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Disclaimer 



This presentation is the first of two parts focusing on the relationship between the planner and 
the data manager and between planning and data.

Today’s focus is on:

• a brief history of the Mental Health Block Grant (MHBG), the Uniform Reporting System (URS), Client 
Level Data Reporting, and the National Outcome Measures (NOMS)

• the organizational location of the planner and the data manager with implications for their 
relationship

• big picture block grant requirements 

• global planning and data acquisition and analysis issues for the MHBG and for system management
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Overview



Brief History of the Mental Health Block Grant

World War II 

High incidence of psychiatric disorders led to passage of the National Mental Health Act which 
led to NIMH

1955 Joint Commission on Mental Illness and Health resulted in  1961 Report “Action 
for Mental Health”

Major recommendations included:

• Priority for acutely ill individuals

• CMHC for every 50,000 population

• No state hospital >100

• Provide child-specific services

• Recognize the special needs of the chronically mentally ill

• Federal government should be the primary funder
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1963 Community Mental Health Act 

President Kennedy addressed Congress for the first time on mental health issues.

Legislation was passed that provided construction grants.

Later construction grants were followed by staffing grants, children’s service staffing grants, 
and operational grants.

1965 Medicaid and Joint Commission on MH of Children

1970 Wyatt v Stickney – established a constitutional right to treatment

1974 Lynch v Baxley – established the right to due process in commitment proceedings
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Brief History of the Mental Health Block Grant



1978 President’s Commission on Mental Health Report 

This report made the following recommendations:

• Create a network of high quality comprehensive mental health services, including in rural areas

• Address the needs of diverse racial and cultural minorities

• Address the needs of special populations including children, adolescents, and the elderly

• Create a national priority for those with chronic mental illness and develop a national plan

• Provide adequate financing and staff training

• Coordinate with health and human services

• Increase knowledge about the nature and treatment of mental illness

• Develop a national prevention effort

• Protect human rights and freedom of choice
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Brief History of the Mental Health Block Grant



1980 Toward a National Plan for the Chronically Mentally Ill

This plan:

• Was published in 1980 but not adopted as official policy by the Reagan administration

• recognized the unique needs of this population in the shift from hospital to community care

• estimated the number of people with chronic mental illness

• recommended national goals, a federal priority for this population,  and a number of financing 
strategies.
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Brief History of the Mental Health Block Grant



1982 Block Grant

1982 Mental Health Services Block Grant 

The Block Grant made the following changes:

• Replaced the construction and staffing/operational grants begun in the 1960s

• shifted funding from community providers to the State

• decreased funding

• increased flexibility in how States could use funds

• prohibited use of funds for hospitalization, capital projects, and payments to individuals

• and required submission of an annual application/plan in order to receive funds. 
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Brief History of Mental Health Block Grant
Research and Legal Milestones

Since 1982, there have been a number of advances that influenced various amendments to the Block Grant with 
the Cures Act being the most recent. 

• In 1990 the Americans with Disabilities Act established statutory protections for those with disabilities including mental 
illness. 

• 1990’s Decade of the Brain – focus on science and best practices – led to SAMHSA toolkits

• PAIMI – protection and advocacy for those with mental illness

• 1999 Olmstead – community services must be provided when appropriate, consumers do not oppose it, and such services 
can be reasonably accommodated

• 2006 Mortality and Morbidity Study – focus on integration of physical and mental health 

• 2008 Mental Health Parity and Addictions Equity Act – mental health services, if covered, are covered the same as 
physical services

• 2010 Affordable Care ACT – mental health services are an essential benefit

• 2015 First Episode Psychosis (FEP) Set-Aside – most recent set-aside based on NIMH study

• 2016 Cures Act Amendments – modified FEP set-aside, modified plan requirements
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Concurrent with the implementation of the Mental Health Block Grant , work began on 
development and implementation of  standardized, national data sets designed specifically for 
mental health reporting

1983- Mental Health Statistical Improvement Program (MHSIP) 
MHSIP was implemented by SAMHSA  to improve the quality of mental health program and 
services delivery decision making at all levels of government. It was designed to address:
• A national mental health statistics system including recommendations for data elements, code sets, data 

standards, and data collection methods. 
• The following questions: What service was provided, To Whom, When was service provided, By Whom, and 

What was the Charge or cost?

1988- MHSIP Grants 
SAMHSA Grants to States and territories for each State Mental Health Authority (SMHA) to 
develop management information systems based on MHSIP guidelines and to begin reporting 
data to SAMHSA Center for Mental Health Services (CMHS). 
• Collaborative effort between states and  CMHS 
• Brought together data managers and planners

Brief History of Data Collection for the Mental Health Block Grant



1988- Treatment, Episode Data Set (TEDS)

SAMHSA Center for Substance Abuse Treatment (CSAT) released a series of grants at the same 
time as MHSIP grants to develop a standardized, national data collection system for substance 
abuse admissions, episodes, discharges, and services.  This began as a client-level data 
collection system.
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TEDS



1996- MHSIP Consumer Oriented Report Card

MHSIP Consumer Oriented Report Card provided a framework of Performance Indicators within 
the domains of Access, Appropriateness, Outcome, and Prevention. 

MHSIP Consumer Satisfaction Surveys

Consumers’ perceptions of the mental health care they received from the community mental 
health system. 

Reported annually as part of the requirements for the Mental Health Block Grant. 
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MHSIP continues



1996- Five State Feasibility  Study
Landmark joint State-Federal project to develop performance indicators and standardized performance 
measures across the  public mental health sector. 

Evaluated the feasibility of implementing a national, standardized performance measurement system.

Established that states could develop the needed infrastructure to report performance measures and 
outcomes.

1998- 2001- Sixteen State Study
Sixteen states were funded to pilot the 32 performance measures of the feasibility study. 

Resulted in a uniform reporting framework for selected measures to be reported through the 
Mental Health Block Grant.  

State Reform Grants
• State reform grants were funded by CMHS to assist states in implementing performance 

improvement measures.
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Performance Measures



National Outcome Measures (NOMS) for Mental Health and Substance Abuse
• Abstinence

• Employment/Education

• Crime and criminal justice

• Stability in housing

• Access/Capacity

• Retention

• Social Connectedness

• Perception of Care

• Cost effectiveness

• Use of EBP
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NOMS



2001-2013 Data Infrastructure Grants (DIG)

Grants to SMHA to develop the capacity to report the following:

• URS Tables- first reported in 2002 

• Client Level Data first reported in 2012

MH-CLD

TEDS

• Web BGAS
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Data Infrastructure and Client Level Data



Client Level Data first reported to SAMHSA for FY 2012

Client is the sole unit of analysis.

Allows  client information to be tracked  over time from admission to discharge and report 
changes in NOMS related data for each individual client between admission and discharge.

NOMS related data tracked at annual intervals for each client:
• Diagnosis
• Demographics
• Concurrent substance use
• Episodes of State Hospitalization
• Homelessness
• Employment
• School attendance
• Criminal and juvenile justice involvement
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Client Level Data



2014- Behavioral Health Services Information System (BHSIS)

Behavioral Health Services Information System (BHSIS) Agreements are funded by SAMHSA and 
provide annual funding to support the data collection and reporting  for block grant reporting. 
The BHSIS Agreement stipulates that states and jurisdictions submit Uniform Reporting System 
(URS) data and client-level data on the first of December each year, in compliance with Mental 
Health Block Grant reporting requirements . 
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BHSIS



The complexity of interaction between the planner(s) and the data manager(s) is a function of 
how many there are and where they are located organizationally.

Planner(s):

• Is there more than one? Mental Health Adult/Child, Substance Abuse Adult/Child

• Is the application combined?

• Where is/are the block grant planner(s) organizationally located?

• What other job responsibilities does this person/these people have?

Data Manager(s)

• Is there more than one? Mental Health community and hospital, Substance Abuse

• Where is/are the data manager(s) organizationally located? 

• What other responsibilities does this person/these people have?
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Who are We/Where Are We



Alabama Department of Mental Health- Commissioner

Associate Commissioner Associate Commissioner Associate Commissioner for 

For Mental Illness and for Administration Developmental Disabilities

Substance Abuse

Director, Mental Illness Director, Data Management

Community Programs

(State Planner)

Adult Services Coordinator Data Analysts

Children’s Services Coordinator
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Organizational Chart



In the same organizational unit in the same state agency

• Having the same boss makes it less challenging

In a different organizational unit in the same state agency

• May have different priorities at any given time

• Multiple demands on both the planner and data manager

• Makes it more challenging for new staff in either position

• Type of data collected – state hospital, community services,  MI and SA
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Who are We/Where Are We



In different state agencies – might be true for some data and not for others
• Medicaid

• Children’s Service

• Substance Abuse

• Criminal Justice

• Budget

• Managed care entities

Wherever the data manager and planner are located, they need to have an 
understanding of clinical practice either from their personal experience or from 
seeking input from clinicians. This knowledge is essential to understanding the 
complexity and quality of client-level data.
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Who are We/Where are We



In addition to complexities at the State and Federal levels, the data must be acquired and submitted by local 
providers.

Local providers will mirror the organizational issues at the State and Federal Level:
• mental health only – adults and/or children
• substance abuse only – adults and/or children
• both mental health and substance abuse – adults and/or children

Changes mandated by the State for its use as well as to meet federal reporting requirements must be 
operationalized at the local level. 

The organizational relationship of providers to the SMHA and to other state agencies can enhance or 
complicate data reporting. 
• Medicaid managed care may create new reporting patterns that impact the data chain.
• State agency reorganization will impact what gets reported to whom.
• The planner and data manager must understand any new reporting requirements imposed on 

providers from other agencies and the impact on client-level data reporting. 
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Who are we/Where are we



Any reporting requirement – new or modified- should be developed in concert with provider 
staff. Clinicians originate the client-level data. To achieve accuracy and completeness in 
reporting requirements, it has to be possible for clinicians to do.

Revisions to software and sometimes hardware must be made.

Providers must be trained on the new requirements.

Sufficient lead time to understand and to implement the changes must be allocated.

Monitoring of the new reporting requirements with a feedback loop to assure accuracy, 
completeness, and timeliness of reporting must be managed cooperatively between the 
planner(s) and data managers(s).

If the providers don’t get it right, the data are unusable.
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Who are we/Where are we



Absolute Reporting Deadlines
MHBG and combined applications due 9/1.

Annual Report due 12/1.

Fiscal Year
State versus federal – July or October

Data estimation will be necessary if complete data are not available prior to September 1 and December 
1. Generally, at least a couple of months after the end of the year are necessary to get complete data.

Planning Council and Public Comment
When are data needed to work with Council on setting goals and assessing achievement?

When should content begin to be on website to permit public comment?

24

Big Picture Block Grant Requirements
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Planning Calendar

Block Grant Application April May June July August September October November

Review Prior Year Annual Report

Determine data needs

Collect/Estimate Service Data

Work with Planning Council to set goals

Collect/Estimate Financial Data

Begin BGAS completion and solicit public comment

Annual Report

Collect Complete Fiscal Year Program Data

Collect Complete Fiscal Year Financial Data

Assess compliance with Application Goals

Complete URS Tables



Mutual Reliance

Submitting an approvable application

Submitting Annual Report
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Relationship between Planner and Data Manager – Block Grant



Planner must understand the data system sufficiently:

• To understand what it can and cannot do

• To understand data submission timeframes relative to block grant deadlines

• To understand what and how long it takes to make changes to the data system

Data Manager must understand the Block Grant Requirements sufficiently:

• To understand needs of planner for specific information

• To develop the means to report URS and NOMS

• To manage new and unexpected data requirements, e.g. Early Serious Mental Illness set-
aside and evidence-based practices

Both are responsible for assuring that Block Grant funds continue to come to the State. 
Be nice to each other.
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Relationship – Mutual Reliance



To avoid potential loss of block grant funds, the application must:

• be complete

• be on-time

• address 5 statutory criteria

To avoid potential revisions to the application, it must:

• communicate essential information clearly and concisely – system descriptors, service 
recipients, services provided, outcomes desired

• use data in a way that clearly supports identified priorities, goals, strategies, and indicators
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Relationship – Submitting an Approvable Application



Planner Challenges:

Too much to do

System flux – political, programmatic

Crafting consensus

Need for more, better, prettier, quicker data

Data Manager Challenges:

Too much to do

System Flux – hardware, software, political, programmatic

Achieving uniformity in reporting systems

Need for clearer and more useful data specifications with longer lead time
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Relationship – Submitting an Approvable Application



The Block Grant application is useful in a variety of ways other than the important fact 
of funding.

A good system description with organizational charts, maps, provider characteristics, 
and recipient characteristics can be used for other grant applications, to educate 
legislators, and to educate new Planning Council members and/or other stakeholders.

Once the basic description is in place, it should only require minimal updates unless, of 
course, everything changes.
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Beyond just approval



The essential characteristics of the Annual Report are to assess how well the goals of the Block Grant 
application have been met and/or why the goals were not met as well as to report standardized 
measures.

It is all about the data.

The specification of the performance indicators should have been based on readily accessible and 
consistent data that were expected to be available in a timely manner.

There are a lot of moving parts – any one of which can derail the straight forward measurement of 
performance indicators:
• Changes in the State reporting infrastructure from one year to the next
• New provider computer systems, electronic medical records
• Implementation of managed care – Medicaid or otherwise
• Natural disasters
• New providers
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Preparing the Annual Report



The planner works with the Planning Council to select priorities, goals, strategies, and 
performance indicators that are based upon analysis of quantitative and experiential data.

The planner works with the data manager to assure that accurate and consistent data are 
available to measure performance. Both work with local providers to improve data reporting 
quality.

In the case of failure to meet expressed performance indicators, the planner works with the 
Planning Council and data manager to understand and describe the reasons for the negative 
outcomes ----- data problems or performance problems.

Once the source of the problem is identified, the planner, working with the Planning Council, 
has to decide whether to ask for a revision.
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Roles of Planner and Data Manager



Block Grant reporting will be covered in detail in the second webinar.

There is an almost endless list of questions that data might be used to answer.

The challenge is to focus on essential elements regarding services provided and recipient 
characteristics. What data are you actually going to use? Possibilities include:

• Number served

• Services provided – how to structure service data – procedure code, modifiers, etc.

• Demographic characteristics of recipients 

• Program fidelity to EBP standards

• Contract requirements re services provided to whom

• Consumer outcomes, e.g. employment, housing, criminal justice involvement
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Uses of Data



There are some data elements that are specific to the Block Grant such as the URS 
tables and the NOMS.

Most data are needed to plan and manage the system of care independent of the Block 
Grant. 

Data specifications should both provide needed management data and support the 
development of the application and Annual Report.

The MHBG application should reflect the state’s overall planning efforts.

Good data = good understanding of system issues and needed changes
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Non-block grant Data Needs



What is considered essential changes over time, and the reporting system must change with it.

The following are examples of “on the fly” changes made in Alabama in response to emerging 
need:

Hospital downsizing 
• Major planning effort undertaken to reduce state hospital census to levels dictated by available space
• Required structured assessment of placement needs at Bryce and Searcy, the two largest state 

hospitals
• Online assessment instrument developed by IT in two weeks – used to assess needs for various levels 

of support by geographic area – became the foundation for all program development
• Additionally, a modifier indicating that a person was a Wyatt class member was added to the 

community data set 
• Hospital and community data sets were merged to support tracking consumers across locations in 

real time
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Uses of Data



Implementation of evidence-based practices
When Assertive Community Treatment (ACT) was implemented, it was set up as a bundled per 
diem billed to Medicaid.

As part of measuring fidelity to the model, the SMHA community data system was set up to 
report discrete service types – case management, individual counseling, psychiatrist visits, etc. 
by date of service.

In this manner, it was possible to see how many days per month services were delivered and by 
whom.

Periodic meetings were held with the providers to review the data relative to the certification 
requirements for ACT.
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Uses of Data



Coordination of service codes with Medicaid, CHIP, Medicare, and private insurance

As new services were developed and covered by other payer sources, it became necessary to use 
consistent procedure codes across the major players – SMHA, Medicaid, Public Health, Medicare, and 
Blue Cross/Blue Shield.

The Healthcare Common Procedure Coding System (HCPCS) and non-standard codes provided the basis 
for lively discussion at multiple meetings over an extended period of time.

The result was a uniform procedure code using HCPCS and non-standard procedure codes across the 
major mental health funding sources in Alabama.
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Uses of Data



• MHSIP Grants

• Five state and 16 state study

• MHSIP Consumer Report Card

• MHSIP Consumer Satisfaction Surveys

• DIG grants

• BHSIS

• Center for Behavioral Health Statistics and Quality

• Drug and Alcohol Services Information System
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Origins of Data Collection



Identify and Understand Data Needs

WebBGAS Tables

URS Tables 

MH-CLD Files

• Submitted through NRI 

• Submitted through TEDS
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Data, Data Everywhere: How Do I Make Sense of It or IT?



Remember:

When you have seen one State Mental Health 
Authority, you have seen one State Mental 
Health Authority.
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Data, Data Everywhere: How Do I Make Sense of It or IT?



Identify Data Sources and Owners
Review prior MHBG applications and supporting documentation to identify sources for table data.

Seek out the IT manager(s) in your organization and develop a cordial business relationship. 

New planners benefit from IT manager’s experience and knowledge and vice versa.

Is data located within your agency?  Who are the owners?

Where are the data located to generate the URS tables? MH-CLD files?

Who administers and  compiles data from the MHSIP Consumer Satisfaction Surveys or other 
consumer satisfaction surveys used by your state? 
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Data, Data Everywhere: How Do I Make Sense of It or IT?



Identify other potential data sources and owners
• Local Providers

• Medicaid agency 

• External Children’s BH Agency

• Managed Care entities or fiscal agents

• Contractors

• Other state agencies/associations

• URS Reports

• MH Client Level Data Reports

• State and National Behavioral Health Barometer 
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Data, Data Everywhere: How Do I Make Sense of It or IT?



Establish and Maintain Consistent Data
Definitions and codes change.

Document the changes.

Work with data owners to the ensure planner is kept apprised of any modifications in the data sets.

LOOK  at your data!
• Comparative analysis of data over time
• Question results  i.e. LOOK/SMELL test
• Understand the limitations of data elements – is it collected only at admission, available only for a small 

number of consumers, historically not reliable

Run sample MHBG reports on a quarterly or semi-annual basis to determine if goals are on track or where 
adjustments need to be made. 

Gather data owners and IT together periodically ( at least annually) to examine validity and necessity of 
current MHBG reports and files generated for the application and annual report.
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Data, Data Everywhere: How Do I Make Sense of It IT?



Data begins with  local providers.   

Establish and maintain consistent data element dictionary  for state reporting from local 
providers.

Allow sufficient time for local providers to implement changes in their reporting systems or 
Electronic Medical Records before requiring them to report based on these changes. 

Ensure adequate training is provided to provider staff, both IT and program staff, on any 
changes made in the data or data collection methodology.

Planner and data manager should maintain documentation of any changes in data collected or 
data collection methodology to ensure consistency from year to year .  
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Data, Data Everywhere: How Do I Make Sense of It IT?



Major issues impacting data acquisition/reporting

Data security

• Necessary hardware and software are expensive as is staff time dedicated to security 

Changes in local provider hardware and software

Changes in state /outside agency  hardware and software

Medicaid managed care

Changes in provider network
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Data, Data Everywhere: How Do I Make Sense of It IT?



Numbers are essential. Equally important are perceptions, preferences, political imperatives, 
and priorities.

What are national issues of concern/priorities – NIMH, SAMHSA, Medicaid, CHIP, HUD, etc.

What is important to the Governor/Legislature/Commissioner – mandates, directives, policies, 
etc. 
• Medicaid managed care

• Budget cuts

• Hospital downsizing

• Federal lawsuits

• Natural/man-made disasters
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Sources of non-quantitative data



State Agency experience will influence priorities:

• Findings from federal reviews

• Certification/monitoring reports/performance Improvement reports

• Staff discussion with provider staff and other constituents

The Planning Council provides verbal input to defining priorities both for new funding as well as 
targeting budget cuts. The verbal input is based on both analysis of quantitative data as well as 
each representative’s experience in and knowledge of the system.

Advocacy organizations (NAMI, MHA, Consumer groups, PAIMI agency) verbalize their primary 
concerns and influence establishing priorities.

Sources of non-quantitative data



Data are necessary and required for Block Grant reporting and for system management.

The Planner(s) and the Data Manager(s) must work collaboratively to define data 
requirements, to monitor the quality of data, and to make system changes as necessary.

Remember what your momma told you:

• Be nice.

• Honey catches more flies than vinegar .

• What goes around, comes around.

• Don’t make me come over there.
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Summary



Please address any follow-up questions to the following:

Molly Brooms

Retired Alabama State Planner

mbrooms@hughes.net

334-613-0686

Melanie Harrison

Retired Alabama State Data Manager

nana4au@att.net

334-467-6720

Steven Dettwyler, Ph.D.

SAMHSA Public Health Analyst/ State Project Officer

Steven.Dettwyler@samhsa.hhs.gov

240-276-0311
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Questions
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