states to develop a “roadmap” that charts the course toward
infrastructure and service delivery transformation. The roadmap begins with the formation of the
Transformation Working Group (TWG), convened by the Governor to develop, implement,
evaluate, and sustain a Comprehensive Mental Health Plan for transforming the organization,
delivery, and financing of services for people with mental illnesses. The TWG consists of
department heads and other top administrators from all departments, agencies, and offices that
deliver, fund, or administer services and supports used or needed by people with a mental
illness and/or their families. The next step involves the conducting of a thorough needs
assessment and resource inventory (NARI). Using data from the needs assessment and the
resource inventory, a Comprehensive Mental Health Plan (CMHP) to transform the state’s
mental health system will be developed in collaboration with other systems that serve people
with mental illnesses, according to the goals for transformation set forth in the NFC Report.

In this report, the methods and results of the Needs Assessment and Resource Inventory are
reported. The needs assessment involved the collection and analysis of data from all
departments, agencies, and offices including those represented on the TWG, related to
behavioral health services. Data was also obtained through individual interviews with upper and
middle management from TWG partners, front-line care providers from related systems of care,
and other community stakeholders. In addition, a sample of adult and youth mental health
service consumers and their family members were interviewed. The resource inventory consists
of a thorough Inventory of resources that details the mental health and related resources (e.g.,
people, programs, policies, funding, equipment, facilities, etc.) of each department, agency, and
office represented in the TWG.

The Chapter Three of this document outline each of the President’'s New Freedom Commission
goals and recommendations. The narratives and matrices which follow present the evidence
within Hawai‘i which substantiates the needs for improvement as well as the resources currently
available to address these needs. Chapter Three serves as a basis for understanding needs
and resources specific to Hawai'i as identified through stakeholder participation and a
comprehensive review of existing documents and reports.

Methodology
The Mental Health Services Research, Evaluation, and Training Program (MHSRET) of the

University of Hawai‘i at Manoa (UH-M) had primary responsibility to develop and conduct the
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Hawai'i MHTSIG Needs Assessment and Resource Inventory. Accomplishment of the NARI
was done in three stages: I. Planning; II. Data Collection, Coding, and Entry; and Ill. Data
Analyses.

I. Planning: Planning activities took place between October 2006 and February 2007 with the
expectation that data collection would begin as soon as a project director and other program
staff members and full time evaluation team members were hired. The plan provides a
description of the operational principles of the evaluation as well as details of its data sources
and data collection methodologies. A variety of circumstances, required that modifications be
made to the original evaluation plan. The original plan was modified to include four main data
sources: archived reports, focus groups, key informant interviews, and kickoff event and
statewide town hall meetings. Each data source will now be briefly described with more
thorough details to follow.

Il. Data Collection, Coding, and Entry: For the archived report data source, almost 700
previously written reports that in some way addressed the status of mental health within Hawai’i
were obtained and entered into a database for later retrieval. Nineteen focus groups, covering
a wide variety of stakeholders, were held throughout the state. A set of standard protocols was
developed with variations based on the roles of each particular focus group’s participants. Data
from these groups were entered into the same database as the reports. Thirty-nine interviews
key informant interviews were conducted either in person or over the telephone.
Transcriptions were coded and entered into the database. Twenty-four online surveys were
completed, coded, and entered into the database. A MHT-SIG kickoff meeting held in Honolulu
and thirteen town hall meetings held throughout the State were organized and facilitated by
MHTSIG program staff members. Data collection at these events was supported by the
evaluation team. Themes that emerged from the day were coded and entered into the project
database.

All data from the sources described above were transformed into a format that would allow their
being coded by trained research staff members using a predefined system of dimensions and
categories. While the exact processes of transformation differed somewhat among the data
sources, the general task required that all data be segmented into units of analysis, called
“natural meaningful units (NMUs)”, which we defined as units that describe a single idea or
concept with a meaning that relates in some way to one or more of the New Freedom
Commission’s (NFC) six goals. All archived reports, focus group and key informant interview
transcripts, and town hall meeting thematic summaries were reviewed and subdivided into these
NMUs by six members of the research team trained and calibrated for this task.

lll. Data Analyses: The database was queried to generate reports for each NFC goal as was
just described. An analysis of reports for each NFC goal and recommendation was then
completed after sorting the NMUs by specific NFC goal. First, the data were reviewed and
sorted into matrices with the rows containing the MHTSIG evaluation measures defined by
SAMHSA: Policies; Practices/Services; Workforce Training; Organizational Collaboration; Data;
Financing Policies; Consumer/Family Involvement; and, Other. The columns were designated
as Needs, Justification of Need, and Inventory of Resources. Thus, for each NMU it was
determined which GPRA item it addressed and then if the item referred to a need, need
justification, or resource. The data were then analyzed for major and minor themes, and the
analyst prepared a narrative report using each completed matrix as its foundation. Each
narrative included the following sections: Needs and Justifications, Resources, Unavailable
Information, and Analysis. These matrices and their analyses, one for each NFC goal and its
recommendations, form the basis of this NARI report.
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Findings
NFC Goal 1: Americans Understand that Mental Health is Essential to Overall Health

Introduction: In Hawai‘i, Goal 1 has been subdivided into three recommendations with
developing a campaign to reduce stigma (Recommendation 1.1a below) and a strategy for
suicide prevention (Recommendation 1.1b) dealt with as separate recommendations and
addressing mental health with the same urgency as physical health focused upon the
establishment of fiscal and programmatic parity between mental and physical health
(Recommendation 1.2). Regardless of the way that Goal 1 is dissected, the underlying rationale
and the original intent remain the same: the conventional understanding of mental illness as
moral weakness requires a radical transformation so that it becomes viewed more as an iliness,
like any other, from which recovery is possible.

Recommendation 1.1a: Advance and implement a national campaign to reduce the
stigma of seeking care.

Needs and Justifications: The stigmatization of mental illness and those who have it is
particularly pernicious among many of the ethnic enclaves of Hawai‘i. It is noted that stigma has
far reaching impact on the lives of people. Specifically, concern is expressed about stigma
perpetuation in media language. in the military, and for the families of children who have mental
illnesses. These concerns affect the needs for workforce training and anti-stigma campaigns.
Finally, the acceptance of stigma by the afflicted individual (self-stigmatization) is seen as a
serious impediment to people seeking help when they most need it.

Resources: It is noted that, lately, there is better coverage in the press concerning mental
health matters such as suicide prevention. Several people mentioned that the “coming out” of
local and national celebrities, as well as ordinary people in their day-to-day lives, regarding their
own or loved ones’ involvement with mental iliness has helped reduce stigma. Many community
organizations have already set to work to combat stigma and discrimination.

Analysis: There are clearly substantial unmet needs in Hawai‘i with regard to implementing a
campaign to combat stigma. While there are several noteworthy projects, there is little
coordination or concerted effort among them. Tailoring anti-stigma education to different ethnic
groups or special populations may reach more people at greater effect. A final major concern
regards the impact of stigma in the workplace, community, and school. These are the important
arenas of day-to-day life for all people and yet only limited efforts are being made to blunt
stigma in those places.

Recommendation 1.1b: Advance and implement a national strategy for suicide
prevention.

Needs and Justifications: Although Hawai‘i ranks 44" in the nation in its suicide rate (8.4
deaths by suicide per 100,000 population in 2005) [W103]", any completed suicide has deep
reverberations within the community affected by the sudden and often inexplicable loss.
Consumers, families, and the public need to know where they can get help in a crisis.
“Gatekeepers” within the community need training in suicide intervention skills to help link
people who are at risk to needed help. More research within Hawai‘i is needed to understand if
national data on higher risk groups correspond with the local population. More effective
screening, risk assessment, and intervention practices are needed within emergency
departmens and other direct care providers, such as in primary care and the wider behavioral
health system.
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Resources: The State of Hawai‘i Department of Health (DOH) Injury Prevention and Control
Program (IPCP) published its “Hawai'‘i Injury Prevention Plan” for 2005-2010. This presents a
statewide plan for interventions targeted at increasing knowledge and understanding of suicide
prevention and broader access to screening and services. IPCP also disseminates suicide
prevention intervention workshops in the community called ASIST (Applied Suicide Intervention
Skills Training), and it has trained staff statewide. Many organizations throughout the state
have developed programming to address better suicide prevention. DOH-AMHD provides
statewide 24 hour crisis support through the ACCESS line.

Analysis: The State of Hawai‘i has made great strides to reduce the rate of suicides. An
infrastructure is present, especially for building awareness and education, but dissemination of
effective suicide prevention programs is in its infancy, and provider competencies are still being
developed. Thus, the desired impact on service recipients’ lives has not yet been fulfilled. Also,
more research is needed on the increased risk of Hawai‘i’s youth for suicide ideation as well as
systematic study of suicide and its associated factors among Hawai‘i’s diverse racial and ethnic
groups.

Recommendation 1.2: Address mental health with the same urgency as physical health.

Needs and Justifications: Many respondents addressed the need for expansion of health care
insurance coverage to the entire spectrum of mental disorders and full parity between mental
health and primary care coverage, including coverage of mental health screening and
prevention activities. Continuous mental health care coverage is also needed that follows
people, regardless of their employment status or income level. There is need to foster closer
collaboration among the major entities responsible for meeting the mental health needs of the
state. Large data gaps exist with regard to the actual amount of dollars spent on individuals for
their mental health care. Financing policies need to address increasing funding for salaries of
service providers. Needs related to administrative changes including sustainability planning,
lessening reliance on outside contractors, and the reallocation of hospital expenditures were
expressed. The consumer/family involvement domain identified the importance of financing for
peer support and other consumer operated services and support services for family members
who take care of their loved ones with mental ilinesses. Finally, simplification of financing rules
and regulations and the bureaucratic requirements for people to receive entitlements is needed.
Resources: The Hawai‘i Uninsured Project presents a complete analysis of the status of health
insurance for the residents of Hawai‘i and contains recommendations for achieving more
complete and equitable coverage for both mental health and primary care. The Hawai'i State
Legislature is committed to achieve mental health and primary care insurance parity as
embodied in Chapter 431M of the Hawai‘i Revised Statutes which establishes parity for the
most severe and persistent mental illnesses and sets some minimum standards for coverage of
other mental ilinesses. Finally, many projects are planned or in operation throughout the state
that are designed to address one or more of the needs identified here.

Analysis: Much of what is here can be reduced to the need for more across the board funding
for mental health care. Serious thought must be given to transformation activities that do not
require large amounts of new funding, transform fragmented funding structures and restrictive
funding streams that currently prevent access to needed services, and financing strategies that
reduce funding duplication, braid funds, and make more flexible existing funding streams.
These strategies allow for more direct control among stakeholders to change financing policies.
Important needs not yet being comprehensively addressed are problems related to the scope,
breadth, and depth of mental health insurance coverage. The Hawai‘i Uninsured Project is a
blueprint for understanding and addressing some of these problems and should serve as the
foundation of any further analyses in this regard.
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NFC Goal 2: Mental Health Care is Consumer and Family Driven

Introduction: The President’s New Freedom Commission Report stipulates that “Consumers of
mental health services must stand at the center of the system of care.” Central organizing
features include individualized plans of care that maximize recovery and resiliency of the person
and full integration into his or her community. Protection and enhancement of rights and
meaningful consumer and family involvement at all levels of the system are emphasized. A
user-friendly, coordinated and integrated system delivers the best possible treatments, services
and supports across health, rehabilitation, education, child welfare, disability, substance abuse,
criminal and juvenile justice and other relevant human services under the guidance of a state
comprehensive mental health plan. Consumers and families are actively engaged as partners
at all levels of decision-making. Money will be braided across funding streams to follow the
person to the most appropriate and preferred setting and supports. Adults and youth
transitioning into adulthood will be engaged in meaningful activities and living in safe and
affordable places. Diversion, forensic services, and transition re-entry programs will minimize
and eliminate the criminal and juvenile justice system as a de facto system of care .
Institutionalization, trading custody for care, and seclusion and restraint will become relics of the
past.

Recommendation 2.1: Develop an individualized plan of care for every adult with a
serious mental illness and child with a serious emotional disturbance.

Needs and Justifications: Policies are reframing and redirecting individualized treatment
planning into individualized recovery planning, but whether the change is resulting in actual
recovery planning and recovery outcome is unclear. Several barriers need to be addressed to
improve individualized planning practice for children, youth, and adults. Advance mental
healthcare directives are not used. Discharge planning of youth from inpatient facilities is poor;
transition planning from schools is absent. Forensic involvement undermines self-determination
as a part of individualized planning, and inmates lack any individualized planning. Trauma
responsiveness is absent in individual plans. Natural supports and spiritual aspects seem left
out of the planning process. Treatment planning can be inconsistent, and different individual
planning processes across systems are confusing. High caseloads limiting individual attention
impacts to the quality of individualized planning. There is a need for a data system to link
individualized goals to interventions to progress notes to client outcomes and to connect such
data into quality improvement. A critical need is making such data available to youth, consumer
and families at the individual level, along with training as to understand such data.

Resources: Mission and vision statements, guiding principles and strategic goals enumerate a
strong policy commitment across systems to individualized planning that incorporate youth,
consumers and family members as active participants. These policies guide providers in Hawai'i
towards service provision driven by individualized planning practice for people with disabilities.
The CAMHD actively cultivates family engagement. The DDD displays innovation, such as
strategies for individuals to control their own dollars and opening up more choices in order to
foster decision-making and self-determination. The CAMHD and AMHD have conducted training
to support individualized and recovery-based planning. The CAMHD and AMHD display
commitment to strong quality improvement and strengthening outcome measures. DOE has
automated IEPs to provide easy access and tracking. Both CAMHD and AMHD have consumer
(youth or adult) and family involvement in advisory capacities at the state level.

Analysis: Two noteworthy concerns have emerged when moving from policy to
implementation. The focus seems to be on implementation mechanisms and not on the deeper
understanding of what constitutes day-to-day individualized recovery and resiliency. It is difficult
to build the structure when the foundation is not understood. The second concern that emerges
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is the increasingly complex layers being added to the structure the longer the policy exists.
What is clear in the NARI data is strong support across the major stakeholder groups for
individualized planning tailored to unique strengths and needs. There is drift, however, from
such individualized planning and services. Plans are written for students, youth and adults;
providers are not partnering with them. Consumers and families voice a desire to have one
individualized plan that tracks across systems and integrates all interventions that they receive.

Recommendation 2.2: Involve consumers and families fully in orienting the mental health
system toward recovery.

Needs and Justifications: AMHD needs to make stronger efforts to involve consumers in
policy and services development. There are few incentives, especially financial, to help engage
youth, family members and adult consumers in agency and system level planning activities.
Peer support initiatives such as support groups, consumer-operated services, and peer mentors
need infrastructure support to take root. There is a need to examine the AMHD'’s current
Certified Peer Specialist program to better employ and appropriately use these individuals within
the formal service system. Staff and administrators would benefit from training on the role of
peer specialists and the value and effectiveness of peer support. There is a need for a
statewide, formal consumer run organization focusing on consumer voice, and a need for a
statewide coalition of youth and adult consumers and families. There is a need to involve more
families in CAMHD evaluation efforts, and AMHD evaluation efforts need to engage consumers
and involve community members. Vacancies on advisory councils are not being filled, and more
education and training as to how to become involved is needed..

Resources: Both CAMHD and AMHD goals and principles state strong commitment to youth,
family, consumer voices are becoming an integral part of the service system with participants at
every level of the system. Consumers, youth and families serve on many planning and decision-
making bodies within CAMHD and AMHD. Effective programs utilizing peers include the Hawai'i
certified peer specialist initiative and Hawai‘i Families As Allies (HFAA). The Hawai'‘i National
Alliance for Mental lliness (NAMI) chapter provides education and outreach. United Self Help
(USH) is a mental health consumer-operated organization that provides a consumer warmline,
peer-to-peer education, support groups, and public awareness.

Analysis: Consumer (youth or adult) and family member involvement at the systems level of
mental health care is frequently mentioned, but often it is limited to an advisory capacity for
those who have the time. Support groups are not able to support their full potential. There is no
infrastructure to recruit, train, and support peer mentors. There is limited infrastructure support
for, and an underutilization of, the Hawai‘i certified peer specialist initiative. There no career
development ladders that move a consumer out of non-paying or low paying independent
contracting or entry-level positions. Hawai‘i may be at risk of inadvertently creating a glass
ceiling that prevents consumers and family members from occupying advanced, supervisory,
and/or leadership positions in the mental health workforce. With assistance from CAMHD,
HFAA has established a presence across the Hawai'i and there is an increased presence of
Parent Partners in policy decisions. USH, the one HI consumer operated agency, faces
limitations with regard to self-sustainability and reach to neighbor islands.

Recommendation 2.3: Align relevant Federal programs to improve access and
accountability for mental health services

Within the NFC Report, the Commission advocates for “the development of a cross-department
mental health agenda with the goal of better aligning Federal policy on mental health treatment

and support services across agencies and reducing fragmentation in services” (President's New
Freedom Commission on Mental Health, 2003). This recommendation is based on the premise
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that the eligibility criteria, policies, and financing in the areas of health care, housing,
employment, education, and child welfare are key factors to improving the lives of consumers
and families. The NFC highlights four crucial areas needing better alignment of funding and
policies to help move consumers’ recovery forward: 1. Align Federal funding for healthcare,
particularly Medicare and Medicaid; 2. Make Supported Employment widely available; 3. Make
Housing with supports widely available; 4. Address problems in the Criminal and Juvenile
Justice Systems. Financing policies will be addressed within the forthcoming financial analysis
portion of the NARI. This section will focus on Supported Employment, Housing with Supports,
and Mental Healthcare in the Criminal and Juvenile Justice System.

Supported Employment

Needs and Justifications: In order to help those with psychiatric disabilities into the workforce,
the first step is increasing efforts to engage consumers in pursuing work. Consumers
themselves have their own, often misinformed, preconceptions about the barriers for working,
especially regarding loss of disability entitlements. Current provisions for benefit protections
under Social Security while working are vastly underutilized, and more training and education is
needed throughout the system. Individualized-benefits counseling is needed as many people
require support and advocacy for their particular issues, but these services are limited. Work
supports for persons with SPMI are needed in the many areas, including training service
providers, building employment partnerships, improving access to existing programs, and
ending discrimination and stigma from employers. Adolescents cite having a job as something
that they think would “make things better” and not having a job as something that “gets in the
way of life and love.” Given that not all of the functions within employment supports are
reimbursable by Medicaid, and currently there is no funding through the Medicaid Rehabilitation
Option for employment services at AMHD, financing policies need to be addressed.
Resources: The primary employment assistance for people with SPMI comes from the AMHD
which provides a wide array of programs. The Clubhouses in particular have strong employment
and educational programming. For youth, the only information available in the current data
references CAMHD'’s role in linking youth to job placement opportunities when these needs are
established within an adolescent’s Individualized Educational Plan. One of the greatest boosts
to the infrastructure with regard to providing more incentives for those with disabilities to work
has come through the work of the MIG. Agencies are working to improve work incentives within
Medicaid and SSI/SSDI programs, including work to establish a Medicaid Buy-In option in
Hawai‘i. Other AMHD partnerships include those with DHS-VRSBD to draw on VRSBD funds for
AMHD employment and education services. AMHD is also working with other agencies to
procure funding streams to assist consumers in developing self-employment opportunities and
micro-enterprises. AMHD undertakes statewide training in disability entitlements regularly. The
Hawaii Disability Rights Center (HDRC) has a Federal grant from SSA to offer one-on-one
benefits counseling and work incentives. Additionally, the MIG has worked to provide benefits’
education to consumers who would be strong resources to peers if funding for benefits’
counseling were available.

Analysis: Employment for those with psychiatric disabilities is available through AMHD
services. A primary barrier in utilizing these services is related to the lack of knowledge of both
consumers and providers as to work incentives currently available. Additionall, there is the need
for greater work incentives to be developed. The MIG has afforded Hawai‘i an opportunity to
create the infrastructure on which to improve its work incentives. Work also needs to be done to
improve the supported employment services that are delivered, in particular developing job
placements, improving job match, and increasing job tenure. Lastly, very little may be said
regarding employment support for adolescents and youth transitioning to adulthood due to the
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limits of the data. This would be important in better understanding and meeting this need which
is very clearly conveyed by youth.

Housing

Needs and Justifications: AMHD estimated in 2001 that almost 3,000 of those it served were
in need of housing assistance, and more than half of that number lacked affordable housing.
Additionally, access to federally-funded housing supports have long waitlists lasting many years.
Lack of affordable housing leaves few options for individuals with mental iliness facing critical
junctures in their lives and needing housing immediately. Certain sub-populations within the
AMHD and CAMHD need specialized residential options. Although progress is being made, the
availability of options far exceeds the statewide need, especially on neighbor islands. In
particular, access to residential treatment, Expanded-care Adult Residential Care Homes (E-
ARCH), and community-based forensic programs which offer residential options are based
solely on O‘ahu. Another important issue is improved matching of consumers’ preferences and
needs for housing, as opposed to consumers simply getting what is available. Also, individuals
with SPMI residing in adult residential care homes (ARCH) need opportunities to move into
housing options of their choice. Consumers also ask to be better informed about resources
available to help them navigate housing. Lastly, efforts need to address the barriers related to
housing discrimination for people with psychiatric disabilities.

Resources: The State recognizes the critical shortage of affordable housing in Hawai‘i and
convened an Affordable Housing Task Force which made specific recommendations in January
2005 to address this problem. Current federal funding for affordable housing is managed by the
Hawai‘i Public Housing Authority (PHA), which offer various levels of priority to those with
disabilities and who are homeless. The AMHD has nearly doubled its available housing options
in recent years. All of the options available through AMHD include a psycho-social rehabilitation
to provide support and skill building. Many specialized programs have been developed from
residential treatment to those targeting specialty populations (i.e., those homeless, with criminal
justice involvement, or with co-occurring substance use disorders). Additionally, programs have
been developed for respite, crisis, and transitional housing. AMHD has a strong partnership with
the PHA which has brought in more federal funding for AMHD consumers. Additionally, AMHD
spear-headed the initiative to assist people in maintaining housing options through the
“Operation Building Bridges” project. The CAMHD has developed various residential services,
and it has set up safe residences for youth who identify as lesbian, gay, bisexual,
transgendered, or queer (GLBT) and a Transitional Living Program (TLP) for youth.

Analysis: The lack of affordable housing in Hawai‘i is the primary contributor to the problems
faced by those with psychiatric disabilities in obtaining desired, affordable residences. In
addition to not being able to financially compete on the rental market, consumers face stigma
and discrimination which present barriers even when they have access to needed supports
(e.g., Section 8 rental subsidy). The AMHD has developed an extensive array of supportive
housing services which compliments the needs of special populations, and it has worked to
leverage funds with the PHA to sustain and grow this development. Yet the demand far outstrips
what the AMHD can provide which is felt by the consumers who repeatedly call for more and
better housing options.

Criminal and Juvenile Justice System

Needs and Justifications: Because so many individuals with SPMI end up in the criminal
justice system, there is a need for better screening, particularly at the front door (e.g., central
receiving desk, holding cells) so that these individuals are not only identified but given mental
health services as soon as possible. Beyond these front doors of the justice system, there is an
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incredible need for mental health services (e.g., psychiatric nurses, psychologists, psychiatrists,
designated beds) in Hawai‘i’s jails and prisons, especially in the facilities on the neighbor
islands. These issues have been confirmed by the Department of Justice (DOJ) whose
preliminary review and comments to the State indicated that the conditions within the O‘ahu
Community Correctional Center (OCCC) were not in compliance with the mental health
standards supported by the Civil Rights for Institutionalized Persons Act (CRIPA). As for the
State’s Hawai‘i Youth Correctional Facility (HYCF), juveniles have not received appropriate,
timely mental health services, leading in 2006 to an MOA between the State and the DOJ for
improvements. Mental health training is needed throughout the Public Safety Department
(PSD), the mental health service sector, and within law enforcement to equip staff to be able to
identify individuals with mental illness and suicidal risks in order to better meet their needs.
Training in trauma is also necessary. With regard to organizational collaboration, one of the
most critical areas for improvement is for greater communication between correctional facilities
and mental health treatment providers, especially with regard to system transitions and
community re-entry.

Resources: The AMHD has a strong Forensic Mental Health Services (FMHS) program whose
services include the: (1) sanity panel exam, (2) fitness restoration program, (3) conditional
release program (4) Jail Diversion, (5) collaboration with the judiciary on the Oahu Mental
Health Court Program, and (6) Post-Release Prison Service Planning. FMHS also works in with
multiple agencies as well as mental health consumers and their families. The Office of Youth
Services (OYS) partners with CAMHD in providing mental health services within HYCF. The
OYS has programming targeted at prevention that includes an adolescent jail diversion program
and non-residential and in-community services to youth who are experiencing behavioral,
emotional, substance abuse, or adjustment problems while in the community. The PSD has
developed a five year strategic plan spanning 2006-2011 that creates a central branch for
mental health in the Health Care Division, and it plans a comprehensive mental health training
program to staff. The AMHD and PSD are partnering to work on improvements for community
re-entry of inmates with SPMI. The Honolulu Police Department (HPD) has utilized its staff
psychologists to improve training and consultation to police officers in appropriate interventions
for those with mental illness or in crises.

Analysis: Great strides are ahead of the criminal and juvenile justice systems to provide
required mental health services within detention and correctional facilities. Significant cross-
agency partnerships and infrastructure development is needed. The MOUs that have already
been developed with PSD and partner agencies provide a start to this process. The work
completed last year by the Governor’s task force to reduce the census at Hawai‘i State Hospital
(HSH) provides a significant basis to improve assessment, treatment, and, ultimately,
community placement for HSH patients with criminal justice involvement. It is unclear at this
time the extent to which the recommendations for policy, procedural, and statutory changes will
be enacted. The AMHD FMHS program continues to develop and address pressing needs.
With basic infrastructure in place, programs must now work to serve a wider network of
consumers, especially on the neighbor islands and in correctional facilities. Further data is
needed to understand the extent to which consumers, family, and community members are
involved in the process of intervention, treatment and transition for forensic SPMI. The need to
engage families within the juvenile justice system appears to not be met by current programs,
and the extent to which CAMHD has been able to assist HYCF in meeting the mental health
service needs of youth is not available in the data. Given where the systems are in meeting the
needs of these adult and youth populations, opportunities for partnership and leveraging
expertise and resources abound.
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Recommendation 2.4: Create a Comprehensive State Mental Health Plan.

The Hawaii MHTSIG Leadership developed a CMHP concurrently with MHTSIG Evaluation
Team’s undertaking of the NARI. As reviewed in the methodology, the Evaluation Team
provided evaluative support to the groups tasked with drafting the CMHP. The NARI process
informed the development of the CMHP through use of the evolving NARI database to generate
(a) background reports covering specific topic areas related to each SWG at initial meetings and
(b) specific informational reports to each SWG per their request. The MHTSIG Leadership and
Evaluation Team met periodically to plan and coordinate activities and share information.
Evaluation Team members participated in most all CMHP planning activities to further bridge
the emerging work of the NARI with the development of the CMHP. A compilation of reports are
provided that may merit more thorough review by the MHTSIG leadership and other involved
stakeholders

Recommendation 2.5: Protect and enhance the rights of people with mental ilinesses.

Needs and Justifications: The need to address discrimination, abuse, neglect, and/or
exploitation based on psychiatric disability remains. Despite best intentions of anti-discrimination
statues and policies, disability is a common basis for discrimination claims regarding housing,
public accommodations and employment. The DOJ visit and report which ensued brings to light
conditions of inmates at OCCC with serious mental iliness in need of immediate attention. There
is inconsistent provision of public education for eligible children and youth with mental illness
and behavioral health problems, with some parents voicing fear in speaking up as to their rights
under IDEA. Parents of different cultural backgrounds are less likely to know their rights
regarding public education and what are the mechanisms for enforcing such rights. There is
concern as to possible disproportionate suspension rates for students with mental illness.
Adults express the need that their rights and dignities as full human beings be respected,
particularly in care homes. In a similar vein, stigma, discrimination, and ignorance were raised
as issues needing to be addressed. People want to obtain legal assistance when needed, but
the resources do not meet the demand.

Resources: Several national laws (e.g., Title VI of the Civil Rights Act, IDEA, ADA, Section 504,
HIPAA) and policies (Compact of Free Trade Association, Executive Orders) establish rights
and mechanisms for rights enforcement (Office of Civil Rights, federally funded state protection
and advocacy agencies for people with disabilities, i.e., HDRC). Similar rights are encoded in
the Hawai'i Revised Statues. HDRC and Legal Aid are viewed as helpful resources. AMHD,
CAMHD, DDD, Department of Labor and Industrial Relations, Health Insurance Branch, State
and Area Agencies on Aging (AAA) and HSH are among department, divisions and agencies
that provide mechanisms for addressing grievances, complaints and/or appeals and consumer
rights and protection are often stated goals and values. Some provide ombudsman services
(DDD, AAA). DOE, AMHD, CAMHD, AAAs provide informational material on rights, and some
training. DPS may establish a mental health training program for staff that includes sessions on
rights of consumers.

Analysis: The rights that one has and how to enforce these rights can be bewildering,
depending on: (a) settings (e.g., school, inpatient, housing, employment, forensic, etc.); (b) age;
(c) role (e.g., patient, parent, foster parent, employee, employer,); and (d) status (e.g.,
competent, possible harm to self or others, etc). There is a clear need for further education
about rights and the grievance, complaint and appeals processes for enforcing such rights.
Information and materials need to be user friendly, including in the person’s primary language.
There is room for refinement and development of grievance, complaint and appeals processes.
There is a need for balance and common sense; however, as sometimes too much focus on
possible rights violations gets in the way of problem resolution, help or employment. Some
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families find that privacy enforcements limit their access to information and thus are not able to
help a loved one in crisis.

Special Consideration — Seclusion and Restraint, Violence, Trauma and Safety

Needs and Justifications: The AG’s Office continues to investigate cases related to abuse,
especially of dependent adults. Older adults may be especially vulnerable to abuse. Focus
groups report some violence in care homes and residential programs, also feeling unsafe at
night in mixed gender inpatient units. Youth express concern as to bullying practices. Seclusion
and restraint are still being used in Hawai‘i-based inpatient settings. The DOJ Civil Rights
Division report cites use of harmful methods of isolation, seclusion and restraint within OCCC.
There are no DOH clinical practice guidelines for working with children and adults with trauma
histories. There is no activity regarding consumer or trauma survivor involvement and education
on information, resources and rights relevant to trauma-informed care.

Resources: CAMHD secured a 3-year SAMHSA grant aimed at reduction/elimination of
seclusion and restraint. AMHD has added two items into the Quality of Life interview as to
victimization. AMHD MISA Coordinators trained in the trauma treatment Seeking Safety and
some have started Seeking Safety groups. HSH has policies that require staff training on
assessing patients’ experiences of seclusion and restraint, conflict prevention management
resolution, sexual harassment, and patient exploitation. HSH has explicit policies and
procedures in place from screening at admission to conducting a Patient Post Event Interview if
seclusion and restraints are used which guide its practices.

Analysis: The DOH has committed to move toward trauma-informed care, a core component of
reducing and eliminating the use of seclusion and restraint and its resulting trauma, and
understanding how violence impacts the lives of the people being served in order to reduce the
possibility of re-traumatization. Projects, such as the CAMHD Cultures of Engagement in
Residential Care, the reduction of seclusion and restraint at HSH and local hospitals, and the
training of staff on Seeking Safety are some of examples of the initial projects. There is,
however, no established plan and identified resources for trauma-informed knowledge and skill
training and application system-wide.

NFC Goal 3: Disparities in Mental Health Services are Eliminated

Introduction: Equal access to the best available mental health services is not a reality in
Hawai‘i. Even with no one dominant ethnic group and the highest percentage of Asian and
Pacific Islanders in the United States, disparities exist for many ethnic populations. According
to the NFC, ethnic minorities face many barriers when seeking help such as mistrust of
treatment, different cultural ideas about health and mental iliness, access to health insurance,
and discrimination. In addition, communication patterns and language differences prove
challenging for providers to accommodate. Rural and remote areas face disparities where there
is a dearth of professionals and services. This issue is particularly pertinent to Hawai‘i given its
unique geography (i.e., an island state) where people are separated by distance and water.

Recommendation 3.1: Improve access to quality care that is culturally competent.

Needs and Justifications: Ethnic disparities exist in the delivery of mental health services.
Using data from the AMHD, ethnic groups such as Japanese, Chinese, and Micronesians tend
to be underserved in comparison to numbers in the general population. Other groups, such as
Native Hawaiians, are among the highest in multiple indicators of poor health and are over-
represented in receiving mental health and substance abuse services. Both those over- and
under-served ethnic minorities have been found to be among the least satisfied with recovery
outcomes and participation in treatment planning. Ethnic minority consumers may not seek
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services due to heightened shame or stigma, and they may have a different conceptualization of
mental iliness and deal with emotional problems within the family or community instead of
seeking professional help. Overall, there is a call for culturally competent services and the
infrastructure on which to support its development. Additionally, the need to finance indigenous
practices such as use of herbal medicines, Ho‘o ponopono, or talking with kupuna is also
requested. Language barriers limit access to professional treatment even though Federal law
requires those programs which receive Medicare or Medicaid funding to provide language
accommodations. Yet even those ethnic minorities who speak English often encounter
communication barriers and lack of understanding. This may lead to providers misdiagnosing or
misunderstanding what is being asked of them.

Resources: Hawaii’s ethnic diversity is generally viewed as a source of strength. Many believe
that persons living in Hawai‘i are more aware and tolerant of different points of view and
cultures. Hawaii’s diversity also permeates state departments and private agencies providing
mental health services. The need for cultural competencies and services are acknowledged in
numerous state departments. The AMHD has a Director of Multicultural Services, and the
CAMHD has a cultural resource specialist. Cultural competency is mentioned in all of their
service area plans. Provision for interpreters has been implemented within AMHD and CAMHD,
including HSH, and the County of Hawai‘i. Several state and private providers have
incorporated culturally-based principles and activities into their treatments. Susannah Wesley
Community Center and Catholic Charities Immigrant Services are resources for immigrant
populations. Wai‘anae Community Mental Health and Queen Lili‘'uokalani Children’s Center
specialize in services for Native Hawaiian populations. Ethnic groups have natural support
systems such as communities, spiritual healers, and churches that formal service providers
could utilize to help identify and engage individuals in treatment.

Analysis: The strength of the diversity in Hawai‘i makes it easy to find overwhelming support
for cultural competency and elimination of disparities for ethnic minorities. Mental health service
providers in Hawai‘i have a heightened awareness of the importance of cultural issues in
providing treatment to ethnic minorities. Despite this awareness, state departments and private
providers are at different levels in developing infrastructure to address this issue. Efforts are just
underway to provide a culturally competent workforce through education, trainings, and formal
competencies. Attention is also being given to improving use of translation and interpreter
services. The sheer number of different languages spoken throughout the state means that
demand for interpreters outpaces the availability. In addition to addressing language barriers,
programs are working to incorporate cultural values and activities and indigenous practices in
treatment interventions, as well as hiring ethnic minority staff. As with interpreter services, the
availability of specialized programs and interventions do not keep up with the need for many
reasons, not least of which include lack of funding and geographic dispersion of various ethnic
groups.

Recommendation 3.2: Improve access to quality care in rural and geographically remote
areas.

Due to the unique attributes of Hawai'i’'s five major neighbor islands, each of them will be
discussed individually.

Maui

Needs and Justifications: Maui does not have a full array of services and a shortage of
providers. There is a general shortage of mental health workers. A high number of people with
mental iliness are homeless, and those that have been approved for HUD have long waits to
find housing due to a tight market. Substance abuse is a problem, as Maui has the largest
percentage of AMHD consumers requiring substance abuse services (31.8%) as well as
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children and adolescents (19%) identified as being at elevated risk for substance abuse.
Access to services is another challenge, as the criminal justice system has been the point of
entry for many older adults, individuals with developmental disabilities, and persons with
traumatic brain injury. Thus, the number of inmates requiring health services is much higher
than national averages (30% versus 20%). Mental health needs on Maui are more pronounced
in Hana, a small rural community with a large Native Hawaiian population. Thus, the treatments
that are provided cannot be brought in without consideration of the cultural fit. Residents are
reluctant to seek services due to stigma and living in a small town where everyone knows your
business. Some of the more pressing issues are crisis management, housing, and a high teen
pregnancy rate.

Resources: Despite the stated needs, Maui does have a relatively large array of services, and
actually only Hana has been designated as a professional shortage area. In addition, Maui has
a number of consumer advocacy agencies. Even in shortage areas, Maui offers an array of
services, and telepsychiatry with O‘ahu providers is utilized to supplement psychiatric services.
Analysis: Although not as rich in resources as O‘ahu, Maui does have a broad array of mental
health services for both adults and, to a lesser extent, children. Shortages do exist, particularly
in psychiatry, housing, dental services, and transportation. Service disparities are most
pronounced in the rural area of Hana. Many of the problems Maui faces are statewide issues.
Thus, improvement in these areas is tied to infrastructure efforts throughout the state.

Lana‘i

Needs and Justifications: One of the primary needs is basic access to psychiatric care.
Physicians at the Straub Clinic have been gatekeepers to mental health services. There is no
psychiatrist with a daily practice. Two psychiatrists commute to Lana‘i on a weekly or monthly
basis. Those with SPMI have very limited psychosocial rehabilitative services. The CAMHD
purchase of service (POS) treatment providers come from Maui between once a week and once
a month. Also contributing to the lack of services is the small population, as most agencies and
departments allocate positions based upon numbers in the catchments’ area. With such a small
population, Lana‘i is not considered a mental health shortage area. Service provision by
persons living off island has been problematic. There are no inpatient psychiatric or residential
substance abuse services. Acute or residential needs must be obtained on Maui or O‘ahu.
Lanai’s large first generation Filipino population also challenges service delivery. Systems of
care need to understand better the needs of this population and deliver interventions in
response to these needs.

Resources: Lana'i has access to an array of services for adults by local providers that include:
crisis mobile outreach, AMHD community-based case management, consumer resource funds,
warm lines, psychiatric emergency services (by phone), outpatient substance abuse treatment,
a small community mental health center, and bilingual access line. Lana'i city has received
grants for developing a drug-free community. Locally provided children services include:
counseling services, School Based Behavioral Health services, and after school programs for
children. Local providers know the community well and are dedicated, many virtually being on-
call 24 hours a day, even if this is not formally part of the job description. There is strong
collaboration and communication between local providers that result in integrated services. The
two physicians at Straub are skilled in identifying mental health issues for people who present to
the emergency room, and they refer on to mental health professionals.

Analysis: The Lana‘i community has worked to maximize their resources to service the
community. Collaborative partnerships, flexible roles, leveraging resources, and regular
communication across all social services have helped to promote mental wellness. This type of
collaboration appears to be what the MHTSIG grant is attempting to develop within the entire
state system. Still, Lana‘i has substantial needs that it prefers to be met by local providers.
However, for this to occur, many advocate flexibility with formulas that determine allocation of
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positions or funding within agencies and departments. Developing locally born providers
through education and training is felt to be important for continuity and culturally competent
care. Notably missing is information on the use of telemedicine to improve access.

Moloka‘i

Needs and Justifications: The service needs found in Moloka‘i closely mirror those on Lana'i.
Moloka'i has a limited number of services and providers with calls to expand even basic mental
health care and bring in more comprehensive services. Similar to Lana‘i, there are no full time
psychiatrists on Moloka‘i. Psychiatric services are provided by visiting psychiatrists on varying
schedules. The QMC psychiatrist provides services through telemedicine to Moloka‘i residents.
Often there is a need to travel to Maui or O‘ahu for specialized treatments such as inpatient
psychiatric care and residential treatment for substance abuse or co-occurring disorders. Many
developmental disability treatments also require a person to go off island. Additionally, few
psychosocial rehabilitative services are available on Moloka‘i to help consumers transition from
higher levels of care (e.g., inpatient or residential) back to the community. Although Moloka‘i has
a small population and limited social services, coordination between different mental health and
other state department agencies has been identified as a problem. In particular, respondents
note the need for greater coordination in youth transitioning to adult services, between the DOE
and other providers, and between the DOH and police/criminal justice system. The
predominance of the Native Hawaiian population on Moloka'i leads to the community asking for
services that are culturally competent, in particular, services that have proven effectiveness with
Native Hawaiian people. Moloka iresidents want a voice in determining the types of services
that they receive. As is seen in many rural areas, stigma issues are viewed as more
pronounced in Moloka'‘i due to the small population where everyone knows everyone else.
There is a need to train and grown Moloka‘i-born and raised mental health professionals.
Resources: Moloka'i has services for children and adults provided by local agencies and
organizations. There is also a full time psychologist and one that flies in three times a week
through Napu‘uwai Native Hawaiian Health Care. Moloka'i’'s sense of community is a source of
strength, as are indigenous helpers such as kumu and kupuna, and strong family and spiritual
values.

Analysis: Similar to Lana‘i, the strong sense of community and cultural identity, in this case the
Native Hawaiian culture, have fostered a caring and resourceful community when it comes to
supporting its residents’ mental health needs. The island’s reliance on outside mental health
professionals for the majority of care has often felt foreign and in conflict with its own cultural
identity. This has led to perpetuating stigma and lack of care utilization.

Kaua‘i

Needs and Justifications: As is the case with other neighbor islands, Kaua‘i has a limited
number of services and providers which leads to the call to develop more options. The Waimea
district and Ho‘olalahui Community Health Center are considered mental health professional
shortage areas. Residents report a significant need for greater on-demand capacity for acute
psychiatric services. This shortage results in many people not receiving appropriate treatment
for acute psychiatric crises or being discharged prematurely when acute care is delivered.
Similarly, there are no substance abuse detoxification services or adult residential substance or
mental health treatment. Seeking treatment off island, particularly for extended periods of time,
is experienced as highly stressful for the consumer and family members. There is a call for
more evidence-based services and better access to housing supports. There is a shortage of
child psychiatrists with only one in the public sector and one in the private sector. Children
services are also limited especially for special populations such as those with autism,
developmental disabilities, and traumatic brain injury. Another area of need is cultural and
linguistically competent services. There are high percentages of Filipinos, Japanese, and Native
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Hawaiians who may have different ideas about mental iliness as well as a different pattern of
help seeking behaviors [W303]. A related issue is stigma, as the effects of stigma on seeking
mental health services is purported to be more pronounced for Asian and Pacific Islander
populations.

Resources: Kaua'i has services for children and adults provided by local providers. Despite
some holes in services, Kauai’'s mental health system for adults appears to be working well. For
example, Kaua'i has the highest treated prevalence rate in the state and sentinel events are
among the lowest. The percent of current substance abuse and legal involvement among
AMHD consumers Kaua'i is relatively low. Although not optimal, the ratio of adult psychiatrists
to the population is better than on other neighbor islands. An inpatient substance abuse
treatment unit for children and adolescents is currently being constructed.

Analysis: Despite significant service gaps, Kaua‘i’'s mental health system for adults with SPMI
appears to be strong as evidenced by AMHD service data indicators. There appears to be
fewer and/or less comprehensive services for children, particularly in the area of accessing child
psychiatry and services for special populations. Without a centralized crisis line for directing
families to services, access to and coordination of services for children is another challenge.
Many of Kaua'‘i’'s problems such as youth to adult transitional services, crisis mobile outreach
training, data sharing, cultural issues and stigma are challenges for the entire Hawai‘i mental
health system. Due to the data unavailable for this analysis, no conclusions may be drawn
about what particular issues may be contributing to the gaps in child services, and it is not
known whether treatment for people not eligible for AMHD is keeping up with community needs.

Big Island

Needs and Justifications: Designated as a rural population and its large size mean that
resources are often spread out across the island, resulting in limited access to care. This is
exacerbated by the fact that many consumers do not have access to transportation and rely
heavily on the bus or rides from others. The AMHD has identified transportation as the single
greatest barrier to accessing its services on the Big Island. Given the geographic remoteness of
the island, Hawai‘i County is experiencing an enormous workforce shortage. Hawai‘i County has
even been designated as a Mental Health Professional Shortage Area by the State. AMHD
Community Mental Health Centers on the island are understaffed, leading to high caseloads for
existing staff. Psychiatric services on-island are extremely limited and consumers are
occasionally being flown to O‘ahu to access care for their medication issues. Departments are
having trouble finding fee-for-service providers who will work in the area. There is a lack of crisis
workers who will provide services in rural areas. As a result, many professionals from outside
the community are brought in from O‘ahu to provide treatment.

Resources: Residents of the Big Island have a strong sense of community pride and self-
sufficiency. Community members want to be included in the design and provision of mental
health and substance abuse services. Efforts such as the C-PAS Grant have attempted to tap
into this sense of community pride by helping local stakeholders build natural supports for
individuals experiencing mental illness. Strong efforts are being made to address the issue of
transportation for Big Island consumers. One innovative resource has been the provision of
transportation by peer specialists, and the CMHCs issues transportation passes. The Office of
Social Ministry (OSM) is conducting homeless outreach and mental health education. Further
efforts to house individuals experiencing homeless have been conducted. Crisis services are
also available in many areas of the Big Island. When these programs aren’t easily accessible
due to geographic remoteness, the communities have begun to build their own services.
Analysis: Many of the needs highlighted within the data can be attributed in part to the
geographic remoteness of Hawai‘i County. Even the workforce shortages that are putting such
a heavy strain on existing providers and limiting available services to consumers can be
associated with the challenges of recruiting and retaining individuals to live and work in isolated
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communities. There is a call to educate and engage local stakeholders and community leaders
in mental health service development and implementation. Generational trauma has left many
members of the community guarded about accepting services from those outside their
community. Keeping that in mind, many have emphasized that more collaboration and training
is needed between community groups and outside providers. The forthcoming fiscal analysis
may assist in better understanding how to match the lack of economic opportunities with mental
health workforce shortage.

NFC Goal 4: Early Mental Health Screening, Assessment, and Referral to Services are
Common Practice

Introduction: The President's New Freedom Commission on Mental Health identified early
mental health screening, assessment and referral to services as crucial to the transformation of
behavioral health care in America. Research shows that the early detection of mental illness
across the lifespan can lead to better long-range outcomes for consumers, improving their
resiliency and stimulating their recovery. A necessary component of early intervention is
reaching individuals across the lifespan. As the following recommendations and special
considerations will demonstrate, Hawai'‘i is making a strong effort to transform early intervention
services. Through increased screenings system-wide, greater interagency collaboration, and the
expansion of existing services, more individuals with mental illness would be screened and
treated early.

Recommendation 4.1: Promote the mental health of young children.

Needs and Justifications: The state has declared a vision that “All of Hawai‘i’s children will be
safe, healthy and ready to succeed.” The promotion of mental health for young children serves
as an integral part in achieving this goal. Unfortunately, several barriers prohibit all children from
receiving the services they require. Issues that contribute to the problem include inadequate
eligibility policies, insufficient and fragmented services, limited workforce training, poor
organizational collaboration, fragmented data collection processes, funding limitations, and
insufficient avenues for family involvement. There is a need to have more comprehensive and
consistent eligibility criteria that allow a larger number of children to gain access to early
intervention programs. While the most valuable tool to improve early mental health intervention
for children is screening for symptoms or risk factors, third party payment for screening and
prevention seems to be insufficient. As such, mental health screening is not typically
incorporated as part of regular pediatric evaluations. An important area is the need for all
children to have access to preschool or Healthy Start Programs. These programs help fortify
learning and social skills while at the same time provide a setting where early signs of difficulty
can be addressed. Even when children are screened and problems are identified, the level of
fragmentation found in the system makes it difficult for children to obtain comprehensive
treatment services. This is especially true in rural and remote areas where service delivery
challenges are exacerbated by cultural diversity and insufficient resources. Furthermore, time
lags in receiving services and discontinuity of services at arbitrary points compound the
problem. The lack of collaboration between service providers and the many layers of
government involvement (e.g., county, state, federal) prevent the seamless delivery of services.
Lack of insurance payment also poses barriers for parents seeking services. It has been
estimated that Hawai‘i has 14,000 uninsured children who are not enrolled in the State’s
Children’s Health Insurance Program (SCHIP) even though they qualify. In addition to focusing
on programs, caregivers need education on the early signs of mental illness or developmental
problems. There is a need to find better ways to get families involved before problems arise as
well as include them in the decision-making process.
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Resources: Hawai'i's current Early Intervention System (EIS) provides many resources on
which to draw. The State of Hawaii's legal statutes mandate mental health services for youth.
The Hawai‘i Early Childhood Education and Care (ECEC) Coordinating Committee helped
develop guidelines to expand the system. The state has also received several grants that have
helped identify current needs and foster collaborations between agencies in hopes to expand
early intervention efforts. For instance, the Early Childhood Comprehensive Systems (ECCS)
Planning Grant, the Early Learning Opportunities Grant, Hawai‘i Early Childhood Education and
Care (ECEC) Coordination Committee and the School Readiness Taskforce are all working on
these endeavors. The DOE and the CAMHD are also collaborating to expand the system to help
ensure comprehensive service delivery. Collaborations between the public and private sectors
have allowed for the implementation of Head Start Programs and Early Childhood Programs
statewide. Some efforts have been made to expand these preschool programs, such as adding
early education classrooms in Kamehameha pre-schools across the state. Furthermore,
organizations such as the Pauahi Keiki Scholarship (PKS) Preschool Program awarded over $1
million dollars in scholarships to 198 Hawaiian 4 year olds during 2002-2003. Partnerships
between the UH and Kamehahmeha Schools are working to ensure that early educators
develop skills for screening children in their classrooms. Core competencies and content
standards for preschools have been developed as well as tools and materials to help children
transition to kindergarten. These are important in strengthening the prevention of mental health
problems.

Analysis: Hawai‘i has many resources in place for providing early intervention services. The
state appears to be making gains in areas of identifying needs and obstacles and expanding
some of the programs that are already in place. However, there are still gaps in the system. A
contributing factor in not reaching all of Hawai‘i’s children is the difference in eligibility criteria
across programs. Overall, the variability in services across communities presents a challenge to
provide comprehensive services. Infrastructure development and greater use of data to identify
gaps provide the means to build consensus and consistency in this area. A uniform data
collection process would allow improvements in monitoring the quality of services and help
identify gaps in the system. Another area which would strengthen mental health services to
children is workforce training to increase the number of qualified workers. Lastly, increasing
parent involvement in the early intervention process needs to be addressed. More generally,
many recommend a broad-based approach to education about resources and early warning
signs would benefit children by connecting them with community-based resources

Recommendation: 4.2. Improve and expand school mental health programs.

Needs and Justifications: After eleven years of Federal oversight under the Felix Consent
Decree, DOE and CAMHD have made substantial improvements in the expansion of school
mental health programs. As a result, recent efforts have shifted away from school mental health
programming and more toward enhancing partnerships among child-serving systems.
Interagency collaboration among child serving systems has become more challenging following
the end of the Felix Consent Decree in May of 2005. The partnership between the DOE and
CAMHD that developed under Felix has inadvertently created a bifurcated system of care,
where children with low-levels of need are treated by DOE and children with high-levels of need
by CAMHD. This two-tiered organizational structure does not adequately address the broad
spectrum of behavioral health needs for this population. Furthermore, it has created an
imbalance in the provision of services. The DOE, whose main charge is the provision of
education, has become overwhelmed with students needing behavioral health services.
Conversely, CAMHD, whose main charge is the provision of mental health services, has seen a
significant drop in enrollment since Felix. Coordinated services are not only needed within DOE
and CAMD, but for all agencies providing child services, including the DHS, the DOJ, and the
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AMHD. Currently, each of these child-serving systems has different eligibility criteria, standards
of practice, paperwork, terminology, policies and procedures, and assessment tools. Many
agree that the result is a fragmented system of care that has left many children falling through
the cracks. Gap groups have emerged who are not served through the current school mental
health programs, these include those ages 18-25 and children who are demonstrating mild-
behavior problems, but who have not been identified as requiring 504 or IDEA (Individuals with
Disabilities Education Act) services. Non-IDEA/504 students are not eligible for mental health
services in either CAMHD or DOE.

Resources: With the introduction of Felix, the DOE and the CAMHD collaborated to develop
an integrated system of care for Hawaii’s youth. To provide an infrastructure for service
provision, the DOE developed the Comprehensive Student Support System. The DOE also
instituted School-based Behavioral Mental Health, which provides an array of services. More
recent endeavors have focused on maintaining collaborative efforts in the absence of Federal
oversight. DOE and CAMHD are working collaboratively to develop standards of practice for
behavioral health services provided to students. The State Interagency Quality Assurance
Committee is finalizing a memorandum of understanding to facilitate effective services for youth.
Another DOE initiative is the Hawai‘i Communities of Practice, which aims to increase inter-
departmental and community collaboration around children’s issues. Resources have also been
directed toward eliminating gap groups such as the transitional age youth. AMHD has worked to
develop infrastructure to improve the transition for eligible youth moving into adulthood through
greater collaboration, training, and consultation.

Analysis: Although the provisions of services for school-age youth have improved substantially
since the inception of Felix, more work is needed to strengthen interagency collaboration. While
the data shows that the DOE and DOH-CAMHD have worked hard to improve behavioral health
services for youth, other departments and divisions also need to be involved. Also, initiatives are
needed which increase collaborative partnerships and provide more seamless care from the
youth and family perspective. Greater strides need to be made in involving consumers in all
phases of collaborative planning efforts. One striking need that arose time and time again is to
address the gaps in services and programs for transitional youth. Currently, no single agency
has jurisdiction for assisting this population, and, therefore, no one is being held accountable for
meeting the needs of transitional youth. The same could be said for non-IDEA/504 students,
who are also identified as having unmet needs. Without information in the current data
regarding the resources for non-IDEA/504 students, further inquiry is needed in order to
determine whether adequate services exist for these populations. Also missing from the data
was the extent to which teachers and educational support staff are trained to identify and
address mental health issues within school settings. Without more information regarding mental
health training for school staff, an adequate assessment of need is unavailable.

Recommendation: 4.3 Screen for co-occurring mental and substance use disorders and
link with integrated treatment strategies.

Needs and Justifications: There is an increasing demand for co-occurring mental illness and
substance abuse (MI/SA) services in Hawai'i. The current system of care is having difficulty
keeping up with rising service and resource demands. Coordination of care between AMHD
and Alcohol and Drug Abuse Division (ADAD), including the use of different assessment tools
and the adherence to different standards of practice, make it difficult to discern whether
individuals treated for both substance abuse and mental health issues are receiving appropriate
services. Specialized services for sub-sets of the MI/SA population who demonstrate high-levels
of acuity are also warranted, including homeless, youth, pregnant women, criminal offenders,
and users of methamphetamines. The use of crystal methamphetamine has also placed a strain
on existing MI/SA programs, which have had to adjust services to meet the needs of this
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growing population. Rural and remote areas do not have the resources needed to
accommodate the rise in drug usage. The unique attributes of the culturally diverse communities
need to be addressed. Participants in the Co-Occurring State Incentive Grant (COSIG) Needs
Assessment identify culturally competency as a core area for improvement within treatment
providers. Many stakeholders agree that more efforts are needed to educate the public about
substance abuse and mental illness.

Resources: The State is aware of the growing needs of the MI/SA population. The Office of the
Governor was awarded the Strategic Prevention Framework State Incentive Grant (SPFSIG) to
prevent and reduce substance abuse and dependence. AMHD and ADAD are collaborating to
improve service provisions to persons with MI/SA, including the COSIG Strategic Plan, which
has made a series of recommendations for the integrated treatment of co-occurring substance
use and mental disorders. A number of substance abuse and mental health service agencies
exist within the State. More targeted services are now being developed that address needs of
certain sub-sets of the MI/SA population, including prevention programs for youth, pregnant
women, criminal offenders, and for individuals on conditional release who are transitioning from
the hospital back into the community.

Analysis: Substance abuse and mental health programs and facilities have been unable to
meet the high treatment demands of the MI/SA population. Despite all the resources highlighted
throughout this analysis, it appears that even more are needed. From children to adults to the
elderly, the incidence of substance abuse in behavioral health programs is on the rise. Although
efforts are underway to address the growing need, integrated treatment programs remain
limited, and services are not available on-demand. Special programs for specific sub-sections of
the MI/SA population are even less available. The need for these resources is felt even more
strongly within rural and remote areas. Given these needs and disparities, system-wide
integration becomes extremely important. Although collaborative efforts are underway between
AMHD and ADAD, it has not yet converged in improving delivery of integrated services that
address all quadrants of the MI/SA population.

Recommendation: 4.4 Screen for mental disorders in primary health care, across the life
span, and connect to treatment and supports.

Needs and Justifications: Mental health screening across the life span and referral to
appropriate services is greatly needed within primary care. The Federally mandated “Early
Periodic Screening, Diagnosis, and Treatment” (EPSDT) Medicaid program requires that
children age 0-21 years old are screened and treated for mental health issues during “Well Child
Checks”. However, questions arise over how well this service is being applied. Many cite the
need for better coordination between the medical home and the early childhood education
system to improve screening, assessment, and referral. Increasing collaborative efforts
between primary care and early intervention services could improve the early detection of
mental illness in young children. Once screened and assessed, improvement is needed for
better coordinated referrals from the hospital to the community, or from the medical home to the
non-medical home. On the treatment end, it appears more resources are needed within the
community to treat incoming referrals. This is especially true in rural and remote areas, where
access to these services is limited, often because providers live off-island or recipients have to
travel long distances to access services. As a result, there has been an increasing demand on
community health centers to provide a broader range of services. To improve the State’s ability
to detect mental illnesses and provide interventions early, more specialized services are needed
within rural and remote communities, and funding streams need to be examined. Currently,
mental health screenings are not covered by 3™ party payers. Funding streams that do not
support mental health screenings in primary care and the private sector provide a barrier to
improving this practice.
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Resources: Systems are already in place for screening, assessing, and referring individuals
within the primary care system. Furthermore, rural and remote areas do have some access to
community hospitals and health agencies that conduct routine screenings. Currently, there is a
Native Hawaiian Health Agency on every island, in addition to hospitals in rural and remote
areas with acute and long-term care capabilities. Another resource to assist in connecting to
treatment is the DOH-AMHD Access Line, which serves as a crisis hotline, the single point of
entry for AMHD services, and resource to for referral. Similarly, the 24hr Crisis Stabilization
Telephone line is available to assess youth whose health may be in jeopardy due to mental
illness. DHS and DOH are collaborating to improve early screening. The Healthy Child Care
Hawai'i Initiative is improving integration between Early Childhood Education providers and
health professionals. Lastly, the Hawai‘i Medical Home Implementation Project for Children with
Special Needs bridges the gap between ECE systems and the Medical Home.

Analysis: The data reveals that mental health screening, assessment, and referral in primary
care is not occurring on a routine basis due to many barriers. Fortunately, there are some
standardized screening tools that are regularly used which could be modified to include mental
health. Having the DHS Director’s leadership and support at DHS for increasing fidelity to
EPSDT screening provides an opportunity to include better mental health screening. Missing
from the data was the extent to which medical staff is trained in mental health screenings,
assessments, and referrals. Further inquiry would help to better understand whether training
tracks already exist for primary care providers in the area of mental health screening. Yet as
Recommendation 4.4 advises, screening is only the first step in helping those in need. Linking
to services proves challenging due to a gap in knowledge and limited mental health treatment
availability, especially care for specialized populations. These limits are particularly felt in rural
and remote areas. More information would be needed to better understand the extent of this
problem.

Special Consideration: 4.5 Geriatrics

Needs and Justifications: High rates of depression and medical comorbidity exist in the older
population, presenting an increased challenge to health care providers who may not have the
time or training to properly conduct mental health screening. From a consumer perspective,
difficulty in accessing services may serve as a barrier to early intervention. Yet early
intervention is only as good as the connection to further assessment and treatment. The growth
of Hawai‘i’s elderly population (65 years and older) underscores the need to build capacity for
treatment services. Many of Hawai‘i’s elderly live in rural areas, are recent immigrants and are
poor, with increasing numbers living with mental illness, dementia and other health problems.
The older population has a high rate of comorbidity, and over one-third of those who are 60
years and older have at least one disability. Geriatricians and geriatric psychiatrists are in short
supply, with little to no availability to communities on the neighbor islands. Primary care
physicians are often the sole source of health care for older adults, but they do not always have
the training or the time to provide geriatric and mental health assessment. Additionally, limits in
mobility, transportation, and social support require that services are easily accessible. Older
adults unable to live independently due to care needs are also confronted with a critical
shortage of long-term care options (e.g., skilled nursing facilities, intermediate care facilities, in-
home care). Caregiver burden is a reality and counseling, emotional support and respite
services are needed. In addition, many caregivers are older themselves and may be challenged
by their own health and financial issues.

Resources: A number of State and Federal programs and public and private sector
organizations are already in place to address the extensive needs of Hawaii’'s elderly. These
include comprehensive services available through the AMHD for older adults with SPMI. The
state has one inpatient behavioral health unit in Wahiawa for acute geriatric psychiatry care. In
addition, the Queen’s Medical Center has a geriatric psychiatry clinic on O‘ahu for outpatient
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care. State and federally-funded programs provide programs for elderly with mental health
problems, including a SAMHSA grant to increase capacity of mental health and social services
for the 60+ population and provide caregiver training, a UH JABSOM fellowship program in
geriatric medicine and psychiatry, and a federal grant to develop an Aging and Disability
Resources Center (ADRC) in Hilo. Funding from sources such as the Maui Community
Development Block Grant and the Housing and Urban Development Resident Opportunities
Self-Sufficiency program is also available for low-income housing and housing for people with
disabilities. Other programs (e.g., Kupuna Care, Expanded Adult Residential Care Home) are
operating to meet the functional needs of older adults who are no longer able to care for
themselves at home.

Analysis: The current supply of resources is unable to meet the demands of the increasing
aging population in this state. Barriers to limited resources (e.g., financial, geographic,
eligibility) are heightened because of geographic dispersion. From early screening to treatment
needs, shortages in geriatric specialty-trained professionals exist on all islands and are most
prominently felt on the neighbor islands. Collaboration among current providers has helped to
leverage the existing resources as well as provide improvements in service access, such as the
ADRC project in Hilo. As with improving mental health for children, the needs of loved ones and
caregivers must be addressed since they play a key role in the mental health of the elderly.
Appropriate care for those with the greatest needs has hit a critical shortage, and the problem is
compounded for those with SPMI. The collaboration between the AMHD and Office of Health
Care Assurance (OHCA) to use the E-ARCH program as a long-term care alternative for those
being discharged from HSH provides a model for leveraging existing long-term care capacity.
Community-based options such as these may help mitigate this long-term care crisis.

NFC Goal 5: Excellent Mental Health Care is Delivered and Research is Accelerated

Introduction: Scientific research has yielded much knowledge about mental illness and
effective treatments, the latter illustrated by the growing number of evidenced-based and
emerging best practices. Historically, however, there has been about a 15-20 year lag between
research findings and practice implementation. Contributing to this disconnect are
implementation and dissemination problems. In addition, despite our growing knowledge base
in effective mental health treatment, little is known in several important clinical areas: ethnic
minority disparities, long-term effects of medications, the impact of trauma, and acute care.

Recommendation: 5.1 Accelerate research to promote recovery and resilience, and
ultimately to cure and prevent mental illness.

Needs and Justifications: Although Hawai‘i has grown its professional public sector mental
health workforce significantly over the last 10-15 years, it has not led to an increase in research.
Professional public sector staff have limited time outside their normal duties conduct research,
most staff do not have strong research backgrounds, and are not allotted specific time or
incentives to do research. The behavioral health research that is being conducted is not
coordinated, neither among the researchers nor with the service sector. This leads to a
fragmented approach that impedes the application of research findings to improve services or
shape policies. Additionally, some of the federal funding that has been provided for mental
health services research has shifted to finance infrastructure projects. Researchers must now
look to find other means to build an infrastructure for future research on direct practice. With the
goal of recovery and resiliency in mind, consumers and their family members need to be
engaged fully in the research process. Often they feel reluctant to participate, either as a
subject or researcher, due to a lack of understanding and experience with the process.
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Resources: The AMHD and CAMHD have developed strong research and evaluation
partnerships with UH departments related to behavioral health. AMHD-University partnership
has resulted in receiving competitive and non-competitive Federal grants for developing mental
health services data infrastructure, implementing and evaluating new mental health practices,
and improving and building capacity for serving people with co-occurring mental health and
substance use disorders. CAMHD works closely with the School of Psychology at the UH
collect and analyze research data to guide policy and practice, and has been recognized
nationally as a model for this best practice. Faculty in UH schools of psychiatry, psychology,
social work, nursing and public health have interests in mental health research, with over a
hundred doctoral students in these departments currently required to complete doctoral
dissertations. Lastly, the Clinical Research Center provides an infrastructure for training young
researchers to be competitive in applying for federal funding.

Analysis: Despite the fact that many needs emerge in accelerating research to promote
recovery and resiliency, the state has strong collaborations and successful infrastructure grant
projects (including the current MHTSIG) on which to build a research network. The UH
Department of Psychiatry and Schools of Psychology, Social Work, Nursing, and Public Health
have significant interest and student resources to leverage in this arena. Unfortunately, the
current gaps in coordination, funding, data integrity, and dissemination work against these
strengths and seem to maintain the status quo. The CAMHD provides a bright light for the
system in its development and sustainability of an innovative, nationally recognized process to
use service data to drive improvement.

Recommendation: 5.2 Advance evidence-based practices using dissemination and
demonstration projects and create a public-private partnership to guide their
implementation.

Needs and Justifications: Although work has begun to advance evidence-based practices
(EBPs) within Hawai‘i’'s public mental health sectors, many barriers have limited the wider
implementation and dissemination of these models. A particular deterrent to implementation
occurs when some EBPs are not fully reimbursable by public or private insurance. Funding also
becomes an issue for implementation as further financing for demonstration projects beyond the
life of their grants have not always been available. Another important issue for implementation
of EBPs lies in the faithful delivery of EBPs. Unfortunately, fidelity monitoring is not regularly
occurring for programs; many programs have not reached high fidelity practice; and many
treatments and services do not have standardized fidelity measures. This limits the ability to
assess whether practitioners are truly delivering an EBP. The system has struggled to develop
the practitioner-level competencies (e.g., clinical competencies) for EBP practices, and, where
developed, has not systematically embedded these within performance reviews, supervision,
and provider contracts. Yet even if fidelity and practitioner competency for EBPs are met, many
question the effectiveness and penetration of EBPs given Hawai'i’'s ethnic and geographic
diversity. With regard to penetration of EBPs, the availability of EBPs on the neighbor islands is
much more limited than on O‘ahu.

Resources: The Behavioral Health Administration in the DOH has a strong commitment to
providing services with demonstrated effectiveness. The ADAD has worked to implement the
evidence-based intervention motivational interviewing within its contracted service providers.
Both AMHD and CAMHD offer an array of EBPs with many training opportunities funded by
Federal grants. The research and evaluation partnerships discussed within recommendation
5.1 strengthen EBP implementation and dissemination. The Hawai‘i Center for Evidence-Based
Practices (CEBP) is an interdisciplinary organization comprised of faculty and staff from the UH
and AMHD to promote the dissemination and use of EBPs. Likewise, CAMHD has used its
partnership with the UH to bolster its use of evidence-based services within its system of care.
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The Evidenced Based Committee (EBC) is an interdisciplinary organization with expertise in
research and practice that has spearheaded the identification and dissemination of EBP
literature via websites, pamphlets, and trainings. For both the CAMHD and AMHD, workforce
training has been available as part of the implementation of EBPs. Other departments and
agencies are beginning to implement or are planning on implementing EBPs, including the
Interagency Council on Intermediate Sanctions (ICIS), VA, and PSD.

Analysis: Moving recognized effective services to the people who need them remains a
challenge within Hawai‘i. Nationally, implementation and dissemination processes have not
been well researched. What is known to work in moving science to service has not been utilized
throughout the healthcare community. A more comprehensive approach to implementation is
needed which assures that staff training is translated into practice development. The next step
is to develop and embed practitioner competencies into the system in a way that reinforces and
sustains gains made. It has been difficult to grow EBPs beyond the pilot stage and to more
widely disseminate the practices. Financing and/or policy support for projects to continue has
not always been available. Questions exist as to the effectiveness of EBPs with Hawai‘i’s
diverse groups. Cultural adaptations have been developed, however, research on these
adaptations is not available. In addition, the process of community-based cultural adaptation
requires significant staff resources, all of which has been funded with time-limited grants.

Recommendation: 5.3 Improve and expand the workforce providing evidence-based
mental health services and support.

Due to the salience of workforce issues for delivering quality mental health services in Hawaii,
PNFC recommendations 5.3 has been treated as a separate goal (see goal #7 Workforce and
Community Supports), thus will not be described in this section.

Recommendation: 5.4 Develop the knowledge base in four understudied areas: mental
health disparities, long-term effects of medication, trauma, and acute care.

Needs and Justifications:

Mental Health Disparities: Within Hawai‘i’'s ethnic diversity exists gaps in prevalence of mental
health problems and access to mental health services (as noted in Goal 3). The Native
Hawaiian population is represented disproportionately higher in several categories of indicators
associated with poor mental health, and other ethnic minority groups may not be receiving
adequate services. Unfortunately, the scientific literature on effective interventions with Asian
and Pacific Islander groups is scant. Although Native Hawaiian cultural adaptations of
evidenced-based interventions have been developed, the empirical evidence supporting these
adaptations is extremely limited. Research partnerships are needed to build the capacity for
Native Hawaiian and other ethnic minority communities to conduct their own scientifically
rigorous research.

Long-term Effects of Medication: People with schizophrenia have a shorter lifespan and are at
2.5 times greater risk of dying than the general population (Saha, Chant, & McGrath, 2007).
Researchers know that the long term effects of psychotropic medication may have important
health implications, and the widespread introduction of the second-generation of antipsychotic
medication in the 1990’s has led to speculation among scientists of the potential for further
adverse affects on mortality (Saha, Chant, & McGrath, 2007). No studies in Hawai‘i are
investigating this topic.

Trauma: Not much is known about trauma prevalence for Hawai'i's general population or for
those receiving mental health services. Hawai‘i has a relatively high number of Southeast Asian
immigrants and active military who have served in the Iraqg War are at high risk for PTSD.
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Acute Care: Many persons suffering from a mental iliness have received short- term psychiatric
treatment at an inpatient facility or emergency department, but very little research exists to
determine the effects, outcomes, and best practices for acute psychiatric care.

Resources:

Mental Health Disparities: Hawai‘i’'s high percentage of Asian and Pacific Islanders and
geographic diversity make it a desirable location to study the issue of mental health disparities.
Many UH faculty from different disciplines have interest in cultural research. The National
Center of Indigenous Hawaiian Behavioral Health is a federally funded center that has
conducted epidemiological research on Native Hawaiians as well as program evaluation for
clinical practices. The UH-Clinical Research Center is an NIH minority funded infrastructure
program to study health in diverse population and has been awarded Federal funding for
medical research. The Honolulu Asia-Aging Study is a longitudinal federally funded study on
aging and dementia in elderly Japanese males. The Center for Health Care Disparities
Research under the UH School of Nursing is conducting several research projects on health
care disparities. There are some potential local funding sources for small grants for Native
Hawaiian research.

Long-Term Effects of Medication: The UH-John A. Burns School of Medicine (JABSOM)
Department of Psychiatry has conducted clinical trials research. The UH-MHSRET has
conducted a small, exploratory study on medication prescription practices for AMHD
consumers.

Trauma: The National Center for PTSD through the VA in Honolulu is conducting Federally-
funded research in telepsychiatry and treatment of trauma. PTSD is a research interest of UH
faculty in the departments of nursing and UH-Hilo counseling departments. A UH psychology
graduate student under the guidance of MHSRET is currently conducting a study on trauma in
consumers of AMHD. The CEBP has recently developed and disseminated white paper on
developing a trauma informed system of care to increase awareness of the need for further
planning and study.

Acute Care: Acute psychiatric hospitals have medical records that could be use for studies.
Queen’s Medical Center (QMC) ER data has been accessed for a task force examining the
interface between mental illness and the criminal justice system.

Analysis:

Mental Health Disparities: Hawai'‘i appears to have the most strengths and resources in this
area on which to build a knowledge base. Given the interest and strides which have already
occurred within the UH where several federally funded research centers are conducting studies
on ethnic minorities in clinical areas, the state is well poised to continue its efforts. Yet these
resources do not meet the research need. Scientifically rigorous intervention studies are not
being conducted. The research that is occurring has not been coordinated and has limited
funding. The community needs to develop more researchers who come from the target
populations for study, in particular Native Hawaiians. The most pressing focus for disparity
research appears to be the Native Hawaiian population. Strengths and resources already exist
for this area, which include potential in-state funding sources, existing Native Hawaiian
community-research partnerships, and experience in developing Native Hawaiian culturally
informed and enhanced interventions.

Long-Term Effects of Medications: Despite the importance of this issue, few resources and
strengths have been developed to take on this level of investigation. Barriers in this area mirror
those for any research endeavor, but are magnified with respect to cost, data sharing, and time
(for a longitudinal study). Archival study presents itself as the most cost effective and time
sensitive alternative, but the utility of the data for longitudinal studies is not known.

Trauma: Keen pockets of interest in better understanding trauma, its prevalence, treatment
implications, and effective interventions exist in Hawai‘i. These efforts have not been
coordinated due in large part to legal restrictions in sharing confidential information. The natural
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strengths and resources available to build a trauma research collaborative include stakeholders
throughout the state, including federal (i.e., VA, military), state departments, universities and
colleges, private providers, and concerned citizens. These partnerships would need to address
current barriers, not least of all funding and data sharing.

Acute Care: Given the potential database at acute psychiatric facilities, descriptive archival
studies could be done relatively inexpensively. However, the quality of data is unknown. Due to
strict state privacy laws, studying incidence of hospitalizations across institutions or post-
discharge follow up would be more difficult. As with any type of research, funding is an issue.

NFC Goal 6: Technology is Used to Access Mental Health Care and Information

Introduction: NFC Goal 6 recognizes the crucial contribution that technological advancements
can make to enhance the mental health care system infrastructure. In fact, the implementation
of health technologies such as telehealth, electronic health records, and internet-based personal
health information systems are seen as cornerstones of any mental health system
transformation process. These distance-spanning technologies are especially important to
Hawai‘i given our intrastate dispersion across our major inhabited islands and geographic
isolation from the continental United States and Asia.

Recommendation: 6.1: Use health technology and telehealth to improve access and
coordination of mental health care, especially for Americans in remote areas or in
underserved populations.

Needs and Justifications: Access to the latest computer assisted technology and personal
health information is predicated upon having access to appropriate technology portals.

A number of factors clearly support a strong need in Hawai‘i to develop and promote telehealth
and computer based technologies to facilitate access to and coordination of mental health care.
Geographic dispersion and isolation, a smaller than needed mental health workforce, expensive
inter-Island travel, and limited to non-existent public transportation resources on the Neighbor
Islands all converge to limit severely consumers’ and their loved ones’ access to information
and services. Consumers and their loved ones could greatly benefit from having unfettered
access to behavioral healthcare resources deliverable over the internet. To get such benefit,
however, they need both equipment and the opportunity to use it. Just as important, behavioral
healthcare authorities and service providers need the resources, training, and administrative
support to offer such technology-driven services.

Resources: Several entities within the state have received federal grants to promote telehealth
within Hawai‘i and throughout the Pacific region. The UH has also established a telehealth
program to help train professionals in this emerging technology. Telehealth equipment is
available to divisions within the DOH and several courts have been equipped with video-based
capabilities. The Hawai'i Revised Code has included telehealth as a reimbursable medical
service and defined the parameters of its use.

Analysis: Through emerging resources, federal funding, and its central location within the
Pacific Region, Hawai'i is positioned to become a leader in internet supported telehealth
technology throughout the Pacific. Innovation diffusion efforts, however, appear to be
piecemeal and uncoordinated with resources available disproportionately throughout the state.
As with implementation of any new technology, all stakeholders need to be active participants in
the planning and roll out of these advances to assure that they actually make it into regular
practice. Consumers’ and family members’ access to telehealth and computer technology is
inconsistent and unevenly accessible throughout the state. Finally, the distribution of up-to-date
computer resources (hardware, software, human resources) throughout Hawai'‘i is uneven.
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Recommendation: 6.2: Develop and implement integrated electronic health record and
personal health information systems.

Needs and Justifications: Concerns about privacy present a conundrum. Some, mostly
administrators and providers, would like to see a loosening of Hawaii ’s very strict privacy law to
facilitate information exchange and collaboration among behavioral healthcare providers and
systems. Others, primarily consumers and some providers, feel that the privacy laws should be
more strictly enforced because of their experiences with breaches of confidentiality. Many are
concerned about the availability, accuracy, integrity, and safety of service data that would be
serve as the foundation of a PHIS. There is the need for more in-depth education about the
uses of computer technology across all behavioral healthcare stakeholders.

Resources: Several entities are experimenting with the use of EMRs and internet based
service access applications. Data improvement and MIS enhancement activities are underway
and supported through federal grants. Web based information sources are being introduced to
consumers and their families to enhance their access to service information and knowledge of
mental disorders. Hawai‘i has a regulatory statute strictly controlling the situations under which
personal health information can be transmitted.

Analysis: Several demonstration and implementation projects are in early stages while, on the
other hand, technology access and resources are unevenly spread throughout the state.
Introduction of these technologies throughout the state will require a substantial infrastructure
investment that would require funding development to finance these initiatives. Layered within
this recommendation lies the tension between the promise of improvements that these
technologies bring and the great deal of skepticism concerning the threats to confidentiality that
such innovations imply. It is clear that public education and discussion and further analyses are
needed to plan better for technological innovation within Hawai‘i’s behavioral healthcare
systems.

Hawaii Special Concerns: Workforce Development
Recommendation 5.3: Improve and expand the workforce providing evidence-based
mental health services and supports.

Introduction: The importance of focusing on the workforce to deliver quality mental health care
cannot be overemphasized as the vast majority of resources dedicated to helping people with
mental health and substance abuse problems are human resources, estimated at over 80% of
all expenditures. However, the nation, including Hawai'i, is experiencing major challenges in
sustaining and growing this workforce to meet current and future demands. Major structural
problems impede the development of a qualified workforce. Also, the ability for the current and
future workforce to provide quality care is a concern. Workforce development issues in Hawai'i
have reached crisis levels, especially on neighbor islands and in rural and remote areas

Needs and Justifications: At the policy level, Hawai‘i has the immediate need of developing a
comprehensive, long-term mental health workforce development plan. The current State of
Hawai‘i Workforce Development Council (WDC) does not have a specific focus on behavioral
healthcare, and other state agencies and university-based training programs have developed
separate plans. Workforce training policies need to align state and provider organization
certification and credentialing requirements that are built into career ladders within their
agencies/organizations. These need to impact university training programs to support workers
who desire to turn their mental health jobs into careers. Structural changes are also needed in
supporting recruitment and retention initiatives. Local efforts to recruit staff from within rural
communities and who have stronger ties to the area need to be supported. Recovering
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consumers and family members are also underutilized assets to our system of care and efforts
are needed to find ways to include them.

Resources: At the policy level, HRS 202 created the WDC which has a mandate to address
workforce issues statewide across all sectors, including health. They develop statewide plans,
develop plans to coordinate resources, and conduct research. Individual agencies, including
DOH and DHS, have developed workforce development strategies and plans, as have different
departments at the UH that train mental health professionals. Some agencies have
collaborated with some UH departments in developing training programs, including plans to
address workforce shortages and training needs on the neighbor islands. Financial resources
are focused primarily on providing entry-level training through higher education programs in the
university system. A lesser amount goes to current workforce training within existing agencies.
Individual departments at UH and some state agencies have allocated funds to recruit and
retain staff to address neighbor island needs and to increase the number of staff from
underrepresented and underserved minority populations.

Analysis: A collaborative, well-funded, research-based, recruitment and retention program
needs to be developed. Higher education workforce training programs are important resources.
They have developed training plans and coordinated some of their training activities with state
agencies. Areas of improvement include the need to better coordinate their training objectives
and content with actual clinical practice models used by state agencies and agencies contracted
by the state. Gaps appear across all training programs in addressing specific problems related
to rural areas, and in developing the capacity of consumers and family members to work in
mental health system. Consumers and family members are valuable assets in our mental
health system of care that are not fully utilized by our system of care. They are currently
providing a range of services and training as peer specialists, peer mentors, support group
leaders, case managers, and behavior therapists in the home. They need to be recognized as
members of the mental health workforce.

Hawaii Special Concerns: Natural Supports
Recommendation 5.3: Improve and expand the workforce providing evidence-based
mental health services and supports.

Introduction: In Hawai‘i's project, the concept of “workforce” has been broadened to include
those “natural supports” available outside of formal systems of care that provide material and/or
emotional support with the purpose of supporting the recovery of consumers, children, and
youth with mental iliness. Natural supports are provided by family members, peers and
consumer run organizations, advocacy groups, friends, community members, fellow workers
and supervisors, churches, or other faith-based organizations. Coordinating these natural
supports with formal systems of care could be considered an emerging best practice in
workforce development based on lived experiences in an area where scientific research is
limited. Natural supports appear to be especially effective when formal services are unavailable
(e.g. rural and geographically remote areas), unacceptable (e.g., among populations where
economic factors and/or sociocultural preferences restrict utilization), or when gaps are
encountered (e.g., during transition periods and reintegration into the community). Coordinating
and collaborating with natural supports in all areas of the system would have a significant and
positive impact on the effectiveness of practices and services as well as support issues related
to workforce shortages.

Needs and Justifications: Hawai‘i needs to develop policies that support the coordination,
collaboration, and, at times, integration of natural supports into systems of care. Recognition of
natural supports as an emerging best practice is important in justifying its place within the
system. Research to develop best practices models needs to be conducted. Workforce training
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needs to focus on effective integration of consumers’ natural supports into prevention programs,
assessment and treatment interventions, and discharge plans. University training programs
need to include research-based knowledge on natural support systems in course content and
clinical training experiences. Mental health programs and services need to provide support to
enhance, enrich, and maintain these supports. Clear guidelines on the roles, responsibilities,
and qualifications of those individuals who provide naturally occurring support services are
needed. Complex issues related to ethics, confidentiality, consent, and compensation need to
be examined. Research and service data to document the effects of natural supports on
consumers, children, and youth is also needed.

Resources: Many consumers become natural supports during the course of their recovery.
Advocacy organizations such as NAMI and Mental Health of America (MHA) of Hawai'i provide
this resource where family members volunteer their time to create a caring community. The
lived experiences of consumers, family members, and other loved ones and friends represent a
resource that can greatly enhance our systems of care. Hawai'i is unique for its embracing of
the Hawaiian value of ‘ohana, which emphasizes the collective well-being over individual well-
being, and which serves as the foundation from which many natural support networks are
based. Consumer-run organizations offer a range of community-based and peer-initiated
supports to foster an ohana atmosphere and assist members in developing social skills,
friendships, and social support networks. Churches and faith-based organizations provide a
significant amount of caregiving to members and communities in which they are located.
Churches that are ethnically-based provide valuable services in directing people who are recent
immigrants, non-English speaking, or from cultures unfamiliar with mental health systems to the
appropriate health clinics or services. They also collaborate with case managers to engage
individuals who are reluctant to seek formal assistance but are looking to the church for help.
Analysis: Despite the fact that very little research exists to help guide the effective
collaboration and interaction of natural supports with the formal system of care, it is clear from
the data here that natural supports provide significant assistance. These resources can be
connected to the formal services provided to consumers, youth, and families to assure
coordination and support for recovery. Coordinating natural supports with formal services
provides an opportunity to fill in the gaps and meet needs in ways not possible in the current
system. Many ethnic groups view the church as the most comforting natural support system and
the best resource in the community for multiple needs. This is especially important for
immigrants, who may feel isolated and who seek support from churches to access other
resources and support networks in the community. Hawai'i is a unique place where the
Hawaiian cultural emphasis on ‘ohana strongly influences community values and strengthens
appreciation of natural supports. This value on the family presents unique opportunities for
Hawai‘i to create a strong mental health system that can extend deep into the community and
provide a comprehensive support network across multiple domains to assist efforts by
consumers for full recovery.
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CHAPTER 1: HAWAI‘l MENTAL HEALTH OVERVIEW AND
BRIEF RECENT HISTORY OF THE HAWAII MENTAL HEALTH SYSTEM

This introductory chapter of the Needs Assessment and Resource Inventory presents a general
overview of mental health in Hawaii and recognizes significant events in the history of the
development of mental health services. Following discussion of the prevalence of mental illness
in Hawaii, discussion will broadly focus on recent accomplishments, known challenges, and the
opportunity presented by Hawaii's Mental Health Transformation State Incentive Grant.

Hawai‘i’s Population Demographics

Hawai‘i is notable by its ethnic diversity. Figure 1 shows a breakdown of the most prevalent
ethnicities (Healthy Hawai'i Initiative, 2004). Within the “Other” category are numerous ethnic
groups that include multiple groups from Micronesia, Polynesia, and Southeast Asia, speaking
hundreds of different languages and dialects. Hundreds of languages and dialects are spoken in
Hawai‘i. The gender distribution within the State is 50% female and 50% male.

Chinasa (5%)

Other (17%) Fillpino {142}

Japanase (17%)

White (24%)
D

Mative Hawalan (23%)

Figure 1. Race and Ethnicity in Hawai'i

This diversity is a function of over 200 years of foreign migration to Hawai'i. Migration continues
at a significant rate even today; Hawai‘i’s foreign-born population increased 30 percent during
the 1990s. Between 1990 and 2000, Hawai‘i gained 50,000 immigrants and Hawai‘i's foreign-
born population increased by over 10.6 percent between 2000 and 2006. During that period
Hawai‘i gained almost 22,000 immigrants, bringing the total number of foreign-born residents in
the state to over 234,000.

As shown in Figure 2, approximately 1/4 of the current population is less than 18 years of age.
According to the 2000 U. S. Census, the older adult population (65+) in the state of Hawai'i
comprises 13.3% (160,601) of the total population (1,211,537). Data from the State of Hawai'i
Executive Office on Aging reflect the national demographic trend in the aging population. The
60+ age group is expected to grow by 72% between 1990 and 2010, while the 85+ age group
will grow by 286%. This is in stark contrast to the total population which will increase by only
29% during this same period. By 2020, one in every four Hawai'i residents will be 60 years of
age and older and the projected growth rate for the 85+ population is 395%, which is the second
fastest growth rate in the nation.

= G4 [13%)
' <18 (24%)
S5-54 (0%
4554 (14%) =4 18-24 (10%)
.H-lh = -}

Figure 2. Age of the General Population in Hawai'‘i
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Honolulu County: The Island of O‘ahu includes the City and County of Honolulu. It is
the most populated county with 71% of the State’s population and is the seat of State
Government.

Hawai‘i County: Hawai‘i County known as the Big Island is the second most populated
county with 12.9% of the State’s population. When compared to other counties, residents of
Hawai‘i County experience some of the highest rates of unemployment, poverty, child abuse
and neglect, substance abuse and limited educational attainment.

Maui County: Maui County is made up of three (3) inhabited islands (Maui, Molokai, and
Lana‘i) and one (Kaho‘olawe) uninhabited island. Maui County is the third most populated
county in the State of Hawai‘i with 11.0% of the State’s population.

Kaua‘i County: Kauai County is the fourth most populated county in the State of
Hawai‘i with 4.9% of the state’s population. The main towns of Kapa‘a (16,188) and Lihu‘e
(12,011) are the most centrally located.

Income Hawai‘i Honolulu Kaua‘i Maui

$0 - $24,999 31.1 24.7 29.1 24.2
$25,000 - $49,999 35.6 30.8 37.3 36.6
$50,000 - $75,000 17.0 214 18.0 18.5
> $75,000 16.4 23.1 15.6 20.7

Table 1. Percentage of household income by county.
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In Hawai‘i the median household income was $50,565 in 2002 and the poverty level was
$20,820 for a family of four people. Lower incomes are associated with higher rates of disability
and less access to service (Healthy Hawai'i Initiative, 2004).

Year Hawai‘i Honolulu Kaua‘i Maui
2002 34.9 30.2 34 .1 27.2

Table 2. Percent of households without a livable income (defined as <185% of poverty level).

As shown in Tables 1 and 2, Hawai‘i and Kaua‘i Counties have the highest proportion of
residents with low income. Socioeconomic status also varies by ethnicity in Hawai‘i with
Chinese, Japanese and Whites generally having a higher earned income and a lower
percentage of households without a livable income, as shown in Figure 3. The percent of
households without a livable income is higher in Hawai‘i relative to the United States in General.

50%
40%
300
20%% —
10%: —

0%

| | | | | | | 1
Chinese  Filipino Japanese Native White Other Hawai‘i United
Hawaiian State States

Figure 3. Percent of households without a livable income by ethnicity.
Estimated Prevalence of Mental lliness in Hawai‘i

Children and Adolescents. According to data provided by the National Association of State
Mental Health Program Directors (NASMHPD) Research Institute (NRI), there were 148,991
youth aged 9-17 in Hawai‘i in the year 2003. NRI estimated that between 14,899 and 17,879 of
these individuals had a Serious Emotional Disturbance (SED). This range represents 10-12% of
the youth population aged 9-17. Although caution should be used when extrapolating from these
percentages to other age ranges, the approach does provide a general methodology for
estimating the overall number of children and adolescents in Hawai‘i with a serious emotional or
behavioral disturbance. According to the 2000 U.S. Census, the child and adolescent population
(0-17) in the state of Hawai‘i comprised 24.4% (295,767) of the total population (1,211,537).
Using the 2000 census (rather than the 2003 data supplied by NRI) the prevalence of SED by
county for individuals aged 9 — 17 is shown in Table 4 and is observed to be between 15,035 -
18,043 statewide. Further extrapolations are shown for the age ranges of 3-17 and 0-17.
According to this analysis, there may be as many as 35,492 children and youth in the state with
serious emotional and behavioral disturbances.

Extrapolation to Counties by Age Range Based on Census 2000

Age 9 -17 Years Total Youth Lower SED N Upper SED N
Hawai‘i 21,104 2,110 2,532
Honolulu 103,912 10,391 12,469
Kaua‘i 8,359 836 1,003
Maui 16,977 1,698 2,037
State 150,352 15,035 18,042
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Age 3 -17 Years Total Youth Lower SED N Upper SED N
Hawai‘i 33,498 3,350 4,020
Honolulu 174,835 17,483 20,980
Kaua‘i 13,362 1,336 1,603
Maui 27,660 2,766 3,319
State 249,355 24,935 29,923
Age 0 - 17 Years Total Youth Lower SED N Upper SED N
Hawai‘i 38,852 3,885 4,662
Honolulu 208,758 20,876 25,051
Kaua‘i 15,443 1,544 1,853
Maui 32,714 3,271 3,926
State 295,767 29,577 35,492

Table 4. Estimated prevalence of serious emotional disturbances in children as
applied to three separate age ranges.

Adults. According to an estimation methodology endorsed by the Substance Abuse and Mental
Health Services Administration (SAMHSA) (Federal Register, Vol. 64, No. 121, p. 33897),
during any 12-month period, 23.9% of adults 18 years and older can be surmised to have any
DSM-II-R mental illness (MI). About 5.4% of the adult population 18 years and above can be
estimated to have “serious” mental illness (SMI), which is a term defined by Federal regulations
that applies to mental disorders that substantially interfere with at least one area of role
performance. Serious mental ilinesses include serious anxiety and mood disorders (typically not
including bipolar disorder). About half of people with a SMI, or approximately 2.6% of adults 18
years and older, are estimated to be even more seriously affected, that is, suffering from
“severe and persistent” mental illness (SPMI). This category includes schizophrenia, bipolar
disorder, and other non-affective disorders. This approach to defining mental illness in adults is
shown graphically in Figure 4.

Adult Population in
Hawaii* = 915,770

Federal Estimates

SPMI = 2.6% @ }
SMI = 5.4% \ \U SMI = 49,452

Any 12-Month
Any 12-Month Dg)II\A |||-ROn

Bi'(\)"ré'('aﬁ 23.9% Disorder = 218,869
- . (o]

SPMI = 23,810

*Source: Federal Register Vol. 64, No. 121 and census data

Figure 4. Estimated one-year prevalence rate for adults (Ages 18 and over) with MIl, SMI, and SPMI based on a
federal estimation methodology applied to year 2000 census data for the State of Hawai'i.
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Table 5 presents the application of these prevalence rates for estimating the number of adults
with MI, SMI, and SPMI to the adult population (18 years and older) of the State of Hawai‘i by
state and county.

State/County/Island Total Adult Prevalence Estimate
Population Mi SMi SPMI
Geographic Location (Ages 18 and over) (23.9%) (5.4%) (2.6%)
State of Hawaii 915,770 218,869 49,452 23,810
Hawai‘i County 109,825 26,248 5,931 2,855
Honolulu County 667,398 159,508 36,039 17,352
Kaua‘i County 43,020 10,282 2,323 1,119
Island of Kaua'i 42,906 10,255 2,317 1,116
Island of Ni‘ihau 114 27 6 3
Maui County 95,527 22,831 5,158 2,484
Island of Maui 87,501 20,913 4,725 2,275
Island of Lanai 2,375 568 128 62
Island of Moloka'i 5,507 1,316 298 143
Kalawao 144 34 8 4

Table 5. Total Adult Population (Ages 18 and over) and Estimated Prevalence of Mental lliness, Serious
Mental lliness, and Severe and Persistent Mental lliness, State of Hawai'i, by County and Island.

Over the past few years, commercial health plans have provided coverage to over 800,000
(approximately 66%) of Hawai‘i residents. Public health insurance plans (including Medicaid,
Medicare, Military Programs, and State General Assistance) have provided coverage to over
400,000 persons per year (approximately 33% of the population) while over 100,000 people are
uninsured (approximately 10% of the population: note, the percentages do not total 100% nor
do the numbers cited add up to the total state population because some individuals move from
one type of insurance to others and approximately 8-9% are counted more than once during any
given year). The public mental health system typically provides services to the latter two
populations, the uninsured and those with publicly financed health care, although some
individuals with private insurance who need a comprehensive array of treatment services
because of iliness severity may be served by the public mental health system.

Total Adult Total Adult Treated Prevalence Rate
Population Population Mi SMi SPMI
State or County Served in FY 07 (Ages 18 and over) 23.9% 5.4% 2.6%
Hawai‘i County 2,972 109,825 11.3% 50.1% 100%
Honolulu County 7,286 667,398 4.6% 20.2% 42%
Kaua‘i County 613 43,020 6% 26.4% 54.8%
Maui County 1,249 95,527 5.5% 24.2% 50.2%
State of Hawai‘i 12,120 915,770 5.5% 24.5% 50.9%

Table 6. Treated Prevalence Rate by County based on severity of mental illness.

The Case for Need Based on Treated Prevalence
A calculation known as a “treated prevalence rate” can be a valuable measure of access to

services when used appropriately. Treated prevalence rate is defined as the percentage
established when the number of people receiving services is divided by the expected
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prevalence estimate of mental illness in a population (e.g., 23,810 adults in Hawai‘i with severe
and persistent mental illness as shown in table 5).

Adults. During Fiscal Year 2007, the Department of Health (DOH) Adult Mental Health Division
(AMHD) served 12,120 people in ongoing services. A treated prevalence rate, which is similar to
the marketing terms of penetration rate or market share would be calculated as 12,120/23,810 =
50.9%. Table 6 shows clear differences across counties regarding the percentage of adults with
mental iliness receiving ongoing services compared to the predicted rates of illness based on
epidemiological data. The variations between counties serve as an important indicator of need.
The table shows that the AMHD, on a statewide basis is serving approximately 50.9% of the
primary target population, adults with SPMI. In addition, there are discrepancies across islands
with Hawai‘i County serving 100% of the estimated number of Adults with SPMI while Honolulu
serves a smaller percentage of persons with a SPMI than those in Maui and Kaua'‘i Counties.

Approximately one-half of those predicted to have a SPMI received services from the AMHD
last year. Because of fragmented service delivery systems in Hawai‘i it is difficult to interpret this
data other than in broad statements. The Department of Human Services (DHS) provides health
insurance to Medicaid, Medicare, and General Assistance recipients and part of the eligible
population may be receiving services from private providers not associated with the AMHD, but
that seems unlikely given that individuals with SPMI often need a coordinated array of services
unavailable in the private sector. Similarly, Veterans may be receiving some services from the
Department of Veteran’s Affairs (VA). As discussed above, other individuals with SPMI may be
receiving treatment from private health plans which cover approximately 66% of Hawai‘i’s
population. If this is true, they are probably receiving limited services that do not address the full
continuum of care necessary to promote recovery and rehabilitative services, supported
employment, community-based case management, housing, and so forth. An alternative
plausible explanation of the findings relates to well-known barriers to access created by stigma,
discrimination, culture, language proficiency, geography, knowledge, and previous experiences
with social services potentially leading to frustration and a lack of empowerment. The table also
clearly demonstrates that measures of access to care vary depending on the definition of the
target population served.

Children and Adolescents. During Fiscal Year (FY) 2007, the DOH’s Child and Adolescent
Mental Health Division (CAHMD) served 2,603 youth. Approximately 2/3 of the group was male
and 1/3 female with the greatest number falling between 9-17 years of age. As referenced
earlier, according to data provided by the NRI, there were 148,991 youth aged 9-17 in Hawai'i in
the year 2003. NRI estimated that between 14,899 and 17,879 of these individuals had a SED.
Using a midpoint of 16,389, the treated prevalence rate for children registered with CAMHD is
liberally calculated (since some of individuals served fall outside of the 9-17 age range) to be
14.9% (with a range from 13.7% - 16.4% using the lower and higher estimates). Again it is
difficult to determine if this relatively small percentage is a function of service access or a
fragmented delivery system. Regardless, there is a clear need to either: 1) understand the
populations served across fragmented systems; 2) further promote access to services; or most
likely 3) do both 1) and 2).

A Need for Integrated Care Across Systems of Care and Resource Inventory

There is wide penetration of commercial health insurance in Hawai'i, resulting from Hawai‘i’s
Prepaid Health Care Act mandating that employers offer insurance to all individuals and their
families who are employed = 20 hours per week. As a result, we can assume that many
children, adolescents and adults with emotional and behavioral disturbances and mental
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illnesses will be able to use commercial health insurance to access care. In many cases,
Hawai‘i's health plans have the capacity to provide for their needs. However, the smaller group
of people needing intensive and frequent supports and services provide a challenge to health
plans. In the case of adults, many individuals with this level of disability are unemployed and not
covered by commercial health plans or are covered by government health insurance in the form
of Medicaid or Medicare. In the case of children, many health plans may not have adequate
access to resources to provide the coordinated services that are needed.

Challenges to Hawai‘i’s Public Mental Health System Over the Past 20 years

Several events during the past twenty years clearly suggested that improvements in Hawai‘i’'s
mental health system were necessary. Perhaps the longest standing complaint lodged against
the system occurred when a prominent public psychiatrist, E. Fuller Torrey, began a ranking
system of various State’s mental health systems during the 1980’s. The annual ranking
occurred over a period of years but ended in 1987. Unfortunately, during the final year of the
ranking, the State of Hawai'i was ranked as 51°'; even lower than the District of Columbia.
Because the annual ranking ended that year, Hawai‘i held on to the title of the 51°' worst mental
health system through the end of the 1980’s and throughout the 1990’s. Several subsequent
lawsuits did little to change this impression.

The Hawai‘i State Hospital Settlement Agreement and Community Plan

The United States Department of Justice filed a law suit against the State of Hawai‘i on March 7,
1991, charging the State with violation of the Civil Rights of Institutionalized Patients Act
(CRIPA) at Hawai‘i State Hospital (HSH) . Primary areas of the lawsuit related to patient health
and safety; adequate staffing; appropriate use of seclusion, restraint, and psychiatric
medications; and the provision of active psychosocial rehabilitation. In September, 1991,
Hawai‘i entered into a Settlement Agreement with the United States in United States v. State of
Hawai'i, et al., Civil No. 91-00137DAE, in the United District Court for the District of Hawai'i,
concerning improvement of conditions at HSH (the “Settlement Agreement”). By late 1994, the
State had built new facilities and made other improvements but had not complied fully with the
terms of the Settlement Agreement.

At about this time, conditions of the Settlement Agreement began to shift to support
development of community services to facilitate the placement of institutionalized patients in
less restrictive settings. For example, in early 1995, the State agreed to further reforms set forth
in a Stipulation and Order and Remedial Plan filed January 19, 1995, which provided for the
creation and funding of residential community programs for HSH patients who lacked
appropriate community placement. In 1996, an additional Stipulation and Order specified a
series of tasks related to promoting the discharge of HSH patients and the development of
community based programs designed to meet HSH patients’ discharge needs. While the Hawai'i
State Hospital Settlement Agreement was dismissed in December 2002 by the presiding federal
judge, the shifting community-based focus of the case lead to the development of a court-
ordered Community Plan for Mental Health Services in January 2003. Obligations under the
Community Plan for Mental Health Services were met in November 2006 and the court case
was finally dismissed after 15 years.

Educational Violations: The Felix Consent Decree
Much of the past decade has involved intensive work to bring the state’s children’s mental

health system into compliance with federal regulations. On May 4, 1993, the Governor, the
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Superintendent of Education, and the Director of Health (Defendants) were sued in Hawai'i
Federal District Court for failure to provide adequate mental health services to children and
adolescents in need of these services in order to benefit from their educational programs. On
March 8, 1994, the case was certified to be a class action suit on behalf of all children and
adolescents between birth and age twenty with disabilities, who reside in Hawai‘i and who are
eligible for, and in need of, educational and mental health services (Plaintiff Class), but not
receiving these services.

CAMHD was an attached entity to this lawsuit as a result of HRS 321-174 that requires DOH to
consult with schools in the provision of mental health services. It is because of this statutory
obligation, that this education-based lawsuit involved the DOH. On May 24, 1994, the Court filed
an order concluding that the Defendants had failed to provide the services necessary to comply
with the Individuals with Disabilities Act (IDEA) (29 U.S.C ss 729). The Plaintiff Class and the State
of Hawai‘i reached a settlement and jointly drafted a Consent Decree which sets forth the terms
and conditions of the settlement. The Court approved the Consent Decree on October 25, 1994.
The Consent Decree provided that members of the Plaintiff Class receive a free and appropriate
public education as required under IDEA and Section 504 of the Rehabilitation Act. And in addition,
the State was to create a system of services, programs, and placements for the Plaintiff Class
following the principles of the Child and Adolescent Service System Program (CASSP) to correct
the systemic failure.

Between 1994-2002, CAMHD focused systems development efforts on strengthening competent
case management practice, developing the array of services in all communities, providing frequent
training and mentoring to develop clinician competency and program quality, and implementing a
systemic monitoring and evaluation system. In September 2002, the supervising federal judge
recognized the accomplishments of the state and found the state to have substantially met the
requirements of the consent decree. He did, however, offer concern about the state’s commitment
to sustain these efforts. As a result of concerns about sustainability, the Judge ordered continued
oversight for a period of at least 18 months, with oversight continuing at the same level as
presently in place. In May 2004, this sustainability phase was continued until May 2005 in effort to
assure that there was a “culture of compliance.”

Fifty-first in the Nation, Revisited

With the improvements made over the time that Hawai‘i operated under these legal encumbrances,
in 2006 the National Alliance on Mentally lliness (NAMI) conducted a separate State-by-State
ranking of mental health systems. Some redemption for Hawai‘i occurred when it was ranked as
tied for the 10™ best mental health system along with 4 other States. Helping in this rank was
Hawai‘i's consumer-focus and emphasis on recovery and related supports which received an “A”
score.

Great Strides Have Been Made But More Can Be Done

While substantial progress has been made in the delivery of mental health services over the
past decade, there is substantial progress yet to be made. Although improvements are
underway, they have been largely the result of compliance efforts in response to Federal
lawsuits. Continued progress can be seen in building on this infrastructure within both AMHD
and CAMHD, but concerns have been raised about the sustainability of such efforts under
decreasing fiscal resources and competing State priorities. This has prompted a response from
the DOH to look at ways it can leverage its own resources and build partnerships (i.e., with DHS
Medicaid) to continue and build on strides which have been made. Yet, even with the
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improvements discussed, Hawai‘i has not made all of the advances to best benefit its citizens,
especially in the areas of infrastructure and service collaboration, workforce development, and
decreasing disparities and increasing access. The focus within the public mental health system
has not led to a statewide collaboration encompassing vital state stakeholders such as primary
care, private health insurance companies, military and VA health systems, and privately owned
hospitals and agencies. These issues, as well as other important considerations, will be
discussed throughout this Needs Assessment and Resource Inventory (NARI).

The Mental Health Transformation State Incentive Grant (MHTSIG)

The current administration has an unprecedented opportunity to transform Hawai'i’s public
mental health system. In September 2006, the SAMHSA awarded the State of Hawai‘i a 5-year,
$11,000,000 dollar grant to transform the way mental health care occurs in the State.

The MHTSIG is designed to advance the vision and goals of the final report of the President’s
New Freedom Commission on Mental Health in order to transform Hawai‘i's mental health
system. The grant program requires states to create a Comprehensive Mental Health Plan
(CMHP) that responds to the needs and preferences of consumers and families that results in
an extensive and coordinated system of services.

In transforming their systems of care, states will advance the vision of the Commission, in which
“everyone with a mental illness will recover, mental illnesses can be prevented or cured, mental
illnesses are detected early, everyone with a mental iliness at any stage of life has access to
effective treatment and supports—essentials for living, working, learning, and participating fully
in the community.” (President's New Freedom Commission on Mental Health, 2003).

Six goals were established by the Commission to achieve this vision:
Goal 1: Americans understand that mental health is essential to overall health.
Goal 2: Mental health care is consumer and family driven.
Goal 3: Disparities in mental health services are eliminated.
Goal 4: Early mental health screening, assessment, and referral to services are

common practice.

Goal 5: Excellent mental health care is delivered and research is accelerated.
Goal 6: Technology is used to access mental health care and information.

The Commission also put forth 19 recommendations for immediate improvements that mental
health systems could implement. The intent of formulating these goals and recommendations is
to fundamentally transform how mental health care is delivered in America, as old methods of
reform are no longer sufficient to meet the expectations of consumers and families. Based on
their study, the Commission concluded that successful transformation of mental health service
delivery systems is based on two principles: (a) “services and treatments must be consumer
and family centered”, and (b) “care must focus on increasing consumers’ ability to successfully
cope with life’s challenges, on facilitating recovery, and on building resilience, not just on
managing symptoms.”

SAMHSA'’s Mental Health Transformation State Incentive Grant calls for states to develop a
‘roadmap” that charts the course toward infrastructure and service delivery transformation. The
roadmap begins with the formation of the Transformation Working Group (TWG), convened by
the Governor to “develop, implement, evaluate, and sustain a Comprehensive Mental Health
Plan for transforming the organization, delivery, and financing of services for people with mental
illnesses.” The TWG consists of department heads and other top administrators from all
departments, agencies, and offices that deliver, fund, or administer services and supports used
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or needed by people with a mental iliness and/or their families. The next step involves the
conducting of a thorough needs assessment and resource inventory. Using data from the needs
assessment and the resource inventory, a Comprehensive Mental Health Plan to transform the
state’s mental health system will be developed in collaboration with other systems that serve
people with mental illnesses, according to the goals for transformation set forth in the New
Freedom Commission Report.

In this report, the methods and results of the Needs Assessment and Resource Inventory
(NARI) will be described. The needs assessment involved the collection and analysis of data
from all departments, agencies, and offices including those represented on the TWG. Data was
also obtained through individual interviews with upper and middle management from TWG
partners, front-line care providers from related systems of care, and other community
stakeholders. In addition, a sample of adult and youth mental health service consumers and
their family members were interviewed. These interviews focused upon their experiences within
all systems of care (e.g., mental health, substance abuse, education, primary care, criminal
justice) from which they received services. Special attention was given to subpopulations within
the State who are particularly underserved or unserved by the mental health system. The
resource inventory consists of a thorough Inventory of resources that details the mental health
and related resources (e.g., people, programs, policies, funding, equipment, facilities, etc.) of
each department, agency, and office represented in the TWG.

Six core concepts guided the needs assessment for this project and will permeate future grant
assessment processes: (a) the New Freedom Commission’s six main goals will be used as the
major organizing principle for identifying the areas of focus for the needs assessment; (b) a
Participatory Action Research model will be followed in the design, implementation,
interpretation, and reporting of the needs assessment; (c) principles drawn from complexity
science, as applied to complex healthcare systems will be used in interpreting the findings of the
needs assessment, (d) qualitative and quantitative data collection and interpretation
methodologies will be used; (e) information will be sought from multiple sources and
triangulated whenever possible; and (f) needs assessment findings and reports will be readily
accessible and made publicly available.

The following Chapters of this document outline each of the President’s New Freedom
Commission goals and recommendations. The narrative and matrices which follow present the
evidence within Hawai‘i which substantiates the needs for improvement as well as the resources
currently available to address these needs. The Chapters serve as a basis for understanding
needs and resources specific to Hawai‘i as identified through stakeholder participation and a
comprehensive review of existing documents and reports. Specific methodological details used
in subsequent Chapters are the focus of Chapter 2.

40



State of Hawai‘i NARI, Under CMHS Review, March 28, 2008

CHAPTER 2: NARI METHODOLOGY

The Mental Health Services Research, Evaluation, and Training Program (MHSRET) of
the University of Hawai‘i at Manoa (UH-M) had primary responsibility to develop and
conduct the Hawai‘i Mental Health Transformation State Infrastructure Grant (MHTSIG)
Needs Assessment and Resource Inventory (NARI). The MHSRET Program employs
researchers and faculty who hold academic affiliations with the UH-M Department of
Psychology, Department of Public Health Sciences, the UH-M Social Science Research
Institute, the School of Social Work, and the School of Medicine's Department of
Psychiatry and is a collaborative project between the Hawai‘i Department of Health,
Adult Mental Health Division (AMHD) and the SSRI.

2.1: Overview

Accomplishment of the NARI was done in three stages: I. Planning; Il. Data
Collection, Coding, and Entry; and lll. Data Analyses. \While these stages are
presented and discussed here as if they were sequential and non-overlapping they
have, in fact, often occurred simultaneously and are best understood as representing
three sets of processes that have been interwoven and co-occurring throughout the
course of the NARI preparation. In the sub-sections that follow, each of the three
stages and four main sources of NARI data will be described, first in overview and then
in greater operational detail.

2.1.1. Planning: In October 2006 six MHSRET senior staff members were assigned to
prepare a plan for conducting the NARI and protocols for its data collection activities.
These MHSRET staff members were assisted by administrative representatives from
the adult and child mental health systems and adult mental health service consumers.
Over thirty planning meetings took place between October 2006 and September 2007
with the expectation that data collection would begin as soon as a project director and
other program staff members and full time evaluation team members were hired. In
February 2007 an MHSRET research coordinator was assigned to work full time on the
project as the evaluation team coordinator. A senior evaluator was hired in May 2007
and two evaluation specialists were hired in July 2007. The leaders of the MHTSIG
program were also hired in May 2007 and met regularly with the evaluation team to
finalize the NARI evaluation plan.

A copy of the NARI plan that was developed is contained in Appendix H.1. The plan
provides a description of the operational principles of the evaluation as well as details of
its data sources and data collection methodologies. The NARI planning group also
prepared a logic model depicting the linkages between NARI data collection activities
and the overall MHTSIG project during the first grant year and a second logic model
showing the flow of evaluation activities in relation to the MHTSIG project for the second
through fifth years of the grant (see Appendices H.2.1 and H.2.2).
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With regard to the evaluation team, it was anticipated that one additional Ph. D. level
senior evaluator and two Masters’ or Bachelors’ level evaluation specialists (one of the
original evaluation specialists and the evaluation coordinator left the project) would be
hired to fulfill the NARI evaluation plan. The second senior evaluator was to be hired to
manage the focus group and interview methodologies that were planned for the NARI.
The initially hired senior evaluator was assigned to manage the collection and analysis
of previously issued reports addressing mental health matters in Hawai‘i and the project
database which would be the repository of all data gathered for the NARI.

A variety of circumstances, particularly delays in hiring and problems retaining the full
complement of qualified evaluation team members and unavailability of certain data
sources, required that modifications be made to the original evaluation plan. We were
not able to hire the second senior evaluator. That role and full time overall management
of the NARI evaluation project were transferred to a faculty member of the MHSRET.
The original plan was modified to include just four main data sources: archived reports,
focus groups, key informant interviews, and kickoff event and state-wide town hall
meetings. It was expected that these would be the most fruitful data sources for
identifying mental health needs and resources.

2.1.2. Data Collection, Coding, and Entry: For the archived report data source,
approximately 700 previously written reports that in some way addressed the status of
mental health within Hawai‘i were obtained and over 300 of those were deemed useful
for review and coded on a number of dimensions and entered into a database for later
retrieval.

Nineteen focus groups, covering a wide array of stakeholders, were held throughout
the state. A set of standard protocols were developed with variations based on the
roles of each particular focus group’s participants. Group facilitators were trained and
sessions were recorded (with explicit permission requested) and notated. The notations
were then coded using the same system as the archived reports. These data were
entered into the same database as the reports.

Protocols were developed for key informant interviews that were also varied
depending upon the role of the respondent. Interviewers were trained in the protocols.
Thirty-nine interviews were conducted either in person or over the telephone, recorded
(with explicit permission requested), and notated. Notations were coded and entered
into the database. The key informant interview protocol was modified and posted on the
World Wide Web for access by respondents who wished to use that method of
interview. This format also made the interview readily available to the general
community. Twenty-four online surveys were completed, coded, and entered into the
database.

A MHTSIG kickoff meeting held in Honolulu and thirteen town hall meetings held
throughout the State were organized and facilitated by MHTSIG program staff
members. Data analyses at these events were supported by the evaluation team.
Meeting participants were asked a series of questions about mental health in Hawai'i
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and their responses were combined into a set of common themes and these themes
were assigned priority ratings. Themes were coded and entered into the project
database.

All data from the sources described above were transformed into a format that would
allow their being coded by trained research staff members using a predefined system of
dimensions and categories. While the exact processes of transformation differed
somewhat among the data sources, the general task required that all data be
segmented into units of analysis, called “natural meaningful units (NMUs)”, which we
defined as units that describe a single idea or concept with a meaning that relates in
some way to one or more of the New Freedom Commission’s (NFC) six goals. All
archived reports, focus group and key informant interview notations, and town hall
meeting thematic summaries were reviewed and subdivided into these NMUs by six
members of the research team trained and calibrated for this task.

Our evaluation team was fortunate to obtain a copy of a Microsoft Access database
developed by Maria O’'Connell, Ph. D. of the Connecticut MHTSIG evaluation team that
could serve as the repository of the NMUs. The database contains a form that allows
each NMU to be coded on any number of dimensions. Thus, after identifying NMUs,
the coders made the following judgments: 1) which NFC goal or goals it referenced; 2)
whether the NMU had characteristics of a need, asset or strength, barrier, goal, plan,
recommendation, or data; and, 3) which one or more of 54 goal related topics (e.g.,
criminalization, natural supports, stigma, technology) it covered. Coding on each of
these dimensions was not mutually exclusive. The same six trained and calibrated
researchers who determined the NMUs also performed the coding tasks. While the
coders were trained to an acceptable level of inter-rater agreement (80%) as a part of
their preparation, time constraints did not allow us to determine inter-rater agreement on
actual data coding and entry at the time of this report preparation. However, research
team members who used these data to prepare the reports for each of the NFC goals
found the coding to be highly accurate with very few apparent cases of miscoding.

Across all data sources, over 9000 NMUs were coded and entered into the database.
The benefit of this database is that it allows the generation of reports that contain the
verbatim NMUs identified by NFC goal and topic with additional information on the
characteristics of the NMU source (e.g., report, focus group, consumer interview).

2.1.3. Data Analyses: The database was queried to generate reports for each NFC
goal as was just described. Each report was keyed to a specific NFC goal and
recommendation (using the coded topics) within that goal. The report also included the
coded characteristics (e.g., need, barrier, data) of the NMU.

An analysis of reports for each NFC goal and recommendation was then completed in
the following fashion. First, the analyst reviewed the entire list of NMUs generated to
become acquainted with the scope of its content. Then, each NMU was placed into a
cell of an eight row by three column matrix (see Chapter 3 of this report for the entire set
of matrices). The MHTSIG GPRA measure items constituted the rows and included:
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Policies; Practices/Services; Workforce Training; Organizational Collaboration; Data;
Financing Policies; Consumer/Family Involvement; and, Other. The columns were
designated as Needs, Justification of Need, and Inventory of Resources. Thus, for each
NMU it was determined which GPRA item it addressed and then if the item referred to a
need, need justification, or resource. Most NMUs in the report were classified in this
way. Those that were conceptually similar to one another were combined into a single
entry. There were occasional NMUs that, for a variety of reasons, were not placed into
the matrix. These might have been, for example, NMUs that had no apparent fit within
any of the matrix cells or their underlying themes. Other NMUs appeared to be
miscoded and were recommended for use in other matrices.

The analyst then prepared a narrative report using each completed matrix as its
foundation. Each narrative included the following sections: Needs and Justifications;
Resources; Unavailable Information; Analysis (see Chapter 3 of this report for the entire
set of narratives). The Needs and Justifications section contains a summary analysis
across all GPRA items of the major needs identified in the matrix along with their
justifications. The Resources section summarizes all of the resources identified in the
matrix. The Unavailable Information section highlights data limitations by listing which
cells are empty or limited, and might then, need further data acquisition. Finally, the
Analysis section contains a discussion of which needs are matched to resources and
which have not yet been addressed within the available information.

While preparing matrices and their narratives, analysts would occasionally notice that
important information regarding needs, justifications, or resources were missing from
the database reports. This usually arose when the analyst had first-hand knowledge of
the missing material. In those cases, the analyst would contact acknowledged local
experts to verify the missing information and then include the missing data in the matrix
with a reference to the personal communication. In other instances, the analyst might
seek the suspected missing information from a website. When the website contained
sufficient information elaborating upon what was thought to be the missing data, they
were added to the matrix with a reference identifying the website. These matrices and
their analyses, one for each NFC goal and its recommendations, form the basis of this
NARI report.

When time permitted, drafts of the matrices and their narrative analyses were reviewed
by consumers and other content experts. The comments of these informants were
recorded and adjustments were made to the matrices and narratives when necessary.

2.2: NARI Timeline

Table 2.1 contains a timeline for the major activities of the NARI. This timeline contains
a listing of the major NARI tasks indicating when they started, how long they lasted, and
when they were completed. It also indicates benchmarks such as when the project
began, evaluation staff members were hired, and other, non-NARI tasks, were
accomplished.
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Table 2.1

Methodology Timeline

September 2006

*  Award Announced

October 2006

* NARI Planning Begins

November 2006

* NARIPlanning Meetings

December 2006

* NARIPlanning Meetings

*  First NARI Plan Drafted

January 2007

* NARIPlanning Meetings

February 2007

* NARIPlanning Meetings

e  Evaluation Coordinator Hired

March 2007

* NARIPlanning Meetings

April 2007

* NARIPlanning Meetings

May 2007

* NARIPlanning Meetings

* NARI Plan Finalized and Approved

e  Senior Evaluator Hired

*  Project Database Established

*  Archived Report Acquisition Process Begins

June 2007

* NARIPlanning Meetings

*  Archived Report Acquisition Process Continues

July 2007

* NARI Planning Meetings

*  Two Evaluation Assistants Hired
* Archived Report Inter-rater Reliability Established
*  Archived Report Analysis Begins
e MHTSIG Kickoff Event
August 2007

* NARIPlanning Meetings

*  Archived Report Analysis Continues

* MHTSIG Town Hall Meetings

September 2007

* NARIPlanning Meetings

*  Archived Report Analysis Continues

*  MHTSIG Sub Work Group Kickoff Event

* Interim Reports Provided to MHTSIG Working Groups
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Methodology Timeline

* Requested Data Provided to MHTSIG Working Groups

October 2007

*  Archived Report Analysis Continues

Focus Group and Key Informant Interview Protocols Piloted

* Interim Reports Provided to MHTSIG Working Groups
* Requested Data Provided to MHTSIG Working Groups

November 2007

*  Archived Report Analysis Continues

Training on Conducting Key Informant Interviews

* Interim Reports Provided to MHTSIG Working Groups

Requested Data Provided to MHTSIG Working Groups

December 2007

*  Archived Report Analysis Continues

Key Informant Interviews Begin and data entered into Project Database

Focus Groups Begin and data entered into Project Database

Interim Reports Provided to MHTSIG Working Groups

Requested Data Provided to MHTSIG Working Groups

January 2008

*  Archived Report Analysis Continues

Key Informant Interviews Continue and data entered into Project Database

Preliminary NARI submitted to TWG

Focus Groups Continue and data entered into Project Database

Interim Reports Provided to MHTSIG Working Groups

Requested Data Provided to MHTSIG Working Groups

February 2008

*  Archived Report Analysis Continues

Key Informant Interviews Continue and data entered into Project Database

Focus Groups Continue and data entered into Project Database

NARI Report Preparation Begins

Interim Reports Provided to MHTSIG Working Groups

March 2008

* NARI Report Preparation Continues and Ends

2.3: Methodology

2.3.1: Participants

In this section we will describe the individuals (or in the case of the archived reports, the
documents) who participated in the different NARI activities. For the archived report
data source we will describe the document acquisition process and the range of
documents that were reviewed, coded, and entered into the database. For the other
data sources, focus groups, interviews, and meeting, we will provide the participants’
available demographic characteristics.

Archived Reports: The first step in identifying archived reports amenable for
consideration in our analyses was to set inclusion criteria. These criteria were, first, that
the report be no more than five years old (some exceptions were made if the data were
deemed important and there was no more recent report), second, that some part of the
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document address behavioral healthcare matters (mental iliness, substance use,
developmental disabilities and neurocognitive disorders), and third, that the document
be available for review in either electronic or paper form. Next, report sources were
identified. The websites of all State of Hawai‘i Departments and Divisions within those
Departments that might have some involvement with behavioral healthcare were
examined for repositories of reports and related documents. This was done similarly at
the county and city levels within the state. Appendix A.2.2 contains a list of all city,
county, and state sources queried for reports. The archives of local newspapers were
searched. Major reports issued at the national level were identified, as well, if they
devoted some part of the report to behavioral healthcare in Hawai‘i. High level
informants, such as the directors of each of the Hawai‘i Department of Health’s
behavioral healthcare divisions (Adult Mental Health Division, Alcohol and Drug Abuse
Division, Child and Adolescent Mental Health Division, and Developmental Disabilities
Division) were asked for recommendations of reports, strategic plans, and previously
conducted needs assessments that they thought might be relevant to our interests.
Finally, as key informant interviews were conducted, respondents were asked for
recommendations of publically available documents that might be candidates for review.

A total of 672 documents were identified in this way. Of those, application of our
inclusion criteria left 317 documents for review and coding (see Appendix A.2.1 for a list
of all reports).

Key Informant Interviews: |t was decided that intensive, targeted but open-ended,
one-on-one key informant interviews would be conducted with respondents drawn from
consumer (service recipients), formal service provider (affiliated with public sector
service systems as either an administrator or direct care provider), and community
leader (affiliated with not for profit community organizations or generally recognized as a
community leader) stakeholder groups. Our primary interest, for interviews as well as
focus groups, was to achieve a broad mix of respondents who represented the varieties
of race and ethnicity, sex, age, geographic dispersion, and service focus (child, adult,
older adult) that constitute Hawai‘i’'s behavioral healthcare system. We also wanted to
assure, through these interviews, as well as the focus groups, that voices from
traditionally unserved and underserved populations (e.g., immigrants, the Gay, Lesbian,
Bi-sexual, Transgender, and Queer community, and older adults) were included.
Prospective respondents were nominated by evaluation team members, program staff,
evaluation advisory group (SWG #7), knowledgeable community informants, and
behavioral healthcare system administrators. Nominees were contacted by mail and
informed about the project and their nomination to participate in it as well as the
questions that would be asked in the interview (see Appendix B.4.1 for a copy of this
letter and B.4.2 for the question set). This was followed by telephone contact to
schedule an appointment for the interview. Interviews were available in person, over
the telephone, or through an online survey. With regard to the online survey, flyers
were distributed at behavioral healthcare venues (e.g. clinics, clubhouses, meetings)
throughout the state soliciting community participation in the interview through the
online survey (see Appendix B.3.1 for a copy of the flyer).
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One hundred fifty-seven people were asked to participate in the key informant interview:
52 consumers, 67 service providers, and 38 community leaders. Of these, 80
completed the interview: 24 consumers (46% agreement rate), 39 service providers
(58%), and 17 community leaders (45%). Twenty-four people completed the online
survey: 12 consumers, 11 service providers, and 1 community leader. Both telephone
and in-person interviews lasted between 45 minutes and 1 %2 hours. The online survey
was estimated to take about 45 minutes to complete. Consumer respondents were
compensated with $10.00 gift cards to a local grocer for each hour or part hour of their
participation. All other respondents were not compensated for their participation.

Respondents for 69 of the 80 completed interviews and all 24 online respondents
provided us with demographic information. Selected entries for all the demographic
data that now follow had missing values. Thus, totals will not always add up to 69 for
interview or 24 for online respondents. In all presentations that follow the percentages
provided in parentheses use the number of respondents for whom we have non-missing
data for that particular item as the denominator. Also, rounding might produce
percentages less than or greater than 100%. For the interview respondents, 32 (49%)
were male and 33 (51%) were female. Twenty-six (39%) identified themselves as either
adult or youth consumers and 26 (39%) identified themselves as family members of a
loved one who has a mental illness (more than one role could be selected so total
responses sum to more than the number of respondents). Ten (16%) were ages 26 to
45, 49 (77%) were 46 to 65, and 5 (8%) were over 65. With regard to primary race or
ethnicity, 22 respondents were White (49%), 6 (13%) were Hawai‘ian, 6 (13%) were
Japanese, 5 (11%) were from other Asian ethnicities, 2 (4%) were African American,
and 1 (2%) was American Indian. Fifty-one respondents (81%) live in Honolulu County,
9 (14%) in Hawai‘i County, and 3 (5%) in Maui County and 51 (82%) respondents come
from primarily urban areas while 11 (18%) live in rural areas. For the online
respondents, 14 (64%) were male and 8 (36%) were female. Eleven (46%) identified
themselves as adult consumers and 5 (21%) identified themselves as family members
of a loved one who has a mental illness (more than one role could be selected so total
responses sum to more than the number of respondents). Seven (30%) were ages 26
to 45, 15 (65%) were 46 to 65, and 1 (4%) was over 65. With regard to primary race or
ethnicity, 6 respondents were White (40%), 2 (13%) were Hawai‘ian, 2 (13%) were
Japanese, 2 (13%) were from other Asian ethnicities, and 3 (20%) said their primary
ethnicity was some other, unlisted, one. Fourteen respondents (58%) live in Honolulu
County, 6 (25%) in Hawai‘i County, 3 (13%) in Maui County, and 1 (4%) in Kauai
County and 14 (58%) respondents come from primarily urban areas while 10 (42%) live
in rural areas.

Focus Groups: Similar to the key informant interviews, the focus groups were planned
to reach a wide array of respondents but, more so in this case, with a much stronger
effort to reach stakeholders from unserved and underserved groups within our state.
The evaluation team and evaluation advisory members (SWG#7) nominated groups, in
addition to consulting with informants from behavioral healthcare systems throughout
the state for group prospects. With the exception of the first group, it was decided to
convene homogenous groups which did not cut across stakeholder categories. Key
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criteria for identifying potential groups included recruiting participants from unserved
and underserved populations, those who are geographically dispersed throughout the
state, and youth and older adult consumers. Nineteen focus groups were held which
had a total of 165 participants. Groups lasted between 1 2 and 2 hours. Consumers
were compensated with $10.00 gift cards to a local grocer for each hour or part hour of
their participation. All others were not compensated for their participation. These
groups, their locations and stakeholder description, number of participants, and date
held are listed in Table 2.2.

Table 2.2
Group and Location P"lal:trirz:li):;:tfs Date

Honolulu, Oahu, Older Adult Consumers & Mental Health Providers 21 10/11/2007
Wailuku, Maui, Adult Consumers of Mental Health Services 4 12/5/2007
Honolulu, Oahu, Mental Health Service Providers 8 12/12/2007
Honolulu, Oahu, Adult Consumer Research Team 9 12/19/2007
Honqlulu, Oahu, Advisory Group of Youth Consumers of Mental Health 11 1/25/2008
Services
Kaunakakai, Molokai, Adult Consumers of Mental Health Services 6 1/28/2008
Lanai City, Lanai, Mental Health Service Providers 7 1/28/2008
Wah!awa, Oahu, Support Group for Adult Consumers of Mental Health 6 1/28/2008
Services
Kona, Hawai‘i, Support Group for Adult Consumers of Mental Health Services 6 2/4/2008
Lihue, Kauai, Adult Consumers of Jail Diversion Services 9 2/5/2008
Lihue, Kauai, Adult Consumers of Mental Health Services 14 2/5/2008
Hilo, Hawai‘i, Adult Consumers of Clubhouse Services 8 2/15/2008
Hilo, Hawai‘i, Family Members of Children receiving Mental Health Services 5 2/15/2008
Honolulu, Oahu, Adult Consumers experiencing Homelessness 16 2/21/2008
Wailuku, Maui, Adult Consumers of Mental Health Services 8 2/27/2008
Wailuku, Maui, Adult Consumers receiving Clubhouse Services 12 2/27/2008
:gggiltuallu, Oahu, Female Consumers receiving services from Hawai‘i State 7 2/29/2008
Hono!ulu, Oahu, Male Consumers receiving services from Hawai‘i State 4 2/29/2008
Hospital
Kona, Hawai‘i, Adult Consumers of Clubhouse Services 4 No date

Available

For the focus group participants, 45 (52%) were male, 39 (45%) were female, and 2
(2%) said they were “other”. Ninety-six (76%) identified themselves as either adult or
youth consumers and 25 (20%) identified themselves as family members of a loved one
who has a mental illness (more than one role could be selected so total responses sum
to more than the number of respondents). Three (2%) were under 18 years of age, 13
(10%) were 18 to 25, 43 (34%) were ages 26 to 45, 63 (49%) were 46 to 65, and 6 (5%)
were over 65. With regard to primary race or ethnicity, 35 respondents were White
(36%), 14 (14%) were Hawai‘ian, 13 (13%) were Filipino, 9 (%) claimed two or more
races, 8 (8%) were Japanese, 8 (8%) were from other Asian ethnicities, 7 (7%) were
Pacific Islanders, 2 (2%) claimed only Hispanic ethnicity, and 2 (2%) were African
American. Forty-five respondents (37%) live in Honolulu County, 40 (33%) in Maui
County, 26 (21%) in Hawai‘i County, and 11 (9%) in Kauai County and 40 (34%)
respondents come from primarily urban areas while 78 (66%) live in rural areas.
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Kick-off and Town Hall Meetings: One of the first program activities of the Hawai'i
MHTSIG was a Kick-Off Meeting that was held in Honolulu on July 11, 2007.
Participants who were considered to be important and influential mental health system
stakeholders were invited to this event by the MHTSIG program directors. At this
meeting, the approximately 150 invitation-only participants were introduced to the goals
of the project and given the opportunity to identify what they saw as important matters to
focus upon for the Hawai‘i MHTSIG. The MHTSIG program also held 13 open-to-all
town hall meetings throughout the state that had approximately 315 attendees to
introduce the project and solicit recommendations from stakeholders who were not at
the Kickoff event but who had an interest in the status of mental health care in Hawai'i.

Demographic data were available from only 69 of the approximately 150 attendees of
the Kick-Off meeting. Of the attendees at this meeting from whom data were available,
29 (42%) were male and 40 (58%) were female. Fourteen (20%) identified themselves
as either adult or youth consumers. Information about attendees’ age was not
available. With regard to race and ethnicity, respondents’ did not provide their primary
racial or ethnic identification. The only data available come from a question that allows
respondents to identify multiple categories of race and ethnicity. Thus, counts based on
these data for both the Kick-Off event and Town Hall Meetings will sum to a number
greater than the number of individuals from whom data were provided. For the race or
ethnicity reported by attendees, 43 respondents were White (39%), 19 (17%) were
Japanese, 13 (12%) were Hawai‘ian, 8 (7%) were Chinese, 7 (6%) claimed two or more
races, 6 (5%) were Filipino, 6 (5%) were from other Asian ethnicities, 3 (3%) were
African American, 2 (2%) claimed only Hispanic ethnicity, 2 (2%) were American Indian,
and 1 (1%) was a Pacific Islander. Fifty-eight respondents (90%) live in Honolulu
County and 6 (10%) were from the other islands. There were a considerable number of
attendees who did not provide any demographic information at this event.

Demographic data were available from 209 of the approximately 315 town hall
attendees with no data at all available from one of the meetings held on Kauai. Four
meetings were held on Hawai'i (the Big Island), three on Oahu (Honolulu County), two
each on Kauai and Maui, and one each on Lanai and Molokai. Data from Lanai and
Molokai will be included in summaries of data from Maui County as these islands are a
part of that jurisdiction. Table 2.3 below summarizes the demographic data by the
counties where the town hall meetings were held. The majority of participants were
women with a range of 65% in Honolulu County to 79% in Hawai‘i County. Most
participants were White (38% in Maui County to 48% in Hawai‘i County) with Hawai‘ian
being the next largest overall racial or ethnic group (9% in Hawai‘i County to 25% in
Maui County). Adult and youth consumers represented a small segment of the
participants with the highest rate being 14% for adult consumers in Maui County and
6% for youth consumers in Kauai County. Family member participation ranged from a
low of 6% in Kauai County to 20% in Honolulu County.

0

| Hawai‘i | Honolulu (Oahu) | Kauai Maui
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Hawai‘i Honolulu (Oahu) Kauai Maui

Total Available 53 31 39 86

Respondents

Male 11 (21%) 11 (35%) 11 (28%) 23 (27%)

Female 42 (79%) 20 (65%) 28 (72%) 63 (73%)

Race/Ethnicity 88 responses 62 responses 77 responses 126 responses
White 42 (48%) 24 (39%) 33 (43%) 48 (38%)
Hawai‘ian 8 (9%) 8 (13%) 11 (14%) 32 (25%)
Chinese 7 (8%) 8 (13%) 3 (4%) 7 (6%)
Filipino 6 (7%) 3 (5%) 8 (10%) 7 (6%)
Hispanic 3 (3%) 0 3 (4%) 0
Japanese 3 (3%) 4 (6%) 10 (13%) 17 (13%)
Other Pacific Islander 2 (2%) 0 0 0
Other Asian 1(1%) 0 0 0
African American 1(1%) 2 (3%) 1(1%) 1(1%)
American Indian 1(1%) 4 (6%) 0 2 (2%)
Two or More Races 13 (15%) 9 (15%) 6 (8%) 9 (7%)

Role 107 responses 60 responses 88 responses 143 responses
Adult Consumer 5 (5%) 4 (7%) 5 (6%) 14 (10%)
Youth Consumer 2 (2%) 1(2%) 5 (6%) 4 (3%)
Family Member 17 (16%) 12 (20%) 5 (6%) 18 (13%)

2.3.2: Evaluation Personnel

Five MHSRET faculty and staff, eight graduate assistants, and over 10 adult consumers

have worked on one or more parts of this evaluation, all on a part-time basis. In
addition, there are four full-time MHTSIG evaluation staff members (one senior

evaluator and three evaluation specialists), one MHSRET faculty member detailed full-

time to the evaluation team, and one short term contractor (conducting the fiscal
analysis) who are working on this project.

Archived Reports: The MHTSIG senior evaluator led the archived report segment of

this evaluation. Working with MHSRET faculty members, he developed a protocol for
training graduate assistants in the review, coding, and entry of the reports into the
project database. Appendices A.1.1 to A.1.3 contain the protocol for analysis and
sample coding sheets. Two evaluation specialists and a graduate assistant were

trained to an 80% agreement rate in coding units of analysis. Subsequently, two other

graduate assistants were trained to criterion on the coding tasks.

Key Informant Interviews and Focus Groups: The MHSRET faculty member
assigned full time to the NARI project and anther MHSRET faculty member led the
development of the protocols for the conduct of the interviews and focus groups.
Appendices B.1 and B.2 contain the protocols for the interviews and focus groups,

respectively. Six MHSRET faculty and staff members, six graduate assistants, three
full-time MHTSIG evaluation staff members, and nine adult consumers were trained in
these protocols (see Appendix B.1.2 and B.1.3) and conducted the interviews and focus
groups. Evaluation team staff members and graduate assistants coordinated the
scheduling of interviews and groups. All interviews and groups were tape—recorded and
most had two facilitators present, one of whom served as a scribe, noting the core
content of discussions and answers to questions. These notations were coded using
the same system as was developed for the reports and these coded units of analysis
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were entered into the project database by graduate assistants and MHTSIG evaluation
specialists.

Kick-off and Town Hall Meetings: These meetings were designed and implemented
by MHTSIG program directors and staff members. MHTSIG evaluation staff members
did not attend these meetings but managed the distribution of demographic
questionnaires and the analyses of the comments made by the meetings’ participants.
The analysis of these meetings consisted primarily of graduate assistants and
evaluation specialists summarizing the major themes that emerged from the discussions
held at them and coding the themes using the previously developed coding system.

The coded themes were entered into the project database by graduate assistants and
MHTSIG evaluation specialists.

2.3.4: Data Collection Methodologies
Detailed protocols for all data collection activities are available in Appendices A on
archived reports and B on the qualitative inquiry.

Archived Reports: Published and available reports were identified as candidates for
coding and analysis as described in the “Participants” section (Section 2.3.1).
Evaluation team members then scanned each report manually or using electronic
search capabilities to find reports that in some way addressed “mental health”, “mental
illness”, or related terms. For the electronic search method, the context of the
occurrence of these terms was then read to determine if the report addressed, in some
way, the concerns about mental illness expressed in the NFC Report. The document
was included for coding if it was determined that it had at least one relevant natural
meaning unit, as was described earlier (Section 2.1.2) and in greater detail in Appendix
A.1.3. Natural meaning units were then coded as described in the “Data Analyses”
section (Section 2.1.3) of this chapter’s overview.

Key Informant Interviews: As mentioned earlier (Section 2.3.1), once contacted and
permission to interview was granted by prospective informants, they were scheduled for
a formal key informant interview (see Appendix B.1.3 for protocol training schedulers).
Trained MHTSIG evaluation team personnel conducted these interviews either in
person or over the telephone. Almost all interviews were conducted by two evaluation
team members with one asking the questions, probes, and follow-ups and the other
serving as a scribe, noting the key, NFC relevant, points made by the interviewee (see
Appendices B.5.3 and B.5.4 for note taking instructions). Telephone interviews were
especially useful as they allowed us to reach respondents on Neighbor Islands as well
as those whose schedules were limited and otherwise could not easily be interviewed
during normal working hours.

Three slightly different interview protocols were developed for formal service providers
(Appendix B.1.1a), consumers (Appendix B.1.1b), and community leaders (Appendix
B.1.1c). All interviews began with an introduction and brief description of the MHTSIG
grant. This was followed by a confidentiality statement that emphasized that
respondents would not be personally identified with their answers. The respondent was
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then asked for permission to tape record the interview and, if this was granted, the
recorder was started at that point. Only three participants refused permission for tape
recording. The consumer protocol differed from the other two insofar as the questions
were focused upon consumers’ experiences with the mental health system with
emphases on what is working and not working, barriers, cultural acceptability of
services, resources, and changes needed. The consumer protocol core questions are
in Table 2.4. Probes and follow-up questions were provided as well but not included
here.

Table 2.4

Consumer Protocol

1. “What resources are working well regarding mental health care for consumers and family members?
(“Resources” are defined as programs, services, treatments, interventions, initiatives, policies, leaders,
and/or activities.)”

2. “What specific barriers or gaps regarding mental health care exist for consumers and family members?
(Barriers are defined as forces that are preventing resources from working or not working as intended as
well as forces that lead to needed resources not being provided, accessed, and/or sustained.”

3. Regarding the culturally diverse and often rural and remote nature of many of our communities, what
specific things do we need to keep in mind to improve mental health care for consumers and family
members?

If you or the person you care about is distressed, where do you go to for help?

os

Thinking about everything we have talked about in this interview, let's make a list of the changes that are
needed in the mental health system.

6. Wrap Up: “Is there anything we have missed?”

The other two protocols were more focused upon the NFC goals and recommendations
and the core questions for these were written accordingly. A copy of the core questions
taken from the formal service provider protocol is in Table 2.5. Probes and follow-up

questions were provided as well but not included here.
Table 2.5

Formal Service Provider Protocol

1. The first question set focuses on mental health as a critical part of overall health in Hawai'i.

a. What specific resources are working well to increase understanding that mental health is essential to overall
health?

“Resources” are defined as programs, services, treatments, interventions, initiatives, policies, leaders and/or
activities.

b. What specific barriers exist that hinders understanding that mental health is essential to overall health?

“Barriers” are defined as forces that are preventing resources from working or not working as intended as well as
forces that lead to needed resources not being provided, accessed and/or sustained.

c. Please describe the ways our system of care would look different to show that mental health is essential to
overall health.

2. The second question set focuses on consumers and families drive mental health care in Hawai'i.

a. What specific resources are working well in empowering adult and youth consumers or families to be the
decision-makers in their mental health care?
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Formal Service Provider Protocol

b. What specific barriers exist regarding adult and youth consumers or families being the decision-makers in
their mental health care?

c. Please describe the ways our system would look different to show that adult and youth consumers or
families make the decisions regarding their mental health care.

3. The third question set focuses on early Intervention of mental health problems in children and adults.

“Early Intervention” is defined as screening, assessment and referral across a person’s life span (from birth to old
age) to appropriate mental health services and care.

a. What specific resources are working well as to providing early intervention?

b. What specific barriers exist in regards to providing early intervention?

Please describe the ways our system would look different to show early intervention.

4. The fourth question set focuses on accelerating and expanding excellent mental health care in Hawai'i.

“Excellent mental health care” is defined as consistent use of evidence-based, state-of-the art interventions and
supports as standard practice as well as promising indigenous/natural healing methods.

a. What specific resources are working well as to expanding quality mental health services?

b. What specific barriers exist in regards to expanding quality mental health services?

c. Please describe the ways our system would look different to show expanded quality mental health services.

5. The fifth question set focuses on the use of technology in Hawai'i.

Technology is used to access mental health care and information. This could include such technology as
telemedicine and distance education for underserved or remote communities.

a. What specific resources are working well as to using technology to access mental health care and
information?

b. What specific barriers exist in regards to using technology to access mental health care and information?

c. Please describe the ways our system would look different to show the use of technology to access mental
health care and information.

6. The sixth question set focuses on workforce development.

A stable workforce is developed, trained and retained.

a. What specific resources are working well as to developing a stable and effective mental health workforce?

b. What specific barriers exist in regards to developing a stable and effective mental health workforce?

c. Please describe the ways our system would look different to show the development of a stable and effective
mental health workforce.

Final Questions

a. We are also interested in natural supports. Natural supports can consist of informal, community, family
supports — those that are not provided by or paid for by the formal system of care. So what about natural
supports — resources, barriers, needed changes?
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Formal Service Provider Protocol

b. Hawai'i consists of many culturally diverse communities. What considerations do you have regarding
cultural diversity — resources, barriers, needed changes?

c. Hawai'i also has many rural and remote communities. What considerations do you have regarding rural and
remote communities — resources, barriers, needed changes?

d. We are collecting relevant reports, documents, and data to better understand the current status of mental
health care in Hawai'i. What ones come to mind that help capture the insights you have shared. How might
we be able to access these?

All protocols concluded with a set of demographic questions. Interviewers and scribes
conducted a 10-minute debriefing session immediately following the interview to ensure
accuracy of the information captured. Interviewers then completed a reflection sheet
(Appendix B.5.5).

The online survey text was drawn directly from the protocol for the formal service
providers and community leaders.

Focus Groups: Focus groups were purposely selected by the evaluation team to give
a voice to consumers, particularly those from underserved groups, as well as provide an
opportunity to reach previously unserved groups (e.g., elderly). Eighteen adult groups
and one youth group were held. The groups were led by MHSRET faculty members
and MHTSIG evaluation team members with previous experience in conducting focus
groups. On two occasions, groups were facilitated by members of the Consumer
Assessment Team (CAT). All groups had at least one facilitator and one scribe.
Comments and discussions relevant to the goals and recommendations of the New
Freedom Commission were notated by the scribe as described earlier for the key
informant interviews. Consumers of mental health services received $10 Gift Cards from
local grocery stores as incentives for participation in the focus group. The focus group
protocol is in Table 2.6.

Focus Group: Consumer, Family Member, Youth

1. Introductions, Review of Agenda and Activities
Consent

2. What resources are working well regarding mental health care for consumers and family members?

» “Resources” are defined as programs, services, treatments, interventions, initiatives, policies, leaders
and/or activities.

3. What specific barriers or gaps regarding mental health care exist for consumers and family members?

» ‘“Barriers” are defined as forces that are preventing resources from working or not working as intended as
well as forces that lead to needed resources not being provided, accessed and/or sustained.

4. Regarding the culturally diverse and often rural and remote nature of many of our communities in Hawai'i, what
specific things do we need to keep in mind to improve mental health care for older adults and their families?

5. What would be different and something you could observe that would indicate important changes in mental
health care for consumers and their families in Hawai'i?

6. What else has been helpful in your community other than mental health services?
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Focus Group: Consumer, Family Member, Youth

7. Wrap Up: Is there anything we have missed?

A special focus group protocol for youth was developed as well. Materials used for this
group can be found in Appendix B.2.2a through B.2.2c.

Kick-off and Town Hall Meetings: These were meetings organized and facilitated by
MHTSIG program staff. They all basically involved presentations describing Hawai‘i's
transformation grant and the New Freedom Commission’s goals and recommendations.
All meetings gave participants an opportunity to provide comments on the status of
mental health care in Hawai‘i and to identify what particular matters were of greatest
concern to them. Participants were also solicited for their participation in one of the
Hawai‘i MHTSIG working groups. Notes were kept by program staff at these meetings
and the content of these notes were summarized and analyzed for themes by the
MHTSIG evaluation team. The evaluation team issued reports on these meetings
summarizing the themes that emerged as well as some of the demographic
characteristics of their participants. Copies of these reports are in Appendices D.1 and
D.2. The themes taken from these meetings were construed as NMUs and coded and
entered into the project database.

2.4 Additional Materials

Throughout the course of this project, the MHTSIG evaluation team provided the TWG
and its subgroups with a variety of reports and working papers to help them in
preparation of the comprehensive mental health plan. The team also provided the
working groups with data based upon specific requests that they made for further
information to help them in their planning. Copies of reports prepared for the MHTSIG
project can be found in Appendix D. Copies of working group data requests and their
replies are in Appendix E. The MHTSIG evaluation team also helped the Hawai‘i
MHTSIG evaluate the content and process of all of its meetings. Copies of these
evaluations are in Appendix F.

2.5 Matrix Citations

The following set of conventions is used for reference citations in text and matrices
throughout this document. All reference citations are enclosed by brackets (e.g., [111]).
References to reports and published literature are expressed as bracketed numbers as
in the example in the previous sentence. Data extracted from focus group notes are
expressed as the letter “F” followed by a three digit number starting with 500 (e.g.,
F523). There are three numerical series of citations for data taken from key informant
interviews. All key informant interview citations begin with the letter “K”. Formal service
provider interviews range from 1000 to 1499 (e.g., K1017); community leader interviews
range from 1500 to 1999 (e.g., K1501); consumer interviews range up from 2000 (e.g.,
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K2025). Personal communications and references to websites can be found at the
bottom of matrices within which they have been cited. Personal communication
references begin with the letter “P” and website references begin with the letter “W?;
both are followed by three digits with the first digit representing the New Freedom
Commission goal under consideration, 1, 2, 3, 4, 5, and 6, with 7 representing the two
special topics added to this NARI (Natural Supports and Workforce Development). The
second and third digits increase from “0” one unit for each new citation. Thus, the first
personal communication reference for New Freedom Commission Goal #3 is “P3017;
the third website reference for New Freedom Commission Goal #6 is “W603”. Finally,
several review sessions with content experts were held after drafts of matrices and
narratives were written to determine if any important information were missing. Data
obtained from these review sessions are expressed as the letters “RS” and numbered
upward from 1 (e.g., RS1).
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GOAL 1: AMERICANS UNDERSTAND THAT MENTAL HEALTH IS ESSENTIAL TO
OVERALL HEALTH.

RECOMMENDATIONS:
1.1 Advance and implement a national campaign to reduce the stigma of seeking
care and a national strategy for suicide prevention.
1.2 Address mental health with the same urgency as physical health.

‘I remember when | tried to commit suicide...my family just wouldn’t talk about it.
| think to this day they still have not forgiven me...”

“Mental health can be fatal...it is just as bad as any physical ailment, worst
even....you feel depressed...and then you feel worst and then you feel like
committing suicide. It is an emotional pain and sickness. The community needs
to see individuals coping with mental health illness as human beings with a
disease and not treating us like a disease.”

Reflections of the Consumer Assessment Team, March 18, 2008

Introduction: In Hawai‘i, Goal 1 has been subdivided into three recommendations with
developing a campaign to reduce stigma (Recommendation 1.1a below) and a strategy
for suicide prevention (Recommendation 1.1b) dealt with as separate recommendations
and addressing mental health with the same urgency as physical health focused upon
the establishment of fiscal and programmatic parity between mental and physical health
(Recommendation 1.2). Regardless of the way that Goal 1 is dissected, the underlying
rationale for Hawai‘i’s interpretation and the original intent of the New Freedom
Commission’s explication remain the same: the conventional understanding of mental
illness as moral weakness requires a radical transformation so that it becomes viewed
more as an illness, like any other, from which recovery is possible.

The stigma of mental iliness, in part, proceeds from the view that it represents a
weakness, moral, spiritual, or otherwise, that is self-bestowed. This view transcends
cultural boundaries and is close to universal. This collective perception of mental iliness
leads many to conceal it, whenever possible and at any cost, both within themselves
and their loved ones. Concealment of an iliness can lead to eventual recovery, a
homeostatic resolution (adaptation), or, particularly with regard to more serious
illnesses, a dire and catastrophic endpoint.

Suicide represents one such catastrophic endpoint. While the relation between mental
illness and suicide is not invariant, more people who have mental illness commit suicide
than those who do not have such illnesses. Further, suicide is among the leading
causes of death of Americans and is particularly tragic when it occurs among youth.
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A transformed view of mental health and iliness as comparable to physical health and
illness requires transcending mind-body dualism to an acknowledgement that mind and
body are closely intertwined and inseparable concepts. From this perspective,
distinguishing between physical and mental health is arbitrary, unnecessary, and,
ultimately, perpetuates the stigmatization of mental illness. Mental health system
transformation requires that mental health care and primary medical care achieve a
parity of resources. While few would contend that the primary healthcare system is
exemplary, it clearly is far better resourced than the behavioral healthcare system.

Recommendation 1.1a: Advance and implement a national campaign to reduce
the stigma of seeking care.

Needs and Justifications: Respondents and other data sources provide numerous
examples of the experience of mental illness stigma and the variety of ways it can have
a negative impact on the lives of those so afflicted. Foremost among respondents is the
negative reaction of those in the general public to people who have mental ilinesses.
The stigmatization of mental illness and those who have it is particularly pernicious
among many of the ethnic enclaves of Hawai‘i. In suggesting practices and services,
many respondents highlight the need for public education about mental iliness and its
treatment, particularly activities targeted to the many ethnic groups that constitute
Hawai‘i. It is noted that this stigma has had a far reaching impact on the lives of people
ranging from problems in the workplace, isolation in the community, and social rejection
at school. Concern is expressed about the negative, stigma-perpetuating media
language used in reference to mental illness and those who have it. Several remedies
are proposed by the respondents, including the already mentioned public education,
such as showcasing the artistic talents of those who have mental illness and finding
other means where the public could get to meet and have some type of personal
contact with them. Stigma in the military and the spread of stigma to the families of
children who have mental ilinesses are also mentioned as areas needing to be
addressed. Finally, several respondents suggest that stigma might be blunted
somewhat by offering mental health services in primary care settings, thus eliminating
the possible negative impact of being seen going to a mental health care provider.

Unfortunately, the affects of stigma are not limited to the general public. Stigma among
professionals and professional organizations is mentioned with regard to workforce
training. Consumer respondents note negative experiences that they have had when
seeking help for their illnesses and call for better education of mental health
professionals. One respondent suggests targeting certain highly stigmatizing ethnic
groups for recruitment into mental health professions as a means of affecting their
negative attitudes.

Under financing policies, the only need identified is to pay mental health providers

comparable to primary care providers. This is viewed as a way of showing that mental
health and physical health are equally important.
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Lastly, stigma affects how consumers and their families respond to mental iliness.
Promoting consumer advocacy efforts is seen as an important need with regard to
consumer and family involvement. It is suggested that advocacy is a useful tool in
combating stigma as it can engage the advocate in a variety of educational, stigma-
defying actions. Family involvement is low among certain ethnic groups because of the
heightened stigma held by them. Finally, the acceptance of stigma by the afflicted
individual (self-stigmatization) is seen as a serious impediment to people seeking help
when they most need it.

Resources: It is noted that, lately, there is better coverage in the press concerning
mental health matters such as suicide prevention. This trend and a locally written play,
“Truly Dually”, about people who have co-occurring substance use and mental
disorders, have helped in public education. One organization held a community event
in an effort to introduce the public to concerns about substance use problems. Several
people mentioned that the “coming out” of local and national celebrities, as well as
ordinary people in their day-to-day lives, regarding their own or loved ones’ involvement
with mental iliness has helped reduce stigma. A workshop teaching consumers how to
tell their personal stories and the strong advocacy activities of some consumers have
been helpful. United Self Help (USH) is noted by a respondent as being a particularly
valuable resource in combating stigma. Finally, CAMHD has formed an anti-stigma
workgroup from which it is hoped recommendations will be made to lessen the stigma
that affects youth and adolescents who have mental illnesses as well as their families.

Unavailable Information: No information on Policies, Organizational Collaboration, or
Data was available for this analysis. No information on Resources for Workforce
Training was available for this analysis

Analysis: There are clearly substantial unmet needs in Hawai'‘i with regard to
implementing a campaign to combat stigma. While there are several noteworthy
projects, there is little coordination or concerted effort among them. Tailoring anti-
stigma education to the many different ethnic groups of Hawai‘i was mentioned by many
respondents, but there does not appear to be anything done yet for this need. Neither
has the need for anti-stigma education been met for the general public, professionals,
and youth and adult consumers themselves. A promising area for the latter group
would be training in telling their personal stories as well as in self and other-focused
advocacy. A final major concern regards the impact of stigma in the workplace,
community, and school. These are the important arenas of day-to-day life for all people
and yet only limited efforts are being made to blunt stigma in those places.

Recommendation 1.1b: Advance and implement a national strategy for suicide
prevention.
Needs and Justifications: Although Hawai‘i ranks 44" in the nation in its suicide rate

(8.4 deaths by suicide per 100,000 population in 2005) [W103], any completed suicide
has deep reverberations within the community affected by the sudden and often
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inexplicable loss. Suicide prevention does not fall solely to mental health providers to
address; it requires a community’s resources to build a suicide safety net. Thus, the
need to educate the public about suicide and its impact emerges as an important
suicide prevention strategy. Consumers and their families, as well as the public at
large, need to know where they can get help when they are in a crisis. In addition to
disseminating this information, “gatekeepers” (i.e., anyone who interacts with others in
work, play, or community settings [129]) within the community need training in suicide
intervention skills to help link people who are at risk to needed help. This is based on
the premise that people who are thinking of committing suicide often seek help or
express warning signs. For example, up to 75% of older adults who die by suicide saw a
physician in the month before death [W102].

Hawai‘i’s diversity is another important consideration for suicide prevention efforts .
Nationally differences in suicide rates vary based on race or ethnicity, age, gender,
sexual orientation, and geography. More research within Hawai'i is needed to
understand better if national data correspond with the population here. Additionally,
Pacific Islander groups, which are not largely represented in the continental United
States, reside here and more information is needed to determine their risks.

One thing that we do know is that hospitals, in particular emergency departments (EDs),
are currently the places where people who have attempted or are at imminent risk of
attempting suicide are most often seen. The need for more effective screening, risk
assessment, and intervention practices within EDs, including shorter waits for service,
have been identified as important in preventing future suicides and linking people with
help.

Suicide is a major contributor to the shortened expected lifespan of people who have
serious mental illnesses. Thus, the AMHD takes seriously the need to improve its
provider competency in assessing suicide risk and providing interventions that respond
effectively to that risk. In its 2007 Suicide Prevention Training Needs Assessment
Survey, the AMHD found that many of its direct care providers have had little to no
training in suicide assessment and intervention skills, and many of these same
providers report feeling uncomfortable intervening when someone expresses suicidal
ideation. Service providers with the least training and comfort are those offering
psychosocial rehabilitation, case management, and housing support. In addition, a small
focus group conducted in Kona finds that Certified Peer Specialists fall into this same
category as well. They express feeling particularly concerned about how difficult it would
be to cope if someone whom they serve were to commit suicide [P102].

This need for greater training is echoed in other sectors as well, including primary care
physicians and CAMHD providers. These observations come from a call for improved
screening of youth at risk for suicide, in particular gay, lesbian, bisexual, transgendered,
and queer (GLBTQ) youth who have been identified in Hawai‘i as having among the
highest rates of suicide attempts.
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Resources: Given the importance of the problem of suicide in the community, the State
of Hawai‘i has already developed an infrastructure to reduce the state’s suicide rate by
2010. The DOH Injury Prevention and Control Program (IPCP) has published its
“‘Hawai‘i Injury Prevention Plan” for 2005-2010 which presents a statewide plan for
interventions targeted at increasing knowledge and understanding of suicide prevention
and broader access to screening and services. Hawai‘i has convened a statewide
Suicide Prevention Taskforce with stakeholders from many different sectors to enact
this plan. The IPCP collects data on suicide rates, hospitalization for suicide attempts,
and incidence of suicidal ideation in the Youth Risk Behavior Survey. In addition, the
most recent Hawai‘i Health Survey queries participants about suicide, data used by both
AMHD and IPCP.

One of the major initiatives undertaken within the IPCP to increase suicide prevention
knowledge has been to disseminate suicide prevention intervention workshops in the
community called ASIST (Applied Suicide Intervention Skills Training). Within the last
two years training has been available to the public in each island community. The DOH
has invested in training staff from IPCP, CAMHD, and AMHD to become trainers in this
model. In addition, Hawai‘i has ASIST trainers in other sectors, including the DOE and
the Army which also promotes this model with its troops [P100]. In November 2007 the
DOH, in partnership with the Hawai‘i Medical Service Association (HMSA) and Hawai'i
Suicide Prevention, Education, Awareness and Research (SPEAR), sponsored a two-
day statewide suicide prevention conference which attracted attendees from as far
away as the Pacific Territories.

The IPCP is not the only part of the state system committed to suicide prevention. The
AMHD has convened a committee to look at implementation of ASIST and make
recommendations improving suicide prevention efforts. It plans to use the data from its
Suicide Prevention Training Needs Assessment to drive the plans for dissemination of
ASIST workshops. Both CAMHD and AMHD have devoted FY 2008 Federal block grant
funding toward its delivery. CAMHD has identified outreach to youth in crises and at risk
for suicide as a priority within its services. It is also working with the Hawai‘i Youth
Correctional Facility (HYCF) to improve suicide risk assessment for its youth. The
Department of Public Safety (DPS) has included training on suicide detection and
prevention for its Youth Service Officers. The Mental Health Association provides
community seminars on adolescent suicide prevention. Importantly, the community has
24 hour crisis support through the DOH-AMHD ACCESS line for severe crises and the
DOH-AMHD Warm Line for less acute crises.

Unavailable Information: No information is available for this analysis regarding
Policies and Financing Policies which may be needed for this area.

Analysis: The State of Hawai‘i has made great strides in the last few years to
strengthen its resolve to reduce the rate of suicides for its residents. An infrastructure is
present, especially for building awareness and education, but dissemination is in its
infancy. It is promising that both AMHD and CAMHD have undertaken efforts to address
suicide within their service sectors, but a greater impact on provider competencies and
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service recipients’ lives has not yet been fulfilled. In fact, one of the best resources
available for help (the ACCESS line) may not be as widely used as it could since one
source cites questions about where people can find help in a crisis. Building the
capacity for gatekeepers and healthcare workers, especially primary care physicians, to
respond appropriately to warning signs of suicide is still needed. It is also clear that
more research is needed regarding the increased risk of Hawai‘i’'s youth for suicide
ideation as well as a systematic study of suicide and its associated factors among
Hawai‘i’s diverse racial and ethnic groups.

Recommendation 1.2: Address mental health with the same urgency as physical
health.

Needs and Justifications: In this section, Hawai'‘i focuses on the parity between
physical and mental health with a particular emphasis on the funding of mental health
services. The respondents and other data sources have many comments and
observations relevant to this topic, quite a few of them address the need for increased
funding for all forms of mental health services.

In the policy domain, respondents, in slightly different ways, call for policies that expand
health care insurance coverage, both private and public, to the entire spectrum of
mental disorders. They propose full parity between mental health and primary care
coverage so that disorders not deemed serious enough are covered as well. This would
include coverage of mental health screening and prevention activities to the same
extent that they are covered in primary care. These expansions are justified by the view
that mental health and illness are on a continuum and that neglect of less severe
disorders may have costly long term consequences for both the individual and society at
large. Respondents also mention that having continuous mental health care coverage
that follows people, regardless of their employment status or income level, is important.
Many report that their coverage stops when certain income limits are reached and that
this loss can cause disruptions in care because replacement coverage is not always
available. Another need relates to the rates at which providers are reimbursed. Itis
noted that many providers are refusing Medicaid patients or leaving Hawai‘i because
current rates do not appear to take our high cost of living into consideration.

Identified needs in the practices and services domain echo, in part, those from the
policy domain. In general, the observation is that there are not enough providers to
offer adequate dental, medical, and mental health care. This problem appears to be
most acute for those individuals within the public care sector. Consequently, care is
often triaged for only those in the most acute distress and some people, out of
resignation or frustration with long waiting lists, do not seek help when they need it.
Mental health care in primary care settings, while available, is currently underfunded.
People who have long term mental health care needs also need assistance in financial
and estate planning as well as education about the types and extent of health care
insurance that is available to them. Generally, the needs identified here address
concerns about access to appropriate care in a timely fashion and the availability of
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education about the financial implications of having mental ilinesses that require long-
term mental health care.

The needs mentioned in the workforce training domain center on the funding of pre-
professional training and continuing education to prepare professionals to be better
informed about clinical care and the details of entittement programs. It was also
recommended that funding be used to train teachers in early identification of students
who have special needs.

Under the organizational collaboration domain, all respondents note the need for using
funds to foster closer collaboration among the major entities responsible for meeting the
mental health needs of the state. It is expected that these working relationships will
lead to an improved quality of appropriate care and, potentially, cost savings.

The needs included in the data domain address the cost and quality of existing data
systems. While maintenance of data systems is expensive, some are concerned that
data quality needs to be improved to provide better information about service costs.
Also, there are large gaps in available data, particularly with regard to the actual amount
of dollars spent on individuals in the state for their mental health care.

The financing policies domain provides by far the largest number of identified needs.
Many identified needs overlap with items previously discussed within the policies and
practices and services domains. One major area involves the need to put greater
funding, overall, into the mental health care system with an emphasis on increasing the
salaries of service providers and funds for a variety of psychosocial services such as
early intervention, housing, case management, and employment. There is also a call
for increased coverage for these services by insurance plans. Other needs include
funding for both evidence based and alternative interventions, school based and in-
home care for youth, and rural area services. There are recommendations for
administrative changes including sustainability planning, lessening reliance on outside
contractors, and the reallocation of hospital expenditures. A final cluster of needs
focuses on the impact of State and Federal restrictions on how funds can be combined
and spent. There is concern that innovation and infrastructure change will be more
difficult under existing constraints.

The consumer/family involvement domain contains needs around increased financing
for peer support and other consumer operated services and support services for family
members who take care of their loved ones who have mental illnesses. Another need
concerns giving consumers more say in how service funds are spent. Taken together,
these needs all focus upon improving the recovery and resiliency of adult and youth
consumers and their families.

Finally, there are two items in the other domain that pertain to the simplification of

financing rules and regulations and the bureaucratic requirements for people to receive
entitlements.
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Resources: Perhaps the most useful resource for this recommendation is the report
issued by the Hawai'‘i Uninsured Project which presents a thorough and complete
analysis of the status of health insurance for the residents of Hawai‘i and contains a
number of recommendations for achieving more complete and equitable coverage for
both mental health and primary care. This report can serve as a useful tool for
addressing insurance related needs of both the uninsured and underinsured. Another
resource is the commitment of the State Legislature to achieve mental health and
primary care insurance parity as embodied in Chapter 431M of the Hawai‘i Revised
Statutes which establishes parity for the most severe and persistent mental illnesses
and sets some minimum standards for coverage of other mental illnesses. The state
has also received a number of Federal and private foundation grants for a variety of
projects ranging from housing (HUD) and underserved and rural health (Health
Resources and Services Administration (HRSA) Health Centers) to infrastructure
development (e.g., the current MHT-SIG and COSIG grants). There are also a wide
array funds released by State authorities for health and mental health care (DHS, DOE,
DOH), workforce training (e.g., AMHD, CAMHD, DPS), and housing and homeless
services (General Funds), to name but a few. Finally, Many projects are planned or in
operation throughout the state listed in the matrix that are designed to address one or
more of the needs identified here.

Unavailable Information: Information was available for all sections of this matrix.

Analysis: Each domain and most needs within those domains have at least one
resource that is being used to remedy the identified problems. Much of what is here
can be reduced to one major need: the need for more across the board funding for
mental health care. This is true for all cases where either the State of Hawai'‘i or the
federal government is the major funder. Serious thought must be given to
transformation activities that do not require large amounts of new funding from either
the usual or new sources. It should be noted that the vision of mental health
transformation as set out in the New Freedom Commission are not predicated upon the
expectation of increased funding. Rather, it emphasizes how fragmented funding
structures and restrictive funding streams prevent access to needed services. The
New Freedom Commission supports financing strategies which reduce funding
duplication, braid funds, and make more flexible existing funding streams. Given the
economic realities at the Federal and State level, these strategies allow for more direct
control among stakeholders to change financing policies. Among the resources listed
for this recommendation are some that involve small scale projects that require little
extra funding. These may serve as good models for new transformation efforts.

Important needs identified here that are not yet being comprehensively addressed are
problems related to the scope, breadth, and depth of mental health insurance coverage.
The Hawai‘i Uninsured Project is a blueprint for understanding and addressing some of
these problems and should serve as the foundation of any further analyses in this
regard.
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At this stage it would be helpful to determine which projects focused upon enriching
mental health care and addressing it with as much urgency as medical care are
currently in operation throughout the state and begin a process of coordinating and
linking them. Accomplishing this can then lead to the prioritization of transformation
activities and the identification of projects that might yield more immediate results and
those that will require more long term effort.
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