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The Restraint and Seclusion (R&S)
Reduction Workgroup is a standing
workgroup of the Texas Department of
State Health Services State Hospital
Section's Executive Committee of the
Governing Body (ECGB).  Comprised by
a cross-section of clinical and administra-
tive staff from Texas State Hospitals, the
workgroup reports directly to the ECGB's
Clinical Oversight Committee.  They are
tasked to develop strategies for further
reductions in restraint and seclusion use
at Texas State Hospitals in response to
performance improvement efforts that
seemed to have “plateaued”. 

Using Dr. David Colton's “Checklist for
Assessing Your Organizations Readiness
for Reducing Seclusion and Restraint”,
the workgroup decided to survey a sam-
ple of staff from all Texas state hospitals
for the purpose of determining “next
steps” toward further reduction of seclu-
sion and restraint.

Survey Plan
Time frame for completion by all hospi-
tals was December 31, 2005.  Consultant
staff were identified at each hospital and
briefed regarding the project and
instructed to consult with designated
members of the R&S Reduction
Workgroup about problems.  These staff
in turn made decisions regarding prob-
lems/emerging issues and then communi-
cated the resolution to all hospital con-
sultant staff.  The survey was piloted with

various groups including R&S Reduction
Workgroup members and Quality
Assurance Program Directors from each
hospital, designated Central Office staff,
direct care workers and professional
nursing staff, and some hospital leader-
ship teams.  A vocabulary reference was
developed specifically for this survey.
Each state hospital selected a sample fol-
lowing specific sampling guidelines to
participate in the survey. 

The survey was administered in paper
using Dr. Colton's instrument in the for-
mat presented in his document dated
August 2004.  In addition, a demograph-
ics sheet was attached.  Each survey con-
tained standardized instructions and
guidelines, a vocabulary/definition list,
and a confidentiality statement.

Several group settings at different times
were held to improve participation.
Oversight for the survey process was the
responsibility of the R&S Reduction
Workgroup for the system-wide survey
process, with hospital Quality
Management providing local oversight in
accordance with this survey design.

Data Collection and
Analysis
Quality Management staff were trained in
standardized administration procedures
for the survey and administered the sur-
vey as prescribed.  Each hospital submit-
ted a copy of their data set to the desig-
nated central aggregation site via e-mail.
The centrally accumulated data was not
identified by hospital, only by an auto
index key field.  Each hospital also main-
tained their own data set which could
allow subsequent hospital comparisons
by Quality Managers, if such compar-
isons were deemed appropriate at a
future date.

Survey results for each hospital were
made available to the appropriate hospi-
tal Superintendent for use in creating a
formal plan to improve readiness to
reduce the use of seclusion and restraint.
System-wide results were accessible to
the R&S Reduction Workgroup for plan-
ning next steps.

Limitations of Survey
Results
The survey was designed to assess organi-
zational readiness to pursue the reduc-
tion of seclusion and restraint.  The R&S
Workgroup recommended this instru-
ment to identify areas to focus improve-
ment opportunities, both at the hospital
level for individual hospital plans and at
the system-wide level to guide the
Workgroup in development of a confer-
ence addressing improvement in identi-
fied areas.  The survey results are not
intended to compare (except for success-
ful practices), or “rate” the different hos-
pitals.

Results of Statistical
Analysis
Numerous significant results (p<.05 or
p<.01) were obtained comparing the var-
ious domains, staffing categories and
demographic groupings. However, a note
of caution is due concerning statistics.
The number of responses utilized to cre-
ate the averages (sample size) and there-
fore, any further statistical tests, is
extremely large.  The sample size is
directly related to the power of any spe-
cific statistical test and with large sample
sizes, may detect differences that are sta-
tistically different, but offer no practical
difference.  In addition, an assumption
has been made in order to utilize averages
and any further statistics based on those
averages.  That assumption is that the

Assessing Organizational Readiness for Reducing
Seclusion and Restraint: Texas State Hospitals
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Vertis Storey MA, Director Quality Management, Terrell State Hospital
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Survey results for each hospital
were made available to the

appropriate hospital
Superintendent for use in 
creating a formal plan to 

improve readiness to reduce the
use of seclusion and restraint.  
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The Healthcare Outcomes Analyzer is a
management and reporting system that
improves the tracking, monitoring, and
analysis of clinical indicators, patient
demographics, and fiscal data.  It is
designed to support point-of service,
managerial, and strategic decision mak-
ing while providing opportunities to pre-
vent and reduce negative patient out-
comes.  The Healthcare Outcomes
Analyzer provides front-line managers
through administrators and medical
directors immediate responses to ques-
tions as they arise.  The system creates
on-time reports and analysis and is adapt-
able across departments and service lines.

The Healthcare Outcomes Analyzer has a
number of important features.  First, it
follows the logic of root cause analysis.  It
supports National Patient Safety Goals
and includes facility, clinical, budget, and
staff dashboards. Joint Commission data
collection requirements for seclusions/
restraints are addressed.

The system drills down 21 clinical out-

comes, patient census, and budget indi-
cators to the unit, service, and detail
level, while providing patient demo-
graphics and profiles.  It integrates clini-
cal, patient census, and budget data
allowing the identification of outliers
(special causes) and displaying control
charts with three different sigma levels.
This allows the system to alert clinicians
to high risk patients.  The reporting
mechanism allows for comparison of
clinical data across time and units and
generates Performance Improvement,
Risk Management, and Peer Review
reports.

The multi-functional system allows one
to select from 21 different indicators,
view over 65 charts for each, and choose
any date range and time interval.  One
may drilldown clinical and budget indi-
cators in minutes and preview, print, or
E-mail over 140 built-in reports.  The
charts can easily be copied and pasted
into Microsoft applications such as Word,
Excel, or PowerPoint.

The key highlight of the Healthcare
Outcomes Analyzer is its use in risk-
reduction, particularly outcomes analysis
and drilldown of such events as seclu-
sions, falls, assaults, medication errors,
elopements, patient injuries, etc. The
Staffing Effectiveness module and the
Patient Alert System are integral compo-
nents in risk-reduction.

Seclusion Drilldown &
Analysis
It was through the experience of analyz-
ing the data that the need to drill to full
detail became apparent.  Staff needed to
view outcomes hospital-wide and at the
unit and service level and compare data
to prior periods and the same time last
year.  Control charts, patient demograph-
ics, and classifications (i.e. day of week,
shift, days from admission, and multi-
ples) were necessary for an effective drill-
down investigation.  Staff needed to iden-
tify outliers and drilldown into details.

Healthcare Outcomes Analyzer:  Achieving
Excellence in Organizational Performance
Through Understandable and Useful Data

Guadalupe Martinez
University of Texas Health Science Center at Houston, Harris County Psychiatric Center

responses (ratings on the 5-point scale)
are interval data.  This assumption
includes the assertion that the ratings are
equally distant on a number scale from
each other (i.e. the difference between No
Action and Espoused is the same as the
distance between Action and Sustained
Action). 

Summary of Significant
Results
Significant differences in mean ratings
were found between all the domains,
except between Communication and
Consumer Involvement and Systems
Evaluation and Quality Improvement;
and Environmental Factors and Staffing.
Based on the overall averages, the

Orientation and Training of Caregiver
Staff domain was scored the highest.  The
two domains that were scored the lowest
were Staffing and Environmental Factors,
which did not differ significantly. The
younger respondents (18-25) and Direct
Care see Environmental Factors as more
of an issue than other respondents.
Nursing Leadership scored Processing
After the Event (debriefing) lower than
other disciplines/job categories.  This
could be due to the Joint Commission
focus concerning debriefing. The Night
Shift scored the restraint and seclusion
program lower across all domains than
other shifts.  This was specifically true for
Environmental Factors and Staffing.  The
respondents with 0-1 years of service
scored the restraint and seclusion pro-

gram higher across all domains than
respondents with more years of service. 

Next Steps
Preliminary system level data analysis has
been used to influence a statewide train-
ing institute sponsored by the Hogg
Foundation in partnership with the
NASMHPD's National Technical
Assistance Center (NTAC).  A formal sta-
tistical and descriptive analysis of the sur-
vey results was undertaken using both
Analysis of Variance and contingent
Fisher's Protected t-tests.  This report can
be obtained by contacting Stephanie
Allred at stephanie.allred@dshs.state.tx.us.▲

Assessing Organizational Readiness for Reducing Seclusion and Restraint: Texas State Hospitals, cont. from page 2

Continued on page 5
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One may compare across unit or over
time.  Charts such as X-bar, Sigma, and u-
Control charts allow staff to identify
trends and special cause variations.
Control chart sigma lines can be adjusted
as necessary.  Patient demographics can
be viewed by clinical event type and com-
pared to inpatient census or be viewed
over time. 

Joint Commission data collection require-
ments are captured in the drill down
process:  average duration, days from
admission, length of stay, day of the
week, shift, multiples, practitioner,
injuries, and many more attributes.  Staff

can view rates by unit or service and by
month, quarter, and fiscal year and drill-
down to the form level displaying the
details of the episode. 

Staffing Effectiveness
Staffing effectiveness can be assessed by
viewing relationships and trends over
time between Clinical and HR rates (such
as overtime or PRN staffing) and has the
capacity of reviewing necessary details of
those relationships.  Scatter plots are
available to represent the association
between Clinical and HR indicators and
identify possible outliers.  Staff are able to
view HR information for the same shift
and unit as the clinical incident, and
drilldown to staff and clinical event
details.  Staff schedules are available up to
10 days prior to incident. One can iden-
tify trends by staff, discipline, time, unit,
and staff home unit versus worked unit.

Patient Alert System
The Patient Alert System highlights indi-
vidual patient patterns of events over
time and identifies all patients currently
in the hospital with a history of high-risk
events (seclusions, elopements, assaults,
self inflicted injuries, etc). This allows the
caregiver, MD, and treatment team to

take action earlier in response to the data.
Data from here can be drilled down to
patient's history of occurrences, hospital
visits, and event details. The system alerts
managers and clinical staff so that preven-
tative action can be taken by the treat-
ment team.

Dashboards
At the facility level, the system is able to
display current years ADT such as
Average LOS, Average Daily Census,
Percent Occupancy, and patient days.
ADT data can be evaluated over time by
month, quarter, or year and by service
level to identify trends.  Details can be
viewed by specific time intervals.  

Clinical dashboards allow for displaying
selected types of clinical event by speci-
fied intervals.  Hospital-wide and service
run charts allow staff to identify trends
and also display summary tables by serv-
ice and unit.  Drill downs can be at the
form detail level.  For clinical compar-
isons, the dashboard features a display of
all clinical event types and compares
these to the same time last year.  It can
identify an increase or decrease in rates
compared to last year and a brief analysis
is provided.  

For medical staff, the dashboard features
a display of admissions, discharges, LOS,
and re-admit rates by physician.  It pro-
vides 10 and 30 day re-admit rate graphs.
A physician can drill down to a specific
patient’s visit history.  The number of
clinical event types can be displayed by
registered nurse for a specified time peri-
od.  Staff can view an event list with
patient demographics and identify trends
by shift, unit, patient demographics, and
patient multiples.

Dashboard features also address budget
issues.  Administration can pull executive
and managerial charts and data tables and
also view selected budget rates and per-
cent of productive hours run charts.  One
can choose from a list of budget indica-
tors such as sick time use, Casual/PRN
hours, and RN/Tech overtime again iden-
tifying trends. Data can be drilled down
to the time interval, unit, and staff level.
The executive budget dashboard provides
a view of current year-to-date rates 

compared to same time last year.

Reports
Over one hundred and forty reports can
be previewed, printed, or e-mailed direct-
ly to managers and administrators
through the Healthcare Outcomes
Analyzer.  Reports include details, line
graphs, bar graphs, data tables, pie
charts, and multi-line graphs.  One can
pull drilldown summaries for all 21 clin-
ical indicators.  All reports are available
by unit and unit managers can access
Analysis/Action Plan reports.

The Healthcare Outcomes Analyzer is
expected to expand.  Soon to be a web-
based utility, patient acuity will be added
to drilldown analysis and outpatient and
residential services data needs will be
incorporated. 

Impact on Practice and/or
Policy Scenarios

Scenario 1 (Risk Reduction: Fall
Patient)
Patient A, admitted in Nov. 2005, experi-
enced multiple falls during that stay.
Patient A is readmitted in Sept. 2006 and
an alert is sent to treatment unit/attend-
ing MD detailing events of the prior stay.
Patient is placed on fall precautions and
details surrounding falls in 2005 are
shared with the treatment team so that
prevention strategies are implemented.

Scenario 2 (Seclusion Reduction
and Drilldown with Intervention)
Seclusion appears to be increasing on a
specific unit. Manager/preceptor can
request details to validate this concern.
Access to data is immediate and unit
determines that increase in rate is occur-
ring primarily on night shift. Drilldown
reveals a new nurse is present for most of
the seclusions and the new nurse is inter-
viewed. The new nurse is provided addi-
tional education on seclusion philosophy
and trend is stopped.  

Scenario 3 (Hospital-Wide
Seclusion Reduction)
Hospital provides regular easily under-
stood data displays on the unit level

Healthcare Outcomes Analyzer, continued from page 4

The Healthcare Outcomes
Analyzer is a management and

reporting system that improves the
tracking, monitoring, and analysis

of clinical indicators, patient
demographics, and fiscal data.

Continued on page 6
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The Pennsylvania State Hospital System
is the largest provider of inpatient psychi-
atric care in the Commonwealth.  The
system is comprised of nine publicly
owned and operated hospitals, one
restoration center for older individuals
with severe mental illnesses, and three
regional forensic units.  

In 2003, the Psychiatric Services Journal
published an article on the unnecessary
use of PRN1 medications.  The study
found that in Arkansas when rules tight-
ened concerning the psychiatric use of
PRN medication orders, unscheduled
medication use decreased by 47% with-
out an increase in adverse events.
Seclusion and restraint use decreased and
aggression declined. 

When managers at the Pennsylvania State
Hospital System began looking at policies

on the use of PRN medications, they
found that the policies were inconsistent,
sometimes confusing to staff, and possi-
bly being used for chemical restraint.  In
early 2004, Pennsylvania conducted a
short trial study at 3 hospitals.
Researchers examined the medical and
psychiatric medications administered by
PRN & STAT orders recorded on the 24-
hour nursing reports.  They found that at
two hospitals where PRN orders were
permitted, patients were exposed to
unscheduled psychiatric medications at
more than twice the rate as those served
at the third hospital where psychiatric
PRN orders were not permitted.  These
findings lead to a system-wide study of
the psychiatric use of PRN medications in
nine Pennsylvania hospitals from March
2004 through May 2005.

The study began with meetings and dis-
cussions, including hospital CEOs, that

resulted in the decision to monitor
unscheduled medication use statewide.
The resulting data on the use of psychi-
atric PRNs, and a list of people exposed to
high rates of PRNs, were shared monthly.
Meetings were held at each hospital with
patients and staff to review results and
make changes. Acquiring and sharing the
data itself appears to have led to a decrease
in overall PRNs for psychiatric reasons
over the study period. This data also led to

The Psychiatric Use of Unscheduled Medications
in the Pennsylvania State Hospital System

William Steinmetz, B.S.
Pennsylvania Office of Mental Health and Substance Abuse Services

Healthcare Outcomes Analyzer, continued from page 5

(posted on bulletin boards and projected
as part of hospital and departmental
meetings). The score card for each unit
displays rate compared to last year/same
month last year against itself and over
time for 21 indicators. Nurse Managers
access outcomes data monthly and as
requested. This prevents trends from
developing as action can be taken before
a negative trend can develop. An increase
in fall rate is identified by the unit man-
ager who requests control chart for the
unit. The manager reinforces fall preven-
tion strategies and the fall rate is stabi-

lized. Data analysis occurs months in
advance of receipt of other data vendor's
data summaries and analysis.

Scenario 4 (Adjustment of Staffing
Based on Outcomes and Statistics)
Review of data reveals that most admis-
sions come in the evening shift and that a
trend is developing with increase in
nighttime admissions for past quarters.
The Admissions department adjusts
staffing to meet changing admission
times.

Scenario 5 (Seclusion Drilldown
Reveals Peak in Seclusions Near
Discharge on Adolescent Service)
Unit staff had noted that clinically the
patients appeared to be having more
trouble which resulted in seclusions the
day before discharge. Drilldown data
revealed that this was the case. Increased
awareness of this trend by the treatment
teams led to a change in practice which
eliminated the pattern in the data. ▲

The Healthcare Outcomes
Analyzer is expected to expand.
Soon to be a web-based utility,
patient acuity will to be added 

to drilldown analysis and 
outpatient and residential services
data needs will be incorporated.

The Healthcare Outcomes
Analyzer includes reports in

the following areas:
• Patient Event Histories
• Event Type Summaries, Details,

and Graphs
• Patient/Staff Injuries
• Transfers
• Patient Comments
• Medications Errors
• Adverse Drug Reactions
• Overtime and PRN/Casual Use
• Sick Time Use
• Re-Admits
• Recidivism
• Admissions
• Discharges
• Patient Days, Census
• Patient Demographics
• Axis I, II, III Diagnosis
• Aftercare
• Living Arrangements
• Nursing Analysis/Action Plans

Continued on page 7

A Pennsylvania study found that
at two hospitals where PRN orders

were permitted, patients were
exposed to unscheduled psychiatric
medications at more than twice the

rate as those served at the third
hospital where psychiatric PRN

orders were not permitted.

1 PRN is latin for “pro re nata” or “as needed”



Sp
rin

g
 2

0
0

7
p

ag
e 7

www.nri-inc.org Using Data, Changing Practice™

National Association of State Mental Health Program Directors Research Institute, Inc. (NRI)

*statistically significant

a change in policy on PRN and STAT med-
ication use for psychiatric reasons.

Results
After 12 months in the study, there was
an 85.5% decrease in the psychiatric use
of unscheduled medications per 1,000
days of care*.  There were a number of
additional positive outcomes including:
the number of patient-to-patient assaults
with injury decreased*; adverse drug
reactions decreased; falls with injury
decreased; aggression decreased by
18%*, self-injurious behavior decreased;
and the use of seclusions and restraints
continued to decline.

As of March 1, 2005, the change in poli-
cy was implemented: PRN medication
orders for psychiatric indications shall be
prohibited.  STAT psychiatric medication
orders are permitted when a physician
conducts a face-to-face assessment of the
individual consumer.  The use of PRN
and STAT medications for medical indica-

tions would still be permitted.

Several specific reasons were cited for the
new policy.  First, having a physician
review a person's need for medication,
with input from a nurse, provides the
highest level of clinical assessment on the
need for added medicine.  Second, the
psychiatric use of PRN medications
increases the potential for adverse drug
reactions with a person's base medica-
tions.  Third, the reduced availability of
PRN pills will increase the teaching of
coping skills: “skills not pills”.  Fourth,
PRN medication use is a measure of psy-
chiatric instability and could extend a
persons hospital stay.  Last, the psychi-
atric use of PRN and STAT medications
increases the potential for chemical
restraint.

There were some challenges to the new
policy.  Some felt that the PRN policy
against psychiatric medications discrimi-
nates against people with mental illness-

es; that it is permitted to seek prompt
pain relief for physical pain, but not emo-
tional pain.  Others voiced that the
“Teach Skills not Pills” philosophy was
troubling.  Skills and pills are not mutu-
ally exclusive.  Some voiced that clinical
instability, not the use of psychiatric
PRNs, extended a person's hospital stay.
In addition, PRN orders are a standard
component of a psychiatrist's daily review
of the adequacy and appropriateness of
base medication orders.  

The Pennsylvania State Hospital System
policy on unscheduled psychiatric med-
ications remains in effect and outcomes
measures continue to be monitored
monthly. The manuscript of this study is
under review for publication in the APA's
Psychiatric Services Journal and it was pre-
sented, in full, at the 2007 Conference on
State Mental Health Agency Services
Research, Program Evaluation and Policy
sponsored by NRI.  ▲

The Psychiatric Use of Unscheduled Medications in the Pennsylvania State Hospital System, continued from page 6
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Twin Valley Behavioral Healthcare is oper-
ated by the Ohio Department of Mental
Health.  Local mental health centers and
various court systems refer clients to the
organization.  Comprehensive recovery
based services are provided to adults with
severe mental illness.  Twin Valley has two
campuses:  Columbus (206 beds) and
Dayton (110 beds).

Over the past several years, Twin Valley
Behavioral Healthcare has been involved
in a strategic planning process that incor-
porated internal and external consumer
surveys, leadership planning, and priori-
ty settings.  

Four strategic goals were defined: 
1) Improving patient outcomes, 
2) Improving patient safety, 
3) Improving co-worker excellence

and well-being, and 
4) Improving the integration of 

recovery. 

Each goal identified measurable objec-
tives with data indicators and targets.    A
coordinating team was formed for each
strategic goal to coordinate the improve-
ments and changes needed to achieve the
goals and the vision.  Administration was
updated on progress towards the goals at
least quarterly.  The strategic vision, goals,
and objectives were revised every two to
three years to ensure improvement.

As an example of how the strategic plan
was implemented, the present manuscript
summarizes how data were used as an
indicator for the “Improving Access” objec-
tive at the Columbus Campus of Twin
Valley Behavioral Healthcare.  Similar
improvements using data were achieved
with all four goals of the strategic plan.

GOAL: Improving Patient
Outcomes

OBJECTIVE: Improving Access to
Twin Valley Behavioral
Healthcare Columbus Campus 

The Ohio Department of Mental Health
is organized into Community Mental
Health Boards and the Boards, in turn,
purchase inpatient services from the five
state hospitals.  Since 2004, the number
of admissions to the Columbus Campus
has been on the rise. Due to lack of beds,
the Columbus campus began having to
defer patients to other hospitals further
away from the client's home.  The
increased distance made it difficult to
coordinate aftercare services.  Referral
sources began complaining that they
could not get patients admitted to the
Columbus campus.  

A review of the length of stay and occu-
pancy rate data revealed the following:
forensic client admissions and patient
days were causing an overflow to the
admission units.  As length of stay
decreased to make beds available, there
was an increasing readmission rate.

Hospital and community agency staff
were asked the factors that they believe
contribute to hospital readmission.
Medication non-adherence and lack of
family support were identified as key fac-
tors.  Hospital staff cited that it seems to
take longer for the consumer to re-stabi-
lize on medications during subsequent
admissions.  Community agency staff
added that they see many Axis III diag-
noses (general medical condition co-
morbidity). 

Based on these data, immediate improve-
ments in access could be made.  Some
forensic clients were routed to other
ODMH hospitals.   Data tools were
directly available to physicians and treat-
ment teams to help manage beds at the
unit level.  These unit and physician
based charts showed the number of
patients on a unit and the number of
clients with a length of stay over 20 days.

Efforts to improve the treatment and dis-
charge planning process were imple-
mented at the hospital. One action was a
rapid engagement of all members of the

treatment team in the development of a
treatment/discharge plan. Another action
was the  identification of any underlying
issues and barriers that may undermine
the patients ongoing success in the com-
munity (such as substance abuse; lack of
employment, housing or supports; or
criminal involvement).

Changes at the community agencies were
also implemented. There was a raised
awareness by the case manager of a per-
son being at high-risk for readmission.
There was a focus on specific discussions
about medication adherence. Finally
there were ongoing educational activities
for clinicians about the risk factors for
recidivism.   

Changes have also been implemented at
the management level. Two actions were
tracking readmissions and  monitoring
progress and complications in treatment
for those patients readmitted.

Results
Due to the changes implemented in hos-
pital and community treatment teams,
the number of patients deferred to other
state hospitals was decreased from 10%
to less than 1%.  Readmission rates were
stabilized.  Lengths of stay were
decreased and bed turnover rates were
increased.  Customer satisfaction and
access to the Columbus Campus of Twin
Valley Behavioral Healthcare was
improved as a result of the actions taken
to achieve the strategic vision. ▲

Strategic Planning and the Use of Data
Michael Young, R.N., BSN, AB

Twin Valley Behavioral Healthcare

Results of Strategic Planning
• While admission rate increased, the

number of patients deferred to other
state hospitals was reduced from
10% to less than 1%

• Stabilized re-admission rate

• Reduced length of stay and increase
bed turnover rate

• Improved customer satisfaction with
improved access to hospital 
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The Woodbourne Center is a private non-
profit organization that provides behav-
ioral healthcare services to children and
adolescents between the ages of 6 and 18.
Services are provided to over 500 clients
per year in four main programs:  a resi-
dential treatment center, the
Woodbourne School, treatment foster
care, and community based services.

The demand for residential care has been
on the rise.  The recession in 2002-2003
lead to mental health programs receiving
budget cuts.  The Woodbourne Center
quickly realized that more efficient use of
resources became a necessity.  Beginning
in 2005, the agency worked with an
external consultant to develop a strategic
plan which included internal and exter-
nal assessments, a re-evaluation of agency
objectives, development of an action
plan, and ongoing evaluation of the over-
all plan.  The result was the development
of a Balanced Scorecard.

Internal and External
Assessment
The first step in developing the
Woodbourne Center's strategic plan was
to examine internal strengths and weak-
nesses coupled with external opportuni-
ties and threats.  Potential strategies/
responses to priority issues were assessed
based on their ease of implementation

and strategic impact.  

Strengths of the agency
were identified to be the
ability to meet core regu-
latory requirements as
well as how the caring
staff make the children
feel safe and secure.
Identified weaknesses
included the lack of an
electronic medical record,
lack of organizational
structure and no per-
formance based salary

system.  The agency also identified a high
staff turn-over rate as a detriment.

There are several opportunities from
which the agency can benefit.  The
demand is up for post treatment follow-
up, research, wrap-around services and
treatment foster care.  Foundation fund-
ing and grants are available.  However,
there are also threats that need to be man-
aged.  The agency remains vulnerable to
state fiscal cutbacks, there is much com-
petition in the marketplace and these
competitors have an increased focus on
marketing and specialization.  A competi-
tor analysis was employed to identify key
competitive factors that define the
Woodbourne Center and to determine
what their closest competitors are doing
and how they can partner with them
and/or learn from them.

Implementing a Balanced
Scorecard
Following the self-assessments, the
Woodbourne Center designed a Balanced
Scorecard along with an external strategic
planning consultant.  A Balanced
Scorecard measures the extent to which
an agency can achieve its stated strategic
objectives by setting clear goals, objec-
tives and measures across four critical
areas.  The areas of focus chosen by the
Woodbourne Center include financial

sustainability, external market impact,
and operational performance. 

The Balanced Scorecard reflects the inter-
dependency and interrelationship of all
four areas.  A major benefit of having a
Balanced Scorecard is that it provides the
agency's leadership with the ability to
build organization consensus around pri-
orities in additional to providing a vehicle
that can hold staff and management
accountable for their results in a clear and
consistent manner. ▲

Surviving to Thriving: Strategic Planning to 
Balanced Scorecard Implementation

Michael Rading, MBA
The Woodbourne Center

The Woodbourne Center
Balanced Scorecard Areas

of Focus

FINANCIAL SUSTAINABILITY
• Overhead expense target
• Targeted census levels
• Fundraising goals

EXTERNAL MARKET IMPACT
• Satisfaction survey results
• Number of referrals and per-

cent of re-referrals
• Number of positive media cov-

erage events

OPERATIONAL PERFORMANCE
• Number of internal referrals
• Employee turnover rate
• Overtime usage

MISSION ACCOMPLISHMENT
• Quality/Safety Indicators

• Number of restraints/seclu-
sions

• Number of sentinel events
• Number of incident reports

• Program Outcome/Effectiveness
• Percent of clients in school
• Recidivism rates
• Percent of clients discharged

to a less restrictive setting

The Woodbourne Hedgehog
Our Passion:

Healing, empowering 
and challenging children

Our Economic Engine:
Census + Margin + 

Fundraising $

Our Talent:
Understanding the most

difficult behavioral problems

“The ox knows many things, 
but the hedgehog knows 

one big thing.”
—Ancient Greek Poet
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Historical Perspective
Fulton State Hospital (FSH) was estab-
lished in 1851 as the first psychiatric hos-
pital west of the Mississippi River.
During the Civil War patients were sent
home and Union troops occupied the
buildings.  FSH was a self-contained facil-
ity, with census as high as 2700 patients.

Current Perspective
FSH is now a 471-bed Joint Commission
accredited and Medicare certified facility.
It has 1409 staff, 40 buildings, 96 acres
and a $49.22 million budget.  FSH has
the only maximum and intermediate
security units in the state: the Biggs
Forensic Center and the Guhleman
Forensic Center.

The mission at FSH is one of “Rehab and
Recovery”.  We partner with people who
have the most serious mental disorders as
they reclaim their lives and progress
toward the community, by offering them
treatment and rehabilitation in a manner
consistent with both individual and pub-
lic safety.  Our vision is “Creating Hope
Through Excellence”.

Safety is priority at FSH.  Clients need to
have a safe place to receive treatment.
Staff also need a safe environment in
which to work.  Everyone has a role to
preserve safety at the facility.

FSH recognized that it needed a reduc-
tion in seclusion and restraint rate.

Previous efforts to change began in 1997.
This resulted in greater than 90% reduc-
tion in hours spent in seclusion and
restraint.  However, the number of these
incidents increased significantly in 1999
and remains high today.  Consumer and
staff injuries have also increased.

In recognizing these issues, FSH has
renewed its focus on safety.  We expect in
focusing on safety seclusion and restraint
incidents will decrease.  We should expe-
rience a decrease in client and staff
injuries.  Client and staff morale should
improve.  Overall, FSH aims to promote a
healing, supportive treatment environ-
ment for all.

As a renewed focus in safety, FSH devel-

oped a comprehensive strategic plan to
shape the seclusion/restraint (S/R) project
goals.  FSH aimed to create a culture of
recovery for all involved.  FSH also aimed
to produce a culture emphasizing seclu-
sion/restraint alternatives and involve the
leadership of the hospital in
seclusion/restraint efforts. Consumer
roles were to be increased in operations of
the facility.

A Comprehensive Strategic Plan shaped
the S/R Project goals.  FSH aspired to cre-
ate a culture of recovery for all.  Creating
a culture emphasizing S/R alternatives,
FSH wanted to involve leadership in S/R
reduction efforts, increase roles of con-
sumers in operations, and reduce barriers
that contribute to a culture of “control
and coercion”.  Assessments of trauma
history needed improvement as well as
providing trauma education and treat-
ment.  FSH needed to use data to inform
practice.

Our goal is to use data to inform practice.
Data need to be made available, accessi-
ble, and in a timely manner.  New and
dynamic partnerships should be created
with the data guardians. Data sources
should be established to support the safe-
ty initiative.  And the message needs to be
communicated in a coherent way to all
staff and clients, winning their “hearts
and minds”. ▲

Strategic Use of Data:  
Making a Forensic Hospital a Safer Place

Marty Martin, ACSW, LCSW, Chief Operating Officer
Tara Sheets, RA II 

Fulton State Hospital

We should experience a 
decrease in client and staff
injuries.  Client and staff 
morale should improve.  
Overall, FSH aims to 

promote a healing, supportive
treatment environment for all.

Fulton State Hospital Mission

The mission at FSH is one of “Rehab and Recovery”.  

We partner with people who have the most serious 
mental disorders as they reclaim their lives and 

progress toward the community, by offering them 
treatment and rehabilitation in a manner consistent 

with both individual and public safety.  

Our vision is “Creating Hope Through Excellence”.
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The Group Psychotherapy Intervention
Rating Scale (GPIRS) is a brief rating scale
that looks at therapist behaviors, found to
be effective in positive treatment out-
comes, and looks to see if those behaviors
are present during group therapy sessions
and to what degree. This is a focus on the
behaviors the therapist can exhibit and
adopt to improve the likelihood of posi-
tive treatment outcomes.

The motivation for developing the GPIRS
was recognizing that few measurement
tools assess group leader skills.  Of the
leader measures that do exist, most are
based on primarily descriptive evaluation
of group leader characteristics.
Unfortunately, no single measure ade-
quately assesses the effectiveness of ther-
apists in delivering interventions that
may improve therapeutic properties in
vivo - i.e., during actual group sessions.
The GPIRS offers a promising response to
this void.  And it was validated in 2005
by Snijders, Trijsburg, De Groot, and
Duivenvoorden where they demonstrated
a correlation between the GPIRS and sev-
eral process instruments. 

Phase I
Phase I was to replicate the Dutch find-
ings in a North American clinical popula-
tion and to modify the GPIRS as needed
for psycho-educational groups (PEG) in a
population with severe mental illness
(SMI).

Participants of the Phase I included lead-
ers and group members in five SMI PEGs
in a forensic unit of Utah State Hospital.
Approximately 10 leaders (80% male), 50
group members (male, majority
Caucasian) and 10 raters (undergraduate
and graduate students) participated.
Raters were required to have 0.80 inter-
rater reliability.

Measures examined were the GPIRS, Hill
Interaction Matrix (HIM-G), and Group
Cohesion 23-Item Questionnaire, English
Version (GCQ-23).  Five trained GPIRS
and five trained HIM-G raters attended 9-
week groups.  GCQ-23 was administered
after the 3rd, 6th, and 9th sessions to
group members.

Phase II
Phase II was producing a modified repli-

cation study.  Modifications were made to
GPIRS to improve inter-rater reliability
and applicability of the instrument to a
different population (SMI).
Modifications included reducing meas-
ures from 66 to 48 items, and altering
several items or moving items from one
domain to another to create more consis-
tency within each construct.  This was
done to ascertain if the modified GPIRS
(GPIRS-R) produced comparable results
to the Dutch and Phase I studies.

Similar participants to those used in
Phase I were used in Phase II.  Phase II
also used similar measures HIM-G,
Group Climate Questionnaire-Short
Form (GCQ), and the GPIRS-R.  Similar
procedures that were used in Phase I were
also used in Phase II, except that the

The Group Psychotherapy Intervention 
Rating Scale: Measurement Development and

Cross-Cultural Assessment of Validity
Elizabeth L. Baker, Ph.D. Candidate

Christopher L. Chapman, Ph.D. Candidate
Greg Porter, LCSW

Gary M. Burlingame, Ph.D., CGP
Steve Thayer, B.S. Candidate

Department of Psychology, Brigham Young University

Rationale for The Group Psychotherapy 
Intervention Rating Scale:

• Few measurement tools assess group leader skills.

• Of the leader measures that do exist, most are based on primarily
descriptive evaluation of group leader characteristics.

• No single measure adequately assesses the effectiveness of
therapists in delivering interventions that may improve
therapeutic properties in vivo - i.e., during actual group sessions. 

• The Group Psychotherapy Intervention Rating Scale (GPIRS)
offers a promising response to this void. 

• In 2005 Snijders, Trijsburg, De Groot, and Duivenvoorden
demonstrated a correlation between the GPIRS and several
process instruments. 

Continued on page 12

The motivation for developing 
the GPIRS was recognizing that
few measurement tools assess

group leader skills.
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