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While boards understand that a certain amount of unpredictability around funding assumptions for the next biennium are a normal process of the community plan, there are several key pieces of information and unresolved policy considerations from the departments that do not allow the community plan to be the useful document and management tool that it was designed to be. 
Many of these issues revolve around state psychiatric hospitals.  At this time, we have not yet received written information about the state psychiatric hospital per diem rate.  Governing board members want to know how much a service costs before they decide how much to buy and approve the plan in the form of a resolution.  ODMH has also recently announced an intention to eliminate our risk sharing agreement for hospital bed days (SCUD).  As we have shared with ODMH staff, boards simply cannot move forward in bed day planning without a way to address risk.  There are serious issues to negotiate around hospitals and a process for doing that is dictated in our 1999 settlement agreement.  These are crucial factors that impact a board’s decision to opt in or out, which under statute is not linked with the community plan and is a decision boards have until May 1 of next year to make.  

Finally, the funding assumption guidance has been very confusing, ranging from flat funding to a 10% cut, while the budget the ODMH director submitted eradicated state funding for the community mental health system of care and proposed drastic changes in hospital operations that would have significant and dire consequences.  The community plan asks boards to elect distribution of 408 funds without the per diem, budget, or how to logically plan for bed days.  Boards want the community plan process to be useful and meaningful.  Regrettably, in the absence of critical information, this community plan offers little in the way of utility.  Our board reserves our rights under statute and the settlement agreement, including the ability to amend the community plan, negotiate the SCUD, and opt out of 408.

August 22, 2011 Update:  While there is more clarity on some of the issues raised in the above section, unpredictability about funding assumptions and policy changes remain a reality that impact good community planning.  A few of the uncertain issues include:

· How Medicaid Benefit caps and limitations will effect treatment outcomes and community stability
· How access to state psychiatric hospitals will be limited due to increased demand and how increased demand will be managed
· How minimum state allocations to this Board due to historical erosion of funding from Medicaid match requirements in previous years will impact treatment outcomes and community stability

MISSION & VISION STATEMENT
All customers of behavioral healthcare services in Athens, Hocking and Vinton Counties are healthy, contributing members of their communities.
VALUE STATEMENTS 
· Behavioral healthcare services increase the number of customers who are healthy, contributing members of the community
· Community members understand that being mentally healthy and addiction-free are essential to overall health
· Behavioral healthcare is customer, family and community driven 

· Board and all providers are using outcome management practices to increase performance, generate results and improve quality
· Technology is used to enhance efficiency and to increase access to behavioral healthcare information for all stakeholders in the system 

· Education and other human service systems will encourage, promote and support recovery
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Each Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Board, Alcohol and Drug Addiction Services (ADAS) Board and Community Mental Health Services (CMHS) Board is required by Ohio law to prepare and submit to the Ohio Department of Alcohol and Drug Addiction Services (ODADAS) and the Ohio Department of Mental Health (ODMH) a plan for the provision of alcohol drug addiction and mental health services in its area.  The plan, which constitutes the Board’s application for funds, is prepared in accordance with procedures and guidelines established by ODADAS and ODMH.  The Community Plan is for State Fiscal Years (SFY) 2012 – 2013 (July 1, 2011 to June 30, 2013).

The undersigned is a duly authorized representative of the ADAMHS/ADAS/CMHS Board.  The ADAMHS/ADAS Board hereby acknowledges that the information contained in this application for funding, the Community Plan for SFY 2012 - 2013, has been reviewed for comment and recommendations by the Board’s Standing Committee on Alcohol and Drug Addiction Services, and is complete and accurate.  

The Alcohol, Drug Addiction and Mental Health Services Board Serving Athens, Hocking and Vinton Counties.
_______________________________________________________________

ADAMHS, ADAS or CMH Board Name
(Please print or type)
____________________________________________                   ______________

Earl Cecil, Executive Director                             



Date

_____________________________________________                  ______________

Earl Kirby, ADAMHS Board Chair


              

Date
[Signatures must be original or if not signed by designated individual, then documentation of authority to do so must be included (Board minutes, letter of authority, etc.)].
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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Boards, Alcohol and Drug Addiction Services (ADAS) Boards and Community Mental Health Services (CMH) Boards are required by Ohio law to prepare and submit to the Ohio Department of Alcohol and Drug Addiction Services (ODADAS) and/or the Ohio Department of Mental Health (ODMH) a plan for the provision of alcohol, drug addiction and mental health services in its service area.  Three ADAS Boards submit plans to ODADAS, three CMH Boards submit plans to ODMH, and 47 ADAMHS Boards submit their community plan to both Departments.  The plan, which constitutes the Board’s application for funds, is prepared in accordance with procedures and guidelines established by ODADAS and ODMH.  This plan covers state fiscal years (SFY) 2012 – 2013 (July 1, 2011 through June 30, 2013).
The requirements for the community plan are broadly described in state statute.  In addition, federal requirements that are attached to state block grant dollars regarding allocations and priority populations also influence community planning.

Ohio Revised Code (ORC) 340.03 and 340.033 – Board Responsibilities

Section 340.03(A) of the Ohio Revised Code (ORC) stipulates the Board’s responsibilities as the planning agency for mental health services.  Among the responsibilities of the Board described in the legislation are as follows:

1) Identify community mental health needs;
2) Identify services the Board intends to make available including crisis intervention services;
3) Promote, arrange, and implement working agreements with social agencies, both public and private, and with judicial agencies;

4) Review and evaluate the quality, effectiveness, and efficiency of services; and

5) Recruit and promote local financial support for mental health programs from private and public sources.
Section 340.033(A) of the Ohio Revised Code (ORC) stipulates the Board’s responsibilities as the planning agency for alcohol and other drug addiction services.  Among the responsibilities of the Board described in the legislation are as follows: 
1)  Assess service needs and evaluate the need for programs;

2)  Set priorities;
3)  Develop operational plans in cooperation with other local and regional planning and development bodies;

4)  Review and evaluate substance abuse programs;

5)  Promote, arrange and implement working agreements with public and private social agencies and with judicial agencies; and

6)  Assure effective services that are of high quality.
ORC Section 340.033(H)

Section 340.033(H) of the ORC requires ADAMHS and ADAS Boards to consult with county commissioners in setting priorities and developing plans for services for Public Children Services Agency (PCSA) service recipients referred for alcohol and other drug treatment.  The plan must identify monies the Board and County Commissioners have available to fund the services jointly.  The legislation prioritizes services, as outlined in Section 340.15 of the ORC, to parents, guardians and care givers of children involved in the child welfare system.
OAC Section 5122-29-10(B)

A section of Ohio Administrative Code (OAC) addresses the requirements of crisis intervention mental health services.  According to OAC Section 5122-29-10(B), crisis intervention mental health service shall consist of the following required elements:

(1) Immediate phone contact capability with individuals, parents, and significant others and timely face-to-face intervention shall be accessible twenty-four hours a day/seven days a week with availability of mobile services and/or a central location site with transportation options. Consultation with a psychiatrist shall also be available twenty-four hours a day/seven days a week. The aforementioned elements shall be provided either directly by the agency or through a written affiliation agreement with an agency certified by ODMH for the crisis intervention mental health service;

(2) Provision for de-escalation, stabilization and/or resolution of the crisis;

(3) Prior training of personnel providing crisis intervention mental health services that shall include but not be limited to: risk assessments, de-escalation techniques/suicide prevention, mental status evaluation, available community resources, and procedures for voluntary/involuntary hospitalization. Providers of crisis intervention mental health services shall also have current training and/or certification in first aid and cardio-pulmonary resuscitation (CPR) unless other similarly trained individuals are always present; and

(4) Policies and procedures that address coordination with and use of other community and emergency systems.
HIV Early Intervention Services

Eleven Board areas receive State General Revenue Funds (GRF) for the provision of HIV Early Intervention Services.  Boards that receive these funds are required to develop HIV Early Intervention goals and objectives and include: Butler ADAS, Eastern Miami Valley ADAMHS, Cuyahoga ADAS, Franklin ADAMHS, Hamilton ADAMHS, Lorain ADAS, Lucas ADAMHS, Mahoning ADAS, Montgomery ADAMHS, Summit ADAMHS and Stark ADAMHS Boards.
Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires prioritization of services to several groups of recipients.  These include: pregnant women, women, injecting drug users, clients and staff at risk of tuberculosis, and early intervention for individuals with or at risk for HIV disease.  The Block Grant requires a minimum of twenty (20) percent of federal funds be used for prevention services to reduce the risk of alcohol and other drug abuse for individuals who do not require treatment for substance abuse.
Federal Mental Health Block Grant

The federal Mental Health Block Grant (MHBG) is awarded to states to establish or expand an organized community-based system for providing mental health services for adults with serious mental illness (SMI) and children with serious emotional disturbance (SED). The MHBG is also a vehicle for transforming the mental health system to support recovery and resiliency of persons with SMI and SED.  Funds may also be used to conduct planning, evaluation, administration and educational activities related to the provision of services included in Ohio's MHBG Plan.
Environmental Context of the Community Plan

Economic Conditions and the Delivery of Behavioral Health Care Services
The 317 Board serves three rural, Appalachian counties in southeastern Ohio.  The area is abundant in natural beauty and has a rich Appalachian cultural heritage.  People who live in these rural counties value their long-standing ties to land, communities and families.  

This very rural, Appalachian setting (total population 103,147; 2000 U.S. Census) also features physical isolation and high poverty rates.  There is virtually no public transportation, no hospital in Vinton County and large areas without cell phone or internet access.  Law enforcement officers travel as many as 30 miles to respond to domestic violence and other crisis calls.  Limited employment, transportation and housing opportunities present barriers to service access and effect treatment outcomes. 
The geography of the area (distance and landscape) has limited the economic development in the area.  Athens and Vinton Counties are classified as “economically distressed” by the Appalachian Regional Commission (ARC) and Hocking County is considered “transitional”.  The ARC defines “distressed” counties as ranking “in the worst 10 percent of the nation’s counties.”  On indicators of economic well being, all three counties are worse than state averages.  While many of Ohio’s counties are experiencing economic distress at the time of this recession, the economic risk factors in Appalachia are long-standing.  A few key indicators demonstrate the challenges:
· Ohio’s poverty rate in 2009 was 15.1%.  All three counties are above the state rate-- Hocking at 16.8%., Vinton at 19.8% and Athens County at 34.7%.  Athens has the highest poverty rate of all 88 counties and its rate is alarmingly higher than other counties—the next highest is Fayette County at 20.3%.   (http://www.odadas.ohio.gov/SEOW/Counties.aspx)
· Ohio’s unemployment rate in 2009 was 10.2%.  Hocking and Vinton counties had higher unemployment rates—Hocking at 11.1% and Vinton at 13.1%.  Because of Ohio University and Hocking College, Athens County fares slightly better on the unemployment indicator.  From 2001—2007, Athens County’s unemployment rate was slightly higher than the state average.  In 2008 and 2009, during the economic recession, Athens County’s rate was slightly better than the state average—8.6% in 2009.  (http://www.odadas.ohio.gov/SEOW/Counties.aspx)
· In 2008, all three counties are in the lowest quintile of Median Household Income.  Vinton’s average is $34,306, Athens at $35,301 and Hocking at $40,564.  The counties range from a low of $33,683 in Meigs County to a high of $88,645 in Delaware County.  (p. 9, 2010 Ohio Medicaid Atlas, Ohio Department of Job and Family Services, Health Policy Institute of Ohio)

· The 2009 “Total Unique Medicaid Enrollment” as a percentage of total county population is relatively high.  22.7% of Athens County’s population is enrolled in a Medicaid plan, 30.3% of Hocking County residents and 37.4% of Vinton County’s residents.  The state range for Medicaid enrollment ranges from a low of 7.7% in Geauga County to a high of 40.9% in Pike County.  (p. 11, 2010 Ohio Medicaid Atlas, Ohio Department of Job and Family Services, Health Policy Institute of Ohio)
· Vinton County is one of the most sparsely populated counties in Ohio.  Ohio has an average density rate of 282 persons per square mile.  In Vinton County the ratio is 32 persons per square mile. (Extrapolated from Ohio Department of Development Ohio County Profiles 2010)
· Athens, Hocking and Vinton counties are much more dependent on local, state and federal government employment than is the state of Ohio.  The average employment in local, state and federal government jobs is 14% of the total of all employment in the state of Ohio in 2008.  In Hocking County government employment was 27%, in Vinton County 33% and in Athens County 37%. (Extrapolated from Ohio Department of Development Ohio County Profiles 2010)
· Athens County Department of Job and Family Services Director Jack Frech describes the devastating impact of the loss of governmental funding on the low income families in Athens County.  Please see a full copy of this editorial in Appendix E.
Given the long-standing economic vulnerabilities of the area, financing of behavioral healthcare has always been challenging.  The Appalachian region, in particular, relies upon a partnership with state and federal governments to address local needs.  It is imperative to understand that as state and federal governments work to address their own budget problems, that cost-shifting to distressed Appalachian counties will have grave consequences.  The local tax base is constrained by limited local industry and large public lands (Wayne National Forest, etc.).  
The Athens-Hocking-Vinton area has historically supported local levies for behavioral healthcare enhancements (this is exceptional, given that other counties in southeast Ohio have not supported local levies).  There is a relatively high level of community understanding of mental illness and support for behavioral healthcare services.  The location of a state-operated psychiatric facility in Athens (which used to be a primary employer at the height of its operation) as well as Ohio University and Hocking College are defining elements of this Board area.  While the communities have historically shown strong support for local services through two levies, the public may not be supportive of paying for services that the state and federal government used to pay for and is now shifting to local governments.  Unlike urban areas, there is a lack of significant wealth and charitable foundations to provide funding for new programming or to replace government funding.  

The fiscal realities and constraint are daunting and the eight billion dollar state deficit could have devastating impact on resource poor Appalachian communities.   The impact of SFY 2010-11 budget cuts were blunted by stimulus funding.  Increased federal Medicaid match rates have deferred the impact of devastating cuts in state funding for behavioral healthcare—the can has been kicked down the road to SFY 2012 and the day of reckoning is on the horizon.  The behavioral healthcare system in this Board area has been reduced to a bare-bones operation.  The Board and agencies have reduced staff and many community members are being turned away from the help they need.  The cutbacks ultimately cost more because of increased psychiatric hospital and jail use.
Implications of Health Care Reform on Behavioral Health Services
The Affordable Care Act includes coverage expansions, integration projects, payment and delivery reorganizations, quality requirements, and comparative effectiveness research programs that will all impact the behavioral health system. As the federal government develops rules and regulations and as the state government makes implementation decisions, the behavioral health system must remain involved to ensure that these decisions are made in the best interest of the consumers. However, with the results of the recent election, changes in health care reform can be expected at both the federal and state level. 
Health Care Reform will impact the Board’s system of care as many individuals that we provide treatment services to with non-Medicaid dollars will become Medicaid eligible and many will be eligible to purchase insurance through the health benefit exchange.  These new coverage options will include alcohol, drug addiction and mental health treatment services, but the benefit package is not yet known. The coverage expansions will impact how treatment services are financed, but will not fund recovery support services.  As we position ourselves for changes with health care reform, we will need to address how the community will continue to provide necessary recovery support services to individuals in need.  Increased federal investments into the Federally Qualified Health Care Centers (FQHC) and the behavioral healthcare systems’ collaboration with local FQHCs offers the opportunity to increase access to behavioral healthcare services to low-income persons who do not have Medicaid or adequate private health insurance.  This collaboration offers an integrated health care option that increases access to behavioral healthcare and also offers the opportunity to improve general health outcomes. Additionally, the Affordable Care Act provides incentives that focus on the integration of physical and behavioral health care and begins to look at the workforce capacity necessary to serve individuals in need of behavioral health services.   

Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area
Some key historical and environmental attributes shape access to treatment and recovery supports in the area:  
· Lack of private psychiatric hospitals.  Appalachian Behavioral Healthcare provides critical access to in-patient care in a region that doesn’t have other resources.  Access to private psychiatric hospitalization is limited and requires traveling long distances, putting a strain on families.  
· Lack of hospital-based detoxification services.  While there are three hospitals in the Board area, none offer detoxification services; Marietta Memorial Hospital in Washington County had the closest available unit and that service has been discontinued.
· Relatively small population sizes also impacts outpatient and community services.  There is often not enough volume or funding to support intensive and evidence-based models such as Intensive Outpatient Treatment (IOP), Integrated Dual Diagnosis Treatment Teams (IDDT) or Assertive Community Treatment Teams (ACT).  Even when these services have been available in the past in Athens County (when funding was more secure), they were never available in smaller Hocking and Vinton counties.  
· Location of Ohio University and Hocking College in the Board area offers both opportunity and challenges.  A significant strength is the wealth of workforce capacity resources and evaluation/research and other collaborative partnerships that the University and College offer.  A challenge created by the large student population is the shortage of affordable housing in the city limits (where public transportation and public services are available).  Liquor sales in 2009 (measured by bottles per capita) in Athens County were 4.55 and exceeded the state average of 3.9.  Athens County was the only Appalachian County to exceed the state average and is 9th highest in the state of Ohio.  This is attributable to the large student populations.  (http://www.odadas.ohio.gov/SEOW/Counties.aspx)
· Family Healthcare, Inc. the Federally Qualified Health Care Center (FQHC) has offices in each of the three counties which is a tremendous asset for the region.  Family Healthcare has collaborated with Tri-County Mental Health & Counseling Services, Inc. to place counselors in each county FQHC office thereby increasing access to behavioral healthcare services for those without Medicaid or other insurance.
· Lack of public transportation systems combined with increased fuel costs makes contact between consumers and service providers, including law enforcement, more difficult.  The area is also without reliable telephone, internet, and cell phone service outside of the city limits.

A few indicators point to the gravity of need:  
· Data from 2008 show that all three counties in the Board area are above the state average in unintentional drug deaths rates per 100,000 population—Hocking 28, Vinton 15, Athens 13, and State of Ohio 12.  (http://www.odadas.ohio.gov/SEOW/Counties.aspx)
· Data from 2006-08 show that all three counties have suicide rates above the state average of 11.3 per 100,000 population.  Hocking’s rate of 22.3 is the highest of all Appalachian counties.  Athens was 19.1 and Vinton county 13.2.   (http://www.odadas.ohio.gov/SEOW/Counties.aspx)
Demand for services continues to increase.  Resources to meet those needs are insufficient.  While the Board and its agencies strive to ensure that basic safety net services remain available to the community, there are growing gaps, particularly with regard to intensive services (for those who need it), services for those without Medicaid and services that enhance recovery and resiliency and re-connect people to meaningful roles and employment in the community.
AOD Treatment Trends:  The following data is for Health Recovery Services, Inc. (the primary addiction recovery treatment provider) and was taken from the MACSIS dataMart (ODADAS funded services): 
· Total Customers:  The number of customers served annually has decreased since FY 2008 to 2001 levels.  In FY 2010, HRS served 788 customers.  This is a decrease of 250 people from FY 2008 (1038) and nearly the same as in FY 2001 (766).   
· Age Distribution:  The ratio of adults to children receiving services has been consistent.  Approximately 10% are age 18 and younger and approximately 90% are adults.  
· Payer Source:  The percentage of clients who have Medicaid as payer source has increased over time.  In FY 2001, 28% of all clients had Medicaid; in FY 2008 41% had Medicaid; and 49% had Medicaid in FY 2010.    

· Gender:  There is a trend of more women being treated for addiction problems.  In FY 2010, 59% of those served were men.  This is a decrease from FY 2008 when 67% were male and from FY 2001, when 79% were males.  The shift is thought to reflect increasing numbers of females entering treatment for opioid related problems.
· Presenting Problem:  In the first four months of FY 2009, admissions for Opioid dependence at HRS doubled and exceeds alcohol dependence as the reason for seeking services.  Significant portions of those are IV heroin users. 

Mental Health Treatment Trends:  The following data is for Tri-County Mental Health & Counseling Services (the primary community mental health agency) and was taken from the MACSIS dataMart (ODMH funded services):
· Total Customers:  The total number of customers being served has decreased slightly since 2001.  In FY 2010, TCMHCS served 3560 customers.  In FY 2008, 3518 people were served and in FY 2001, 3739 people were served.
· Age Distribution:  There has been a slight shift in the age distribution of those being served.  As a percentage of all customers served, slightly more youth are being served in FY 2010 than in FY 2008.  Virtually all of the decreases in customers being served were adults.  In FY 2010, 62% were ages 18-64 compared with 65% in FY 2008.  In FY 2010, 34% were under age 18, compared with 30% in FY 2008.  Those ages 65 and older decreased from 5% in FY 2010 to 4% in FY 2008.   This is the first shift in age distribution—the percentage had been virtually unchanged since FY 2001.

· Payer Source:  The percentage of clients who have Medicaid as payer source has increased significantly over time.    In FY 2010, 84% of all customers had Medicaid as a payer source, up from 76% in FY 2008 and 59% in FY 2001.  The majority of non-Medicaid funding in FY 2010 was needed to serve adults—92% of customers who had services partially or fully supported with non-Medicaid funding were adults.

· Concerns:  Crisis services continues to be fully funded for all age groups and regardless of ability to pay.  Other community mental health services are available to people with Medicaid.  Children have the best Medicaid coverage and therefore the best access.  The system of care strives to continue to provide community mental health services to adults and elderly with serious and persistent mental illness—something that is getting more difficult to do and is difficult to provide in the intensity that is needed.
Domestic Violence exacts a high toll on women and children creating significant trauma.  In FY 2010, My Sister’s Place (MSP) shelter received 2,505 hotline calls from 1,431 (duplicated number) individuals; provided 1,826 emergency bed nights to 56 individuals for an average stay of 36 days; served 42 outreach counseling clients; provided 35 victims with face-to-face crisis intervention services; and, provided 50 persons with face-to-face Referral and Information.  The shelter also made 1,617 referrals to 28 other area service providers.

Psychiatric In-Patient Treatment Trends: The Board’s numbers for customers who need inpatient hospitalization in FY 2010 was up by 30 people over FY 2009 and 60 people from FY 2008.  In FY 2011, the number of customers was slightly less, but more bed days were used.  With an average stay of 23 days and a median stay of just 7 days, Appalachian Behavioral Healthcare-Athens Campus (ABH) provides critical acute psychiatric inpatient care to the Board area.  The following trends are being monitored:

· Thirty-six percent of AHV admissions (excluding out of state) in FY 2010 had no prior stay in a public hospital in Ohio.  While this is below the hospital rate of 53% in FY 2010, the Board is carefully monitoring this number to determine if our rate of first time admissions is increasing which may be due to the poor economy and/or access limitations in the system of care.
· In FY 2010, in collaboration with ABH, the Board and TCMHCS are tracking after care for persons discharged from ABH.  In FY 2010 (9 months of tracking) 187 AHV residents were discharged and 157 were set up with appointments at TCMHCS for after care.  118 of the 157 (63%) attended the after-care appointment with TCMHCS and 96% of these engage and are expected to continue with services longer term.  Forty of these patients (39%) DID NOT have Medicaid.  

· There were twenty-eight 30 day re-admits in FY 2010—10%; slightly above Appalachian Behavioral Healthcare’s rate of 9% for FY 2010.  TCMHCS has a target of reducing re-admissions within 6 months of discharge and will begin tracking this data in FY 2011.  
· As of December 2010, the Board had 5 inpatient forensic patients with long stays.  Three are Not Guilty by Reason of Insanity (NGRI) whose inpatient stay is paid by the State of Ohio and two are Incompetent to Stand Trial Unrestorable (ISTU) and the Board is paying for their stay.  The Board collaborates with two other Boards to employ a forensic monitor to work with patients with a forensic status.  In addition to the inpatient forensic clients, seven clients are monitored in the community on a conditional release plan that is supervised by one of three county Common Pleas Courts.  
· Out of state admissions and bed days were up significantly in FY 2009 and FY 2010.  The increase is attributable to the closure of the Cambridge campus, access problems for West Virginia residents who travel to Ohio to receive needed care and an increase in transients from distant states—perhaps a sign of instability in the mental health system across the United States.   The AHV Board is clearly an outlier in the state for the burden imposed by the current residency guidelines.  We will continue to monitor this issue and advocate for policy change.  
Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan

The report on the major accomplishments from the SFY 2010-11 is organized into two parts—a descriptive summary of the major achievements below and program outcomes achieved by agencies with Board funding in Appendix D.   

Alcohol and Other Drug Prevention Targets:
· Trimble Township Bridgebuilders has helped the school and community connect with Ohio University to increase after-school and summer programming for youth through Kids on Campus.  This connection has also developed a grant writing committee which will be re-applying for a Promise Neighborhoods Program Grant through The Department of Education to improve access to vital services to community members through the schools as well as develop leadership skills for youth and community members to enhance the community.

· The Board will be hosting a regional FASD Train the Trainers training in April 2011 through the statewide FASD Initiative.

· Prescription Medication Drop-Off.  In conjunction with the Athens County Sheriff’s Office, Ohio University and Health Recovery Services, the Board participated in the National American Medicine Chest Challenge on November 13, 2010 and collected 10,541.5 pills.  The event will be replicated and further efforts to reduce access to medications of abuse will take place with the Sherriff’s Office.  The Hocking County Sheriff’s Office participated in the DEA’s National Take-Back day and had a successful event as well.
· Vinton County has a plan to raise awareness in the Vinton County community on the dangers of prescription drug misuse and abuse.  The state has offered grant funding in FY 2011 to address the high rate of unintentional drug deaths in Athens, Hocking and Vinton counties.
Mental Health Prevention Targets:
· Continuation of the Hocking and Athens Suicide Coalitions and addition of a Vinton County Coalition.  A number of coalition sponsored trainings were held in the last 2 years. SuicideTALK trainings were held in Athens, Hocking and Vinton Counties focused on nurses, mental health professionals, senior center staff and middle and high school personnel. A total of six SuicideTalk trainings were held serving over 225 individuals from our three counties. The SuicideTALK training is planned for our 317 Community Board members and the staff at Appalachian Behavioral Healthcare in 2011. In addition to these trainings, two targeted trainings were held at Ohio University and Hocking College for students, resident staff, student affairs personnel to educate university personnel on the signs and signals of potential suicidal risks on campus. These trainings were supported by a grant from the Criminal Justice Coordinating Center for Excellence.   Through the Coalition every school district in the three counties has received free staff training to assist their districts in enhancing the training requirements of “Safety and Violence Prevention Training” as required by House Bill 150.  
· Seventh and eighth annual CIT training were held, bringing the total trained to over 180; an advanced training was held in April 2011 thanks to grant funding provided to Tri-County Mental Health & Counseling Services by the Ohio Attorney General’s office.  

· Tri-County Mental Health & Counseling Services, Inc. provides Sexual Assault prevention services with funding from the Athens Foundation.  Safe Dating clubs have been organized in Athens County high schools.

Mental Health & AOD Treatment & Recovery Targets:

· Suboxone programs are supported by the Board in an effort to curb the staggering growth of Opioid abuse in our Board area. Programs are supported through the Ohio University Counseling and Education Department and Health Recovery Services. The availability of certified Suboxone physicians continues to limit the number of clients being served, creating waiting lists. 

· Planning for implementation of the RSC/ODADAS VRP3 Recovery to Work project was a major unanticipated initiative in FY 2011 and is underway in collaboration with the Paint Valley Board.  It is hoped this project will increase access to treatment and employment for persons with opiate addictions.
· Health Recovery Services was awarded funding for services in each county (Athens, Hocking, Vinton) a total of $257,394 to provide services to criminal justice populations through American Reinvestment and Recovery Act (“stimulus”) funds for the period from October 2009 to December 2010 and has subsequently been awarded funding $126,152 for similar services through the Ohio Department of Criminal Justice Services Byrne Grant program for the year 2011.

· In order to address the growing opioid problem, H.R.S. applied for and received a $45,000 grant from the Appalachian Regional Commission for training and education. The funds were used to support training in a highly regarded evidence based practice (Community Reinforcement Approach) for H.R.S. clinicians, intensive training in drug awareness for area professionals, and a training utilizing local and national experts for physicians.

· Health Recovery Services in cooperation with Hocking County Juvenile Court obtained a Family Drug Court Grant ($97,295).

· Several agencies and professionals associated with the AHV Board have received awards. The Teen Institute program developed by Health Recovery Services received the Exemplary Prevention Program of the Year Award from ODADAS and the Director of Prevention Services; Reggie Robinson received the outstanding Prevention Innovator of the Year Award.

· Health Recovery Services Executive Director received a Contributor of the Year award for the time and effort he had put into advocacy efforts, from the Ohio Council, a respected provider organization.

· Kathy Trace, a founder of Bridge builders, is being recognized by the Athens Foundation.

· The John W. Clem House formalized agreements with the Chillicothe Veterans Association to house homeless Veterans who need a sober environment
· The Athens-Hocking-Vinton Family & Children first Councils have focused on reducing out of home placements. The councils are funded directly by Family Centered Support and Services dollars (FCSS) from the state council. These funds enable councils to provide supports and services to families and children that cannot be funded through normal existing funding streams. The 317 Board also funds the councils through contributions to pooled funding in all three counties utilizing local levy funds. In addition, the Board also has agreed to distribute its allocation of Children’s Community Behavioral Health dollars (CCBH) to the councils to support additional treatment needs and not use it for Medicaid match. We have two new coordinators in Hocking and Vinton Counties with the Vinton County coordinator becoming a full time position. 
· Re-Entry Task Force is started in Athens County in SFY 2010.  A committed group of community members meets monthly to identify and address needs.  A five year plan was written, efforts are underway to review county policies that are barriers to positive re-entry and there is increased coordination with the prison system to improve release planning.  The Athens County Re-Entry Task Force has received a grant from the Edward Byrne Memorial Justice Assistance program to fund the Re-entry coordinator position. Athens County received a total of $322,223.80 from the Edward Byrne Justice Assistance program that included a total of eight grants; (2) Prosecutor’s Office, (4) Health Recovery Services, (1) Big Brothers Big Sisters, (1) Re-Entry Task Force.
· Athens and Hocking County Housing Coalitions renew funding from the Osteopathic Heritage Foundation, the Ohio Housing Trust Fund and the Ohio Department of Mental Health to provide transitional housing to homeless households.  The Ohio Capital Corporation for Housing is partnering with the Athens County Housing Coalitions to assess the need for affordable housing and develop targets and strategies to address identified needs.  Partnerships with Athens and Hocking Metropolitan Housing Authorities on Shelter plus Care grants have increased access to housing assistance for behavioral health clients.  The Housing Coalitions have brought in over four million dollars of new state, federal and private resources since 2000.

· Athens Metropolitan Housing Authority (AMHA) is awarded $450,804 in new Section 8 funding to serve 100 non-elderly disabled households.  This funding was awarded based upon AMHA’s strong partnership with community social service and disability organizations.  In addition, AMHA’s Board approved prioritizing Section 8 vouchers for individuals who are in institutions and who need housing in order to exit to the community.  This will benefit persons leaving ABH and local nursing homes.
· Integrated Services of Appalachian Ohio is awarded $300,000 in ODMH capital funding and $250,000 in Federal Home Loan Bank funding to develop four units of permanent supportive housing for households with members who have serious mental illness/serious emotional disturbances.

· The Edna Brooks Foundation (My Sister’s Place) obtained ARRA/Stimulus funding to provide a Counseling Coordinator who established local advisory boards in each of the three counties.  The boards helped set up a network of anonymous, safe counseling sites near victims’ home communities.  My Sister’s Place and the Athens NEWS collaborate each September for a special 14 page pull-out specifically on the safety needs of women and children in violent homes.  My Sister’s Place shelter invested in the following capital improvements—stabilization of front porch, kitchen renovations and new security system with cameras.
· Expansion of Tri-County Mental Health & Counseling Services, Inc.’s partnership with Family Healthcare (FQHC) for co-location of counseling services at the health center in Logan and Athens (McArthur already operational since 2008).
· Integrated Services of Appalachian Ohio has a planning grant from the US Department of Health and Human Services, Health Resources and Services Administration (HRSA) to plan for integrated physical and behavioral health care.  It is partnership in two board areas and includes community mental health and Family Health Care—the Federally Qualified Health Care Center in our region.
· Tri-County Mental Health & Counseling Services, Inc. is making capital investments into its Athens clinic by adding security doors.

· Health Recovery Services and Family Healthcare Inc. participated jointly in a national NIATx sponsored initiative to advance primary healthcare, behavioral healthcare collaboration.

· The Athens Photographic Project continues to expand and improve its programming and collaboration with the local community.  Classes continue to be held at the Athens Dairy Barn and interest in class exceeds capacity.  Two juried shows took place over the biennium with record public attendance.  The Athens Photographic Project received an Eli Lilly Reintegration Award in 2010 and opened the Elise Sanford Gallery in the Market on State.  Partnerships and funding have increased underscoring the recognition of the value of this innovative and effective community program.
· The Gathering Place continues to serve as the hub for community connections and empowerment for persons with mental illness. Peer support, connections to community services, healthy meals, meaningful activity through work and volunteerism and social events opportunities are available.  More people are utilizing the program than in the past.  The Gathering Place has a new executive director and other new staff who are improving programming and obtaining outside grants to enhance services.
· NAMI Athens continues to offer vital leadership in the community.  NAMI Athens offered Family to Family courses and added Hand-to-Hand courses and Peer-to-Peer courses in FY 2010 and FY 2011.  NAMI continues to provide leadership on upkeep and education around the Ridges Cemetery provides leadership to the CIT trainings, offers monthly educational and support groups, offers a public radio educational show sends a newsletter to over 500 community members.
· The Rehabilitation Services Commission staff is on site at TCMHCS twice/monthly to increase access to employment services.  Integrated Services of Appalachian Ohio has an RSC Pathways grant to provide employment services.
· The Athens, Hocking and Vinton County Children Services agencies have formed a group called “Finding a Solution” to enhance the ability of child caring agencies to better access behavioral health services in a more timely manner. The agencies have six months of temporary custody of children before they must determine permanent custody. This leaves very little time to link families and kids to needed services. The group which includes the 317 Board, Tri-County Mental Health and Counseling, Health Recovery Services and Integrated Services of Appalachian Ohio is committed to identifying and implementing solutions.
· Continued quality improvement of an outcomes-based system of care for all Board investments through development of bi-annual sharing of results with AHV Board of Directors and stream-lined reporting.
· The Board worked with local state representatives and senators in collaboration with the Ohio Association of Behavioral Health Authorities to focus on our platform for the biennial budget process. We had individual meetings with local representatives along with regional sessions in southeastern Ohio to deliver a common message on what is needed to support our behavioral health system in the State of Ohio. The Board has also worked closely with all three county local stakeholders to gain their support for this initiative. 

· Project LAUNCH for Appalachian Ohio is based on a partnership between the Ohio Department of Health, the Governor's Early Childhood Cabinet and the child-serving state departments it comprises, Ohio University, and Integrating Professionals for Appalachian Children (IPAC). IPAC is a community-consumer-university rural health network incorporated as a nonprofit organization in 2006. IPAC aims to empower Ohio's families in rural Appalachia by building the capacity of caregivers and the knowledge and skills of local providers. It also aims to strengthen integration across systems to reduce the fragmentation that has historically burdened families with the coordination of their own care. Project LAUNCH offers an opportunity for IPAC and its state colleagues to collaborate for state policy and infrastructure reform and to serve the more than 11,000 children (ages 0–8) living in four counties of rural Appalachian Ohio: Athens, Hocking, Vinton, and Meigs.
· The Early Childhood Mental Health initiative in our area is unique in the sense that we have the only community mental health center a full commitment to young people. Through the ODMH funding and local resources from IPAC TCMH has moved from an agency that says “What do I do with a 3 year old?” to an agency that has 5 Early Childhood staff spanning 5 counties. TCMH sponsors the Southeastern Ohio Regional Peer Supervision group that is video conferenced throughout a 10 county region. In 2011 TCMH will be using technology to tap state and national expertise for this group. 

· Evidence Based Trainings:
· All counselors at Health Recovery Services who work with adult AoD clients received training in the SAMHSA NRERP recognized Community Reinforcement Approach. A number have been certified and most others are well along in the certification process.  A Clinical Director has been certified as a C.R.A. trainer.

· Thirteen (13) clinicians at Health Recovery Services have received training in MET/CBT 5.  In addition 6 counselors have been trained in Trauma Focused Cognitive Behavioral Therapy and one in an extension of that approach known as parent child Interaction Therapy.

· In an initiative begun in cooperation with ODADAS, Health Recovery Services’ approximately 15 clinicians have been certified in the Adolescent Community Reinforcement Approach.

· Tri-County Mental Health & Counseling Services, Inc. is developing capacity in trauma-informed care and has had clinicians trained in four components of the national model—cognitive behavioral therapy CBT; eye movement desensitization training; dialectical behavioral therapy; and equine assisted treatment.  

· Tri-County Mental Health & Counseling Services’ co-located program with Family HealthCare is utilizing the IMPACT model for treatment of depression.  TCMHCS and Family HealthCare staff has attended national trainings to train staff on the model.
· Integrated Services of Appalachian Ohio and Athens Metropolitan Housing Authority sent a team to the 2010 series of trainings on Quality Indicators for Permanent Supportive Housing sponsored by the Corporation for Supportive Housing.

The unrealized goals from SFY 2010-11 are primarily a result of financing limitations and include the following:

· Employment:  The AHV Board had been engaged in a planning process led by Eli Lilly that began in 2006 and continued for several years.  It was hoped that increased employment would result.  Collaboration between BVR and behavioral healthcare increased, however hopes of new grant funding were never fully realized.  
· SFY 2010 brought the end to the Southern Consortium for Children and the loss of critical experience and leadership around services for SED children, including comprehensive state-of-the art training for rural professionals using videoconferencing technology.  This is a great loss of infrastructure in the Appalachian region.
· Loss of ability to meet the behavioral healthcare needs of persons without Medicaid.  During the initial months of SFY 2010-2011, Health Recovery Services found it necessary to continue limiting the admission of persons without a payment source largely to those defined by ODADAS and falling within a priority population-—pregnant women, IV drug users and heroine user; secondary priority is based upon referral source—DUI, Drug Court, Appalachian Behavioral Healthcare, domestic violence and treatment in lieu of jail.  This means many people in need are not being served—self referrals and those not in the priority populations, third party referrals not from court, routine referrals from common pleas court.  With the assistance of grant funding, many services have been restored, at least for the duration of grant funding, but with the influx of a large number of difficult to treat opioid dependent clients the situation remains precarious. Limited funding and substantial state imposed regulatory barriers restrict the Board’s ability to make available the preferred best practice for treating opioid dependent persons, Medication Assisted Treatment utilizing Suboxone.  
· Loss of ability to meet the behavioral healthcare needs of persons without Medicaid.   In FY 2010 and the first half of FY 2011, Tri-County Mental Health & Counseling Services, Inc. was only able to serve new people without Medicaid if they are being discharged from Appalachian Behavioral Healthcare.  If they were seen in crisis or at the Crisis Residential Center, they were not opened for services, not to mention all other persons who could benefit from services.  Inpatient hospital care was higher than projected and the Board had to pay additional funding in FY 2010.  The Board has provided funding to Tri-County Mental Health & Counseling Services to provide services to persons after their involvement with crisis care for the last half of FY 2011.  These services are much needed, but funding uncertainties undermine the ability to maintain these services on-going. 
· The AHV Board did not accomplish its goal of obtaining changes in state policy for payment of inpatient psychiatric care for persons from other states.  However, ODMH has pledged to provide relief if out-of-state bed days require an over-payment.
· The AHV Board did accomplish its goal to obtain formal state recognition of the right of local Boards to control and make decisions about use of local levies.  However this achievement came at a high cost—little to no state allocation from the Departments.  Because this change takes place after years of high levels of Medicaid match obligations, the local system of care is in a crisis state at this point and much of the damage has been done.
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs
The AHV Board’s planning process is based upon an update of several comprehensive planning initiatives that were implemented in the past and that continue to guide our current investments.  These major planning initiatives include a comprehensive and broad-based prevention-focused needs assessment and planning process in collaboration with local school districts in 2004, using State Incentive Grant from the Ohio Department of Drug and Alcohol Addiction Services (ODADAS) and a “Strategic Mapping” process initiated in 2005 to identify investor targets for the system of care.  In 2009, the AHV Board initiated a comprehensive needs assessment process using surveys and focus groups to obtain broad input from consumers, family members, community agency partners and behavioral healthcare providers. Two hundred and twenty-nine people completed an online survey and 25 consumers and family members participated in one of three focus groups.  The participants in the online survey represented a broad cross-section of the catchment area and are detailed in Appendix A.  
Planning is on-going—particularly in this environment of significant change and financial uncertainty.  The AHV Board values a fluid planning process for assessing behavioral healthcare needs that is shaped through active engagement and interaction with community stakeholders as we work together to address community needs.  This on-going, informal needs assessment/planning process offers the opportunity to respond to emerging concerns and opportunities as needs are identified.  These emerging needs and opportunities come to us most often from our community partners and contract agencies’ front line experience responding to community needs.  

Due to the current economic climate, the Board has taken a prudent approach to assessing need for SFY 2012-13 Community Plan, by asking community members and partners to review past needs assessment data and to provide missing and updated perspectives.  Sadly, there is a growing disconnect between the growing needs and shrinking resources to address these needs.  Contract agencies and Board members reviewed the needs identified in the prior process in December and January.  Community members (general public) and community partners were invited to complete an on line survey to comment on the Board priorities and to comment on needs.   A few additional needs were identified and are included in the findings.  
Findings of the needs assessment

The results of the comprehensive 2009 needs assessment process, updated in 2010, identified the following universe of needs.  The need list is extensive and daunting, given current resources and the likelihood that funding limitations will require further contraction of existing services and further exacerbate the needs.  

A summary of the finding are listed below and a complete copy of the findings as they were presented to the AHV Board in May 2009 is included in Appendix B.  Notations have been inserted in bold parenthesis to link to specific sub-populations required by the Community Plan guidelines.

Needs identified through web survey and focus groups:
· Services Gaps for Those Without Medicaid or Other Insurance (52 Respondents

· [Adults with Serious Mental Illness; General Outpatient community mental health; Adults who are addicted to alcohol or other drugs]

· Children and Family Service Gaps (25 Respondents [Children/youth with serious emotional disturbances; general out patient community mental health; adult/children/youth who abuse or are addicted to alcohol or drugs; children and family receiving services thorough a Family and Children First Council]

· Access Gaps (15 Respondents):  [All populations, but in particular:  Adults with Serious Mental Illness; General  outpatient community mental health; adults who abuse or are addicted to alcohol or other drugs]

· Coordination Gaps (13 Respondents):  [All populations, but in particular:  Persons with substance abuse and mental illness]

· Transportation Gaps (12 Respondents):  [All populations]

· ATOD Service Gaps:  cessation for smoking (10 Respondents): [Adults, children and adolescents who abuse or are addicted to alcohol or other drugs]

· Intensive Services Gaps (9 Respondents):  [Persons with substance abuse and mental illness; Adults with serious mental illness]

· Mental Health Service Gaps (9 Respondents):  [All populations]

· Psychiatric Care Gaps (8 Respondents):  [Adults with serious mental illness and children and youth with serious emotional disturbances]

· After Care Resources (6 Respondents):  [Adults with serious mental illness and Adults, children and adolescents who abuse or are addicted to alcohol or other drugs]

· Housing Gaps (6 Respondents  [All populations]

· Staffing Gaps (6 Respondents):  [Workforce Development Capacity need]

· Public Education/Awareness Gaps (5 Respondents):    [Capacity need]

· Other Administrative Gaps (4 Respondents):  [Capacity need]

· Other Health Care Gaps (4 Respondents): [Persons without Medicaid or other insurance]
· Meaningful Activity/Community Involvement Gaps (3 Respondents):  [Adults with serious mental illness; adults hospitalized at psychiatric hospitals; Individuals involved with criminal justice]
· Sexual Assault Service Gaps (3 Respondents):  [Crisis Services; General outpatient community mental health]

· Family Physician Knowledge Gaps (2 Respondents):  [Capacity need]
Prevention Needs:

The Communities That Care® Youth Survey was administered to students in 6th, 8th, 10th and 12th grades at all five Athens county school districts and Hocking and Vinton County school districts during winter 2003.  The following risk factors were identified and have been reaffirmed as current needs:

· Laws and Norms Favorable to ATOD Use  (Athens, Vinton)
· Parental Attitudes Favorable Toward ATOD Use (Athens, Vinton)

·  Poor Parental Supervision and Discipline, and Family History of ATOD Use and Anti-Social Behavior  (Athens)
· Peer Use and Favorable Attitudes Toward ATOD Use (Athens, Vinton)

· Anti-Social Behavior  (Athens)
· Lack of Commitment to School   (Athens)
· Community Disorganization  (Athens)
· Community norms tolerant of substance abuse (Hocking)
· Inconsistent and/or inappropriate discipline (Hocking)
· Lack of adult monitoring and/or supervision (Hocking)
· Friends engage in problem behaviors (Hocking)
· Suicide prevention is an identified community need.  Using national data, the Suicide Coalitions have found the following groups to be at highest risk for suicide: teenagers, returning Veterans, Senior Citizens, Adult middle age males.  
· Sexual Assault Prevention
Additional Needs Identified in 2010 Update:

The following additional needs were identified by contract agencies, board members, community partners or the general public:

· Increased demand for treatment from person with opioid addictions.
· Increased hospital utilization:  Inpatient hospitalization utilization was up in FY 2010 and is running above projections at the mid-year of FY 2011.  Four needs have been identified as significant contributors:

· Lack of access for persons without Medicaid:  Because of the inability to provide mental health and addiction recovery services to most persons without Medicaid, it appears that crises are not being resolved with outpatient assistance and that more costly inpatient care is the result.
· Lack of residential housing with supportive services:  Access to housing with intensive supportive services and/or residential care with 24 hour staffing is not available in the Board area.  The results are longer hospital stays or placement in care facilities far away from family and community supports.  
· Lack of guardianship services who need this care in order to step down to a less restrictive setting.

· Lack of a fair and equitable state policy for addressing the needs of persons from other states.
· Family Violence:  According to a new report released by the Health Policy Institute of Ohio and its partners in the Ohio Family Violence Prevention Project, under the leadership of Kenneth Steinman of The Ohio State University College of Public Health, family violence in the state is remarkably common and places a substantial burden on both Ohio families effected by it and local agencies that have to address the matter.  Steinman’s research estimates 530-690 adults are physically abused by a current or former family member in Athens County each year and 220-290 in Hocking County.  
· Employment

· Integration of behavioral health care and primary health care
· School-based services

· Re-entry populations

· Outreach to employers to address addiction problems in the workplace

· Services to persons with co-occurring mental illness and developmental disabilities

· Coordination with Hocking College for HC students
Access to Services
Numerous access issues were identified in the web based needs assessment survey, focus groups and agency input.  The major concerns are:  
· Access to behavioral healthcare treatment for persons without Medicaid.  Critical mental health and AOD treatment is either not available or not of sufficient intensity to even the priority populations.  

· Access to basic crisis care has been maintained, but at a minimal level.  Community partners voice unhappiness with the reduced level of service.  Waiting time for prescreens has increased because on-call crisis care has been reduced.  Access to on-going services for persons experiencing a crisis has been restored, but the ability to continue these vital services is uncertain.
· Lack of local access to inpatient psychiatric, detox services and adult care facilities.  With the exception of a small geriatric unit at Hocking Valley Community Hospital in Logan, Appalachian Behavioral Healthcare is the ONLY in-patient facility available.  Families with children who need inpatient psychiatric care must travel to either Zanesville or Columbus to access care.  Detox requires traveling to Columbus.  Coordination with distant facilities compromises continuity of care; long-distances undermine family support.  Persons who need supervised living are placed in facilities 2-3 hours away, compromising continuity of care.
· My Sister’s Place denied shelter to 19 families due to a lack of bed space.  The average length of stay continues to increase as clients face more obstacles in accessing needed support services, i.e. housing, medical care, etc.  This causes a slower turnover in the shelter and beds do not open as quickly.

· Transportation is always identified as a major concern.  There is a lack of public transportation with limited exception in the city of Athens and Logan.
· Other access gaps included:  Access Gaps:  limited service hours; long waits to access services and then infrequent follow-up; general outreach to rural populations
The AHV Board plans to address the gaps in crisis care by increasing funding for crisis services.  This investment must be made because hospital admissions and length of stay are increasing because of lack of funding to adequately respond to the needs of persons in crisis.  The Board is using local levy funding to address this need in SFY 2011 and hopes to continue this investment in SFY 2012-13.
The responsibility for identifying, prioritizing and addressing the training needs for personnel providing crisis intervention services is delegated to the agencies.  
Workforce Development and Cultural Competence

The AHV Board works with ODMH, ODADAS and providers as funding permits to attract, retain and develop qualified direct service staff for the provision of behavioral healthcare services.  Ohio University has also been a critical partner in workforce development.  SFY 2010 brought the end to the Southern Consortium for Children and the loss of critical experience and leadership around services for SED children, including comprehensive state-of-the art training for rural professionals using videoconferencing technology—a collaboration that provide quality, cost-effective professional development.  A number of workforce development needs were identified in the web-based survey and include:  limited availability of Licensed Independent Social Workers, Counselors; Psychologists, and Psychiatrists; lack of professional care, especially for children since there are so few providers; consistency of care (frequent change in counselors/service providers); additional support needed to keep training staff with evidence based clinical skills and materials which are very expensive.

The AHV Board and provider agencies are immersed in the local culture and excel at having strong collaborative relationships that are the foundation of cultural competence.  Board staff participates in Cultural Competence training.  Our biggest challenge is the lack of population density in special populations and the lack of highly specialized services for those who would benefit from a specialized approach.  That said, every effort is made to respond to individual needs as they present.
Capital Improvements
· The Board’s number one priority for capital improvements is the development of more permanent supportive housing and/or an adult care home to address the needs of those with serious and persistent mental illness.  There are no adult care homes in the catchment area creating an access problem and a difficulty in meeting the needs of persons who are in the state psychiatric hospital who might be safely served in a less restrictive setting, were the housing with services to be available.

· Additional permanent supportive housing units are needed in all three counties to provide safe, affordable housing for families and SMD adults. Because of Ohio University and student rentals in the city of Athens, there is significant need for more affordable housing for mental health consumers in the city of Athens; Vinton County housing infrastructure is also in great need of additional safe, affordable units.

· Rural Women’s Recovery Program and Bassett House are in need of extensive renovations;

· Replacement of windows in the John W Clem Recovery House.

· Tri-County Mental Health & Counseling Services’ Vinton County clinic is inadequate and new facility is needed;
· All agencies are in great need of IT investment and development;

· The Gathering Place in Athens County is in need of three capital projects: a new site in Vinton County; Improvements to The Gathering Place in Athens and Home Away From Home in Hocking County.
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Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

Process the Board used to determine prevention, treatment and capacity priorities
The AHV Board’s 2009 planning process included three questions to obtain community input on investment priorities.  A detailed explanation of the results is included in Appendix C.  To summarize, the community expressed the following priorities: 

· The majority of respondents thought that the most important priority for new funding should be to increase access for those who are not currently receiving services.  Generally, this means persons who do not have Medicaid and includes persons with large spend-downs for Medicaid and inadequate Medicare or private insurance coverage. 

· Improving quality of existing services was rated as the second most important priority and implementing new programs was rated as third most important.

· The majority of respondents ranked eight of the ten Board funded program areas to be of “high importance”.   Only two program areas were ranked as “medium importance”—programs that increase social supports and meaningful activity and education to promote awareness and decrease stigma.  No program area was ranked of “low importance” by a majority of responders.
· Prevention services were ranked separately.  The majority of respondents ranked five of the community risk factors as a “high” priority and two of the areas as a “medium” priority.  No risk factor was ranked as “low” by a majority of respondents.
As part of the process to update the data collected for this planning cycle, the Board asked community groups and Board members to review the current summary of needs and prioritize these needs and the target populations.  The process largely reaffirmed the past priorities and affirms the following priorities for the SFY 2012-13 plan (described below).  It is important to note that given the fluid environment, the Board may choose to re-assess these priorities as the effects of policy and funding changes unfold.
Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives
Based upon the needs assessment findings and the prioritization process, the Board has the following targets for SFY 2012-13.  These targets are organized according to five outcomes identified by the AHV Board in its 2005 Strategic Mapping process.  Targets fall into two main categories—programmatic outcomes as a result of Board investments into agencies and Board activities.  Agency outcomes for SFY 2012-13 are detailed in Appendix D.  The assumption of this plan is flat funding and therefore the projections for SFY 2012-13 are the same as for FY 11.  
OUTCOME 1:  Behavioral healthcare services increase the number of customers who are healthy, contributing members of the community

Priority Populations:  

· Adults with Serious and Persistent Mental Illness and Serious Mental Illness with particular emphasis on those at highest risk of hospitalization and those who have been recently hospitalized
· Children with Serious Emotional Disturbances

· Adults, children and adolescents who abuse or are addicted to alcohol or other drugs with specific priority on:  ODADAS priority populations—pregnant women, IV drug users and heroine user; secondary priority is based upon referral source—DUI, Drug Court, Appalachian Behavioral Healthcare, domestic violence and treatment in lieu of jail; Opioid users, particularly those who might benefit from Medicated Assisted Treatment; persons re-entering the community from incarceration in criminal justice facilities; adolescent users of alcohol and other drugs; adolescents whose substance use or emotional/behavioral problem jeopardizes school success.
· Women and their children who are at imminent risk of further violence.

Treatment & Recovery Targets:
· Maintain investments and outcomes into current programs that help customers to achieve the following results (see Appendix D for details):

· Customers are abstinent at the completion of the program
· Customers incur no new arrests at the completion of the program
· Customers have stable living situations
· Customers and communities are safe  

· Customers increase functioning
· Customers increase their quality of life 
· Customers who complete treatment are in compliance with their family preservation plan
· Customers who complete detox are engaged in aftercare

· Decrease in re-hospitalizations at 30 days and 180 days

Capacity Targets:

· Maintain stability in financing of local system of care 
· Renew local three-county levy in SFY 2012 to maintain access to behavioral healthcare services for priority populations who do not have Medicaid or other insurance and for vital recovery support services for all priority populations.  Target Date:  November 2011
· Protect local levy funding for crisis services and essential non-Medicaid crisis, treatment and recovery support services (measure:  no cuts in services).  Target Date:  July 1, 2011
· Maintain financing stability in the system of care through the next biennium through state policy development and engagement with elected officials to increase understanding of rural financing realities (measure:  no cuts in services).  Target Date:  On-going
· Monitor potential cost-shifting from state to local communities and its impact of client and community well-being.  Target Date:  On-going. 

OUTCOME 2:  Community members understand that being mentally healthy and addiction-free are essential to overall health
Priority Population:  General Community
Alcohol and Other Drug Prevention Targets:

· Maintain investments in prevention services to achieve the following targets results (see Appendix D for details):

· Customers avoid ATOD use and perceive non-use as the norm 
· Customers perceive ATOD use as harmful
· Customers experience positive family management
· Customers demonstrate school bonding and educational commitment
· Initiatives demonstrate an impact on community laws and norms
· Outreach and education to reduce suicide attempts 

· Continued development of three county suicide coalitions
· Increase law enforcement capacity to respond safely to mental health customers in crisis

OUTCOME 3:  Behavioral health care is customer, family and community driven. 

· Maintain investments in consumer, family and community programs and services that increase satisfaction, support recovery, resiliency and family support and stigma reduction results (see Appendix D for details):  

· Continue to offer resolution of client rights and other client and family concerns about access and quality of care 
· Increase in recovery through Increase the number of consumers reporting positively about social connectedness and functioning;
· Increase in consumers who report satisfaction with services 
· Support of consumer and family initiatives
· Stigma related to emotional problems and mental illness is decreased
OUTCOME 4:  Board and all providers are using outcome management practices to increase performance, generate results and improve quality.

· Further refine outcome data reporting and use in the local system of care through stream-lined reporting and increased sharing of data with the public.  Target Date:  December 2011.
OUTCOME 5:  Technology is used to enhance efficiency and to increase access to behavioral healthcare information for all stakeholders in the system. 
· Work with the Athens-Meigs ESC on the Mental Health Network for School Success (OMHNSS) to have school mental health services mapped by the OMHNSS, with the outcome of a web-based link product that can be posted on board, school, or local agency websites enabling families to easily access school mental health services in Athens--Hocking--Vinton Counties. 
· Agencies will advance in their efforts to transition to Electronic Health Records

· Enhanced use of communications technology including telemedicine and digital communication.

OUTCOME 6:  Education and other human service systems will encourage, promote and support recovery.

· Continue to work with community partners to address community needs:

· Housing Objective:  Work with local Housing Authorities and other state, regional and local housing partners to maintain and increase funding for affordable and permanent supportive housing for priority populations.  Target Date:  June 30, 2013
· Criminal Justice Objective:  Work with local Re-Entry task forces to increase funding for persons leaving criminal justice settings.  Target Date:  On-going
· Primary Care Objective:  Increase partnerships with local primary care providers and FQHCs to increase access to behavioral healthcare for persons without Medicaid.  Target Date:  Begin July 1, 2011
· Children Services Objective:  Continue partnership with Children Services Departments to improve access to and targeting of behavioral healthcare services.  Target Date:  On-going
· Increase partnerships with private hospitals with behavioral health units.  Target Date:  On-going

· Employment Objective:  Increase partnerships with vocational system and improve programs based upon lessons learned from Pathways and Recovery to Work.  Target Date:  On-going.
Access to Services 
The Board’s targets for addressing the access issues for behavioral health services are identified on page 25.  The goal is to renew a levy in SFY 2012, to protect local control of levy funding and to work with state policy makers to maintain state and federal funding commitments to the Board area.  Local levy funding is the only funding available to finance behavioral healthcare treatment for persons without Medicaid and for recovery support services for all behavioral healthcare customers.

Workforce Development and Cultural Competence
The Board’s plan to foster workforce development and cultural competence is to continue to partner with local educational institutions.  The Board’s primary avenue for addressing workforce development and cultural competency goals was through the Southern Consortium for Children.  This capacity has been lost and unfortunately, there is not enough funding to invest in this area at this time.
ORC 340.033(H) Goals
The funding available to provide assessment and treatment services for children and parents who are not eligible for Medicaid is considerably less than the need stated by the Children Services agencies.  However, the Board and the Directors of the three Children Services agencies serving Athens, Hocking and Vinton Counties are meeting on a recurring basis with the Executive Directors of our three primary behavioral heath providers to review, discuss and improve behavioral heath services to referrals from children services.  Although the collaborative process is ongoing, the overarching goal that we all are in agreement is the number of families that lose custody of children, either temporary or permanent, due to alcohol and other drug addiction issues be reduced.  The Children Services agencies and our primary mental health providers recently adopted a new process to shorten the time to complete behavioral health assessments for new referrals to the Children Services agencies.  Additionally, the group is working on the following issues to accomplish this goal:

· Improved communications between the treatment provider and children services agencies regarding identification of clients referred for assessment and treatment

· Increased understanding by provider staff the purpose of the referral by children services is family preservation

· Identification of barriers to treatment, such as transportation

· Improved communications regarding compliance of the referred clients with their treatment plan

· Improved collaboration between providers and children services to timely address barriers and compliance issues to obtain successful results
HIV Early Intervention Goals
Not applicable

Addressing Needs of Civilly and Forensically Hospitalized Adults
Addressing the needs of civilly and forensically hospitalized adults is a major priority for this Board area.  There are two urgent targets:  to maintain access to behavioral healthcare treatment and supports for hospitalized patients without Medicaid and to develop additional permanent supportive housing units specifically for civil and forensic patients who could be served safely and cost-effectively in the community.  The Board is very interested in collaborating with ODMH on this goal.
This Board has excellent relationships with courts and there is not a problem with non-violent misdemeanants residing in state hospitals at this time.  Jail diversion collaborations such as CIT training and SAMI court offer alternatives other than hospitalizations.  The Board’s Forensic Monitor meets monthly with Board, Agency and Hospital staff to coordinate care.  The Collaborative offers an important venue for monitoring trends and coordinating care system-wide.   
Implications of Behavioral Health Priorities to Other Systems

Based upon the state’s funding policies, many other needs are not addressed or are under-addressed.  There are several concerns:  The near poor and working poor without Medicaid or adequate private insurance either have little or no access to essential mental health and AOD treatment services.  Treatment for some of those with Medicaid are not of sufficient intensity to achieve desired outcomes.  New models for treatment and recovery supports are not available in our area.  The increased access to psychiatric care that was developed to address the unique needs of the Appalachian area through the SCC’s telemedicine capacity was greatly diminished and the cost-effective and efficient workforce development supports provided by the SCC has been completely lost.

The implications for other systems are not desirable and will likely exacerbate the overall expense to state and local governments:

· Increased crime and jail and prison days for people who cannot access treatment;

· Increased psychiatric hospitalization stays and residential treatment for persons who are not adequately treated and supported in the community;

· Increased length of stay for civil and forensic patients in the psychiatric hospital;

· Short-term consequences of losing the emergency shelter’s “safety net” place over 50 families at imminent risk of further injury or even death.  Long term loss of these vital services impacts the safety of our entire community and places added stress on support systems, especially law enforcement and child protective services, which are understaffed and unable to meet the current demand for services.

· Increased homelessness;

· Increased protective services for child welfare;

· Increased emergency room visits;

· Increased unemployment, decreased child support payments;

· Potential for increased suicides and drug overdoses.

Where prevention programs are not available at all or of sufficient coverage to address risk factors or to increase recovery or resiliency, it is likely that community members will have problems that will escalate and become a burden to other systems and/or customers will remain dependent upon programs longer than might otherwise be the case.
Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
Depending on the breadth and depth of reductions in state funding, we will review priorities and make adjustments.  There are still too many unknowns at this point to comment more specifically.  As the system is does not currently have the capacity to address the needs of many community members with serious behavioral healthcare issues, any further cuts will be devastating.  
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SECTION IV: COLLABORATION

Key collaborations and related benefits and results
The AHV Board has positive ongoing communication and partnership with key constituents in three counties.  It is actively involved in all of the community agencies listed below and more.  It actively solicits feedback about service gaps and emerging needs through the on-going meetings, informal monthly breakfast meetings, and on a more personal, one-on-one level to get community input.  The breadth of community initiatives listed below speaks to the positive results of these community partnerships.

Private Hospitals 
The Board has a positive relationship with each of the three small private hospitals within the Board’s catchment area.  Hocking Valley Community Hospital offers the only in-patient psychiatric unit and it is targeted to geriatric patients.  The community mental health center arranges for use of this facility for clients, when appropriate.  
Federally Qualified Health Care Centers

Behavioral healthcare agencies have formed collaborative partnerships with Family Healthcare Inc. These partnerships offer improved access to primary care for behavioral health customers and increased access to behavioral healthcare services for persons without Medicaid or inadequate private insurance.  
Ohio Family and Children First Councils

The Athens, Hocking and Vinton County Family and Children First Councils exist for the purpose of coordinating community resources to meet the multi-system needs of area youth.  The Board actively participates in the councils to ensure that alcohol, drug addiction and mental health services are available and accessible to area youth in need.  Board staff are active participants in the FCFCs’ Cluster Groups, which determine placement needs for those most severely in need.  Because of this collaboration, Board funding for these special needs children increased substantially from FY 2001 to FY 2002; the Board maintains this commitment.  

Law Enforcement/Judiciary

The Board works collaboratively with all area law enforcement and criminal justice systems.  The Board has a direct link to Treatment Alternatives for Street Crimes (TASC) services in all three counties and works closely with juvenile court systems within our Family and Children First Councils.  We interact regularly with our individual county Community Corrections Boards.  Through the DYS Re-Entry program and monthly advisory board meetings there is greater attention paid to the needs of high risk adolescents as they transition back to our communities.  The Athens Area Jail Diversion Advisory Board has trained over 180 local law enforcement and corrections officers since 2003.  

The Board in partnership with the Athens County Sheriff, Ohio University and Health Recovery Services participated in the American Medicine Chest Challenge and presented the public with an opportunity to drop off unused, unwanted and/or expired prescription drugs and over the counter medications for safe disposal. More than 10,500 pills were collected during this first event.  This collaboration will be continued to provide more opportunities for community members to dispose of medications and sharps in a safe environment for DEA approved destruction.

The Board, in collaboration with the county commissioners and three juvenile judges, facilitated the establishment of juvenile TASC programs for our three counties.  The partnership with the Board and TASC has resulted in the implementation of Athens and Hocking County Adult Drug Courts as well as Juvenile Courts in Hocking and Vinton Counties.  The Board’s involvement in drug court graduation ceremonies and activities only solidifies the positive impact on those clients who successfully complete drug court.  We see lives changed before our eyes, enabling AOD clients to enhance the quality of their lives.  That said, there is always room for closer collaboration amongst Children Services, Juvenile Courts and treatment providers to improve outcomes for children.

Public Children Services Agencies & Job and Family Services

The Board interacts with its child welfare boards to ensure the access to and the availability of alcohol, drug addiction and mental health services to their client population.  These collaborative efforts are being solidified through discussions regarding the sharing of financial resources and the development of procedures to address the needs of the HB 484 target population.  The Board is seeing a growing trend in AOD issues with children in the PCSA and our system of care.   We need to continue the HB 484 to address at risk youth.  There is a need to develop strategies for involving the parents’ of children involved in the system—particularly parents who also have addiction issues.  This concern led to the development of a collaborative educational and advocacy effort called Don’t Turn Away Ohio.

Prevention Community Coalitions

The Athens County Prevention Council identifies and coordinates countywide prevention needs activities.  In collaboration with Health Recovery Services, Inc. and the Ohio University Binge Drinking Prevention Coalition, the Board received a federal Combating Underage Drinking grant from the Office of Juvenile Justice Delinquency Prevention.  Under the grant, the Board developed TEAM Athens County, an underage drinking prevention coalition, and hired a community coordinator to facilitate local collaboration on this initiative.  Members of TEAM Athens County represent law enforcement and liquor control agencies, schools, courts, treatment providers, city and county government, emergency services, hospital personnel, churches, civic and prevention organizations and other interested members of the community.  Trimble and Nelsonville Bridgebuilders Coalitions organize community partners (business, faith-based, youth-serving organizations, health care, children services, health department, and schools) to address community needs.  
Safe and Drug Free Schools Alcohol Advisory Councils

The Board gathers input from area county and city drug-free schools program coordinators regarding the service needs for our local school systems.

Hocking College  

The Board is fortunate to have Hocking College in its catchment area and there are numerous collaborations that promote workforce development and increase quality of services in the community.  Some of the highlights include:  The Addiction Studies program at Hocking College is a resource for workforce development and a source of student internships that expand community services in a number of areas, including:  substance abuse education for offenders in Nelsonville and Glouster Mayor’s Courts and students referred from Judiciary Services at Hocking College; substance abuse programming at a 20-bed residential facility serving adolescent felons; alcohol and drug prevention programming at Hocking College and at local schools; and CDCA certified students placed at treatment agencies throughout southeast Ohio (who are often hired by these agencies once they complete school).  Hocking College has Memorandum of Understanding with Health Recovery Services and Integrated Services to address the behavioral health care needs of students who might be more appropriately served by these agencies.  Hocking College police department has all officers trained in CIT; staff participate in the Board’s suicide coalition.  Hocking College has a Behavioral Intervention Team that meets weekly to address the needs of students with behavioral health and other issues.  A student Veterans organization has been formed.  
Ohio University 

The Board is fortunate to have Ohio University in its catchment area and there are numerous collaborations between the two that enrich the local system of care.  Some of the highlights include:   The Board is a member of OU-College of Medicine’s Appalachian Regional Informatics Consortium (ARIC) Board, which has received funding to establish a shared medical information system to benefit primary and behavioral healthcare providers, biomedical researchers and medical educators; Board and agencies collaborate with the Psychology, Counseling Education and Social Work departments to provide field placements for students to gain experience and contribute to the system; a collaboration with the Counseling Education Department and University Medical Associates to address opiate addiction; collaborative efforts with the College of Medicine to place AmeriCorps volunteers in community agencies; CIT training of University law enforcement officers and an avid partnership with the suicide prevention coalition on activities and trainings; operation of a Student Review and Consultation Committee (SRCC) to respond early and effectively to students with behavioral health and other concerns.
Medical Students from the OU College of Medicine volunteered to help identify and count medications turned in at the American Medicine Chest Challenge to provide valuable data to local agencies.

Due to the success of the Trimble Township Bridgebuilders Coalition and their relationship with the Trimble Local School district, Ohio University’s Kids on Campus Program recently expanded their services to this high risk group of youth by providing more after-school programming as well as a special summer camp for middle-school and early high-school students.  These partnerships have also allowed the coalition, school and OU to work on the Promise Neighborhoods Grant application through the Department of Education which is aimed to improve the educational and developmental outcomes of children in distressed communities.

Housing Organizations

The Board works collaboratively with community housing agencies and has a leadership role in the “Continuum of Care” to address the needs of homeless persons in Athens and Hocking Counties.  The Athens and Hocking Housing Coalitions have helped to bring in more than one million dollars in new housing funding during the past biennium.  The collaboration helps consumers to maintain housing through a shared commitment to work together when problems arise.  The collaboration was critical in helping AMHA to secure 100 new Section 8 vouchers to serve non-elderly disabled households and for the AMHA Board to make a policy change to prioritize the needs of non-elderly disabled living in institutions who need housing in order to live in the community.
Employment Organizations

The Board and community mental health and employment services agencies have been engaged in a multi-year planning effort to transform the system of care to promote a culture of work.  The effort has had success with increasing partnerships between the two systems.  There has been demonstrated success with a small number of customers and the collaboration is ripe for forward movement if funding can be found to increase capacity.

Suicide Coalitions
The Board actively spearheads suicide prevention coalition activities in Athens and Hocking counties.  Athens County Coalition is in its second year with Hocking County completing its third year of operations.  Significant training and public awareness activities have been offered to local groups in the last three years, including: senior center, Rotary clubs, health departments, health care, mental health and AOD professionals, schools, Hocking College, Ohio University, as well as the general public.  Through the Coalition every school district in the three counties has received free staff training to assist their districts in enhancing the training requirements of “Safety and Violence Prevention Training” as required by House Bill 150.

Involvement of customers and general public in the planning process
Customers and the general public were actively involved in the comprehensive needs assessment and prioritization processes that form the foundation of the Board’s planning efforts and were described in the planning section.  The Board made an extensive effort to involve customers, the general public and community partners in its needs assessment and priority setting process.  Focus groups were held in each county in February, 2009 to target customers and families.  A web-based survey was distributed to over 500 people in March, 2009.  A public announcement was made in each county newspaper in December 2010 inviting the public to review and comment on the Board’s priorities.  
The Board works with several consumer and family organizations on an on-going basis to stay informed on the needs and priorities identified by these groups.    The Board works with several community councils and coalitions to assess alcohol and drug addiction service needs and identify and coordinate countywide prevention efforts.  The Community Coalitions and TEAM Athens activities created more opportunities for community involvement.  Standing Committee members are actively involved in shaping the priorities of the Board and bring their knowledge of the concerns of the recovery community.  The Board has amended its by-laws to add a consumer and a family member to the mental health and AOD standing committees. 

Regional Psychiatric Hospital Continuity of Care Agreements

The Continuity of Care Agreement was signed with Appalachian Behavioral Healthcare in May of 2009.  The Continuity of Care Agreements codified the existing positive, collaborative working relationship amongst all parties.  Staff in the system of care—Board, Community Mental Health Center, and Hospital understand the expectations as outlined in the Agreement; all staff are trained on the aspects of the Agreement that are applicable to their job duties. The Agreement was in the process of being updated for the new biennium.  
Consultation with county commissioners regarding services for individuals involved in the child welfare system
The Board works closely with the child welfare agencies (who are authorized by the county commissioners) to prioritize the needs of children and families services by child welfare.  However, due to limited county funds (only one of three counties have a children services levy) and growing case loads, only Board funds will be available for these services in SFY 2012 and 2013.

Funds available for parents/caregivers in the child welfare system
The Board has expended approximately $75,000 of local levy funds each year for services to individuals referred by the children services agencies for alcohol and other drug services.  We would anticipate that amount to remain constant for SFY 12 and 13.
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SECTION V: EVALUATION OF THE COMMUNITY PLAN
Ensuring an effective and efficient system of care with high quality
The AHV Board strives to meet the requirements of ORC 340.03(A) (4) and 340.033(H).  The Board has experienced successes and challenges in this work.
We have the capacity to measure all of the following required evaluation criteria:  patterns of service use, cost of services delivered, outcomes, cost effectiveness and efficiency and community acceptance.  Given limited staff resources, the AHV Board has chosen to target its resources on outcomes and access data as this is seen as having the most impact on the lives of those who use these services.   We are measuring outcomes in all Board funded programs and are carefully monitoring access to essential community services and its impact of inpatient hospital usage.
The AHV Board has achieved several successes in measuring system outcomes: 

· Increased board and agency capacity to define and track outcomes with emphasis on National Outcome Measures (NOMS);

· Increased baseline data on results in the network of care;

· Increased reporting on the successes of the system of care and increased learning and program improvements as a result of the outcomes system;

· Increased board/agency collaboration around results and learning;

· Increased capacity to apply for other state and federal grants based upon past results and/or commitment to tracking program outcomes;

As basic capacity and baseline data is now in place, we can look ahead to further results:

· Increased reporting of results to the community;

· Possibility to push beyond baseline results to achieve better outcomes;

· Possibility for Board to target future investments based upon agencies past performance
The greatest challenge in evaluation of services is the ability to offer new funding to incentivize innovations based upon evaluation results.  The service providers work hard to provide quality, effective and efficient services; it would be nice to be able to address the needs they have identified in their quality improvement efforts.
Determining Success of the Community Plan for SFY 2012-2013
There is a high degree of collaboration with agencies in evaluating services.  The Rensselaerville Institute’s outcome framework for managing outcomes was chosen because it offers provider flexibility and ownership for defining and tracking progress and has an emphasis on learning, as well as results.  Agencies submit semi-annual reports that are reviewed by Board staff; discussions follow depending on need.  Twice a year, the Board of Directors focuses its board meeting to a review of agency outcomes.  

The AHV Board will monitor the results of the targets as identified in Section III (pp. 28-31).  Specific targets and indicators have been clearly identified in that section.  

The Board communicates progress toward the achievement goals at its February and September board meetings.  The Board has a goal of increasing its communication with the public and other stakeholders about the results achieved by the system of care.
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APPENDIX  B:  NEEDS ASSESSMENT FINDINGS
	WEB SURVEY FINDINGS:

	Services Gaps for Those Without Medicaid or Other Insurance (52 Respondents):  the "gray area" folks- those who can't get Medicaid and don't have insurance; Those with insurance that doesn't pay the full service cost and can't afford to pay the remainder.  Those with insurance who can't afford to pay up front;  The single largest gap, though, is lack of services for low-income adults who do not have insurance or Medicaid;  have no meaningful place to turn for services;   Increasing numbers of uninsured or underinsured utilizing programs like The Gathering Place, which is non-Medicaid funded; Any services for the "working poor" -- not eligible for Medicaid, but can't afford health insurance; Losing funding for SMD clients with no income  [Adults with Serious Mental Illness; General Outpatient community mental health; Adults who are addicted to alcohol or other drugs]

	Children and Family Service Gaps (25 Respondents):  MH services for children & families; Little to nothing for children under the age of 8 years; Services for adults/parents.  We do so much to try and help kids and children that come from "troubled" backgrounds, but we never seem to get to the root of the problem, the "troubled" background.  We often hear stories of the success that kids make in school, not just academically, and then school ends for the summer and when fall rolls around, we have to start all over.  It is a very vicious cycle. Lack of psychiatrists, particularly child/adolescent; Services for parents who need help raising their kids; Working with children and adolescents there is not a continuum of care of services available in our 3 county areas. Kids who are in need of residential placement, psychiatric hospitalization, etc. need to leave our county to receive these services.  This also means that the Medicaid match is also leaving the county. We have the expertise to provide these services locally but not the financial resources to do so; No mechanism in place  for parents to HAVE to get help with emotional abuse/neglect- not appropriate referral to children services- yet the need/problem is there. More parents getting into drug abuse- where does that leave their children? Parenting skills and parent mental health services; More community based services to help families gain access; From my perspective as a parent, trying to get a counselor to realize there is a problem in the first place, especially with an intelligent person with mental health issues who is in denial.  The judges and counselors need to talk to family members too; I can find no immediate help locally for someone under 18 who needs intensive help;   Both mental health and addiction are "family" problems, not individual problems; Access to those children who are not living with parent or legal guardian; Young adult parents who do not meet the criteria for a serious mental health disorder;  family therapy; surprising lack of integrated home based services for youth and families;  no home-based services; Also, helping families provide consistent services for their children - making and getting to appointments, etc.;  etc. lots of services for children - but not as many for their parents;  More services are needed in the schools  [Children/youth with serious emotional disturbances; general out patient community mental health; adult/children/youth who abuse or are addicted to alcohol or drugs; children and family receiving services thorough a Family and Children First Council]

	Access Gaps (15 Respondents):  getting initial help and treatment; Tri-County Mental Health declines most referrals; limited service hours; There is no place to get people into the system. It is over filled beyond capacity; Services are often simply not available or accessible;  The ability to offer and sustain behavioral and mental health services at a level that meets local and regional needs;  Long waits to access services and then infrequent follow-up; reaching out to rural populations  [All populations, but in particular:  Adults with Serious Mental Illness; General  outpatient community mental health; adults who abuse or are addicted to alcohol or other drugs]

	Coordination Gaps (13 Respondents):  Lack of coordination among multiple needs cases; Networking and cooperation among providers; Agencies need better coordination to increase quality, access and decrease costs; Communication to other professionals in the community.  Building a stronger connection between substance abuse treatment and trauma care on both ends; Services for the dually-diagnosed are not well-coordinated because two agencies, with two separate intake processes, staff, criteria, etc., are needed for treatment.; CD treatment models in collaboration with primary care that address abuse of pain meds; coordination among all services from police, court , treatment and other; Communication  patient/client's support system; holistic health; My Sisters place lacks cooperation with other agencies; continuity of care  [All populations, but in particular:  Persons with substance abuse and mental illness]

	Transportation Gaps (12 Respondents):  Transportation and services to families that live outside of the city of Logan; Transportation to appointments; TRANSPORTATION [All populations]

	ATOD Service Gaps:  cessation for smoking (10 Respondents): No residential services for adult males with Substance Abuse problems; Substance abuse treatment is a huge gap in this region; AOD...   worst status in recent history; Help for addicts with severe problems who do not yet have Medicaid, and have not yet been court mandated to get help; addiction; Treatment for indigent males, intensive outpatient, residential treatment for indigent males; No local detox programs or intensive OP Sub Abuse programs; Scheduling an assessment and date of the assessment with respects to AOD;  ineffective outpatient drug treatment for adults;  treatment for men, services are provided for uninsured, but they are left with huge medical costs they cannot afford so they simply don't seek the services; over 18 male treatment options [Adults, children and adolescents who abuse or are addicted to alcohol or other drugs]

	Intensive Services Gaps (9 Respondents):  DBT, IDDT, ACT programs in the community; often times the family would do better if a higher frequency of services could be provided--but there is not enough funding; intensive AOD services;  Adequate funding is lacking to provide community services at an acceptable level; Services that are available are not equipped to handle the need; The appropriate frequency of these same services for SMD clients isn't possible because of staff shortage and demand; intensive substance abuse treatment   [Persons with substance abuse and mental illness; Adults with serious mental illness]

	Mental Health Service Gaps (9 Respondents):  Crisis services have been cut to the core.  More funding is needed to strengthen our first line of defense; Counseling and case management for non-SMD clients is also being cut which will likely mean these individuals will just get worse; Comprehensive Geriatric Mental Health Services; mentally ill adults without minor children who need more than just meds and crisis intervention; mental health services for adults; Counseling, med/somatic services;   Inconsistency in what defines "stability" in regards to mental health condition; Direct service; Psychiatry, counseling, case management, groups/day programs in the community;   Help for people w/o Medicaid who are having a mental health crisis but are not yet suicidal b/c of it  [All populations]

	Psychiatric Care Gaps (8 Respondents):  Timely access to psychiatry; not enough psychiatrists for all ages but especially for children; psychiatric hospitalizations, quite difficult not options; the hospital does not triage well with mental health patients; Access to inpatient care too restricted and not enough outpatient follow-up and care generally; Hospital bed days/ Respite services  [Adults with serious mental illness and children and youth with serious emotional disturbances]

	After Care Resources (6 Respondents):  Follow up for after care; There is no step down program from ABH to "home"; Funding agencies for post treatment follow-up and support; transitional services; SA clients are discharged into communities without IOP/OP/Transitional living facilities. Such clients are more likely to relapse. Or, increase length of stay for consumers in residential treatment; With my limited experience with people coming from rehab.....seems to be not enough in place to help the person succeed when they come out. Perhaps a step down situation is needed. Seems that the cost of this would outweigh the cost of their having to go through program again  [Adults with serious mental illness and Adults, children and adolescents who abuse or are addicted to alcohol or other drugs]

	Housing Gaps (6 Respondents):  permanent, affordable housing options; transitional housing for those who can't live independently; Residential support for people living in the community;  assisting the homeless  [All populations]

	Staffing Gaps (6 Respondents):  Lack of qualified social workers;  Finding adequate professional care, especially for children since there are so few providers; I don't think we are missing any services, just the number of staff to serve everyone; consistency of care (frequent change in counselors/service providers);  availability of counselors; There are limited Psychologists, Psychiatrists and counselors; Additional support to keep training staff with evidence based clinical skills and materials-very expensive  [Workforce Development Capacity need]

	Public Education/Awareness Gaps (5 Respondents):  Educating the public making them aware of the availability; Families lack knowledge and comfort in seeking services. Services need to be of high quality so that word of mouth recommendations (which is the best advertisement around here) are strong;   it is sometimes confusing regarding who receives assistance and who cannot due to financial constraints  [Capacity need]


Other Administrative Gaps (4 Respondents):  Current administrative requirements are placing too large a burden on agencies and detracting from their ability to provide direct services; Helping people navigate paperwork;  It's hard to keep everything consistent; 

	Mental health efficiency of services - doing the same old thing with the same old results.... we need innovation  [Capacity need]

	 Other Health Care Gaps (4 Respondents): specialized medical services at our hospitals (should not have to be referred to Columbus hospitals for services that should be provided locally); Care for the chronically ill and elderly; health care for men; Providers of free services and medication  [Persons without Medicaid or other insurance]

	Meaningful Activity/Community Involvement Gaps (3 Respondents): Activities to help clients re-enter society.  Only the APP seems to do this well; ways for people to come together to discuss issues and struggles; personal involvement  [Adults with serious mental illness; adults hospitalized at psychiatric hospitals; Individuals involved with criminal justice]

	Sexual Assault Service Gaps (3 Respondents):  TCMH&C dissolved its Sexual Assault Survivor Advocacy Program last summer.  This was an extremely needed program.  It has hurt the number of victims who have gone for SANE exams.  We have tried to cover this service, but they offered a lot more than we can; We have zero sexual assault advocacy services including counseling groups for survivors. As someone who works on the prevention side, I have received at least 10 different inquiries over the past couple of months regarding referrals for such services; No sexual assault, domestic/dating violence, or stalking advocates anywhere in the tri-county. Making it very difficult for victims to come forward and receive services; and making it difficult for the police and prosecutor to take cases when the victims don't report or have evidence collected (b/c they don't know). This also leaves offenders on the street to continue offending. There is NO education on stalking and cyber stalking  [Crisis Services; General outpatient community mental health]

	Family Physician Knowledge Gaps (2 Respondents): Family physicians, as a rule, do not understand how to diagnose or refer mental health patients;  Family physicians need better info  [Capacity need]


Prevention Needs:

The Communities That Care® Youth Survey was administered to students in 6th, 8th, 10th and 12th grades at all five Athens county school districts and Hocking and Vinton County school districts during winter 2003.  The following risk factors were identified and have been reaffirmed as current needs:

· Laws and Norms Favorable to ATOD Use  (Athens, Vinton)

· Parental Attitudes Favorable Toward ATOD Use (Athens, Vinton)

·  Poor Parental Supervision and Discipline, and Family History of ATOD Use and Anti-Social Behavior  (Athens)

· Peer Use and Favorable Attitudes Toward ATOD Use (Athens, Vinton)

· Anti-Social Behavior  (Athens)

· Lack of Commitment to School   (Athens)

· Community Disorganization  (Athens)

· Community norms tolerant of substance abuse (Hocking)

· Inconsistent and/or inappropriate discipline (Hocking)

· Lack of adult monitoring and/or supervision (Hocking)

· Friends engage in problem behaviors (Hocking)

· Suicide prevention is an identified community need.  Using national data, the Suicide Coalitions have found the following groups to be at highest risk for suicide: teenagers, returning Veterans, Senior Citizens, Adult middle age males.  
· Sexual Assault Prevention?
APPENDIX C:  PRIORITY FINDINGS
If additional funding became available, how would your prioritize the allocation of new funding? Please rank the following three choices in level of importance:

	

	Answer Options
	Most Important
	Second Most Important
	Third Most Important
	Response Count

	Improve quality of existing services to enhance results for current clients
	65
	93
	23
	181

	Increase access to existing services to reach out to those who need but currently don't utilize services
	100
	51
	32
	183

	Implement new programs or approaches to improve results
	20
	35
	124
	179


The following issues have previously been identified as community risk factors for the Board to address with its prevention funding.  Please rank each one as high, medium, or low to indicate how serious this issue is in your community.

	 
	High
	Medium
	Low
	Response
Count

	Lack of compliance with alcohol, tobacco and other drug related laws and regulations
	35.7% (65)
	50.0% (91)
	14.3% (26)
	182

	Families don't set clear rules and expectations for not using alcohol, tobacco and other drugs and do not enforce consequences if use occurs
	52.2% (96)
	40.2% (74)
	7.6% (14)
	184

	Lack of commitment to school
	45.1% (83)
	47.3% (87)
	7.6% (14)
	184

	Lack of community involvement
	39.1% (72)
	46.7% (86)
	14.1% (26)
	184

	Community norms tolerant of substance abuse
	53.6% (98)
	36.6% (67)
	9.8% (18)
	183

	Inconsistent and/or inappropriate consequences
	57.4% (105)
	30.1% (55)
	12.6% (23)
	183

	Lack of adult monitoring and/or supervision
	60.9% (112)
	33.7% (62)
	5.4% (10)
	184

	Youth engage in problem behaviors
	63.4% (116)
	33.3% (61)
	3.3% (6)
	183


Please indicate the level of importance for the following areas:

	
	High Importance
	Medium Importance
	Low Importance
	Response
Count

	Programs that increase safety for individuals and community. Examples: crisis services, psychiatric hospitalization, medical detox, domestic violence shelters, etc.
	76.7% (135)
	21.6% (38)
	1.7% (3)
	176

	Programs that decrease distress from mental illness symptoms. Examples: psychiatric, counseling and case management services
	87.5% (154)
	11.4% (20)
	1.1% (2)
	176

	Programs that increase abstinence from drug/alcohol use. Example: alcohol and drug treatment at the individual, group and residential levels
	52.0% (91)
	39.4% (69)
	8.6% (15)
	175

	Programs that retain or increase employment
	67.2% (117)
	25.9% (45)
	6.9% (12)
	174

	Programs that help youth succeed in school. Example: counselors in schools
	69.7% (122)
	24.6% (43)
	5.7% (10)
	175

	Programs that decrease involvement with criminal justice. Examples: Drug Court, CIT
	53.4% (93)
	39.1% (68)
	7.5% (13)
	174

	Programs that increase stability in housing. Example: rental subsidies
	49.7% (86)
	39.3% (68)
	11.0% (19)
	173

	Programs that increase social supports and meaningful activity. Examples: drop-in centers, arts programs
	40.9% (72)
	42.0% (74)
	17.0% (30)
	176

	Programs that provide family support. Examples: educational and support groups
	50.9% (87)
	37.4% (64)
	11.7% (20)
	171

	Education to promote awareness and decrease stigma.
	37.5% (66)
	43.8% (77)
	18.8% (33)
	176


APPENDIX D:  SFY 2010 &2011 ACCOMPLISHMENTS AND
SFY 2012-13 PROJECTED OUTCOMES AND TARGETS DETAIL (PROJECTIONS SAME AS SFY 2011 PROJECTIONS ASSUMING FLAT FUNDING)
See attached PDF document
APPENDIX E:  EDITORIAL BYJACK FRECH, ATHENS COUNTY DEPARTMENT OF JOB AND FAMILY SERVICES IN THE DECEMBER 16, 2010 ATHENS NEWS.

After years of local budget cuts, more cutting is immoral

Over the past 10 years, Ohio has slashed the budgets of programs to help poor people numerous times. State leaders have slowly but surely picked apart the programs and services that were intended to help poor families meet their basic needs and give them the opportunity to overcome their circumstances. 

In Athens County, these cuts have been severe. We have lost millions of dollars in funding and numerous programs have been eliminated or drastically scaled back. As a result, we are seeing more families who have to double or triple up in housing, more people who must rely on food pantries, and more families struggling to pay their utilities. We are also seeing few people with access to phones or transportation and fewer programs for children, the elderly or disabled. 

While these cuts have resulted in direct financial losses for low-income families, they have also had numerous other impacts on the community. For low-income families, the cuts have also meant the loss of essential services, health care or educational opportunities. The cuts have also resulted in a loss of jobs in the community and contributed to the reduction of economic activity in the county. 

Athens County is not only one of the poorest counties in the state; it is also one of the highest in dependence on public dollars to fund the economy. Further cuts in public funding for poverty programs, education, health care or corrections will have a magnified impact on our community. This is not the time to be granting tax cuts to the wealthy while making even more cuts to those most in need.

Already in Athens County, 30 percent of the people (more than 19,000) live below the federal poverty limit, and 16.2 percent of Athens County residents live below 50 percent of the federal poverty level, which for a family of four is an annual income of $11,025.

In addition, the number of people receiving food and cash assistance each month is rising, and one out of every six Athens County residents receives Food Assistance benefits. Local food pantries are also seeing more people than ever standing in lines for food, and their resources are stretched to the limit. 

Here is a listing of the impacts of a few of the budget cuts in the last 10 years:

In 2001, Athens County Job and Family Services (ACJFS) lost $9 million in Temporary Assistance to Needy Families (TANF) funding. That massive budget cut meant that ACJFS had to eliminate 30 jobs (which included 24 layoffs) and reduce or eliminate funding to 30 programs in the county. The program cuts included:

• Kids on Campus (which had to cut its summer program back from six weeks to four weeks and drastically scale back its after-school program);

• lice prevention program in the schools;
• home repairs funding;

• transportation assistance;

• school nurses;

• school social workers;

• programs to provide school clothes to area students;

• programs to pay school fees;

• job training programs;

• health and dental care programs;

• services for the elderly;

• early childhood education;

• funding for programs such as Neighbors Helping Neighbors, Careline and APAC.

Ironically, these cuts were made at time when Ohio was sitting on an unspent TANF balance of more than $300 million.

In 2008, ACJFS lost more than $400,000 in state funding at the same time as costs were rising, and the agency had to cut $850,000 from local programs. The cuts affected:

• Kids on Campus, which once again had to reduce the number of children it could serve and the programs it could offer;

• Athens County Children Services;

• Big Brothers/Big Sisters of Athens County;

• Appalachian People’s Action Coalition, which later closed;

• the HAPCAP Kids Back Pack program;

My Sister’s Place;

• United Seniors of Athens County;

• the Ohio University College of Osteopathic Medicine’s lice program.

In 2009, Athens County Job and Family Services lost $1.3 million in state funding. The impact of this cut included:

• the agency eliminated 34 positions, 25 through layoffs and 9 through attrition;

• the teen pregnancy prevention program was eliminated;

• the dental program was eliminated;

• a program that provided emergency funding for car repairs, work uniforms and other expenses to help people keep their jobs was eliminated;

• a program that provided emergency funding program to help families stay in their homes had its eligibility rules tightened and the benefits reduced;

• a program that provided computers and training to low-income individuals was eliminated;

• the Fast and Free Tax Assistance Center, which provides free income tax preparation services to Athens County residents, had to be scaled back significantly;

• the time it takes for clients to have their applications for assistance or changes in their cases increased significantly.

In 2010, ACJFS lost more than $1.25 million in state funding, in part because the federal stimulus money is no longer available. This forced several more cuts, including:

• the Workforce Investment Act (WIA) job training program lost the majority of the funding and had to significantly scale back the number of people it can assist;

• support for local food pantries had to be reduced;

• the budget cut also included losses of $75,000 in Medicaid and food assistance program administration funds and $55,000 for the child support enforcement unit.

In 2011, the state of Ohio will be considering additional budget cuts that could affect poor families once again. What if there are more funding cuts to programs that help poor people?

ACJFS Director Jack Frech said that the poor families in Ohio have already endured huge cuts in programs and services as a result of the Ohio Legislature’s effort to balance the state budget.

“Any further cuts to these programs and services would be immoral at a time when we are granting tax cuts to the wealthy,” Frech said.

Editor’s note: The above commentary was provided by the Athens County Department of Job and Family Services.
**Note:  This Preface was drafted for original plan due date of December 31, 2010.  The preface has been updated below to address changes as a result of the recently passed biennial budget.
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