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		Introduction and Instructions for 
Completing the Community Plan Guidelines for SFY 2012 – 2013


INTRODUCTION

Attached please find a copy of the ODMH/ODADAS Community Plan Guidelines and Review Criteria.  These guidelines, which will cover SFY 2012 and 2013, represent the Departments’ efforts at streamlining statutory requirements and reducing administrative burden.  A draft of the guidelines was disseminated to key constituent groups for review and feedback and much of that feedback was incorporated into this version of the guidelines.

Plans will be reviewed by a joint ODMH/ODADAS team.  The focus of the Plan reviews will be to ensure that statutory requirements are met and to strengthen the Plan’s ability to serve as a marketing tool (utilizing the Plan to leverage shared resources with other systems and enhance collaboration) and blueprint for service provision.

The ODADAS Planning Committee of the Governor’s Shareholders Group produced a final report June 17, 2003 that continues to provide guidance to the development of the Community Plan guidelines.  The report identified seven priority issues related to Community Planning which have been expanded upon to address both the AOD and mental health system in light of this ODMH/ODADAS Community Plan guidelines effort:

1. The Community Plan should be a living, useful document with widespread applicability and awareness.  The Community Plan should be viewed as a management tool for the Board.  In this regard, the Plan is best used for marketing, resource development, service identification, delivery and evaluation.
2. Service planning needs to be purposefully connected with other related planning processes in the community.  The Plan should address shared community priorities where possible.  It should promote solution for priorities established by other entities within the service area.
3. The Planning Committee believed that it was important to identify “best practices” of Community Planning and share these practices with all counties.
4. It is important to identify tangible benefits for local communities that come from doing quality planning.
5. There must be a better connection between local Community Plans and Departmental funding priorities and decisions.  This allows local planners to support Departments’ initiatives and allow the Departments to promote local initiatives.  An improved connection between state and local planning places the field in a position to better advocate for and develop the system.  Community Plans and Department priorities should jointly be the basis for the development of state plans. 
6. Identify and eliminate activities that are non-productive to the planning process.
7. Recognize that local political process and activity influences Community Planning.
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The Governor’s Shareholders Group Planning Committee also identified key reasons for engaging in quality planning.  These included:

1. Improve the financial position of local behavioral health systems by attracting support from other areas that have a vested interest in assuring that a healthy alcohol and other drug and mental health system exists in the county.
2. Improve the ability of other systems to meet their needs and objectives.
3. A basis for marketing efforts that is needed to attract participation and support (investment) from other systems including the business community.
4. The Community Plan should be product oriented – its operationalization should result in concrete results based upon identified priorities.  This should be a community product related to mutually shared community priorities.

In summary, the Community Plan Guidelines for SFY 2012-2013 place an emphasis in clarity of outcomes and results within a planning process.  Boards are asked to describe Board goals (outcomes) that are consistent with and contribute to Department goals (outcomes) as well as to describe a plan for verifying that results are achieved.


INSTRUCTIONS FOR COMPLETING THE 
 COMMUNITY PLAN GUIDELINES FOR SFY 2012 - 2013

Application and Approval Process

The Community Plan for Alcohol, Drug Addiction and Mental Health Services for SFY 2012 – 2013 is due by December 30, 2010.  Boards are required to submit their Plan to ODMH and ODADAS by e-mail to communplan@ada.ohio.gov. Plans will not be accepted by fax or hard copy.  All Boards (ADAMHS, ADAS and CMH) must also submit two original hard copies of the completed signature page (page 45 of the Template) to:


ATTN: Matthew V. Loncaric
Ohio Department of Mental Health
30 East Broad Street, 8th Floor
Columbus, Ohio  43215-3430










ODMH and ODADAS staff will review the completed application within 60 days of receipt and notify each Board of its Plan approval or any required modifications or additions.  Complete application approval can occur only after ODMH and ODADAS receive and approve the SFY 2012 – 2013 Community Plan, including:


· ODADAS Only: SAMHSA notifies ODADAS of its final SAPT Block Grant award for FFY 2011;

· ODADAS Only: Boards are informed of their final allocations for SFY 2012 by ODADAS;

· ODMH Only: Approval of State Inpatient Bed Days & CSN Services;

· ODMH Only: Approval of Notification of Election of Distribution;

· ODMH Only: Approval of Agreement and Assurances (to be sent under separate cover);

· ODMH Only: Approval of Board Forensic Monitor and Board Community Linkage Contact;

· ODMH Only: Approval of Board Membership Catalog;

· ODMH Only: Approval of Board Budget Template and Narrative.


The Community Plan Guidelines are available on the ODMH and ODADAS websites: http://mentalhealth.ohio.gov/ and http://www.odadas.ohio.gov/.  With the exception of the signature page (two original signature pages must be mailed), applications will only be accepted via e-mail submission to communplan@ada.ohio.gov.


Completing the Guidelines

Boards must use the Community Plan Template (see page 42) to complete and submit their Plan.  The template includes all of the required headings for each section and each response in the Plan.  Instructions for completing the Community Plan Template follow:  

Boards must complete responses to each required item in Microsoft Word or other word processor software saved in a format that can be read by Microsoft Word and Excel VERSIONS 2003 or earlier using the template included with these guidelines.  The Board is expected to provide a response to all items in the Guidelines that are identified.




There are several items that are unique to the needs of ODMH or ODADAS.  For items required only by ODADAS, items are marked ADAMHS/ADAS Only.  Items required only for ODMH are marked ADAMHS/CMH only.  In these instances the CMH or ADAS Board may delete the heading of the item from the Community Plan Template prior to submitting the Plan to the Departments.  

Note that in several items the Departments ask Boards to respond, when applicable, to specific populations including deaf and hard of hearing, veterans and criminal justice involved clients or ex-offenders.  These are populations with which ODADAS and/or ODMH have a special interest either through federally-funded technical assistance efforts or programs or through statewide, interdepartmental initiatives such as Ohio Cares and the Forensic Strategies Workgroup.  Responses in the Community Plan will help to inform these efforts.

Provision of additional information and inclusion of documents in appendices

Boards may attach appendices as needed for the Community Plan; however, Plan reviewers will expect to find complete responses to items under the appropriate heading in the body of the Plan.  Appendices should be utilized for supporting documentation.

Example:  A Board responds to the methodology and findings questions of the needs assessment by writing “Please see Appendix X: Board Five-Year Strategic Plan.”  This is not an acceptable response.  An acceptable response would be to summarize, in the needs assessment section of the  Community Plan, the methodology and key findings of the needs assessment conducted for the five year strategic plan that have relevance for SFY 2012-2013, then note that the full five year strategic plan can be found in Appendix X.

Regional Webinars

In order to assist Boards in completing the application, regional webinars will be held.  Dates and times for the regional forums are: 
 
Tuesday, October 5 from 9:30 AM – 11:30 AM - Central Region:

· MH & Recovery Board of Ashland County
· MH & Recovery Board of Clark, Greene, & Madison Counties
· Crawford-Marion Board of ADAMHS
· Delaware-Morrow MH & RS Board
· Fairfield County ADAMH Board
· ADAMH Board of Franklin County
· Licking & Knox Counties MHRS Board
· Logan-Champaign Counties MHDAS Board
· Paint Valley ADAMH Board
· MHRS Board of Richland County
· MH & Recovery Board of Union County
· 
MH & Recovery Board of Wayne & Holmes Counties


Tuesday, October 5 from 1:00 PM – 3:00 PM - Southwest Region:

· ADAMHS Board of Adams, Lawrence & Scioto Counties
· Brown County Community Board of ADAMHS
· Butler County ADA Services Board
· Butler County Mental Health Board
· Clermont County MH & Recovery Board
· Gallia-Jackson-Meigs Board of ADAMHS
· Hamilton County MH & Recovery Services Board
· ADAMHS Board for Montgomery County 
· Preble County MH & Recovery Board
· Tri-County Board of Recovery & MH Services
· MHRS Board of Warren & Clinton Counties


 Wednesday, October 6 from 9:30 AM – 11:30 PM - Southeast Region:

· Athens-Hocking-Vinton 317 Board
· Belmont-Harrison-Monroe MH & Recovery Board
· Jefferson County Prevention & Recovery Board
· Muskingum Area ADAMH Board
· Portage County MH & Recovery Board
·   MHRS Board of Stark County
·   ADAMHS Board of Tuscarawas & Carroll Counties
· Washington County MH & AR Board


Wednesday, October 6 from 1:00 PM – 3:00 PM - Northwest Region:

· MHRS Board of Allen, Auglaize & Hardin Counties
· MH & Recovery Board of Erie & Ottawa Counties
· Four County ADAMH Board
· Hancock County ADAMHS Board
· Huron County ADAMHS Board
· MHRS Board of Lucas County
· Mercer, Van Wert & Paulding ADAMH Board
· MH & ADA Recovery Board of Putnam County
· MHRS Board of Seneca, Sandusky & Wyandot Counties
· Wood County ADAMHS Board



Thursday, October 7 from 9:30 AM – 11:30 AM - Northeast Region:

· Ashtabula County MH & Recovery Board
· Columbiana County MH & Recovery Board
· ADAMHS Board of Cuyahoga County
· Geauga Board of MHRS
· Lake County ADAMHS Board
· ADAS Board of Lorain County
· Lorain County Mental Health Board
·   Mahoning County ADAS Board
·   Mahoning County CMH Board
·   Medina County ADAMH Board
· County of Summit ADM Board
· Trumbull County MH & Recovery Board

If you cannot attend the regional webinar at your designated time, you may attend one of the other webinars.  The web link and phone number to access the regional webinars will be sent during the week of September 27, 2010.

Weekly Phone Question & Answer/Technical Assistance Sessions

Weekly phone Q&A/TA sessions between Boards and ODMH/ODADAS staff will take place each Wednesday beginning on October 13, 2010 and concluding with a final session on December 22, 2010.  Each session will be scheduled from 10:00 AM – 11:00 AM.  Questions not unique to a specific Board will be included in a Frequently Asked Questions (FAQ) on the ODMH and ODADAS websites.  The phone numbers to access the weekly Q&A/TA sessions will also be posted to the ODMH and ODADAS websites. 

Plan Review and Questions

Review criteria are attached in Appendix E and will be reviewed at the regional forums.  Questions from Boards regarding the Community Plan Guidelines should be directed to the following e-mail address communplan@ada.ohio.gov.  Boards will receive a written response via e-mail.  An FAQ will be developed and posted as questions are received from Boards.

Changes to the Plan

Consistent with ORC 340.03(A)(1)(c) and 3793.05, if a Board determines that it is necessary to amend a plan that has been approved, the Board is to submit the proposed change to Sanford Starr, Chief of the Division of Planning, Outcomes and Research at ODADAS (SStarr@ada.ohio.gov) and Carrol A. Hernandez, Assistant Deputy Director, Program & Policy Development at ODMH (Carrol.Hernandez@mh.ohio.gov).  For ADAMHS/CMH Boards only: If a significant change in budget should occur (i.e. 10 percent or more of the Board’s current annual allocation), the proposed change must be submitted to Holly Jones in the Office of Fiscal Administration at ODMH (Holly.Jones@mh.ohio.gov).  If the Departments do not respond within 30 days of the date of receipt, then the revision will be considered approved. 

Instructions for Completing the Cover Page: 

The Board must insert Board name and submission date where indicated.

Instructions for Completing Mission, Vision and Value Statements:

If the Board has a mission, vision and/or set of value statements, they can be inserted in the spaces indicated.  If the Board does not have a mission, vision and/or value statement, the heading of those statements can be removed from the Template.

Instructions for Completing Signature Page:

All Boards (ADAMHS, ADAS and CMH) must submit two original hard copies of the completed signature page (page 45 of the Template) to:

ATTN: Matthew V. Loncaric
Ohio Department of Mental Health
30 East Broad Street, 8th Floor
Columbus, Ohio  43215-3430

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.).

Section I: Legislative and Environmental Context of the Community Plan
Background and Instructions for Completing Section I of the Plan

Use the Community Plan Template (see page 42) to respond to each item described below. 


I. Legislative Context of the Community Plan


The legislative basis of the Plan defines the statutory “givens” that must be addressed by the Plan. The Departments have provided the legislative context section fully written in the Community Plan template.  The Board does not have to modify this portion of the Plan.


II. Environmental Context of the  Community Plan


The environmental context defines key economic, demographic, and social factors that will have an impact on the service delivery system.  A number of different processes or analyses can be used to help define the environmental context of the Plan.  For example, SWOT Analysis helps to identify internal factors – The strengths and weaknesses internal to the local system of care and external factors – The opportunities and threats presented by the external environment to the local system of behavioral care.

The guidelines do not prescribe a method of environmental analysis but rather ask Boards to address the results of an analysis that include at a minimum two themes of overriding importance that will shape the provision of behavioral health care today and into the future: the economy and healthcare reform.  Additionally, Boards are asked to discuss other key factors that will impact the provision of services including trends in clients who seek services.  Trend information must include a discussion of forensic clients.  Refer to the technical report of the Forensic Strategies Workgroup.  Finally, Boards should identify successes or achievements of the previous Plan.

NOTE on description of characteristics of clients who have sought services:  There is a number of priority populations mandated by federal or state legislation that Boards incorporate into the Plan.  In addition, there are locally derived priority populations that may also be reflected in the Board’s Plan. The response to characteristics of clients served informs the Departments, local systems with which the Board collaborates and the general public of the manner in which the Board is responding to this mix of priority populations.  Hence, the focus on characteristics of customers is not about reporting back to ODMH and ODADAS publicly available utilization data, but rather serves as a tool to provide a basis in understanding who is receiving services, and who is not.  This is especially important in times of fiscal retrenchment.



Economic Conditions and the Delivery of Behavioral Health Care Services

In response to this item, Boards may discuss their fiscal realities and constraints including Medicaid and Medicare issues that they encounter in providing behavioral health prevention and treatment 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 program costs or other budgetary planning efforts of the Board.

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.

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 as changes in services (e.g., problem gambling) and populations for behavioral health prevention, treatment and recovery services.

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

Question 4: Describe major achievements.

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

Section II: Needs Assessment
Background and Instructions for Completing Section II of the Plan

Use the Community Plan Template (see page 42) to respond to each item described below.  This section of the Plan includes a description of process and findings of the Board’s needs assessment regarding 1) prevention, 2) treatment and recovery services, and 3) capacity needs for behavioral health care.


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. 

Findings of the needs assessment

Question 7: Describe the findings of the needs assessment identified through quantitative and qualitative sources.
In the discussion of findings please be specific to:
a. Adult residents of the district hospitalized at the Regional Psychiatric Hospitals (ADAMHS/CMH only);
b. Adults with severe mental disability (SMD) and children and Youths with serious emotional disturbances (SED) living in the community (ADAMHS/CMH only);
c. Individuals receiving general outpatient community mental health services (ADAMHS/CMH only);
d. Availability of crisis services to persons without Medicaid and/or other insurance. (ADAMH/CMH only)
e. Adults, children and adolescents who abuse or are addicted to alcohol or other drugs (ADAMHS/ADAS only)
f. Children and Families receiving services through a Family and Children First Council; 
g. Persons with substance abuse and mental illness (SA/MI); and
h. Individuals involved in the criminal justice system (both adults and children)
i. Veterans, including the National Guard, from the Iraq and Afghanistan conflicts

Assessment of Capacity to Provide Behavioral Health Care Services Must Include the Following:

Access to Services

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.
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);
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);
		
Question 9: Workforce Development and Cultural Competence*:

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. 

Cultural Competence is a set of attitudes, skills, behaviors, and policies that enable organizations (e.g., Boards and Providers) and staff to work effectively in cross-cultural situations (*see Appendix D for State of Ohio definition).

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.

Question 10: Capital Improvements:

For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.

Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services
Background and Instructions for Completing Section III of the Plan

Use the Community Plan Template (see page 42) to respond to each item described below.  This section of the Plan requires Boards to describe how priorities were determined, and identify goals and objectives based on the needs assessment.  Priorities, goals, and objectives should be based on the needs assessment and a realistic appraisal of available resources.  Assume a flat budget.  Department priorities and goals are identified below for system capacity, prevention, treatment and recovery services. 

Boards are expected to align with Department priorities and goals and demonstrate that the Board’s efforts are making a contribution to the achievement or success of at least one each of the Department capacity, prevention and treatment and recovery services goals through funding, activities, or outcomes.  Boards may also identify additional priorities and goals determined locally.  

DEPARTMENT CAPACITY GOALS

Capacity development goals refer to infrastructure development goals that improve the system’s efficiency and effectiveness in providing access to services.
  
Behavioral Health Capacity Goals

· Reduce stigma (e.g., advocacy efforts)
· Mental Illness and Addiction are health care issues with an appropriate and necessary continuum of care that includes prevention/intervention and treatment and recovery services
· An accessible, effective, seamless prevention/intervention, treatment and recovery services continuum from childhood through adulthood
· A highly effective workforce
· Use a diversity of revenue sources to support Ohio's behavioral health system (e.g., apply for foundation and SAMHSA discretionary grants)
· Promote and sustain the use of “evidenced-based” policies, practices, strategies, supportive housing, peer support, and other programs
· Increase the use of data to make informed decisions about planning and investment
· Promote integration of behavioral healthcare and other physical health services 
· Maintain access to services to all age, ethnic, racial, and gender categories as well as geographic areas of the state
· Improve cultural competence of behavioral health system
· Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay
· Decrease nursing facility admissions and increase consumer choice consistent with Olmstead recommendations and the Unified Long Term Care Budget
· Adult and family of youth consumers report that they are satisfied with the quality of their care and participate in treatment planning
· Increase hiring of peers
· Increase access to web-based training systems
· Increase availability of professionals through HPSA in areas with shortages
· Increase the availability of school-based behavioral health services
· Increase availability of trauma-informed and trauma-focused care

DEPARTMENT PREVENTION PRIORITIES AND GOALS

Prevention Goals should address the Board’s priorities and project the level of change in condition or behavior for individuals, families, target groups, systems and/or communities. They should be related to the priority populations or initiatives identified below. Both AOD and MH Prevention targets may span the entire life cycle and do not need to be limited to addressing children and youth populations. 

Alcohol and Other Drug Prevention Priorities:

Key ODADAS prevention initiatives include: 
· Fetal Alcohol Spectrum Disorder 
· Childhood/Underage Drinking 
· Youth-Led Prevention 
· Evidenced-Based Practice
· Stigma Reduction 

ODADAS Priority Populations:

· AOD prevention is conceptualized in terms of lifespan.  ODADAS is committed to meeting the prevention needs of individuals and families over the lifespan for all populations, and to the promotion of safe and healthy communities.

Mental Health Prevention Priorities:

Key ODMH Prevention, Consultation & Education (PC&E) initiatives include: 
· Suicide Prevention
· Depression Screenings, including Maternal Depression Screenings
· Early Intervention programs
· Faith-based and culturally specific initiatives
· School-based mental health services/programs
· Stigma Reduction activities
· Crisis Intervention Training (CIT) and other Jail Diversion Activities

ODMH Priority Populations include: 
· Adults with SMI, SPMI, and SMD (see Appendix D)* 
· Children/youth with SED (refer also to Appendix D)*
· Youth and Young Adults in Transition
· Older Adults
· Deaf and Hard of Hearing
· Military Personnel/Veterans
· Individuals involved in the criminal justice system including juvenile justice and Forensic clients
· Individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility
· Individuals involved in the child welfare system

*The definition of serious emotional disturbance (SED) for children and youth and severe mental disability (SMD) for adults, which are based upon a combination of duration of impairment, intensity of impairment and diagnosis, are found in Ohio Administrative Code (OAC), 5122-24-01, “Certification definitions.”  These definitions historically had been used by ODMH in the distribution of funds to Boards.  In SFY 2000 the use of these definitions for funding ended, and the definitions remain in OAC as a guide to Boards to delimit priority populations in the planning and delivery of services.  These definitions should not be confused with an algorithm (based on post hoc determinations of intensity of services, age and diagnoses) used within MACSIS for ODMH to satisfy SAMHSA reporting requirements.  However, if Boards have not developed an independent means of determining the SMD/SED status of individual consumers, they may confidently rely upon the aggregate SMD/SED determinations found within the MACSIS Data Mart.  Aggregate SMD/SED determinations are made within MACSIS by the November following the end of the state fiscal year.

Alcohol and Other Drug Prevention Goals:
· Programs that increase the number of customers who avoid ATOD use and perceive non-use as the norm;
· Programs that increase the number of customers who perceive ATOD use as harmful;
· Programs that increase the number of customers who experience positive family management;
· Programs that increase the number of customers who demonstrate school bonding and educational commitment;
· Programs that increase the number of initiatives that demonstrate an impact on community laws and norms; and
· Programs that reduce the number of customers who misuse prescription and/or over-the-counter medications.

Mental Health Prevention Goals:
The following mental health prevention goals are the new direction set by SAMHSA as cited by Pamela Hyde, Administrator of SAMHSA, in a June 23, 2010 key note address to the National (Mental Health Block) Grantee Conference.  These prevention goals are more fully described in “Preventing Mental, Emotional and Behavioral Disorders Among Young People: Brief Report for Policy Makers,” Institute of Medicine, March 2009, but in brief include:

·    Strengthen families by targeting problems, teaching effective parenting and   communication skills, and helping families deal with disruptions (such as divorce) or adversities such as parental mental illness or poverty.
· Strengthen individuals by building resilience and skills and improving cognitive processes and behaviors.  
· Prevent specific disorders, such as anxiety or depression, by screening individuals at risk and offering cognitive or other preventative training (e.g. Red Flags).
· 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.
· Promote mental health through health care and community programs by promoting and supporting pro-social behavior, and emotional health, such as sleep, diet, activity and physical fitness.
· Programs that promote mental health and wellness for adults, especially for those with occurring chronic health conditions (e.g. cardio-vascular disease, diabetes). Programs that increase the number of persons that receive mental health screenings, brief intervention, referrals and treatment.
· Programs that decrease or eliminate stigma that are barriers to early intervention for emotional problems and mental illness.
· Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.
· Programs that provide screening and early intervention to older adults (e.g. Healthy IDEAS).


DEPARTMENT TREATMENT AND RECOVERY SERVICES PRIORITIES AND GOALS

Alcohol and Other Drug Priority Populations and Key Initiatives

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.  ODADAS is involved in several key initiatives directed at deaf and hard of hearing, veterans, and criminal justice involved clients.


Mental Health Priorities

Please refer to Appendix D for the most recent working definitions describing criteria related to SMI, SPMI and SED.  Please note that these definitions are still a work in progress and are not final. 


ODADAS Treatment and Recovery Services Goals

· Increase the number of customers who are abstinent at the completion of the program.
· Increase the number of customers who are gainfully employed at the completion of the program.
· Increase the number of customers who incur no new arrests at the completion of the program.
· Increase the number of customers who live in safe, stable, permanent housing at the completion of the program
· Increase the number of customers who participate in self-help and social support groups at the completion of the program.

ODMH Treatment and Recovery Support Goals
· Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
· Increase competitive employment.
· Decrease school suspensions & expulsions.
· Decrease criminal and juvenile justice involvement.
· Increase access to housing, including Supportive Housing
· Decrease homelessness.
· Decrease re-hospitalization at Regional Psychiatric Hospitals in 30 and 180 days.

Process the Board used to determine capacity, prevention, treatment and recovery support services priorities

Identify the Board’s process for determining capacity, prevention, treatment and recovery support services.

Question 11: Describe the process utilized by the Board to determine its capacity, prevention, treatment and recovery services priorities for SFY 2012 – 2013.  In other words, how did the Board decide the most important areas in which to invest their resources? 
  
Behavioral Health Capacity, Prevention, Treatment and Recovery Support Services Priorities, Goals and Objectives

Identify the Board’s priorities for capacity, prevention, treatment and recovery support services.

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.

	When addressing capacity goals and objectives please address the following:

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? 

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? (Please reference Appendix D for State of Ohio definition of cultural competence.) 

When addressing treatment and recovery services goals for ODADAS, please address the following:
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 a specific goals and objectives related to this allocation.

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.

When addressing treatment and recovery services goals for ODMH, please address the following:

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?

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?

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.

Section IV: Collaboration

Background and Instructions for Completing Section IV of the Plan
Use the Community Plan Template (see page 42) to respond to each item described below. 

To develop an efficient, comprehensive prevention and treatment service system, maximize resources and improve customer outcomes, it is essential for Boards to interact, coordinate and collaborate with provider agencies and a wide variety of other service systems and community entities some of which are statutorily required (e.g., County Family Planning Committee, Public Children’s Service Agency, Family and Children First Council, criminal and juvenile justice, clients/customers, the general public, and county commissioners.)  Description of collaborations and key partnerships should also include alcohol and other drugs/mental health, mental health/mental retardation, mental health and other physical health, schools, and faith-based and other community organizations and community coalitions.

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. 

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)?

Regional Psychiatric Hospital Continuity of Care Agreements

Question 22: ADAMHS/CMH Boards Only: To ensure a seamless process to access and improve continuity of care in the admissions, treatment and discharge between state hospitals and community mental health providers, describe how Continuity of Care Agreements have been implemented and indicate when and how training was provided to pre-screening agency staff.  Please indicate the number of system staff that has received training on the Continuity of Care Agreements.

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 regarding services for individuals involved in the child welfare system and identify monies the Board and county commissioners have available to fund the services jointly as required under Section 340.033(H) of the ORC.


		        Section V: Evaluation of the Community Plan

Background and Instructions for Completing Section V of the Plan

Use the Community Plan Template (see page 42) to respond to the following item: 

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. 

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?

INSTRUCTIONS TO COMPLETE PORTFOLIO OF PROVIDERS: 

Table 1: Portfolio of Alcohol and Drug Services Providers Instructions
Identify the Board’s current portfolio of providers within its local alcohol and drug service system, including both prevention and treatment providers.  Please include all in-county providers with which the Board contracts.  Boards are not required to include out-of-county Medicaid providers unless the Boards view it as critical services to meeting the needs of their consumers’ needs as specified in the Community Plan.  Please include the following specific information within each level of care (the matrix to be completed appears on page 54): a. provider name; b. provider specific program name; c. population served; d. for prevention programs the prevention level of universal, selected or indicated; e. identification of evidence-based practices; f. number of sites; g. whether the program or any of the sites are located outside of the Board area; h. the funding source; and i. MACSIS UPI.

Table 2: Portfolio of Mental Health Services Providers Using EBP Instructions
Identify the Board’s current portfolio of providers using EBPs within its local mental health service system.  Please include all in-county providers with which the Board contracts.  Boards are not required to include out-of-county Medicaid providers unless the Boards view it as critical services to meeting the needs of their consumers’ needs as specified in the Community Plan.  Please include the following specific information within each level of care (the matrix to be completed appears on page 55): a. provider name; b. MACSIS UPI; c. number of sites; d. program name; e. funding source; f. population served; g. estimated number of clients served in SFY 2012; and h. estimated number of clients served in SFY 2013.

 Evidence-Based Programs Defined:

Alcohol and Other Drug Prevention

Alcohol and other drug prevention defines Evidenced-Based Prevention to mean the prevention policies, strategies, programs and practices are consistent with prevention principles found through research to be fundamental in the delivery of prevention services; the prevention policies, strategies, programs and practices have been identified through research to be effective; the service delivery system utilizes evaluation of its policies, strategies, programs and practices to determine effectiveness; and the service delivery system utilizes evaluation results to make appropriate adjustments to service delivery policies, strategies, programs and practices to improve outcomes.</para>

Alcohol and Other Drug and Mental Health Treatment

ODADAS and ODMH have engaged work groups to address definitions and use of promising, best and evidence-based practices.  The diligent work of various groups and committees is in various stages of development, including documents in the form of recommendations to one or both Departments.  To the extent that these efforts are a work in progress and recommendations may not have been acted upon as of this date, the Departments will use the following SAMHSA definition of EBPs for the purposes of these guidelines:

A program, policy strategy or practice that has met any of the following criteria: a) has appeared in a peer journal and has demonstrated effectiveness, b) is current on at least one federal government approved list of programs (e.g., SAMHSA’s National Registry of Evidence-based Programs and Practices, or NREPP), c) data demonstrates that the program, policy, strategy or practice is evidence-based.  That is, the implementing organization uses an outcomes system which is data driven and outcomes focused resulting in an ability to demonstrate program impact towards outcomes.
APPENDIX A:

List of Separate Attachments for Submission


The following documents are being provided in Microsoft Word and Excel formats to help facilitate data collection. 

Microsoft Word Document:

· ODMH Agreement and Assurances (to be sent under separate cover) 

Microsoft Excel Documents:

· Table 1: Portfolio of Alcohol and Drug Services Providers
· Table 2: Portfolio of Mental Health Services Providers
· ODMH Service Level Checklist
· ODMH 2012 Adult Housing Categories
· ODMH SFY 2012 Budget Template (final version to be posted on the ODMH website: http://mentalhealth.ohio.gov on December 1, 2010.)
· ODMH SFY 2013 Budget Template (final version to be posted on the ODMH website: http://mentalhealth.ohio.gov on December 1, 2010.)


APPENDIX B: 


Definitions of Prevention


Prevention Defined—Alcohol and Other Drug Specific

Alcohol and other drug prevention focuses on preventing the onset of AOD use, abuse and addiction.  AOD prevention includes addressing problems associated with AOD use and abuse up to, but not including, assessment and treatment for substance abuse and dependence.  AOD prevention is a proactive multifaceted, multi-community sector process involving a continuum of culturally appropriate prevention services which empowers individuals, families and communities to meet the challenges of life events and transitions by creating and reinforcing conditions that impact physical, social, emotional, spiritual, and cognitive well-being and promote safe and healthy behaviors and lifestyles.  AOD prevention is a comprehensive planned sequence of activities that, through the practice and application of evidence-based prevention principles, policies, practices, strategies and programs, is intended to inform, educate, develop skills, alter risk behaviors, affect environmental factors and/or provide referrals to other services: 

· Universal Prevention Services:  Services target everyone regardless of level of risk before there is an indication of an AOD problem;
· Selected Prevention Services:  Services target persons or groups that can be identified as "at risk" for developing an AOD problem;
· Indicated Prevention Services:  Services target individuals identified as experiencing problem behavior related to alcohol and other drug use to prevent the progression of the problem.  These services do not include clinical assessment and/or treatment for substance abuse and dependence.

The term Alcohol and Other Drugs (AOD) includes, but is not limited to the following drugs of abuse - alcohol, tobacco, illicit drugs, inhalants, prescription and over-the-counter medications.

Culturally appropriate means the service delivery systems respond to the needs of the community being served as defined by the community and demonstrated through needs assessment activities, capacity development efforts, policy, strategy and prevention practice implementation, program implementation, evaluation, quality improvement and sustainability activities.

Evidenced-based Prevention means the prevention policies, strategies, programs and practices are consistent with prevention principles found through research to be fundamental in the delivery of prevention services; the prevention policies, strategies, programs and practices have been identified through research to be effective; the service delivery system utilizes evaluation of its policies, strategies, programs and practices to determine effectiveness; and the service delivery system utilizes evaluation results to make appropriate adjustments to service delivery policies, strategies, programs and practices to improve outcomes.

Prevention Service Delivery Strategies

Information Dissemination is an AOD prevention strategy that focuses on building awareness and knowledge of the nature and extent of alcohol and other drug use, abuse and addiction and the effects on individuals, families and communities, as well as the dissemination of information about prevention, treatment and recovery support services, programs and resources.  This strategy is characterized by one-way communication from source to audience, with limited contact between the two.

Alternatives are AOD prevention strategies that focus on providing opportunities for positive behavior support as a means of reducing risk taking behavior, and reinforcing protective factors.  Alternative programs include a wide range of social, recreational, cultural and community service/volunteer activities that appeal to youth and adults.

Education is an AOD prevention strategy that focuses on the delivery of services to target audiences with the intent of affecting knowledge, attitude and/or behavior.  Education involves two-way communication and is distinguished from information dissemination by the fact that interaction between educator/facilitator and participants is the basis of the activities.  Activities affect critical life and social skills including decision making, refusal skills, critical analysis and systematic judgment abilities.

Community-Based Process is an AOD prevention strategy that focuses on enhancing the ability of the community to provide prevention services through organizing, training, planning, interagency collaboration, coalition building and/or networking.

Environmental prevention is an AOD prevention strategy that represents a broad range of activities geared toward modifying systems in order to mainstream prevention through policy and law.  The environmental strategy establishes or changes written and unwritten community standards, codes and attitudes, thereby influencing incidence and prevalence of alcohol and other drug use/abuse in the general population.



Problem Identification and Referral is an AOD prevention strategy that refers to intervention oriented prevention services that primarily targets indicated populations to address the earliest indications of an AOD problem.  Services by this strategy focus on preventing the progression of the problem.  This strategy does not include clinical assessment and/or treatment for substance abuse and dependence.

Prevention Defined—Mental Health Specific

Mental Health Prevention, Consultation & Education (PC&E) Services:

Mental Health Prevention service means actions oriented either toward reducing the incidence, prevalence, or severity of specific types of mental disabilities or emotional disturbances; or actions oriented toward population groups with multiple service needs and systems that have been identified through recognized needs assessment techniques. Prevention service may include but is not limited to the following: competency skills building, stress management, self-esteem building, mental health promotion, life-style management and ways in which community systems can meet the needs of their citizens more effectively.  

Mental Health Consultation service means a formal and systematic information exchange between an agency and a person other than a client, which is directed towards the development and improvement of individualized service plans and/or techniques involved in the delivery of mental health services. Consultation service can also be delivered to a system (e.g., school or workplace) in order to ameliorate conditions that adversely affect mental health.  Consultation services shall be provided according to priorities established to produce the greatest benefit in meeting the mental health needs of the community. Priority systems include schools, law enforcement agencies, jails, courts, human services, hospitals, emergency service providers, and other systems involved concurrently with persons served in the mental health system.  Consultation may be focused on the clinical condition of a person served by another system or focused on the functioning and dynamics of another system. 

Mental Health Education service means formal educational presentations made to individuals or groups that are designed to increase community knowledge of and to change attitudes and behaviors associated with mental health problems, needs and services.  Mental health education service shall: 
 
· Focus on educating the community about the nature and composition of a community support program; 
· Be designed to reduce stigma toward persons with severe mental disability or serious emotional disturbances, and may include the use of the media such as newspapers, television, or radio; and
· Focus on issues that affect the population served or populations identified as unserved or underserved by the agency.

Prevention Service Categories by Population Served:

· Universal Prevention Services:  Services target everyone regardless of level of risk before there is an indication of a mental health problem or mental illness;
· Selected Prevention Services:  Services target persons or groups that can be identified as "at risk" for developing a mental health problem or mental illness; and
· Indicated Prevention Services:  Services target individuals identified as experiencing a mental health problem to prevent the progression of the problem.  These services do not include clinical assessment and/or treatment for mental health problems or mental illness.

APPENDIX C: 


Definitions and Evaluation Criteria for
Completing Section V Community Plan Evaluation

A. Definitions

1. Cost Analysis:  Measurement and analysis of expenditures incurred by Boards related to the purchase of alcohol, drug addiction and mental health services pursuant to the Community Plan.  Can be operationalized by costs accounted through MACSIS.

2. Cost effectiveness: This measure is defined as the ratio of cost to non-monetary units, and is used when both outcomes and costs are expected to vary.  Can be operationalized by measuring cost as identified in state or local data systems (MACSIS, PCS, OHBH, etc.). 

3. Cost efficiency: This analysis is used when differing services are known to produce the same outcome, and therefore the intent is to find the lowest cost way of producing the outcome.  Can be operationalized by measuring cost as identified in state or local data systems (MACSIS, PCS, OHBH, etc).  The difference between cost-effectiveness and cost-efficiency is that to use cost-efficiency, the outcomes-equivalence of various programs must be first established. 

4. Community acceptance: Primary constituents’ assessment of and satisfaction with services offered by the alcohol, drug and/or mental health providers and with the Board planning process.  Primary constituents are comprised of consumers, families, other organizations and/or systems (particularly major referral sources such as schools, justice, public welfare, etc).  For example, community acceptance may be assessed every two years through a survey of relevant planning and administrative organizations to determine the acceptability of the Board’s planning and coordinating efforts among these organizations.  Patterns of client referrals to provider organizations from schools, justice, public welfare, etc., may be analyzed on an annual basis to determine level of acceptance.  

5. Consumer outcomes:  Indicators of health or well-being for an individual or family as measured by statements or observed characteristics of the consumer/family, not characteristics of the system. These measures provide an overall status measure with which to better understand the life situation of a consumer or family.  

6. Community Plan: The plan for providing mental health services as developed by a Board and approved by the ODMH in accordance with section 340.03 of the Revised Code and for providing alcohol and other drug prevention and treatment services as developed by a Board and approved by ODADAS in accordance with section 340.033 of the Revised Code.

7. Criterion: A standard upon which a judgment is based.  This is currently not used.

8. Cultural relevance: Quality of care that responds effectively to the values present in all cultures.

9. Effectiveness:  The extent to which services achieve desired improvements in the health or well being for an individual or family.  (See cost-effectiveness.)

10. Efficiency: Accomplishment of a desired result with the least possible exertion/expense/waste.  (See cost efficiency.)

11. Evaluation:  A set of procedures to appraise the benefits of a program/service /provider/system and to provide information about its goals, expectations, activities, outcomes, community impacts and costs. 

12. Patterns of service use:  The analysis of relevant characteristics of persons in alcohol, drug addiction or mental health treatment compared with relevant characteristics of services received to determine who is receiving what level of service, and how those levels of service may appropriately differ among agencies.  This information, when compared to persons who are not in treatment (e.g., persons on waiting lists, Census data, prevalence/incidence data, etc), is the basis for accurate needs assessment, utilization review and other determinations of appropriate service delivery.  A calculation of certified community services by unit of analysis and time period can be conducted via the Claims Data Mart.[footnoteRef:1]  [1:  http://macsisdatamart.mh.state.oh.us/default.html
] 


13. Quality: The degree of conformity with accepted principles and practices (standards), the degree of fitness for the person’s needs, and the degree of attainment of achievable outcomes (results), consonant with the appropriate allocation or use of resources.

B. Evaluation Criteria

Boards should utilize the following criteria to assess the quality, effectiveness and efficiency of services paid for by a Board in whole or in part with public funds and provided pursuant to the Community Plan. 

1. Measurement and analysis of the patterns of service use in the Board area, including amounts and types of services by important client demographic and diagnostic characteristics and provider agency(ies) of the service district.

2. Measurement and analysis of the cost of services delivered in the service district by unit of service, service pattern, client characteristics and provider agency. 
3. Measurement and analysis of the levels of consumer outcomes achieved by clients in the service district, by service patterns, client characteristics and provider agency.  

4. Measurement and analysis of the cost-effectiveness and cost efficiency of services delivered in the service district, by service pattern, client characteristic and provider agency.

5. Measurement and analysis of the level of community acceptance of services offered by the alcohol and other drug and mental health providers and with the Board planning process.

6. Other measurements and analyses of quality, effectiveness and efficiency of services as agreed upon among ODMH, ODADAS and one or more Boards. 

C. Evaluation Data

Data necessary to perform analyses required under these guidelines should include but not be limited to client specific data related to services and costs, characteristics of persons served, and outcomes collected pursuant to ORC 5119.61(G) and (H).

D. Criteria for Data Quality 

The measures and analyses employed by a Board to review and evaluate quality, effectiveness and efficiency should comply with generally accepted methodological and analytical standards in the field of program evaluation.























										        APPENDIX D:

 Definition of Cultural Competence
and
			   Preliminary Definitions of SMI, SPMI & SED
 		           (these definitions are still in the development stage)

· Cultural Competence

	Cultural competence is a continuous learning process that builds knowledge, awareness, 	skills and capacity to identify, understand and respect the unique beliefs, values, customs, 	languages, abilities and traditions of all Ohioans in order to develop policies to promote 	effective programs  and services.

· Adult with Serious Mental Illness (SMI)  (working definition)

	I.	Must be eighteen (18) years of age or older; and

	II. 	Individuals with any DSM-IV-TR diagnosis, with the exception of the following 
exclusionary diagnoses, unless these conditions co-occur with another diagnosable mental or emotional disorder:
· Developmental disorders (tic disorders, mental retardation, pervasive 
            developmental disorders, learning disorders, motor skills disorders, and  
            communication disorders)
· Substance-related disorders
· Conditions or problems classified in DSM-IV-TR as “other conditions that 
            may be a focus of clinical attention” (V codes)
· Dementia, mental disorders associated with known or unknown physical 
            conditions such as hallucinosis, amnesic disorder or delirium sleep  
            disorders; and

	III.	Treatment history covers the client’s lifetime treatment for the DSM IV-TR 				diagnoses other than those listed as “exclusionary diagnoses” specified in Section 			II and meets one of the following criteria:
· Continuous treatment of six (6) months or more, or a combination of the 
            following treatment modalities: inpatient psychiatric treatment, partial 
            hospitalization or six (6) months continuous residence in a residential 
	program (e.g. supervised residential treatment program or supervised 	group home); or
· Two or more admissions of any duration to inpatient psychiatric treatment, 
	partial hospitalization or residential programming within the most recent 
	twelve (12) month period; or
· A history of using two or more of the following services over the most 	recent 	twelve (12) month period continuously or intermittently (this 	includes consideration of a person who received care in a correctional 	setting): psychotropic medication management, behavioral health 	counseling, CPST, crisis intervention; or
· Previous treatment in an outpatient service for at least six (6) months and a 
	history of at least two (2) mental health psychiatric hospitalizations; or
· In the absence of treatment history, the duration of the mental disorder is 
	expected to be present for at least six (6) months.

	IV.	Individuals with Global Assessment of Functioning Scale (GAF) ratings between 			40 and 60 (mid-range level of care need, tier 2).  Clinician discretion may be used 			in determining into which tier an individual with a GAF rating of 40-50 (either 			tier 1 or tier 2) should be placed.

· Adult with Serious and Persistent Mental Illness (SPMI)  (working definition)

	I.	Must be eighteen (18) years of age or older; and

	II. 	Individuals with any DSM-IV-TR diagnosis, with the exception of the following 
exclusionary diagnoses, unless these conditions co-occur with another diagnosable mental or emotional disorder:
· Developmental disorders (tic disorders, mental retardation, pervasive 
            developmental disorders, learning disorders, motor skills disorders, and  
            communication disorders)
· Substance-related disorders
· Conditions or problems classified in DSM-IV-TR as “other conditions that 
            may be a focus of clinical attention” (V codes)
· Dementia, mental disorders associated with known or unknown physical 
            conditions such as hallucinosis, amnesic disorder or delirium sleep  
            disorders; and

	III.	Treatment history covers the client’s lifetime treatment for the DSM IV-TR 				diagnoses other than those listed as “exclusionary diagnoses” specified in Section 			II and meets one of the following criteria:
· Continuous treatment of twelve (12) months or more, or a combination of 		the following treatment modalities: inpatient psychiatric treatment, partial 
            hospitalization or twelve (12) months continuous residence in a residential 
	program (e.g. supervised residential treatment program or supervised 	group home); or
· Two or more admissions of any duration to inpatient psychiatric treatment, 
	partial hospitalization or residential programming within the most recent 
	twelve (12) month period; or
· A history of using two or more of the following services over the most 			recent twelve (12) month period continuously or intermittently (this 	includes consideration of a person who received care in a correctional 	setting): psychotropic medication management, behavioral health 	counseling, CPST, crisis intervention; or
· Previous treatment in an outpatient service for at least twelve (12) months  
            and a history of at least two (2) mental health psychiatric hospitalizations; 	or
· In the absence of treatment history, the duration of the mental disorder is 
	expected to be present for at least twelve (12) months.

	IV.	Individuals with Global Assessment of Functioning Scale (GAF) ratings of 50 or 
		below (highest level of care need, tier 1).  Clinician discretion may be used in 
		determining into which tier an individual with a GAF rating of 40-50 (either tier 1 		or tier 2) should be placed.

· Child or Adolescent with Serious Emotional Disturbance (SED)  (working definition)

	I.		Zero (0) years of age through seventeen (17) years of age (youth aged 18-21 who 				are enrolled in high school, in Department of Youth Services or Children Services  
			custody or when it is otherwise developmentally/clinically indicated may be 					served to assist with transitioning to adult services), and

	II.	Individuals with any DSM-IV-TR diagnosis, except developmental disorders (tic 
			disorders, mental retardation, pervasive developmental disorders, learning 						disorders, motor skills disorders and communication disorders), substance-related 				disorders, or conditions or problems classified in DSM-IV-TR as “other 						conditions that may be a focus of clinical attention” (V codes) unless these 					conditions co-occur with another diagnosable mental or emotional disorder, and

	III.         Assessment of impaired functioning at age appropriate levels and difficulty with 				age appropriate role performance with a Global Assessment of Functioning Scale 				(GAF) score below 60.  Clinical discretion may be used to place individuals with 				GAF scores between 50 and 60 in a lower intensity of services (Mental/Emotional  
                  Disorder), and

	IV.        Duration of the mental health disorder has persisted or is expected to be present for 
                  six (6) months or longer.	

· Child, Adolescent, or Adult that does not meet the aforementioned criteria but for whom additional services are medically necessary and documentation contained in the client’s record supports:

· There is reasonably calculated probability of continued improvement in the client’s 
         condition if the requested healthcare service is extended and there is reasonably  	calculated probability the client’s condition will worsen if the requested 	healthcare 	service is not extended.

APPENDIX E:

 COMMUNITY PLAN REVIEW CRITERIA

The following criteria and process will be used to review and evaluate Community Plans that are complete.  

The evaluation is divided into seven sections, including Legislative and Environmental Context of the Community Plan, Needs Assessment, Priorities, Goals and Objectives for Capacity, Prevention and Treatment and Recovery Services, Collaboration, Evaluation, ODADAS Service Waivers and Portfolios of Mental Health and Alcohol and Other Drug Services.

Individual Plans will be evaluated through a process of group review. Generalist staff from ODADAS and ODMH will participate in several work groups, each charged with evaluating a portion of the 50 Plans.  Individuals in each group will independently read and evaluate the Plans, then come together to discuss the rationale for their evaluation and reach a consensus on a final evaluation. Comments will provide an explanation for the final evaluation in each section. 

All sections and subsections of the Plan will need to be evaluated at least "adequate" for the Plan to be recommended for approval. Sections and subsections evaluated as "complete and thorough" will be considered for commendation. Written feedback will be provided to Boards regarding final evaluations and reviewer comments. Evaluations and comments will not be publicized but will be a public document that is available upon request. 

A "disapproval" designation will be given to any section or subsection that is not evaluated as "adequate" and the Board will have an opportunity to revise and resubmit the Plan. Since the Plan is considered an application for funds from ODADAS and  ODMH, financial consequences may result if the Plan is not approved, since eligibility for state and federal funding is contingent upon an approved Plan or relevant part of a Plan, (See ORC 340.033(A)(3) and 340.03 (A)(l)(c)). 

Section: Signature Page

Two Copies of Signature Page Received:    ________ Yes (A Plan cannot be approved without completed signature page)

Section I: Legislative and Environmental Context of the Community Plan
Sub-Section II. Environmental Context for the Community Plan

Questions Regarding: 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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).










Question Regarding:  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

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Question Regarding: 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 as changes in services and populations for behavioral health prevention, treatment and recovery services.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Sub-Section III.  Major Achievements and Significant Unrealized Goals of the SFY 2010-2011
Community Plan

Question Regarding: Major Achievements

	Question 4: Describe major achievements.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Unrealized Goals

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

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).










Section II: Needs Assessment
	
Sub-Section: 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

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).





Sub-Section: Findings of the needs assessment

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

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Sub-Section: Assessment of Capacity to Provide Behavioral Health Care Services Must Include
the Following:
			
Question Regarding: Access to Services 

	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, and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Access to Services

	Question 8(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)

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).







Question Regarding: Access to Services

	Question 8(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)

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding:  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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Workforce Development and Cultural Competence

	Question 9(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 and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Capital Improvements 

	Question 10: For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).









Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services
Sub-section: Identify the Board’s process for determining capacity, prevention, treatment and recovery support services.

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

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Sub-section: Identify the Board’s priorities for capacity, prevention, treatment and recovery support services.

	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.

	|_|  No relationship between Needs Assessment and Goals & Objectives ,  or
|_| Discontinuities between Needs Assessment and Goals & Objectives
	|_| Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	|_| There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives



		Sub-section:  When addressing capacity goals and objectives please address the following:

Question Regarding: 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? 

	|_|  No relationship between Needs Assessment and Goals & Objectives ,  or
|_| Discontinuities between Needs Assessment and Goals & Objectives
	|_| Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	|_| There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives



Question Regarding: 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, staff training, and addressing disparities in access and treatment outcomes? (Please reference Appendix D for State of Ohio definition of cultural competence.)

	|_|  No relationship between Needs Assessment and Goals & Objectives ,  or
|_| Discontinuities between Needs Assessment and Goals & Objectives
	|_| Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	|_| There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives




   Sub-section: When addressing treatment and recovery services goals for ODADAS, please address the 	following:
Question Regarding: ORC 340.033(H) Goals (ADAMHS and ADAS Boards)
	Question 15: To improve accountability and clarity related to ORC 340.033(H) programming, ADAMHS and ADAS Boards are required to develop a specific goals and objectives related to this allocation.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: HIV Early Intervention Goals (ADAMHS and ADAS Boards)
	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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Sub-section: When addressing treatment and recovery services goals for ODMH, please address the 	following:

	Question 17: 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?

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Question Regarding:  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? 

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Question Regarding: 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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).





Section IV: Collaboration

Question Regarding: 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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: 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)?

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Question Regarding: Regional Psychiatric Hospital Continuity of Care Agreements

	Question 22: ADAMHS/CMH Boards Only: To ensure a seamless process to access and improve continuity of care in the admissions, treatment and discharge between state hospitals and community mental health providers, describe how Continuity of Care Agreements have been implemented and indicate when and how training was provided to pre-screening agency staff.  Please indicate the number of system staff that has received training on the Continuity of Care Agreements.

	|_| Did not describe any processes used to implement Continuity of Care Agreements, or
|_| Partial description of processes used to implement Continuity of Care Agreements, but not well documented.
	|_| Adequate description of processes used to implement Continuity of Care Agreements, including the training of Provider staff and the number of Provider staff trained
	|_| A success model for implementing Continuity of Care Agreements.  




Question Regarding: 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 regarding services for individuals involved in the child welfare system and identify monies the Board and county commissioners have available to fund the services jointly as required under Section 340.033(H) of the ORC.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Section V: Evaluation of the Community Plan

Question Regarding: 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. 

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).




Question Regarding: 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.

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Determining Success of the Community Plan for SFY 2012-2013

	Question 25(a): How will the Board engage contract agencies and the community in evaluation of the  Community Plan for behavioral care prevention and treatment services

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Determining Success of the Community Plan for SFY 2012-2013

	Question 25(b): What milestones or indicators will be identified to enable the Board and its key stakeholders track progress toward achieving goals?

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Determining Success of the Community Plan for SFY 2012-2013

	Question 25(c): What methods will the Board employ to communicate progress toward achievement of goals?

	|_| Minimal description, much missing information., or
|_| Partial description but significant omissions.
	|_| Adequate description, relevant areas addressed (i.e., complete documentation).
	|_| An outstanding description (i.e., outstanding clarity, organization and documentation).






Section: ODADAS Waivers

Was an ODADAS Waiver Requested for:
Generic Services					 ________ Yes    ________ No
Inpatient Hospital Rehab Services 	 ________ Yes    ________ No                               



Section: Template for Submitting the Community Plan

Sub-Section:  Table 1: Portfolio of Alcohol and Drug Services Providers Instructions

	Identify the Board’s current portfolio of providers within its local alcohol and drug service system, including both prevention and treatment providers.  Please include all in-county providers with which the Board contracts.  Boards are not required to include out-of-county Medicaid providers unless the Boards view it as critical services to meeting the needs of their consumers’ needs as specified in the Community Plan.  Please include the following specific information within each level of care (the matrix to be completed appears on page 54): a. provider name; b. provider specific program name; c. population served; d. for prevention programs the prevention level of universal, selected or indicated; e. identification of evidence-based practices; f. number of sites; g. whether the program or any of the sites are located outside of the Board area; h. the funding source; and i. MACSIS UPI.

	|_| Not Completed 

	|_| Completed





Sub-Section:  Table 2: Portfolio of Mental Health Services Providers Using EBP Instructions

	Identify the Board’s current portfolio of providers using EBPs within its local mental health service system.  Please include all in-county providers with which the Board contracts.  Boards are not required to include out-of-county Medicaid providers unless the Boards view it as critical services to meeting the needs of their consumers’ needs as specified in the Community Plan.  Please include the following specific information within each level of care (the matrix to be completed appears on page 55): a. provider name; b. MACSIS UPI; c. number of sites; d. program name; e. funding source; f. population served; g. estimated number of clients served in SFY 2012; and h. estimated number of clients served in SFY 2013.

	|_| Not Completed 

	|_| Completed





Summary Comments (Including overall strengths of the Plan, aspects of the Plan that could be improved, recommendations for technical assistance):


Review Team Recommendation:


Recommend Plan Approval: ____________     Date: _______________

Recommend Plan Approval with Corrective Action:  _____________   Date: ______________

Specify Corrective Action Required: 


Recommend Plan Disapproval: ______________   Date: ______________



Specify actions required of the Board in order to resubmit the Plan:



Review Team Members (Name and Department):

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 
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Clermont County Mental Health and Recovery Board (CCMHRB)

MISSION STATEMENT

The CCMHRB, under local leadership, shall plan and make provisions for comprehensive mental health and recovery services that are accessible to all residents of Clermont County and shall evaluate the delivery and effectiveness of these services.

VISION STATEMENT

The CCMHRB’s vision is to be a Board that will continue to earn the respect of the community through the thoughtful and intelligent allocation of limited resources.  These responsible fiduciary decisions will yield the highest quality of mental health and alcohol/drug services for consumers possible.  The Board will be an integral contributor to decisions regarding the mental health and alcohol/drug treatment and prevention programs within the community and will play a major role to increase public awareness of the realities of mental illness and substance use disorders.

VALUE STATEMENTS

CCMHRB, committed to sustaining a quality behavioral health system, accepts its responsibility to:
1) Provide access to appropriate, effective treatment for individuals experiencing or recovering from mental illness and/or alcohol/drug issues; 
2) Support passionately programs for prevention and early intervention, essential elements in a community-based system of care;
3) Respect consumers, family members, clinicians, and other supporting professionals and staff;
4) Respond to the changing needs of the consumers;
5) Comply with all government regulations;
6) Act in a fiscally responsible way, protecting the best interest of Clermont County residents in allocating resources;
7) Foster innovative approaches to meeting indentified service needs;
8) Maximize resources by seeking and fostering collaborative ventures;
9) See the best value in service partners;
10) See and support best clinical practices that are evidence based;
11) Speak with one voice to the public on Board decisions and issues.

To achieve our vision, CCMHRB will:
1) Make decisions based on clearly defined priorities; available funding, identified needs, outcomes and community input;
2) Adjust services to meet both changing and unmet community needs;
3) Fund and monitor a fiscally responsible service delivery system that provides seamless services for consumers;
4) Plan, deliver and monitor an array of services that assigns responsibility and accountability to service providers;
5) Link the community with mental health and alcohol/drug resources;
6) Advocate for an environment that supports recovery;
7) Ensure services are accessible;
8) Maintain an adequate and competent staff equipped to carry out Board priorities;
9) Encourage innovation and creativity in the community system of care;
10) Increase the impact of resources through partnering for joint services;
11) Maintain a strong image, resulting in local financial support;
12) Enhance the general public’s understanding about mental health and alcohol/drug treatment and prevention;
13) Offer opportunities for citizens and group to become actively involved in helping in the recovery process;
14) Advocate at both the State and Federal levels;
15) Utilize state-of-the-art technology and evidence based clinical practices to increase operational efficiency and effectiveness.



SIGNATURE PAGE 
Community Plan for the Provision of Alcohol, Drug Addiction and Mental Health Services 
SFY 2012-2013


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).
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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

I. 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.

II.   Environmental Context of the Community Plan

A.1. Economic Conditions and the Delivery of Behavioral Health Care Services 

There are many conditions that impact the access and delivery of behavioral health care services in Clermont County.  These conditions include the economic situation of the county’s residents; availability of resources and funding; and ability to recruit and retain qualified behavioral health professionals.  Structural and social factors that affect how individuals and populations manage their health and interact with the health care system also impact the delivery of behavioral health care services.  Social determinants of health can include income and social status, education, employment, gender and culture.  

In terms of the economic condition in Clermont County, unemployment has significantly impacted Southwest Ohio.  According to United Way statistics, the unemployment rate for Southwest Ohio has been slightly higher than the national average.  The Southwest region of Ohio has experienced a 114.6% increase in unemployment in the last two years.   The unemployment rate in Clermont was as high as 10.6% in 2009.  However, by October 2010, the unemployment rate in Clermont County had improved to 9.2 percent.  As of June 2011, the unemployment rate in Clermont County had improved somewhat to 9.1.  This is lower than the State average of 9.2.  While our unemployment rate has improved, Clermont County has a high rate of individuals that are considered the “working poor”.   The large percentage is partially due to under education and under employment, as well as lack of access to public transportation.  According to the Clermont County Chamber of Commerce, a large portion of our work force is in the service related industries.  Clermont has also lost several large manufacturing companies that employed many residents.  Many residents have lost their jobs and have also lost medical insurance coverage.  Many other residents are employed in service industry jobs that do not offer medical insurance.  Cultural factors also influence the state of our county.  A majority of Clermont residents identify themselves as Appalachian.

Clermont County is the western most designated Appalachian county in Southwest Ohio. According to the Health Policy Institute of Ohio, in 2009, adults from Appalachian counties were more likely than those in Metropolitan counties to live in poverty, lack a high school diploma, not be working, be uninsured, have unmet health needs, consider themselves in poor health, and have adverse health outcomes.  Reports show that Appalachian adults are 30% more likely to live at or below 200% of poverty.  Appalachian adults are also 70% more likely to not have a high school diploma.  Appalachian adults also report that they are 40.76% more likely to be unemployed.   These statistics are similar to the characteristics of the majority of our county.

While Clermont is considered an Appalachian County, we also have a small part of the County that is considered suburban.  The wide mix of rural and suburban in our county can skew the statistics, and over shadow the actual need of our residents.  For instance, while one third of Clermont residents are below 200% of poverty, our median income is $57,877 as compared to the State average of $45,467.  The per capita income provides a somewhat better perspective, with an average of $27,497 as compared to the State average of $24,830.   As the Health Policy Institute of Ohio found, adults in Suburban counties were less likely than those in rural counties to live in poverty, lack a high school diploma, not be working, consider themselves in poor health and be uninsured.  While the suburban areas of the County are only a small portion of the County, they make up a larger portion of the population, and therefore do not provide an adequate picture of the need of our entire county.  A large majority of our residents are struggling financially.  

According to the Health Policy Institute of Ohio, the poverty rate in Clermont County is as follows:
Clermont 		Ohio
90% or below Federal Poverty Level		15.4%			
100% Federal Poverty Level				16.3%			13.7%
138% Federal Poverty Level				21.8%
200% Federal Poverty Level				32.36%

Over forty five percent (45.6%) of Clermont’s children are at or below 200% of poverty.  Clermont County also has a large portion of its residents that are considered the ‘working poor’. These individuals, more often than not, have no medical insurance, and therefore have limited access to medical care.   Further, lack of access to public transportation may increase the difficulty with connecting to needed services. 


A.2. Delivery of Behavioral Health Care Services

All of the factors discussed above combine to impact the delivery of behavioral health services in Clermont County.  Further, decreased State funding for behavioral health care, decreased levy funding due to a decrease in property taxes, limited community resources, the percentage of individuals without insurance and increased need for services also impact the delivery of behavioral health services and have put considerable strain on the system.    

The recession has increased the need for services at the very time that our system has received funding cuts that have resulted in decreased access to services.  The budget cuts from ODMH and ODADAS in FY10 and FY12 have heavily impacted our behavioral health care system.  The Board has been deficit funding services for the past several years, spending down its reserves in order to keep our system of care in place.  With the large funding cut from the State in SFY10, the Board deficit funded by almost $2 million.  The mental health contract agencies both also took substantial funding cuts in FY10.  To preserve the integrity of the system, these funding cuts were phased in over a two year period.  The reductions in services that occurred in SFY10 were only the first step in planning to “right size” the system to have expenses more closely mirror revenues. State funding cuts for FY12 and FY13 have resulted in a $2.7 million deficit for our system of care and thus that amount of cuts over the biennium.  Again, the agencies will be required to substantially cut services, since the Board’s reserves will be depleted by the end of FY13.

In FY10, the small amount of counseling services previously available to non-SMD adults was completely cut.  The children’s mental health system was required to redevelop their intake process, and stopped conducting face to face pre-intake appointments or ‘consultation time’.  The AOD system was not hit as hard; however, outpatient services were downsized.  In FY12, the AOD system will receive heavy funding cuts, and will downsize outpatient services even more, focusing primarily on intensive outpatient services.  AOD prevention services have been severely cut.  The mental health system is reducing supportive housing support for adults with severe mental disabilities, and the intensive CPST services and counseling services will be severely limited. The children’s mental health services impacted include  reducing early childhood treatment, prevention and consultation services, and outpatient counseling further, which will result in a greater waiting lists.  

The reduction of funding has resulted in individuals for the most part having to either be connected with services through the criminal justice system by committing a crime, or become so seriously ill that they meet the eligibility requirements for services, including multiple hospitalizations.  The reduction of funding has all but eliminated prevention services and services available to individuals that are not severely impaired.  The safety net has begun to fail.  Our county residents depend on this behavioral health safety net.  Individuals without insurance or a means to pay for services now have even more limited access to all services except crisis intervention services.  Over 15% of our residents lack insurance and therefore depend on our system of care for treatment.  That is approximately 13,000 individuals that might need our services at some point.

While the CCMHRB was fortunate to pass our Mental Health levy in November 2010, the levy was only a renewal, and is only .5 mil. The Board has had that .5 mil levy since 1981.  All attempts to increase the millage or to try for an additional levy have failed by wide margins.  The current .5 millage is insufficient to meet local needs.  Further, due to the economic environment, the CCMHRB is receiving less levy funds than we did 5 years ago.  The availability of levy funds is crucial to our system since they supplement services for those individuals who do not have insurance.  The levy funding directly impacts access to services and does not provide enough funding to withstand large State level budget cuts. However, trying for a replacement levy was not an option in the current economic climate.

The newly implemented Medicaid Cost Containment policies may result in increased difficulty for access to needed services for adults with SMD.  In FY09, the Board together with its contract adult mental health agency developed and implemented a level of care system in order to provide access to intensive CPST services.  The adult mental health agency’s service rates have been at the Medicaid ceiling for many years, and the agency stated that they cannot provide services based on need if they are not reimbursed at the full rate.  The agency will be determining access to services in part based on the cost containment policies, and in order to alleviate discrepancies between services received by Medicaid vs. non-Medicaid clients, will implement similar controls for non-Medicaid clients.

Clermont County also has limited community resources for our residents.  Like many rural areas, Clermont lacks a comprehensive public transportation system, isolating individuals who live in rural parts of the county and do not have access to private vehicles.  Access to health care providers and employment opportunities are therefore limited.  As such, it is important that mental health and substance use services be available in remote areas of the County and also be provided in the home or other locations such as schools.  The Board supports home based services, outstations for services, and school-based prevention and mental health services to meet the needs of our County and especially Appalachian residents who are often reluctant to seek services outside their small communities.  While the Board supports home-based services, providing these services can place a strain on the system by having a negative impact on productivity.  When behavioral health professionals are having to drive many miles to see clients, in a County with significant geographic square miles, the amount of time they can spend in billable activity is negatively impacted.  Some of this ‘down time’ is absorbed in the unit cost of services, but as the need for services increases and the unit cost is at the ceiling, agencies are having more difficulty financially, and the Board is unable to provide much assistance due to the strain on resources.  Unfortunately, these services are the first services to be cut in times of budget constraints, further isolating those individuals from needed healthcare.  

A.3. Cost cutting:  partnership, performance measures, budget planning and ranking of services, 

The Board and its contract agencies are dedicated to providing quality services that are effective and efficient.  The Board and the contract agencies work closely to monitor cost-saving measures and develop and implement operational efficiencies.  The belief in Clermont County continues to be that resources have never been adequate to meet needs, so it is imperative that structures or processes be put in place to direct as much of the resources toward services as possible. That same philosophy drives the Board’s decision-making and its focus on the priority being services not administration, and accounts for the administrative overhead for Board operations remaining very low.  

The last several years have proven to be very challenging for our County system.  Through FY11, the Board has continued to deficit fund in order to decrease the impact to the community of the funding reductions and to try to address increasing needs fueled in part by our growing population.  However, with the FY12-13 budget reductions, the Board reserves will be depleted.   The Board continues to be very pro-active in utilizing its limited funding to serve the increasing needs of the consumers in our County. The Board conducts a yearly planning meeting with the Board of Directors and the contract agencies to rank and determine what our needs and priority services should be for each fiscal year.  The Board works closely with the contract agencies to determine what services could be reduced that would have the minimum impact on the system.  The Board meets on a regular basis with the contract agencies, and the agencies present monthly to the Board of Directors.  Several years ago, the Board developed a process to address the continual reductions in State funding.  The contract agencies are first asked to present to the Board of Directors what services they believe are critical or essential services that must occur in order to meet the needs of their consumers.  Second, the contract agencies are asked to give the Board of Directors suggestions on what services could be reduced without creating difficulty for the system.  Third, during the annual Board of Directors retreat, the Board of Directors, with assistance from the Board staff and the information provided by the agencies, are asked to rank all funded services in terms of critical need, ability to sustain partial cuts, and ability to de-fund services.  Fourth, the Board presents these rankings to the contract agencies and asks that the agencies determine what level of funding decreases could occur for services that were ranked as being non-critical or essential services and therefore considered for partial or full funding cuts.  

Another cost savings approach utilized by the Board to offset inadequate resources and target those with the greatest need was the adoption of a local definition of SMD in 2003.  This definition is used to determine which consumers will be placed in the Board’s benefit plan for adult mental health services and was developed in order to concentrate limited resources on the consumers with the highest level of need.  Therefore, non-Medicaid consumers are assigned to either an SMD plan or a ‘general population’ plan.  Non-Medicaid non-SMD consumers (the general population) are only eligible for crisis services, and counseling services funded through United Way or private insurance.  Psychiatric, CPST and counseling services for this population are not funded by the Board.  One exception is non-SMD individuals who are not consumers of our adult mental health provider and have been recently discharged from the hospital.  In FY13, the Board may be forced to further restrict the SMD definition. 

To further stretch our funding, and best meet increasing needs, the Board has dedicated priority allocations to serve those individuals with the greatest need.  The Board revisits the priority populations each fiscal year during the yearly planning meeting.   The Board has determined that its priority populations are:  1) severely mentally ill/disabled adults (SMI/SMD; Please note:  The Board uses SMD to refer to local consumers who meet our definition of a severe mental disability, and SMI as the overall population of individuals with a severe mental illness who may not necessary meet our local definition of SMD; 2) children, adolescents and families with a mental health and/or substance dependency diagnosis; 3) individuals with co-occurring disorders of substance dependency and mental health; 4) individuals in the criminal justice system with mental health and/or substance dependency; and 5) older adults, including aging SMD adults.  The Board conducts a yearly planning meeting to rank and determine what are priority services for each fiscal year.  The Board makes funding decisions with these populations as strong considerations, with the knowledge that some of these populations are significantly underfunded, in the context that all are underfunded to some degree.  

Another efficiency strategy has been the maintenance of a system of care in Clermont County that involves one primary agency for adult mental health, one for children’s mental health, and one for drug/alcohol services.  One advantage to this system is the minimization of agency administrative costs by having only three agencies providing services verses a higher number, each with an infrastructure to support.  Further, all providers in our behavioral health system of care have implemented an increase in group counseling as a means to enhance access to services.  

Three years ago, the Board implemented performance indicators and require that the contract agencies report on outcomes on a monthly basis.  The performance indicators measure access to treatment, as well as the effectiveness and efficiencies of the service delivery system.  The measurement of these outcomes allows the Board staff and the Board of Directors to measure the effectiveness of the system of care and helps assure that funding is being utilized in the most cost effective means possible.

Clermont has a long history of working collaboratively with other County systems.  Due to continued fiscal constraints in our county, other systems have also recognized the importance of working together to provide services for our residents.  Such partnerships include:  Children’s Protective Services, Department of Job and Family Services, Juvenile Detention, Municipal and Common Pleas Court, TASC, Mercy Clermont Hospital, Police Departments, the 911 Communication Center, and the Clermont County Health District.   The number of individuals needing assistance has increased thereby placing a strain on DJFS, which in turn places strain on our system. State wide reports have found that all safety net providers in Ohio are experiencing economic challenges.  Southwest Ohio has seen a 160% increase in the number of individuals seeking services from FQHCs.  Medicaid eligibility has increased 30% with the down economy.  

The Board is also proactive in applying for grant funding from various sources in order to further stretch our funding dollars.  The Board is currently managing seven large grants that have increased services in the following areas:  substance abuse prevention; employment services for SMD adults; employment services for adults involved in the court system; children’s mental health; co-occurring disorder treatment; intensive substance abuse treatment; and mobile crisis.  However, with shrinking match funding available, grant funding in the future may not be an option. 
 
B. Implications of Health Care Reform on Behavioral Health Services

The implications of health care reform on behavioral health services in our County are still unclear.  It is anticipated that health care reform will significantly increase the number of individuals eligible for Medicaid, and therefore increase the number of individuals eligible for community behavioral health services.  Since the County has a large percentage of ‘working poor’, it is anticipated that the increase in Medicaid eligibility will be significant in our County.  The Ohio Health Issues Poll (2010) found that 17% of adults aged 18-64 did not have health insurance.  This percentage is up from 12% in 2006.  Further, the 2010 poll found that Ohio adults with lower household incomes reported much higher rates of being currently uninsured, of being currently insured but uninsured at some point in the last 12 months, and of having a household member who is uninsured.  Thirty percent of individuals below 100% of federal poverty guidelines report being uninsured; 34% of individuals at 100% to 200% of federal poverty guidelines reported being uninsured; and 9% of individuals at greater than 200% of federal poverty guidelines reported being uninsured.  

Since Clermont County has a large portion of individuals at 200% of federal poverty guidelines, the Board is planning for an increase in Medicaid enrollments.  It is anticipated that partnership with our County federally qualified healthcare center (FQHC) will be necessary in order to assure access to behavioral health services for our residents.  It is feared that this increase in access to services may result in the decrease of a spectrum of treatment options, and the quality and quantity of those services will be compromised. It is well known that a key component of recovery is employment; but the Board is concerned that vital non-Medicaid recovery services, such as supported employment and supported housing, will not be funded under health care reform.  

The Board has been following all information that is released regarding health care reform.  The 2010 Ohio Health Issues Poll asked Ohio adults what they thought about how the health care reform will affect them and the healthcare system.  Over half of Ohio adults (54%) said that healthcare reform would mostly help (18%) or not affect them much (36%) in the next 10 years.  According to the poll, African Americans (54%), adults living below 100% of the federal poverty guidelines (35%), and the uninsured (30%) said more frequently that the healthcare reform law would help them.  While support for healthcare reform falls strongly along partisan lines, the poll also found that the majority of Ohio adults (57%) say that healthcare reform would make the healthcare system better than it is now (33%) or will not make much of a difference in the long run.  Forty percent stated that healthcare reform will make the United States healthcare system worse than it is now.  

In the past, our adult contract agency-Life Point Solutions (LPS; Formerly Clermont Counseling Center) has worked with our County’s designated FQHC to establish an integrated physical health care clinic in the mental health agency.  The partnership was not successful since LPS was unable to provide the volume of clients needed for the FQHC to be profitable.  The FQHC struggled with working with our SMD clients, indicating that they were too ill and took too long during appointments, and eventually the partnership ended.  CCMHRB is concerned about how health care reform will force FQHC’s to work with clients, such as our SMD clients, who they are not motivated to treat.  

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

C.1. Population Characteristics

Clermont County remains one of the fastest growing counties in Ohio.  According to statistics from the 2010 Census, the current population is 197,363, which is an increase of 10.9% since 2000.  The population growth rate of Clermont is higher than the state average of 1.6%. A portion of the growth is attributable to the migration of families from Hamilton County to Clermont County.  The population varies by township, with the largest, Union Township, reporting an estimated population of 44,305, and the smallest, Washington Township, reporting 2,780. As mentioned, parts of Clermont County are considered suburban or ‘bedroom communities’ and are located just outside of Cincinnati, or Hamilton County. Yet, in spite of recent population growth, Clermont remains largely rural.  As a result of the extreme differences between rural and suburban, the needs of our county residents vary widely.  Clermont County remains primarily Caucasian (2010 Census 95.9%), with the majority of individuals defining themselves as part of the Appalachian culture.  Small, but increasing numbers of individuals who are African American (1.2%), Asian (1.0%) and Hispanic (1.5%) reside in the County.  According to 2010 Census data, our minority population has risen from 3.3% to 3.7%.  The majority of the growth has been with the Hispanic population.  

According to the Clermont Chamber of Commerce, the median age in Clermont County is 37 years, and the median household income is $54,037.  Clermont County residents have a broad array of educational attainment.  Three percent have less than a 9th grade education; 10.3% have some high school, but no diploma; 37.4% graduated from high school; 18.5% have some college, but no degree; 15.9% have a Bachelor’s degree; and 6.8% have a graduate or professional degree.  Service professions such as retail trade, construction, manufacturing, accommodation and food service constitutes 51.7% of the employment in Clermont County.  

C.2. Clermont County Characteristics

Clermont County continues to struggle with many issues including: unemployment, homelessness, underemployment, poor health, lack of insurance, domestic violence, an increase in Heroin and Opiate abuse, and lack of access to services. Many of these issues were discussed in Section A.  The economic environment is obviously a key variable in the delivery of behavioral health services in our County.  Unemployment results in lack of insurance and limited access to health care.  Further, the level of stress related to the economy has also increased the need for behavioral health services.  Since 2009, Clermont has seen an increase in the rates of homelessness and domestic/family violence.  Civil protection orders in Clermont County have drastically increased in the last two years.  Currently, Clermont County has a significantly higher average of petitions for civil protection orders (62.0) compared to similar counties in Ohio (28.9) and the State as a whole (21.6).  Family or domestic violence may or may not be associated with a behavioral health concern or issue, but family violence does impact the mental health of the victim.  The impact of the violence could then result in the need for behavioral health services.  Further analysis of this trend will occur during the next fiscal year.

Studies from the Health Institute of Ohio have shown that individuals from Appalachian counties are less healthy than those from metropolitan or suburban areas.  According to the Health Institute, 30% more individuals in Appalachian Counties were likely to rate their health care quality as poor.  Individuals in these counties are also 10% more likely to report unmet health needs.  Appalachian adults also report high risk health behaviors such as smoking, obesity, and high blood pressure.  

According to the statistics, Clermont County is among the least healthy county in the State with higher rates of high risk behaviors such as smoking, obesity, and binge drinking.  Clermont ranked 82nd out of the 88 counties in terms of healthy behaviors, with 88 being the least healthiest County in the State.  Recent ODADAS data shows that Clermont has a high rate of deaths related to chronic liver disease and Hepatitis C.  These illnesses are closely related to long term, heavy alcohol consumption.  Further, Clermont County continues to rank above the State average for the number of motor vehicle crashes that are alcohol related.  This statistic measures one aspect of community harm from alcohol use.  It is also an indicator of the prevalence of alcohol use while driving, and can be an indicator of the social norm surrounding alcohol use in Clermont County.  
Clermont County Health Rankings 2010

Clermont County			Target Value			Ohio								
Adult Smoking			27%						16%					24%
Adult Obesity				31%						28%					28%
Binge Drinking			15%						10%					16%
Car crash death rate		15							11						13
Chlamydia rate			190						75						413
Teen birth rate				43							22						41
Poor mental health days	4.0							2.5						3.7

Poor physical health can lead to poor mental health.  The health rankings of Clermont County illustrate that our County reports a higher number of poor mental health days than the State average.  Similarly, United Way of Greater Cincinnati reports that residents of rural counties do report poorer mental health.  Fifteen percent of Clermont county residents reported poor or fair mental health.  This percentage is higher than the state average of 14%.  The higher rate of poor mental health days could be related to many factors, including limited access to treatment, lack of public transportation, and lack of insurance and cultural beliefs that treatment is not needed.

As mentioned earlier, Clermont residents have limited access to services due to lack of insurance and/or lack of transportation.  According to the Health Institute of Ohio, adults from Appalachian Counties were 30% more likely to be uninsured while suburban adults were 30% less likely to be uninsured.   Adults in Appalachian counties are also 30% more likely to be enrolled in Medicaid, while suburban adults were respectively 40% less likely to be enrolled.  Clermont County continues to see a rise in the number of individuals who are new enrollees on Medicaid.  Approximately 35% of our residents were on Medicaid in 2010.  

To further compound these social issues, the suicide rate and the prescription drug and Heroin abuse have skyrocketed in Clermont County.  In 2009, the confirmed suicide rate was at an all time high of 39.  The rate has dropped in the last two years, and as of the end of August 2011 was at 17 confirmed suicides.  However, the number of suicides for 2011 is already higher than last year’s suicide rate.  The Board and the Clermont County Suicide Prevention Coalition has been targeting prevention on the suicide rates of youth.  In the past two years, the youth suicide rate has decreased, hopefully as a result of key prevention strategies.  

Clermont County is seeing even more residents die from unintentional drug overdose than suicide.  Southern Ohio counties have been more significantly impacted, with a higher increase in unintentional drug/medication-related poisoning deaths than any other region of Ohio.  Unfortunately, the number of accidental drug overdoses continues to remain higher than the State average. Clermont has one of the highest rates of unintentional drug overdose rates in the State at 19.45 per 100,000 in 2008.   The State average per 100,000 was 12.47.  In 2009 and 2010, the number of accidental overdoses totaled 39 and 46 respectively.  The overdoses continue to increase.  So far in 2011, there have been 14 accidental drug overdoses, but approximately 40 cases are still pending.  The unintentional drug deaths as well as the suicide rate for 2011 do not include deaths that are still pending Coroner investigation.  The largest police jurisdictions in our County report that in 2010, over 200 individuals were treated by paramedics for a heroin overdose/poisoning. The local hospital also reports an increase in the number of hospitalizations as a result of unintentional drug/medication related poisoning.  The rate of ‘doctor shopping’ and unintentional poisoning incidents is also higher in Southern Ohio at 21%.

The recent ODADAS report shows that Appalachian counties average higher unintentional drug deaths than the State average.  This confirms a recent study of national data suggesting that teens in rural areas abuse prescription drugs at significantly higher rates than their urban and suburban counterparts.  Rural teens are 26% more likely to abuse prescription drugs.  Similar trends are being found in heroin abuse.  Clermont County has consistently remained in the top ten for unintentional drug deaths compared to other Appalachian counties in Ohio and the State as a whole.  Anecdotal information from the calls to the Board office from family members and the number of young adults involved in the Juvenile and adult court systems reflect the epidemic nature of the abuse of opiates, particularly heroin, in Clermont County. 

	C.3. Current System Issues/Client Characteristics

	C.3.a. Adult Mental Health

Unfortunately, the same issues are present as discussed in the SFY09-10 Community Plan.  However, the needs have intensified over the past two years.  Despite continued limitations in funding, the need for services continues to grow in Clermont County.  Due in part to the economic environment in SFY10, Clermont saw an increase in the number of suicides and crisis appointments, as well as hospitalizations and referrals for services for individuals who were not considered SMD by our local definition.  This trend is still occurring in FY12.  The limited funding for counseling provided through United Way of Greater Cincinnati for non-SMD individuals (the “general population”) continues to be tapped out by the middle of the fiscal year.  The adult mental health contract agency, LifePoint Solutions (LPS; formerly Clermont Counseling Center),  continues to see an increase in the amount of non-Medicaid/non-insured consumers who do not meet the local definition of SMD, but are in need of mental health treatment.  In the last two years, the need increased even more, particularly for those without insurance.  The Board continues to receive numerous calls from “the general population” with no insurance who are in need of mental health services.  An increasing majority of the “general population” are experiencing a need for ‘life management’ in addition to counseling and pharmacological management, and really need help in several areas of their lives, including employment.  

While Crisis services are available and easily accessible to residents of our County, often longer term services are needed, including pharmacological management.  The waiting lists for counseling services are long, and the availability of psychiatry services for the “general population” is sparse, particularly for individuals who do not have insurance.  

Despite the ever growing need, the Board is still unable to fund services at the level needed for the ‘general population’ and continues to provide funding only to the prioritized SMD population.  Fortunately, the Board and its adult mental health provider are able to work with our community partners to assure that individuals can connect to available services in the community, including a primary care physician who is willing to provide pharmacological management. Unfortunately, the inadequate resources in our County often results in individuals who are ‘general population’ decompensating to such an extent that they are either hospitalized or arrested.  The individual may then meet the criteria for SMD and is often more disabled by the time they are eligible for services.  These situations can also result in an increase in forensic status for many individuals who have not been connected with behavioral health services and then commit a crime.  Clermont County has seen an increase in the number of forensic pleas in the court system for individuals who have never received behavioral health treatment.  The lack of ability to provide preventive mental health services and counseling for the general population has created a cycle in which individuals must deteriorate before services are available.  The Board continues to aggressively seek additional sources of funding through grants in order to address the current need.  	

C.3.b. Children’s Mental Health

The Board does not limit services for children with mental health issues, so no differentiation is made in terms of the access to services for SED verses non-SED youth.  The award of a SAMHSA system of care grant in 2009 protected our children’s system from large funding cuts in FY10.  However, FY12-13 will bring cuts to the Board-funded piece of the children’s system.  This funding cut will be occurring at a time when the need for early childhood mental health services continues growing, with children having more severe disabilities and needing more intensive services at an earlier age.  Increased number of youth are also in need of multiple systems of care, including Children’s Protective Services, AOD services, and residential, to name but a few examples.  The need for psychiatric services continues to grow, and Southwest Ohio continues to suffer with the lack of availability of child psychiatrists.  

	C.3.c. AOD 

As mentioned above, Clermont County continues to experience a rise in heroin use/abuse and prescription drug abuse.  This anecdotal information received from our AOD provider mirrors national studies that show that opiate abuse is higher in rural counties.  The unintentional overdoses continue to remain high in Clermont County, as do the alcohol related auto accidents.  These statistics were discussed C2.  Despite the increase in the need for AOD services, the AOD provider, Clermont Recovery Center has also been forced to decrease services as a result of decreased funding.  Only individuals with a dependency diagnosis are eligible for publicly funded services.  The traditional outpatient service program has been severely cut back, with emphasis placed on funding intensive outpatient services and the Suboxone clinic.  Prevention services have been greatly reduced; however, the SPF-SIG grant received by the Board will provide direction and resources toward opiate prevention efforts targeted at young adults.  

	C.3.d. Shared System Issues

Decreased funding is a critical factor that shapes the provision of behavioral health care in our system.  The funding drives availability of services, which impacts access to services.  As funding decreases, publicly funded services are becoming more and more limited to those who are the most severely ill and/or involved in the legal system.  Prevention services and services to those with a less severe disorder are not easily accessible to our county residents. 

Our contract behavioral health agencies all report difficulties with both recruiting and retaining qualified behavioral health professionals, since salaries have not kept up with the market.  Again, with limited resources, and budget cuts, staff of the provider agencies have not been given raises for several years.  Starting salaries at our contract agencies are not comparable with other local counties, drawing qualified staff away from our system of care.   The cost of benefits continues to rise, which is difficult to manage with unit costs remaining at previously set levels.  Further, funding cuts have resulted in decreased infrastructure, which results in less emphasis on clinical supervision, and supervisors and managers required to deliver services.  Budget cuts have also resulted in decreased positions or hiring freezes when positions become vacant.  All these factors impact the quality of care.  Productivity rates have also increased at our adult mental health provider which can also impact the quality of care. Increased costs associated with health care reform and IT requirements for electronic records also continues to be problematic for agencies who have limited reserves to draw from to address these issues.
 
III.Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan

A. Accomplishments

A.1.a  SFY10-11 Community Plan Target Goals

The following Capacity, Prevention and Treatment Target Goals were identified in the SFY10-11 Community Plan.  The Board and its contract agencies were successful in achieving their target goals for SFY10-11. 

Capacity
ODADAS

AOD Services

The capacity goal for SFY10-11 was to increase diversity of revenue sources to support Ohio’s Alcohol and Other Drug system.  The Board continues to be very pro-active in applying for grant funding from a local foundation, SAMHSA and other available sources.  The Board has received numerous grants from a local Foundation to enhance AOD services in the county.  The grants have provided increased service access to individuals involved with Common Pleas and Municipal Courts.  The grant funds have allowed CRC to have a clinician on-site at both courts in order to do timely assessments.  The grants have also allowed for the implementation of a co-occurring treatment team at CRC.  

ODMH

Adult Mental Health Services

The ODMH adult target goal for SFY10-11 was  to maintain and increase access to best practices/evidence based practices such as Supported Employment, Integrated Mental Health and Physical Health Services, Service-enriched Housing, Peer Support Services, Wellness Management and Recovery, Dialectical Behavioral Therapy (DBT), Older Adults CPST services, and Cluster-Based CPST services.  The Board and its adult contract agency were able to maintain and increase the majority of these evidence-based practices/best practices.  Similar to the AOD goal, some of these ODMH goals were obtained through grant funding from a local foundation.  Evidence-based practices are very expensive to operate.  As such, the Board and its contract agencies believe that maintaining these programs is a major accomplishment.  Unfortunately, with the budget reductions for FY12 and 13, many of these programs are being scaled back.

In terms of Supported Employment, the Board’s target was to increase the number of consumers who find, obtain and maintain competitive community based employment.  This goal was achieved through the implementation of an enhanced Supported Employment program initially funded by the local Health Foundation in 2009.  The number of adults who found and kept competitive community employment rose from 34 in 2010 to 43 through the end of FY11.   The Foundation has provided additional funding for the final year of the grant, due to the positive outcomes achieved and the waiting list for employment services that was recently implemented.  The Foundation believes we were a “victim of our own success”, and that the program should be rewarded for having been so successful that a large number of consumers want to participate.  

In terms of Service-enriched Housing, the contract agency was able to maintain the wraparound support services provided to adults with SMD living independently in the community.  The CPST services include training about living skills and conflict resolution and information on renting/leasing.  This service-enriched housing has allowed adults to maintain in community based housing and avoid evictions.  However, this program will be scaled back in FY12-13 as a result of limited funding. 
The Dialectical Behavioral Therapy program has been expanded to include programming for individuals who are diagnosed with personality disorders and are in Cluster 4A and Cluster 4B of the Cluster Based Model.  The DBT program has been successful in reducing hospital admissions and length of stays.  This program is being maintained at current levels in FY 12 due to the outcomes achieved; however, this program will be downsized in FY13.

The need for Older Adult Services continues to grow and exceeds the capacity of the program.  The services are providing in-home mental health assessments and CPST services to older adults, most of whom are referred by the Senior Services agency in the County.  While the results have been positive, decreased funding will result in downsizing the Board-funded part of the program by 25%; the program is also funded by United Way.

The Cluster-Based CPST services have expanded for the SMD population.  The Cluster Based planning is tied into our newly implemented level of care system, and has allowed LPS to tailor intensity of services based on cluster and need.  The Peer Support Services have been maintained, but have received funding cuts.  This has impacted the WMR programming at our Consumer Operated Services Program.  The Mental Health/Physical Integration programming was discontinued in FY2011.  This will be discussed under the Unrealized Goal section.

Children’s Mental Health Services 

The Children’s Mental Health capacity development target for SFY2010-2011 was to increase the availability of school-based mental health services.  Child Focus, Inc. (CFI), our children’ mental health contract provider, provides a wide array of services focused on increasing resiliency.  School-based mental health services are an important component of CFI’s comprehensive continuum of care.  The availability of school based mental health services in our nine school districts has increased during this fiscal year.  The SAMHSA grant has further expanded the services, and within the next several years, we expect to have services in every building in all nine school districts.  In addition, we are moving these services from being almost exclusively prevention to a mix of prevention and treatment.  This is necessary for sustainability, but is also necessary so that youth and families have greater access to needed services and barriers are eliminated.   

Prevention Goals
ODADAS

AOD services

The prevention target for SFY10-11 for AOD was that 70% of prevention participants surveyed report that services reinforced their decision to abstain from ATOD use (selected programs) or that services made them think about quitting their use (indicated programs).  The outcomes for this target were positive, with an average of 82% of clients completing prevention programming, stating that programming reinforced their decision to abstain from ATOD use.  

ODMH

Adult mental health services

In order to address the increase in adult suicides, the Board, together with the Clermont County Suicide Prevention Coalition, increased suicide prevention efforts.  These efforts included purchase of billboards throughout the county advertising the Clermont County Crisis Hotline and providing information on warning signs to area physicians and emergency department staff.  Many of the materials that had previously been targeted to youth, after an increase in suicides among young people, were revamped to focus more on adults aged 30-45, where we saw the largest increase in suicides, attributable in large part to the economic realities of the community.  While still high, we have seen a decrease in the number of adult suicides.  We believe our efforts will have an impact; since our focus on prevention efforts with teens, there has been no teen suicides in 2011 thus far, and only two in 2010.            

Children’s mental health services

In terms of mental health prevention services, the prevention target indentified for SFY10-11 was to decrease the number of individuals at risk of developing mental health problems and/or at risk for suicide.  The Board’s target was to increase suicide prevention programming in local schools.  The Board has accomplished this goal through collaboration with the Clermont County Suicide Prevention Coalition and the local schools.  The Coalition was able to print the Clermont County Crisis Hotline number on the back of all student IDs at all nine high schools for school year 2010-2011, and did the same for school year 2011-2012.  In 2010, the Coalition was also able to host a Youth Suicide Prevention Summit involving at least 15 students from all of the area high schools, for a total of 160 students in attendance.  The Summit produced valuable information from the students regarding ideas for suicide prevention programming for youth.  The Coalition, through funding from the Board, is currently working with three high schools in the County to plan for the implementation of a peer led suicide awareness campaign.  

The Board, in collaboration with Family and Children First and FAST TRAC, our SAMHSA-funded System of Care, again funded training for additional schools in the Olweus Bullying Prevention Program.  Almost all public elementary and middle schools have participated over the past several years; we may reach out to private schools in 2012.

Treatment and Recovery
ODADAS

AOD services

The treatment and recovery support target for SFY10-11 was to increase the number of customers who are abstinent at the completion of the program.  CRC has been successful at completing this target through providing an array of services, such as:   group counseling, individual counseling, family counseling, case management, urinalysis, crisis intervention, and the newly implemented Suboxone clinic and Integrated Dual Diagnosis Treatment team.  The Board’s target was that 70% of adults surveyed would report 30 or more days of abstinence at discharge.  The results of post discharge summaries show that 96% of clients state they have abstained from AOD usage.

ODMH

Adult Mental Health Services

The ODMH treatment and recovery support target was to increase competitive employment.  As discussed in the capacity section, LPS has been able to meet this target through grant funding provided by a local foundation.

Another ODMH target goal for SFY10-11 was to address the needs of civilly and forensically   hospitalized adults, including conditional release and discharge planning.  The Board target was to provide funding support to the contract adult mental health agency to provide intensive CPST services and forensic monitoring and assessment for adults with a forensic status.  This goal was achieved.  The Board places priority on individuals who have been discharged from the state hospital, regardless of forensic status, and provides funding for forensic monitoring and assessment for adults with a forensic status.  The Board’s Hospital Liaison works closely with LPS’s Forensic Monitor to assure that individuals with a forensic status are receiving intensive CPST services based on need, and that the Court is informed of all necessary information.

Children’s Mental Health Services

The Board’s SYF10-11 children’s mental health treatment and recovery support target was to increase the treatment engagement of individuals involved in juvenile justice and provide intensive treatment services based on identified need.   This target has been achieved primarily due to the implementation of the SAMHSA System of Care grant and the services it is funding.  Juvenile Court, along with Children’s Services, are key partners and stakeholders in this project.  Both systems have embraced the System of Care philosophy and the addition of wraparound services, along with Parent Peer Support Partners, to assist the family in meeting their needs and getting the help that their child can best benefit from.  The expansion of intensive home-based services and the addition of the Transition to Independence Process (TIP) program for transitional age youth and respite have particularly been helpful for youth and families who had previous involvement with Juvenile Court or were at risk for such involvement.  The new treatment program for adolescents using drugs/alcohol, for which Clermont Recovery staff are being trained through SAMHSA funds, has received strong support from Juvenile Court staff and should help address AOD and co-occurring issues for adolescents in a more effective way than previous services have. 
 
A.1.b. Other accomplishments

The Board has many accomplishments from SFY10 and 11.  The majority of the achievements related to the obtainment of several grants that have either expanded existing programming or led to the development of new programming in our county.  In order to continue to meet the growing needs of our county it is imperative that the Board continues to seek alternative funding, including grant funding.  The major grant obtained in SFY09 was a federal grant from SAMHSA for a children’s system of care.  This grant has provided our children’s behavioral health system with expanded services including Wraparound Facilitators, Transitional Age Youth case management, and expansion of our school based mental health services.  The implementation of these services occurred in SFY10.  The grant expanded the school based mental health services to 85% of the County schools.  The SAMHSA grant is beginning the third year, and early evaluation results and discussions with youth and family involved in the services indicate that our system of care is meeting needs better than previously and that the principles of being family driven, youth guided and culturally and linguistically competent are now imbedded in the mental health system and in partner agencies.

Another recently obtained grant from the local Health Foundation provided funding for the implementation of a co-occurring disorder treatment team at CRC modeled after the evidence based practice: Integrated Dual Diagnosis Treatment (IDDT).  The grant was obtained after the completion of a planning grant from the same foundation to assess the needs of individuals for co-occurring treatment.  The needs assessment showed a gap in services for individuals who have a minor mental health concern and a severe substance use disorder (SA/mi).  According to the co-occurring treatment model, these individuals are considered QUAD III.  The IDDT team has completed its first year of programming, and has served over 50 individuals.  To date, the program is showing successful outcomes.

After much planning, the level of care system at LifePoint Solutions was implemented during SFY10.  Clinical supervisors and direct service staff received training on the new model in early SFY10.  Consumers have been assigned a level of care based on their treatment needs, and treatment delivery is based on the consumer’s level of care.  The level of care includes critical, intensive, moderate and sustaining CPST services.  The implementation of the level of care system is a major achievement that has resulted in access to intensive CPST services for our County.  However, with the decrease in funding for FY12, along with the capitation of Medicaid, the availability of intensive CPST services will be decreased somewhat.

The Board recently obtained a Department of Justice grant for the planning and implementation of Crisis Intervention Team (CIT) training for law enforcement in Clermont County, and also the implementation of a mobile crisis team.  Based on assessment of need, the Board realized that, similar to other counties, law enforcement has become the gate keeper in many instances for individuals needing behavioral health services.  The grant will provide a mobile crisis unit and follow up crisis appointments for residents in our county.   The Board has completed one CIT training with 20 officers from seven departments participating.  The second CIT training is scheduled for early October 2011.  The Board plans to provide CIT training quarterly.  The mobile crisis unit was implemented in May 2011, and is currently piloting the model with the two largest police departments in the county.  The mobile crisis team has been successful in diverting some hospitalizations and connecting individuals to needed services.  The success of this program is a major accomplishment for our county, particularly since this was the Board’s third attempt to provide CIT training over the past decade.

FY10 and 11 also brought the expansion of our county hotline.  In addition to the mobile crisis component being added, the Clermont County Crisis Hotline now has the ability to reply to callers via Instant Messaging (IM).  The idea for instant messaging came from the Youth Suicide Prevention Summit that was held with 160 high school students in April 2010.  The youth stated that teens need another means to connect with crisis services.  After review of the research on the topic and discussion with other Crisis Hotlines that utilize instant messaging, it was determined that IM was a viable option.

In order to address the growing Opiate addiction in Clermont, our AOD provider, Clermont Recovery Center (CRC), implemented an ambulatory deter clinic in FY09 and expanded services in FY10 and FY11.   CRC has been successfully using Suboxone titration for opiate dependent clients.  These individuals are seen on an intensive basis by a Physician at CRC and are stepped down to intensive outpatient services after completion of the ambulatory deter clinic.  Individuals in the program also receive individual counseling and case management services to help stabilize them.  CRC has also been working with willing community prescribing physicians to titrate clients off of Suboxone safely prior to placement in treatment at CRC.  If unable to safely titrate off medications, clients are maintained with the physician at CRC for follow along.  CRC has also been looking at ways to obtain Suboxone at lower prices, and is investigating the potential use of the generic for Suboxone, in order to stretch the funds allocated for Suboxone so that more individuals can benefit from the Suboxone program and treatment services. 

As mentioned earlier, another achievement is the sustainability of evidence based practices at all our contract agencies.  In SFY2009-10, the Board obtained grant funding to implement and/or expand Supported Employment, the Transition into Independence Process (TIP), and IDDT.  Evidence-based practices provide good clinical care, but often are expensive to operate.  Supported Employment, Dialectical Behavioral Therapy, and IDDT have been implemented to date through Foundation grants.  The Dialectical Behavior Therapy grant period has ended, but Board funding has been reallocated to support this successful program.  The Board considers it an accomplishment to be able to sustain these practices.  The Board and its contract agencies continue relationships with the Ohio CCOEs.

The most notable accomplishment of the Board continues to be our ability to collaborate with other systems in order to share the cost of providing treatment and increase the access to needed services.  The Board is an active community partner, is involved in shared funding with County departments and in community planning projects, and is viewed in the community as an integral component of community planning and services.  The sharing of costs has improved the financial position of the Board and allows the Board to fund a larger range of programming; sharing costs also improves the quality of services offered and assists other systems in meeting their needs and objectives.  Some examples of collaborations during the past two years include the implementation of the SAMHSA system of care grant, including a focus on youth attached to Children’s Protective Services (CPS) and Juvenile Court, the implementation of Co-occurring services for adults involved in the court system, and CIT and mobile crisis planning with the area law enforcement departments. The Board also collaborates with CPS and Juvenile Court to monitor residential placements of our County youth.  

The awarding of the SPF-SIG grant to our County was a major accomplishment, since the funds in part allowed us to hire a full time Director for our Drug Free Coalition.  The Coalition had operated for 20 years solely through volunteer efforts.  Having a full time Director to coordinate all the activities and volunteers has been a welcome addition to our prevention efforts, especially since the focus is on opiate use.  The Director has been very beneficial in organizing community events related to AOD prevention beyond the focus of the grant, and is now the face of the Coalition throughout the County.   

Since ODADAS terminated the HB 484 specific funding for FY 2012, the Board met with staff at DJFS and CPS to discuss the impact of the loss of these funds, particularly because the Board was in the midst of cutting $2.7 million from services.  We had been receiving about $65,000 in HB 484 funds which were used to provide AOD treatment services to parents whose children had been removed at no cost to them.  The actual cost of these services in FY 11 was about $106,000; the additional funds for the services were provided by Board levy dollars.  Prior to FY 11, the Board had entered into a contract with DJFS for shared funding of Medicaid match requirements for children in the custody of CPS.  While the amount of that funding had significantly decreased over the years due to financial constraints of DJFS, a total of $26,000 toward match had been provided to the Board in FY 11.  After discussion with CPS/DJFS, they decided to switch the $26,000 from Medicaid match to supporting parent treatment as HB 484 funds had before.  The Board matched their contribution to provide a total of $52,000 for these services.  Criteria was set as to which parents would qualify, since the funds were less than previous years, and now the AOD agency and CPS are communicating more about these cases, providing better services, and working toward reunification, or if necessary termination of parental rights, in a quicker timeframe. 

The Board, Municipal Court and Common Pleas Court had been meeting during FY 10 and 11 to try to address the needs of offenders re-entering the community after jail and prison sentences, particularly those with opiate addiction.  The timing of the RSC Recovery to Work program was very beneficial, as it fit in with our planning and identified needs, especially for the young heroin addicts.  Our project has been very well received by all parties and especially anticipated by local judges, since they believe it will address the needs of the individuals involved with the court system.

In Fall 2010, the Board had a renewal of its .5 mil levy on the ballot; CPS was also on the ballot with a renewal of its .8 mil levy.  The support and collaboration we received from agencies and individuals throughout the County, as well as the coordination we put in place with CPS, was a key factor in our passage of the levy.  Passage of both levies was a critical issue, and the recognition of the importance of those levies we experienced was a testament to our ongoing efforts to keep the community informed of our services and the outcomes we are achieving. 

B. Unrealized goals 

The most important unrealized goal for SFY10-11 was the inability to increase services to address the need of the “general population”.  Barriers, including inadequate funding, have created difficulties with access to treatment for adults without an SMD diagnosis.  The difficulties with this issue have been discussed in Section IA.  

The following SFY10-11 Community Plan target goals were not achieved.  The ODMH adult target was to maintain and increase the Mental Health/Physical Integration programming at our adult contract agency, LPS.  This goal was not obtained.  Despite the positive outcomes of the Wellness Clinic, the program was not maintained.  The program was originally funded through a local Health Foundation grant, and the Board worked with LPS to continue the funding.  However, unfortunately, the FQHC was unable to continue the partnership.  The FQHC was not benefitting financially, and could no longer afford to continue the clinic.  Since LPS’s clients are often more ill and thus requiring more time than the ‘typical’ FQHC client, the FQHC was spending more money per client than was anticipated.  The agency could not provide the volume of clients needed for the FQHC to make a profit.  The Board worked with surrounding Board areas to try to develop more clientele for the program with no success.

Our system continues to struggle with maintaining qualified staff, particularly psychiatrists. There has been significant turnover in our children’s mental health agency and parents have pointed to this as a factor in their children’s issues and acceptance of services.  The inability to attract psychiatrists to our system has put a huge strain on those already working here and limits the amount of time consumers have access to them.  Waiting times for an appointment with a psychiatrist are often several months.  The AOD agency searched for almost a year to find a psychiatrist willing to work just a few hours a week on the co-occurring team, which greatly impacted the effectiveness of that program.

There have also been significant issues with growing the membership of the consumer-operated peer support service.  Another Director left and despite the addition of many classes and programs, consumers are not engaging in the services.  The sustainability of peer support in the system is at risk, despite strong support from the Board, as the funding cannot be justified if the number involved stays small, especially since outpatient services are being decreased.
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SECTION II: NEEDS ASSESSMENT

A. Process the Board uses to assess behavioral health needs

The Board believes strongly that a thorough needs assessment is important to guide system service planning and delivery for both treatment and prevention services.  The Board uses many processes to determine needs.  Instead of formal surveys, which are costly, need assessments are completed using a variety of different means.  The Board is most actively involved in informal needs assessments.  The Board actively uses Key Informants to determine local need.  Key informants include: the County Court Systems, County law enforcement, County school systems, County Commissioners, Department of Job and Family Services, NAMI, Family and Children First, Juvenile Court, Clermont County Suicide Prevention Coalition, Clermont County Drug Free Coalition, and our local community hospital.  The Board also uses the Ohio Outcome Data Measures (which our contract agencies still utilize), Satisfaction Surveys, NOMS data, Cluster Based Planning Data, Level of Care data, MACSIS data, MUI data, Quality Improvement Reports received from the contract agencies, provider input, referral source inputs, national, state and local trends, best practice models, agency billing data, requests from Community leaders and residents, and historical data trends.  These measures provide important data this is used to determine capacity of services, accessibility and availability of services, and evolving trends.  

During the Levy campaign in SY10, Board staff were involved in numerous community trustee meetings and town halls.  During these meetings, the Board staff was able to discuss the behavioral health needs of our residents and identify areas in which services are needed.   The conversations between Board staff and county residents provides vital information to shape the provision of service delivery.  Additional information on the behavioral health needs of our county were also obtained through the assessment process associated with several of the new grants obtained by the Board during SFY10 and 11.  

Through the strong collaboration/partnerships with County agencies, the Board is able to assess the current needs of County residents and consumers of behavioral health services, and is also aware of changes in needs and developing trends.  The Board staff are frequently involved in community meetings and have a ‘hand on the pulse of the community’ through participation in various community coalitions, NAMI meetings, and County meetings.  The Board also has regular meetings with members of Phoenix Place (Consumer Operated Service) to discuss adult mental health needs.  The Board and Family and Children First work closely with Families Connected, a local parent advocacy group, to determine the local needs of children, adolescents and families.  

As part of the SPF-SIG grant, we have been collecting information on needs connected to opiate addiction, from key informant interviews and from a survey for residents of the County, which has been administered at the County Fair and other events throughout the County in the summer and fall months.

The Board also collects and analyses data from various sources to track trends and the need for clinical services. Service trends and service patterns are reviewed through use of MACSIS data and Ohio Outcome Measures Data.  Access to services is reviewed thorough analysis of waiting lists and discussions with referral sources and other key informants in our County system.  For crisis care, the Board tracks the number of crisis calls received monthly by the Crisis Hotline, and the crisis units used by the contract agencies.  The Board also collaborates closely with the local community hospitals to track admissions and emergency room visits.  Through the strong collaboration/partnership with County agencies, the Board is also able to assess the current needs of County residents and consumers of services and remain aware of changes in needs and developing trends. The Board works with area police departments and the Sheriff’s office to assess unmet needs of our residents, and difficulties that are occurring in the community including alcohol and drug use.  The Board also collaborates closely with the County Prosecutors’ and Public Defenders, as well as the Courts and the Jail to assess trends and needs. In 2009, the Board, together with the County Courts and contract agencies, participated in a year long planning grant to evaluate the needs of individuals with co-occurring disorders.  This planning process was funded through a local Health Foundation grant, and provided valuable information as to the needs of our residents.  Gaps in services and barriers to services are also reviewed through discussion with referral sources and other key informants in our County.  Evidence based practices/best clinical practices are evaluated and need is determined through clinical chart review of services provided by the contract agencies.  The chart reviews are targeted at identifying the recovery based/evidence based practices at the agencies and their effectiveness.  Each contract provider also reports monthly on different performance outcomes which address accessibility to services, as well as effectiveness of services.  Further, adult mental health needs for the SMD population are evaluated using our newly implemented level of care system.  The needs of each CPST client are evaluated based on their individual need and are assigned to a level of care which then directs the intensity and type of service received.  Information obtained based on the level of care of the CPST clients provides the contract agency and the Board with concrete data to assist with targeting funding to those individuals with the greatest need.  Ongoing re-entry planning with the Municipal and Common Pleas Courts led to the design of the RSC Recovery to Work project.  The needs of offenders, who make up the bulk of clients at our AOD agency and a portion of our mental health clients, are constantly being reviewed and discussed with court personnel.  Our service system has continually adapted to the changing needs of offenders, including diversion programs, referral procedures, locating assessment services at the jail and courts, etc.

After the Board staff conducts the informal needs assessments, the staff gathers information on current trends, needs, issues regarding funding, County related factors, and best practices available in the field.  The Board uses the information to drive the development and sustainability of a quality behavioral health system.  Planning provides the Board with an effective means to best utilize limited funding in a cost-effective manner that is as far reaching as possible.  To evaluate the need for clinical services, the Board has annual strategic planning meetings with the contract agencies and the Board of Directors.  These meetings often involve representative consumers from the contract agencies.  At the daylong strategic planning meeting, the Board staff presents the results of the needs assessments and recommendations based on the assessment to the Board of Directors.  The Board staff also presents the Board of Directors with an updated Financial Projection.  The Board discusses the financial issues for the current and upcoming fiscal years, as well as the current clinical needs.

The Board has historically done its financial planning based on a five year plan.  This allows the Board of Directors to understand the impact of funding for each year and the implications for sustainability of any additional programs under consideration.  This financial projection also allows the Board to evaluate the cost effectiveness and cost efficiency of various programming.  The Board of Directors is then able to set the priorities for services for the next fiscal year based on the strong fiscal and clinical information provided.  The Financial Plan has now been limited to two years, to correspond to the state biennial budget, as the many changes impacting the behavioral system make it extremely difficult to project more than two years.  

The Board of Directors also communicates with the agencies’ key staff on a monthly basis, through committee meetings which agency staff attends and present at, along with input and formal Executive Director Reports presented monthly at Board meetings.  The agencies play a critical role in the determination of priorities.  The monthly Mental Health Program Committee and the AOD Program Committee meetings provide the most focused opportunity to discuss changing needs and ideas for additional or re-directed funding. 

B. Finding of the Needs Assessment

The results of the Board’s informal needs assessments are briefly stated in Section I.  Needs of the residents of our County include:  suicide prevention, opiate dependency treatment, co-occurring disorder treatment, access to services for non SMD individuals without insurance, crisis stabilization facility for adults and youth,  24/7 face to face crisis intervention services, housing for SMD consumers, transitional aged youth programming for transition from children’s to adult mental health, and psychiatry.  Unfortunately, the Board does not have adequate funding to fully address all the needs of our residents.  But, the Board has been very proactive in obtaining grant funding to assist with meeting the needs of our County.

B.1. a. Adults residing at the Regional Psychiatric Hospital (Summit Behavioral Healthcare: SBH)

The Board believes strongly in providing services in the least restrictive setting possible.  As such, the Board has contracted with the local community psychiatric hospital to provide the majority of inpatient services.  Consumers are only transferred to Summit Behavioral Healthcare (SBH) if they are not able to respond to medications or need a longer term hospitalization.  CPSTs regularly attend treatment teams for consumers hospitalized at SBH.  Further, the Hospital Liaison is in regular contact with the Treatment Team to assure continuity of care and appropriate discharge planning.  

Access to SBH has improved from FY09.  The Board continues to work closely with SBH to decrease the length of stay.  Our local community hospital has been working with the Board to provide longer term hospitalization options so as to minimize the need for SBH.  Providing longer term care at our community hospital provides more continuity of care and also allows for funding to be directed toward community based services.  

Consumers discharged from SBH are viewed as a priority for services, and are provided intensive CPST daily for as long as needed.  Through discussion with the state hospital and the adult mental health agency, several unmet needs have been identified.  Of particular concern is the availability of on-going intensive CPST services.  The Board has worked with LPS to redesign the CPST program to provide access to extended intensive CPST, but decreased funding continues to place strain on the ability to provide these services long term.  Housing options are also limited in Clermont County.  It is often difficult to find housing, particularly community-based housing.  The increased wait time for benefits is also another barrier for consumers discharged from the hospital.  The expedited benefit program has provided some relief for this barrier, but the wait is still long, and the Board must subsidize services, medication costs, and housing costs until benefits are received.  This subsidy decreases the amount of funding available for other consumers.  

B.1.b.1. Adults with SMD living in the community

The needs of adults with SMD vary based on individual characteristics; however our informal needs assessment has identified several needs that are common among this population.  Similar to adults released from SBH, safe, affordable community based housing is a major need for our SMD population.  There is a long waiting list for subsidized housing in Clermont County, particularly for one bedroom apartments.  While LPS does have HAP funds available and is able to utilize those funds to assist our consumers, the limited amount of affordable housing makes it difficult to quickly access housing.  Further, with the long Metropolitan Housing waiting list, consumers stay on HAP longer, resulting in less funding available for other consumers.  Despite these difficulties, LPS collaborates well with other community agencies, and provides on-going education to area landlords to assure that SMD individuals maintain stable housing in the community.  In CY2008, LPS together with Metropolitan Housing of Clermont County implemented a Shelter+Care grant which funds five (5) apartments for single SMD consumers with an alcohol or drug related co-occurring disorder.  The Board continues to seek additional housing supports to assist our consumers with SMD.

A continued focus of the Board is the lack of crisis stabilization units for adults and youth.  There is currently a gap in our system of care since the County does not have a mental health observation bed at the local hospital, and currently the only crisis care options in the County are jail or the hospital.  If the individual does not meet criteria for hospitalization, they may be placed in jail.  The Board, in collaboration with other local Boards, has worked with SBH in the past to open a crisis stabilization unit on the grounds of SBH.  The availability of a crisis stabilization unit would be valuable to Clermont County and other surrounding counties.  With a crisis stabilization unit, a consumer can be stabilized in the least restrictive setting possible, which would also decrease the criminalization of individuals with SMD by decreasing the probability that they will be arrested and jailed. The unit would allow for short term stays and would hopefully decrease the need for long term hospitalizations.  This approach to psychiatric care is more in line with the recovery principles of the Board and provides the consumers with different options to stabilize their illness.  

Through discussions with our various law enforcement jurisdictions, data was obtained that shows the need for a mobile crisis unit.  The jurisdictions are reporting an increase in ‘mental health calls’ and also an increase in individuals who are not held at the hospital.  Again, this points to the need for a crisis stabilization unit in our County.  Police officers are reporting that they are making multiple ‘mental health runs’ to the same address for SMD individuals that are not in crisis, but may be experiencing an increase in symptoms.  This points to the need for both increased CPST outreach services and mobile crisis.  The award of a Department of Justice grant provided funding for the implementation of a mobile crisis team in Spring 2011.  The Board collaborated with the various law enforcement jurisdictions to develop the model for the mobile crisis unit and the CIT training.  

As mentioned earlier, Clermont County lacks a broad based transportation system, which limits access to services.  While CPSTs provide some transportation to allow consumers to access services, limited funding has increased the CPST caseloads to such a degree that CPSTs are not able to provide as much community outreach or support in the community (i.e., assistance to doctor appointments to provide continuity of care or support with understanding doctor directions).

As mentioned in the previous section, the Board is continuing to work with LPS to increase the availability of intensive CPST services.  The implementation of the LOC system has allowed for the development of intensive CPST services, but the need for extended intensive CPST services is far exceeding the capacity of the agency.  In addition, the local SMD definition that limits access to services for many consumers increases the needs of those not served, many of whom then resurface when their illness has progressed to a point at which they are now eligible for service.  Information from the Board’s needs assessment clearly shows that intensive CPST services are needed in our County.  CPSTs need to be able to respond quickly to crisis situations and provide aggressive outreach and daily monitoring and skill development.

As mentioned previously, there have been issues with our peer support agency, Phoenix Place, not meeting the needs of most consumers.  The number of members is increasing slightly but is still low despite outreach efforts and classes.  With services being cut, the Board had hoped that many consumers would find alternative supports through Phoenix Place, but most of the consumers who attend on a regular basis have been doing so for many years, and are also not branching out to other activities.  Board staff continue to work with Phoenix Place, but the Board of Directors has even talked about removing all funding in the future to shift those dollars to treatment services, which would help more people.

B.1.b.2. Children and youths with SED living in the community

As mentioned, the Board was awarded a SAMHSA system of care grant in SFY10.  The grant provides funding over a six year period to fill the gaps in services for youth and children with SED.  Prior to submission of the SAMHSA grant, informal needs assessments, including discussions with the County school systems and Family and Children First, showed that our County needed the following behavioral health care services:  services for transition age youth, crisis stabilization, wraparound services for youth with multiple system needs, enhanced school based mental health services, increased home-based and early childhood services, respite, and parent peer support.  

Analysis of outcome data from CFI has also shown an increase in the number of individuals seeking treatment; the intensity of the individual’s needs have also continued to increase.  Children and youth increasingly need services from multiple systems.  Due to the difficulty of the coordinating these complicated systems and intensive needs, the availability of wraparound facilitators has improved the quality of care for multiple system children/youth.  

The Board has long known the need for services and supports for transitional age youth, particularly those aging out of the children’s mental health system and the Children’s Protective Services (CPS) and Juvenile Court systems.  The Board has a small transitional youth program at our adult mental health agency, but the program is not able to provide the intensive CPST services needed.  As part of the system of care, the Transition into Independence Program (TIP) model has been implemented with another adult contract provider in our area.   

As part of the system of care, the grant was slated to fund a crisis stabilization unit for youth.  This is a much needed component of treatment that is currently missing in our County.  With the crisis stabilization unit in place, it was believed that the time youth spent in detention, foster care, and the hospital would be reduced, as family crisis situations could be handled by a team of professionals in a neutral, more welcoming facility.  Unfortunately, we have decided not to pursue this service.  With the cuts and downsizing experienced by our system and our partners, operating such a facility would not be sustainable over time.  It was determined that families would be better served by putting those funds toward services that we plan to sustain rather than trying to establish a program that appeared to be unsustainable. 

The school systems are reporting an increased need for access to mental health services.  As such, the school-based mental health services have been enhanced in SFY11 to provide services in almost all school districts in our County.  The availability of mental health services at the schools has increased the access to needed services.  The school systems also continue to report difficulty with managing children in the school system who have mental health difficulties.  As a result, the referrals for CFI’s Partial Hospitalization Program have increased, and the need is outweighing the capacity for services.  The Board is concerned about the ability to maintain this critical element of our system of care as a result of limited funding. 

Access to psychiatric services continues to be problematic for CFI.  The Southwest Ohio area continues to struggle with an acute shortage of child psychiatrists.  While the funding is available for pharmalogical management services at CFI, it has been difficult to attract psychiatrists.  The Board and CFI have resolved the lack of available psychiatrists by forming and maintaining partnerships with area pediatricians and has a psychiatric nurse that collaborates closely with community doctors to assure continuity of care.  CFI also contracts with a local pediatrician to provide on-site medication management for children who are stable on certain types of medications (e.g. stimulants, anti-depressants).  This allows psychiatric time to be utilized for those youth most in need, and also improves access to psychiatric services by decreasing the waiting list.  

The need is also increasing for children’s outpatient services.  More individuals are seeking treatment and the intensity of the consumers’ needs have increased.  CFI has a waiting list for services, and is addressing this capacity issue by hiring more contract therapists, and providing thorough triage at intake.  Unfortunately, one of the areas cut for FY 12 is funding for face-to-face pre-intake appointments that had proven very successful in engaging families and youth and in determining the most appropriate services amenable to the family.  Without this service, the agency is experiencing more no-shows for intake appointments and families not following through with services. 

An important component of our school-based services is our partial hospitalization or day treatment program.  This program is not like a traditional partial in that often it lasts for a year or more.  The program combines mental health services and an educational component, and works with the child, family and school from the time of admission on transitioning back to the home school.  These youth have such significant problems and have encountered so much difficulty in a regular school setting that it takes much time to help them work back to being able to maintain in their home school.  The program requires involvement by the parents/guardians.  Due to the Medicaid cost containment and the issues that have been raised about partial programs, there are some concerns about the continued viability of the program.  The program is sustained through Medicaid and MACSIS billings, along with a “grant” from the Board to cover the full cost.  With additional budget cuts a possibility, the additional funding from the Board could be in jeopardy. 

B.1.c. Individuals receiving general outpatient community mental health services

As mentioned in Section One, access to counseling and psychiatric services continues to be difficult for adults without insurance who do not meet our local definition of SMD.  The needs of the ‘general population’ have increased in the last FY, but the capacity has decreased.  The needs of the general population are assessed through tracking of calls for services made to LPS, the Board, and other community providers.  The Board also tracks the number of hospital admissions and the needs of those individuals.  LPS receives funding from United Way to provide counseling services to the general population.  However, the United Way funding was severely cut in FY09, and continued in FY10 and 11.  As such, LPS consistently depletes the funding for services to the general population by the middle of the fiscal year, and access to counseling services is limited.  Short term crisis services are available to this population, but often the issue is the need for long term counseling and pharmological management.  Access to psychiatric services is particularly needed for those without insurance.  The County FQHC does provide limited psychiatric services for individuals without insurance, but the waiting list is very long.  The Board and LPS attempt to work closely with the FQHC to refer individuals for services, and also work with other community providers to assist individuals with finding pharmological management.  However, during the last year, the psychiatrist position at the FQHC was vacated, and the FQHC was unable to find a replacement for the position.  This left a large hole in the access to pharmological management for the general population that does not have insurance.  It also put added strain on our system.  The FQHC has now entered into a contract with a Hamilton County agency to provide psychiatric and other behavioral health services for them.

The need for individuals who are hospitalized at our local community psychiatric unit who do not meet the local definition of SMD have also increased.  With the recession, the local community psychiatric unit has seen an increase in admissions for individuals who have no history of mental health treatment.  Recognizing that this population needs services to stabilize in the community, the Board provides some funding for this post-hospitalization population and is supporting LPS with means to manage the issue of capacity.  However, as mentioned above, access to long term pharmacological management is limited for individuals in the general population.  The funding is not available to provide long term pharmacological management for adults who are not SMD, as defined by the Board.

B.1.d. Availability of crisis services to persons without Medicaid and/or other insurance

Clermont County MHRB recognizes the importance of crisis care and crisis intervention services.  Crisis services are available on a limited basis for all residents of our county, regardless of payor source.  The need for crisis services is assessed through tracking of calls to the Clermont County Crisis Hotline, utilization of crisis units, admissions at the local community hospital, calls from first responders (police and fire), and calls from the County school systems.  The Board has identified the need for additional access to crisis services, as well as the need for mobile crisis services.  While the Board has been unable to fund a mobile crisis unit in the past, a recently obtained Department of Justice (DOJ) grant provided funding to implement a mobile crisis unit beginning in May 2011.  The mobile crisis unit is staffed by licensed mental health professionals who are available for on-site assessment in partnership with law enforcement Monday through Friday from 10am to 10pm.  The DOJ grant also provides funding for up to four counseling appointments for individuals who are in crisis, but not in need of hospitalization.

The Board continues to utilize other services to address gaps in crisis care services.  The Board support the local 24/7 day a week crisis hotline, provides education to 911 operators and other first responders (fire and police) in the County regarding mental health emergencies, and provides funding to both the adult and children’s mental health agencies in the County for crisis appointments.  Adults have access to three face to face crisis appointments within 8 hours of referral during the work week.  Adults in need of face to face crisis services are either referred to our mobile crisis unit or the local community hospital for assessment during evening and weekends.  Children have access to services within 8 hours.  During SFY11, CFI added the capacity to see crisis appointments in the evenings and weekends.  

The Board also funds and supports management of the County’s Crisis Response Team (CRT).  This team consists of a group of volunteers from various social service and educational agencies in the County that are committed to joining with communities in crisis to facilitate the healing process.  The team began in 1994 and is modeled after the National Organization for Victim Assistance.  The CRT has been very successful in helping individuals in the County during traumatic events and crisis situations.  The CRT is highly valued by the community and receives a call for help whenever a tragedy occurs.  The CRT has particularly been helpful to our community schools after suicides and sudden deaths.  Providing this support to students and school personnel shortly after the tragedy helps alleviate and/or identify the need for additional services.  The leaders of CRT have also requested to provide training and technical assistance to other counties and states interested in starting a similar program.

The Board continues to focus on the lack of a crisis stabilization unit in our County for adults and youth.  The County does not have a mental health observation bed at the local hospital.  Currently, the only crisis care options in the County are jail or the hospital.  The Board was awarded a SAMHSA system of care grant in SFY10, and the grant included limited funding for the implementation of a youth crisis stabilization unit.  However, the crisis stabilization unit has been removed from the grant project.  The Board is still collaborating with Summit Behavioral Healthcare to discuss having a crisis stabilization unit at SBH; we had one for several years but it was shut down, and have never had one at the new Summit facility, despite a unit having been included specifically for that purpose.   

B.1.e. Adults, children and adolescents who abuse or are addicted to alcohol or other drugs

Due to limited resources, Clermont Recovery Center (CRC), the contract substance use treatment provider, only serves individuals with a diagnosis of substance dependency disorder.  Based on assessment of need, CRC identified the following priority populations:  

1) Criminal Justice Populations
2) Persons with co-occurring disorder of mental illness and substance abuse
3) Adolescents
4) Referrals from Ohio Works First Program
5) Referrals from DJFS/CPS including those related to HB 484
6) Individuals with IV drug addiction
7) Medically indigent within each priority population
8) Pregnant women 
9) Individuals with an opiate dependency disorder

Adults

Two priority populations have been identified during SFY10-11 as needing more specialized services.  These populations are individuals with a co-occurring disorder of mental illness and substance dependency disorder (SA/mi) and individuals with an opiate dependency disorder. 

In 2008, the Board received a planning grant from a local health foundation to evaluate the need for a specialized treatment team to address individuals with co-occurring disorders.  The planning committee consisted of representatives from our contract agencies, personnel from Municipal Court and Common Pleas Court, and other stakeholders in the community. Through a guided collaborative process with the Ohio SAMI CCOE, the group analyzed data regarding service trends.  The Board also interviewed consumers who provided valuable feedback about needed services in the community.  The result of the year long planning committee was data showing a gap in services for individuals with a less severe mental illness and a severe substance dependency disorder.  The gap occurred since individuals with a less severe mental illness do not typically meet the criteria for services at LPS.  Due to funding limitations, these individuals were primarily served through CRC intensive outpatient services, and received some counseling through LPS’s United Way Clinic.  The individuals were often in need of pharmalogical management, but these services were often not available.  The identified individuals were also in need of case management services through CRC. The Board was granted funding from a local health foundation to implement an IDDT treatment team at CRC at the beginning of SFY10.  The target population is adults with a Quadrant III disorder (less severe mental illness and severe substance dependency) who have been involved in some matter with our County Court system.  

At the end of 2009, recognizing the increasing abuse of heroin and the increasing rate of accidental overdoses on opiates, the Board funded CRC to implement an ambulatory detox unit, specifically a Suboxone Clinic.  The rate of heroin abuse continues to rise in Clermont County and has now reached epidemic portions.  The Board continues to provide funding to increase the Suboxone Clinic, but can still not meet the needs of all our residents.  From the beginning of November 2009 to June 30, 2011 the clinic has served 119 individuals.   

Clermont County has also seen an increase in prescription drug abuse.  The Board, together with the Clermont County Sheriff’s Department, the Clermont County Drug Free Coalition and the Clermont Health District, hosted a “Prescription Drug Take Back” event in four locations in Clermont County in November 2010.  The event coincided with the national Prescription Drug Take Back event and was coordinated across several Southwest Ohio counties.  The five locations in Clermont obtained over 400 pounds of prescription drugs.  Information on prescription drug abuse, as well as safe disposal of unneeded prescription drugs, was provided to individuals after they disposed of their medications.  Feedback obtained from participants  indicated that the Drop Off event should be held more frequently.  The Board is working with the Clermont County Drug Free Coalition to make the Drop Off event a regular event, and will be participating in the event again on October 29, 2011.

Adolescents/Children

Information from key informants, such as Juvenile Court, Juvenile Probation and our local school systems, continue to point to the need for treatment for heroin, alcohol and prescription drug use.  Interestingly, schools are reporting that heroin use is higher in the more rural parts of our County. The Board’s contract AOD provider, CRC, is providing prevention services to some of these schools.  The Board funds CRC to provide treatment for adolescents through either day treatment or intensive therapy based on the evidence based practice of Multi Dimensional Family Therapy (MDFT).  The MDFT program may be expanded in conjunction with the SAMHSA grant.  Also, the Board recently requested and was awarded additional funding through the SAMHSA grant for materials and training of the CRC adolescent staff in the Seven Challenges evidence-based program.  The Trainer presented an overview to staff from all child-serving agencies in partnership with the grant, and initial response to the Seven Challenges program has been very positive. 

B.1.f.  Children and Families receiving services through a Family and Children First Council

The local Family and Children’s First (FCF) Council’s planning is highly integrated into the Board’s planning.  The Board has been the Administrative Agent for FCF since 2004, and the Board’s Executive Director is co-chair of the Council, also since 2004.  FCF previously operated a Cluster, or treatment team, which was developed in response to identified gaps in current service referral and delivery systems.  All families and children involved in the Cluster received multiple services from County agencies.  A large majority of those families involved in the Cluster were referred from Children’s Protective Services.  The FCF Council has identified the following three areas as the priority for our County:  Early Childhood (Help Me Grow-HMG); youth in custody of DJFS or Juvenile Court, especially those in residential treatment or in inadequate placements; and suicide prevention.  The Cluster process has now fully transitioned to Wraparound services, led by five Wraparound Facilitators who are FCF staff and paid for in full by the SAMHSA grant.  The Wraparound Facilitators, in collaboration with Parent Peer Support Partners, work with youth and families referred by child-serving agencies in the county or who self-refer.

The Board works closely with HMG and is very aware of the issues facing these families, since the Board Executive Director has been involved with HMG since its inception in the County and currently serves on the HMG Executive Committee.  Maternal depression continues to be an area of focus.  Funds for maternal depression services were included in the SAMHSA grant, but the program never served many people, despite expanding it to any caregivers and many outreach efforts, so the program was discontinued for Year 3 of the grant.  The Board will monitor needs for these services, as the need was identified previously by other county agencies, such as Help Me Grow, but the service was not accessed. 

The Juvenile Court system reports an increase in youth experiencing severe mental health and/or substance use.  The collaborative work regarding youth in custody centers on the need for in-County placements.  Clermont County does not have residential treatment facilities in our County, and the availability of in-county foster homes is limited, so that many youth are placed in network homes out-of-county.  Residential treatment facilities are needed when a youth is having significant mental health difficulties and the parents/guardians are not able to provide enough support in the home.  To help control costs associated with residential treatment, the Board is involved in the decision-making regarding placement of youth in residential centers.  Key players in the County meet bi-monthly to discuss alternatives to residential placements to try to maintain the youth in the community.  Several years ago, there were over 60 youth in residential treatment; by FY 11 that number had dropped to fourteen.  Currently, there are 16 youth in residential treatment, with their cases closely monitored by all partner agencies.

B.1.g.  Persons with substance abuse and mental illness (SA/MI)
Please see B.1.b.  

B.1.h.  Individuals involved in the criminal justice systems

Adults

Through ongoing collaboration with the criminal justice system, the Board continuously gathers information on the needs of individuals involved in the Court systems in our County.  The largest identified need has been for quick access to treatment.  Through grant funding, CRC has been able to provide assessments on-site at both the Common Pleas and Municipal Court.  This has increased consumers’ access to treatment.  In order to build on the positive results already obtained, the Board provided support for CRC, a dually certified agency; to complete assessment on all individuals the Courts believe needed either mental health or substance use treatment.  This triage system was implemented to assist the Court with decision-making regarding referrals to treatment.  The triage system is particularly important since services were reduced last SFY.  The Courts have been accepting of the need to downsize access to treatment by limiting the number of individuals referred for treatment, and CRC is using the Courts’ risk assessment data along with level of motivation (stages of change) to make decisions regarding who is referred for treatment.  

As a component of the new co-occurring treatment team at CRC, the agency has moved toward active use of the stages of change treatment model.  Treatment groups based on the individual’s stage of change are now implemented.  Most useful has been the drop-in group that is geared toward individuals who are referred by the Court, but are at the pre-contemplation stage of treatment.  These new groups are meeting the needs of individuals referred for services that would otherwise be awaiting individual treatment. 

There has been some discussion locally about implementing a treatment program in the Clermont County jail.  Half the jail currently is not utilized, as the County cannot afford the cost of corrections officers to staff the jail at full capacity.  The board, our AOD agency and the courts meet regularly to discuss changing needs for treatment and services for offenders.  Considering the heroin “epidemic” that the County has been experiencing for the past 3 years, and the impact that has had on the criminal justice system, the courts are looking for anything that can help break the cycle of relapse and continued criminal behavior.  The opportunity presented by the RSC Recovery to Work project was embraced by the Board, AOD agency and courts as a means to provide enhanced services and vocational training to offenders with heroin addiction being released from jail or prison who needed something more structured than IOP services three times a week.  We are hopeful that the program we have designed will provide more positive outcomes. 

Youth

The Board also actively collaborates with the Juvenile Court system. Juvenile Court, CPS, FCF and the Board have been working together for years to address residential placements to save funds and better serve the youth, and our efforts have been very successful, reducing the number of youth in RTCs from 60+ to around 15.  The majority of local Reclaim funds are used to support mental health services.  Juvenile Court partners with the Board for some services and directly contracts with the children’s mental health agency for others.  Juvenile Court has embraced the System of Care program FAST TRAC and is supportive of the Seven Challenges program for adolescent AOD treatment.  Issues for the future with Juvenile Court include the severity of mental health issues and addiction to opiates among the youth involved with the court, and the reduction in Reclaim dollars that may impact the funding partnerships in place. 

B.1.i.  Veterans

The Board has made several attempts to collaborate with the Veteran’s Administration (VA) in our County.  The Clermont County VA system provides mental health services.  As such, the needs of veterans in Clermont County are met through services provided by the VA.

C. Access to Services:  Issues of Concern

C.1. Access to Mental Health Prevention, Recovery Support and Treatment Services

The Board continually monitors accessibility to services for the County behavioral health system.  The agencies are required to report outcomes on established performance indicators on a monthly basis.  The performance indicators include increasing accessibility to services.  The Board is concerned about the impact fewer resources will have on the already strained behavioral health system in Clermont County.  The Clermont Board continues to have significant issues with access to services for our residents.  The Board recognizes the critical need for individuals to have access to needed services.  However, as the population in our County grows, and the funding decreases, the need for services exceeds the capacity of our agencies.  The Board continually works with the agencies to determine more efficient means to provide treatment. 

The best clinical practice is to have an ASL therapist work with Deaf consumers.  Unfortunately, Clermont County has very few therapists who are fluent in American Sign Language.  The Board actively reaches out to ASL therapist for contracting.  The Board also works with the mental health contract agencies to contract with interpreters, but this is not optimal.  The Board has also contracted with providers outside of Clermont County who have ASL therapists.    

Veterans are linked to services provided through the Clermont County Veteran’s Administration.  Clermont County is fortunate to have the VA behavioral health offices located in our County.  Access to behavioral health services for veterans is better than access for non-veterans.  

State prison ex-offenders are considered a priority population for access to services.  The Board has been working with Community Linkage to assure that Clermont is notified of individuals with SMD who are released from prison prior to the release.  In the past, Clermont was not notified prior to release, and this created much difficulty with access to services for ex-offenders.  Many ex-offenders ended up at the homeless shelter without medications.  Access to services for individuals discharged from state Regional Psychiatric Hospitals was already discussed earlier in this section.  Access to services for this population is considered a priority regardless of benefit eligibility.

ODMH
Adult Mental Health
As mentioned earlier, the Board has been forced to dedicate priority allocations to serve individuals with the greatest need. In 2005, the Board discontinued funding for the adult general population (non-SMD consumers) for all services, except crisis services.  De-funding the general population occurred so as to focus more funding toward meeting the needs of the increasing number of SMD consumers.  Decreased funding has therefore limited access to services for adults who are not severely mentally ill.  Access to treatment services for the “general population” continues to be a need in our County and an access concern.  

Due to limited resources, no adult mental health prevention services are provided in Clermont County.  However, the Board does provide ‘mini-grant funding’ to other community entities to assist with prevention services.  One example is the Clermont County Suicide Prevention Coalition.  The Coalition works closely with area partners, including the County school systems, the Courts, the hospital, contract agencies, police departments and county officials to increase awareness of suicide prevention programming.  

Children’s Mental Health
As mentioned earlier, the children’s mental health system does not have eligibility restrictions based on severity of illness.  The SAMHSA system of care grant has supplemented our children’s mental health system.  However, the accessibility to services for all children is starting to result in waiting lists for outpatient counseling services.  Access to services is being hampered by increased need.  More individuals are seeking treatment and the intensity of the individuals’ needs have continued to increase.  The average number of days from referral to assessment and intake was 30 days during FY11.  



ODADAS

Adult AOD treatment 

As mentioned earlier, eligibility requirements for access to AOD treatment also exist in Clermont County.  In order to receive publicly funded AOD treatment, the consumer must be diagnosed with a substance dependency disorder.  Clermont Recovery Center does have a waiting list for services, but uses a triage system to prioritize clients based on need.  The eligibility requirements for treatment can result in individuals not being eligible for services until their AOD disorder becomes more severe.  In other words, early prevention for abuse is not available due to limited funding.  Beginning in FY 12, if marijuana is an individual’s drug of choice, he/she will be referred to a self-pay program.  The Board no longer provides any funding for this population, due to the need to focus on those addicted to opiates.  The Court system and other partners were supportive of this decision, considering the current situation with the number of individuals addicted to heroin.

Problem gambling has not been identified as a need in Clermont County.

Adult AOD prevention

The AOD prevention services were hard hit during the funding cuts of FY10.  The prevention program was downsized, and universal prevention programming are no longer offered to the community.  The additional funding cuts in FY12 will result in minimal prevention services in our community.  The AOD prevention services are based on analysis of need, and are targeted to address those at greatest risk.  The County needs prevention services available, particularly related to prescription drug abuse, and is utilizing ODADAS grant funding awarded to the Board and the Clermont County Drug Free Coalition to address this prevention issue.

D. Access to Services:  Crisis

As mentioned earlier, crisis services are accessible to all residents of our County.  The Board funds face to face crisis services at LPS, CFI and CRC.  The Board also funds a 24 hour/7 day a week Crisis Hotline that is staffed with mental health professionals.  This service is heavily marketed in our County.  To improve access to crisis services, the Board implemented a mobile crisis team during FY11.  The mobile crisis team is incorporated into the Crisis Hotline.  The funding for the mobile crisis team is provided through a Department of Justice grant.  As mentioned, Clermont County is in need of a crisis stabilization unit for youth and adults.  

E.Access to services: Training Needs: Identification and prioritization of training needs for personnel providing crisis intervention services

The training needs for personnel providing crisis intervention have been determined by the Ohio Administrative Code (OAC) which requires First Aid and CPR certification, and crisis de-escalation training.  All of our contract agencies are CARF accredited and maintain the necessary trainings for staff per their standards as well.  The contract agencies assure that their staff meet the needed training requirements.  Completion of the training requirements are reported on the contract agencies’ Quality Assurance report, which is submitted to the Board on a quarterly basis.  Both the adult and the children’s mental health agencies use the Crisis Prevention Institute’s (CPI) curriculum for de-escalation training.  Non-violent crisis intervention training is highly accessible to new staff and staff that need re-certification.  Both mental health agencies also provide various Ethics workshops and continually offer workshops on assessment of suicide, assessment and treatment strategies for high risk behaviors, motivational interviewing, threat assessment, and suicide and homicide screening in relation to bullying.  CRC, the AOD provider, also provides monthly trainings on mental health and AOD issues.  CRC staff was recently trained in motivational interviewing and the stages of change model of treatment.  

New training will be implemented in FY12 for the mobile crisis staff.  The training will consist of information on the CIT (Crisis Intervention Team) model, cross training with law enforcement officers on policies and procedures, training on mobilization of the team, and use of equipment.  Trainings on such topics as co-occurring disorders and best practice models, trauma informed care, Heroin addiction, domestic violence, prescription drug abuse have been identified as needed trainings and are provided by the agencies.  

F.Workforce Development and Cultural Competency

F.1. Workforce Development

The Board is invested in attracting and sustaining a well trained clinical workforce.  The Board collaborates with the contract agencies to assist with obtaining a well trained clinical workforce.  All agencies advertise open positions on their websites, on internet employment sites, and in the local press.  The agencies also have connections with local colleges and universities to offer opportunities for student interns, some of who have joined the staff after completing their education.  Unfortunately, our contract agencies do not have the funding necessary to obtain and retain independently licensed staff for all positions.  Our system does have independently licensed supervisors, as required by the State, but funding limitations inhibit the ability to hire and maintain independently licensed staff in direct care positions.  

The agencies continue to be supportive of continued professional growth and provide in-house training with CEUs/RCHs for clinical staff.  The agencies also support staff attending outside trainings during the year.  In addition, the agencies support staff continuing their education and pursuit of licensure by providing study resources and flex-time schedules. 

However, due to the stressful nature of many behavioral health care professional positions and salary constraints, turnover is always an issue.  The local system continues to be significantly stressed by the competition to recruit and retain qualified direct service staff and psychiatric staff.  While the agencies do have qualified staff to deliver needed services, Clermont County feels the strain of not having access to a sufficient number of qualified and licensed behavioral health professionals.  Clermont County continues to have great difficulty with hiring and retaining Psychiatrists.  This is true for all the contract agencies.  Part of the difficulty is that professionals living outside the County do not want drive to Clermont County to work.  Additionally, as previously mentioned, there is a shortage of psychiatrists, and particularly child psychiatrists, in the Southwest Ohio area.  CRC searched for a contract psychiatrist for the co-occurring team for over 8 months.  Part time psychiatrist hours are even more difficult to obtain.  

The Board has tried to work with the local hospital and the local FQHC to share psychiatric hours.  However, these entities are also having difficulties with obtaining and retaining qualified psychiatrists.

LPS, the adult mental health contract agency, reports that they continue to struggle with attracting and retaining specialty positions, such as psychiatric nurses, Advanced Practice nurses, and bi-lingual clinicians.  As mentioned in Section I, there is a small, but growing Hispanic population in our County. While LPS has a Spanish speaking Psychiatrist, the agency continues to have to utilize interpreters to provide CPST or therapy services.  LPS has been working to obtain a bi-lingual clinician, but has not yet been successful.  Throughout FY 11, Child Focus attempted to hire a full-time bilingual therapist, but was unsuccessful.

The Board has not been asked to collaborate with the State departments regarding workforce development.  The Board would be happy to assist the State departments in any matter needed.  

F.2. Cultural Competence

The Board and its contract agencies recognize the importance of cultural competence when providing treatment.  In order to provide effective treatment, clinicians must be able to understand the consumer’s point of view, including cultural variables that may impact treatment delivery.  All of the contract agencies’ mission and values statements stress respect for the individual and the development of services to meet the specific needs of the consumers.  The contract agencies all provide ongoing training to their staff on cultural competency.  Again, since the contract agencies are CARF accredited, staff must show documentation of receiving training on cross cultural issues.  The incidence of minority populations continues to be small in Clermont County (3%), with the Hispanic population the one showing some growth.  

The majority of Clermont County residents identify themselves as Appalachian.  As such, the agencies provide ongoing training on the Appalachian culture and how it impacts treatment and ideas about substance use/abuse and mental health concerns.  As mentioned above, there is a shortage of bi-lingual clinicians, including ASL and Spanish speaking.  To date, the request for bi-lingual clinicians is low.  However, the Board, together with the contract agencies, will continue to try to attract bi-lingual clinicians who perhaps could be shared across our system of care.  

Clinicians are trained to assess individual need and provide services based on that individual need.  The clinicians take into account the cultural background of the consumer, as well as any other factors such as post prison release, veteran status, or discharge from a State Psychiatric Hospital.  The SOC principles of being family driven and youth guided, which are becoming part of the foundation of our service system, also provide support to being a culturally competent service system.

The Board, as a requirement of the SAMHSA grant, has a part-time employee in the position of Cultural and Linguistic Competency (CLC) Coordinator.  Her role is to assure that cultural and linguistic competency is developed, implemented and maintained across our entire system of care.  Our contract agencies and partner agencies all are involved in activities to promote cultural competence, including trainings, a book club (named “Cultural Conversations”) open to families and professionals, and a review of current policies and procedures across all participating agencies.  We also have a CLC Committee so that the CLC Coordinator can work with agency staff and families to address issues.

G. Capital Improvements

The Board will not be requesting capital funding for SFY12-13 or beyond.  With the state of the economy, the Board is focusing its attention on providing funding for services to the community, and would not have matching funds for any renovation or construction project.  The Board has been working to decrease the number of building under our ownership.  In 2010, the Board sold its office building to CRC, and moved into the facility housing the children’s Partial Hospitalization program, which relocated to a vacant school building which the agency rents.  The move was necessary due to increased staffing at the Board as a result of the SAMHSA grant.  The Board itself has 6 employees; we also have 9 FCF employees (with 5 and part of 1 paid through the SAMHSA grant) and 2 SAMHSA grant employees.  In addition, the “profit” from the sale of the building helped to provide more funding for services and the Board’s operating costs also decreased in moving from three to just two remaining Board-owned buildings.
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Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

A. Process the Board used to determine prevention, treatment and capacity priorities

The process the Board uses to determine prevention, treatment and capacity priorities was discussed in Section II.  The Board strongly believes that needs assessment is important and necessary to guide system service planning and delivery.  However, while the Board recognizes the importance of a formal needs assessment, the funding is not available to conduct a formal survey.  Financing a needs survey would redirect funds that are needed to provide services.  Instead, the Board uses more informal measures to evaluate need and determine priorities.  The Board has followed the same planning process for priorization of treatment and prevention services for the last several years.  Unfortunately, the prioritization of services often also involves discussing which services can sustain a funding cut.  This process was discussed in Section II.  The Board, using all the information obtained from our needs assessment, first determines the priorities of the community based on data and key informant information.  The Board then works with the agencies to determine what services they believe to be essential to maintain a quality behavioral health system in our County.  The agencies are asked to rank all services in terms of priority.  Services ranked number one were determined to be essential services and could not sustain a funding cut.  Services ranked number two were determined to be services that could be downsized with some impact to the system.  Services ranked as number three were determined to be services that could be eliminated or sustain a substantial funding cut.  The Board meets with the agencies to discuss their rankings and provide support to their decisions.  The agencies present their recommendations to the Program Committees of the Board of Directors.  An all day strategic planning meeting is then held with the Board of Directors to plan for funding for the next two fiscal years.  The Board of Directors, following the recommendations of the agencies and Board staff, rank all services in terms of priority.  The Board of Directors’ recommendations are then shared with the agencies and a decision on the prioritization of services is made.  Our planning process has been very successful since it involves the contract agencies in the decision.  The priority populations are listed under Section I.  As mentioned, priority is given to those individuals with the greatest need, based on severity of illness, and functioning capability. 

B. Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives

The Board, together with the contract agencies, have chosen the target goals and objectives for SFY12-13 based on need as well as a realistic appraisal of available resources and funding.  The Board’s priority for capacity, prevention, treatment and recovery support services for SFY12-13 are as follows:

Capacity

1. 	Advocacy for mental illness and addiction being seen as health care issues that need an appropriate and necessary continuum of care.  Continued advocacy for funding for the behavioral health system is critical to continue to provide a safety net of services to Ohio’s residents.  

2.	Use of a diversity of revenue sources to support Ohio’s behavioral health system.  The Board, together with the contract agencies, will continue to aggressively seek alternative funding streams.  To date the Board has been highly successful in obtaining grant funding to address gaps in our system of care.  Without a diversity of revenue sources, the Board will not be able to maintain an effective behavioral health system of care.

3.	Maintain access to crisis services for individuals with SPMI, SMD and SED regardless of ability to pay.  The Board will continue to prioritize access to crisis services for adults and children.  This will include access to face to face assessment and counseling services.  Crisis services are critical to our system of care, and will become even more vital as funding cuts diminish access to services.  The Board has expanded the hotline to include web-based access, with the intent to add texting capability and other technology advancements as they become available for use. 

4.   Increase access by the implementation of tele-psychiatry and online counseling services. 
 
Prevention
AOD

Based on evaluation of need, programs that increase the number of customers who avoid ATOD use and perceive nonuse as the norm will continue as the prevention target for SFY12-13.  This prevention goal will be addressed across the lifespan, and will particularly focus on underage drinking, opiate abuse and promoting safe and healthy communities. This goal will be obtained through coloration with the Clermont County Drug Free Coalition.  

Mental Health

Based on evaluation of need, continued support of the Suicide Prevention Coalition and their awareness efforts will continue as a prevention target for FY12-13.  The Board, together with the Coalition, will continue to fund prevention events for school aged youth, the crisis hotline and the crisis response team.

Based on identified need, promoting mental health in schools by offering support to children encountering serious stresses will be a prevention target for FY12-13.

Treatment and Recovery Services
AOD

Increasing the number of customers who are abstinent at the completion of programming will continue as the treatment target for FY12-13.  

Mental Health

Increasing competitive employment will continue as the treatment target for FY12-13.  Employment is a key component of recovery and therefore is viewed as a priority in our system of care.

For children, we continue to focus on reducing residential placements.  We also, through the SAMHSA grant funding and services, are trying to intervene sooner in a child’s life so as to prevent more serious issues and higher end services later on.  As money is saved in reducing high end services across all systems, the money can be reinvested in prevention, early intervention, school-based, home-based and outpatient services that better meet the needs of children and families and help keep families intact.

C.Goal and Objectives:  Access to Services

The Board goal and objectives for addressing access issues for our system of care revolve around continuing to obtain additional funding to expand or increase the access to our existing system.  As mentioned throughout the plan, access to mental health services for the adult ‘general population’ is severely limited.  The Board has already taken several steps over the past several years to increase access to services.  The Board plans to continue these steps into SFY12-13.  These steps include:

Adult Mental Health

1) Utilization review of the newly implemented level of care system for adults with SMD.  The level of care model, which is closely tied to the Cluster Based Planning model, provides clinical staff with the structure needed to determine a consumer’s clinical need and intensity of services.  The Board is hopeful that this structure will result in more efficient and cost effective services in order to serve more individuals, and also increase access to CPST services.  It is also anticipated that the level of care will decrease the frequency of hospitalizations for individuals who are receiving intensive CPST services.
2) Tele-medicine options are being explored through collaboration with several other Board areas.  It is anticipated that tele-medicine will increase access to psychiatric or pharmalogical management.
3) Expansion of group counseling for non-Medicaid, non-SMD individuals who are court-ordered for therapy.  While there is limited counseling at LPS for non-Medicaid, non-SMD individuals, funded by the United Way, the wait list is long and the need far exceeds the capacity.  LPS has developed self-pay counseling groups that consumers can attend and also receive brief pharmacological services.
4) Continued prioritization of access to services for non-SMD individuals who have been hospitalized.  The Board and LPS continue to try to manage the treatment needs of this ever growing population.  Recognizing that this population needs services to stabilize in the community, the Board is currently providing some funding for this post-hospitalization population and is supporting the agency with the means to manage the issue of capacity.
5) Expansion of Crisis Services.  In SFY11-12, through DOJ funding, the Board will continue to expand access to crisis services.  The DOJ grant provided funding for a mobile crisis team and follow up crisis appointments for individuals who do not meet the criteria for hospitalization but are in need of treatment or stabilization.  It is anticipated that the population served by the increased crisis appointments will be individuals who are not SMD by our local definition.  The funds to maintain mobile crisis when the grant ends in September 2012 have already been included in the Board’s Financial Projection for FY 13.

Children’s Mental Health
1) Implementation of transitional services for youth (TIP model) aging out of CPS and Juvenile Court will increase access to behavioral health services for youth who are not likely to meet the SMD definition.  It is anticipated that the TIP model will be successful in keeping youth stable in the community and decreasing the need for longer term adult CPST services.   
2) CFI and the Board have partnered to pilot an e-mail system for therapists to provide additional support to their clients between appointments.  This system was designed by a former Clinical Director of the agency and has been showing some good results in its first year of use.  There are limited times that the therapists are live online; primarily, the parents or adolescents can send an e-mail with their concerns or issues with a response guaranteed with a set period of time.  This has worked well especially for parents who can voice their issues with their children as they occur and not have to wait weeks for their set appointment.  Since early results are good, we are considering expanding use to the TIP program for Transitional age youth and to our adult mental health agency.
3) CFI will continue to hire contract therapists to decrease the waiting list for services.  This approach has minimized the agency’s costs and has increased access to counseling and therapy services.  
4) CFI will also increase access to services by continuing to offer a variety of therapy groups.  Rather than waiting for individual therapy services, clients can more quickly enter group treatment.
5) The Board will continue our collaboration with CPS and Juvenile Court to review the utilization of residential treatment centers.  CPS and Juvenile Court fund the per diem for the residential placements for Clermont youth.  In past fiscal years, the Board provided the Medicaid match for the treatment the youth receive at the RTCs.  Although the Board no longer provides the match, our funding of services through the state allocation, levy and SAMHSA grant funds is viewed as our contribution.

AOD

1) The Board will continue to work with the County Courts to assure quick access to needed services, particularly AOD services. A Triage system for assessment and referral to services is available at both Courts.  
2) Full implementation of the IDDT team occurred at the end of FY11.  The IDDT model increases access to intensive AOD services at CRC and provides coordinated access to psychiatric services.  The IDDT model will also include access to pharmalogical management at CRC.  This has been a much needed service in the past.  In the past, CRC customers needing psychiatric medications were referred to either LPS, if eligible, or an outside doctor.  Again, the waiting list for pharmacological services is long in our County.  
3) The use of the stage of change model throughout CRC will increase access to services overall through providing screening of individuals who are not ready for services, or are at the pre-contemplation stage of change.  Instead of placing these individuals into traditional outpatient services, these individuals will be referred to a pre-contemplation group until they are ready for additional treatment.  This will increase access to outpatient services by freeing up therapist time and decreasing the no show rate.
4) The new RSC Recovery to Work program is highly anticipated by court staff and the judges, as dealing with re-entry and those with opiate addiction is a top priority.  It is hoped that the more intensive services and vocational training will have a real impact on offenders who participate in the program.
5) The Board has funded a Suboxone clinic at our AOD agency for the past two years.  Currently, about 50 clients are in the program.  It has received acceptance from the courts and has had moderate success in addressing the needs of some of the heroin addicts referred for treatment.  We are working on obtaining the Suboxone at a lower cost so that more clients could benefit from the program, which is staffed with a physician and a nurse.

D. Workforce Development and Cultural Competence

The Board’s goal to increase the availability of mental health professionals in our County is centered on increasing pharmacological management services through tele medicine.  As mentioned earlier, the Board is in collaboration with other entities to plan for implementation of this idea.  

The Board fully supports the recruitment and hiring of culturally competent staff.  The demographics of staff at the contract agencies are reflective of the demographics of the County in the 2010 census estimate.  All agencies in our system are dedicated to hiring minority populations, and strive to have a working environment that is inclusive and committed to diversity.  The Board continues to work with the contract agencies to increase the number of bi-lingual clinicians available in our County.  The agencies are contracting for services in some instances, and have been very proactive in trying to attract individuals with bi-lingual ability.  The Board works with Deaf Off Drugs and contract mental health providers to try to access treatment services provided by ASL clinicians for adults with are Deaf.  There continues to be disparities in service delivery for individuals whose primary language is not English.  The Board will continue to try to fill this service gap.

The Board will continue to support the agencies’ efforts to provide cultural competency training at their agencies.  All staff at the agencies in our system receive cultural competency training during New Employee Orientation, and then yearly after that.  The contract agencies are pro-active in providing training on cultural competency that is relevant to the needs of their consumers.  Of particular relevance are the Appalachian and the Hispanic cultures.  

The SAMHSA system of care grant provided funding to hire a part-time Cultural and Linguistic Competency Coordinator position.  The position provides oversight for all agencies participating in the System of Care to assure that our practices, policies and procedures are culturally and linguistically competent, that adequate training in cultural competence is provided to all partner agency staff, and that youth and families receive supports and services they want and that their needs are heard and met through our programs in a way that is individualized to their needs.   

In terms of consumer satisfaction with services, all the agencies in our system administer satisfaction surveys to their consumers, family members and referral sources.  All agencies report at least at 90% satisfaction rate with services.  

The Board believes in the power of hiring staff who are in recovery.  The contract agencies also share the same belief.  In the past years, the Board has contracted with a consumer to assist with our re-design of the Consumer Operated Service (Phoenix Place), and utilizes consumers in planning for development of services and development and implementation of the CIT training in our county.

E.Goals and Objectives: ORC 340.033(H) programming
	County Commissioners are well informed of the various partnerships and pooled funding arrangements that exist to serve youth and families in the County, and particularly those involved in the child welfare system.  They are supportive of the focus of Reclaim dollars being behavioral health services, and one Commissioner is especially involved in this area, serving on a NACo community about Juvenile Justice.  One area that the Commissioners have watched closely is the number of children in CPS custody in residential placements and the cost of those placements.  Our having been able to drop that number from over 60 to 15 certainly has been well received by the Commissioners and the millions in savings has allowed other funding arrangements and services to remain funded despite cuts.  More importantly, the children are better served remaining in the community. 

	The County Commissioners contribute to the pooled funds of FCF annually; although the amount is not large ($35,000), it is their involvement in the process and their support for the work being done which is of greater value.  When the Board and CPS/DJFS decided to pool funds to continue to provide no cost AOD treatment services to parents who had lost custody of their children, the Commissioners easily approved the contract, expressing satisfaction that the systems were continuing to work together to assist these families despite the Board losing the HB 484 funds previously used for this purpose.  Both the Board and CPS were on the ballot in November 2010 for renewals of our levies.  Many of the partnerships between our systems were highlighted during the campaign, often by the Commissioners themselves, who were strong advocates for the levies and made their support for both systems and the collaboration between us, which allows for better outcomes and efficient, effective use of resources known publicly. 

F.HIV Early Intervention Goals

The Clermont County MHRB does not receive a special allocation for HIV Early Intervention Services.  

G.Addressing Needs of Civilly and Forensically Hospitalized Adults

The Board’s focus on the needs of civilly and forensically hospitalized adults was discussed in Section II.B.  This population is viewed as priority population, and adults receive expedited access to services.  Intensive CPST services are provided to the consumer as long as needed.  To provide a ‘step down’ from the hospital, for those individuals who need it, the Board funds respite beds at several Adult Care Facilities.  As mentioned under the needs assessment section, housing is often difficult to obtain for individuals being discharged from the hospital.  It is particularly difficult for individuals who have a forensic/criminal record.  LPS works closely with SBH prior to discharge to secure housing.  Individuals on conditional release receive intensive CPST services and are closely monitored in the community.   

The Board works closely with the County Court systems to be involved in the process prior to individuals being plead as NGRI or incompetent.  The Board is often notified of upcoming cases, but is not always aware of the issues.  The Board has seen an increase in the number of Restore to Competency cases coming from our Court system over the past SFY.  The Board continues to work with the Courts to assure that individuals are receiving adequate treatment.  Once the individuals are admitted to SBH, LPS completes an intake, and begins treatment planning.  The majority of the individuals sent to SBH from the Courts are appropriate referrals.  
H.Implications of Behavioral Health Priorities to Other Systems

The implications of behavioral health priorities to other systems are great.  First, the continued lack of services to the general population results in people with more short term needs, such as grief issues or depression connected to job loss or financial difficulties, who do not have access to services such as counseling or medications without Medicaid or insurance as payor.  This adds burden to the primary care system as it is often the only alternative, since resources outside the public system are also limited in the County.  The Board also believes that while services to the SMD population are prioritized, the restriction of meeting the local definition to access services means individuals who are seriously mentally ill (but not SMD) cannot receive Board funded services and there are no alternatives available without a payor source.  Reductions in the amount of services for the SMD population funded by the Board will also result in some consumers receiving fewer services than is ideal/necessary, and may lead to increased hospitalizations or criminal involvement.  The County continues to see significant increases in the number of individuals with behavioral health issues involved in the criminal justice system, and much of that increase is connected to lack of access to services.  This problem will likely continue to increase, and will continue to tax law enforcement and the jail, which is already at capacity.  

Finally, lack of access to services could lead to more family violence, including child abuse/neglect.  Based on State figures, Clermont is significantly higher than other Counties with regard to family violence.  The lack of services can have a detrimental impact on children and families, particularly if parents cannot access services in the time required to gain back custody of their children.  

I.Contingency Plan: Implications for Priorities and Goals in the event of a reduction in 	state funding
As funding becomes more restrictive, the Board is forced to continue to narrow the eligibility for services to those who have the most need.  Further, only services that are considered essential, such as CPST (for adult MH), outpatient therapy (for children MH), and intensive outpatient therapy (adult AOD), will be maintained.  This will result in a continued reduction of non-essential services, particularly prevention services, and non-Medicaid recovery based services such as Consumer Operated Services (COS), supported employment, supported housing, early childhood mental health, and consultation.  The ability to maintain evidence-based practices such as IDDT, Supported Employment, TIP, and DBT will be seriously evaluated, weighing the outcomes vs. the cost.  It is anticipated that these programs, which are primarily grant funded, could be significantly reduced, if not eliminated.  Specialty services such as Senior Connections (in- home mental health services for seniors) have been reduced and with further funding reductions, could be eliminated.  The Board specifically chose priorities and goals for the Community Plan that could still be achieved regardless of funding.  
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SECTION IV: COLLABORATION

A. Key collaborations and related benefits and results

The Board has a long history of successful collaboration with County agencies/systems.  The Board has developed strong collaborative relationships with various other systems in order to provide access to quality services with limited funding.  Sharing the funding responsibilities with other County systems has been successful in many instances, and has allowed the Board and its contract agencies, as well as other County agencies, to assist more residents of the County.  The sharing of costs has been beneficial to the Board by improving our financial position and allowing us to fund a larger portion of programming.  For example, in the past, reimbursement of Medicaid match by DFJS/CPS and Juvenile Court for services provided to youth in their systems has allowed growth in programs funded by the Board targeted to children/youth.  This shared collaboration has also improved the quality of services offered in the system, allowed the Board to shift funding to other needed services, and assists other systems in meeting their needs and objectives.  The collaboration between the County systems also allows for identification of needs of our County.  The examples of collaborative efforts have already been described in other sections of this plan, but include the following:  the adult and juvenile Court systems (on-site assessment), Clermont Department of Job and Family Services (expedited Medicaid and sharing of Benefit Specialist with LPS), Children’s Protective Services (sharing of cost of residential placements for youth/Medicaid match), Senior Services (shared funding for mental health position to work with Seniors), Clermont Development Disabilities Board (shared funding for housing for MI/DD population), Family and Children First (pooled funding, Olweus Bullying Prevention program), local law enforcement agencies (training of officers in mental health issues), Workforce One (supported employment services) and Mercy Hospital Clermont (agreement for hospitalizations of our consumers).  The collaborative relationship with FQHC was not successful in maintaining an integrated wellness clinic at LPS.  

While this shared funding has been beneficial to the County system as a whole, the Board’s collaborating partners have also seen decreases in funding.  This is creating more difficulty for a system that is already stretched beyond its limit.  An example of this can be seen in the increase in individuals with substance use disorders being diverted to substance use treatment in lieu of jail due to lack of beds in our County jail.  These individuals often do not have Medicaid or any insurance, may not have a substance abuse or dependency disorder, may have underlying mental health concerns, and may not be amenable to, or clinically ready for, treatment.  These individuals are often not motivated to comply with treatment are there are few sanctions that are available to be issued by the Court when the system is so overloaded.  The tension created in SFY09-10 by the lack of jail space and the decreased access for mental health services for the general population is slowly being resolved.  The Board is working closely with the Court system to address these issues.  CRC is now providing triage services to assess eligibility for services for all individuals referred for behavioral health services in our County.  This screening device is assisting with identifying individuals who are not motivated for treatment, and individuals that will not qualify for treatment.  The triage position also provides the Court with referral information for other service options. 

As discussed previously, because of ongoing planning that occurs with the courts, we were well prepared for developing a program in response to the funding from the RSC Recovery to Work project.  The amount of collaboration that has occurred in setting up this program should assure positive results, as it is viewed as a team effort.  Such collaboration occurs with the DYI (OVI) Court program and has occurred also with grant projects we have had with the courts in past years.

B.	Involvement of customers and general public in the planning process

The Board fully believes in the value of involving consumers and residents in the planning process.  Information is obtained from consumers and residents through various avenues.  First, the variety of different backgrounds of our Board of Directors provides a representation of the residents of our County.  Two consumers and two family members sit on the Board of Directors and are all vocal about the concerns of consumers of our behavioral health system.  Board staff actively seek out information from residents regarding service need during educational speeches given in the community, participation in the Clermont County Drug Free Coalition and the Clermont County Suicide Prevention Coalition, participation in various County committees, town hall/summit meetings in the community, participation in County events such as the Fair, and presentations given during the Commissioner’s Town Hall meetings.  The Board staff spend much time attending various community events in order to understand the current needs of our residents, and our consumers.  The levy campaign in Fall 2010 provided multiple opportunities to hear from local residents about their concerns, needs and expectations.  The overriding issue brought to our attention was opiate addiction.  This was somewhat unexpected, since County residents have traditionally not been very supportive of alcohol/drug needs in the community.  The number of questions we were asked during the campaign about access to services for opiate addiction reinforced our diverting additional funds to providing Suboxone and treatment services for those with opiate addiction. 

Board staff are also actively involved in planning at the Consumer Operated Service and are able to relay consumer needs back to the Board of Directors, which is helpful in planning for service delivery.  The Board is also actively involved with our County NAMI chapter.  The NAMI Director often shares areas of concerns that family members state and provides ideas for how to involve consumers and their families in the planning for quality services.  Board staff is often asked to attend NAMI meetings, and does so on a regular basis.  NAMI members are always encouraged to contact the Board regarding any issues, concerns, and needs. 

The belief of the Board and our partner child-serving agencies that our system would better serve the needs of children and families if we could incorporate the System of Care principles of being  family driven and youth guided was a motivator to attempt to obtain the SAMHSA grant funding four times before being successful.  There was already a strong commitment to these principles, the work was in fully implementing them across all segments of our agencies and organizations.  Early evaluation results indicate that we are achieving a shift in the way our systems do business which is being recognized by families.  Both the families and youth have advisory groups that advise the grant operations, and parents and youth are members of all grant committees, taking an active role in both planning and decision-making.  There are a number of parents and youth who are also members of the Family and Children First Council, which is the governing body for SOC.  We recently implemented a Parents Leadership training program to help parents become not just advocates for their own children but for the system as a whole.  The board Executive Director has participated in the training and has offered that the group becomes an official Advisory Committee for Board, particularly as we continue to make difficult decisions about service levels connected to funding and begin to address the sustainability of the various grant programs and services.
  
C. 	Regional Psychiatric Hospital Continuity of Care Agreements

The Board contracts with Mercy Hospital Clermont to provide inpatient adult psychiatric care to individuals needing a more restrictive level of care.  For consumers without another payor source, the Board pays an agreed upon per-diem rate.  Additionally, the Board contracts directly with psychiatrists working at the hospital to provide care to the hospitalized adult consumers.  As the facility is within our Board area, this arrangement facilitates continuity of care, discharge planning and positive coordination with families and significant others.  The hospital works closely with the adult mental health provider to connect adults with SMD to needed services.  The Board and its contract agencies are always mindful of having the consumers stay in the least restrictive setting.  As such, consumers are often hospitalized at the community based private hospital prior to admission to the state hospital, with the exception of consumers with a forensic status.  If the consumer is not able to stabilize in this setting, treatment planning involves discussion of transfer to the state hospital.  Prior to funding cuts in SFY10, the Board funded a Community Liaison/Hospital Liaison position at LPS.  In order to fund prioritized services, this position was absorbed by the Board in SFY10, and the duties were taken on by the Board Associate Director.  This position works closely with the community hospital and the state hospital and is responsible for coordinating LPS participation in treatment team meetings, probate hearings, and discharge planning.  In terms of forensic consumers, discharge planning and coordination with the Court system is essential.  Discharge planning occurs early on in the hospitalization of our consumers.  Housing and connection with services and benefits are vital to the success of the consumer upon discharge.  Intensive CPST services are provided; routine risk assessment and forensic monitoring are provided for forensic consumers.  

The Board, together with other Boards in the Southwest Ohio area, has a continuity of care agreement with Summit Behavioral Healthcare, the local state psychiatric hospital.  The Board and LPS have a close working relationship and are able to discuss discharge issues, issues with access to services and other clinical issues with hospital staff.  LPS staff and the Board annually review the Agreement and make any needed changes in procedures/processes before the agreement is finalized. 

LPS is also the pre-screening agency for Clermont County.  All the Health Officers have received training on the Mercy contract as well as the SBH continuity of care agreement.  Health Officers routinely receive training on pre-hospital assessment requirements, probate requirements, and the process for hospital admissions.  Only Health Officers can assess an individual’s need for hospitalization and coordinate admission to the hospital.  The least restrictive setting is always considered when planning for hospitalization.  As such, the majority of the consumers hospitalized are admitted to our local community behavioral health unit, Mercy Hospital Clermont.  In order to expand our hospital options, the Board has discussed contracting with another private behavioral health unit located outside of our County.  There are some concerns about the long term viability of the Mercy Hospital Clermont unit, and issues have arisen over the past several years regarding clinical decisions and quality of care.

In terms of children’s inpatient care, the Board contracts with two community based hospitals:  Cincinnati Children’s Hospital and Mercy Franciscan Hospital-Mt. Airy campus.  The number of youth requiring inpatient care is relatively small, but is increasing.  Historically, a majority of the youth have Medicaid or insurance coverage, so the Board’s portion of financial responsibility for inpatient services has been low.  While CFI staff collaborate with the local children’s psychiatric units, these hospitals are outside the Board area.  As such, coordination and transportation can pose difficulties.  The Board, in collaboration with CFI, FCF and FAST TRAC (SAMHSA System of Care grant), participate in weekly meetings to develop treatment planning options for children who are hospitalized.  Similar to the adult mental health agency, CFI provides training to Health Officers for pre-hospital assessment. 

D. .Consultation with county commissioners regarding services for individuals involved in the child welfare system

The Board Executive Director participated for several years in weekly meetings with the Juvenile Court Administrator, DJFS Director, CPS Director, FCF Program Coordinator, and staff from those agencies as needed to discuss better ways to meet the needs of children in custody and children involved with Juvenile Court, as well as their parents/families.  Staff from CRC and CFI also participate in the meetings.  These meetings have been held for the past seven years, and a number of new programs and improved processes/procedures have resulted.  Currently, the group continues to focus on children being removed from their parents, and are attempting to implement a program that would either prevent removal of the children or lessen the time the children are in custody.  Supportive services are wrapped around the family to allow the children to remain in the home or to return home as quickly as possible.  The County Commissioners receive reports of the ideas that emerge from the meetings. Meetings are now held bi-monthly, as there are so many committees and workgroups associated with the SAMHSA grant.

County Commissioners are well informed of the various partnerships and pooled funding arrangements that exist to serve youth and families in the County, and particularly those involved in the child welfare system.  They are supportive of the focus of Reclaim dollars being behavioral health services, and one Commissioner is especially involved in this area, serving on a NACo community about Juvenile Justice.  The County Commissioners contribute to the pooled funds of FCF annually; although the amount is not large ($35,000), it is their involvement in the process and their support for the work being done which is of greater value.  When the Board and CPS/DJFS decided to pool funds to continue to provide no cost AOD treatment services to parents who had lost custody of their children, the Commissioners easily approved the contract, expressing satisfaction that the systems were continuing to work together to assist these families despite the Board losing the HB 484 funds previously used for this purpose.  Both the Board and CPS were on the ballot in November 2010 for renewals of our levies.  Many of the partnerships between our systems were highlighted during the campaign, often by the Commissioners themselves, who were strong advocates for the levies and made their support for both systems and the collaboration between us, which allows for better outcomes and efficient, effective use of resources known publicly. 
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SECTION V: EVALUATION OF THE COMMUNITY PLAN

A. Description of Current Evaluation Focus: Ensuring an effective and efficient system of care with high quality

The Board believes in the importance of evaluating the quality, quantity, effectiveness, efficiency, clinical appropriateness and cultural relevance of all services.  The Board follows ORC 340.03 and ORC 340.033 by collaborating with other County entities to evaluate the need for mental health facilities and services in the County; set priorities based on identified needs; and develops plans for implementation of needed services.  The evaluation focus is concentrated on efficiency and effectiveness of services, accessibility of services, and appropriateness of services.  

B. Determining Success of the Community Plan for SFY 2012-2013

The success of the Community Plan for SFY12-13 will be measured following the Board’s evaluation policy and procedure, and include the following components:  1) Medical Necessity Audits for Non-Medicaid clients; 2) Involvement in Quality Improvement Meetings at the contract agencies; 3) Evaluation of agencies’ performance indicators (PI), which are detailed in each agencies’ POS contract and are reported monthly to the Board.  (These PIs are individualized by agency, but all agencies are measured on accessibility of services and outcomes of services; 4) Review of quarterly agency Quality Assurance reports; 5) Review of Major Unusual Incidence reports; 6) Review of customer/consumer Satisfaction Surveys; 7) Review of MACSIS data to evaluate amount of services received, number of intakes, and review of trends/services patterns; 8) Review of clinical charts to access appropriateness of services; 9) Review of clinical charts of services provided to SMD consumers and based on level of care criteria; 10) NOMS data to assess need; 11) Grant outcomes for Supported Employment, DUI Court Enhancement, Co-occurring Disorder Treatment, CIT/Mobile Crisis and the SAMHSA System of Care.  All grants require rigorous evaluation components which are measured and reported on a regular basis; 12) Ohio Outcomes Measures to evaluate effectiveness of recovery/resiliency based services (both our mental health agencies are still utilizing the Outcome Measures); and 13) utilization review of services provided by the agencies, conducted in a collaborative manner to inform the Board of issues impacting utilization, both positively and negatively.  This includes evaluating the needs of the consumer/customer vs. the type of and amount of services needed and looking at high utilizes for both Medicaid and non-Medicaid services.  As mentioned, level of care is specifically reviewed for the adult mental health population. 

The Board is evaluating every service connected with the SAMHSA System of Care.  Some of the services are newly implemented with grant funds, but others were already part of the local system.  The evaluation has two parts: the national evaluation that all grantees must participate in, and the local evaluation, which we have designed in collaboration with researchers from the University of Cincinnati, whom the Board contracted with to conduct our evaluation efforts. 

C. Engagement of Contract Agencies and the Community

One of the positives to having a small behavioral health system is that the Board and the agencies have a close working relationship.  The Board is a welcome participant in Quality Assurance/Improvement meetings at the contract agencies, and is often asked to be involved in problem solving performance delivery issues or to determine means to create more effective and efficient services.  While the Board uses information provided by the agency to evaluate the quality of service delivery, the Board also researches data from MACSIS and NOMS and discusses issues with key informants and referral sources to determine the effectiveness of the agencies.  The Board readily shares all information obtained, and the evaluation process is seen as a positive and helpful means to improve service delivery for all overall behavioral health system and our County.  The community is involved in the evaluation of the system through discussions with key informants, referral sources, NAMI and other county entities.  The Board does not have the staff power to commit to any further evaluation efforts.

The System of Care has produced stronger relationships with providers, and the number of providers has increased due to the grant, as the board has contracted with several Hamilton County agencies because of their expertise in providing certain services.  Because of the essential evaluation component of the grant, and the funds to hire researchers/evaluators from the University of Cincinnati to conduct the evaluation, we have been able to structure an evaluation process that will demonstrate the effectiveness of services we have provided for years, as well as new services added.  There is an Evaluation Committee open to all providers and family members, which has been a positive exchange of ideas and areas for focus.  Our providers believe they have a great “product” to offer and welcome the opportunity to have that examined and evaluated.

D. Milestones and Achievement Indicators

The milestones/achievement indicators used to track progress toward achieving goals are individualized based on each contract agency.  Again, these indicators are reported to the Board on a monthly basis, and focus heavily on issues of efficiency, effectiveness and accessibility to services.  The agencies’ performance indicators are reviewed and updated at the beginning of each SFY to reflect current needs and/or system issues.
 
E. Communicating Board Progress Toward Goal Achievement

Goal achievement will be communicated to the Board of Directors.  Goal achievement will be communicated to the community via our website and our Face Book page.  The County’s Public Information (PI) Department has been very helpful to the Board in getting out our messages.  Press releases get noticed more when they are issued from the PI Department vs. being sent directly from the Board.  They include articles from us in the County’s monthly newsletter and often invite us to be guests on the County’s cable show to highlight specific issues, programs, grants, etc.  Since all the Commissioners’ meetings and work sessions are now available on cable access and You Tube, we present to them on many topics so that the information is disseminated throughout the county; a majority of county residents faithfully watch those meetings. 

The Chamber of Commerce has played a key role in helping the Board communicate with residents.  The Chamber is always willing to include information in their many publications, newsletters and e-mail blasts on our behalf.  Board staff also attend many Chamber functions to make connections with those in the business community who should be aware of our system.   

As part of the System of Care grant, the Board has funds for a half-time Social Marketing Coordinator which has greatly increased our visibility about children’s services and the grant services and activities.  The grant also requires us to make the achievements and outcomes of the program available to all facets of the community, so we have already done much in that area, including a separate web site, newsletter, brochures and presentations.


Portfolio of Providers and Services Matrix



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

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

	PREVENTION
	
	
	
	
	
	
	
	
	
	

	Information Dissemination
	Clermont Recovery Center
	N/A
	Targeted youth
	U
	N/A
	1
	|_|Yes   No
	X|_|Yes   |_|No
	|_|Yes   X|_|No
	

	Alternatives
	
	
	
	
	
	
	|_|Yes   X|_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Education
	Clermont Recovery Center
	N/A
	Children/youth
	S
	Risk/Protective 
	1
	|_|Yes   |_|No
	X|_|Yes   |_|No
	|_|Yes  X |_|No
	

	Community-Based Process
	Clermont Recovery Center
	N/A
	Children/youth
	I
	Risk/Protective
	1
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	X
	

	Environmental
	Clermont Recovery Center
	Drug Free Coalition 
	Children/youth
	U
	Risk/Protective
	1
	|_|Yes X  |_|No
	X|_|Yes   |_|No
	|_|Yes  X |_|No
	

	Problem Identification and Referral
	Clermont Recovery Center
	N/A
	Children/youth
	U
	Risk/Protective
	1
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	|_|Yes   X|_|No
	

	PRE-TREATMENT (Level 0.5)
	
	
	
	
	
	
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	|_|Yes  X |_|No
	

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	Clermont Recovery Center
	N/A
	Adults/youth
	
	Cognitive/Behavioral (Matrix, Thinking for a Change, Motivational Interviewing) Seeking Safety/IDDT
	1
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	|_|Yes   X|_|No
	

	Intensive Outpatient
	Clermont Recovery Center
	N/A
	Adults/youth
	
	MDFT/Matrix
	1
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	|_|Yes   X|_|No
	

	Day Treatment
	Clermont Recovery Center
	N/A
	Youth
	
	Day Treatment
	1
	|_|Yes   X|_|No
	X|_|Yes   |_|No
	|_|Yes   X|_|No
	

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

	Non-Medical
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Medical
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	SUBACUTE (Level 3)
	
	
	
	
	
	
	
	
	
	

	Ambulatory Detoxification
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	23 Hour Observation Bed
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Sub-Acute Detoxification
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	Clermont Recovery Center?
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	




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)
	
	 
	 

	Integrated Dual Diagnosis Treatment (IDDT)
	 Clermont Recovery Center
	 
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Quadrant II probationers
	 50
	 50

	Assertive Community Treatment (ACT)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	TF-CBT
	 Child Focus, Inc. 
	 3067
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Children
	30
	40

	Multi-Systemic Therapy (MST)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Functional Family Therapy (FFT)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Supported Employment
	 LifePoint Solutions
	10062
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	SMD adults
	100
	100

	Supportive Housing
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Wellness Management & Recovery (WMR)
	 Phoenix Place
	NA
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	SMD adults
	30
	30

	Red Flags
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	EMDR
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Police Departments
	100
	100

	Crisis Intervention Training (CIT)
	 CCMHRB
	 
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Therapeutic Foster Care
	 Child Focus
	 3067
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Children
	36
	50

	Therapeutic Pre-School
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Transition Age Services
	 Greater Cinci Behavioral Health
	 
	2
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	16-23 transitioning out of foster care
	30
	30

	Integrated Physical/Mental Health Svces 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Ohio’s Expedited SSI Process
	 Life Point Solutions
	10062
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	SMD adults
	 
	 

	Medicaid Buy-In for Workers with Disabilities
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Consumer Operated Service
	 Phoenix Place
	NA
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	SMD adults
	 40
	40

	Peer Support Services
	 Life Point Solutions
	10062
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Victims of domestic violence
	40
	40

	MI/MR Specialized Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Consumer/Family Psycho-Education
	Clermont Recovery Center
	 
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Consumer
	40
	40



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  
	NC   
	I    
	I    

	Mental Health
Assessment
(non-physician)
	Yes    
	NC
	I
	
NC

	Psychiatric Diagnostic
Interview (Physician)
	Yes    
	D
	NC
	NC

	BH Counseling and
Therapy (Ind.)
	Yes    
	D   
	I    
	I    

	BH Counseling and
Therapy (Grp.)
	Yes    
	I   
	I    
	I    

	Crisis Resources & Coordination
	
	
	
	

	24/7 Hotline
	Yes    
	I
	DK
	DK

	24/7 Warmline
	No 
	 
	
	

	
Police Coordination/CIT

	Yes    
	I  
	I
	I

	Disaster preparedness
	Yes    
	NC   
	NC    
	NC    

	School Response

	Yes    
	NC   
	I 
	I  

	
	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
	   No     
	NC
	DK
	DK

	Respite Beds for Children & Adolescents (C&A)
	   No     
	No
	DK
	DK

	Crisis Face-to-Face Capacity for Adult Consumers
	
	
	
	

	24/7 On-Call Psychiatric 
Consultation

	No   
	  NC   
	NC    
	NC    

	24/7 On-Call Staffing by 
Clinical Supervisors
	No 
	NC   
	NC    
	I    

	24/7 On-Call Staffing by Case Managers
	Yes    
	NC   
	NC    
	NC    

	Mobile Response Team
	Yes    
	I 
	DK
	DK

	Crisis Central Location Capacity for Adult Consumers
	
	
	
	

	Crisis Care Facility
	No   
	NC   
	DK
	DK

	Hospital Emergency 
Department
	Yes    
	I   
	I   
	I    

	Hospital contract for 
 Crisis Observation Beds
	No     
	NC   
	NC    
	DK

	Transportation Service to 
Hospital or Crisis Care 
Facility
 
	  No     
	NC   
	DK
	DK

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

	24/7 On-Call Psychiatric 
Consultation

	Yes     
	NC   
	NC
	NC

				
	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    
	NC 
	NC
	NC

	24/7 On-Call Staffing by Case Managers
	Yes    
	NC 
	NC
	NC

	Mobile Response Team
	Yes    
	I  
	DK
	DK

	Crisis Central Location Capacity for C&A Consumers
	
	
	
	

	Crisis Care Facility
	    No     
	NC
	NC
	NC

	Hospital Emergency Department
	Yes    
	I
	I    
	I    

	Hospital Contract for Crisis Observation Beds
	  No     
	NC
	NC
	NC

	Transportation Service to Hospital or Crisis Care Facility 
	No
	NC
	NC
	NC

	
	
	
	
	

	Partial Hospitalization,
less than 24 hr.

	Yes
	I
	NC
	NC

	Community Psychiatric
Supportive Treatment
(Ind.)

	Yes
	NC
	I
	I

	Community Psychiatric
Supportive Treatment
(Grp.)

	Yes    
	I
	I
	I

	Assertive Community
Treatment (Clinical
Activities)
	No
	NC
	NC
	NC

	Assertive Community
Treatment (Non-Clinical
Activities)
	No
	NC
	NC
	NC

	Intensive Home Based
Treatment (Clinical
Activities)
	No
	NC
	NC
	NC





	
	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
	NC
	NC
	NC

	Behavioral Health Hotline
Service

	Yes    
	NC
	NC
	NC

	Other MH Svc, not
otherwise specified
(healthcare services)
	No
	NC
	NC
	NC

	Other MH Svc.,
(non-healthcare services)
	No
	NC
	NC
	NC

	Self-Help/Peer Services
(Peer Support)
	Yes
	D
	NC
	NC

	Adjunctive Therapy
	No
	NC
	NC
	NC

	Adult Education
	No
	NC
	NC
	NC

	Consultation
	Yes
	D
	NC
	NC

	Consumer Operated
Service
	Yes
	D
	NC
	NC

	Employment
(Employment/Vocational)
	Yes
	NC
	NC
	I

	Information and Referral
	No
	NC
	NC
	I

	Mental Health Education
	No
	NC
	NC
	NC

	Occupational Therapy
Service

	No
	NC
	NC
	NC

	Prevention
	Yes    
	NC
	I
	I

	School Psychology
	  No     
	NC
	NC
	NC

	Social & Recreational
Service
	Yes
	I
	I
	I

	Community Residence
	No
	NC
	NC
	NC

	Crisis Care/Bed Adult  [see service definition below]

	No
	NC
	I
	I

	
	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]
	No
	NC
	NC
	NC

	Foster Care Adult

	No
	NC
	NC
	NC

	Foster Care Youth [see service definition below]
	Yes
	NC
	NC
	NC

	Residential Care Adult (ODMH Licensed) [see service definition below]
	Yes
	D
	NC
	NC

	Residential Care Adult (ODH Licensed) [see service definition below]
	Yes
	D
	NC
	NC

	Residential Care Youth [see service definition below]
	Yes
	D
	NC
	NC

	Respite Care/Bed Adult [see service definition below]
	No
	NC
	NC
	NC

	Respite Care/Bed Youth [see service definition below]
	No
	NC
	NC
	NC

	Permanent Supportive Housing (Subsidized Supportive Housing) Adult [see service definition below]
	Yes
	NC
	NC
	NC

	Independent Community Housing  Adult (Rent or Home Ownership) [see service definition below]
	Yes
	NC
	NC
	NC

	Temporary Housing Adult [see service definition below]
	No
	NC
	NC
	NC

	Forensic Service
	Yes
	NC
	NC
	NC

	Inpatient Psychiatric
Service Adult (Private hospital only)
	Yes    
	D 
	NC
	NC

	Inpatient Psychiatric
Service Youth (Private hospital only) 
	Yes
	D
	NC
	NC





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 #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	
	

	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 #: 34




	1
	16

	
	
	· 
	Forensic #:
	5
	0

	
	
	· 
	Sex Offender #:
	3
	0

	
	
	· 
	
	
	

	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


	2
	71

	
	
	· 
	Forensic #:

	1
	0

	
	
	· 
	Sex Offender #:
	0	
	0

	 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
	0

	
	
	· 
	Forensic #:

	0
	0

	
	
	· 
	Sex Offender #:
	0
	0

	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 #:
	0
	0

	
	
	· 
	Forensic #:
	0
	0

	
	
	· 
	Sex Offender #:
	0
	0

	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 #:
	0
	0

	
	
	· 
	Forensic #:
	0
	0

	
	
	· 
	Sex Offender #:
	0
	0

	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 #:
	1
	5

	
	
	· 
	Forensic #:
	0
	0

	
	
	· 
	Sex Offender #:
	0
	0

	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 #: 2

ODMH HAP  

ODOD PSH




	


1

1
	


4

20


	
	
	· 
	Forensic #:
	0
	0

	
	
	· 
	Sex Offender #:
	0
	0

	
	
	· 
	
	
	

	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 #:  unknown



	
	

	
	
	· 
	Forensic #:
	0
	0

	
	
	· 
	Sex Offender #:
	0
	0



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)



									    





































Additional ODMH Requirements
(Formerly Community Plan – Part B)



























Notification of Election of Distribution – SFY 2012  



	The ___Clermont County___ Alcohol, Drug Addiction and Mental Health Services Board or Community Mental Health Board has decided the following:



___ ___            The Board plans to elect distribution of 408 funds.

______	The Board plans not to elect distribution of 408 funds





Signed:	______________________________________________________
		Karen Scherra, 	Executive Director
		Alcohol, Drug Addiction and Mental Health Services Board or
		Community Mental Health Board



Date:		_____________________________























State Hospital Inpatient Days  
		

	BOARD NAME:  Clermont County Mental Health and Recovery Board
2012 Planned Use of State Hospital Inpatient Days By Hospital/Campus

	1. Regional Psychiatric Hospital Name

	

	Summit Behavioral Healthcare

	

	

	

	

	

	Total All State Regional Psychiatric Hospitals Inpatient Days

	



 *	When specifying a Regional Psychiatric Hospital, please indicate a 
       particular campus.
		 


		Signed ____________________________________________
				Karen Scherra
				ADAMH/CMH Board Executive Director







			          CSN Services


		I anticipate renewing contracts for CSN services.

		_____ Yes

				___X__ No




  Board Membership Catalog for ADAMHS/CMHS Boards 
	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
9/30/2011

	Board Member
Richard Wheeler
	Appointment           Sex                   Ethnic Group 
              ODMH       M                   White

Officer                    Hispanic or Latino (of any race)
     Treasurer
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)

2460 Hickory Drive
New Richmond, Ohio  45157

	

	Telephone (include area code)
513-553-4488

	County of Residence
Clermont
	

	Occupation
Social Worker
	

	Term
First Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Richard Chaney
	Appointment           Sex                   Ethnic Group 
        ODMH             M                    White

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)

536 Lila Avenue
Milford, Ohio  45150

	

	Telephone (include area code)
513-484-6783

	County of Residence
Clermont
	

	Occupation
Collector I
	

	Term
First Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Mark Machan
	Appointment           Sex                   Ethnic Group 
            ODADAS    M                      White                       

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

1107 Hayward Circle
Milford, Ohio  45150

	

	Telephone (include area code)
513-239-1366

	County of Residence
Clermont
	

	Occupation
Retired Police Chief
	

	Term
Second Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recover Board
	Date Prepared
09/30/2011

	Board Member
Monika Carrington
	Appointment           Sex                   Ethnic Group 
        ODADAS         F                         White    

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)

3645 Virginia Drive
Amelia, Ohio  45102

	

	Telephone (include area code)
513-797-6906

	County of Residence
Clermont
	

	Occupation
Sales
	

	Term
Second Term
	Year Term Expires
2014
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Judith Eschmann
	Appointment           Sex                   Ethnic Group 
            County              F                 White         

Officer                    Hispanic or Latino (of any race)
          Chairperson     
                                    

                  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)

4181 Stemwood Drive
Batavia, Ohio  45103

	

	Telephone (include area code)
513-947-8388

	County of Residence
Clermont
	

	Occupation
Director of DJFS – Clinton County
	

	Term
First Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Greg Cottrill
	Appointment           Sex                   Ethnic Group 
     County                  M                  White

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

215 Edith Avenue 
Batavia, Ohio 45103

	

	Telephone (include area code)
513-256-0122

	County of Residence
Clermont
	

	Occupation
Account Executive
	

	Term
First Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Thomas W. Landon
	Appointment           Sex                   Ethnic Group 
         County              M                    White                          

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

1188 Wellesley avenue
Batavia, Ohio  45103

	

	Telephone (include area code)
513-753-5166

	County of Residence
Clermont
	

	Occupation
Trust Officer
	

	Term
Second Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2013

	Board Member
Wayne Johnson
	Appointment           Sex                   Ethnic Group 
County                      M                        White

Officer                    Hispanic or Latino (of any race)
  Secretary               
                                    

                  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)

4688 State Route 132
Batavia, Ohio  45103

	

	Telephone (include area code)

513-732-0346
	County of Residence
Clermont
	

	Occupation
Director of Special Education
	

	Term
First Term
	Year Term Expires
2012
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Nancy Hahn
	Appointment           Sex                   Ethnic Group 
                County     F                         White                   

Officer                    Hispanic or Latino (of any race)
               
                                    

                  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)

954 State Route 131
Milford, Ohio  45150

	

	Telephone (include area code)
513-831-8904

	County of Residence
Clermont
	

	Occupation
Social Work
	

	Term
First Term 
	Year Term Expires
2012
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Patricia Scherer
	Appointment           Sex                   Ethnic Group 
               County             F                 White

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

774 Price Knoll Lane
Milford, Ohio  45150

	

	Telephone (include area code)
513-831-5821

	County of Residence
Clermont
	

	Occupation
Retired – Social Work
	

	Term
Second Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board 
	Date Prepared
09/30/2011

	Board Member
Molly Greer
	Appointment           Sex                   Ethnic Group 
 County                        F                      White

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

1803 Clough Pike
Batavia, Ohio  45103

	

	Telephone (include area code)
513-732-0244

	County of Residence
Clermont
	

	Occupation
Retired
	

	Term
First Term
	Year Term Expires
2013
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Angela R. Liggett
	Appointment           Sex                   Ethnic Group 
       County               F                          White

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)

4263 Moore-Marathon Road
Goshen, Ohio  45122


	

	Telephone (include area code)
513-625-7453
	County of Residence
Clermont
	

	Occupation
RN – Emergency Room
	

	Term
First Term
	Year Term Expires
2015
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Joshua Miller
	Appointment           Sex                   Ethnic Group 
             County                M           White       

Officer                    Hispanic or Latino (of any race)
               
                                    

                  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)

600 Neptune Way
Cincinnati, Ohio  45244


	

	Telephone (include area code)
513-504-1151

	County of Residence
Clermont
	

	Occupation
Student
	

	Term
First Term
	Year Term Expires
2015
	

	Board Name
Clermont County Mental Health & Recovery Board
	Date Prepared
09/30/2011

	Board Member
Suzanne Carter
	Appointment           Sex                   Ethnic Group 
            County              F                   White

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)
 
815 Lily Lane
Cincinnati, Ohio  45245


	

	Telephone (include area code)
513-947-1038

	County of Residence
Clermont
	

	Occupation
Forensic Social Worker, Therapist
	

	Term
First Term
	Year Term Expires
2015
	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                                   

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                     

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                                   

Officer                    Hispanic or Latino (of any race)
               
                                    

                  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)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                                   

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  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)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	











	


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

	Cindy Crew
	43 E Main Street
	Amelia
	45102
	513-732-5400
	ccrew@lifepointsolutions.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

	Lee Ann Watson
	2337 Clermont Center Drive
	Batavia
	45103
	513-732-5406
	lwatson@ccmhrb.org


















		INSERT ADDITIONAL BOARD APPENDICES AS NEEDED
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