Behavioral Health Epidemiological Workgroup
Meeting Minutes

Feb 14, 2011

Members and visitors present: Mike McBride, Ron Beck, Mary Pearce, Jamie Myers, Donna Gaynor, Becky Kniest, Bill Elder, Clive Woodward, Christie Lundy, Randy Smith, Chris Davis, Shumei Yun, Susan Depue, Angie Stuckenschneider 
Introductions were made.
Minutes were reviewed; several edits were suggested.  These edits were made and a revised copy was made available on the website (see below).
Randy Smith provided a three part presentation:

· He reviewed the Division of Alcohol and Drug Abuse’s State Report on Alcohol and Drug Abuse Problems.  
· He demonstrated the newly developed web site for the MO-BHEW and how to access it (http://dmh.mo.gov/ada/mobhew/index.htm).

· He demonstrated the county links page on the web site (http://dmh.mo.gov/ada/countylinks/index.htm) and asked for suggestions on other data sets to add to the site.  There was none at the time but Randy is still open to suggestions if anyone has them. 

Susan Depue reported out the preliminary results of the data needs assessment survey.  She provided a handout of the results (see attached).  A final report will be available in April.
Susan presented an overview of the data querying tool web site plans and there was a great discussion about the members with recommendations.  Some of the comments were:
· A discussion of presenting the raw data behind charts and maps.  One suggestion was to not provide raw data while another was that there is value to providing aggregate data with charts but not the underlying data that might be confidential.  

· Special population reports should be considered.  Department of Higher Education has special population reports.  
· Showing risk factors associated with population makes sense so able to look at high risk population data.  This would get users to focus on greater concerns.  An example could be homeless or those undergoing foreclosure through HUD.

· While the survey showed that line graphs were not popular – graphs are needed.  Perhaps use a bar graph instead.

· Stress factors – What are the risk categories for Missouri that would help people understand the consequences.

· MSS by county

· Check out the Department of Health’s Chronic Disease MICA Profile – see if that would be easier than a pre-generated report.

· Lot of movement to dynamic narratives reporting.  Would allow the website to produce narrative to go along with tables and maps.
· Dashboard interest - Visually display valuable performance indicators and statistics  Speedometer per county per health quality indicator
· Requirements Analysis – Check data to make sure you have data to get what you want

· Take mobile devices into account

· Would user pay for an application to be able to view on a smart phone?
· More expanded dashboards – users register and have subscription to dashboard, could give additional access to more sophisticated users
· Rankings per county – looking at “peer” counties with similar characteristics as another option?
· Look at things that add value to comparison

· List evidence-based interventions to go along with prioritization

· MICA did have a lot of data for mental health

· Highway patrol could provide data on DWI arrests annually, alcohol compliance check rates

· Highway Safety may have local sobriety checks

· Highway Patrol is willing to share their data set to ADA

· Arrest data has to be de-personalized

· Can Synar rates per county be given?  Not now but perhaps in the future.
· Alcohol outlet density helped Branson coalition receive a prevention award.  Could get from ATC.
· GIS mapping could be allowed for more sophisticated users using Google mashups.

March 22nd is next meeting.

Data Needs Assessment Survey

Preliminary Report

168 coalitions, 11 regional support centers and 19 community mental health centers were requested to take the data survey through Survey Monkey.  The original request was sent January 31st with a reminder sent to the coalitions on February 2nd.  95 people had responded by February 11th with a 85% completion rate (17 RSCs, 12 CMHCs and 62 coalitions).

Substance Abuse Prevention

87% said they currently use data.  When asked what they used the data for, 74%+ said they used data for assessment, evaluation, grant writing and awareness efforts.  

Respondents reported a need to obtain data more often than they were currently getting it.  The most selected response to the question “How often do you NEED new data for your substance abuse prevention efforts?” was “every 2-6 months” (46%).

A wide variety of data types are used – every option was selected by at least 29% of the sample.

What substance abuse prevention data do you currently need but don’t have access to? (check all that apply):
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Specific substances: alcohol, tobacco, marijuana, prescription drugs.

Specific groups: Primarily age groups but also race, gender and SES.

Three data gaps were selected to be addressed first or second by over 25 respondents (next highest 17).  These were usage rates for specific substances (32), usage rates for specific populations (26) and cost to community data (26).

Mental Health

48% said they currently used mental health data.  When asked what they used the data for, 75%+ said they used it for assessment, grant writing and awareness efforts.  58% said they used it for evaluation.

Respondents again reported a need to obtain data more often than they were currently getting it.  To the question “How often do you NEED new data for your substance abuse prevention efforts?” respondents selected “every 2-6 months” (34%) and “every 7-12 months” (34%).

A wide variety of data types are used although people who used data for mental health efforts were less likely to use environmental scans (13%) or focus groups (26%).

What mental health data do you currently need but don’t have access to? (check all that apply):
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Specific substances: alcohol, prescription drugs, “all”.

Specific groups: Primarily age groups but also race, gender and SES.

There were problems with the question “Please rate which mental health data gaps you believe should be addressed first.” which will make interpretation difficult.

Data Website Usage

97% of those surveyed said they would use the new website, most of them (63%) have used interactive websites to obtain data in the past.

Respondents were approximately equal in saying that color coded maps (n=44), rankings of counties (n=47) and tables of data (n=49) would be helpful.  They were less likely to say they wanted line graphs (n=14).
