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EXECUTIVE SUMMARY 
 
 
The provision and development of behavioral healthcare services by the Department of Mental 
Health has shown steady progress in many areas during this past year.  These include movement 
to community-based services for persons with long-term hospitalization, improving emergency 
services, out-stationing of child and adolescent services staff to schools, families, and street 
corners, and reducing barriers to seeking mental health services. 
 
While there has been steady progress in some areas, there are clear signs that budget reductions 
have negatively affected others.  The problem of persons remaining in emergency rooms, due to 
lack of community stabilization alternatives and reduced DMH inpatient capacity, has demanded 
the attention of departmental leaders near the end of this fiscal year.  The agency’s ability to 
provide adequate crisis services has suffered from historically low funding levels and increasing 
demand.  The department has focused its limited resources on community services for persons 
who have been in long-term psychiatric hospital care, accentuating major problems in other parts 
of our system. 
 
This report attempts to present a balanced view of the department, outlining the strengths and 
accomplishments of the agency as well as the deficits and shortcomings.  The latter will be the 
basis for our future budget requests. 
 
The department has embarked upon a multifaceted effort to improve the behavioral health 
leadership it provides and the excellence of its services.  With a new director, and a reorganized 
management team with fresh ideas, a Community Planning Process is being undertaken to review 
and clarify the agency’s vision.  The state director has shared his vision in a series of Town 
Meetings held through the latter part of the fiscal year.  The Community Planning Process is 
designed to “listen and learn” from the citizens of South Carolina about their vision for the 
department. 
 
This fresh view is essential as we identify new budget priorities within growing fiscal restraints.  
The department is committed to upholding the basic principles adopted in recent years; most 
importantly, that life in the community is preferable to hospital care.  Toward Local Care (TLC) 
programs have been a tremendous success, and the movement away from large, central hospitals 
has contributed to the quality of life for persons who have taken this step.  The investment has 
paid dividends in the number of persons served close to their home; 97,000 South Carolinians 
were served last year in community-based programs as compared to 92,000 in FY 00.   
 
With the decision to expend limited funds on expanded services in the community, there has, 
however, been a neglect of the condition of the inpatient facilities.  It is time to review the quality 
of the current hospital environments and ensure that clients are served in areas that are 
therapeutic, safe, and suitable for patient care.  The continuing need for the provision of hospital 
care that is documented in this accountability report makes this review a priority. 
When persons are ready for life in the community, department staff partner with them to make 
this transition possible.   In a year when the stigma of mental illness has been increased by 
charges of violence, and funds to bridge the movement to community care have been scarce, the 
department has continued to increase stabilization programs in community settings.  Even so, it 
has not been enough.  The department needs to rethink its approach to crisis services in the 
current fiscal year in response to continuing budget restraints. 
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The seeds of consumer-centered, community-based services have been documented in the 
attached report.  True to our mission/vision statement, children’s services have been expanded in 
the schools, diversion programs have been created to reduce truancy and prevent youth from 
penetrating the juvenile justice system, and Family Preservation Programs have worked toward 
three major outcome measures - keeping kids in school, at home, and out of trouble.  Programs 
for adults have centered on hospital diversions, crisis stabilization, increasing employment, and 
securing safe, affordable, decent housing for consumers. However, there is still much to do to 
insure that all citizens in need of services have access to DMH programs. 
 
The new agency leadership has brought focus to a number of other issues, such as reducing the 
trauma often associated with inpatient treatment and to reducing the stigma associated with 
mental illness.  The anti-stigma campaign, “Mental Illness: Its Not What You Think,” has been a 
well-accepted public information effort to address this issue.  The leadership has also embraced 
the hopeful message that recovery is within the grasp of every person with mental illness. 
Employment of consumers to conduct formal consumer-to-consumer evaluations has 
demonstrated that the people served by the department are also capable of assuming productive 
roles within the department.  This next year the department will listen to consumers and advocates 
in formal committees and in informal “Kitchen Cabinet” situations that promote the inclusion of 
the consumer perspective in the planning and implementation of services. 
 
It appears that the State of South Carolina will face another difficult year in FY 02 for state 
supported behavioral health services.  The department will manage these fiscal problems which 
are dictated by economic realities.  Within this context, the department will concentrate on 
bringing quality to the lives of citizens of South Carolina who suffer from mental illness. 
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Section II - Business Overview 
 
The South Carolina Department of Mental Health is a large, complex state agency serving 
mentally ill citizens of the state.  The agency also provides services to persons with alcohol and/or 
substance abuse problems, sexually violent predators, and persons requiring intermediate and/or 
skilled nursing home care.  South Carolina was the second state in the nation to pass legislation 
(in 1821) establishing and financing a state hospital for the mentally ill. One centralized state 
hospital (the historic Mills Building was the original “Insane Asylum”) began to provide services 
to the mentally ill in 1828.  Today, the department operates five inpatient facilities in Columbia 
and two more near Anderson, S.C. along with a statewide network of seventeen (17) 
comprehensive community mental health centers which have offices in every county of the State.  
The agency serves approximately 97,000 clients annually in the community and 12,000 in 
hospital and/or nursing facilities.  DMH began FY 01 with an annual budget of $362 million and 
6,383 authorized FTE’s. 
 
In mid- FY 01, DMH began preparing for a projected budget reduction anticipated to begin at the 
start of FY 02.  In addition to a loss of $18.3 million state dollars, the agency projected a loss of 
other revenues which created a $40 million budget problem for FY 02.  As a result, the agency 
initiated cost-saving measures during the middle of FY 01 including a hiring freeze and 
restrictions on travel and equipment expenditures.  This resulted in a significant loss of filled 
positions by the end of the fiscal year.  The number of filled positions dropped by 309 from 6,032 
in December, 2000, to 5,645 at the end of the fiscal year.  Additional reductions are scheduled 
during the first part of FY 02.  
 

Base Budget Expenditures and Appropriations  
   

  99-00 Actual Expenditures 00-01 Actual Expenditures 01-02 Appropriations Act 

   
Major Budget 

Categories  

  
Total Funds 

  
General 
Funds 

  
Total Funds 

  
General Funds 

  
Total Funds 

  
General 
Funds 

  
Personal Service $184,224,781 $118,381,952 $196,883,917  $122,759,044   $192,343,383 $115,975,667  

  
Other Operating $81,096,117  $29,336,044 $81,505,860  $26,314,963   $94,183,946 $25,143,212  

  
Special Items $10,980,819  $6,262,790 $12,985,504   $3,236,732 $600,200  $200,200  

Permanent 
Improvements 

$11,159,393  $115,000 $18,356,198   $3,500,000     

Debt Service $90,789 
  $265,768    

  
Case Services $17,063,118  $11,287,018  $18,866,322  $10,958,863  $19,717,311 $11,647,877  

Distributions 
to Subdivisions 

            

Fringe Benefits $48,036,623 $31,193,811 $55,516,399 $34,469,756 $51,332,353 $32,302,663 

Non-recurring 
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Total $352,651,640 $196,576,615 $384,379,969 $201,239,358 $358,177,193 $185,269,619 

  
  

Other Expenditures  
   

Sources of Funds 99-00 Actual Expenditures 00-01 Actual Expenditures 
Supplemental Bills    $3,500,000 

Capital Reserve Funds     
Bonds   $4,250,000  

  
 
Note:  DMH received supplemental funding in FY 00 of $7,017,161 for operating expenses reflected in the top 

chart. The bottom chart reflects capital expenditures only.  These include $3.5 million for a new 
veterans hospital, $3 million for Columbia Area Mental Health Center and $1,250,000 for a satellite 
mental health center in Greer. 
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Section III 
Elements of Malcolm Baldrige Award Criteria 

 
 

Category 1 
LEADERSHIP 

 
1.1  How do senior leaders set, deploy and communicate: Short and long term direction; Performance expectations; 
Organizational values; Empowerment and innovation; Organizational and employee learning, and Ethical 
behavior? 
 
The senior leadership of DMH is responsible for the implementation of the legislative mandates 
set by the General Assembly and the policy direction within these mandates set by the Mental 
Health Commission, the agency’s governing board. DMH’s strategic plan, which is in the 
process of being revised,  reflects the mission and priorities of the department. Based on these 
parameters, senior leadership establishes programs and services in consultation with external and 
internal stakeholders.  During this past year the department has enhanced its programs for crisis 
services and, at the same time, has furthered its Toward Local Care (TLC) efforts for persons 
who have been in long term psychiatric care.  Senior management decisions to continue these 
programs are a clear reflection of the department’s commitment to provide community based 
services to persons suffering from mental illness (figure 1.A).  The data show a rise in the 
number of consumers served in the community and a decrease in the number served in hospitals.   
The programs solidify the long term direction of the department, its firmly held values for quality 
of life for persons with mental illness, and respects the national ethic of freedom from 
institutional living for mentally ill persons which is the basis of the recent Olmstead decision. 
 
The decisions to improve behavioral healthcare crisis services and the Toward Local Care 
initiative are the result of a state planning process and a Toward Local Care Advisory committee 
(more than one half are customers outside of central DMH administration). These processes 
bring together the views of consumers, family members, other state officials, and advocates, and 
provide senior departmental leadership important information and data used in the planning and 
decision-making processes of the agency.     
     
With the recent appointment of a new state director, the Department of Mental Health has 
undertaken a restructuring and reorganization of its leadership team and its functions.  The Table 
of Organization (as reflected in Section II) more effectively defines responsibilities and 
accountabilities and sets new policy priorities. Management levels have been reduced in the 
Behavioral Health Division so that center directors are closer to division management. 
 
In the new DMH reorganization, three existing vacancies and one new position have been filled 
by four new senior managers.  Administrative consolidation of four existing hospitals under one 
leadership team is being conducted and will lead to efficiencies of scale and avoidance of 
duplication. Most importantly, it will enhance the provision of quality of care to our consumers 
by removing institutional barriers.  A new agency planning document will be developed and 
implemented by the end of the third quarter of 2002. This document will be developed by both 
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external and internal stakeholders of the mental health system through a series of community 
forums and will guide the DMH and its leadership team for the next several years.  Finally, a 
new committee structure is being implemented in August 2001.  This will streamline and 
simplify departmental level committees which coordinate initiatives and provide a pathway to 
senior leadership for reports on progress and data.  
 
1.2   How do senior leaders establish and promote a focus on customers?     
 
Senior leadership has emphasized that DMH’s stated primary mission is carried out: That we  “... 
in partnership with consumers, families and their diverse communities, will assist citizens with 
mental disorders to improve the quality of their lives.” The state director and other members of 
the leadership team traveled the state during the second quarter of this year and held community 
“Listening and Learning” meetings in all 17 community mental health center areas. Each 
gathering, which included consumers, staff, local legislators, family members, private citizens 
and advocacy groups, was told that the consumers of our services are our prime focus and that 
the programs of the department will reflect this direction. Budget requests have emphasized the 
community programs, and senior leadership has approved funding this year from within the 
DMH system for local crisis stabilization services and increased funding for Toward Local Care 
(figure 1.B).  A number of key performance indicators are reflective of consumer perception 
including access to services, appropriateness of services, and outcomes (figure 1.C).  Over the 
last three survey periods, the scores on consumers’ perception of access to services have 
remained consistent, while the scores on consumers’ perception of appropriateness of services 
and outcome of services have varied somewhat.   Compared against the scores from other states, 
DMH results are at or below other states’ scores, with differences in survey methodology 
possibly accounting for the variability.  Senior management has also established a new division 
within the agency, the Office of Health Care Reform. This office will lead the way in ensuring 
that the voice of the consumer is represented within the senior leadership and that the Recovery 
Model of rehabilitation will drive the agency and its programs. 
 
The DMH and senior leadership have always placed primary importance on the community and 
the input of citizens and clients. Most committees established by management contain 
consumers, family members, and local citizens so that the community view can be heard and 
considered as policy and initiatives are developed.  Community participation is clearly 
annunciated in our mission statement. Furthermore, each community mental health center is 
directed by a board composed of local citizens appointed by the local legislative delegation. Each 
board, which meets monthly, provides oversight to the center and assists in maintaining 
community focus.  To hear the community voice, the senior leadership of the agency has a 
monthly conference call with all board chairs to discuss priorities and concerns, community 
issues, and to communicate statewide issues. 
 
1.3 What key performance measures are regularly reviewed by your senior leaders? 
 
The performance expectations of the system are monitored through the use of  “dashboard  
indicators” that measure the effectiveness of our provision of services. These performance 
measures were chosen to reflect the organizational values of DMH, such as a community based 
treatment philosophy, the expansion of housing and employment opportunities for consumers, 
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and adequate children’s services to keep children in school and out of the Department of Juvenile 
Justice. These indicators include number served (figure 1.A), employment rates of consumers 
(figure 1.D), housing (figure 1.E), readmission  rates (figure 1.F),  fiscal data (figure 1.G),  
number of adverse incidents (figure 1.H), symptom reduction (figure 1.I), and self-reported 
consumer satisfaction  (figure 1.J). The leadership reviews and analyses this data and uses it to 
drive the organization. 
 
1.4  How do senior leaders use organizational performance review findings and employee 
feedback to improve their own leadership effectiveness and the effectiveness of management 
throughout the organization? 
 
Senior leadership’s review of the key performance findings is used to plan for program addition, 
adjustment, or elimination. The establishment of TLC programs, more local inpatient beds, and 
more local crisis stabilization services came from data that indicated that consumers recover 
better when treated in their local communities. Review of fiscal data by leadership also 
supported the increase and redirection of funding from inpatient services into community 
programming. Through discussion with center directors, hospital CEO’s and advocacy groups, 
the commitment of the agency to enhance resources in the community was forged. Each senior 
leadership position is appraised against a performance measurement instrument which reflects 
the key values and mission of the department. These measures are in turn reflected in the EPMS 
of subordinates.  Employee feedback is encouraged through “open door” policies of all the 
leadership and the use of frequent staff meetings both within divisions and whole building 
meetings. The recent budget reduction process, for example, involved many staff and requests 
were made for any employee with cost reduction suggestions to bring them forward.  
 
1.5  How does the organization address the current and potential impact on the public of its 
products, programs, services, facilities and operations, including associated risks? 
             
The department has been committed to the development of effective, efficient and qualitative 
services in the community for at least the last five years  (figure 1.A and figure 3.A). The move 
has been away from the large centralized institutional settings.  Successful integration of 
consumers into their local communities is dependent upon community mental health centers 
having the resources to provide the necessary treatment programs and support systems.  This 
responsibility, to the general public and the consumers we serve, is felt keenly by the agency.  To 
that end, DMH has strived to provide a comprehensive array of services available for adults and 
children across all our centers. Successful efforts have been made to develop services in the 
schools (figure 1.L) so that interventions occur early in the lives of emotionally disturbed 
children. Additionally, the capacity for providing crisis stabilization services has been developed 
throughout the state  (figure 1.M). DMH has increased services to people in crisis.  By providing 
early intervention, the department has been successful in reducing the financial and, sometimes, 
emotional cost to the consumer and family that is a result of hospitalization.   In addition to 
reducing inpatient admissions, crisis services also reduce the risk to community. 
 
DMH is conscious of the competing needs of client rights and public safety and has developed 
stringent support services including housing, employment, wrap around services and case 
management depending on the needs of the individual consumer. The DMH has entered into 
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numerous collaborations with other state agencies including Department of  Alcohol and Other 
Drug Abuse Services, Department of Juvenile Justice, Vocational Rehabilitation, Department of  
Education, and Department of Social Services  in the provision of services to consumers who 
have dual diagnoses or need employment and housing services. 
 
Other community initiatives include close contact with local media so that the successes, new 
programming information, and, most importantly, information on mental illnesses and the 
treatments available, can be accurately conveyed. The department’s recent public information 
campaign that combats stigma, “Mental Illness: It’s Not What You Think,” was an outstanding 
success with visual, print and billboard mediums being used.  
 
1.6  How does senior leadership set and communicate key organizational priorities for 
improvement? 
 
Key organizational priorities are set through regular meetings of the leadership of the agency, 
and through consultation with center and hospital directors, the commission and with key 
external stakeholders. Some of these processes include the state plan, strategic plan, and the new 
agency committee structure.  Improvements in the major priorities are reviewed by monthly data 
provided on the dashboard indicators that accurately reflect the state of the system and whether 
priorities are being attained.  Senior leadership can compare the performance of similar programs 
located throughout South Carolina and nationally, as well. When problem areas are identified 
and improvements are necessary, leadership responsible for these areas are required to develop 
corrective action plans.  
 
1.7  How does senior leadership and the agency actively support and strengthen the community? 
 
The department plays an active and prominent role within communities promoting mental health 
awareness, education, and healthy lifestyle choices for all citizens.  Senior leadership encourages 
department staff across the state to contribute to these and other community activities.  Staff  
have been involved in speaking at churches, civic groups and schools, fund raising for charitable 
causes, and assisting families in need who have no other place to turn.  Senior leadership also 
encourages staff to become involved in the United Way and the department is the leading state 
agency in contributions to this worthy cause.  (figure 1.N) 
 
The department actively supports and strengthens the community by partnering with other 
agencies and community organizations to improve services to our citizens. We also work closely 
with the court system in the state to provide safe therapeutic care for persons with mental illness.  
For persons who are charged with having committed a crime, the department provides evaluation 
of competency to stand trail and mental illness.  
 
The department responds to community needs that extend beyond traditional mental health 
services.  The long term nursing care services of the department are not only for persons with 
mental illness but also for persons who have never had mental illness by providing nursing home 
services to veterans and others.  Elderly persons who have degenerative brain diseases which 
result in behavioral problems during a trying period of their aging process are served by the 
department, as our staff are among the most knowledgeable service providers for persons who 
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experience behavioral problems during the aging process.  The department has also been given 
responsibility for treatment services to sexually violent predators.   
 
 
 
 

 

Category 2  
STRATEGIC PLANNING 

 
2.1   What is your Strategic Planning Process, including participants, and how does it account 
for: Customer needs and expectations; Financial, societal and other risks; Human resource 
capabilities and needs; Operational capabilities and needs; Supplies/contractor/partner 
capabilities and needs? 
 
When the DMH Commission and the agency director ordered the development of a new strategic 
plan to guide the department into the 21st century, their fundamental charge was to develop a 
plan that was true to the mission and priorities of the department and to use a process that 
assured stakeholder inclusiveness.  The hundreds of individuals who participated in the process, 
from the Strategic Planning Advisory Committee, to focus group composition, to key informant 
interviewees, were selected through nominations from the internal and external stakeholders to 
ensure that the needs and expectations of the customer were being heard.  Further, each draft of 
the plan was rigorously scrutinized by over 1,000 constituents and their recommendations 
incorporated into subsequent versions of the document. 
 
The result of this effort was a comprehensive document containing 42 objectives, each with 
measurable outcomes and time-lines.  Stakeholder inclusiveness was sustained in the specific 
objectives, with 43% of the outcomes dependent upon our ability to partner with consumers, 
other agencies, or the private sector.  It was also a document that focused on the expectations of 
the customer and fulfilling the mission, priorities, and values of the agency.  In the two years that 
the plan has been in the implementation phase, 69% of the objectives have been accomplished, 
either completely or substantially. We were unsuccessful in accomplishing 17% of the objectives 
and another 12% were officially postponed.  (figure 2.A).  
 
While the scope of the plan was extremely broad, there was an overarching theme: Taking 
services to the customer.  Twenty nine percent (29%) of the objectives focused specifically on 
this theme.  This manifested itself in a variety of ways.  For instance, stakeholders emphasized 
the need for local crisis stabilization programs to prevent hospitalization (figure 1.M).  
Stakeholders also urged the agency to develop local, short-term, inpatient capability for persons 
when hospitalization becomes a necessity. The department has contracts with 23 local hospitals 
to provide inpatient beds. The department has made some progress increasing the total number of 
beds (figure 2.B) and the geographic distribution.   Budget pressures within the department and 
in South Carolina have become a barrier to service development this year.  Management will 
continue to review this data and work toward development of a greater capacity for inpatient 
services closer to the consumer’s home.  
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In keeping with our values statement, the plan calls for heightening employment opportunities 
for these individuals, expanding their housing options, and decreasing the stigma associated with 
mental illness.  These are basic quality of life issues that promote independence and self-respect. 
 
For children and adolescents, the strategic plan continues the emphasis on taking the services to 
the customer.   It calls for dramatically increasing the availability of mental health services 
within schools, addressing school violence, and creating additional status offender programs to 
prevent juveniles from penetrating the criminal justice system. 
 
The plan reflects the stakeholders’ emphasis on community-based programming: contracting for 
services with local hospitals, partnering with other human service agencies to increase efficiency 
and continuity of services, and building services with the community as the primary focus of 
care. 
 
Administrative planning focused on management practices, revenue streams and funding 
sources, technology, and human resource development.  These objectives specified proactive 
initiatives to streamline management functions, improve efficiency, and make the administrative 
functions more responsive to the needs of the agency and its customers.  Performance and quality 
objectives included improvements to be made in customer service, key performance indicators 
and a system to link them to quality improvement initiatives, best practice methodology, cultural 
competency, and strengthening consumer/family involvement in all aspects of quality monitoring 
and performance improvement activities.   
 
 
2.2   How do you develop and track action plans that address your key strategic objectives? 
 
Developing a strategic plan is but the first step in preparing an organization to meet its future 
with a focus on the customer and quality.  Implementing the plan to improve the agency became 
the task in early 1999.  True to our commitment to inclusiveness, each of the 42 objectives was 
assigned to workgroups with representation from the major stakeholders: consumers, family 
members, advocacy organizations, DMH staff, and others, as appropriate. 
 
Having specific time lines and outcome measures for each objective has greatly facilitated the 
tracking of our strategic plan progress.  With periodic reporting to the agency director and key 
senior management involved in the implementation process, the progress of the workgroups is 
more easily monitored and the inevitable overlap between workgroups reduced.  
 
Further, the development of the strategic plan contributed to changes in business practices even 
before the plan could be adopted.  A Financial Analysis Team was established to ensure that 
expenditure requests were in keeping with revenue fluctuations and the agency’s business plan.  
Financial trend analyses became routine presentations at monthly Commission meetings, as did 
anticipated financial shortfalls and reimbursements made to Health and Human Services. 
 
Similarly, the agency has, for years, prepared an annual Mental Health State Plan which defines 
specific expenditures to meet annual goals and is approved by the federal government.  The 
strategic plan outcomes became a part of the annual state plan, ensuring continuity between 
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planning documents and unifying annual goals/priorities set by the department.  These 
documents reflect both the agency’s priorities and the tracking of how funds are allocated to 
meet these priorities, as evidenced by the Toward Local Care initiatives and the new crisis 
stabilization programs. 
 
2.3   How do you communicate and deploy your strategic objectives, action plans and 
performance 
measures? 
 
Specific outcomes for the strategic plan and the state plan are assigned to the division or 
organizational entity with responsibility for the function.  In addition, other stakeholders that are 
impacted by the function are included in implementation groups.  For ongoing, evolving areas 
like the annual state plan, at least 50% of the committee are non-DMH stakeholders. 
 
Having continuity between all planning documents is critical to an organization “singing from 
the same hymnal.”  Staff and management are able to focus their work on the priorities of the 
agency as identified by the stakeholders.  Performance measures are tied to outcomes, which are 
based on program priorities, which are defined by stakeholder feedback, which define budget 
allocation and program development, which feed back into the development of performance 
measures. 
 
In any case, the involvement of stakeholders at all levels of the agency and those external to 
DMH helps the agency prepare for change.  The SWOT analysis (strengths, weaknesses, 
opportunities, threats) of the strategic plan explicitly warned of a financial downturn for state 
government in general and mental health systems in particular.  Several sections of the strategic 
plan were specifically based on this forecast and, while no agency could absorb the level of 
budget cuts as did DMH without severely impacting services, the impact would have been even 
worse without this prior planning.  
 
The budget crisis of the agency is not the only event to drive home the axiom that no agency is 
static, and no five year plan really has a life of five years.  In the past eight months we have not 
only reduced our budget by $40 million, we have gained a new agency director with a fresh 
vision of the agency’s future, a new management team, and a new organizational structure. 
Clearly it is time to rethink our progress, our direction, and our strategies.  Toward this end the 
agency will, this year, begin work on a Community Development Plan.  While the content is 
unknown, taking services to the customer will remain central. 
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Category 3 
CUSTOMER FOCUS 

 
3.1   Identify key customers and stakeholders. 
 
The mission statement of the department states that we “ ...in partnership with consumers, 
families and their diverse communities, will assist citizens with mental disorders to improve the 
quality of their lives.”   This statement clearly identifies the department’s key customers and 
stakeholders as the consumers, families, and communities that we serve.   
 
As a state agency charged with operating the public mental health system our primary customers 
include all of the citizens who seek our services, individuals who are mandated by the courts and 
brought to us by law enforcement to receive our services, and those referred to us by sister 
agencies and service organizations.  With this reality, our stakeholder definition broadens to also 
include the legislative, executive and judicial branches of government, the public health system, 
our suppliers and vendors, federal regulators and accreditation bodies, the media, and, of course, 
the taxpayer, as well as the mentally ill consumers we serve, their families, the advocacy 
organizations, and the communities in which we operate. 
 
3.2   How do you determine who your customers are and what are their key requirements? 
 
There are few families untouched by mental illness and the South Carolina Department of 
Mental Health serves about one in 40 of our citizens each year although one in five persons are 
affected by mental illness.  There are well-defined prevalence rates that tell us the number of 
“customers” that exist in South Carolina and there are well-defined diagnostic categories that 
allow us to shape services to meet the needs of our customers.  As a public mental health system, 
operating in conjunction with the private system of care, however, our responsibility is to ensure 
that those who need state supported services receive the appropriate level of care. 
 
Our mission statement specifies that the department will “give priority to adults and children 
with serious mental illnesses and serious emotional disturbances.”  These customers require early 
identification of behavioral dysfunction or emotional distress to prevent dangerous 
decompensation. They also require quality treatment that promotes recovery. 
 
For children this means providing services in natural settings such as schools, preventing 
penetration into the juvenile justice system, working within the child’s family to resolve issues, 
preserve the integrity of the family unit, and reducing out-of-home placements.  For adults this 
means developing local crisis stabilization services to reduce hospitalization, addressing the 
needs of individuals leaving long-term hospitals, and bringing services to people in their local 
communities.  It means promoting recovery as a way of life.  And, it means providing 
employment opportunities and safe, affordable housing, the two quality of life indicators most 
coveted by persons who are mentally ill and trying to regain their sense of worth and self esteem. 
 
While our efforts for some years have been to reach this level of care in the community, neither 
we, nor the private sector, have sufficient resources in place to address the need.  Barriers of time 
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and space limit access to local services.  Barriers of accessibility to inpatient care tax emergency 
rooms.  Barriers of decreasing fiscal resources push back not only timetables for improvements 
but also gains made. 
 
3.3   How do you keep your listening and learning methods current with changing 
customer/business needs? 
 
Defining customer need has at its core a respect for the voice of consumers and families in 
determining goals of treatment programs and shaping the values of the people who provide 
services.  All parts of the system are sensitive to the varied needs of the individual consumer.  
Consumers and their advocates have had a positive impact on the definition of needs and policies 
adopted by the department and, in a more personal way, the treatment received.  Each facility 
and mental health center has a consumer affairs coordinator (CAC) who participates in 
management decision-making to provide a voice for the consumer. The “Listening and 
Learning” series of meetings throughout the state conducted by the State Director of Mental 
Health are among the steps taken to stay current with consumer defined needs. 
 
3.4   How do you use the information from customers/stakeholders to improve services or 
programs? 
 
The department has collected data for a number of key performance indicators which specifically 
are reflective of consumer perception.  These include: access, appropriateness, and outcomes of 
service  (figure 1.C); service satisfaction and dissatisfaction (figure 1.J); reduction of symptoms 
and improvement in functioning; (figure 1.I)  level of empowerment; and stigma related to 
mental illness.  Some of this data has been benchmarked with data from other states to assist with 
quality improvement efforts. 
 
The department has utilized a variety of methodologies to assess statewide and national 
consumer needs and has also been influenced by the consumer empowerment and recovery 
movements.  During this fiscal year the department utilized the Consumer-to-Consumer 
Evaluation Team whose mission is to “involve individuals who receive services, family 
members, independent advocates, and citizens-at-large in program evaluation and continuous 
quality improvement of the Department of Mental Health.”  The project employs primary 
consumers as interviewers and evaluators.  The evaluations utilize open-ended, verbatim 
feedback about the quality of services consumers receive and how they can be improved.  After 
the interviews, team members meet with staff, letting them know what parts of a given program 
need improvement and which areas satisfy consumers.  In this way both consumers and staff 
work together to improve the quality of services.   During the past year, 413 interviews were 
conducted at nine facilities (figure 3.A).    It has the added benefit of hiring consumers for 
productive roles in the department.  Utilizing these varied approaches for data collection, the 
department has maintained its core value of putting the consumer at the center of treatment, 
outcomes, and performance.  The Consumer-to-Consumer Evaluation Team currently has eight 
paid primary consumer evaluators that have completed 7.5 hours of initial training and periodic 
booster training to refresh their skills.  
 
In 1999, the department became a national leader initiating a multi-year plan to address the needs 
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of consumers who have experienced trauma and posttraumatic stress disorder, one of at least 15 
states to do so. This trauma initiative was developed based on the expressed needs of consumers.  
The goals of this initiative are to sensitize stakeholders, influence policies, educate and train 
clinicians, and increase the knowledge base.  Thus far, the task force working on this initiative 
has reviewed the literature, worked with representatives of trauma initiatives in other states and 
hosted a multi-state think tank, conducted surveys of clinicians and trauma services across the 
state system, held conferences, and participated in a series of educational teleconferences 
broadcast throughout the state via the Educational Television network.   
 
During the last year the department highlighted another initiative, the Recovery Model of 
rehabilitation, and its potential for hope and innovation in the treatment of mental illnesses.  The 
Office of Consumer Affairs held a five-part series of educational television broadcasts that aired 
statewide, and featured national leaders in the consumer recovery movement.  Numerous other 
educational activities and forums were held centrally and continue to be held at many of the 
centers.  In addition, the department was one of nine states to conduct research in the form of a 
focus group regarding the extent to which mental health systems promote recovery from mental 
illnesses.  Data from these focus groups will be used to develop a recovery measurement 
instrument to be used on a national basis. 
 
3.5   How do you measure customer/stakeholder satisfaction? 
 
The department remains committed to providing services with dignity and respect for the 
individual and makes this the responsibility of every employee.  In the department’s strategic 
plan, under the area of performance and quality, one of the objectives is that the department will 
promote customer service in all functions.  One of the strategies to address this objective 
includes analyzing satisfaction data annually.  All centers and facilities have mechanisms in 
place to obtain satisfaction information from consumers on a regular basis.   As a result of the 
strategic plan, an effort to standardize the process was begun by identifying two satisfaction 
questions that are asked uniformly statewide on all surveys.  The data was analyzed on a 
statewide level (figure 1.J).   The data indicated a relatively high level of satisfaction with 
services consumers received.  Although the level is high, the department continues its efforts to 
improve satisfaction through a number of quality improvement initiatives.  In addition, 
satisfaction information is used for planning, decision-making, and accreditation reporting. 
 
3.6   How do you build positive relationships with customers and stakeholders?  Indicate any key 
distinctions between different customer groups. 
 
The collection of this type of consumer-focused data is used not only to enhance the agency’s 
knowledge base but to reinforce its communication with its consumers and various stakeholder 
groups.  It offers the department an additional opportunity for input from these groups.  It is only 
by drawing on this type of input and involvement, that the department can remain reflective of 
the priorities of consumers, family members, and other key stakeholders.  
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Category 4  
INFORMATION AND ANALYSIS 

 
4.1   How do you decide which operations, processes and systems to measure? 
 
During the past several years the department has concentrated efforts on the collection of system-
wide performance data.  The strategic plan highlighted the need to measure both service benefit 
to the consumer and value to the department.  The goal is to create data that is consumer-
centered and measures variables of interest to consumers, stakeholders, and service providers.   
The measures selected for use in the performance measurement system include those which are 
based on consumer perception and response, which have clinical relevance and utility to our 
treatment settings, and which have some comparability with measures used on a national basis.  
Some performance indicators are particularly related to the department’s focus areas of local 
crisis stabilization services to reduce hospitalizations, addressing the needs of individuals who 
are leaving long term hospitals, and bringing services to people in their communities (figures 4.A 
and 4.B).  
 
4.2   How do you ensure data quality, reliability, completeness and availability for decision-
making? 
 
The department's management information system includes an integrated database consisting of 
data for all consumers served by its hospitals and mental health centers.  The department has 
adopted national data standards and collects a range of data including organizational, 
client/patient, event, human resource, financial, and performance.  Centralized data is compiled 
on a weekly, monthly, quarterly and yearly basis and is disseminated on the department’s 
intranet website and through various publications. 
 
The current financial system has notable limitations thereby making timely data for financial 
decision-making difficult.  The agency is in the process of procuring a new system.  Data quality, 
reliability and completeness are areas of ongoing concern and monitoring.  When data is 
developed for use in planning, decision-making, or public use, it is scrutinized for accuracy and 
reliability.  Computer programs assess the completeness of certain data elements, and an audit 
process is in place which checks the integrity and accuracy of specific hospital data submitted for 
accreditation purposes on a monthly basis.  
     
4.3   How do you use data/information analysis to provide effective support for decision-making? 
 
The department is committed to a system that provides the data necessary to address the need for 
accountability to all its stakeholders.  It is the department’s belief that accountability must be 
based on valid, reliable, and comparable data.  Performance monitoring and reporting is crucial 
to planning and decision-making.  This is a process that is ongoing and takes place at all levels of 
management.  Performance monitoring is also a crucial part of budget development to assess 
issues of efficiency and cost effectiveness.  The department continues to monitor data collection 
in regard to priority and special populations.  The data has clearly shown trends in services 
provided to these populations  (figure 4.C).  This data becomes a part of the decision making, 
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planning, and monitoring processes and allows for the exploration and evaluation of specific 
areas of need. 
 
For the focus areas of local crisis stabilization services to reduce hospitalizations, addressing the 
needs of individuals who are leaving long term hospitals, and bringing services to people in their 
communities, a significant amount of data is generated for the evaluation of performance and 
cost effectiveness, and to support policy and decision-making.  The Continuity of Care system 
insures that there is an unbroken link between community services and hospitals as consumers 
enter and leave inpatient care.  Beginning in 1989 and to the present, Toward Local Care (TLC) 
projects have been providing individualized programming in the community to assist consumers 
in the long term psychiatric facilities return to their home communities.  All consumers served by 
the projects are evaluated on an ongoing basis.  A new initiative has begun with a focus on crisis 
intervention and hospital diversion programming.  These programs will enhance existing services 
with the goal of diverting up to 1800 emergency admissions.  During this last year only 19% of 
the 1,961 TLC crisis diversion program consumers were hospitalized, which has contributed to 
the decrease in the number of acute psychiatric admissions.  Consumers seeking crisis services 
are carefully screened, and only those truly appropriate for inpatient services are hospitalized. 
 
4.4   How do you select and use comparative data and information? 
 
The department has participated in several national performance projects, including the Five 
State Study, the Sixteen State Performance Indicator Project and ORYX data submissions.  This 
is the first time that the department has  the opportunity for national bench marking of clinical 
data.  National bench marking has provided the opportunity for improving the planning process, 
and these activities have strengthened a number of initiatives related to the development of 
performance and outcome measurement. 
 
In the Five State Study, the department was able to compile statewide data on 15 of the 28 
performance indicators selected for study in the project.  This work was expanded and continued 
in the Sixteen State Performance Indicator Project.  This latter project had three goals.  First, the 
department developed indicators that were consistent with those used nationally.  This allows for 
the ability to compare our services with services offered across the country.  Secondly, the 
performance indicator system included input from consumers, family members and other 
advocates.  A third goal was to develop a performance system that gives clinicians and 
consumers information on best practices.  This can help prioritize services, allocate limited 
resources and, most importantly, result in better services.  The grant period will be ending in the 
next months, and the department was successful in submitting data for many of the project 
indicators.  Work continues on the goals and the utilization of the data in a way that addresses 
those goals.  The department has been able to submit data on 26 of 34 indicators in the study 
which allows for an unprecedented level of behavioral health care variables to be benchmarked.  
 
The ORYX initiative is a set of performance and outcome measurement requirements developed 
by the Joint Commission on Accreditation of Healthcare Organizations (JCAHO).  Under these 
requirements, JCAHO accredited organizations must submit performance measurement data on 
specific indicators.  This allows for the ability to benchmark critical measures of performance 
and outcome and leads to the identification and implementation of processes that ultimately 
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improve client outcomes.  The department has four hospitals currently accredited by JCAHO and 
submits monthly data to ORYX for each.  This data includes rates of readmission, elopement, 
and the use of seclusion and restraint.  The data is analyzed and compared with facilities 
nationwide.  In compliance with a confidentiality clause in the contract, with the performance 
measurement system reporting the data, the department is currently unable to make public the 
national, state, or individual hospital scores and comparisons.   However, the results for the 
department are favorable on most of the indicators.  For example, the department’s use of 
seclusion and restraint is low, with a continued downward trend over the last five years.  While 
restrictive treatments are sometimes necessary, utilization of such treatments should be 
minimized and closely monitored.  The department strives to use less restrictive service 
modalities, preserving the autonomy and independence of the consumer.  
 
 Another indicator monitored closely by the department is readmission to an inpatient facility 
within 30 days of discharge.  Admission to a psychiatric facility following a recent discharge 
may be an indicator that treatment was either incomplete or ineffective or that a lack of 
continuity exists between inpatient and outpatient providers.  Fluctuations or deviations in rates 
are explored internally by the facilities and corrective action taken if needed.  These issues are 
then brought to the department’s governing body, along with a plan for improvement and  are 
then analyzed by that group.  
 
The department will continue to use data for performance and outcome measurement and for the 
assessment of cost effectiveness.  This is critical for the purpose of assuring and improving the 
quality of the programs delivered and the satisfaction of the consumers and families served.  
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Category 5 
HUMAN RESOURCES 

 
5.1   How do you and your managers/supervisors encourage and motivate employees (formally 
and/or informally) to develop and utilize their full potential? 
 
Employees are motivated to provide quality services by the nature of the personal care required 
of them in mental health service delivery.  The department has been known as a training site for 
new clinicians where several years of service will result in a thorough first hand knowledge of 
mental illness and provision of behavioral health care.   Persons who stay with the department 
for a period of time find a “calling” in the services provided.  Many have lived with a person 
who has a mental illness and have a wealth of experience to give to persons and families who 
also are involved on a day-to-day basis with mentally ill persons.  Each clinician’s skill is tested 
with each consumer contact.  Having a person in need of mental health services sitting with you 
is a motivational force that is reported by many clinical staff.  The department does have a 
formal program of motivation in place in its Outstanding Employee Recognition Program 
implemented annually. 
 
5.2   How do you identify and address key developmental and training needs, including job skills 
training, performance excellence training, diversity training, management/leadership 
development, new employee orientation and safety training? 
 
The department identified its staff development and training needs this year through input from 
its centers and hospital (figure 5.A).  The department has addressed these training needs in a 
Distance Learning Project in partnership with SC ETV which has been cited as a national model 
to be emulated by Governing Magazine.  It has been a cost effective method of delivering 
training statewide to meet the clinical, supervisory and diversity training needs of the department 
(figure 5.B). The data on cost is inclusive of all cost associated with production of ETV telecasts.  
An anticipated increase in viewership will decrease the cost per trainee.  The cost effectiveness 
of the programs is clear when viewed from the perspective of learning in traditional classroom 
settings.   
 
The American Society for Training and Development has set a benchmark for training 
expenditures at 5% of a service organization’s budget.  The DMH training expenditure is 
approximately 1.5%.  The department is attempting to close the gap by innovative programming 
like the Distance Learning Project.   The department has not yet determined a benchmark for 
learning regarding service provision for use in service improvement. 
 
5.3   How does your employee performance management system, including feedback to and from 
employees, support high performance? 
 
The Employee Performance Management System provides a systematic way for supervisors to 
provide guidance to employees.  The system allows supervisors to identify essential job duties as 
well as meaningful objectives which will assist the employee to be successful in serving the 
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mentally ill citizens of South Carolina. 
All of the department’s in-patient facilities and community mental health centers are accredited 
by national accreditation organizations which evaluate the quality of care provided by the 
facilities and centers.  These organizations review individual performance appraisal documents 
to insure that they relate to the mission of that program.  
 
The system is also used to identify areas where the employee may need improvement and allows 
for the supervisor and the employee to develop a strategy to improve the employee’s 
performance in that area, to include additional training, if necessary.  The system also provides 
an employee the opportunity to ask questions and to identify concerns. 
 
5.4   What formal and/or informal assessment methods and measures do you use to determine  
employee well being, satisfaction, and motivation? 
 
Employee satisfaction surveys are used to assess how employees feel about their jobs.  These 
surveys have been conducted on an agency-wide basis as well as by individual programs. 
 
The state director has conducted open forums to provide information to employees and to answer 
their questions and respond to their concerns.  The forums have been well received by all and are 
part of the performance improvement process. 
 
The Exit Interview Program has allowed employees who have left the department to provide 
feedback about their employment with the department and why they left.  This information is 
then summarized and disseminated to management (figure 5.C). 
 
5.5   How do you maintain a safe and healthy work environment? 
 
The department maintains a safe and healthy environment through a series of activities: 
including training, prevention, employee assistance, wellness activities, and employee health.  
The department provides safety training for employees and the necessary equipment to perform 
their job safely.  The Division of Public Safety’s Office of Fire and Safety inspects departmental 
property to insure that clients and staff are living and working in a safe environment and 
provides mandatory fire and safety training annually.  The department does offer an employee 
assistance program through the South Carolina Vocational Rehabilitation Department. 
 
The department’s Wellness Committee sponsors a number of health/education programs each 
year. Many of the department’s facilities are smoke free. 
 
Employees who have work related injuries are provided medical services at the department’s 
Employee Health Services or through a system of designated medical providers.  While the 
number of Worker’s Compensation Claims has remained virtually unchanged over the past three 
years, the cost of claims has risen due to an increase in premium and health care costs.  These 
increases are under study by the department (figure 5.D). 
 
5.6    What is the extent of your involvement in the community? 
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The SCDMH historically has had a strong presence in the communities throughout South 
Carolina. In addition to programs geared to direct care of patients, other paid staff members and 
a well-organized force of volunteers continue to provide public education and other services. 
Many of these efforts are intended to heighten public awareness about the Department of Mental 
Health and about mental illness itself. 
 
One of the department’s major goals for the community is to help eliminate the stigma that 
surrounds mental illness. The anti-stigma campaign includes Public Service Announcements 
(PSAs) across the state, billboards in many communities, letter writing campaigns to governing 
bodies of towns and cities, letters to editors in community newspapers, and Mental Illness 
Awareness Walks. One particular walk is called the Million Mile Walk . Walkers throughout 
South Carolina have been logging their miles into a database accessed through the department’s 
web site. As of August 2001, more than 500,000 miles have been walked. 
 
Each of the department’s 17 community mental health centers has a staff person whose 
responsibility is to provide educational programs about mental illness to the public. Working 
under the umbrella of the department’s Speakers’ Bureau, these programs include meeting with 
local media to discuss mental illness; going to schools to work with guidance counselors and 
students; participating in various health fairs in communities; working with church groups; and 
working with civic organizations such as the Lions Club or the Rotary Club. 
 
On average, the staff conducts 700 to 900 presentations annually. The most popular topics 
discussed include recovering from mental illness, stigma, stress management, Alzheimer’s 
disease, substance abuse, children’s mental health issues, depression, trauma, attention deficit 
disorders, mental illness and the court system, coping with depression, and family involvement 
with mental illness. 
 
In addition to the public education efforts of paid staff members, the department also benefits 
from the excellent work of more than 7,500 volunteers. We are proud of our volunteers and 
grateful for the thousands of hours they contribute each year to enhance services and expand 
resources for people with mental illnesses. These volunteers provide a number of much-needed 
services. They drive patients to appointments, gather clothes, teach reading skills, work in 
Alzheimer’s programs, host parties, cook, teach sewing, serve meals, entertain, and more.  
During the last fiscal year, our volunteers donated more than 150,000 hours. The total value of 
their time and the value of the products they collected exceeded $4 million. 
 
The SCDMH is committed to community involvement and believes that communities form an 
important part of the whole treatment milieu essential for helping people with a mental illness 
recover more quickly and stay well. 
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Category 6  
PROCESS MANAGEMENT 

 
6.1   What are your key design and delivery processes for products/services, and how do you  
incorporate new technology, changing customer and mission-related requirements, into these 
design and delivery processes and systems? 
 
Key design and delivery processes for mental health services in the United States today is: a 
combination of emerging medicines and the use of those medicines in an increasing number of 
applications; removing barriers of  time and distance in the delivery of mental health care; and 
the use of the medical record requirements to enhance the partnership between the department 
staff and the person served.  In each case, the department has been forward looking in the way 
that it incorporates these mission related requirements and products into the service delivery 
system. 
 
As in all health care, behavioral health care has focused on the quality of life of a person with a 
mental illness.   The pharmaceutical industry has increased the number of options available to 
physicians to treat mental illness.  The department has actively incorporated the available 
medicines into use in its hospitals and centers.  As all physicians are required to have continuing 
medical education, the medical staff of the department have been provided applicable training in 
emerging medical options and procedures.  The department has, this year, focused on continuing 
medical education through its growing Educational Television Medical Education series.  
Developments in medical therapies have allowed DMH physicians to address previously 
refractory conditions and allowed persons with these diseases to live a higher quality life. 
 
The state plan and strategic plan guide the design and barrier free delivery of services provided 
and drive the development of new programs to meet the mental health consumer needs in South 
Carolina.  Consumers want more local care, and budget reductions make it imperative that 
services be delivered as efficiently and locally as possible.  Local crisis stabilization in 
community hospitals and diversion from SCDMH facilities are examples of  local programs that 
have been  effective when DMH acute care beds are full.  Contracts have been established in 
local areas, and more are underway  (figure 2.B). This effort will further relieve the pressure on 
the local emergency departments across the state, as well as the DMH system. A combination of 
federal block grant monies and state funds have been designated to expand these initiatives.  The 
department recognizes that barriers to acute behavioral healthcare remain a major problem for 
the state of South Carolina today.  The number of persons who are admitted for the first inpatient 
stay grows as a portion of total admissions to the department and, at the same time, the resources 
to serve these persons is diminished. 
 
 Partnerships are the process through which all services are delivered.  The principle partnership 
or contract used in behavioral healthcare is the individual consumer treatment plan which is 
included in the medical record of every consumer.  This document directs the care and treatment, 
providing both the consumer and clinician with a set of mutually agreed upon goals and 
objectives.  Traditionally, the clinician has played the primary role in development of the plan 
with minimal consumer input. This traditional role of therapist/client has been questioned as a 
barrier to effective services.   This year as the department has begun moving to a Recovery 



 

 

 

24 

Model in which the voice of the consumer becomes the essential component of the plan.  As part 
of the department sponsored ETV broadcasts on recovery, a consumer designed program was 
recently aired on Individual Treatment Planning From the  Consumer Perspective. 
   
The control of change in the processes of the department has become a requirement with the 
budget experiences of this year.  How to approach change is an area targeted for improvement in 
the coming year. The PDCA (plan-do-check-act) Model, being introduced as a process control 
and methods of organized planning, is emerging under new leadership. Planning will be better 
integrated into the SCDMH processes to provide action plans rather than reactionary response.   
 
 
6.2   How does your day-to-day operation of key production/delivery processes ensure meeting 
key performance requirements? 
 
The Department of Mental Health has constant monitors of day-to-day operation of key service 
delivery processes.  During this year a key service delivery process monitor has been the daily 
hospital census.  Hospital staff has found that the monitoring has gone from daily to hourly 
census monitoring due to the hold on admissions from Emergency Rooms because of no bed 
availability.  If DMH hospitals are to meet the performance demands for involuntary admissions 
to behavioral health care hospitals, every nuance of the admission/discharge process is in need of 
attention.  From the admission physical to the time it takes to clean and make a bed ready for the 
next patient has required high levels of performance and coordination.  A staffing model has 
been developed for hospitals in this connection.  Management of discharge plans start on the day 
of admission in order to assure the continuity of care back to the community at the end of the 
hospital stay.   Quality improvement teams have defined, monitored and established new 
benchmarks that resulted in outside nursing agency pool utilization being stabilized and overtime 
reduced.  
 
6.3   What are your key support processes, and how do you improve and update these processes 
to achieve better performance? 
 
For the past year the department has been preparing to implement a comprehensive information 
system that provides admission, discharge, and transfer data, as well as inpatient billing.  This 
system will also provide a master patient index that will allow for demographic information to be 
accessed throughout the agency utilizing a unique identifier for each consumer.  This provides a 
seamless system and enhances the continuity of care. 
 
Budgeting has undergone intense scrutiny with teams reviewing all aspects of expenditures and 
how to minimize cost and maximize resources.  In keeping with the department’s community 
based initiative, the minimization of inpatient costs and moving resources to the community was 
the focus of the budget planning.  Significant budget cuts required the implementation of 
priorities established in the strategic plan, with essential consumer programs right sized and 
nonessential programs eliminated only after all support functions were cut to a minimum.  
 
Standardizing and automating documentation procedures have been a focus this year as the 
department began the development of an electronic medical record.  A model inpatient treatment 
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plan is being piloted in the inpatient facilities.  
 
6.4   How do you manage and support your key supplier/contractor/partner interactions and  
processes to improve performance? 
 
The Assessment/Mobile Crisis Program of the Charleston/Dorchester Community Mental Health 
Center is an example of creating the opportunity for community collaboration through 
contractors and partnerships, and improving the process by continuous assessment and 
evaluation at the local level.  The Center works in partnership with area emergency rooms, law 
enforcement, the judicial system, and the local drug and alcohol commission to manage 
consumers in crisis locally, minimizing hospitalization, incarceration, and duplication of 
services.  The new clinical medical director chairs a monthly meeting composed of clinical and 
administrative leadership from the Assessment/Mobile Crisis Program, MUSC, DAODAS, and 
Charleston Memorial Hospital to manage the inevitable interagency challenges of providing 
acute services with diminishing resources.  The unit staff act as gatekeepers for admissions to 
SCDMH facilities from Charleston/Dorchester counties.  These partnerships along with the 
gatekeeper role of the Crisis Program have resulted in fewer inpatient admissions (figure 6.A). 
 
Within the Division of Children and Families, creative partnerships have been recently 
developed to address the growing number of children in out-of-home placements and reduce the 
corresponding budget increases (figure 6.B).  One such contractual agreement, with the 
Multisystemic Therapy (MST) Institute at MUSC, will introduce multisystemic therapy to 
mental health centers across the state. MST is highly regarded nationally as a best practice 
approach for intensive family-community based treatment for emotionally troubled youth.  The 
goal is to have certified MST services at all centers that will provide treatment services as well as 
internal program supports such as quality assurance monitoring and staff training.  Youth that 
may be served by MST are at imminent risk for out-of-home placements. 
 
DAODOS and SCDMH entered into an agreement this spring to exchange client specific data to 
match between agencies on a monthly basis, for monitoring of aftercare follow up and program 
evaluation and planning.   Nutritional Services has contract management with an advisory 
committee of consumers and DMH employees to provide monitoring and feedback, with changes 
implemented to meet consumer dietary needs and preferences and control cost.  Data has been 
provided to the Budget and Control Board Office of Research and Statistics to establish the need 
for nursing staff across the state in both inpatient and community settings.  Comparative data 
from other state agencies and public/private agencies will be shared in return. These are all 
examples of how partnerships and contractual services that actively involve SCDMH employees 
with exchanged information allow timely monitoring, evaluation, and subsequent planning. 
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Category 7 
RESULTS 

 
The Department produces a significant amount of data on a daily, weekly, monthly and yearly 
basis for a variety of purposes.  This includes organizational, clinical and financial data.  Much 
of the information needed for planning and decision making purposes includes descriptive data 
of the numbers of people served by the Department and the types of services received as well as 
data that is particular to specific identified needs. 
 
Figure 1.A: Admission Rates and Numbers Served 
 The graph on the left shows the total number of consumers admitted to Community Mental 
Health Services from fiscal year 1996 through fiscal year 2001.  While there was a small 
decrease in admissions to community mental health services in the late 1990's, the numbers have 
again approached a higher level.  Also the number of long-term psychiatric patients has 
increased, and these figures are not reflected in the admissions table below.  
 
The graph on the right shows the unduplicated number of consumers served in Community 
Mental Health services from fiscal year 1999 through fiscal year 2001.  There is a 10% increase 
in the number of consumers served from fiscal year 1998 to fiscal year 2001.   
 
 

 
 
The graph on the left below shows the Psychiatric Hospital Admissions from fiscal year 1996 
through fiscal 2001.  There is a 25% reduction in admissions from fiscal year 1999 to fiscal year 
2001.  This is in part due to increased emphasis on crisis diversion and a lack of inpatient 
capacity due to budget reductions.   
 
The graph on the right below shows the unduplicated number of consumers served in psychiatric 
hospitals from fiscal year 1999 through fiscal year 2001.  The number of persons served has been 
reduced while persons with multiple admissions are increasing.  
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Figure 1.B: Local Care Initiatives 
The purpose of the Toward Local Care (TLC) initiatives is to provide customized programming 
in the community to assist consumers in long term psychiatric facilities return to their home 
communities.  To develop these programs, agency staff has collaborated with consumers, 
advocacy organizations, community citizens , other agencies, and governmental officials.  The 
programs that have evolved provide residential options, intensive case management, medication 
monitoring, medical/dental/psychiatric services, supportive community services, meaningful 
daily activity and employment assistance. The primary types of residential options include 
supervised apartments, small group living situations with 24/7 staffing and Homeshare (an adult 
foster care model). TLC programs for long-term psychiatric clients are now or soon to be 
available in all of the 17 mental health center catchment areas. To date 764 patients have been 
served through TLC. The present capacity is 455 with an expected increase in capacity to 498 by 
the end of 2001.  The Department has followed its commitment to develop a community system 
which provides active support for persons who have experienced long term hospitalization.  
       

TLC Funding 
 

 Fiscal Year Award Cumulative Amount 

TLC Wave I 1993 2,993,218 2,993,218 

TLC Wave II 1996 908,916 3,902,134 

TLC Wave III 1998 1,961,200 5,863,334 

TLC Wave IV 2000 3,378,269 9,241,603 

TLC Wave V 2000 1,481,678 10,723,281 

TLC Wave VI 2001 1,926,770 12,650,051 

TLC Wave VII 2002 1,471,851 14,121,902 

  Cumulative Total: 14,121,902 
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Figure 1.C: Access, Appropriateness and Outcome Data 
The Department considers the evaluation of services by consumers themselves a priority.  It is 
not possible to provide services effectively without this involvement.  Consumers are frequently 
asked in various formats to voice their opinions about the organization, and how the services 
provided assist them in improving their lives.  To obtain information specifically about how 
consumers perceive their access to services, the appropriateness of services, and the outcome of 
services, a national survey instrument is used.  The graph below shows the percent of consumers 
who felt positive about the access, appropriateness and outcome of services.  Over the last three 
survey periods the scores on consumers’ perception of access to services have remained 
consistent.  The scores on consumers’ perception of appropriateness of services and outcome of 
services have varied somewhat.  When the scores from this instrument are compared against the 
scores from other states, these results are at or below those scores.  Within the state there has 
been some minor improvement in these two scales with FY 99 being the best performance.  
Differences in survey methodology may account for some of the variability between state results. 
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Figure 1. D: Employment 
Meaningful and productive employment is a cornerstone to quality of life and remains as one of 
the most difficult to achieve yet most valued outcome measures.  Consumer evaluators have 
consistently found that there is a strong desire among many primary consumers to return to work.  
From fiscal year 1999 to fiscal year 2000, DMH Employment Programs increased the 
employment rate of consumers with serious and persistent mental illnesses by 20%.  In fiscal 
year 2001, DMH employment coaches placed 901 serious and persistently mentally ill 
consumers in jobs, an increase of 18% over fiscal year 2000.   
 
Nationally the reporting standard on employment includes all adult consumers, not just the 
serious and persistently mentally ill, and the employment rate is 15%.  In FY 01, of 37,651 active 
adult consumers, the number reported as employed was 5,872, a rate of 16%. 
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Figure 1.E: Housing 
Safe, affordable, decent housing that is integrated into the fabric of the community is essential to 
quality of life.  People who suffer from major mental disorders not only have to deal with 
symptoms of their disorder, but also with a set of issues most commonly associated with poverty.  
The abject poverty of many of the mentally ill directs much of the course of their lives and places 
them in jeopardy of homelessness.  In 1989 SCDMH initiated a housing and homelessness 
program to address this issue.  Our goal of 50 new units of housing per year has been exceeded 
dramatically; in the past 11years, 981 housing units have been created through partnerships and 
leveraged dollars.   
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Figure 1.F: Readmission Rates 
The following figure shows the 12 month trend in readmission rates for Bryan and Harris 
Hospitals which are acute care psychiatric hospitals.  The graph reflects the percentage of 
individuals admitted to these acute care hospitals who have had a prior admission.  The trend is 
that more than half of the persons served have more than one admission.  This reflects a high 
level of need for persons who are being served by the Department in both an inpatient and 
outpatient setting.  Performance indicators such as the graph below provide senior management 
an opportunity to review and analyze factors affecting readmission rates for two different 
facilities. 
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Figure 1.G:  Fiscal Data 
The Department of Mental Health is in the process of replacing its antiquated Financial 
Management System that has been in use for over 25 years.  To date, reliable information has 
been difficult to obtain and has been very much a manual process.  The implementation of a new 
automated system beginning in FY 02 will greatly enhance the ability of the agency to utilize 
more appropriate financial tools and therefore dashboard indicators for timely management 
decision-making. 
 
 
 
 
 
As a human services agency, the department’s 
budget is heavily dependent on personnel costs 
and related employer contributions which is a 
function of personnel costs.  Monthly payroll 
consists of normal salaries for permanent and 
temporary positions, overtime and special pay 
differential and various other, personnel-related 
costs.  Appropriate budget projections will be 
developed in FY 02 to overlay on the monthly 
actual figures for comparison. 
 
 
 
 
 
 
Aside from State Appropriations (55% of agency 
budget), Medicaid revenue is the largest revenue 
supporting the agency’s operating budget. As the 
agency decreases inpatient services and increases 
outpatient services, more programs are Medicaid 
eligible. 
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Figure 1.H: Adverse Event Data 
The department has a well-defined system to actively track and report significant adverse events 
that occur anywhere in the agency.  When an incident indicates a failure in the system, a Quality 
of Care Review Board (QCRB) is established to determine the root cause(s) of the incident and 
make recommendations to prevent its reoccurrence.  One year after the recommendations are 
made, the agency conducts an audit to determine the degree to which the recommendations were 
implemented. 
 
The table below supports the seriousness with which the agency takes QCRB recommendations, 
with over 96% having been implemented.  The gradual reduction in the number of significant 
events in the years reported is consistent with quality management literature; as the most difficult 
incidents are corrected through root cause analysis and the system becomes more quality 
oriented, the overall number adverse incidents decreases. 
 

Year Number of 
Significant 
Incidents 

Number of 
QCRBs 

Number of QCRB  
Recommendations 

% of 
Recommendations 

Implemented* 
94 522 39 113 92% 

95 628 32 98 100% 

96 626 33 78 100% 

97 662 34 78 90% 

98 576 26 93 95% 

99 523 24 68 100% 

00 483 12 36 ** 

 
*  Based on audit 12 months after recommendations were accepted 
**  Audit for 2000 is in progress 
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Figure 1.I: Symptom Reduction Data 
 Consumers receiving services in community settings are asked to evaluate their own progress in 
their mental health treatment using an instrument designed to assess behavioral outcomes in a 
quick and efficient manner.  The Behavior and Symptom Identification Scale (BASIS 32) is 
nationally recognized and assesses improvement from the consumer’s point of view.  As shown 
below, consumers rate themselves as experiencing approximately a 50% improvement in scores 
for each of the fiscal years data has been collected.  In hospital settings, improvement in 
symptoms is assessed by a clinician using the Brief Psychiatric Rating Scale (BPRS).  Scores on 
this instrument consistently show improvement from admission to discharge.  The overall scores 
for fiscal year 1999 and 2000 show a 30% improvement. 

 
 
 
 
Figure 1.J: Consumer Satisfaction Surveys 
As a result of the Strategic Plan, an effort to standardize the process of collecting consumer 
satisfaction information was begun.  Two satisfaction questions are asked uniformly statewide on 
all satisfaction surveys.  The following table gives the results of those questions for fiscal year 
2000.  Data for fiscal year 2001 is currently being analyzed.  Overall there is a high level of 
consumer satisfaction reported utilizing these survey questions.  A second type of satisfaction 
assessment is also reported in this document. 
 

Satisfaction Question Results  
 

(Percent of Adults in 
Agreement) 

Results  
 

(Percent of 
Children and 

Adolescents in 
Agreement) 

Overall, are you satisfied with services received at your Mental 
Health Center? 

89% 90% 

Would you recommend this center to a friend of yours with a 
similar problem? 

92% 87% 
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Figure 1.K:  Efficiency and Effectiveness Measures: 
The planned and deliberate shift of mental health services from inpatient institutions to a 
community-based system of care has enabled the agency to more effectively leverage state funds 
to draw federal Medicaid revenues to support more appropriate, and less costly services to the 
citizens of the State. The following graph relates the increase in financial investment in 
community services while reducing long-term institutional care and maintaining short-term 
(acute) hospital bed capacity when brief inpatient stays are warranted. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Numbers Served 
The graphs below show the unduplicated number of consumers served in community services 
and in psychiatric hospitals from fiscal year 1999 through fiscal year 2001.  There were 32,243 
children served in the community and 959 served in hospitals during fiscal year 2001. 
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National Benchmarks 
The graphs below show data for Penetration/Utilization Rates that come from the Sixteen State 
Performance Indicator Study.  Rates are calculated per 100,000 population for FY 2000.  For 
Community Based Programs, South Carolina has the second highest penetration rate for 
consumers under age 18, and the third highest for consumers over age 18.   
 
For State Psychiatric Hospital Utilization, South Carolina had the second highest penetration rate 
for consumers under age 18, and for consumers over age 18. 

 
 
 
 
 
 
 
Figure 1.L: School Based Programs 
In taking the services to the customer, it is 
essential that mental health services for children 
and adolescents be available in natural settings 
such as the schools.  The number of school-based 
programs has increased over four and a half times 
since fiscal year 94.  The number of mental health 
professionals in school-based programs has 
increased from 48 to 221. 
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Figure 1. M: Expansion of Crisis Services  
The Department’s focus areas of local crisis stabilization or diversion to reduce hospitalizations 
is crucial to the vision and future of the agency as well as addressing consumer expressed need.  
The following table illustrates the types of programs that have been funded for crisis diversion 
and how many locations were established statewide.  Although the Department has already made 
a significant investment in crisis programming, it is still viewed as a funding priority and is seen 
as underfunded.  It should also be noted that some programs have had to close due to budget 
reductions. 
 

Type of Program Number of Locations 

Crisis Apartments 2 

Homeshare Enhanced Respite 5 

Intensive Case Management 7 

Detoxification 5 

Crisis Group Residential 7 

Emergency Screening 6 

Mixed Programming 4 

Day Treatment 1 

Partial Hospitalization 4 

23 Hour Stabilization 1 

Jail Diversion 1 

Family  Crisis Action Team 1 

 
 
 
 
 
Figure 1.N: Contributions to the 
Community 
Department employees are encouraged to 
become involved in a variety of community 
activities and contribute to causes such as the 
United Way.  As illustrated in the following 
graph, the Department is the leading state 
agency in contributions to the United Way and 
has been since 1998. 
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Figure 2.A: Strategic Planning 
Of the 42 objectives that were identified in the strategic planning process begun in 1998, 69% 
were completed or substantially completed in the first two years of the plan’s implementation.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
Figure 2.B: Contract Beds 
Local inpatient capacity is critical to the department’s commitment to serve consumers in their 
home community.  It is a strategic plan priority identified by stakeholders, it is integral to our 
values statement, and it is central to our theme of Toward Local Care.  The following graph 
shows the department’s progress in contracting with hospitals to provide short-term inpatient 
treatment services.  While the number of contract beds varies in each of the agreements and the 
number of bed-days vary with contract, the department has made some progress in increasing the 
total number of beds and geographic distribution. Management will continue to review this data 
and work toward development of a greater capacity for inpatient services closer to the 
consumer’s home. 
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Figure 3.A: Consumer Driven Evaluation 
The Consumer-to-Consumer Evaluation Team tracks data for hospitals and Community Mental 
Health Centers.  System-wide trends are illustrated in the table.  It is interesting to note that the 
team has found a strong desire among many primary consumers to return to work (69% in FY 
2001).  The team also found that of the consumers interviewed, 88% in outpatient programs and 
74% in inpatient programs would recommend the services they have received to a family 
member or friend in need of mental health assistance.   
 
  

1. Individual Treatment Plans (ITP) 
1999-2000   N = 376                                               2000-2001 N = 413 
 66% Have not of ITP’s                                          61% Have not heard of ITP’s 
 34% Have heard of ITP’s (of those)                       39% Have heard of ITP’s (of those) 
          
79% Do not know if they have an ITP                    75% Do not know if they have an ITP 
 21% Know they have a ITP (of those)                   25% Know they have a ITP (of those) 
  
87% Did not help design their ITP’s                        83% did not help design their ITP 
13% Helped design their ITP’s (of those)                17% Helped design their ITP (of those) 
           
22% Felt the goals were unrealistic                          14% Felt goals were unrealistic 
78% Felt the goals were realistic                              86% Felt the goals were realistic 
2. Awareness of After-hours/Emergency Service(s) 
1999-2000                                                              2000-2001 
44% Were not aware of emergency service             49% Were not aware of emergency service 
56% Were aware of emergency service                   51% Were aware of emergency service 
3. Medication Information 
1999-2000                                                              2000-2001  
27% Wanted/needed more information                   35% Wanted needed more information 
73% Had enough information                                 65% had enough information 
4. Employment 
1999-2000                                                              2000-2001 
17% Were employed                                              17% Were employed 
83% Were not employed (of those)                        83% Were not employed (of those) 
 
45% Did not want employment                               31% Did not want employment 
55% Wanted to be employed                                  69% Wanted to be employed   
5. Program Activity Improvements Top Five Most Requested 
1999-2000                                                              2000-2001 
36% Job Training                                                   33% Educational Programs 
28% Educational Programs                                     31% Field Trips 
20% More Individual Counseling                            25% Job Training 
18% Job Coaches                                                   24% Exercise Programs 
15% Peer Support                                                  17% Group Therapy 
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Figure 4.A: Hospital Census Reduction 
The average daily census of the South Carolina State Hospital has decreased by 29% from fiscal 
year 2000. Initiatives to reduce the number of persons in long term psychiatric settings and return 
them to their local communities has clearly impacted the number of people at the State Hospital. 
 
  
 
 

 
 
 
Figure 4.B: Key Indicators  
One of the “dashboard indicators” that reflects the Department’s organizational value of 
community based treatment is the capacity of the Toward Local Care program as it relates to 
persons who are leaving long term hospitalization.  Bringing services to people in their local 
communities is an essential component of improving the quality of life for these individuals.  
The graph below shows the increasing capacity of the Toward Local Care programs and the 
decreasing resident count for long-term hospitalization. 
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Figure 4.C: Trend Data 
The graphs below show the total number of consumers served by age group and the total number 
with major mental illness served from fiscal year 1995 through 2001.  The total number of 
consumers served over the age of 65 has remained essentially unchanged over the period.  The 
number of adults in the 18 - 64 group has also remained fairly consistent with an increase from 
fiscal year 1998 each year including fiscal year 2001.  The number of consumers served who are 
under the age of 18 has increased consistently each year.  There is a 22% increase in the number 
served in this age group from fiscal year 1995 to fiscal year 2001.  The Department’s priority 
population, adults and children with serious mental illnesses and emotional disturbances show an 
increase for both populations.  The number of adults served with major mental illness has 
increased by 15% from fiscal year 1998 to fiscal year 2001.  The number of children served with 
major mental illness has increased by 36% from fiscal year 1995 to fiscal year 2001.  The 
increase for children may reflect the Department’s effort to bring services to the customer in  
natural environments such as schools. 
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Figure 5.A: Statewide Training 
The top ten staff development training needs that have been determined though input from 
centers and hospitals are listed below in order of priority need. 
 
 
  1.  Specific diagnosis and associated therapeutic approaches 
  2.  Best Practice in child and adolescent treatment 
  3.  Suicide and violence assessment 
  4.  Leadership and supervisory skills 
  5.  Documentation (individual treatment plans, goals, objectives, progress notes) 
  6.  Psychopharmacology (basic and updates) 
  7.  Customer service excellence 
  8.  Brief therapy 
  9.  Group therapy 
  10.  Support staff training (time management, telephone etiquette) 
 
 
The graph below shows the number of staff who have completed training in the 10 priority areas 
identified above.  Nearly 87% of the staff who were trained received their training in one of the 
top five training areas.  
   
 
 
 
 
 
    

0 

200 

400 

600 

800 

1000 

1 2 3 4 5 6 7 8 9 10
Areas of Training Needs

Number of Staff Who Have Completed
Training in Priority Areas

 



 

 

 

43 

Figure 5.B: Training Cost Effectiveness 
The following table illustrates the cost effectiveness of utilizing the South Carolina Educational 
Television network to present training programs statewide as compared to traditional classroom 
training.  Cost breakouts per production hour and per documented viewer hour are shown.  
Actual cost to the Department include all production costs at this time.  As viewership increases 
the cost to the Department is reduced.  It is the goal of this training initiative to increase the 
viewership of the programs, thus reducing the cost per viewer over time.  There are additional 
savings realized from this type of training including travel expenses, travel time, and clinical 
time lost.  In addition, all programs are videotaped and can be viewed by employees at any time. 
 

 Cost 

Direct ETV cost to DMH per hour (CY 2000 Actual @ 68 hours): $290.00 

Direct ETV cost per viewer hour* (CY2000 Actual) $8.80 

Actual cost to DMH per hour of programming (CY 2000: 123,840/68 hours) $1,821.00 

Total cost per hour viewed CY 2000* $55.00 

 
* Includes Registrar recorded viewers only. 
  
 
 
 
 
Figure 5.C: Information From Exit Interviews 
Feedback is collected from employees who leave the Department about their employment and 
why they leave.  This information is summarized and provided to management for review.  The 
table below gives a list of the most common reasons employees cite for leaving employment 
with the Department. 
 

Reasons for Leaving FY 1996 FY 1997 FY 1998 FY 1999 FY 2000 FY 2001 

Termination of 
Temporary Contract 

283 312 291 261 290 214 

Personal, Did not take 
another job 

206 200 217 237 213 109 

Better opportunity, Non-
state 

113 135 124 156 102 70 

Different job with state, 
different agency 

104 112     

Retired 81 133 146 142 127 85 

Better Pay, Non-state   147 110  72 

Moved out of the job area     95 70 
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Figure 5.D: Worker’s Compensation 
While the Department has reduced the number of Worker’s Compensation Claims, there has 
been an increase in the actual dollars losses from those claims.  Through ongoing review of this 
data, management recognizes the risk factor associated with the number of workers’ 
compensation claims and the increase in severity of those claims.  The Department needs to 
actively address the safety of the environment for both patients and staff.   
 

Fiscal Year Number of Workers’ Compensation 
Claims 

Annual Premiums* 

1998 879 $3,104,212 

1999 741 $2,570,817 

2000 745 $3,858,683 

2001 747 $4,357,747 

 
*Based on losses from previous three years 
 
 
 
 
 
 
Figure 6.A: Process Management 
The tables below show comparative data concerning the adult hospitalizations funded by the 
Charleston/Dorchester Community Mental Health Center (C/DCMHC) at the Institute of 
Psychiatry (IOP) and at Palmetto Behavioral Health (formerly Charter) for the fiscal years 2000 
and 2001.  The Crisis Stabilization center had a total of 435 admissions in fiscal year 2001 which 
represents 382 inpatient diversions.  The total number of admissions funded by C/DCMHC was 
reduced from 509 to 350.  This decrease in the number of admissions represents a significant 
reduction in cost while increasing overall services. 
                                     

Charleston/Dorchester Community Mental Health Center 
Funded Hospital Admissions 

 
Fiscal Year Total # of Admissions Funded by 

C/DCMHC 
 
 

Admissions to 
Crisis 

Stabilization 
Center 

Total Amt. of $ 
Spent by 

C/DCMHC 

2000 509  
($2,693.00 average cost per admission) 

(Program started in 
FY 2001) 

$1,370,850.00 

2001 350  
($2,800.00 average cost per admission) 

435*    $980,165.00 

  
*Number of Inpatient Diversions: 382 
Number of Inpatient Step Downs: 53 
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Figure 6.B: Youth Out of Home Placement 
The South Carolina Department of Mental Health contracts with providers for out of home placements 
for children and adolescents.  The cost of placements are paid by the Department of Health and Human 
Services and DMH in turn reimburses DHHS for the state match.  The seven year trend show an 1140% 
increase in state matching funds used to support youth in out of home placement. 
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