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Due to the impending and severe budget shortfalls of the county, the Menta! Health Board is concerned
that the access to care for the severely mentally ill and uninsured will be greatly jeopardized as existing
programs are dismantled and underfunded. Clinics have closed and clients who were receiving treatment
are now finding long waiting lists and lack of support. We understand that budget cuts are necessary for
Santa Clara County, however, we ask that these continued reductions not be placed on the disabled and
mentally ill. The mentally ill are the most vulnerable of all populations and that thoughtfut
considerations must be made regarding cuts to programs. The promise made in President Obama’s
inaugural speech regarding the "high costs of health care™ must be addressed in reforms. Reforms do not
always mean cuts to vital programs such as mental health. We need to have parity with physical health
programs.

We ask that support to the Mental Health community be stabilized in these very trying times, and aliow the
Menta! Health Department to implement the new programs that are being funded by the Mental Health
Services Act (MHSA).

Since much of the emphasis of the Mental Health Department has been dedicated to ptanning for these
reductions this has taken time away from the implementation of the MHSA systems of care. The Mental
Health Department has lost vital full time employees and these responsibilities have been shifted to the
remainder of the workers. The department is at a fragile point and further budget reductions wili jeopardize
the effectiveness of the department.

Adult System of Care: Chair Carol Irwin D.C.

This was an innovative year for the Adult System of Care, as | had the opportunity to participate in
committee work with the staff from Barbara Arons Pavilion to improve services. In a joint effort with NAMI
Santa Clara County, and the staff at the hospital a NAMI Family Resource Table was situated in the lobby
during visiting hours for families seeing their toved ones. This resource table was staffed by either a NAMI
Family member or NAMI Consumer. The staffers gave information about mental iliness, educational
programs and community resources available for the public. The concept of this table was indorsed by
the Adult System of Care Committee unanimously to include its placement at the new Urgent Care Clinic
located next to Emergency Psychiatric Services (EPS). The hospital staff and the NAMI staff developed a
unique relationship in an effort to help families deal with the trauma of having a Joved one in a locked
facility. The Mental Health Board encourages the further development of this concept in all the portal of
entry clinics for mental heaith services.

tssues regarding 24 hour care services:

The emergency psychiatric, acute and chronic systems of care in the county continue to be underfunded.
Recently, the 24 hour care services have run 8.1 miltion over budget. While the population of Santa Clara
County has continued to increase, the number of acute and chronically ill clients has remained at a rather
constant number in the IMD’s{ Institute of Mental Disease). Some clients due to the nature of their Hliness
are unable to maintain stability in the community and continue to recycle back into these hospitals for
needed care. However, the number of clients needing this service has been constant, in number ranging
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from 250-285. There has not been adequate budget funding to maintain this population and each year the
Mental Heaith Department has gone over the budget to treat these patients. As the budget deficit has
created less available out patient services, relapse rates have increased resuiting in the need for these
acute and chronic services. These patients are at greater risk for suicide, homelessness, victims of crime
and abuse and are medically at risk. The need for relapse prevention programs will cut the costs of
recidivism. According to the British Journal of Psychiatry (2004), costs for patients with schizophrenia who
relapsed were over four times higher than those who did not relapse.{ See attachment 1).

While the MHD currently dealing with decisions to cut existing programs and lay off workers, on the one
hand, new programs are being planned and funded from the Mental Health Services Act for clients who
have been undeserved or have not successfully benefitted from the existing programs. The paradox is
that the department is tearing down programs and while building new ones. Thus we have a two tier
system. These two systems are running parallel to one another. In an effort to encourage transparency
and increase effectiveness of the planning the Mental Health Board has requested data concerning
outcomes measures of the MHSA programs, more specifically the program called Full Service Partnership
(FSP). We have been unable to determine the effectiveness of this program as the data and outcomes
are scant. This is an example of how the continued budget cuts have decreased the number of staff
available to compile this information. Planning continues for the new programs while existing programs
have not been evaluated. We hope to review in the upcoming year more complete information so as to
make informed recommendations concerning access, and quality of care by using outcomes measures.
This committee will also be advocating for bringing primary care into the system of care to reduce
diabetes, cardiovascular illnesses, and smoking related health hazards that are on the rise with this
population. Wellness care by relapse prevention through education and early access to care is a
component of a prevention program. These needs are unmet and could be funded under the Prevention
and Early Intervention section of the MHSA.

The following is a summary of needs and recommendations fo the Board of Supervisors in
reqards to the Santa Clara County Mental Health Depariment and System of Care:

Categories:

Revenue Generating )

1. Create a centralized mental health benefits department to qualify uninsured patients countywide.
This department will both qualify and track applications and assist patients in future benefit
administration which will increase revenues to the county. Maintain continuity with contracting
agencies to monitor entitlement programs for clients countywide. This will minimize redundancy in
the delivery system and streamline the process for establishing entitlements.

Post Hospitalization Programs

2. Develop Outpatient Day Programs which are funded by Medicare to serve clients post
hospitalization to further stabilize them and generate income for the county. This may reduce the
recidivism rate for the acute services. Further study of this issue is recommended.

3. Develop fund raising initiatives in the community to generate revenues. Partner with the Valley
Medical Foundation to generate fund raising. Partner with other non profit agencies to have yearly
fund raising initiatives for mentai health.

Direct Services

4, increase funding to direct patient services with improved access to out patient treatment. Reduce
the ratio of one psychiatrist per 400 patients to one psychiatrist per 200 patients, thus minimizing
the wait between visits and thus reducing the number of relapses.

Mental Health Services Act (MHSA)
5. Comply with MHSA doctrines by having a dedicated Family Support and Education Department
headed by 1 degree family members (parents, siblings, or adult children) to develop outreach
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and education for famities who are burdened with the emotional trauma and responsibilities of
dealing with a loved one with a mental illness. Fund these programs equitably as compared to
other MHSA programs. Station NAMI Family Resource Tables at all portal of entry clinics within
the county. Staff these tables with family members or consumers who have navigated through the
system and familiar with how the system works. Who are trained by NAMI( National Alliance on
Mental liness) to assist families in seeking help for their loved ones and leaming aboul resources
in the community.

Currently there is design for a new out patient clinic which serves clients who are not insured by
medi-cal. This clinic will offer freatment and initiate benefit applications for entitlements for them.
We support this new design and urge the department to expand this access county wide.

Planning and implementation MHSA

8. Limit the number of MHSA planning sessions and quickly implement plans approved thru the
MHSA funds. Limit the number of new programs and finely tune them to meet expectations. As
stated earlier the available staff are dedicated to maintaining the needs of the mental health
department and are strefched in their available time to implement the new programs, causing
unreasonable delays. '
Develop a county wide system fo set up outcome measures and collect the relevant data for these
programs on an on going basis, so as to reduce redundancy of services, recidivism and the use of
expensive systems of care. Data from existing programs shouid be evaluated to assist in future
program development thus eliminating programs which have poor outcomes.

Programs Collaboration: Prevention and Early Intervention

7. Develop county wide relapse and suicide prevention programs by early detection and intervention.

8. Partner with schools of nursing for collaborative care to improve life styles choices and physical
health for clients, with smoking cessation, exercise and dietary education. Partner with schools of
occupational therapy for collaborative care for gainful and meaningful employment.

Data Collection and Outcomes Measures

8. Evaluate county patient access to care, quality of care rendered and outcome measures for the
county systems of care on a month to month basis, quarterly and bi annual basis to determine
which programs are efficient and efficacious and eliminate programs which do not produse results.
Analyze and fine tune programs where outcomes are efficacious.

10, Improve interdepartmental communications by having a system of data sharing for the services
rendered. Link psychiatric needs of patients at Valley Medical with access to care in the Mental
Health System.

Emerging Unmet Needs

11. Develop a link with the Veterans Administration and family members of soldiers returning from irag
and Afghanistan who are suffering from Post Traumatic Stress Disorder, depression, and suicide
ideation who do not qualify to receive mental health treatment at the VA Or are not receiving
treatment because of the stigma of mental iliness as they think that symptoms will disappear.
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The Following Reports Have Been Compiled by the Sub-Committee
Chairs and Co-Chairs:

System Planning and Fiscal Committee: Co-Chairs Robert Williams, Hilbert Morales

The System Planning and Fiscal Committee meets monthly (except August and December) on the first
Thursday of each month. During the past twelve months the progress of the Department in saveral areas
has been monitored and input from the community, contractor, and client stakeholders has been provided.

1. Budget Cuts and Program reorganization. The monthly meetings of the committee have reviewed
the planned budget cuts. Several references summarize the past 12 months of budget reductions
and program restructuring [1], [2], (3] Budget reductions currently planned for the FY2008-09
fiscal year that will end June 30, 2009, are shown in Table 1.

. Projected budget reduction targets from the Office of the County Executive for the coming
fiscal year, FY2008-10, are $22.5 Miliion, based on the presumed discretionary amount of
$58 Miltion county general fund money identified in the Mandate Study by Harvey Rose,
consultants.

. The chairs of the System Planning and Fiscal Committee of the Mental Health Board
believe the “Mandate Study” did not correctly take into account the “non-supplantation” and
“maintenance of effort” requirements of the MHSA for county eligibility of funds under the
MHSA, which if corrected would require about $71 Million of General Fund overmatch, the
amount from the base year overmatch without inflation adjustment, be continued. See
Table 3 for the past five years of MHSA funding under the MHSA. (Table 3 page 2)

. There is over $200 Milion MHSA funds “in the pipe line” representing funds for 2005,
2006, 2007, 2008, and 2009 that have not yet been distributed to Santa Clara County,
under the formula in State Mental Health Department letter DMH 05-02. The state report
shows $4 Million in FY2006-07, $25 Milfion in 2007-08, and $21 Million in FY2008-09, a
total of $50 Million remain unapproved for country programs.

2. The past five years of budget reductions have resulted in an Administrative overload that is near
crisis proportions. For example,

. Three division director positions are open. The Deputy Department Director is the Acting
Division Director in all three divisions giving him a total of 24 direct reporis.

. After four years under the Mental Health services Act, the administrative burden of grant
applications and restructuring of programs has been such that only $22 Million dollars of
MHSA funds have been spent on county programs thru FY2007-08. The current fiscal
year forecasts that $32 Million of MHSA funds will be spent in Santa Clara County, a sign
that the program is finally beginning to gain momentum. See Table 2, FY2008-09 MHD
Income and Expenses.

. Note that the overmatch funds from the County General Fund are forecast {o be about $71
Miltion, near the level required from the Base Year FY2004-05 under the Mental Health
Services Act to maintain eligibility for MHSA funds.

. While in principle we have the data in UNICARE to determine the extent to which budget
cuts and service reductions have resulted in increased recidivism as measured by client
admissions to the county jail, more costly crisis services or to homelessness, we lack the
administrative staff to prepare such reports in a timely fashion,

. We do not have a meaningful monitoring system to determine what practices and policies
are “best practices” in the medical sense, and conversely where programmatic changes
are exacerbating the plight of the mentally ill in Santa Clara County.

. We are nearly “flying blind” when it comes to having actual data about program
effectiveness.
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3 Mental Health Department Goals in system transformation. A stated goal of the Mental Heaith
Services Act was to transform the mental heaith system to a model that has been labeled the
“Wellness and Recovery” model. In it's broadest sense it requires that the system be transformed
to a kinder, friendlier system that is directed by a partnership between mental health professionals,
clients with mentat iliness, and family members and support groups that have the interests of those
mental illness at heart.

The budget cuts over the past five years are a having a very negative impact on achieving this
goal, as evidenced by the following changes and reductions in the System of Care.

. After four years, there are just two half time positions for family coordinators and only one
of them is currently filled.
. After four years, we are just beginning to hire consumers in paid part time positions, and

fewer than 60 are now on the payroll, in part time up to 10 hour per week positions at a
cost of under $ 300,000 per year.

. The reduction in paid case management services to adults in the outpatient program
provide one case manager per 80 plus clients. This number of clients is expected to rise to
an even higher level. This reduction in numbers of case managers flirts with disaster
because many consumers on a stable treatment program require talk therapy and periodic
adjustments to the level of medication that are not currently actively provided by the
reduced level of service in the new Urgent Care program. Additionally, the new Urgent
Care program is limited to 60 days of service.

References

1. Mental Health FY09, Town Hall Meetings-Budget Reduction Plan and Nest Steps, June and July
2008, prepared by Mental Health Department.

2. Pete Kutras to Board of Supervisors, October 1, 1008, 1) Update on the FY 2009 State Budget and

2) Second Round of Reductions-Department / Agency Targets. And October 6 addendum,
highlights relative the mental heaith

3. Gary Graves to Board of Supervisors, December 9, 2008, “The FY2010 Budget Planning and
Solution Package addressing a projected $ 220 Million General Fund deficit...”

4, MHD Report to Santa Clara county, Agreement number 07-77343-000, thru Modification a4,
December 28, 2008, 8 pages

5. DMH Information Notice 08-36, MHSA Planning Estimates for 2009-10, December 11, 2008

Family and Children’s Committee: Co-chairs, Cheryl Crose and Victor Ojakian

Family, Adolescent and Chiidren’s Committee of the Mental Health Board meets every other month (the
odd number months, e.g., January, March, efc) on the 2% Thursday of the month.

Our meetings discuss some standard business matters, including a staff report (by our liaison Michael
Ichinaga) and a Mental Health Services Act update (by Ky Le). Each meeting also attempts to introduce
information on programs or resources being used or provided to famifies, adolescents, or children.

Some of these presentations included:

. In March a discussion by Jim Raphael of pending foster care legisiation.

. In July discussions on wrap around services by Laura Champion (EMQ) and a countywide report
on public school children mental health (Every Child Has A Story) by Carla Holtzclaw (Red Code
Training Associates) ‘

. in September a presentation on Positive Behavioral Intervention and Support by Lisa Davis (EMQ)

. in November a brief discussion by Vic Ojakian on teen suicide prevention videos on YouTube.

A recent state DMH review identified areas of service improvement including improving the call center 1-
800 operation, better and more cultural competency training, improved Q1 process, and improved
authorization for services, fees for service, etc.

in 2009 goals will include how to better understand and improve public school services and how to identify
directing more adolescents and teens to mental health services.
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Minorig Advisory Committee: Chair: Richard Alvarez

The Minority Advisory Committee continues to meet on a reguiar basis on the third Tuesday of the month.
All are invited to attend.

We are guided by our Mission Statement which states, 'that we advocate for the service needs of the
diverse community by addressing these needs and forwarding them to the Mental Health Board'.

The topics discussed during our meetings cover a multitude of subjects. We have discussed legislation that
directly effects mental health services. We have advocated support for AB 1887, the mental health parity
bill for instance. We have discussed culfural competency in the MHSA programs. We have talked about
housing and have invited Bob Dulci to our meeting to clarify certain aspects of the housing program,
specifically shared housing. We have asked our staff person, Maria Fuentes to keep us up to date on
ECAC activities, as well as changes to the MHSA programs and other areas of concern to our commiitee.

Currently and into 2009, we will continue to monitor PEl programs to assure that cultural competency is
written into the plan.

Older Adult System of Care: Chair : Wesley Mukoyama

The Older Adults Committee convened for the first time since 1999 as a separate committee from the
Adults and Older Adults Committee. This is because the content of the latter was more focused on Adults
59 and younger. Little attention had been given to older adults and the unique problems of aging.

In light of the new programs brought forth by MHSA, much hope was given to reaching out to older adults
who become isolated and depressed. There have been no funds directed toward this population’s need for
in home assessments for ciinical depression due fo isolation, physical immobility, dementia and just the
aging process.

It has been the committee’s plan and aspiration that this would be addressed by the Prevention and Early
intervention (PE!) process. Sheila Yuter from Mental Health Administration was assigned to this commitiee
and has been most informative. Her explanations of the process have been very thorough. However, we
had hoped that the process of PE! would have started last April. This has not happened and we are fearful
that because of severe cuts in funding from the County, this process could be delayed longer.

Furthermore, we were disappointed that there were no specific funds earmarked for the elderly. We await

and hope for a more optimistic outiook from PEI for more directed and relevant programs for the older
adulis.

We also have been convening with non mental health agencies e.g., Department of Aging and several
ethnic agencies to encourage and advocate for “wraparound services.”

Ad-Hoc Committee: Perfbrmance Measures and Ouftcomes: Chair Ronald Henninger D.C,

An Ad Hoc Committee was convened by the Mental Health Board to assist in the development and the
analysis of information as to the efficacy of services delivered by the Mental Health Department to patients.
The rationale for this committee is to fulfill the Mental Health Board duty to evaluate services rendered. This
process began by requesting data relevant to the services rendered from the Full Service Partnership
Program{ FSP). The FSP program is part of the Mental Health Services Act (MHSA) funding. This Ad Hoc
Committee serves as a go between to help the MHD understand what information the MHB wants and to
help explain to the MHB what the data from the MHD represents, Therefore, this committee could help
develop data correlating quality of care, access of care, and outcomes of care. This process io date has
heen deficient. The MHD has been struggling with lack of staffing due to the budget deficits.

One serious short coming that exists is the lack of clear meaningful outcomes that could be used to
evaluate care across the system. It is clear in the current health care environment that payers want
outcomes that demonstrate you are doing what you say you are doing. This same standard should be used
in the MHD. Along with the generation of meaningful outcomes, there needs to be a collection system that
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is consistent across the many facilities that are contracted by the MHD. Without these two parts being in
place, it is impossible to know what is working and what is not, who is doing a good job and who is not.
Without the knowledge provided by outcomes and the coflection of the data that these outcomes provide,
planning and development of new programs is little more than a guess of what is working and what needs
to be changed.

One aspect of the data collection problem arises when there are continual cut backs and loss of funding.
This results in staffing shortages for the collection of data. The question hecomes whether we choose
between staffing cuts or data coliection. Decisions made using data reflecting outcomes will provide the
necessary information needed to plan for new programs, improved programs and the elimination of poor
performing programs.

We are anticipating productive collaboration with the MHD and specifically Deane Wiley. Dr. Wiley has
been very helpful in the process of data collection. We look forward to continued improvement in the
development of this process.

Respectfully submiited by

/éwczg&‘u_e_\"ag

Caro! lrwin D.C.
Chair, Mental Health Board 2008-2002
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Mental Health Board Priorities

The Mental Health Board of the County of Santa Clara is composed of members of the community at large,
dlients and family members of clients of the mental health system. The board's mission and duties are
established in state (See attached Weifare and Institution Code, Section 5600} and county law {See
attached Chapter VI, Sections A18 — 141 and A18 — 142). They inciude: review and evaluation of the
community's mental heaith needs, facilities and special problems; advise the Board of Supervisors and the
county mental health director as to any aspect of the county mental health program; and, submit an annual
repor{ to the Board of Supervisors on the needs and performance of the county's mental heaith system.

1. Act as a forum for clients, families and other constituents about the needs and quality of
services for the mentally ifl.

2. Work with the director and the staff of the Mental Health Department as an advisor to provide
input for planning programs and budgets prior fo final decisions.

e Provide to the Board of Supervisors an annual report of the Department of Mental
Health. Communicate to the Board of Supervisors as necessary in an on-going
dialogue. Make specific recommendations to assist the Board of Supervisors in
making decisions concerning mental health services.

3. Collect, review, and evaluate information about delivery of care for the mentally ili provided by
the Mental Health Department in order to understand and evaluate services fo clients that
promote recovery, maintenance and return to the community.

4.  Promote outreach and education about mental health services

5. As informed stakeholders, communicate pertinent information leading to desired public policy
outcomes at local, state and federal levels.

6. Gain an understanding of the etiology, diagnosis, treatment and advancements in the field of
mental health.

7. Recognize people and organizations that have contributed to mental health.
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and quality of life
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Background Relapseisone ofthe
most costly aspects of schizophrenia.

Aims  To compare costs, clinical
outcomes and quality of life for patients
who experienced relapse in schizophrenia
with a control group who did not relapse.

Method Patients were randomiy
selected from current psychiatric case-
loads drawn from urban and suburban
areas of Leicester. Differences in costs and
outcomes by refapse status in the previous
& months were examined using
parametric and non-parametric tests, and
multivariate analysis was used to examine
factors associated with relapse and costs,

Results Costs for the patients who
relapsed were over four times higher than
those for the non-relapse group. There
were few statistically significant differences
in clinical and quality of life measures by
relapse status. Multivariate analyses
suggested some significant correlates of
relapse and costs,

Conciusions The higher costs
associated with relapse will be of interest
to policy-makers who face difficult choices
concerning new but more expensive
treatments for patients with
schizophrenia.

Declaration of interest None.
Funding detailed in Acknowledgements,
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Symptomatic relapse in schizophrenia is
both distressing and costly. It can devastate
the lives not only of patients, but also of
their families. The debilitating symptoms
require specialist health care interventions
and targeted treatments, with potentially
high costs. It has been estimated, for exam-
ple, that relapse cost $2 billion just for
readmissions to hospital in the USA, almost
a decade ago (Weiden & Olfson, 1995).
There is no equivalent estimate for the
UK. This stuedy aimed to compare costs,
clinical outcomes and quality of life (QoL}
for patients with schizophrenia in the UK
according to whether or not they had
experienced a relapse in the previous 6
months.

METHOD

Study sample

Patients were randomly sclected from
current (active) psychiatric case-loads
drawn from urban and suburban arcas of
the English city of Leicester. Consultant
psychiatrists or senior responsible medical
staff were approached by = project research
psychiatrist and asked for a list of patients
with a possible diagnosis of schizophrenia.
Full lists were obtained from five consul-
tants covering city and suburban catchment

areas of Leicester. An additional five con-

suitants were also approached to identify
patients with the diagnosis who had experi-
enced 2 relapse within the past 6 months.
Patients were excluded if they were living
outside this area when the sampling was
undertaken. Patients from rural areas of
Leicestershire were excluded. The sampling
procedure was designed to recruit equal
numbers of relapse and non-relapse cases.
Patients were included as participants if
they had received a diagnosis of schizo-
phrenia according to DSM-IV criteria
{American Psychiatric Association, 1994),
had no other psychosis, were aged 18-64
years, and gave their informed consent.

Appendix 1

Patients were excluded from the study if
they were roofless, continuously hospital-
ised for 12 months or more, about to move
residence, alteady participating in a clinical
trial, or unable to participate for language
reasons. Although such biases were not spe-
cifically controlled for, clinicians took every
step to avoid biases in the soclo-economic
and demographic profiles of patients.

Relapse criteria

Many alterpative definitions of telapse in
schizophrenia have been published (sce
Lader, 1995, for review). These include
number of admissions to hospital, deten-
tion under a section of the Mental Health
Act, attendance at an acute day care cen-
tre, change of antipsychotic agent, in-
creased staff input andfor more intensive
case staff management, and a significant
change in accommodation. Relapse was
identified retrospectively in this study as
the re-emergence or aggravation of psy-
chotic symptoms for at least 7 days daring
the 6 months prior to the study. In addition
to instances of relapse pointed oot by clini-
cal staff, recorded changes in mental state
were regarded as significant and amounting
to relapse if there was a clearly documented
assessment of a relapse. A change in man-
agement as approprate might also have
occurred but not necessarily, and not ali re-
lapses led to readmission. Relapse could
thus be identified in cases of patients who
had been admitted to hospital in the past
6 months, who had consulted their psy-
chiatrist and had had their medication
changed for deterioration in their condi-
tion, or who had had an increase in inten-
sive sapport at home from the community
mental health team. A planned hospital
admission was not classed as a relapse. A
research team specialist registrar advised
the researcher on any case-note descriptions
or accounts from staff that were unclear.

Instrumentation

Data were collected especially for this
study. Data collection was based on infor-
mation obtained directly from case notes
and from interviews with the patients in
which rating scales wete completed
{patients gave informed written consent}.
The information had not been extracted
for any other or prior zreason.

We used the Positive and Negative
Syndrome Scale {(PANSS; Kay et al, 1987),
one question from the Clinical Global
Impression scale {CGL Guy, 1976) covering



severity of iliness, the Global Assessment of
Functioning (GAF; American Psychiatric
Association, 1987}, the Lehman Quality
of Life scale {(Lehman, 1996), the visual
analogne scale from the EuroQol. EQ-5D
health-related quality of life measure {Kind,
1996} and the Client Service Receipt Inven-
tory (CSRL Beecham 8¢ Knapp, 1992,
2001). Unit costs attached to services were
national average figures for the period over
which clinical and service use data were
collected, at 19989 prices (Netten et al,
1999).

Statistical analyses

Depending on the distribution of key vari-
ables, parametric (independent t-test) and
non-parametric (Mann-Whitney, Kruskal-
Wallis) tests were carried out to check for
significant differences in mean costs, clini-
cal and QoL outcomes by relapse status.
The Pearson chi-squared statistic was used
to test for significant differences between
categorical measures and relapse status,
and for other relapse criteria.

The survey design also permitted multi-
variate analysis to examine simultancously
some of the potential correlates of relapse
status and costs, although it should be
noted that the study did not include a full
range of possible associations with relapse
{see for example, Robinson et af, 1999).
First, a generalised linear model (GLM)
with a logit link function was used to
predict whether a patient had experienced
a relapse or not. The logit GLM is similar
to the standard logistic model but also pro-
duces a measure of dispersion {the variance
of the unexplained part of the model). Odds
ratios are presented which show the likeli-
heod of relapse given particular patient
characteristics. Second, because costs were
skewed to the right (although only 5%
were zero values), standard ordinary least
squares estimates werc inappropriate {cf,
Dunn et al, 2003). The results presented
are based on a reduced-form GLM model,
with a log link function and a Gaussian var-
iance function. Compared with other stand-
ard GLM .specifications, this produced the
best-fitting  model in terms of mean
predicted cost levels. It also produced the
most cfficient estimates in teems of lower
standard errots and swaller confidence
intervals. The statistical analyses were car-
ried out using the Statistical Package for
the Social Sciences version 9 for descriptive
comparisons and STATA version 6 for the
multivariate analyses.

RESULYS

Sample

We identified 257 patients potentially eligi-
ble to participate in the study. Of these, 12
refused to take part, 67 were not inter-
viewed because of staff concerns, 12 could
not be contacted, and 9 were judged by
the interviewer to be too ill; in rhree cases
it was felt to be unsafe to see the patient
at home.

A total of 145 patients completed inter-
views in the study: 77 relapse cases and 68
non-relapse cases. Another 9 patients who
were also interviewed were excluded
because of incomplete records or inconsis-
tent data. The limited information available
on them suppests that most would have
been assigned to the non-relapse group
and, if included, their cases would have
had little impact on average costs.

Relapse and patient characteristics

Relapse status was defined on the basis of
re-cmergence or aggravation of psychotic
symptoms. Table 1 lists other patient char-
acteristics previously employed to define
relapse (Lader, 1995). Mot suspzisingly,
relapse cases were characterised by higher
rates of hospitalisation (63%), re-
emergence of psychotic symptoms (60%)
and aggravation of positive or negative
SYMPptoms {43%), and an increased level
of staff input or more intensive case staff
management (33%) {all P<0.05).
Compared with the non-relapse group,
patients who had recently experienced a

RELAPSE IM $CHIZOPHRENIA

relapse had been more recenty admitted
to a psychiatric ward {using actual years:
1997 and 1992, P <0.05), and experienced
a higher number of admissions (5.6 and
3.3, P<0.05). Although patients in the
non-telapse group appeared to have spent
longer in hospital, the difference was not
significant {Table 2). There was no differ-
ence between the relapse and non-relapse
groups with respect to gender, ethnic
proup, marital status, employment status
or highest level of education (Table 3}
Relapse patients were more likely to be
living alone (P <0.05). Mean ages were
37.9 (s.d.=10.7) years for relapse patients
and 41.1 {s.d.=11.1) years for non-relapse
patients {not significantly differcnt).

Clinical health and quality of life

Although higher scores on the PANSS and
the CGE suggested worse symptoms for
relapse compared with non-relapse cases,
the differences were not statistically signifi-
cant, However, GAF scores indicated worse
symptoms for relapse patients (P<0.05;
Table 4).

Using the Lehman ‘delighted-terrible’
{D-T) scale and scores, relapse patients
appeared to experience lower QoL than
non-relapse patients on most dimensions,
but the differences were small and not
statistically significant, except for the iterns
Yiving arrangements’ and ‘feelings about
current health’ (P <0.05), There was per-
haps some inconsistency in the Qok. findings
since relapse patients scored slightly better

“Table § Criterla for assignment to relzpse or non-relapse study group

Variable Non-relapse Relapse
(n=68)  (r=77)
% %
Significant change in management divectly releted to iliness or 0 60
treatment side-effects’
Change in clinical state
Re-emergence of psychotic symptoms? 0 60
Aggravation of positive or negative symptoms? 0 43
Change in management
Hospital admission i past 6 months® 0 63
Petention under section of Mental Health Act? 0 20
Acute day care? 0 5
Change of antipsychotic agem? 0 2l
Increased staff input, more intensive case staff management? 0 33
Skgnificant change in accommodation’ 0 5

Chi-squared test not computed.
. Chi-squared test skgnificant at P < 0.05.
. Chi-squared test nat significant at P==0.05.

W
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Table 2 Characteristics of service contact prior to study entry

Varizble

Mon-refapse (1::68)  Relapse (n=77)

Year of first contact with mental health services
because of psychotic iliness!
Year first admitted to psychiatric ward®

Year of mest recent admission to psychiatric ward?

Nuriber of times admitted to psychiatric ward?
Longest admission to psychiatric ward {months)’

mean (s.d.} mean {s.d.)
(985 (8.7) 1987 (8.3)
986 (8.7) 198% (7.7}
1992 (7.0) 1957 (3.9)
33 @1 5.6(4.8)
7.1 (29.6) 4.6 {2.8)

5. Independent t-test hot significang at P=0.05.

2. Significant at P < 0,05 {simitar results achieved using non-parametric tests).

on the EQ-5D visual analogue scale
compared with non-relapse  patients
(P <0.05). However, the EQ-5D measures
own health smte today, whercas the
Lehman score covers broader dimensions
of quality of life.

Table 3 Scclo-economic and demographic
characteristics of the participants

Variable Non-refapse  Relapse
(r=68)  (=77)
% %

Gender

Fernale 471 328
Ethnic group'

White 824 831

Black Caribbean 4.4 2.6

Indian Ih8 13.0

Other i4 t3
Marital status'

Single 55.9 740

Marriedfcohabiting 26.5 1.7

Divorced/separated 16,2 10.4

Widowed 1.4 319
Highest educational level’

Primary 4.4 i3

Secondary 882 76.6

Tertiaryffurther 44 130

Other (not specified) 29 2.1
Living arrangements*

Afone at home 19.4 377

With family/others 53.0 35.1

Collective

accommodation prX 14

Other {not specified) 58 15.6
Employment!

Mot working 941 974

1. Pearson x* not significant at P=0.05.
2, Significant at P <0.05.

348

Resources and costs

Six-month service use rates and costs per
patient are summarised in Table 5. Costs
for relapse cases were four times higher
than those for non-relapse cases - £8212
compared with £1899 (P<0.05) ~ with
much of the cost difference accounted for

“Table 4 Clinical characteristics and quality of life

by in-patient days. During the 6 rnonths
prior to the study, patients in the relapse
group spent a mean of 58 days in hospi-
tal - although this figure was inflated by
six patients who were coptinuously in hos-
pital for the entire period, By design and
selection, nobody in the non-relapse group
experienced any hospitalisation in this
period,

Psychiatric out-patient visits were also
significantly more common in relapse than
in non-telapse cases {mean cost £209 z.
£135, P<0.05). On the other hand, there
was slightly higher use by patients in the
non-relapse group of day care centres,
group therapy, sheltered workshops, spe-
cialist education, peneral practitioners and
community psychiatric nuxse (CPN) visits,
but apart from day care centres none of
the differences was statistically significant
at the 5% level, Services are complements,
in the sense that patients with greater mor-
bidity are likely to use more of a number of

Clinical and Qol. scales Non-relapse {p=68) Relapse {n=77)
% %
PANSS
Positive scale' 129 i5.4
Negative scafe! 15,0 158
General psychopathology! 310 3ad
caGl 33 4.6
GAR 578 526
{.ehman Qol
General life satisfaction (D-T scale) 43 3B
Living arrangements (DT scale)® 15.0 13.3
Daily activities (score)’ 41 18
Functioning (D-T seale)! 27 28
Famity
Talk/get together {score)’ 7.5 72
Refationship {D-T scale)' 26 93
Social relations
Frequency/type (score)t 2.l 106
Relationship (D-T scale)’ 3.6 13.2
Finances
Encugh money {score}’ 39 36
Money available (D-T scale)' 127 2l
Health
General well-being’ 134 125
Fectings about health (D-T scale)* 89 79
EQ-5D*
Health state score 577 59.5

LGS, Clinteal Global bmpression; T, delighted--terrible} BQ-5D, EuroQol, EQ-5Dx; GAF, Globa! Assexsment of
Functioning; PANSS, Positive and Negative Syndrome Seale; QolL, quality of life,

1. Independent t-test not significant at P=0.05,

2. Significant at P <005 (smilar results achieved using non-parametric tests).



Table 5 Mean 6-month service use and costs (£, 1998) per patient by relapse status

Service Non-refapse (n=68) Relapse (n=77)
Meanusage Costs(f) Meanusage Costs &)
In-patient care (days)' 60 0 578 6451
Out-patient
Psychiztric visits' 14 135 P 209
Other? 01 8 0.3 19
Day hospital {visits)}* 23 133 2.1 126
Cormunity mental health centre (visitsy** 24 44 14 25
Day care centre (visits)! 5.9 106 0.8 i5
Group therapy™ 04 3 0.l Z
Sheltered workshop? LE 45 0.0 0
Specialist education®? 19 52 00 0
Other (not specified)’ 0.6 12 0.0 0
Visits by
Psychiztrist! 25 103 23 269
Psychologist! 0.0 0 00 2
General practitioner’ 18 217 1.6 152
District nurse’ ol } 00 ]
Community psychiatrie nurse® 126 1014 52 Il
Social worker® 0.4 % 0.4 106
Occupational therapist® 0.0 1 0.8 44
Home helpfcare worker? 0.4 0 046 0

Totat costs'

1899 8212

1. Independent ttest significant at P <0.05 {similar results achieved uslng non-parametric tests)
2. Costs not available — set equal to cost for day care centre.

1. Independent t-test not significant at P=0.05.

services, but are also substitutes, in that
{for example) hospital in-patients will have
less need 2nd less opportunity to use day
care, pritary care and CPN support. These
two tendencies may have cancelled out for
this sample.

Relapse correlates

Given the (expected) high costs associated
with illness refapse, correlates of relapse
and non-relapse status were examined.
“The odds ratios in Table & indicate that,

controlling for all other explanatory fac-
tors, there was an increased risk of relapse
associated with:

{a) each year of age (OR=1.07}

{b) fewer years since recent hospital admig-
sion {converting the tabulated OR:
1/0.79=1.27}

{c} previous suicide or self-harm attempts

(OR=3.93);

(d} increased social [functioning {OR=
1.29);

Table & Factors associated with relapse status: multivariate analyses {r==t31)

Variable Odds ratio? 95% CI
Age {years) 107 L0113
Number of years since most recent hospital admission 0.7% 0.69~-0.90
Previcus suicide or self-harm attempts 393 1.39-11.07
Social refationships score (Lehman) 129 1.13-1.48
GAF score 0.93 0.67-0.98

GAF, Globat Assessment of Functioning,

t. Dispersion parameter 0.99 (a value of t indicates canstant variance of the error term).
2. Significant at P <0.05 cantrolling for gender, ethnicity, marical status, education and living arrangements (alf

P >0.05),
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{e) lower scores on the GAF {converting
the tabulated OR: 1/0.93=1.08} (all
P <0.05).

Cost correlates

The log link method of GLM estimation
was used to examine the factors associated
with cost differences (Table 7). Coefficient
values represent the percentage change in
total costs {(from the average) following a
one-unit change in the explanatory vari-
able (compared with a reference category
if the variable is categorical). Holding con-
stant all other explanatory factors in the
model, average costs were increased by
patients who relapsed (147%]), and were
reduced by patients who were older
{3.6% per year of age), and living with
familyfothers compared with these in
cotlective accommodation (58%].

DISCUSSION

Costs of relapse of schizophrenia

Studies of the overall costs of schizophrenia
in the UK {Davies & Drummond, 1993}
and in other countrics {Knapp et al, 2004)
confirm the high proportion of the total
that is attributable to in-patient carc. This
study shows that illness relapse is 2 major
factor in generating these high hospitalisa-
tion rates and costs. We have gone further;
howevet, in providing an estimate of the
full service costs of schizophrenia relapse
in the UK. Patients who experienced a re-
lapse during the 6 months prior to data col-
lection had mean service costs of £8212
compared with £1899 for those who had
no relapse during this period. The only pre-
vious UK estimate of the costs of relapse of
which we are aware was based on expert
opinion and assumed (rather than ob-
served) service utilisation in a simulation
model that compared three antipsychotic
drugs {Almond & O*Donnell, 2000). Aver-
age relapse costs at 1997 prices were esti-
mated to be just over £10000 per patient
during three monthly cycles and included
both service use costs and accommodation
costs {the latter not included here).

Clinical and Qol. correlates

Surprisingly, perhaps, there were few differ-
ences in clinical and QoL outcomes be-
tween patients who had relapsed and
those who had not, However, some of the
patients in the former group would have re-
covered well from their relapse by the time
these clinical and QoL instruments were
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‘fable 7 Factors associated with differences in rosts:

multivariase analyses (=145}

Vartable Coefficient (B)' 95% Cl
Age (years) —0.04 —0.06t0 ~B.16
Gender (male) 0.08 —0.32t0 048
Ethnicity (White) ~0.41 0,64 10 0.43
Ethnicity (Black Caribbean) 0,99 —0.i5to 212
Marital status (single) —0.16 —0.70t00.38
Marital status (married/cohabiting) 0.35 ~0.33t0103
Further education (higher) 0.26 04410094
Living alone at home —0.05 —~0.58t0 048
Living with family/relatives —0.58 — 1070 0,08
Relapse status 1.47 188t0 1,06
Constant %15 8.67 to 10.14

1. Percentage change In total costs following 2 ane-unit change in the explanatory vartable; ali variables significant at

P < 0.05.

administered. This time lapse is probably
the reason for the lack of difference.

Associations

Multivariate analyses confirmed some
significant correlates of relapse, and a
reduced-form cost eguation found, as
expected, that relapse status significantly
increased total costs. The cost equation
was estimated in reduced form for two
main reasons, First, relapse status as a
regressor captured some of the important
partial effects already idemiified in the
relapse function — for example, suicide
attempts, previous hospital admissions
and social functioning — and reduced the
need to include these variables further as
independent effects in the cost analyses.
Second, clinical and Qol. variables were
excluded from the cost equation because it
was difficult to relate current measures
with costs in the previous 6 months. This
is a probliem of endogeneity: it is difficult
to ascertain the direction of causation
between variables. Although higher levels
of service use (and costs) might have
improved health and reduced the likelihood
of relapse, relapse status might have
increased service use and costs. However,
piven that relapse often resulted in hospita-
lisation (for about two-thirds of the people
in the relapse group) and in-patient costs
accounted for around three-quarters of
total costs, the problem of cndogencity
with relapse status was less of an issue.
Finally, a cantionary note is required
on measuring differences in costs and
health outcomes between the relapse and

i50

non-relapse gronps. Although this method
is valid, a superior comparison would come
from panel or longitudinal data that mea-
sure changes in outcomes prospectively
for a piven population (cf. Robinson et al,
1999}, The costs of relapse would then be
estimated by examining the differences in
costs, before, during and after relapse.
Cost-effectiveness comparisons are also
required based on experimental evaluations
of relapse minimisation strategies.

Policy implications

The significant costs found to be associated
with relapse confirm the scale of the
impact — in this case measured by service
uptake — of a worsening of symptoms for
people with schizophrenia. These costs will
be of interest to clinicians and other deci-
sion-makers who face difficult choices
about new but more expensive treatments
for patients with schizophrenia. Subject to
the above cautionary comment, delaying
the time to relapse should mean delaying
the escalation of costs. More importantly,
a slower or reduced rate of relapse means
slower or reduced damage to the health
and quality of life of patients, and in some
cases also less adverse impact on their
families.

Psychoeducation and refated pro-
grammes have been shown to reduce medi-
cation non-adherence, detect prodromal
symptoms of relapse and reduce the rate
of hospitalisation (e.g. Birchwood et al,
1989; Kemp et al, 1996; Herz et al,
2000}, A relatively inexpensive evidence-
based intervention for reducing rclapse is

family work for patients with schizo-
phrenia living with a relative with high
levels of expressed emotion (e.g. Xiong et
al, 1994). There is no evidence that these
effective interventions have yet come into
widespread use.

¥ new antipsychotic treatments in
schizophrenia can improve efficacy and
compliance rates compared with conven-
tional neuroleptic therapy, and thereby
reduce relapse rates, this might bring about
reductions in the service costs of schizo-
phrenia. In turn, as demonstrated in some
international studies (Flamilton et al,
1999), and as concluded by the National
Institute for Clinical Excellence (2002),
the overall costs of the treatment could be
reduced.
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CLINICAL tMPLICATIONS

m Compared with the non-refapse group, patients who rélapsed scoredhighero
Positive and Negative Syndrome Scale a‘_ﬁ&;Gi‘mEcal G!o ile, an
ctiofing;: but only the

u . The striongest predictor of il
made previous suicide or'sel

measured by the Lefima sc;

LIMITATIONS

a0 Multivariaté analysis was ajiplied toa ‘svﬁai'l's'am'plé f pa‘tients:and with only afew
explanatory variables.
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