MORTALITY RATES AMONG DMH CONSUMERS
About 0.4 percent of the more than 160,000 Missourians receiving services or supports from the Department of Mental Health die each year.  Table 1 provides information on the number individuals who died each year from 2000 through 2005 while receiving services or supports through each of the Department’s three divisions:  the Division of Alcohol and Drug Abuse (ADA), the Division of Comprehensive Psychiatric Services (CPS), and the Division of Mental Retardation and Developmental Disabilities (MR/DD).
DEATHS BY DIVISION
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DIVISION OF COMPREHENSIVE PSYCHIATRIC SERVICES


From January 1, 2000 through December 31, 2005, about 350 individuals receiving services from the Division of Comprehensive Psychiatric Services died each year.

Age at Death



70 years of age or older

23%




Ages 60 to 69


15%




Ages 40 to 59


45%




Ages 30 to 39


11%




Ages 20 to 29


  5%




19 years of age or younger

  1%

A recent study compared mortality rates for psychiatric services clients across eight state public mental health systems, including clients served by the Missouri Division of Comprehensive Psychiatric Services, for the period 1997 to 2000..
  The study found that:

“In all eight states… public mental health clients had a higher relative risk of death than the general populations of their states.  Deceased public mental health clients had died at much younger ages and lost decades of potential life when compared with their living cohorts nationwide.”

All eight states had higher rates of death among public mental health clients than would be expected in the general population.  Of the states that reported data on deaths for both hospitals and community services, Oklahoma and Texas had the highest rates:

“about three to five times higher actual numbers of deaths than expected deaths during several years.  Arizona, Missouri, and Utah had actual numbers of deaths that were twice as high as expected deaths.  In…Rhode Island, the actual number of deaths [was] 1.8…times higher than expected deaths.”

The study found that most public mental health clients died of natural causes.

“The leading causes of death for mental health clients are similar to those found nationwide and statewide:  they include heart disease, cancer, and cerebrovascular, respiratory, and lung diseases.  Heart disease was the leading cause of death among public mental health clients in all six states as well as in general state populations and the United States.  Cancer was second in the general populations of the six states and the United States.  For public mental health clients, cancer was the second highest cause of death in three states [including Missouri] for 2 of 3 years….the percentages of mental health clients who died from accidents, including automobile accidents and suicide, are higher than those of the general populations in all states….”

The causes of deaths for individuals receiving services through the Missouri Division of Comprehensive Psychiatric Services, in order of frequency, were:





Heart Disease





Cancer





Suicide





Chronic Respiratory Disease





Accidents (including motor vehicle accidents)





Cerebrovascular (Stroke)





Influenza/Pneumonia





Diabetes

The study also found that psychiatric services clients “lost decades of potential life and died at younger ages than their cohorts nationwide for the years studied”.
  And the study reported that:

“In 2004, researchers found that outpatient clients with serious mental illness were more likely to have comorbid medical conditions than the general population and have an increased risk for medical conditions, especially diabetes, lung disease, and liver conditions.”

Finally, the study concluded that “mental health and physical health are intertwined”
, and that

“High congruence was found among the mortality of public mental health clients in eight states as indicated by multiple standardized measures of mortality….Most importantly, the findings in this study show that results are similar in several states 

Approximately 9 percent of the deaths occurred while the individual was residing in a state facility.

DIVISION OF ALCOHOL AND DRUG ABUSE

From January 1, 2000 through December 31, 2005, on average, about 31 clients of the Division of Alcohol and Drug Abuse died each year:

Age at Death



Ages 60 to 69


  3%




Ages 40 to 59


50%




Ages 30 to 39


25%




Ages 20 to 29


15%




19 years of age or younger

  7%


More than 90 percent of these deaths occurred outside of a treatment program.  At least 10 percent involved motor vehicle accidents, and about 7 percent were the result of homicides.  Suicides, accidental overdoses, and medical complications resulting from multiple physical health problems were the leading causes of death.

DIVISION OF MENTAL RETARDATION AND DEVELOPMENTAL DISABILITIES

From January 1, 2000 through December 31, 2005, on average, about 255 clients of the Division of Mental Retardation and Developmental Disabilities died each year:

Age at Death



70 years of age or older

15%




Ages 60 to 69


13%




Ages 40 to 59


33%




Ages 30 to 39


11%




Ages 20 to 29


11%




19 years of age or younger

17%


Fifty-four percent (54%) of the deaths involved individuals who were residing in their own home, or who were only receiving case management services from a regional center.  About 10 percent of the deaths occurred while the individual was residing in a state facility.  Medical complications resulting from multiple physical health problems were a major cause of death.  About 4 percent of the deaths involved children and infants 2 years of age or under who had multiple physical health problems.

COMMUNITY MEDICAL CARE

Individuals who reside in community living arrangements depend on the general health care system of their community to meet their health care needs.  A Department review of a sample of the deaths which occurred while the individual was residing in a community residential facility suggested the need for improved health care services.

Although the Department of Mental Health does not directly provide or contract for general medical care in community settings, the Department is responsible for assisting consumers in accessing health care services.  To help improve access to quality community health care, the Department is working with the Division of Medical Services of the Department of Social Services to bring two of its new initiatives to MR/DD consumers:  Cyber Access and the Chronic Care Improvement Program.

CyberAccess allows a health-care provider to access clinical information about the health care a Medicaid recipient has received in the previous two years, including other health care providers the recipient has seen, diagnoses, treatments, and medications.  With this information, the health care provider can coordinate their treatment with other treatments being received and other diagnoses that can impact the condition that they are treating.  The Chronic Care Improvement Program takes CyberAccess several steps further by identifying persons that are at particularly high risk for medical problems, identifying unmet medical treatment needs and alerting their health care providers to address these needs.  The program also provides education about a patient’s particular illnesses and treatments to patients and their family members so they can better manage their own illnesses.

INVESTIGATIONS

All deaths of children under the age of 18 are reviewed by a county Child Fatality Review Panel.  The child fatality review process is conducted under the auspices of the Department of Social Services

The Department of Mental Health conducted a formal review of approximately one-third of the deaths.  About one-third of these reviews were conducted by Registered Nurses employed by the MR/DD Regional Centers and were focused on medical and health care issues.  Another one-third of these reviews involved gathering additional information to determine whether a formal Abuse and Neglect Investigation appeared to be warranted, and the final one-third of these reviews were Abuse and Neglect Investigations.

When all investigations were centralized in September 2005, the Department established an expectation that all investigations are to be within 30 working days, except in investigations involving ICF/MR (spell out) facilities which must be completed within 5 days.  Completing a final report within the desired timeframe can be delayed by an inability to schedule interviews with all parties involved, obtain releases, and receive outside reports, such as autopsies, within the 30 day period.

Reports Completed Since September, 2005

Final Reports Completed:


222  (33%)


Preliminary Reports Completed:

355  (53%)


Reports not Completed within 30 days:
  94* (14%)








671

*66 of these 94 were completed within 35 days

The Department found abuse or neglect to have occurred in 28 of the deaths that occurred during this six-year period.
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� “Congruencies in Increased Mortality Rates, Years of Potential Life Lost, and Causes of Death Among Public Mental Health Clients in Eight State”, Craig Colton, Ph.D. and Ronald Manderscheid, Ph.D., Prevention Chronic Disease:  Public Health Research, Practice, and Policy, Volume 3: No.2, April, 2006, p.1-14.
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