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MISSION STATEMENT
The Mental Health & Recovery Board of Clark, Greene and Madison Counties assures access to quality behavioral health services so residents have opportunities to lead healthy productive lives.

VISION STATEMENT
The Mental Health & Recovery Board of Clark, Greene and Madison Counties supports a system for delivering mental health, alcohol and other drug treatment, prevention, education and advocacy for its residents.

VALUE STATEMENTS 

Mental illness and addiction are illnesses that touch everyone they contact.

Treatment works. Recovery is possible and life saving.

People are best served what they participate actively in their treatment and recovery.



 

	
I. Legislative & Environmental Context of the Community Plan

A. Economic Conditions
B. Implications of Health Care Reform
C. Impact of Social and Demographic Changes
D. Major Achievements
E. Unrealized Goals





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

Question 1: Discuss how economic conditions, including employment and poverty levels, are expected to affect local service delivery. Include in this discussion the impact of recent budget cuts and reduced local resources on service delivery.  This discussion may include cost-saving measures and operational efficiencies implemented to reduce cost or other budgetary planning efforts of the Board.

Over fiscal years 2009 and 2010, state funding was reduced by more than $3,000,000.  As a result of these losses the Board took a number of actions including reducing Mental Health & Recovery Board (MHRB) related expenses by $325,000 in FY2010 and an additional $100,000 in FY2011.  This required reducing the number of Board employees by 25%, increasing employee health care contributions, and instituting unpaid furlough days.  Cuts to agency allocations resulted in the elimination of one heavily used program and the indefinite postponement of a program for women and children.  Since HAP funding was eliminated the availability of housing supports was dramatically cut. The overall ability of people in need to access services was significantly reduced.  

The current funding cuts and the potential for more cuts in the future resulted in the closure of Integrated Youth Services (IYS) in Greene County.  The IYS board of directors, in consultation with the MHRB, determined that it would be fiscally advantageous to close their agency and allow services to children to be consolidated with another agency, saving administrative costs and therefore retaining funding for direct services. It is believed that reducing the administrative overhead associated with maintaining two distinct agencies by consolidating under a single administration will result in better long term stability and direct more money to services. This was accomplished by the end of FY2010. 

While referrals and requests for services increased (based on an informal survey of agencies), the service delivery patterns were mixed.  Since the actual number and percentage of AOD clients who are Medicaid eligible is lower than clients primarily receiving mental health services, the AOD system took a bigger hit.  The Board system served 20% fewer AOD clients in FY2011 than it did in FY2009.  Over the same time period, the mental health providers billed $1,100,000 less in services but were able to serve slightly more clients at a reduced level of intensity.  It is difficult to compare units of service since service delivery patterns change, but overall it appears that the units delivered dropped since 2009.  

These numbers reflect a reduction in capacity.  Since agencies fully utilized their allocations, unit rates did not increase significantly, demand for services increased, and ARRA effectively increased the agency’s buying power. The only logical conclusion is that state cuts dramatically reduced system capacity.  This reduction is reflected in the drop of the number of clients served. It appears that the mental health providers in the region were able to serve just slightly more people at a reduced level of intensity with fewer dollars.  The AOD providers served significantly fewer clients while billing at approximately the same level.

An additional indicator of community stress is an increased demand for admission to state hospitals.  For the first time in a number of years, the Board exceeded the allotted number of bed days. The MHRB is receiving more frequent requests for state hospitalizations.  The increased number of client conversions from forensic to civil status has also strained the local system.  

Implications of Health Care Reform on Behavioral Health Services
Question 2: Based upon what is known to date, discuss implications of recently enacted health care reform legislation on the Board’s system of care.

In reality, very little is known about how the federal health care reform legislation will affect Boards directly, because to rules have been finalized, so anything the Board predicts is speculation.  However, based on what is known, MHRB can assume that the role of Boards may shift from being a primary purchaser of clinical services to planning and contracting for a local system of care that provides recovery support services, focuses on prevention, and facilitate community based initiatives.  Boards will likely continue to develop local resources (pass levies), facilitate housing and other support services, and assist in community wide efforts to improve prevention activities.  It is also reasonable to expect that local Boards will step up their efforts to develop and enhance partnerships with other local departments and agencies to find ways to meet local needs not addressed in the federal health care reform legislation.

Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area

Question 3: Discuss the change in social and demographic factors in the Board area that will influence service delivery.  This response should include a description of the characteristics of customers / clients currently served including recent trends such (e.g., problem gambling) and populations for behavioral health prevention, treatment, and recovery services. 

One of the most striking factors that will influence service delivery is the dramatic increase in both legal and illegal opiate use and abuse.  The number of prescribed opiate dosages in the local three county region will likely exceed 18,000,000 in FY2011. This is approximately 52 doses for every person in the region or between 65 and 70 doses for every adult.  As a result, the number of accidental overdoses continues to increase as does the abuse of heroin.  This dramatic increase will require a different approach to address the problem, including the use of local coalitions, an increased focus on broad-based prevention efforts, and partnering with other local agencies. 
A second group of individuals increasingly in need of recovery services is homeless individuals with SPMI.  It is estimated that at least 50 homeless consumers are waiting for safe supportive housing in Greene County.  This number has increased because of the elimination of the state’s HAP allocation and the continued shortage of section 8 vouchers.  

MHRB continues to review how prevention services are presented and delivered.  The Strengthening Families program is available in all of the Board’s counties. Over the past year, it has become increasingly difficult to fill the classes.  It is reasonable to assume that the increased financial pressures make it difficult for many families to commit to an 8 to 12 week program even when the program includes incentives and child care.  Evidence-based programs are expensive and the Board has begun to review the wisdom of investing heavily in expensive programs that influence a relatively small number of individuals.  

As a result, the MHRB has right-sized some of the region’s prevention programs and is focusing on developing Prevention Prepared Communities.  MHRB secured a contract with Dr. Dennis Embry and the PAXIS Institute, to help with this effort.  This is a multi-year endeavor which will require a great deal of community commitment and involvement to be successful.  

Finally, the shift in responsibility for meeting Medicaid Match requirements, and the resulting shift in state funding allocations, has reduced the dollars available to provide non-Medicaid services.  Between FY2009 and FY2011 the MHRB system lost the capacity to serve 1244 non-Medicaid clients, a drop of 16%. It is anticipated that there will be continued losses in FY2012. 

Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan

Question 4: Describe major achievements.

The MHRB began a strategic planning process when the last community plan was submitted. The Board completed this process and approved the final plan at the May 17, 2010 Board meeting. The MHRB identified the following strategic goals and objectives. Brief progress to date on each goal is listed below. 

Goal 1) The MHRB will communicate to consumers, providers and the public the need for and value of a community-based behavioral health system of care.

Objective – The MHRB Chair will designate a working group of consumers, providers, MHRB members and staff to develop a communication plan for the three county area to present to the MHRB at the January 2011 MHRB meeting.

Progress—A working group, called the Communications Plan Steering Committee, was designated and met. Highlights of the detailed plan include MH/AOD awareness events, levy campaigns, quarterly newsletter distribution, media relationship building (e.g., press releases, PSAs, meeting notices), website development, ongoing community speaking engagements, Board-consumer feedback enhancement, and plan review/update. The plan was approved at the January Board 2011 meeting; implementation has been underway.

Goal 2) The MHRB will improve system effectiveness by regularly monitoring and evaluating consumer services.

Objective – Beginning in FY 2011 the MHRB will implement Feedback Informed Treatment (FIT; formerly known as Client Directed Outcome Informed) through the MHRB area with the goal of full implementation by June 30, 2012. 

Progress— Dr. Miller presented on January 12-13 to agency staff and leadership. Several interested contract agency leadership and Board staff met to introduce FIT and developed an early adopters group, which meets regularly and consults with Dr. Miller. Resources, including web-based evaluation and reporting, online information, and copies of Dr. Miller’s articles and books were provided. MHRB sent two staff members to Dr. Miller’s Train-the-Trainer in Chicago Aug. 1-5, 2011 to increase local leadership/system change capacity in FIT. Dr. Scott Miller is scheduled to train again January in 2012.

Goal 3) Within the next 5 years, the MHRB will ensure access to mental health, alcohol and other drug services within 5 days.

		Objective a) By June 2011 the MHRB will work with contract agencies to develop 				measures for determining consistent and valid timelines for accessing treatment 					services.

Progress—Board staff and agency leadership met one-on-one to explore access to treatment and waiting list policies and procedures. A review of meeting minutes indicated several follow up questions for providers in order for Board staff to pull together a summary of findings and next steps.

Objective b) By June 2013 the MHRB will work with individual contract agencies to develop specific plans to improve access to services with an ultimate goal of 5 days.

		Progress—Board staff established that each agency defines access and waiting times in 
different ways, depending on available program levels of care, consumer request, 
consumer responsiveness among other factors.  Preliminary findings suggest that 
establishing a given standard across agencies may not be feasible, especially within five 
days. Further exploration of salient factors affecting access across the system of care is 
underway.

Goal 4) The MHRB will collect needs assessment data to determine the needed services to purchase with non-Medicaid dollars.

Objective – Based on the results of the needs assessment data and beginning in FY2011, 
the Program Committees will prioritize services with implementation planned for FY2012.

Progress—Several needs assessment documents from local health departments, local universities, Family & Children First Councils (FCFC) and other local initiatives were retrieved from partner stakeholders and agencies. Next steps include distillation of findings and identification of assessment gaps and needs. 

The MHRB initiated the FIT project in the Board area which includes AOD providers. Women’s Recovery Center (Greene County) and McKinley Hall (Clark County) have agreed to implement this approach following the January 12-13 training with Dr. Scott Miller. Women’s Recovery Center also implements an evidence-based dual diagnosis program. In addition, reduced community participation and MHRB funding for current evidence-based planning via the Strengthening Families Program has led the MHRB to examine and pull together community partners to develop AOD prevention strategies in Clark County. The MHRB in collaboration with FCFC and other Madison County stakeholders is leading a coalition and steering committee to address the increase of opiate misuse and abuse in the community. An Opiate Forum was held Aug. 2, 2011 with Director Orman Hall, Betty Montgomery, London Police Chief David Wiseman, and Dr. Joe Gay and was well received by the community.

 The supported employment initiative in Greene County at TCN continues to be well-received by consumers and further developed. Additionally, providers are participating in the RSC VRP3 project. Peer support centers have been maintained in Clark and Greene County, with minimal services available to Madison County consumers. Local NAMIs provide supportive, advocacy, and educational services to local consumers and their family/friends throughout the region. Moreover, Greene County supportive housing is expanding with a grant award from ODMH. Clark County CPST services have been enhanced with addition of proximal physical health services offered on site for consumers. Greene County is planning to implement physical health services as well. Furthermore, a trauma-informed care initiative led by the Child Advocacy Center in Clark County has expanded use of TF-CBT among application of other trauma-informed principles in the region. 

Finally, expansion of training for educators/ stakeholders in the Good Behavior Game and capacity building to respond to at-risk youth in Greene County has occurred through competitive grant awards by SAMHSA and US Department of Education to Greene County ESC. Initial interest in the Good Behavior Game and redesigning a community prevention strategy is being cultivated by Board and stakeholder staff for Clark and Madison Counties as well.

Goals 2 and 3 from the MHRB-approved strategic plan directly address access to services and effectiveness of services delivered, respectively. It is also hoped that by increasing FIT services will also reduce consumer waiting time, no shows, and length of stay, thereby increasing access to services. In an effort to streamline and enhance access to effective youth and adult behavioral health services in Greene County, leadership determined the need for two separate providers to shift to one. Thus, the transition of youth behavioral health services from Integrated Youth Services to TCN Behavioral Health Services, Inc. occurred as of June 2010. Several key transition workgroup representatives from the community, like agency and Board staff, worked to make the service provider change with minimal disruption to services for youth and families. TCN increased access to youth/families by over 16% while reducing operating costs by 18%. In addition, TCN has onsite staff with local partners, Juvenile Court, Children’s Services, and Child Advocacy Center. TCN also delivers adults HIV risk reduction and early intervention through identification and referral of individuals with high risk behaviors for HIV.

In addition, the Board partnered with ECMH Treatment/Consultation grant recipient, Rocking Horse Center, and Family and Children’s Services (FCS) of Clark County to bolster available treatment and consultation services for children involved in FCS. Sustainability of ECMH Treatment program has been created following the end of grant funding in June 2011. Plans for increased access for families in need of ECMH Treatment in Greene and Madison Counties have been made as well as continued service delivery in ECMH Consultation for all three counties. Despite elimination of state-level funding for ECMH Consultation, MHRB intends to continue level funding for the program in FY 2012.

Continued development and implementation of three county-specific suicide prevention coalitions address vulnerable groups through out the lifespan. For example, risk assessment and management training as well as managing and treating suicidal individuals with behavioral health problems have been held for agency clinicians. Many gatekeeper training and awareness activities continue to be held by the Coalitions. Specific peer support activities, through Yellow Ribbon Suicide Prevention, with youth at-risk within school settings are being introduced in multiple counties. A new joint-bullying and suicide prevention training was developed and implemented successfully in April 2011. Likewise, the fifth annual Crisis Intervention Team training (CIT) 40-hour training for police officers was held and expanded upon request to include variety of members of the law enforcement community as participants. Training addresses special needs of children, youth, adults, and seniors with behavioral health problems. The sixth annual CIT is scheduled for Aug. 29-Sept. 2.

Using a local housing grant for operations, McKinley Hall was recently able to open a drug free housing project in a facility owned by the MHR Board.  This house provides safe and drug free housing to women and young children who are getting drug treatment at McKinley Hall.  

FIT generates data for agencies (provider and aggregate) as well as system-wide information to be used for decision-making and planning. The MHRB also regularly evaluates treatment service information from our local DataMart, which contributes to decision-making and planning within the overall MHRB quality improvement process. Furthermore, MHRB staff members have developed a working template to focus quality improvement activities and utilization review on specific initiatives. The key areas of the quality improvement process include: 1) demographic information of service delivery (e.g., ethnicity, geographic area, age, gender, diagnosis, trends); 2) critical changes and response to those changes; 3) significant anticipated and actual challenges, including responses to identified/anticipated challenges; and 4) lessons learned (e.g., what was learned during specific timeframe, future trends identified, plan of action). Data has been effectively used to provide timely feedback to consumers, stakeholders, and the community through annual reports, reports to the community, and distribution of a new quarterly Board-developed newsletter.

Question 5: Describe significant unrealized goals and briefly describe the barriers to achieving them.

A significant barrier to treatment services occurred in the region when TCN closed their sub-acute detoxification unit in response to budget cuts. While medication-assisted detoxification has continued at the outpatient level, this greater level of care continues to be needed and requested by consumers and staff at the agency and Board levels. Lack of detoxification services delay entry into a cadre of available AOD recovery treatment programs. 

Loss of HAP dollars has crippled housing supports throughout the region. An unmet need continues to be limited service enriched housing in Clark and Madison Counties. 

Budget cuts across agencies have impacted timely access to services and reduced non-Medicaid service availability, especially services to individuals who are not Medicaid-eligible. The budget reductions have led to reduced mental health service availability for local jails. Changes at the state level to reduce prison capacity will likely impact accessibility to local services. However, the Clark County Re-Entry Task Force is collaborating to address barriers of returning offenders in timely access to mental health and addiction treatment services. Deep budget cuts affecting important stakeholder groups, such as local government and schools, will continue to negatively impact their ability to contribute to shared programming costs.
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs
Question 6. Describe the process the Board utilized to determine its current behavioral 	
healthcare needs including data sources and types, methodology, time frames and 	
stakeholders involved.

The MHRB used data from the following sources to determine current behavioral healthcare needs:  MACSIS, MHRB DataMart, SEOW, Youth Risk Behavior Survey (Clark County), Dayton Area Drug Survey (Greene County), Madison County Family Council Needs Assessment, surveys of eighth and eleventh graders in all school districts in Madison County, information from interagency cluster meetings in all counties, prioritization by MHRB members to address the FY2010 state budget cuts, and the MHRB Strategic Planning Process and Plan. In addition, the MHRB conducts interviews with partner agencies during the annual allocation process. These interviews include questions on trends, including demand and waiting time for services (access), payment issues; workforce challenges; capacity changes; programmatic changes; and other questions specific to the partner agency.  Each county has a functioning coalition to address the harmful impact of alcohol and other drug use; these have been additional sources of information and have brought new stakeholders into the conversation about behavioral health needs in each county. Using these sources allowed the MHRB to gather and interpret both hard and soft data. In cases where the hard and soft data provided dramatically different information, follow-up activity occurred.

This process began with a strategic planning process in January 2010. The final strategic plan was approved by the MHRB members in May 2010 with goals that address communicating the value of the behavioral health system to the community, improving system effectiveness by monitoring outcomes, ensuring access to behavioral health services, and collecting the data necessary to determine the needed services to be purchased with non-Medicaid dollars. The process has continued through two fiscal years of allocation decisions involving ongoing conversations with partner agency personnel and stakeholders, including social service agencies, Family Councils, governmental entities, consumers, law enforcement, educational systems, etc. 

During FY2011 and into FY2012, the MHRB has formed two workgroups to address behavioral health needs. A prevention work group was formed to review the current prevention services and recommend to the MHRB a best approach to moving forward. Significant attention was given to right-sizing services as well as using the finding in the Institute of Medicine Committee on the Prevention of Mental Disorders and Substance Abuse Among Children, Youth, and Young Adults: Research Advances and Promising Interventions. Stakeholder groups met in each of the counties to provide feedback to the MHRB regarding prevention and mental health promotion issues.

Most recently the MHRB has formed a work group to address placing funds in county-specific risk pools to ensure access to critical services when state-imposed limits on Medicaid are reached. To date this has included a review of Board area Medicaid eligible consumers who have exceeded the state limits. The most significant risk appears to be among a small group of adults with severe and persistent mental illness and children/youth with severe emotional disorders.

Additional processes the Board used to assess behavioral health needs include the following:

The MHRB uses a variety of means both quantitative and qualitative to assess local and regional behavioral health needs. One method makes use of a software application developed in-house that allows professional staff at the Board immediate access to aggregate MACSIS claims data.  These data are reviewed routinely to discern changes in service delivery patterns that may reflect changing needs. For example, a Utilization Review two years ago revealed increases in clients with diagnoses related to opiate use. This review confirmed statewide and national trends of increasing use of heroin and illegal prescription drug use and resulting in the MHR Board funding local Suboxone programs.

On different occasions in the recent past, the Board used MACSIS claims data to identify those clients who received the most service in terms of total net billings. After using the data to identify these clients and statistically review their service patterns, Board staff conducted chart reviews and met with contract agency providers to learn more about the needs of this group. Many of the high utilizers group are dually diagnosed clients with strong mental health and substance use needs who also heavily use residential services that add significantly to the annual costs of their treatment care. 

More recently the Board conducted a statistical review of claims data to identify clients with unique needs that may also be affected by new Medicaid service limits enacted this year. This review resulted in adding certain clients to a ‘watch list’ in order to monitor their services this year and to work with providers to prevent gaps in service provision and that the most severely disabled and vulnerable cases receive needed care.

Findings of the needs assessment
Question 7: Describe the findings of the needs assessment identified through quantitative and 	
qualitative sources

Access to Services

Due to increasing cost, overall reduction in available Board financial resources, and limited bed space capacity at Twin Valley Behavioral Health, access to hospitalization when needed (since Twin Valley Dayton Campus closed) continues to be problematic. At the same time, the past two years have shown increasing forensic to civil status changes, thereby further reducing civil hospitalization capacity. Needs for state hospitalization include aggressive, dangerous clients and those for whom community-based inpatient care is ineffective (e.g., client cannot be stabilized despite intensive intervention and requires a higher level of care). Greater security offered and different treatment approaches at the state hospital appear to be the greatest need identified by agency staff.

Upon occasion, the Board has not been consulted prior to a state hospital admission. In these cases, the referring agency may be a jail located in our region or our resident lived out-of-county in a nursing home. Improved communication is needed from the hospital-side, whenever a referral (even those from state hospital to state hospital) includes a resident from Clark, Greene or Madison Counties. Streamlining and standardizing hospital processes across state hospital locations could improve this process.

Adults with severe and persistent mental illness (SPMI) and children and youth with serious emotional disturbances (SED) living in the community;

The most pressing need for consumers with SPMI is housing—preferably permanent, supportive housing. A housing first approach and making permanent supportive housing available have clearly demonstrated that individuals can live successfully in the community when these needs are met. The MHRB anticipates having additional information on the needs of consumers with SPMI throughout the next two fiscal years as data regarding the impact of service limits for Medicaid-eligible consumers becomes available.  

Individuals receiving general outpatient community mental health services;

MHRB finds waiting times for general outpatient community mental health services to be extensive in some parts of the MHRB service area. TCN Behavioral Health Services (Greene County) has developed a walk-in clinic to address waiting times. This has shortened waiting lists but has not fully alleviated the wait for services. McKinley Hall (Clark County) has also adopted a walk-in approach for assessments. Again, this has relieved some of the pressure, but certainly not all of it. The greatest struggle and most problematic situation exists in Clark and Madison Counties where waiting times for both general outpatient services and physician services can be extensive (up to three months). Waiting times for alcohol and other drug non-medical community residential services have improved somewhat. Generally, these providers are adept at providing interim services through waiting-for-treatment engagement groups or providing other services such as case management.

Availability of crisis services to persons without Medicaid and/or other insurance; 

The MHRB does not place limits on the availability of crisis services to this group of consumers. The MHRB will utilize local levy dollars to address this need. However, it is not reasonable to believe these dollars will totally fulfill the demand.

Adults, children and adolescents who abuse or are addicted to alcohol or other drugs;

Findings regarding substance abuse and dependence were remarkably similar across counties: significantly increasing numbers of residents are presenting for treatment that are dependent on opiates, including prescription drugs and street opiates, particularly heroin. The need for medication assisted treatment, generally the use of buprenorphine, far outstrips the fiscal resources of the Board area. Additionally, the shortage of physicians who are willing to work with this population creates a total lack of availability for this service in Madison County and significant limits availability in Clark County. (Madison County residents may travel to adjoining counties, but there is not a local physician who is willing to provide medication assisted treatment.) This need is so apparent and visible, and the data so alarming, that private citizens in all three counties are in various stages of community coalition development to address the problem. Stakeholders indicate that the solution to this problem is much broader than the availability of treatment services. MHRB community partners are clear in stating that the opiate epidemic is moving deeper into the region’s social structure and will require broad community and professional effort to address the problems. 

Children and families receiving services through a Family and Children First Council;

The Family Councils in all three counties report that behavioral health services are consistently in the top five (5) identified community needs. Each county has a functioning interagency group whose focus is multiple-need children and families. While the desire to keep individuals in their homes and home communities is strong and preferred when possible, the demand for out-of-home placement seems relentless. Clark County has had success with a wrap-around approach and with intensive home-based treatment. These approaches will likely become financially impossible in the future. Both Greene and Madison County have well-functioning interagency groups that regularly review and assess the ongoing need of children, youth and families with multiple needs. 

Persons with substance abuse and mental illness (SAMI);

The number of consumers with a substance use disorder and a diagnosis of schizophrenia, bipolar disorder and major depression remain consistent at about twenty percent (20%). When all mental health diagnoses are included, the number reaches close to 70%. Effective substance disorder treatment sometimes decreases symptoms associated with mental illness, but it noteworthy that the number of consumers with a substance use disorder and a mental health diagnosis are routinely higher than recognized. Access to medication assisted treatment is quite limited. Adequate and appropriate housing is in short supply for this population. Limits on community psychiatric support services may increase the level of need for these consumers.

Individuals involved in the criminal justice system (both adults and children); and

The number of adult behavioral health consumers involved in the criminal justice system remains uniform. Partner agencies and stakeholders report a drop in referrals from the juvenile justice system. Community speculation (no hard data supports this) is that reduction in law enforcement personnel has meant fewer arrests of juvenile offenders. MHRB intends to explore this more fully during FY2012 and 2013. It is unlikely that the region is experiencing a decline in offenses committed by adolescents.

Veterans, including the National Guard, from the Iraq and Afghanistan conflicts.

The MHRB service area is located near a regional Veterans Hospital and a major Air Force Base (Wright-Patt). An outpatient Veterans Affairs medical clinic is located in Clark County. Most veterans select one of these providers for their behavioral health needs. The MHRB has not seen an increase in the number of veterans of any conflict seek services in the local system of care.

Question 8:
a)  Identify the major issues or concerns for individuals attempting to access behavioral health 
prevention and treatment services in the Board area.  In this response please include, when applicable, issues that may exist for clients who are deaf or hard of hearing, veterans, ex-offenders, problem gamblers, and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

Economic issues: Many agencies report increased challenges for individuals and families to meet basic housing needs, like rent and utilities. For those without Medicaid, especially the working poor, access to services and healthcare is greatly reduced. Requests have increased for food pantries, car repair bills, energy and housing assistance, and request for free health services.

Housing: Again, reduction in HAP dollars and lack of Shelter Plus and Section 8 Housing throughout the region is problematic. For example, people have to stay in shelters longer or in precarious living arrangements longer than in past years. Some people with SPMI and legal histories have greater difficulty accessing shelters, which may increase stress and exacerbate mental health/substance abuse symptoms. Not having a stabile address makes accessing benefits and assistance more challenging. Adequate, safe housing and services for the sex offender population has been reported as problems in Clark and Greene Counties. 

Transportation: Public transportation continues to be problematic throughout the region, but especially in Greene and Madison Counties. A pilot transportation program was underway in FY2011 to connect Springfield to Greene County communities of Xenia, Yellow Springs, and Cedarville. It is hoped that consumers can continue to benefit from this service in the future. Peer support centers and large mental health/substance abuse treatment providers provide some transportation in Clark and Greene Counties primarily.

Unemployment: More adults and parents/caregivers are unemployed and few can afford adult education and training.

Physical Health Care: A lack of indigent service providers throughout the region (medical doctors) continues to be problematic. Rocking Horse Center has increased access to serve the physical health needs in adult population with general mental illness, but health services for adults in Greene and Madison are especially lacking in providers. The Clark County mental health agency has developed agreements with a few local physicians which increases onsite access of health services to clients with SPMI in Springfield. Greene County plans to increase access to onsite health services for consumers as well.

Budget Cuts:  Budget cuts have reduced overall capacity in every agency, which leads to greater waiting lists and delayed access to needed services. Early intervention is often a missed opportunity if waiting lists continue to grow as capacity shrinks. In addition, crises are prioritized and services expedited to stabilize individuals in need. Again, this delays timely access to those in need of help, but who are not currently experiencing a crisis.

Special populations:  Shared funding agreements reflect reduced funding across most youth human service systems. Thus, fewer families are served with less available resources. Several agencies report a trend in more young adults and transitional-aged youth are seeking mental health and substance abuse services. The Re-Entry Task Force has identified timely notification about offenders leaving prisons a barrier, especially those from outside of the surrounding area, to getting needed mental health and substance abuse services. Additional case management, linkage and coordination with prisons outside of Clark County have been identified to improve access for the offender population. Clients who are Deaf or Hard of Hearing have been provided needed communication services on an as-needed basis. One notable agency, TCN in Greene County has utilized a web cam for Deaf clients with substance abuse problems to access support online. Most agencies report needing more multi-lingual staff members to serve Hispanic and Asian populations. Agencies work with local veteran services to assist with linkage to services and have not reported problems in accessing services for this special population. Problem gamblers have also been included in treatment services without incident.

b) Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only);

The Board and contract agencies prioritize and have preserved essential mental health crisis care services despite budget cuts. 

Reduced capacity at the state hospital has directly impacted our system of care for the consumers in need of particularly longer-term care, stabilization, and those with more challenging mental health and safety issues (e.g., violence against self, staff, other patients) on local inpatient units. The Board continues to work collaboratively with agencies to manage this reduced capacity at the state hospital. Because the cost of bed days increased in FY2011, the number of bed days was reduced by 20 in order to maintain a level bed-day expense. The Board is reviewing trends (e.g., forensic to civil transfers competing with space for community referrals) to explore a need to purchase greater capacity in the future. It is uncertain how FY2012 changes to planning/ payment between local Boards and the state hospitals will impact capacity and utilization but MHRB was able to slightly increase state-level planned days which will hopefully protect valuable hospital access.

Access to two local inpatient units remains critical for the safety and treatment of MHRB residents. An uncertain healthcare environment looms as this may have implications for maintaining inpatient units in the future. Relevant agency staff and Board personnel discuss options regularly to maintain local access to inpatient care.

c) Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only);

At least annually, MHRB inquires with agencies about crisis training needs. Most agencies address needs on an individual basis with existing or contracted staff. Some agencies have shared training resources while others have utilized webinars to reduce some training cost in this area.

Each year, the MHRB has held suicide prevention, risk assessment, and treatment planning training for clinicians and the community. These trainings are free, regional, and delivered based upon agency request and in response to emergent crises. Highly qualified specialists have been invited and conducted training throughout the region including, Dr. Ellen Anderson, Dr. Brad Lander, Drs. Granello, and Dr. James Rogers. These trainings will be continued and supported through anticipated grant awards through the Suicide Prevention Coalitions.

In SFY2012-13, the Board plans to continue to offer regional training whenever possible, including CIT training.

Workforce Development and Cultural Competence

Question 9
a)	Describe the Board’s current role in working with the ODMH, ODADAS and 					providers to attract, retain and develop qualified direct service staff for the 					provision of behavioral health services. Does the local service system have 					sufficient qualified licensed and credentialed staff to meet its service delivery 					needs for behavioral health services? If “no”, identify the areas of concern and 				workforce development needs.

The MHRB discusses workforce development with partner agencies during the annual allocation process. A major area of concern is access to medication assisted treatment. Clark County currently has only one physician who is both appropriately certified and willing to contract with one of our partner agencies to provide medication assisted treatment. While local psychiatrists are certified to provide this service, there is no interest in doing so. Madison County has no physicians who are certified to provide medication assisted treatment. Residents of the county may receive this service in Clark and Greene Counties but transportation issues inhibit consistent participation. 

Overall partner agency staff generally appear stable, however several agency Executive Directors have resigned or retired this past year.

b)	Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent. Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders, problem gamblers and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

The counties covered by the MHRB (Clark, Greene and Madison) have a numerically dominant white population. In all three counties the next largest numerical racial population is African-American, between 6-8% of the total population with Clark having the largest number of African Americans at 8.2%. The third largest racial population numerically is two or more races according to 2009 census data. The fourth largest population group numerically is Hispanic or Latino with the fifth largest group identifying as Asian. Whites, African Americans, those who identify as two or more races, and Hispanic or Latino individuals represent the majority of individuals seeking behavioral health treatment. It is rare for a person who identifies as Asian to present for treatment in the Board’s system of care.

Partner agency staff are generally representative of the population presenting for services. However, the system is beginning to experience the challenge of serving a population of Hispanic or Latino individuals for whom English is a second language. Partner agencies tend to address cultural competency issues in both broad and specific ways, depending on the presenting minority population. Clark County has established a re-entry coalition for ex-offenders and identifies behavioral health care as a crucial aspect of successful re-entry into the community. All three counties are reviewing recent legislation on prison changes and exploring strategies for addressing the re-entry of ex-offenders or the presence of current offenders living in the community. The MHRB is active in these discussions.

Partner agencies generally contact the MHRB for financial assistance when providing services to consumers who are deaf or hard of hearing. This is addressed on a case-by-case basis.

Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services

Question 10: Capital Improvements

For the Board’s three county area, the capital needs for fiscal years 2012 and 2013 are in Greene County and Clark County. A newly constructed facility is planned for Greene County; this structure will provide permanent supportive housing. The need in Clark County is for a new mental health center to provide in-patient, outpatient, partial hospitalization and walk-in crisis services. Residents of Madison County will also benefit from the new facility. 

The Greene County facility will be new construction comprised of six (6) one bedroom furnished units that are each 650 square feet. One of these units will be for the on-site manager who will also be a peer to the tenants. Land has already been secured by the provider agency.  A needs assessment was completed in 2007 which identified this need. A comprehensive housing plan was developed from the data gathered in this needs assessment. 

The target group for the project will be Greene County individuals who are homeless with a severe and persistent mental illness; this group will also have an income at or below 35% poverty.  The Greene County Point In Time Count of individuals/families who are homeless identified 34 in 2011; many of these individuals have a behavioral health issue. The anticipated construction cost is $1,050,000. Federal Home Loan Bank financing has been secured in the amount of $300,000; application will be submitted to Ohio Housing Finance Agency in the amount of $450,000.  Operating costs will be funded via Project Based Shelter Plus Care. The MHRB request from ODMH for this project is $300,000.

The current facility housing Mental Health Services for Clark and Madison Counties (MHS) is leased from the Springfield Regional Hospital system. This facility is planned to be sold in the near future. The construction of the new hospital facility will be completed by the end of the calendar year. This results in the need for MHS to relocate close to the new hospital. MHS has purchased 2.66 acres of land across from the new hospital and plans have been developed for the continuation of inpatient services with single patient rooms, and additional outpatient offices and group rooms to accommodate needs that have been identified to improve treatment for MHRB consumers. The new facility will be close to the new Springfield Regional emergency room to assist them with psychiatric emergencies. The target population includes severely mentally ill adults and youth in crisis, homeless and homeless veterans in crisis and need of hospitalization, partial hospitalization, outpatient or crisis intervention and individuals involved in the criminal justice system. The current location serves approximately 5,500 individuals each year. The estimated project cost including the purchase of the land is $10,400,000; MHS will provide some capital for this project along with issuing tax exempt bonds. Operating costs are anticipated to be $14,000,000 annually. The MHRB is requesting that ODMH provide $500,000 for the construction of this new facility.

Question 11:  Describe the process for determining capacity, prevention, treatment and recovery support services priorities for SFY 2012 – 2013. In other words, how did the Board decide the most important areas in which to invest their resources?

For treatment issues, these determinations involved two considerations:  1) fiscal and programmatic planning for only non-Medicaid eligible consumers, and 2) addressing the potential harm to Medicaid eligible clients when state-imposed service limits are reached. MHRB members reviewed data on the Medicaid eligible and non-Medicaid eligible consumers. MHRB staff conducted interviews with treatment partner agencies and reviewed data on their consumer populations. The population of adults with SPMI and AOD dependence has not changed significantly over the last few years. This is also true of children and youth with SED. System data and the results of the interviews lead the MHRB to focus on the most critically ill individuals and families. The capacity of the system to provide services has declined due to state budget cuts. However, all partner agencies presented information to the MHRB members about how they are addressing loss of staff and revenue. The MHRB established county-specific risk pools to provide services to individuals who reach state-imposed service limits but continue to demonstrate medical need for services. A work group is currently establishing the procedure partner agencies will use to access funds when services are medically necessary, but individual limits have been reached.

The MHRB established a prevention work group to review the existing services and programs and provide the members with recommendations. Community forums in all three counties expressed a desire to put in place activities and approaches that reach a broad number of people and hold the community accountable for many prevention activities. MHRB reviewed the report of the Institute of Medicine Committee on the Prevention of Mental Disorders and Substance Abuse Among Children, Youth, and Young Adults: Research Advances and Promising Interventions. 

Concerned citizens in all three counties began to convene groups of people who are interested in preventing the abuse of alcohol and other drugs and promoting the mental health of county residents, especially children and youth. The work group held a phone consultation with Dr. Dennis Embry to discuss introducing and implementing action that would prepare our communities for preventing drug abuse and promoting mental health. Encouraged by the information Dr. Embry provided, the work group recommended that the MHRB right-size some prevention programs and that all prevention programs incorporate activities like the Good Behavior Game, PaxIt notes, Simple Gifts, etc. Dr. Embry is currently working in other areas of the state and is familiar with the Strategic Prevention Framework. A generous ODADAS allocation will allow the Board to contract with Dr. Embry to bring this philosophy to the three counties.

MHRB staff conducted a review process of existing prevention programs and determined that more capacity was being purchased than was needed. This finding applied particularly to the evidence-based Strengthening Families programs in Clark and Greene Counties. Families were unable to commit to consistent attendance over the course of the program. Partner agency staff were engaged in an inordinate amount of time recruiting participants. These programs were right-sized to meet demand. 

Further, the dramatic increase in the abuse of prescription drugs has caused the communities in all three counties to re-think the approach to providing prevention services. This has been the impetus for the creation or re-invigorating of prevention coalitions in all three counties.
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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

Question 12: Based upon the Departmental priorities listed in the guidelines (and/or local priorities) and available resources, identify the Board’s behavioral health capacity, prevention, treatment and recovery support services priorities, goals and objectives for SFY 2012 – 2013.
The MHRB will focus on the following behavioral health capacity goals:
1. Reduce stigma (e.g., advocacy efforts);
2. An accessible, effective seamless prevention/intervention and treatment and recovery services continuum from childhood through adulthood;
3. Increase the use of data to make informed decisions about planning and investment; and
4. Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay.

The MHRB has paid close attention to alcohol and other drug prevention and mental health promotion programming, services, and our ability to effectively deliver these to our three county area. The MHRB has carefully reviewed SAMHSA’s Leading Change: A Plan for SAMHSA’s Roles and Actions 2011 – 2014  as well as the report of the Institute of Medicine Committee on the Prevention of Mental Disorders and Substance Abuse Among Children, Youth, and Young Adults: Research Advances and Promising Interventions. While the MHRB lacks the resources to address all the recommendations in these two publications, the Board intends to use these documents to attend to the capacity goals listed above. 

The MHRB has fully embraced a lifespan approach to addressing both alcohol and other drug use prevention and mental health promotion. The primary venue for addressing Board residents over a lifespan is the introduction and implementation of the work of Dr. Dennis Embry, PAXIS Institute, through Simple Gifts®, the Good Behavior Game and other initiatives that support working within the Strategic Prevention Framework and will move the region closer to becoming prevention-prepared communities. 

Priorities will include stigma reduction, youth-led prevention, suicide prevention, early intervention programs, school-based mental health services/programs, and CIT and other jail diversion activities.

This approach should allow the MHRB to accomplish the following goals.
	Alcohol and Other Drug Prevention Goals:
1. Programs that increase the number of customers who avoid ATOD use and perceive non-use as the norm;
2. Programs that increase the number of customers who perceive ATOD use as harmful; and
3. Programs that reduce the number of customers who misuse prescription and over-the-counter medications.
	Mental Health Promotion Goals:
1. Promote mental health in schools by offering support to children encountering serious stresses, modify the school environment to promote pro-social behavior; develop students’ skills in decision making, self-awareness, and conducting relationships; and target violence, aggressive behavior and substance use; and
2. Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.

Not surprisingly, MHRB data reveals that from FY2009 to FY2011 the number of individuals receiving services through MHRB partner agencies who are not eligible for Medicaid benefits dropped by 1,200. During the same time period, the number of individuals who became eligible for Medicaid benefits increased by 630. Among many other things, this means that the MHRB system has fewer dollars to address payment for treatment services that are vital to recovery for many residents of the Board’s three-county area. As is the case across the state, Boards have fewer and fewer dollars to address the needs of individuals who are not eligible for Medicaid benefits. 

This scenario places significant limitations on treatment and recovery support goals the Board can reasonably expect to accomplish. The MHRB anticipates accomplishing the following behavioral health treatment and recovery services goals.
	ODADAS Treatment and Recovery Services Goals:
1. Increase the number of customers who are abstinent at the completion of the program; and
2. Increase the number of customers who incur no new arrests at the completion of the program.

	ODMH Treatment and Recovery Services Goals:
1. Increase competitive employment; and
2. Increase access to housing, including Supportive Housing.

Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives
Access to Services 
Question 13: What are the Board’s goals and objectives for addressing access issues for behavioral health services identified in the previous section of the Plan? 

As aforementioned, MHR Board strategic goals 1 and 2 relate to access priorities at present and in coming years.  Goal 1) The MHRB will communicate to consumers, providers and the public the need for and value of a community-based behavioral health system of care (see Question 4 above). A new MHRB website is under construction and will go live in fall 2011. MHRB communications, including newsletter distribution and press releases are ongoing. Goal 2) The MHRB will improve system effectiveness by regularly monitoring and evaluating consumer services. A consumer and stakeholder evaluation of MHRB has been developed and will be implemented in FY2012. After further review and consultation with Board leadership, the original Goal 3) of the Strategic Plan will likely be revised to include more realistic and feasible timelines. The original goal states: Within the next 5 years, the MHRB will ensure access to mental health, alcohol and other drug services within 5 days. FIT is the primary method by which the MHR Board will address effectiveness of consumer services. Addressing waiting list management and prioritization is underway between agencies and the MHR Board.  

Workforce Development and Cultural Competence
Question 14: What are the Board’s goals and objectives for SFY 2012 and 2013 to foster workforce development and increase cultural competence? Please discuss the areas of most salience or strategic importance to your system. What are the Board’s plans for SFY 2012 and 2013 to identify, increase and assess cultural competence in the following areas: consumer satisfaction with services and staff, staff recruitment (including persons in recovery), staff training, and addressing disparities in access and treatment outcomes?  

The MHRB is in the second year of introducing and implementing a practice in service delivery that is identified as Feedback in Treatment (FIT). A two-day, system-wide training was offered in January 2011 and six partner agencies chose to become “early adopters” of the practice. The training has been followed by phone consultation with the trainer, Scott D. Miller, Ph.D. MHRB staff have attended a week-long Train the Trainers event to provide ongoing support and training for partner agencies in the practice of FIT. FIT uses two measurement tools that gather feedback from the client regarding progress in treatment and the quality of the therapeutic alliance. Each session is reviewed with the client in four (4) areas: relationship, goals and topics, approach or method, and overall. The MHRB anticipates gathering culture specific deep domain information regarding cultural competency and provider effectiveness.

ORC 340.033(H) Goals
Question 15:	To improve accountability and clarity related to ORC 340.033(H) programming, ADAMHS and ADAS Boards are required to develop specific goals and objectives 	related to this allocation. 

ADAMHS and ADAS Boards no longer receive this allocation. However, the MHRB service area is fortunate to have two exceptional providers of gender-specific services for women and children, including pregnant women. The MHRB has excellent working relationships with the child protective agencies in all three counties and works closely with them on access to alcohol and other drug treatment services for the population formerly covered under the ORC 340.033(H) statute.
HIV Early Intervention Goals
Question 16:	ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.

ADAMHS and ADAS Boards no longer receive this allocation. However, the partner agency that received these dollars in the past will incorporate some of the programming into current prevention activities.
Addressing Needs of Civilly and Forensically Hospitalized Adults
Question 17: ADAMHS and CMH Boards only: Address how the Board will meet the needs of civilly and forensically hospitalized adults, including conditional release and discharge planning processes.  How will the Board address the increasingly high number of non-violent misdemeanants residing in state hospitals?

In FY2011, MHRB has developed and implemented a conditional release review process for clients in our region. Each county meets at least quarterly to review current cases. Case reviews include agency staff, MHRB staff, intensive probation department (Greene County), and forensic monitor. This team communicates regularly about forensic movement at the state hospital as well as in the community. MHRB has met with state hospital staff (civil and forensic) to clarify roles and expectations of all parties to manage these cases. Increased communication and greater participation of MHRB and agency staff in discharge and conditional release planning at the state hospital are ongoing goals.

MHRB identified a gap in conditional release planning and coordination at the state and local levels and continues to work to improve this process. Dr. Youngman, MHRB CEO, has communicated extensively with ODMH Director Plouck and Dr. Baker to address needs and gaps. MHRB intends to participate in the state-level forensic review quality improvement process underway. Moreover, MHRB and agency staff participated in the Ohio Forensic Conference in summer 2011 to augment competency in forensic systems of care.

MHRB also consulted with Trudy Sharp, ODMH Communications, to improve conditional release information exchange procedures with local law enforcement. This process has been implemented and is under review for quality improvement purposes. In addition, MHRB is interested in improving ongoing information sharing with local law enforcement as a component of the Clark County Offender Re-Entry Task Force. The Task Force includes MHRB staff along with behavioral health agency staff to improve accessibility and quality of services for ex-offenders entering the community. For example, one agency is featuring a keynote speaker in August 2011 to address criminal behavior in the mentally ill to improve staff competency.
MHRB regularly reviews and consults with agency staff beginning with referral to state hospital, during inpatient treatment, and discharge planning from state hospitals for both civil and forensic clients. MHRB, agencies, law enforcement/court, and forensic monitors work collaboratively to meet the individual needs of clients, including non-violent misdemeanants. For example, services available in one county may better fit the needs of a given resident of another county in our region. MHRB assists in this process on an ongoing basis.

Implications of Behavioral Health Priorities to Other Systems
Question 18: What are the implications to other systems of needs that have not been addressed in the Board’s prioritization process?

The Family and Children First Councils (FCFC) in all three counties are under financial duress and may not have adequate funding to continue operations after FY2012 or 2013. MHRB’s ability to increase funding to support operations is doubtful but FCFC’s do contribute to the overall social service delivery and coordination system in the region. This is a concern.

In addition, the ability of local counties to collaboratively place children in residential care has been significantly reduced over the past several years. Again, MHRB ability to increase funding is doubtful but the need for safe secure residential placements has not reduced. 

Due to recent legislative changes, the sentencing practices of local courts is likely to change with a focus on reductions in prison sentences and an increased use of community control and treatment. While in theory, the Board supports the move to increase treatment and community involvement, in practice the MHRB is concerned that without additional funding this effort will fail. It is already difficult for individuals without Medicaid to access treatment, particularly AOD treatment, and an influx of individuals reentering the community, or with court mandates to engage in treatment, will only stress the system more. This is a significant concern.   

Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
Question 19:	Describe how priorities and goals will change in the event of a reduction in state funding of 10 percent of the Board’s current annual allocation (reduction in number of people served, reduction in volume of services, types of services reduced, impact on monitoring and evaluation, etc.). Please identify how this reduction in services affects specific populations such as minorities, veterans and “high-risk” groups.
Perhaps more significant to service delivery than additional reductions in state funding is the reduction in available dollars for services for those who are not Medicaid eligible. Further, the  impact of the limits placed on services for individuals who are Medicaid eligible is to date unknown but is likely to increase the amount of local dollars Boards that will have to expend to prevent paying the cost of more intensive service delivery. Rather than engage in another excruciating exercise in narrowing services and decreasing access, the MHRB has set aside county-specific risk pool funds that are available to specifically identified consumers who are likely to or have already reached the state-imposed service limits (Medicaid-eligible individuals). A Board-appointed work group is currently finalizing the procedures through which these funds can be accessed.

As described in another section of this plan, the MHRB intends to track system changes through quarterly meetings with partner agencies. Most partner agencies have been making adjustments to service delivery and programming since FY2009 in response to ongoing state cuts. FY2012 will be a year of reviewing the changes that have been made over the last few fiscal years and monitoring the impact of changes that began 1 July 2011. The Board already knows that an additional 630 Medicaid eligible individuals accessed services through the MHRB system of care from FY2009 through FY2011. During this same time period, the Board saw a drop of 1,200 in the number of non-Medicaid eligible individuals receiving services. The MHRB anticipates this trend to continue.

Boards and providers in Ohio have been placed in an environment of great uncertainly and will inevitably ‘make the road by walking it’.
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SECTION IV: COLLABORATION

Key collaborations and related benefits and results
Question 20: What systems or entities did the Board collaborate with and what benefits/results were derived from that intersystem collaboration? ADAMHS and CMH Boards should include discussion regarding the relationship between the Board and private hospitals.

The MHRB collaborated with the following systems and/or entities:
· County Family and Children First Councils
· County Suicide Prevention Coalitions
· County Drug Abuse Coalitions
· Trauma Informed Care Development Committee (Clark)
· Greene County Linkage Committee
· County Interagency Review, Cluster, Cluster Supervisors meetings
· Regular Forensic Reviews with agencies, forensic monitor, and law enforcement
· School-based Mental Health Grant Advisory Group
· Early Childhood Mental Health Group
· Crisis Intervention Team Training (CIT)
· Community-based Prevention Forums
· Chamber of Commerce meetings in various municipal areas
· Child Advocacy Centers
· Governmental meetings (city governments, county commissioners, etc.)

The benefits of these collaborations include increased and real-time information, the presence of behavioral health expertise when working toward solutions to individual and community problems, raising awareness of the positive impact of addressing behavioral health issues and generating accurate knowledge of same, increasing visibility of services as well as access to services. An additional benefit is obtaining informal and unsolicited feedback about the performance of the MHRB system of care.

Mental Health Services for Clark and Madison Counties provides psychiatric inpatient care for residents of all three counties, mostly Clark and Madison. MHRB partner agency TCN Behavioral Health Services maintains a contractual agreement with Miami Valley Hospital in Dayton, Ohio for private inpatient psychiatric care. It is not a customary practice for the MHRB to deal directly with private psychiatric hospitals. These arrangements are made through partner agencies.

Involvement of customers and general public in the planning process
Question 21: Beyond regular Board/committee membership, how has the Board involved customers and the general public in the planning process (including needs assessment, prioritization, planning, evaluation and implementation)?

The MHRB obtains feedback from the public each time the Board sponsors a community event. For instance, the MHRB was a primary sponsor of the MCSAC (Madison County Substance Abuse Coalition) Community Forum to address substance use in the community on 2 August 2011. This event brought over 100 people together to hear from speakers Betty Montgomery, Orman Hall, London Police Chief Dave Wiseman and Dr. Joe Gay. The forum specifically addressed the prescription drug epidemic. Significant feedback was given at the forum. On 3 March 2011 the MHRB sponsored an event entitled Creating Community which brought together interested parties from all three counties to hear about prevention prepared communities and obtain feedback about best ways to proceed with this initiative. The MHRB receives information regularly from the law enforcement community through forensic monitoring and process meetings in the three counties and through the CIT Steering Committee. Suicide prevention trainings, especially gatekeeper trainings, have kept the MHRB closely connected to the issue and the needs of the community. The MHRB participates annually in the Madison County Safety Expo which reaches approximately 250 families with children. The MHRB also receives real-time and ongoing feedback about system effectiveness through the practice of Feedback in Treatment, an initiative directly related to the MHRB Strategic Plan goal of using outcomes to gauge system effectiveness. As a part of the OACBHA Peer Certification process, the MHRB also regularly conducts satisfaction surveys with partner agencies and NAMI.

Question 22: ADAMHS/CMH Boards Only: To ensure a seamless process to access …has received training on the Continuity of Care Agreements.

The MHRB is waiting for the state to reschedule this meeting.

Consultation with county commissioners regarding services for individuals involved in the child welfare system
Question 23: ADAMHS/ADAS Boards Only: Describe the Board’s consultation with county commissioners . . . jointly as required under Section 340.033(H) of the ORC.

The county commissioners in the three counties served by the MHRB have not made available dollars to address the alcohol and other drug treatment needs of this population. In the current economic environment it is unlikely to happen. In the past, the Board received minimal dollars from ODADAS to provide services to this population. The needs of this population group continue to be addressed. The MHRB service area is fortunate to have two partner agencies who offer gender specific treatment to woman and who address the needs of their children. Further the MHRB agrees to the priority populations designated by ODADAS. The needs of these parents and children are most likely to be identified through county interagency cluster activities with a referral to the MHRB system of care and routine monitoring through the cluster. 

Funds available for parents/caregivers in the child welfare system
Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge . . . in meeting the requirements of ORC 340.033(H).

As mentioned in the response to Question 23, the MHRB service area is fortunate to have two partner agencies who offer gender-specific treatment to woman and who address the needs of their children. These partner agencies have made significant strides in positively impacting the health and well-being of families and children where addiction is a significant barrier to effective parenting. In terms of measuring quality, effectiveness and efficiency, the MHRB is introducing the practice of collecting data on consumer feedback regarding engagement and the therapeutic alliance which is anticipated to improve consumer outcomes and increase effectiveness. 








	
V. Evaluation of the Community Plan

A. Description of Current Evaluation Focus 
B. Measuring Success of the Community Plan for SFY 2012-2013
C. Engagement of Contract Agencies and the Community
D. Milestones and Achievement Indicators
E. Communicating Board Progress Toward Goal Achievement





SECTION V: EVALUATION OF THE COMMUNITY PLAN

Ensuring an effective and efficient system of care with high quality
Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge (other than funding cuts) in meeting the requirements of ORC 340.03(A)(4) and 340.033(H). Please reference evaluation criteria found in Appendix C with regard to your discussion of successes and challenges with measuring quality, effectiveness and efficiency

A challenge that still faces the MHR Board in terms of evaluating the system of care (under the various methodologies outlined in Appendix C of the Community Plan Guidelines) is finding an adequate outcome measure that is meaningful, reliable and valid. This or some proxy of this is a prerequisite to conducting true cost effectiveness and cost efficiency reviews.  Such reviews are fundamentally the single most important element remaining to a complete and thorough analysis of the Board’s system. While the Board can do this on a project-by-project basis where elements can be monitored and controlled, it is costly and not feasible on a regular basis. The alternative is to have outcomes monitoring a part of daily business either through sampling or applied to all clients who receive service.

Over the past year, the Board has worked with an internationally recognized leader in behavioral healthcare outcomes management (FIT referenced elsewhere in this plan).  The Board allocated funds to support this initiative and is actively working with providers to pilot this product.  Board staff are directly involved in managing the implementation and providing needed assistance to contract providers with a strong focus on training and consultation.  Hopefully, the outcome system will begin to provide the last piece of the puzzle in order for the Board to routinely conduct cost-effectiveness reviews of the services it purchases on behalf of residents in its service area.

Going forward, however, the Board is concerned about what data it will lose after Medicaid elevation. For more than ten years, the Board has had at its disposal a wealth of treatment data at the claims level for both Medicaid and Non-Medicaid behavioral healthcare service provision. Once the Medicaid data is no longer available, an integral part of the treatment process will be unknown to local Boards.  

Other than the above, the Board already makes use of most other processes and/or methodologies used to evaluate its system of care as outlined in the Community Plan. For example, cost analysis reviews are routinely conducted through use of MACSIS claims data.  These data are invaluable in terms of many utilization reviews performed by the Board to include review of high utilizers or special reviews such as studying the potential effect of the new Medicaid annual limits. 

Also, patterns-of-use reviews are also conducted on a fairly frequent basis. At least every year, one or more such reviews are conducted, often with a special focus of review to learn more about a particular program or service that may be unique or new. The Board’s internally developed software system of providing aggregate MACSIS data to Board staff makes such reviews easy and readily available for many purposes. Several examples are grant writing, community plan development, special Board member requests, monitoring individual clients, and a host of other needs and/or stakeholder requests. 

Determining Success of the Community Plan for SFY 2012-2013
Question 25: Based upon the Capacity, Prevention Services and Treatment and Recovery Services Goals and Objectives identified in this Plan, how will the Board measure success in achieving those goals and objectives: Identify indicators and/or measures that the Board will report on to demonstrate progress in achieving each of the goals identified in the Plan.
a.  How will the Board engage contract agencies and the community in evaluation of the 		  
   	Community Plan for behavioral care prevention and treatment services?
b.  What milestones or indicators will be identified to enable the Board and its key 
	stakeholders to track progress toward achieving goals?
	c.  What methods will the Board employ to communicate progress toward achievement of 
	goals?

Determining Success of the Community Plan for SFY 2012 – 2013
Given the rapidly changing public behavioral health care environment in the state, the MHRB modified the content of the annual agency service plan. Partner agencies presented a fiscal year budget with the knowledge that changes to allocations may occur during the fiscal year. Partner agencies submitted a Program and Services Plan providing information on programmatic adjustments and/or modifications they planned to address in the following areas:
1. Wait List Management;
2. New or eliminated programs;
3. Access to services, including medically necessary services;
4. Crisis response; 
5. Hospitalization; and
6. Consumer safety.

Additionally partner agencies completed a full budget packet along with the following:
1. Table of Organization;
2. Wage and Salary Scale; 
3. Staff Licensure Grid;
4. Current agency board resolution approving the QA/QI/PI Plan;
5. Current waiting list policy and/or procedures;
6. Copy of the most recent ODADAS and/or ODMH Certification; and
7. Copy documenting the most recent accreditation by a national accrediting body accepted by ODMH and ODADAS.

QUARTERLY UPDATES: Partner agencies were informed that during FY2012 MHRB staff would meet with them quarterly to review program implementation and year-to-date budget. These meetings will occur in November and February, with an allocation meeting for FY2013 in May or June which will also serve as a quarterly review. 

During the course of these meetings, MHRB staff will review partner agency progress toward meeting the goals of the MHRB FY2012 – 2013 Community Plan. Partner agencies will present information to the Alcohol/Drug Committee and the Mental Health Committee at regularly scheduled monthly meetings regarding progress in the implementation of Feedback in Treatment or other outcome measures.

Progress towards goals is customarily presented to the public through the MHRB Annual Report. 

During FY 2011 the MHRB began implementation of the following strategic plan goal: 
	GOAL: The MHRB will improve system effectiveness by regularly monitoring and 	evaluating consumer services.

OBJECTIVE – Beginning in FY2011 the MHRB will implement Feedback in Treatment (FIT) principles and measurement tools through the MHRB area with the goal of full implementation by June 30, 2012.

The MHRB contracted with Scott Miller, Ph.D., to provide an intensive, two-day FIT training for the MHRB partner agencies. Following the training, six (6) MHRB partner agencies agreed to become early adopters of the practice and begin pilot programs. The MHRB further contributed to this effort at improving system effectiveness by providing phone consultation with Dr. Miller. During the summer of 2011, two MHRB staff attended a Train the Trainer  event with Dr. Miller to gain the skills necessary to provide additional training with the partner agencies. Dr. Miller will conduct a follow-up training in January 2012 for the MHRB partner agencies.

FIT uses two measurement tools that gather feedback from the client regarding progress in treatment and the quality of the therapeutic alliance. Each session is reviewed with the client in four (4) areas: relationship, goals and topics, approach or method, and overall. The MHRB anticipates that the practice of FIT will reduce waiting times for services, generate a significant decline in no shows, and decrease the number of consumer grievances and complaints. Further, the MHRB anticipates the practice of FIT to improve clinical performance and therefore increase consumer satisfaction with services. It has already been stated that the MHRB will gather culture-specific, deep domain information regarding cultural competency and provider effectiveness through the practice of FIT. 

The MHRB anticipates no less than a three (3) year time span for full implementation of FIT.  











Portfolio of Providers and Services Matrix
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	TABLE 1: PORTFOLIO OF ALCOHOL AND DRUG SERVICES PROVIDERS

	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source
(Check the box if yes)
	i. MACSIS UPI

	
	
	
	
	
	
	
	
	(Check the box if yes)
	

	 
	 
	 
	 
	(Universal, Selected or Indicated)
	(List the EBP name)
	 
	(Check the box if yes)
	ODADAS
	Medicaid Only
	 

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	TCN Behavioral Health Services
	Positive Living
	Primarily Adults but some Adolescents
	Selected, Indicated
	NA
	6
	Yes   No
	XYes   No
	Yes   No
	1883

	Alternatives
	Springfield Metropolitan Housing Authority
	Project Choice
	Youth residing in SMHA Housing or receiving SMHA housing assistance 
	Selected, Indicated
	NA
	1
	Yes   No
	XYes   No
	Yes   No
	2409

	









Education










Education (cont.)
	Clark County Educational Service Center
	Strengthening Families Program II
	Youth/children 10- 15 years old & Families
	Selected, Indicated, Universal 
	Strengthening Families Program II
	5
	Yes   No
	XYes   No
	Yes   No
	8112

	
	
	
	
	
	
	
	
	
	
	

	
	Greene County Juvenile Court
	Strengthening Families Program II
	Youth/Children 10- 14 years old & Families
	Selected, Indicated, Universal
	Strengthening Families Program II
	3
	Yes   No
	XYes   No
	Yes   No
	12526

	
	Madison County Department of Family and Children
	Incredible Years
	Ages 0 - 3
	Selected, Indicated, Universal
	Incredible Years
	3
	Yes   No
	XYes   No
	Yes   No
	12703

	
	TCN Behavioral Health Services
	Prevention Programs
	Greene County School Aged Youth/Children, Grades 1 - 12
	Universal
	NA
	1
	Yes   No
	XYes   No
	Yes   No
	11001

	
	Greene County Educational Service Center 
	Greene County Drug-Free Schools Consortium Programs and Services
	Greene County 6th graders
	Universal
	Project Alert
	3
	Yes   No
	XYes   No
	Yes   No
	10197

	
	Greene County Educational Service Center
	Greene County Drug-Free Schools Consortium Programs and Services
	Greene County 1st and 2nd Graders
	Universal 
	Protecting You, Protecting Me
	3
	Yes   No
	XYes   No
	Yes   No
	10197

	
	Greene County Educational Service Center
	Greene County Drug-Free Schools Consortium Programs and Services
	Greene County School Aged Youth/Children, Grades 1 - 12
	Universal
	NA
	3
	Yes   No
	XYes   No
	Yes   No
	10197

	Community-Based Process
	TCN Behavioral Health Services
	Prevention Programs 
	Greene County School Aged Youth/Children, Grades 1 - 12
	Universal 
	NA
	4
	Yes   No
	XYes   No
	Yes   No
	11001

	
	TCN Behavioral Health Services, Inc. 
	Positive Living
	Adults 
	Selected, Indicated
	NA
	5
	Yes   No
	XYes   No
	Yes   No
	1883

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	TCN Behavioral Health Services
	AOD Outpatient Programs
	Greene County Youth
	 
	 
	1
	Yes   No
	XYes   No
	Yes   No
	11001

	
	McKinley Hall
	Outpatient Program 
	Adult Males & Females
	 
	Cognitive Behavioral Therapy, Motivational Interviewing, SAMSHA Matrix Program 
	1
	Yes   No
	XYes   No
	Yes   No
	1039

	
	Mental Health and Alcohol and Drug Services for Madison County 
	Madison County Outpatient Program 
	Individuals 5 years of age and older
	 
	Cognitive Behavioral Therapy, Motivational Interviewing
	1
	Yes   No
	XYes   No
	Yes   No
	6958

	
	Mental Health Services for Clark County 
	Youth Recovery Services 
	Youth/Children 5-18 years old
	 
	Cognitive Behavioral Therapy
	1
	Yes   No
	XYes   No
	Yes   No
	6958

	
	TCN Behavioral Health Services, Inc.
	Standard Outpatient I and Standard Outpatient II
	Adult Males and Females
	 
	Cognitive Behavioral Therapy, Motivational Interviewing
	2
	Yes   No
	XYes   No
	Yes   No
	1883

	


Intensive Outpatient




Intensive Outpatient
	TCN Behavioral Health Services
	AOD Outpatient Programs
	Greene County Youth
	 
	 
	1
	Yes   No
	XYes   No
	Yes   No
	11001

	
	Mental Health Services for Clark County
	Youth Recovery Services 
	Youth/Children 12-18 years old
	 
	Cognitive Behavioral Therapy
	1
	Yes   No
	XYes   No
	Yes   No
	6958

	
	TCN Behavioral Healthcare, Inc.
	Intensive Outpatient Program 
	Adult Males & Females
	 
	Cognitive Behavioral Therapy, Motivational Interviewing 
	2
	Yes   No
	XYes   No
	Yes   No
	1883

	
	Women’s Recovery Center
	Family Housing Program 
	Adult Females
	 
	Dual Diagnosis Treatment , Cognitive Behavioral Therapy, Motivational Interviewing 
	1
	Yes   No
	XYes   No
	Yes   No
	1123

	Day Treatment
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	COMMUNITY RESIDENTIAL (Level 2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Non-Medical
	Greene County Court of Common Pleas
	Greene Leaf Therapeutic Community Program 
	Adult Males & Females
	 
	Cognitive Behavioral Therapy 
	2
	Yes   No
	XYes   No
	Yes   No
	NA

	
	McKinley Hall
	Marvin's New Day House
	Adult Males 
	 
	Cognitive Behavioral Therapy, Motivational Interviewing 
	1
	Yes   No
	XYes   No
	Yes   No
	1039

	
	TCN Behavioral Health Services, Inc.
	Christopher House 
	Adult Males
	 
	Cognitive Behavioral Therapy, Motivational Interviewing
	1
	Yes   No
	XYes   No
	Yes   No
	1883

	
	Women’s Recovery Center
	Women’s Recovery Center Residential 
	Adult Females
	 
	Dual Diagnosis Treatment, Cognitive Behavioral Therapy, Motivational Interviewing 
	1
	Yes   No
	XYes   No
	Yes   No
	1123

	Ambulatory Detoxification Medication Assisted Treatment
	TCN Behavioral Health Services, Inc.
	 
	Adult Males and Females
	 
	 
	1
	Yes   No
	XYes   No
	Yes   No
	1883

	
	McKinley Hall
	 
	Adult Males and Females
	 
	 
	1
	Yes   No
	XYes   No
	Yes   No
	1039





TABLE 2: PORTFOLIO OF MENTAL HEALTH SERVICES PROVIDERS

	Promising, Best, or Evidence-Based Practice
	a. Provider(s) Name(s)
	b. MACSIS UPI(s)
	c. Number of Sites
	d. Program Name
	e. Funding Source (Check all that apply as funding source for practice)
	

f. Population Served (please be specific) 
	g. Estimated Number in SFY 2012
	h. Estimated Number  in SFY 2013

	 
	 
	 
	 
	 
	Medicaid + Match
	GRF (Not as Medicaid Match)
	Levy (Not as Medicaid Match)
	Other (Not as Medicaid Match)
	
	 
	 

	TF-CBT
	Mental Health Services
	6958
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth with trauma, SED, SA
	 20
	30

	
	Oesterlen Services for Youth
	10650
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth with trauma, SED, SA
	 30
	 40

	
	Rocking Horse Center
	12643
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth with trauma, SED
	 50
	 50

	
	WellSpring
	10501
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth with trauma, SED
	20
	20

	Supported Employment
	TCN Behavioral Health Services, Inc.
	1883
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI, SA
	 87
	95 

	
	Mental Health Service for Clark & Madison Counties
	6958
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI 
	27
	30 

	
	Housing Solutions of Greene Co., Inc.
	12708
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults, families with SPMI 
	246
	252

	Supportive Housing
	TCN Behavioral Health Services, Inc.
	1883
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI & SA
	 22
	 22

	
	Mental Health Service for Clark & Madison Counties
	6958
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI 
	 35
	 35

	Crisis Intervention Training (CIT)
	Mental Health & Recovery Board of Clark, Greene and Madison Counties
	 N/A
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Law enforcement, jail, court, consumers, MH, AOD staff
	24
	25

	Integrated Physical/Mental Health Services 
	Mental Health Services of Clark & Madison Counties
	 6958
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI & health problems
	184
	190

	
	Rocking Horse Center
	12643
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth, adults with MH, SED, SPMI, & health prob.
	680
	700

	
	TCN Behavioral Health Services, Inc.
	1883
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SA, SPMI
	2,496
	2,496

	Peer Support Services
	NAMI of Clark, Greene and Madison Counties
	 N/A
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with SPMI
	 300
	 300

	
	Elderly United
	10223
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Age 60+ with SPMI, gen. MH, SA, physical health conditions
	125
	125

	MI/MR Specialized Services
	Catholic Charities
	 11202
	 1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adults with MI/MR
	 45
	50

	
	WellSpring
	10501
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Youth/Adults with MI/MR
	50
	50

	Consumer/Family Psycho-Education
	NAMI of Clark, Greene and Madison Counties
	 N/A
	 2
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Consumers, Family, Friends with SED, SPMI
	 100
	125



Please complete the following ODMH Service Level Checklist noting anticipated changes in service availability in SFY 2012:

ODMH SERVICE LEVEL CHECKLIST: This checklist relates to your plan for SFY 2012.  The alignment between your planned and actual service delivery will be determined using MACSIS and Board Annual Expenditure Report (FIS-040) data during February 2012.


Instructions - In the table below, provide the following information:

1)   For SFY 2011 Offered Service: What services did you offer in FY 2011?
2)   For SFY 2012 Plan to: What services do you plan to offer?
3)   For SFY 2012 Medicaid consumer usage: How do you expect Medicaid consumer usage to change?
4)   For SFY 2012 Non-Medicaid consumer usage: How do you expect Non-Medicaid consumer usage to change?


	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service
Yes/No/Don’t Know
Circle the answer for each category
	(Question 2)

Plan to:
Introduce (Intro)
Eliminate (E)
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category

	Pharmacological Mgt.
(Medication/Somatic)

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mental Health
Assessment
(non-physician)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Psychiatric Diagnostic
Interview (Physician)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	BH Counseling and
Therapy (Ind.)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	BH Counseling and
Therapy (Grp.)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Resources & Coordination
	
	
	
	

	24/7 Hotline
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 Warmline
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	
Police Coordination/CIT

	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Disaster preparedness
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	School Response

	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service
Yes/No/Don’t Know
Circle the answer for each category
	(Question 2)

Plan to:
Introduce (Intro)
Eliminate (E)
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category

	Respite Beds  for Adults
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Respite Beds for Children & Adolescents (C&A)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Face-to-Face Capacity for Adult Consumers
	
	
	
	

	24/7 On-Call Psychiatric 
Consultation

	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by 
Clinical Supervisors
	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by Case Managers
	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mobile Response Team
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Central Location Capacity for Adult Consumers
	
	
	
	

	Crisis Care Facility
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital Emergency 
Department
	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital contract for 
 Crisis Observation Beds
	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Transportation Service to 
Hospital or Crisis Care 
Facility
 
	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	 Crisis Face-to-Face Capacity for C&A Consumers
	
	
	
	

	24/7 On-Call Psychiatric 
Consultation

	Yes    No    DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

				
	SFY 2011
	                                               SFY 2012

	Service Category
	(Question 1)

Offered Service
Yes/No/Don’t Know
Circle the answer for each category
	(Question 2)

Plan to:
Introduce (Intro)
Eliminate (E)
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category

	24/7 On-Call Staffing by 
Clinical Supervisors
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by Case Managers
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mobile Response Team
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Central Location Capacity for C&A Consumers
	
	
	
	

	Crisis Care Facility
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	I    D    NC    DK

	Hospital Emergency Department
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	I    D    NC    DK

	Hospital Contract for Crisis Observation Beds
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	I    D    NC    DK

	Transportation Service to Hospital or Crisis Care Facility 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	I    D    NC    DK

	
	
	
	
	

	Partial Hospitalization,
less than 24 hr.

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Psychiatric
Supportive Treatment
(Ind.)

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Psychiatric
Supportive Treatment
(Grp.)

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Assertive Community
Treatment (Clinical
Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Assertive Community
Treatment (Non-Clinical
Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Intensive Home Based
Treatment (Clinical
Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK





	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
Offered Service
Yes/No/Don’t Know
Circle the answer for each category
	(Question 2)
Plan to:
Introduce (Intro)
Eliminate (E)
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 3)
Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 4)
Non-Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category

	Intensive Home Based
Treatment (Non- Clinical
Activities)

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Behavioral Health Hotline
Service

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Other MH Svc, not
otherwise specified
(healthcare services)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Other MH Svc.,
(non-healthcare services)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Self-Help/Peer Services
(Peer Support)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Adjunctive Therapy
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Adult Education
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Consultation
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Consumer Operated
Service
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Employment
(Employment/Vocational)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Information and Referral
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Mental Health Education
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Occupational Therapy
Service

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Prevention
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	School Psychology
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Social & Recreational
Service
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Residence
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Crisis Care/Bed Adult  [see service definition below]

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service
Yes/No/Don’t Know
Circle the answer for each category
	(Question 2)

Plan to:
Introduce (Intro)
Eliminate (E)
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:
Increase (I)
Decrease (D)
No Change (NC)
Don’t Know (DK
Circle the answer for each category

	Crisis Care/Bed Youth [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Foster Care Adult

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Foster Care Youth [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Residential Care Adult (ODMH Licensed) [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Residential Care Adult (ODH Licensed) [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Residential Care Youth [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Respite Care/Bed Adult [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Respite Care/Bed Youth [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Permanent Supportive Housing (Subsidized Supportive Housing) Adult [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Independent Community Housing  Adult (Rent or Home Ownership) [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Temporary Housing Adult [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Forensic Service
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Inpatient Psychiatric
Service Adult (Private hospital only)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Inpatient Psychiatric
Service Youth (Private hospital only) 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK





ODMH <2012 Community Plan Adult Housing Categories
Please answer the following question for each category for your SPMI/SMI population:
For SFY 2012, please indicate the number of planned Units & Beds for Adults who are SPMI/SMI.
ODMH is also interested in knowing for each category how many beds/units are set-aside for the forensic sub-population and for those sex offenders who are a sub-population of SPMI/SMI.                                                                                                                                                                                                                                                                               
	Housing Categories 
	Definition 
	Examples 
	   Number of SPMI/SMI
     (Please include Forensic &  
           Sex Offender Sub-         
                Populations)
	  Number   of Units
	  Number   of Beds

	 Crisis Care 
	Provision of short-term care to stabilize person experiencing psychiatric emergency. Offered as an alternative to inpatient psychiatric unit. Staff 24 hours’ day/7 days a week. Treatment services are billed separately. 
	· Crisis Bed 
· Crisis Residential 
· Crisis Stabilization Unit

	
Total #:0
	0
	0

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	ODMH Licensed Residential Care 
 
	Includes room and board, and personal care 24/7 if specified in license. Rules in program or service agreement attached to housing are applicable. Treatment services are billed separately. Usually agency operated and staffed; provides 24-hour supervision in active treatment oriented or structured environment.
Type 1: Room & Board; Personal Care; Mental Health Services
Type 2: Room & Board; Personal Care
Type 3: Room and Board 
	· Licensed as Type I, II or III (Residential Facility Care)
· Residential Support
· Supervised Group Living
· Next-Step Housing from psychiatric hospital and/or prison

	
Total #:15




	2
	15

	
	
	· 
	Forensic #:1
	
	1

	
	
	· 
	Sex Offender #:
	
	

	
	
	· 
	
	
	

	ODH Licensed Residential Care 

	Includes room and board, and personal care 24/7 if specified in license. Rules in program or service agreement attached to housing are applicable. Treatment services are billed separately. Usually operator owned and staffed; provides 24-hour supervision in structured environment.
	· Adult Care Facilities
· Adult Family Homes
· Group Homes
	
Total #:15


	8
	17

	
	
	· 
	Forensic #:

	
	

	
	
	· 
	Sex Offender #:
		
	

	 Respite Care 
 
	Short-term living environment, it may or may not be 24-hour care. Reasons for this type of care are more environmental in nature. May provide supervision, services and accommodations. Treatment services are billed separately 
	·  Placement during absence of another caretaker where client usually resides 
·  Respite Care 
	
Total #:0
	
	

	
	
	· 
	Forensic #:

	
	

	
	
	· 
	Sex Offender #:
	
	

	Temporary Housing 

	Non–hospital, time limited residential program with an expected length of occupancy and goals to transition to permanent housing. Includes room and board, with referral and access to treatment services that are billed separately.
	· Commonly referred to and intended as time-limited, short term living
· Transitional Housing Programs
· Homeless county residence currently receiving services 
· Persons waiting for housing
· Boarding Homes
· YMCA/YWCA (not part of a supportive housing program) 
	
Total #:3
	1
	3

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Board/Agency Owned Community Residence 

	Person living in an apartment where they entered into an agreement that is NOT covered by Ohio tenant landlord law. Rules in program or service agreement attached to housing. Refers to financial sponsorship and/or provision of some degree of on-site supervision for residents living in an apartment dwelling. Treatment services are billed separately. 
	· Service Enriched Housing
· Apartments with non-clinical staff attached 
· Supervised Apartments 
· No leases: NOT covered by Ohio tenant landlord law

	
Total #:12
	3
	12

	
	
	· 
	Forensic #:1
	
	1

	
	
	· 
	Sex Offender #:
	
	

	Permanent  Supportive Housing (Subsidized Supportive Housing)
with Primary Supportive Services On-Site

	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.) 
	· HAP
· Housing as Housing
· Supervised Apartments
· Supportive Housing
· Person with Section 8 or Shelter Plus Care Voucher
· Tenant has lease
Supportive Services staff primary offices are on-site and their primary function are to deliver supportive services on-site; these staff many accompany residents in the community to access resources.
	
Total #:5
	1
	5

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Permanent  Supportive Housing (Subsidized Supportive Housing)
with Supportive Services Available
	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.)
	· HAP
· Housing as Housing
· Supervised Apartments
· Supportive Housing
· Person with Section 8 or Shelter Plus Care Voucher
· Tenant has lease
· Supportive Services staff primary offices are not on-site; supportive serve staff may come on-site to deliver supportive services or deliver them off-site. (In this model a primary mental health CPST worker may be delivering the supportive services related to housing in addition to treatment services.
	
Total #:49






	Multi and Single
	49

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	
	
	· 
	
	
	

	Independent Community Housing
(Rent or Home Ownership)
	Refers to house, apartment, or room which anyone can own/rent, which is not sponsored, licensed, supervised, or otherwise connected to the mental health system.  Consumer is the designated head of household or in a natural family environment of his/her choice.
	· Own home
· Person with Section 8 Voucher (not Shelter Plus Care)
· Adult with roommate with shared household expenses
· Apartment without any public assistance
· Housing in this model is not connected to the mental health system in any way.  Anyone can apply for and obtain this housing.
	
Total #:443



	Multiple
	443

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	


	

ODADAS Waivers

Waiver Request for Inpatient Hospital Rehabilitation Services

Funds disbursed by or through ODADAS may not be used to fund inpatient hospital rehabilitation services.  Under circumstances where rehabilitation services cannot be adequately or cost-efficiently produced, either to the population at large such as rural settings, or to specific populations, such as those with special needs, a Board may request a waiver from this policy for the use of state funds.
Complete this form providing a brief explanation of services to be provided and a justification for this requested waiver. Medicaid-eligible recipients receiving services from hospital-based programs are exempt from this waiver.

	

         A. HOSPITAL
	

    ODADAS UPID #
	

      ALLOCATION

	


	


	





B. Request for Generic Services

Generic services such as hotlines, urgent crisis response, referral and information that are not part of a funded alcohol and other drug program may not be funded with ODADAS funds without a waiver from the Department.  Each ADAMHS/ADAS Board requesting this waiver must complete this form and provide a brief explanation of the services to be provided

	

       B.AGENCY
	

ODADAS UPID #
	

      SERVICE
	

  ALLOCATION

	


	


	


	







SFY 2012 & 2013 ODMH Budget Templates

     The final budget template, narrative template and instructions will be 	 
             posted on the ODMH website (http://mentalhealth.ohio.gov) on
                               December 1, 2010.  (ORC Section 340.03)

See separate Excel files.





















Additional ODMH Requirements
(Formerly Community Plan – Part B)
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Board Membership Catalog for ADAMHS/CMHS Boards
Mental Health & Recovery Board of Clark, Greene and Madison Counties 
	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Jason Barlow
	Appointment           Sex                   Ethnic Group 
Clark County            M                     Caucasian
Commissioners

Officer                    Hispanic or Latino (of any race)
 Member                 No 
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                   |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                        |_| Professional
[bookmark: Check9]|_| Psychiatrist                                 |X| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

867 White Oak Drive
Springfield, Ohio 45504

	

	Telephone (include area code)

937-325-4346
	County of Residence

Clark 
	

	Occupation
Union representative
	

	Term

07/01/2009- 06/30/2013 (Not eligible for reappointment)
	Year Term Expires

June 30, 2013

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Beverly Quinn 
	Appointment           Sex                   Ethnic Group                                          ODADAS                 F                      Caucasian
Commissioners

Officer                    Hispanic or Latino (of any race)
 Member                           No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                   |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                 |X| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

205 Villa Dr.
New Carlisle, Ohio 45344

	

	Telephone (include area code)

937-845-0417
	County of Residence

Clark 
	

	Occupation
Retired
	

	Term

03/25/2010-06/30/2013+ (eligible for reappointment)
	Year Term Expires

June 30, 2013

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Col. James Vernon (Retired)
	Appointment           Sex                   Ethnic Group 
Greene County         M                    Caucasian
Commissioners

Officer                    Hispanic or Latino (of any race)
Board Vice Chair                    No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                   |_| Consumer
[bookmark: Check7]|X| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                 |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

380 Forestview Dr.
Fairborn, Ohio 45324

	

	Telephone (include area code)

937-878-9275
	County of Residence

Greene 
	

	Occupation
Retired Air Force
	

	Term

10/29/2009-06/30/2013+ (eligible for reappointment) 

	Year Term Expires

June 30, 2013 
	







	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Delvin Harshaw 
	Appointment           Sex                   Ethnic Group 
 Clark County           M                    African American 
 Commissioners

Officer                    Hispanic or Latino (of any race)
 Board Secretary                 No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                  |X| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

1900 Falmouth Avenue
Springfield, Ohio 45503

	

	Telephone (include area code)

937-399-2858
	County of Residence

Clark 
	

	Occupation
Retired Journalist
	

	Term

07/01/2009-06/30/2013+ (eligible for reappointment)
	Year Term Expires

June 30, 2013

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Julie Anthony 
	Appointment           Sex                   Ethnic Group 
 Madison County      F                     Caucasian
 Commissioners

Officer                    Hispanic or Latino (of any race)
 M H Chair                            No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                  |X| Advocate
|_| Other Physician

	Mailing Address (street, city, state, zip)

P.O. Box 102
Sedalia, Ohio 43151

	

	Telephone (include area code)

740-874-3412
	County of Residence

Madison 
	

	Occupation
Developmental Disabilities Professional 
	

	Term

12/21/2009-12/20/2013+ (Eligible for reappointment)
	Year Term Expires

December 20, 2013 

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Ben Harrison
	Appointment           Sex                   Ethnic Group 
 ODADAS                 M                    Caucasian

Officer                    Hispanic or Latino (of any race)
 AOD Chair                        No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |X| Professional
|_| Psychiatrist                                  |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

4763 Snider Rd.
Fairborn, Ohio 45324

	

	Telephone (include area code)

937-864-7053
	County of Residence

Clark 
	

	Occupation
Retired
	

	Term

03/11/2011-06/30/2014+ (Eligible for reappointment)
	Year Term Expires

June 30, 2014
	












	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Roger Roberts
	Appointment           Sex                   Ethnic Group 
Madison County      M                     Caucasian
Commissioners

Officer                    Hispanic or Latino (of any race)
Board Chair                              No

                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                     |_| Consumer
|_| Family Member                           |_| Family Member
[bookmark: Check8]|_| MH Professional                          |X| Professional
|_| Psychiatrist                                   |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

105 Riley Ave.
London, Ohio 43140

	

	Telephone (include area code)

740-852-2706
	County of Residence

Madison
	

	Occupation
Emergency Management Director, AOD Prevention Professional
	

	Term

12/10/2007-12/09/2011+(eligible for reappointment)

	Year Term Expires

December 9, /2011

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Lauren Ross
	Appointment           Sex                   Ethnic Group 
 Clark County                     F                     Caucasian 
Commissioners
Officer                    Hispanic or Latino (of any race)
 Member                              No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|X| Family Member                          |_| Family Member
|_| MH Professional                         |X| Professional
|_| Psychiatrist                                  |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

11750 Collins Arbogast Rd. 
South Vienna, Ohio 45369

	

	Telephone (include area code)

937-828-9205
	County of Residence

Clark 
	

	Occupation
Attorney
	

	Term

07/01/2010-06/30/2014+ (Eligible for reappointment)
	Year Term Expires

June 30, 2014

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Alexia A. Callahan 
	Appointment           Sex                   Ethnic Group 
 ODMH                    F                    African American
 

Officer                    Hispanic or Latino (of any race)
 Member                                No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|X| Consumer                                   |_| Consumer
|_| Family Member                         |_| Family Member
|_| MH Professional                        |_| Professional
|_| Psychiatrist                                 |_| Advocate
|_| Other Physician

	Mailing Address (street, city, state, zip)

614 West John St.
Springfield, OHhio 45506

	

	Telephone (include area code)

937-322-7286
	County of Residence

Clark
	

	Occupation
Secretary
	

	Term

02/04/2011-06/30/2014+ (Eligible for reappointment)
	Year Term Expires

June 30, 2014

	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Lt. James M. Hutchins
	Appointment           Sex                   Ethnic Group 
 Clark County           M                    Caucasian 
 Commissioners

Officer                    Hispanic or Latino (of any race)
Member                  No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                  |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

3248 Vernon Asbury Road
South Vienna, Ohio 45369

	

	Telephone (include area code)

937-568-4511
	County of Residence

Clark 
	

	Occupation
Police Officer (Lieutenant)
	

	Term

07/01/2009-06/30/2015+(Not eligible for reappointment)

	Year Term Expires

June 30, 2015
	

	Board Name
Mental Health & Recovery Board of Clark, Greene and Madison Counties
	Date Prepared
August 24, 2011

	Board Member
Kimberly Michael
	Appointment           Sex                   Ethnic Group 
   ODMH                   F                      Caucasian

Officer                    Hispanic or Latino (of any race)
Member                                 No
                                    
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
|_| Consumer                                    |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                  |X| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)

220 Fremont Ave.
Springfield, Ohio 45505

	

	Telephone (include area code)

937-325-9461
	County of Residence

Clark
	

	Occupation
Insurance
	

	Term

07/01/2011-06/30/2015+ (eligible for reappointment)

	Year Term Expires

June 30, 2015
	

































	Board Forensic Monitor and Community Linkage Contacts


a. Please provide the name, address, phone number, and email of the Board’s Forensic Monitor:

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Kara E. A. Marciani, Psy.D., ABPP
	Forensic Psychiatry Center, 600 Wayne Avenue

	Dayton
	45410
	937-463-2953
	kmarcian@eastway.org






b. Please provide the name, address, phone number, and email of the Board’s Community Linkage Contact:

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Mindy Vance*
	PO Box 300
	Orient
	43146
	614-877-2441 x7268
	Mindy.Vance@mh.ohio.gov



	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Kenyetta R. Travis
	1479 Collins Ave
	Marysville
	43040
	937-642-1065 x3066
	Kenyetta.Travis@mh.ohio.gov



	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Elizabeth Babka
	PO Box 540, 68518 Bannock Rd.
	St. Clairsville
	43950-0540
	740-695-5169 x2251
	Elizabeth.Babka@mh.ohio.gov


*Most referrals from M. Vance
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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.

Mental Health & Recovery Board of Clark, Greene and Madison Counties
ADAMHS, ADAS or CMH Board Name  (Please print or type)

y tf% &/ 2920 4

ADP(ﬁHS, MS or CMH Board Executive Director Dafe

8/22 /vy

" Datk

[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.)].

Documentation of review and approval by MHRB Alcohol/Drug Program Committee will
occur at the September 13, 2011 meeting. Board minutes will be provided as documentation
to the Departments following this meeting.

Community Plan Guidelines for SFY 2012-2013 September 29, 2010 R.
45
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