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MISSION STATEMENT

Through the effective use of public funds, the Columbiana County Mental Health and Recovery Services Board promotes a caring environment which supports prevention and recovery from the effects of mental illness, substance use, and addiction.

VISION STATEMENT

Children and adults at risk for, or having, mental illness or addictive disease, will have the opportunity for prevention services, growth, recovery, and inclusion in the community.  The community will understand, accept, embrace, and support their efforts to enjoy a quality of life that includes family and friends.  They will have access to services and supports of their choice which are respectful and understanding of their unique culture.

Columbiana County communities will have agreed upon methods for addressing mental health and addiction issues that increase the likelihood that this vision will be realized.  In so doing, communities will feel safe from harm caused by untreated or preventable mental illness, substance abuse, and addictions.

The taxpayers of Columbiana County will understand, support, and be satisfied with the way in which public dollars are spent to support this vision and with the benefits derived from their tax dollars.

VALUE STATEMENTS 

1.	We value partnering with the community in determining priorities.

2.	We value services that are effective, culturally relevant, and provided by competent professionals.

3.	We value consumer leadership, and consumer and family involvement in the design, provision, and evaluation of services.

4.	We value recovery for consumers, along with opportunities for consumers to participate fully in their communities.

5.	We value accountability - both service accountability, through the use of best practices, and fiscal accountability, through the efficient use of resources.
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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT OF THE COMMUNITY PLAN

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.


I. Environmental Context of the  Community Plan

Economic Conditions and the Delivery of Behavioral Health Care Services

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

Columbiana County is located in the northeastern portion of Ohio and is a designated county in the Appalachian Region.  Columbiana County shares some of the physical, demographic, and social characteristics of Appalachia, including low median income, low educational attainment, and a high poverty rate.  Columbiana County is primarily rural with small communities scattered throughout its 535 square miles.  The County contrasts somewhat with other Appalachian counties in having several urban areas, including two cities with populations in excess of 12,000 persons. 
The U.S. Census Bureau estimated the population of the county at 107,841 in 2010. The minority population of Columbiana County is approximately four percent.   Columbiana County has a low level of educational attainment relative to the State average.  According to the U.S. Census Bureau American Community Survey:  2005-2009, 84.5% of the total population over the age of 25 had completed high school compared to 86.8% for the state. The same survey notes that 11.8% of persons over the age of 25 had completed a bachelor’s or graduate degree, compared to the state average of 23.6%

The 2009 poverty rate in Columbiana County was higher than the State rate.  According to the U.S. Census Bureau 2005 - 2009 Economic Report, 15% of the County’s population lived in households with incomes below the federally defined poverty level, compared to the statewide rate of 13.6%.  Columbiana County’s poverty rate for children under 18 years of age was 23% compared to  19.1% for the state.  12% of all families and 40% of families with a female householder and no husband present had incomes below the poverty level.  The 2005 - 2009 American Community Survey reports the median income of households in Columbiana County at $40,551 compared to $47,144 for the state.

The Columbiana County Job and Family Services Department reports that 21.3% of the county’s population received Food Assistance in 2009 compared to 18.6% for the state.  24.1% of county residents were enrolled in Medicaid compared to 21% state-wide enrollment, and 54.2% of the 0-17 year old population were enrolled compared to 44.6% state-wide enrollment.   54.6% of all Columbiana County births in 2007 were paid by Medicaid.

Columbiana County’s unemployment rate has exceeded that of the state rate for at least the last 10 years, reaching a high of 13.2% in 2009 compared to 10.2% for the state in the same year.  The most current figures available for  May 2011 from the Ohio Bureau of Labor Market Information lists Columbiana County’s unemployment rate at  9.8% compared to an Ohio rate of 8.6%.

A discussion as to how Columbiana County’s economic conditions, including employment and poverty levels, are expected to affect local service delivery is included in the  “Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area” Environmental Section of the Community Plan.

Include in this discussion the impact of recent budget cuts and reduced local resources on service delivery:

Impact of recent budget cuts and reduced local resources on service delivery:
 
Prior to the state budget cuts of the past five years, this Board’s financing of the local system of care was already threatened by the precipitous growth of community Medicaid demands.  The inability to implement reasonable limitations on amount, scope, and duration of Medicaid covered services, coupled with the “any willing provider” arrangement in Ohio, contributed to ballooning Medicaid match responsibilities.   Since the state is taking responsibility for match as of July 1, 2012, and imposing reasonable limitations on services, the Board’s financial exposure for Medicaid match is eliminated.   State funding that was used in part to meet this match obligation, of course, is also no longer available.    

Regarding the impact of reduced resources on service delivery, in-network providers (those who provide either non-Medicaid Services or a combination of Medicaid and non-Medicaid services), and the MHRS Board have reduced their budgets in response to state cuts totaling over $1.2 million beginning in year one of the 2012 – 2013 biennium by reducing hours of service availability, laying off staff, and leaving vacancies unfilled.  Waiting lists have grown; wait times have increased and time between service sessions has also increased.  Quality care can be defined as providing the right services to the right person at the right time and place.  Largely due to severe budget constraints, our system continues to struggle to meet this target. .  
  
In Columbiana County, Family Recovery Center is the primary AOD prevention and treatment provider. Between State Fiscal Years 2007 and 2010, Family Recovery Center lost over $380,000 in TANF dollars and Safe and Drug Free Schools funding to support substance abuse prevention and education.   During the same time period, the Columbiana County Mental Health and Recovery system experienced a cut of nearly $185,000 in ODADAS funding for treatment and prevention services. As a consequence, Family Recovery Center reduced prevention services in the schools by decreasing the number of schools served and the number of prevention sessions offered to each classroom.  Prior to these drastic cuts, our system had achieved the goal of drug and alcohol prevention services offered in each public school district in the county.    In FY 2012, Family Recovery Center will be able to serve four school systems.
 
Family Recovery Center also reduced the number of direct service treatment staff, which impacted the agency’s ability to generate service revenue. Family Recovery Center also closed its doors one day per week from September 2009 to October 2010, thereby limiting its available services at a time when demand was heightened due to a deteriorating economy.  In addition, the agency reduced paid hours for most staff and increased the employee contribution for benefits.  These reductions negatively impacted service capacity at the agency.  A pay freeze has been in effect for the past several years.  
 
The other major Medicaid and Non-Medicaid treatment provider in Columbiana County is the Counseling Center, which provides a comprehensive array of both mental health and AOD treatment services to all age groups.  As available funds have been reduced, this agency has also limited availability of services, cut staff benefits, and reduced the workforce.  The Counseling Center has reduced the availability of both mental health and AOD counseling services, with the most severe gaps occurring for AOD counseling in East Liverpool (southern Columbiana County) and mental health counseling in Salem (northern Columbiana County). 
 
System-supported community housing and related start-up funds to assist people with serious mental illness have taken a large budget “hit” in the past 3 years.  The Counseling Center has reduced its housing budget from $200,000 beginning in FY 2009, to $70,000.  These funds are used for rental subsidy in independent settings, primarily for adults with SPMI, as well as start-up and moving costs.  The Columbiana County Community Action Agency is managing the Homeless Prevention/Rapid Rehousing grant on behalf of the Columbiana County Continuum of Care.   Funding from this program has been used for startup and moving costs, which has lessened the impact of funding reductions from the mental health system.  However, the Housing Prevention and Rapid Rehousing funding is expected to reduce during the 2012-2013 biennium, making this a temporary solution.
 
For many years, the MHRS Board has provided funds to the Counseling Center to participate in a local version of pooled funding for youth residential placements.   Funding cuts have caused this fund to be reduced from a high of $132,000 in FY 2009 to $60,000 in FY 2012.    
 
As funds reduce, it becomes harder to support Evidence-Based Practices, as these often require expensive licensing, supervision, support, documentation, and lower caseloads.  For example, the Counseling Center currently offers evidence-based Multi-Systemic Family Therapy (MST), but the MHRS Board and the implementing provider are considering whether this model is sustainable despite its excellent outcomes for families.   The program can only serve 30 families per year maximum, and the costs to support the program are high.  It is difficult to turn to community partners for help with additional funding, as the Juvenile Court and Department of Job and Family Services have also been affected by budget reductions.
 
Other evidence–based practices which may be less effective due to agency budget pressures are Supported Employment and Intensive Dual Diagnosis Treatment (IDDT).  Staffs in both programs have higher caseloads than recommended due to staffing reductions.  Supported Employment also moved to group orientations prior to intake, a practice which is not encouraged by the model.  Within the IDDT program, the Counseling Center discontinued engagement groups for people in the “pre-contemplation” stage of change with regard to their substance abuse, transferring the therapist who ran this group to provision of treatment services.  

The Board conducts numerous cost-saving measures and operational efficiencies to reduce program costs.  Some of these include:

· Regular utilization review by provider and board staff to assure the most effective use of state hospital and private inpatient psychiatric care.
· Regular utilization review by provider, Board, and the Columbiana County Department of Job and Family Services to review youth in residential treatment or at risk of out-of-home placement to assure appropriate services, supports, and discharge planning.
· Continuous Quality Improvement, Outcomes, and staff training are planned and implemented through the Board’s system-wide CQI process.
· Utilization reviews of services for mental health and alcohol and drug non-Medicaid clients are conducted to assure the effective use of resources and enhance the skills of provider staff.
· Provider and Board staffs participated in the ODADAS NIATX Change Leader Academy and are continuing to collaborate and work toward program efficiencies that enable improved treatment access and retention.
· Providers are assisted in locating and preparing grant applications to support and increase local services.
· The Heartland East Administrative Services Center (ASC) is used for MACSIS processing and reporting. The arrangement is cost effective as a number of Boards share the costs of the ASC.  The Board also shares information obtained from the ASC with providers to assist them in planning, quality improvement efforts, and in meeting accreditation requirements.   
· The Board joins with two other counties to contract for Forensic Monitoring Services.
· In collaboration with two other counties, funding has been secured from the Ohio Suicide Prevention Foundation to provide training recommended by our County Coalition.
· The Board has made its Chief Clinical Officer, a child Psychiatrist, available for case consultation for high risk youth.
· Co-planning for the use of Indigent Driver Funds has been conducted with the Columbiana County Municipal Court and the East Liverpool Municipal Court.  This provides an additional funding source for adults in need of AOD treatment who are involved in the criminal justice system.  
· Numerous workshops on clinical topics have been provided to local provider staff.  CEUs have been offered at no cost.  
· In FY 2012 and 2013, the Board plans to continue its long standing practice of paying for the required independent audits of its three largest in-network providers.  This represents a significant savings to provider budgets and over time has increased both efficiency and effectiveness of the audit process for all involved.   
· The Board joined in the Pathways II youth and adult projects which enabled the system to reduce local resources while maintaining the same level of vocational services to adults with SMI/SPMI and youth with SED.   
· The Board is participating in the RSC Vocational Rehabilitation Public and Private Partnership (VRP3) project to serve persons with SMI/SPMI or addiction who have a substantial employment barrier to obtain and maintain employment.  The project will began July 1, 2011.  
· The Board worked within the Columbiana County Continuum of Care to ensure that persons with serious mental illnesses and families with children who have severe emotional disturbances have access to Homeless Prevention/Rapid Rehousing funds, which enabled the MHRS Board to reduce levy support within housing programs without reducing services to clients.
· Levy carry over funds and levy reserves are being allocated to reduce the impact of state budget reductions in FY 2012.
· Pay freezes, reduction in staff hours, reduction in employer contributions to employee retirement funds, reduction in mileage reimbursement rates, and increased cost sharing in employee health care benefits have been implemented in varying combinations by the MHRS Board and its in-network providers.
· The former Executive Director retired in 2011, and the staff position of Associate Director will not be filled in FY12.


· Targeted fund seeking from federal and foundation sources has resulted in increased local support for alcohol and drug prevention and for implementation of the Wellness Management and Recovery program.
· When agencies have special needs, the Board provides consultation free of charge to assist the providers.  Examples include preparation for an accreditation survey, assistance with board member training or strategic planning, and drafting of specific policies.  
· Quarterly program reviews are conducted at Shining Reflections, the provider of the Board’s consumer operated recovery program.  One of the elements reviewed is ensuring that clients whose services are paid for by Board funding have severe mental illness.

Many cost savings measures that have been implemented to date are unsustainable in the future; for example, levy reserves are finite, and it is expected that additional cost saving measures coupled with continued targeted seeking of funds will be required.  It is the MHRS Board’s intention to focus on purchasing services and supports required by its high priority populations.  

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.

The Affordable Care Act includes coverage expansions, integration projects, payment and delivery system reforms, quality requirements, and comparative effectiveness research programs that will all impact the behavioral health system. As the federal government develops rules and regulations and the state government makes implementation decisions, the behavioral health system must remain involved to ensure that these decisions are made in the best interest of the consumers.  However, key provisions in the Affordable Care Act are being challenged by various states, including the State of Ohio, which has led to uncertainty to the implementation of these provisions and caused uncertainty regarding the best way to prepare for changes ahead.  
  
Assuming key provisions of health care reform are not reversed or rescinded, the Affordable Care Act will impact the Board’s system of care as many individuals who currently receive treatment services funded with non-Medicaid dollars will become Medicaid eligible, and many will be eligible to purchase insurance through the health benefit exchange.  These new coverage options will include alcohol, drug addiction, and mental health treatment services, but the benefit package is not yet known. The coverage expansions will impact how treatment services are financed but will not fund recovery support services.  As the local community behavioral health system positions itself to address changes with health care reform, it is imperative to assure the continued provision of  necessary recovery support services to individuals in need.  Examples of such supports include, but are not limited to, housing, peer support, vocational services, family education, and consumer operated services.  The Columbiana County Mental Health and Recovery Services Board has invested significantly over many years in a mental health recovery initiative which has helped many persons with serious mental illness to live in the mainstream of society and to make significant contributions to our system and the community. Integrated services and supports are also essential for recovery from alcoholism and addictions.   
 
Additionally, the Affordable Care Act provides incentives that focus on the integration of physical and behavioral health care.  Our Board has already identified this as a positive trend to better meet the needs of residents who have serious mental illness, alcoholism, or addictions.  The Board has encouraged local behavioral health providers to examine how their services may fit within the concepts promoted by national healthcare reform.   
Within Columbiana County, the Community Action Health Clinic is a federally qualified health center (FQHC); this organization is actively developing mental health service access for its patients.  At a time when financial support for other local behavioral health resources is decreasing, the Community Action Health Clinic is likely to help fill the gap for some people who would not otherwise be able to access treatment.   Since the FQHC has not yet begun to operate its behavioral health service, the extent of its capacity is unknown; regardless, the MHRS Board does not anticipate that the FQHC will meet all unmet need.   It is anticipated that the FQHC will be a part of the system of care for persons needing behavioral health services in Columbiana County, and the MHRS Board will facilitate collaboration between this entity and other local behavioral health services.  The tentative start date for services is August 2011, and the target population for services is clients of the Federally Qualified Health Clinic with mild to moderate mental health problems.
The Affordable Care Act also begins to look at the workforce capacity necessary to serve individuals in need of behavioral health services. Since capacity is already very insufficient in Columbiana County, any assistance provided through national health care reform is welcome. A related issue is attracting and keeping skilled and credentialed professionals; this is difficult for local providers due to funding constraints which limit ability to pay competitive salaries and benefits. 
 
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.

Economic conditions in Columbiana County have been generally depressed for the past three decades.  The rates of unemployment, underemployment, and chronic poverty were higher than both the national average and the State of Ohio average prior to the current economic downturn. Economic conditions, including employment and poverty levels can have a direct connection to an increased demand for behavioral health services. The recent economic downtown caused further deterioration in the economic conditions in the county. 


The behavioral health system has experienced the effect of the depressed economy in a number of ways.  The ability of consumers to participate in their cost of care has significantly reduced over the last several years.  During Fiscal Year 2011, only 7.83% of persons served participated in some portion of the cost of their care.  For the first time in several years, the number of persons with serious and persistent mental illness who received Supported Employment Services and were able to be competitively employed, decreased due to the lack of employment opportunities in the county.  Columbiana County has experienced higher numbers of deaths directly caused by drugs and alcohol.  Recent studies by the Substance Abuse and Mental Health Services Administration and Mental Health America directly connect unemployment with an increase in mental health concerns or the increased use of alcohol or drugs.  In addition, the loss of insurance results in more persons seeking services from non-profit community behavioral health providers as they cannot afford care in the private for profit sector.    Referrals to Board supported housing service have increased in the past year generally due to the county’s deteriorated financial conditions among many individuals who were already at the poverty level.  Inquiries regarding housing services for homeless individuals have also increased.  Many who inquire have moderate or mild mental health needs and therefore do not qualify for housing supports and services. These individuals live in poverty and are precariously housed; that is, they are doubled up with family or friends temporarily with no guarantee of permanence.   Focus groups with persons who have serious mental illness or addiction have consistently reported lack of transportation as a barrier, making it increasingly important for services to be located throughout the county.  However, funding cuts have resulted in more centralized service provision and a reduction in client transportation that the providers can no longer afford to offer.  
The following provides information regarding the characteristics of clients receiving mental health or alcohol and other drug services and service trends over the past two Fiscal Years:

Mental Health Client Characteristics  

During Fiscal Year 2010, 4,889 persons received mental health services; 3,370 were adults and 1,519 were youth.  During Fiscal Year 2010, 30% of the adults served were persons with serious mental illness, and 34% of the youth served had severe emotional disturbance.  During Fiscal Year 2011, 4,873 persons received mental health services, 3,327 were adults and 1,546 were youth.  29% of adults served were persons with serious mental illness and 31% of the youth served had severe emotional disturbance.  








Ages of Persons Served:

	
Age Group
	SFY 2010
	SFY 2011

	0-9
	563
	576

	10-13
	515
	520

	14-17
	499
	523

	18-24
	606
	591

	25-34
	877
	840

	35-44
	745
	717

	45-54
	655
	667

	55-64
	356
	367

	65+
	73
	72

	Total
	4,889
	4,873




Client’s Participation in Cost of Care:

	
	SFY 2010
	SFY 2011


	Client Pays All
	0
	0

	Client Pays Some Portion
	
286
	298

	Client Pays Zero

	
4,638
	4,615




Top 10 Diagnoses Per Volume of Services:  Adults

	Diagnostic Group
	FY 2010 Clients
	FY 2011 Clients


	Anxiety Disorders
	966
	984

	Bipolar Disorders
	850
	836

	Depressive Disorders
	499
	519

	Adjustment Disorders
	459
	409

	Schizophrenia/Other Psychotic Disorders
	306
	291

	Post-traumatic Stress Disorder
	131
	127

	Attention-Deficit/Disruptive Behavior Disorders
	115
	100

	Alcohol Use Disorders *
	111
	117

	V Codes
	67
	60

	Impulse Control Disorders
	35
	0

	Cannabis Use Disorders *
	0
	43



*Two AOD disorders are included in the top 10 diagnostic codes for adult mental health clients served because they represent the primary diagnosis of persons who are dually diagnosed and receiving a significant amount of mental health services.
Top 10 Diagnoses Per Volume of Services:  Youth 

	Diagnostic Group
	FY 2010 Clients
	FY 2011 Clients

	Attention-Deficit/Disruptive Behavior Disorders
	549
	563

	Adjustment Disorders
	359
	362

	Conduct Disorders
	263
	263

	Bipolar Disorders
	172
	185

	Anxiety Disorders
	166
	150

	Pervasive Developmental Disorders
	82
	114

	Depressive Disorders
	74
	72

	Post-traumatic Stress Disorder
	58
	56

	V Codes
	34
	20

	Other Childhood Disorders
	16
	-

	Impulse Control Disorders
	-
	15



During Fiscal Year 2011, the ratio of youth to adults being served increased by approximately 1.5% when compared to the previous fiscal year.  There have not been significant changes in the characteristics of clients receiving mental health services during the last two fiscal years with the exception of the client’s participation in the cost of care.  Although there was a slight increase in the number of clients participating in their cost of care between Fiscal Year 2010 and 2011, 18% fewer clients contributed to the cost of their care in FY 2010 than in FY 2009.   This reflects a client base that is economically poorer placing additional pressure on Board dollars to pay a higher portion of the cost of services.  

Mental Health Service Trends

	
	Medicaid Units
	Medicaid Units
	Non-Medicaid Units
	Non-Medicaid Units

	Procedure
	SFY 2010
	SFY
2011
	SFY 2010
	SFY 2011

	Diag. Assessment - Non-Physician
	2,361
	2,221
	988
	947

	Diag. Assessment - Physician
	714
	641
	189
	205

	MH Crisis Intervention
	77
	71
	90
	85

	MH Group Counseling
	6,734
	5,141
	4,285
	3,718

	MH Group CPST
	376
	454
	-
	-

	MH Individual Counseling
	57,841
	58,826
	18,812
	16,714

	MH Individual CPST
	112,719
	107,589
	19,927
	20,037

	Pharmacological Management Service
	4,244
	3,913
	854
	794

	MH Vocational
	-
	-
	597
	

	Partial Hospitalization
	1,314
	1,161
	-
	-

	Other MH Services
	-
	-
	487
	357

	Subsidized Housing
	-
	-
	3,872
	4,237



In addition to the services in the above table, the Board provided $143,000 to support Shining Reflections Consumer Operated Services in Fiscal Year 2010 and $135,800 in Fiscal Year 2011.

The following trends include Medicaid and non-Medicaid funding:

A comparison of service trends from Fiscal Year 2010 to Fiscal Year 2011 shows approximately a 9% reduction in the amount of Diagnostic Assessment provided by non-physicians and Diagnostic Assessment provided by physicians.  Mental Health Group Counseling units decreased by 8%; Individual Counseling and Individual CPST decreased by almost 10%.  

During Fiscal Year 2011, approximately 18% of adults and 15% of youth requesting an initial appointment with a Psychiatrist at the Lisbon location of the Board’s contract provider, and 71% of adults and 60% of youth requesting an appointment at the East Liverpool location were able to secure an initial appointment within 14 days. This reflects a decrease in access to psychiatric appointments for adults at both locations and youth at the Lisbon location when compared to Fiscal Year 2010.

During Fiscal Year 2011, 100% of persons presenting with emergent or urgent mental health needs were able to obtain an appointment within 14 days at the Board’s primary contract provider of mental health services. The access to appointments for persons with non-urgent needs was 91% of adults and 86% of youth who were able to secure an initial appointment within 14 days.  However, only about half of the mental health therapists are able to offer a second Individual Counseling appointment within 14 days of the initial appointment. 

Between Fiscal Year 2009 and 2010, the Board increased expenses for private hospital use by approximately $20,000 and significantly reduced its use of State Hospital Days.
The Ohio Department of Mental Health’s allocation to the Board decreased 10% from $3,214,168 in Fiscal Year 2009 to $2,876,925 in Fiscal Year 2011.  ARRA funds permitted the Board’s funding to remain stable during Fiscal Year 2010 and 2011.		
Funding reductions resulted in cuts to subsidized housing and vocational services.  The Board was able to secure alternative funding for vocational services through the Pathways II Grant.  The Supported Employment Program for persons with serious and persistent mental illness and youth with SED, left a staff position vacant, and changed from individual to group orientation and intake sessions to address the increased demand for this service.  To fill the housing funding gap, the Board is relying on the homeless prevention rapid rehousing money that the Community Action Agency is managing on behalf of the Continuum of Care.  However, these funds are limited to three years, and the funding cycle is halfway over.    

Alcohol and Other Drug Client Characteristics: 

During Fiscal Year 2010, 1,412 persons received AOD services; 1,348 were adults, and 64 were youth.   During Fiscal Year 2011, 1,332 persons received AOD services; 1,299 were adults, and 43 were youth.
Ages of Persons Served

	Age Group
	SFY 2010

	SFY 2011


	0-9
	3
	0

	10-13
	5
	4

	14-17
	65
	56

	18-24
	334
	336

	25-34
	456
	444

	35-44
	298
	281

	45-54
	196
	155

	55-64
	51
	48

	65+
	4
	8

	Total
	1,412
	1,332




Client’s Participation in Cost of Care


	
	SFY 2010

	SFY 2011


	Client Pays All
	0
	0

	Client Pays Some Portion
	205
	207

	Client Pays Zero
	1,319
	1,243




Top 10 Diagnoses Per Volume of Services:  Adults

	Diagnostic Group

	FY 2010 Clients
	FY 2011
Clients

	Alcohol Use Disorders
	519
	448

	Opioid Use Disorders
	297
	365

	Cannabis Use Disorders
	154
	168

	Alcohol Induced Disorders
	114
	134

	Cocaine Use Disorders
	77
	64

	Anxiety Disorders *
	53
	29

	Bipolar Disorders *
	51
	26

	V Codes
	40
	34

	Adjustment Disorders *
	28
	25

	Schizophrenia/Other Psychotic Disorders *
	22
	-

	Substance Induced Disorders
	-
	37








Top Ten Diagnoses Per Volume of Services:  Youth

	Diagnoses
	FY 2010
Clients
	FY 2011
Clients

	Cannabis Use Disorders
	31
	26

	Anxiety Disorders *
	7
	

	Alcohol Use Disorders
	7
	7

	V Codes
	7
	2

	Substance Induced Disorders
	5
	5

	Conduct Disorders *
	4
	2

	Attention-Deficit/Disruptive Behavior *
	3
	3

	Adjustment Disorders *
	3
	-

	Alcohol Induced Disorders
	2
	2

	Post-traumatic Stress Disorder *
	2
	2

	Sedative-Hypnotic-Anxiolytic Use Disorders
	-
	2

	Opioid Use Disorders
	-
	1



*Some mental health disorders are included in the top 10 primary diagnostic codes for adult and youth AOD clients served because they represent the primary diagnosis of persons who are dually diagnosed and receiving a significant amount of AOD services.

Overall, the number of persons served in AOD services reduced by 6% when comparing Fiscal Year 2011 to Fiscal Year 2010.  The number of youth served reduced by almost 7%, and overall the data supports the conclusion that youth continue to be significantly underserved by the AOD treatment system.  Some youth are receiving attention for drug and alcohol problems within mental health treatment services, and others receive services through Juvenile Court Diversion. There are no evidence-based treatment practices in place to address this age group in the county.

The most prevalent drug used by youth who receive treatment continues to be cannabis.  Alcohol and opiates are the most prevalent drugs used by adults being served.  The number of persons who have opioid use disorders has steadily increased during the last several years.  Even though it was only one youth, Fiscal Year 2011 was the first time opioid use disorders were represented in the top 10 youth diagnostic categories. 

Comparing Fiscal Year 2010 to Fiscal Year 2009, 22% fewer clients participated in their cost of care.  As with mental health services, clients served are experiencing more poverty and placing additional pressure on Board dollars to pay a higher portion of the cost of services.  







Alcohol and Other Drugs Service Trends

	 
	Units

	
	
	

	Procedure
	SFY 2010
Medicaid
	SFY 2010
Non-Medicaid
	SFY 2011
Medicaid
	SFY 2011
Non-Medicaid

	AOD Assessment
	625
	1,165
	654
	1,097

	AOD Case Management
	2,860
	1,498
	2,584
	1,267

	AOD Crisis Intervention
	2
	-
	-
	-

	AOD Group Counseling
	12,699
	19,172
	16,272
	15,084

	AOD Individual Counseling
	4,808
	5,431
	4,588
	4,665

	AOD Intensive Outpatient
	1,243
	1,049
	1,083
	987

	AOD Medical/Somatic
	281
	-
	204
	-

	AOD Methadone Administration
	8,690
	-
	8,276
	-

	AOD Non-Acute Residential
	-
	24
	-
	109

	AOD Prevention
	-
	1,579
	-
	1,026

	
	
	
	
	

	AOD Screening Analysis
	1,452
	61
	1,414
	60


In addition to the above services, the Board provided $56,959 in Fiscal Year 2010 and $44,639 in Fiscal Year 2011 for detox services provided by the Neil Kennedy Recovery Clinic and $70,792 in Fiscal Year 2010 and $73,835 for Medication Assisted Treatment Services provided by Family Recovery Center. The amount spent on Medication Assisted Treatment reflects only the amount of funding the Board provided to Family Recovery for services billed “outside of MACSIS,” which includes the cost of medication and the cost of physician oversight of the medication to indigent adults.  Other treatment costs, such as counseling and case management, provided to individuals in the Medicaid Assisted Treatment Program were billed through MACSIS. 
The number of persons receiving an AOD Assessment decreased almost 10% when comparing Fiscal Year 2011 to Fiscal Year 2010.  From September 2009 through October 2010, the Board’s main contract service provider for AOD services reduced services by one day per week to address funding shortages.  This had an impact upon service accessibility and may have discouraged some persons from seeking treatment.

Board allocations from the Ohio Department of Alcohol and Drug Addiction Services decreased by 9% when comparing the $957,420 received in Fiscal Year 2009 to the $871,688 received in Fiscal Year 2011.  ARRA funds reduced the amount of lost revenue to 2.5%.

Funding reductions have resulted in changes to services for persons with co-occurring disorders served by the Integrated Dual Diagnosis Program.  An outreach and engagement group was discontinued; case manager caseloads have increased beyond the recommended number; and the wait list for outpatient AOD treatment services is excessive at the East Liverpool location of the Counseling Center.  

Already underserved, youth under the age of 18 received even less service in FY 2011 compared with FY 2011.   During Fiscal Year 2010, the amount of Board non-Medicaid funds expended for detox/short-term stabilization, and medication assisted treatment for opiate addiction increased.
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.
Capacity Development Targets
ODADAS Capacity Development Targets:
Target: 
Increase diversity of revenue sources to support Ohio’s Alcohol and other Drug System (e.g., apply for foundation and SAMSHA discretionary grants).
Major Achievements: 
· Edward Byrne Memorial Justice Assistance Grant obtained for substance abuse education services to persons prior to and during incarceration at the Columbiana County Jail during Fiscal Year 2011.
· A Drug Free Communities Grant was awarded to address youth substance abuse in Columbiana County.  The ADAPT (Alcohol and Drug Abuse Prevention Team) Coalition is working to impact attitudes and conditions that support harmful and illegal drug and alcohol use in the county.  
· An ODADAS SPF-SIG grant was awarded to address the needs of persons aged 18-25 who are engaged in the harmful use of alcohol.

Unrealized Goals:
· A Recovery Oriented System of Care grant submitted to the Substance Abuse and Mental Health Services Administration was not funded.   Although we were not awarded the grant, the grant planning and preparation assisted in forming a local vision for Alcohol and Drug Service delivery.  In addition, feedback from the grant review will be used to enhance our vision and permit us to possibly reapply for future funding.

Target:  
Increase the use of “evidence-based” policies, practices, strategies and programs in the AOD system.
Major Achievements: 
· Board provided orientation and training in a Recovery Oriented System of Care to providers and stakeholders.  The core principles of this system, such as treating addiction as a chronic versus acute condition and integrating with the physical health system, will be utilized to improve service delivery.

· Outcomes analysis of the Medication Assisted Treatment for Opiate Addiction Program administered by the Family Recovery Center resulted in program adjustments that will reduce costs and emphasize client expectations that are associated with positive outcomes.  

· The Board and Family Recovery Center participated in the ODADAS Network for the Improvement of Addiction Treatment (NIATX) Change Leader Academy and are utilizing the process improvement methodologies to increase access to and retention in AOD services.

· AOD Evidence-Based Training was provided on the following: Trauma Informed Care, Evidence-Based Practices for Youth with Co-occurring Disorders, Integrated Dual Disorders Treatment, Bridges out of Poverty, and Motivational Interviewing for Support Staff.

· Local providers assisted with and participated in a regional Prescription Drug Symposium.   

· The Board, in conjunction with the Columbiana County Drug Task Force, both community hospitals, and Family Recovery Center, participated in the American Medicine Chest Challenge in November 2010, which included local media coverage of prescription drug abuse coupled with a “drug take back” component.    
Unrealized Goals:
· AOD Recovery and Peer Supports are limited due to not obtaining the Recovery Oriented System of Care Grant.
· The engagement group for persons with co-occurring disorders, who were in the pre-contemplation stage of change with regard to their substance abuse, was discontinued so that the therapist who facilitated the group could return full-time to AOD Outpatient Counseling. 
ODMH Capacity Target:
Increase training in Evidence-Based Practices.
Major Achievements:
· The Board provided the following trainings in Evidence-Based Practices during Fiscal Years 2010 and 2011:  Two trainings on Trauma Informed Care, Multi-System Interventions for Families, Integrated Dual Disorders Treatment, Bridges Out of Poverty, Wellness Management and Recovery Training (Columbiana County has a ten-member team of peer leaders and professionals trained as WMR facilitators), Best Practices in Schizophrenia Treatment, Treatment for Youth with Co-Occurring Disorders, Recovery Oriented Community Psychiatric Supportive Treatment, and Cultural Considerations for Treatment of Special Needs Populations: transgender persons, bi-racial adults and families, and adult indigent males with opiate addictions.  
Prevention Investor Targets
ODADAS Alcohol and Other Drug Prevention Targets:
· 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.
Major Achievements:
· During Fiscal Year 2010, the Too Good for Drugs and Violence Curriculum was utilized in three Columbiana County high schools with 362 students participating and in five elementary schools with 917 students participating. During Fiscal Year 2011, 962 students from four elementary schools participated.

· A total of six youth were served in Family Recovery Center’s Criminal Justice Program.  Phone call follow-up indicated that five of the six have had no further involvement with law enforcement, and one participated in the diversion program at Juvenile Court.

· 77 youth were involved in Family Recovery Center’s Youth Coalition in FY 2010 and 52 in FY 2011.  Youth leaders implemented drug and alcohol prevention activities within their home schools. 
Unrealized Goals:
· The number of sessions provided to each classroom of Too Good for Drugs and Violence Curriculum were reduced due to funding cuts.  The number of school districts in which Too Good for Drugs and Violence is offered reduced from 11 to four over the past three fiscal years.  
Target:  
Programs that increase the number of initiatives that demonstrate an impact on community laws and norms.
Major Achievements:
· The Columbiana County ADAPT (Alcohol and Drug Abuse Prevention Team developed and is implementing a comprehensive community plan to address underage alcohol consumption, with a secondary emphasis on tobacco and marijuana use reduction.   A Drug Free Communities Grant was funded for $92,371 beginning in October 2010. The Coalition is implementing a “WHY 21” Campaign and working to amend Ohio’s Social Host Law.   The Coalition is working to establish a county-wide protocol among school districts and law enforcement entities that increases consistency throughout the county and supports increased enforcement of underage drinking laws.  The Coalition has established leadership teams in six “subsets” of the county which are natural “sub-communities.”   These teams sponsor alcohol free pro-social activities for families and publicize “free and cheap things to do” for families in their area.  Members of these leadership teams participate in the Coalition’s awareness campaign regarding the health risks of underage drinking.   

· The Board received an ODADAS SPF-SIG grant in the amount of $52,401 for Fiscal Year 2011 and $138,405 for FY12.  Through this initiative, the ADAPT Coalition will expand its infrastructure to address the needs of persons aged 18-25 who are engaged in the high risk use of alcohol.  

ODMH Prevention Targets:
· Programs that decrease the number of persons at risk for suicide.
Major Achievements:
· The Board has an active Suicide Prevention Coalition with representation by local providers, Visiting Nurses, Schools, and the Veteran’s Administration.  

· The Board was awarded funding by the Ohio Suicide Prevention Foundation to partner with Mahoning and Trumbull Counties to co-sponsor two trainings:  "Tackling Depression, Suicide Prevention, and Surviving Suicide Loss” was directed at coaches, guidance counselors, and other school personnel.  Approximately 130 individuals attended including representatives of Columbiana County schools and the Columbiana County Jail.  The second training provided was “Signs of Suicide: Focusing on Older Adults” that was attended by 78 persons from organizations that serve seniors and their caregivers.  

· The Coalition obtained a small amount of funding from the Area Agency on Aging which was used to provide gatekeeper training “Faith and Recovery” for 23 Columbiana County clergy members.  
Target: 
Programs that decrease or eliminate stigma related to emotional problems and mental illness.
Major Achievements:
· The Board provides ongoing stigma reduction activities through its Recovery Initiative, news media, public appearances, and meetings with legislators.    

· Recovery leaders have fundraisers and assist in local events that benefit the general community.  These activities are highlighted in the Board newsletter and in the local print media.  Persons in recovery also serve on boards, advisory committees, and coalitions throughout the service system and community.  

· All persons hired to work in the Columbiana County Mental Health system are provided with an orientation and training regarding recovery. 

· Six Columbiana County recovery leaders and two members of the Columbiana County NAMI Chapter participated in the May 2011 NAMI Ohio’s “Sleep Out” on the State House Lawn in Columbus to raise awareness about the consequences of untreated mental illness.

· A “Stomp out Stigma” walk was held on the square in Lisbon for the last two years to call attention to the effects stigma has on persons with mental illness and their families and to educate the public.

· Twelve events were held or attended in the last two fiscal years to educate legislators regarding behavioral health.  

· Between July 2009 and July 2011, the Board published 48 articles in the local paper regarding mental health, substance abuse, and stigma. 

· Two of the featured speakers at the “Continue the Caring” levy fund raising dinner in May 2010 were persons in recovery from mental illness and addiction who shared their recovery stories.  

· During FY 2010, the Board’s Recovery Assistant presented “Change Your Mind about Mental Illness” to 495 students at four different schools.  During FY 2011, the presentation was made to 670 students at six different schools.  

· The Executive Director of the Board presented “Work Works-Why Hire a Person Recovering with a Severe Mental Illness?” to the Mahoning/Columbiana Workforce Investment Board during Disability Awareness Month (April, 2011.)  

· More than 300 people attended an Advancing the Recovery Culture Forum held at the Northeastern Ohio Universities Colleges of Medicine and Pharmacy (NEOUCOM) on September 20, 2010.  Columbiana County recovery leaders, providers, and Board staff presented on the mental health recovery infrastructure that Columbiana County has established to ensure organizational congruence with recovery principles.   

· Provider staff, Board members, volunteers and consumers have received training in the “Of One Mind” anti-stigma campaign.  Materials are incorporated into local initiatives on an ongoing basis.

Target:  
Programs that increase recovery, resiliency and protective factors.
Major Achievements:
· The Board financially supports the following to promote recovery:  housing and housing supports, supported employment, WRAP, BRIDGES, Wellness Management and Recovery, Peer-led Support Groups, Respite, Peer Mentoring and Peer Outreach, Social/Recreational, Peer Leadership, Consumer Operated Services, Hand-In-Hand Outreach program to homeless adults with serious mental illness, and Leadership and Advocacy Skills Development.  

· The Board was awarded a $23,950 Grant by the Margaret Clark Morgan Foundation to implement Wellness Management and Recovery. The Board, Shining Reflections, and the Counseling Center are working together to implement this program. 

· The Board provides access to recovery services by helping to pay for transportation.  The Board promotes recovery through the monthly distribution of a “Friends of Recovery” newsletter that informs recovering people, family members, staff of mental health providers, and interested community members of upcoming recovery opportunities. “Welcome to Recovery” packets are distributed throughout the year to providers, and recovery displays are located throughout the community that include information on all peer-led recovery services in the county.

Significant accomplishments in programs that increased recovery in Fiscal Years 2010 and 2011 include: 

· 138 adults with serious mental illness participated in peer-led recovery activities.

· 28 adults with serious mental illness participated in Peer Mentoring.

· Recovery Orientation training was provided by a person in recovery for all new provider employees.

· 73 recovering adults, and supporters of Recovery, attended the 10th annual “Leading the Way to Recovery” conference in Fiscal Year 2010 and 67 persons attended the 11th annual conference in Fiscal Year 2011.

· 12 adults with serious mental illness participated in WRAP, and 13 participated in the Northern Support Group.

· 17 adults with serious mental illness joined workgroups of the Recovery Steering Committee who had not assumed peer leadership positions in the past.  

The Board supports the following programs to increase resiliency and protective factors:  Early Childhood Consultation, Intervention, and provider education; and School-Based Mental Health Services. The Board co-supports the following initiatives with partners in the Columbiana County Family and Children First Council: WrapAround; Family Support Team Meetings; Case Review; Respite; and Olweus Bullying Prevention.

Significant accomplishments in programs that increase resiliency and protective factors achieved in Fiscal Years 2010 and 2011 include:  
· The Early Childhood Incredible Years program provided in classrooms and the community was in their second year of funding through the receipt of a $20,000 grant from the OCTF program of ODJFS.  This past year all of the Head Start classrooms were served by this grant.  In addition, Incredible Years parent and small group sessions for children were held in three parts of the county during Fiscal Year 2011.  The Head Start program also helps to fund consultation and programming expenses that exceed the ODMH grant allocation.  Currently this grant provides up to $30,000 to assist with program costs.  This may include planning, training, assessment, and consultation services. 
· Olweus Bullying Prevention was provided in 14 schools.
· School-based mental health services were provided in 5 Columbiana County schools.
· During FY 10, 52 families and 80 children received Respite Services and 42 families and 68 children received Respite Services in FY 11.
· During FY 10, 56 of the 58 children participating in the Family Support Team Meeting Process were able to remain in the home of a parent or relative and in FY 11, 130 of 134 children remained in the home.
· 20 of the 30 youth who were referred for a case review to avoid out of home placement in FY 10 and 83 of 119 youth served in FY 11 were able to remain in the home of a parent or relative.
· 84% of the youth whose family participated in WrapAround in FY 10 and 85% in FY 11 demonstrated improvement via an increase in their overall scores on the Family Development Matrix.
· During Fiscal Years 2010 and 2011, WrapAround provided support to families when a child returned home from placement and 100% of those returning remained in the family’s custody.

Treatment and Recovery Support Investor Targets
Treatment Investor Targets for High Priority AOD Groups:
Target:  Youth under the age of 18:  75% of youth who are assessed will engage in treatment.  80% of youth who complete treatment will achieve their goals and be abstinent at discharge.
Major Achievements:
· During Fiscal Year 2010, 39 youth were assessed for Alcohol and Drug Treatment Services and 29 (74%) engaged in treatment. Overall, there were 44 youth case closures with 36 of those identified as successfully completing the program and 31 abstinent of their primary drug of choice at discharge.  There were six youth whose cases were closed who had an addiction diagnosis.  100% were identified as successfully closed and four of six or 67% were abstinent at discharge.
· During Fiscal Year 2011, 41 youth were assessed and 36, or 88%, entered treatment. Overall, there were 22 youth case closures and 19 or 86% were identified as successful closures, and 14 or 64% were abstinent at discharge.  Three of the youth cases had an addiction diagnosis.  Two of these youth were identified as successful closures and one was abstinent at discharge.
Unrealized Goals:
· Abstinence at discharge for youth with an addiction diagnosis did not meet goal expectancy in either of the two fiscal years.
Target:  Young adults ages 18-22.  45% of persons aged 18-22 will be employed and/or in school at discharge.  
Major Achievements:
· The cases of 144 young adults aged 18-22 were closed in Fiscal Year 2010. 276 of 144, 53% were employed or in school at discharge.
· During Fiscal Year 2011, the cases of 117 young adults were closed.  56 of 117, 48% were in school or employed at discharge.
 
Target: Young adults ages 18-22.   50% of persons assessed will engage in treatment and 50% will be abstinent at discharge.
Major Achievements:

· During Fiscal Year 2010, 152 persons were assessed for AOD Services and 133 or 88% entered treatment. There were 144 closures and 103 were identified as successful closures.  86 (60%) were abstinent at discharge.  49 cases closed were of persons identified as having an addiction diagnosis.  24 were identified as successful closures and 19 or (39%) were abstinent at discharge

Unrealized Goals:

· The percentage of persons aged 18-22 with an addiction diagnosis who are abstinent at discharge was below goal expectancy in Fiscal Year 2010

Target:  Persons involved in the criminal or juvenile justice system.  45% of persons will be persons employed and/or in school at discharge.  
Major Achievements:

· During Fiscal Year 2010, 100% of the 13 youth referred by the juvenile justice system were either in school or employed at discharge.   Of the 290 adults referred by the criminal justice system, 219 or 76% were either employed or in school at discharge.   

· During Fiscal Year 2011, 100% of the 12 youth referred by the juvenile justice system were in school or employed at the time of discharge.  156 of the 326 adults, 48%, referred by the criminal justice system were employed or in school at discharge.  




Target:  
Youth involved with the juvenile justice system. 90% of youth involved in the juvenile justice system will have no arrests or probation violations within the 30 day period prior to case closure.  
Major Achievements:
· During Fiscal Year 2010, none of the 13 youth had additional juvenile justice involvement 30 days prior to closure.  In Fiscal Year 2011 none of the 12 youth served had additional juvenile justice involvement during the 30 days prior to closure.  

Target:   
Persons involved in the criminal or juvenile justice system.  55% of persons whose cases are closed will have completed treatment and been abstinent at discharge.
Major Achievements:
· During Fiscal Year 2010, all 13 of the youth referred by juvenile justice completed treatment and 12 or 92% were abstinent at discharge.  There were no youth closed who had an addiction diagnosis.   302 of the 405 adult (75%) referred by criminal justice completed treatment and 221 (55%) were abstinent at discharge.  153 adults referred by criminal justice had an addiction diagnosis; of these, 97, (63%) completed treatment and 72 (47%) were abstinent at discharge.
· During Fiscal Year 2011, all twelve youth completed treatment; ten of these youth (83%) were abstinent at discharge.  Two of the youth had an addiction diagnosis and completed treatment: one of the two was abstinent at discharge.  216 of the 326 adults (66%) referred by criminal justice completed treatment and 126 or (39%) were abstinent at discharge. 117 of the adults referred by criminal justice had an addiction diagnosis; of these, 67 (57%) completed treatment and 36 or (31%) were abstinent at discharge.

Unrealized Goals:  
· Abstinence at discharge was below goal expectancy during both fiscal years for persons with an addiction diagnosis.
Target:  
50% of persons with serious mental illness and co-occurring substance abuse disorders will receive vocational services through the Supported Employment Program and 90% will have safe and stable housing during each year of the biennium. 

 Major Achievements:  
· 45 clients were served by the Integrated Dual Diagnosis Treatment (IDDT) Program team in FY 2010; 2 died, and one moved out of the county.  Of the 42 remaining, 40 or 95% were in safe and stable housing.  During Fiscal Year 2011, 100% of the 53 persons served in the IDDT Program were in safe and stable housing.  45 of the 53 persons served in this program were referred for vocational services and 36 or 80% of those referred received vocational services.

Unrealized Goals:

· During Fiscal Year 2010, 16 of 42 (38%) were referred to vocational services.   Of these sixteen, two died and one moved.  Of the remaining 13, 5 rejected the service, and 8 accepted.  Of the eight who accepted, 6 followed through and enrolled in services. The goal for FY 2011 remains at 50% but is limited to persons referred to vocational services.

Mental Health Treatment and Recovery Support Investor Targets:
Target:  
Increase competitive employment:  280 persons with severe and persistent mental illness will work in a competitive setting for at least one day.  
Major Achievements:
· Additional vocational supports are provided through benefits analysis, job coaching, and follow-along services.  The Board’s Supported Employment Steering Committee brings together providers, recovering people, employers, a family member/private business owner, Bureau of Vocational Rehabilitation staff, Job and Family Services staff,  Community Action Agency staff, and a staff member of  the Supported Employment Center of Excellence to reduce barriers and enhance opportunities to secure employment for persons in recovery.
Unrealized Goals:
· In FY 2010 and FY 2011, 243 adults with serious mental illnesses or co-occurring mental illness and addictions worked in a competitive setting.  This represents 87% of the targeted goal during both fiscal years.  Limited local employment opportunities prevented the achievement of the goal.  
Target:  
Decrease criminal and juvenile justice involvement:  75% of youth who receive Multi-Systemic Therapy will not be re-arrested during treatment.  80% of adults receiving jail diversion services will not be re-arrested during treatment.
Major Achievements:
· 19 youth were served in the first half of Fiscal Year 2010, and 92% remained at home and in school.  100% had no new arrests.  During the last half of Fiscal Year 2010, 20 youth were served.  Of these 20, 100% remained at home, 92% were in school or working, and 83% had no new arrests.  During the first half of Fiscal Year 2011, 15 youth were served.  80% lived at home and 100% were in school.  67% had no new arrests.
· During Fiscal Year 2010, 34 of 38 (89%) of adults served in the jail diversion program were not rearrested during treatment. During Fiscal Year 2011, 25 of the 30 adults, 83%, were not rearrested during treatment.


ORC 340.033(H) (HB484) Investor Target
Target:  
All persons served within the Child Protective Services system who need drug and alcohol services will be identified and referred to the appropriate services and supports.  The Board will commit to increasing knowledge and awareness among the general public of the link between drug and alcohol abuse within families and risk for involvement with child protective services system.
Major Achievements:
A training session regarding the ‘Consequences of Underage Drinking and Drug Use’ was provided for 140 Columbiana County Job and Family Services staff, including child protective services staff.  The training was done on behalf of the Alcohol and Drug Abuse Prevention Team (ADAPT) Coalition.   The training focused on the health risks associated with underage drinking; the connection between substance abuse and child abuse and neglect; and how interested persons in the community can work with the Coalition to reduce harmful drug and alcohol use among our youth.  All persons served within Child Protective Services who needed drug and alcohol services were referred for services and supports.
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

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

The Board views needs assessment as an ongoing process that occurs throughout the year.  The Board ensures regular input from consumers and stakeholders and utilizes quantitative and qualitative data.  The following describes the needs assessment activities conducted during the last two years:

Consumer and Stakeholder Needs Assessment:

· 2010 School Health Teams Questionnaire; School Nurses from 5 Columbiana County School Districts
· Search Institute Survey of  7th and 10th graders in 2011 – 1,768 student responses
· 2011 “Core Measures” Drug and Alcohol Survey of 732 9th graders.
· Provider Sentinel Event Reviews:  Suicide completion trends and service needs
· Interviews with law enforcement, drug task force,  and court personnel:  drug and alcohol abuse trends
· Interviews with youth residing at the Columbiana County Detention Center: drug and alcohol use trends and service needs
· Interview with staff of the Buckeye On Line School for Success: drug and alcohol use trends and service needs
· Interviews with Columbiana County Youth Coalition members:  drug and alcohol use trends and service needs
· Focus Groups with persons participating in AOD treatment or involved in the self-help community:  identification of local strengths and needs for services and the development of a recovery oriented system of care.
· Focus Group with providers, persons in recovery, Community Action Agency, and Health Center staff to assist in the development of a recovery oriented system of care.
· Annual Provider Survey:  county trends for service and planning recommendations
· Community and Parent Survey:  needs related to addressing the county’s problems with underage drinking and areas that could be impacted by the Columbiana County Alcohol and Drug Prevention Coalition
· Survey of Adults with Severe and Persistent Mental Illness: system strengths, barriers, and service needs regarding recovery to assist with further promotion and development of the recovery initiative.
· Provider Quality Improvement Reports:  client and referral source satisfaction with services.
· Major Unusual Incident and Client Grievance Reports.
· Monthly utilization reviews by Board and Counseling Center Adult Community Psychiatric Supportive Treatment Services staff to review the appropriateness of admissions to all inpatient psychiatric units, including the state hospital, discharge planning from all inpatient psychiatrist units, and housing and crisis service need trends.  

Quantitative Needs Assessment:

· MACSIS Claims: data of client characteristics and service trends 
· ODADAS State Epidemiological Outcomes Workgroup Initiative:  county and state demographics, alcohol use, alcohol related consequences, and drug related consequences 
· Ohio Department of Health:  unintentional drug death rates county and state, county health risk factors
· National Survey on Drug Use and Health: use and dependence among persons age 12 and older.
· Ohio Department of Public Safety: vehicle crashes that are alcohol related.
· Ohio Department of Commerce: liquor sales.
· Ohio Department of Rehabilitation and Corrections: county commitments related to drug use, reentry characteristics and substance abuse treatment needs
· Columbiana County Coroner’s Report:  suicide and drug related deaths
· Ohio Suicide Prevention Foundation:  county suicide trends
· Robert Wood Johnson Foundation County Health Rankings: county health ranking in state.
· Ohio Prescription Drug Abuse Task Force:  data relative to local planning.

Findings of the needs assessment

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

Needs Assessment findings pertinent to persons served by the AOD System

Adults

· A focus group of adults in AOD treatment or active in the self-help community conducted in 2009 identified the following AOD system needs:  Peer Mentoring & Recovery Support Services, more sponsors for local self-help groups, Residential Treatment & Sober Housing alternatives, movement from acute to chronic disease management, improved linkages with primary care physicians, and increased family involvement and education.
· In a needs assessment conducted for the Recovery Oriented System of Care grant, it was determined that 45% of adult males receiving substance abuse treatment at Family Recovery Center did not have a primary care physician.
· Respondents to the annual provider survey indicated that the Columbiana County drug problem appears to be getting more severe.  Multiple drugs are being used, and opioid use continues to be a serious problem. 
· Common Pleas Courts in Columbiana County estimate that between 80 to 90% of all cases are drug/alcohol related, either directly, or drug/alcohol use played a role in the commission of the crime.  
· The top five diagnostic categories of adults seeking AOD services in the last two years have been Alcohol Use Disorders, Opioid Use Disorders, Alcohol Induced Disorders, Cannabis Use Disorders and Cocaine Use Disorders.  There have been steady increases over several years in the number of persons seeking treatment who have Opioid Use Disorders.
· There have been lengthy waiting lists for AOD Services at the Counseling Center’s East Liverpool location.  The Counseling Center is the only provider in our system that provides office based services in East Liverpool.  

Youth

· Alcohol and Drug issues were reported as the greatest health issue and highest priority by school health teams.
· 35% of Columbiana County students enrolled in the Buckeye Online School for Success who live in non-traditional homes report using drugs or alcohol in the previous thirty days.
· The Columbiana County Drug Task Force reports that marijuana is the most common illegal drug of abuse among residents under the age of 21.
· The Columbiana County Drug Task Force and Family Recovery Center have anecdotal information that indicates the abuse of prescription drugs is increasing among school age youth. 
· 2011 Search Institute Results indicated that of the 1768 7th and 10th graders surveyed from all Columbiana  County schools, 22% reported using alcohol three or more times in the last 30 days or getting drunk once or more in the last two weeks.  14% of students reported using illicit drugs three or more times in the last 12 months.  In addition,  15% of youth who responded to the survey reported either driving after drinking, or riding with a driver who had been drinking, three or more times in the previous twelve months.  33% of youth reporting riding with a driver who had been drinking at least once in the previous twelve months.  25% reported using alcohol one or more in the last 30 days, 13% tobacco, and 11% marijuana.
· Surveys of 12 youth involved with the Columbiana County Juvenile Court and served by Family Recovery Center revealed that 11 reported using drugs or alcohol; 10 reported using drugs and alcohol.   All reported age of first use to be 14 or younger.  
· The Community and Parent Survey conducted by the ADAPT Coalition in the fall of 2009 had 878 respondents.   90% believed that underage drinking is a problem in Columbiana County.  Although 88% of parents reported that preventing their children from drinking prior to age 21 is important, 21% had not talked to their children about alcohol or drug use.
· The top diagnostic category of youth seeking AOD services in the last two years has been Cannabis Use Disorders.  
· Youth are underserved in Alcohol and Drug treatment Services, although it is difficult to track the number of youth who are receiving drug and alcohol treatment services.  Some youth are enrolled in mental health treatment, and their primary diagnoses are not drug use disorders.  Some youth receive intervention services through the Columbiana County Juvenile Court.  
·  There are no evidence-based treatment practices in place to address youth with substance use disorders in the county.

Adults and Youth

· The ADAPT (Alcohol and Drug Abuse Prevention Team) Coalition’s extensive community assessment conducted in 2009 indicates that alcohol is the most prevalent drug of abuse for both adults and youth in Columbiana County.
· The Columbiana County Coroner reported there were 66 deaths in 2009 that were directly caused by drugs or alcohol.  The decedents’ ages in drug deaths were as follows:4 people in their teens, 6 in their twenties, 13 in their thirties, 10 in their forties, 14 in their fifty’s, 9 in their sixties, 4 in their seventies, 6 in their eighties and 1 that was in their nineties.
· The Columbiana County Drug Task Force reports high availability of marijuana county-wide.
· Interviews with law enforcement chiefs in the county rank alcohol as the most prevalent drug contributing to law enforcement problems, three-quarters rank alcohol as the most prevalent drug contributing to youth law enforcement problems.  Most report the drug problem worsening over the past 2 – 5 years, chiefly with the resurgence of heroin during this time.   
· The Columbiana County Drug Task Force reports that the use of opiates began to increase in the county in 2004, and the problem continues.  Currently, heroin is a more significant problem than prescription opiates.    Heroin is “tied for first place” with cocaine as the most prevalent illegal drug problem among adults in the county.   Marijuana is a close second.  Among youth 21 and under, marijuana is the most common drug of abuse.   Marijuana and cocaine have been present and available in Columbiana County for many years; problem severity ‘ebbs and flows’ somewhat with these two drugs.    

Needs Assessment findings pertinent to persons served by the Mental Health System

Adults:

· 31 adults with serious mental illness who attended the Recovery Conference completed a survey and identified the most helpful mental health services as: Counseling, CPST, and Psychiatry.  Transportation was identified as the main barrier in obtaining services.  Suggestions for increased ways to promote recovery included:  more transportation, more drop-in centers and places to meet others in recovery, and more recovery projects.  Services needed but not available included: parenting and relating to parents with mental illness and more public housing.
· 40 persons participated in the Mental Health Recovery Summit hosted by the MHRSB in November 2010, representing recovering people, family members, staff of provider organizations, community members of the Recovery Steering Committee, and MHRS Board staff.   The following four priority areas were identified for the MHRS Board to address in promoting recovery for adults with serious mental illnesses:  promote independence and personal responsibility, promote a sense of meaning/purposeful existence, outreach and stigma busting, and promote health and wellness.  
· Focus group results for members of NAMI identified the following mental health services as vital to their family members:  peer mentoring, counseling, employment, psychiatry, crisis, and community psychiatric support treatment services.  Supports needed, but not available included:  ongoing outreach to persons who will not accept help, more crisis response, and more transportation.
· Admission and discharge planning for inpatient care is well coordinated at the local level through a Board and provider utilization review process. A trend identified in the past year was that stays at Kendall Home of people discharged from the hospital to the Kendall Home have sometimes been slightly longer because housing referrals have increased while housing capacity has not increased.

· The Veteran’s Administration reports sufficient capacity to address the mental health needs of Veterans residing in Columbiana County.

· The top five diagnostic categories of adults seeking mental health services in the last two years have consistently been: Anxiety Disorders, Bipolar Disorders, Depressive Disorders, Adjustment Disorders, and Schizophrenia and Other Psychotic Disorders.

· Approximately 18% of adults requesting an initial appointment with a Psychiatrist at the Counseling Center Lisbon location and 71% of adults at the East Liverpool location are able to secure an initial appointment within 14 days.  The goal is to provide an appointment within 14 days 90% of the time.   

· Funding reductions have resulted in changes to services for persons with co-occurring disorders served by the Integrated Dual Diagnosis Program.  An outreach and engagement group was discontinued and case manager caseloads have increased beyond the recommended number.

· The Board conducts monthly utilization review with Counseling Center Adult Community Psychiatric Supportive Treatment Services staff to review the appropriateness of admissions to all inpatient psychiatric units, including the state hospital, discharge planning from all inpatient psychiatrist units, and housing and crisis service need trends.  Findings of this ongoing needs assessment reflect appropriate admissions to the state hospital; discharge planning is only delayed in rare cases in which individuals have multiple chronic health conditions, including serious and persistent mental illness, and need very specific placement or living arrangements that are not quickly accessible.  Crisis services are provided in a timely manner to all in need, regardless of funding source or income.  

Youth:

· During Fiscal Year 2011, the Search Institute Survey was distributed to youth in 7th and 10th grade in all Columbiana County school districts.  1768 students completed the survey and 20% reported being frequently depressed and 16% reported having attempted suicide one or more times. 

· The Columbiana County Family Children and First Council has identified the need to reduce violence particularly among youth in school.  Prioritized gaps included:  timely access to behavioral health services, bullying prevention, and the need for increased capacity for Wraparound for youth and families at risk of violence and out of home placement.

· A main barrier identified by early childhood mental health staff is engagement of parents in the consultation process.  Due in part to cultural issues, geographical problems, and lack of resources, families often fail to follow through with scheduled meetings or have difficulty getting to meetings. Transportation continues to be a major barrier to families when it comes to accessing services, due to the lack of a comprehensive public transportation system, socioeconomic limitations, and the large geographic size of the county. 

· The top five diagnostic categories of youth seeking mental health services in the last two years have consistently been:  Attention Deficit Disruptive Behavior Disorders, Adjustment Disorders, Conduct Disorders, Anxiety Disorders, and Bipolar Disorders.

· Approximately 15% of youth requesting an initial appointment with a Psychiatrist at the Counseling Center Lisbon location and 60% of youth at the Counseling Center East Liverpool location are able to secure an initial appointment within 14 days.  The goal is to provide an appointment within 14 days 90% of the time. 

Adults and Youth:

· The 2009 Columbiana County Coroner’s report reflected 12 completed suicides, 8 persons were male and 4 were female.  The age ranges were as follows:  two youth aged 10-19, 2 persons aged 20-29, 4 persons aged 30-39, 1 person aged 40-49, 2 persons 50-59 and one person 70-79.

· 100% of persons with emergent or urgent mental health needs and are able to secure an initial appointment within 14 days.   

· Individuals requiring crisis response are attended to within established triage timelines without regard to income status.  





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.

A serious impediment to accessing universal alcohol and drug prevention services is lack of resources. Family Recovery Center, the only certified alcohol and drug prevention provider with which the Board contracts, has significantly reduced school-based prevention services in response to reduced funding during the past several years. Very few resources are available for prevention services targeted to other high priority groups, including pregnant women and health professionals who serve them.  Youth with serious abuse or addiction problems are under-identified, and the system does not have an evidenced-based treatment program for substance abusing youth.  

There have been ongoing access issues for AOD Outpatient Counseling at the East Liverpool office of the Counseling Center.  An Engagement Group for persons with co-occurring disorders was discontinued due to funding constraints, and caseloads for AOD Case Managers have increased beyond the recommendation of the Integrated Dual Diagnosis Treatment model.

Addiction treatment services for persons incarcerated in the county jail are limited. Drug and alcohol assessments are conducted in the jail only when court-ordered, and group treatment is the only modality available on-site at the jail. 

For persons seeking treatment who do not have sober family supports, access to sober living environments is limited. The system lacks sufficient peer support and peer recovery support services for persons with addiction.  This has resulted in decreased linkages with self-help groups for persons in recovery.  There are an adequate number of 12 step recovery groups in the northern end of the county but too few in the southern end of the county which also limits access to recovery supports.

During Fiscal Year 2010, Columbiana County experienced a small increase in the number of persons seeking AOD services who are Spanish only speaking; previously, the system had one staff member who was bilingual and fluid in Spanish but who has now left the area. During Fiscal Year 2011, no individuals who were Spanish only speaking sought AOD services.

Lack of sufficient prevention and treatment school-based mental health services presents major access issues for youth and families.  Needs assessment data indicates a need for the screening of, and intervention with, at-risk youth. In addition, several schools have requested this service, but funding limitations have prevented implementation. The Counseling Center is currently providing Mental Health School Liaisons in five schools. The Board regularly collaborates with the Counseling Center and the Educational Service Center to identify any potential resources for additional funding. 
In general, the major access issues for individuals seeking mental health treatment lie in the limited availability of Adult and Child Psychiatry and of Outpatient Counseling Services at the frequency indicated in their treatment plans. 

Youth at highest risk are able to obtain counseling through Intensive Home-Based Treatment and the Multi-Systemic Therapy team. During Fiscal Year 2010 and 2011, approximately 53% of youth were provided Community Support services within 14 days of referral, which is almost half of the goal of 100%. 

Access to some recovery supports is limited by lack of transportation. Shining Reflections, which contracts with the MHRS Board to provide consumer operated services, peer support, and vocational services, is located in East Liverpool. This is the second largest city in the county but is located at the southernmost point in the county. Persons from the northern end of the county can access public transportation to East Liverpool, but this results in a prohibitively long ride, and often these participants need to leave programs early to catch the bus. 
Referrals for housing services for persons with serious and persistent mental illness have increased, and to date the system has been able to accommodate everyone who meets the eligibility criteria. Inquiries regarding housing services for homeless individuals have also increased. Many who inquire have moderate or mild mental health needs and therefore do not qualify for housing supports and services. These individuals live in poverty and are precariously housed; that is, they are doubled up with family or friends temporarily with no guarantee of permanence. 
There are limited options for persons with serious mental illness who have been classified as sex offenders due to the laws limiting where they can reside.  Persons with criminal felony records are at a significant disadvantage.  Depending on the nature of the criminal record, access to public housing is limited or prohibited altogether, limiting housing options for these individuals.  The deteriorated condition of the local economy has also placed persons with severe mental illness who have criminal records at a disadvantage in obtaining employment.  

The funding for employment services is chiefly through the Pathways Projects.   Referrals have increased, but the number of staff available to provide services has not.  Group orientation is now being conducted to impact the waiting list for this service. The Board has secured funding to implement the Recovery to Work Collaborative between the Rehabilitation Services Commission and the Ohio Department of Alcohol and Drug Addiction Services.  The project will began July 1, 2012, and will expand capacity to serve more adults with serious mental illnesses, adults with opiate addiction, and adults with either disorder who are involved with the criminal justice system.   All adults with serious and persistent mental illness who want to work are accepted into the Supported Employment program; however, it is difficult to place these individuals in many types of jobs given the deteriorated condition of the local job market.




b) Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only);
			
The Board has not identified any gaps in crisis care services as the county addresses each of the requirements delineated in OAC 5122-29-10(B).

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);
	
The Board has a long-standing relationship with the county’s provider of crisis intervention services that personnel providing this service are trained and certified in the following:

· CPR
· First Aid
· Non-Violent Crisis Intervention
· Mental Status Examination
· Risk assessment for suicidality and lethality
· Community resources
· Inpatient treatment options including voluntary and non-voluntary commitment

All staff providing crisis intervention services must also be licensed to provide Assessment Services, minimally under the supervision of an independently credentialed supervisor.

Workforce Development and Cultural Competence

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. 

The MHRS Board and its provider system address workforce development concerns in numerous ways. The first is to facilitate the development of workforce opportunities for persons in recovery within the mental health system. While a long standing tradition in the alcohol and drug treatment system, the concept of developing workforce capabilities among persons recovering with mental illnesses is a relatively recent development but is embraced within our system. The Board recognizes that persons in recovery and their families are pivotal members of the workforce and have critical roles in caring for themselves and each other. The Board employs a Recovery Assistant whose primary responsibility is to participate with Board staff and the Recovery Steering committee in ensuring a mental health recovery-driven system. The Board and Shining Reflections, the consumer operated services provider in Columbiana County, developed and implemented a peer mentor service; peer mentors are recovering people who are employed by Shining Reflections. 

The Board also provides relevant, accessible, and no-cost training for workers employed in the system. The Board maintains an Evidence-Based Steering Committee that includes consumers, family members, and representatives from in-network and Medicaid-only service providers with a presence in Columbiana County. This Committee obtains information from the Board's Quality Improvement Committee, other workgroups, and needs assessment activities that identify system-wide training needs which the Board plans and funds.  All Board sponsored trainings are free to all attendees and open to consumers and family members to assist in fostering collaborative relationships between those receiving and providing care.  Within the Board's cultural competency initiative, each new employee of the system is provided with a handbook on Appalachian Culture.  Quarterly, the Board offers a one hour workshop on the basics of cultural competency, and new hires of the system are required to attend. The Board provides one or two major trainings each year on a cultural competency topic determined by the Cultural Competency Steering Committee. In the past two fiscal years, training was provided on "Working with Gay, Lesbian, Bisexual, and Transgender People”, the six hour overview training of “Bridges Out of Poverty,” and “Cultural Consideration for Treatment of Special Needs Populations.”

The Board routinely includes persons in recovery and family members in workforce education. For example, consumers and family members are trainers in the modified CIT (Crisis Intervention Training) Program.   The Board hosts an annual appreciation event for direct service staff during which training is provided by persons in recovery. The Recovery Focused Treatment Plan training team consists of a Board staff member, a consumer, and provider staff. Further, the Board will not provide training on Recovery unless recovering people participate as trainers, whether the training is "intrasystem" or for external organizations. 

The Board has long standing working relationships with the Coordinating Center of Excellence (CCOE) for Intensive Home-Based Services, SA/MI CCOE and Supported Employment CCOE. In FY 2010, the Board established a working relationship with the Wellness Management and Recovery Coordinating Center of Excellence.  The Board uses consultation and training services from these entities to assist providers in increasing and maintaining fidelity to these models. This expert training and consultation is an important component in our workforce development system. 

The Board has strengthened its relationship with Northeast Ohio University College of Medicine and the Best Practices in Schizophrenia Treatment Center.  Board and provider staff attended their training on Cognitive Behavioral Therapy for persons with thought disorders and our workforce will be enhanced through future training and consultation opportunities.

The MHRS Board is a member of the Mahoning-Columbiana Workforce Investment Board, and two contract providers are members of the local One-Stop System. This strong connection with workforce development assists with staff recruitment. The MHRS system is included in career education efforts coordinated by the One Stop. Providers get timely notice when incumbent worker training dollars are available through Workforce Development, which is a source of staff training funds. 

The MHRS Board and its contract providers maintain strong relationships with Kent State University and Youngstown State University. Interns from the human services technology program, psychology, social work, counseling, nursing, and occupational therapy are routinely placed in our organizations. This intern relationship serves many purposes, one of which is recruitment. 

The MHRS system currently has sufficient qualified and credentialed staff in AoD and Mental Health prevention. The Counseling Center struggles intermittently with attracting psychiatrists, particularly child psychiatrists.  This challenge has been met partially with the use of advanced nurse practitioners.  There is a trend toward fewer applicants for openings in psychotherapy and community psychiatric supportive treatment. Due to financial pressures, salaries have remained stagnant at most provider organizations over the past two years, and contiguous counties tend to have higher pay scales for these positions. Further, two Medicaid only providers with satellites in Columbiana County have expanded Psychiatry and CPST services during the past several years, providing more employment opportunities for these professionals.  Dually credentialed AOD and mental health professionals are difficult to recruit and retain.  There has been significant turnover in persons working in the Counseling Center’s Intensive-Home Based Treatment Service, particularly with therapists who are part of a Multi-Systemic Therapy Team.

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

The MHRS Board has led an ongoing cultural competency initiative since 1999. The Board chairs a Cultural Competency Steering Committee that is comprised of representatives of in-network providers, representing AoD prevention and treatment, MH prevention and treatment, and Consumer Operated Services. Annually, this committee reviews the results of post-discharge consumer satisfaction survey items that address cultural competency along with the results of an annual provider staff survey related to perceived cultural competency training needs. 

The Steering Committee analyzes this information and determines cultural competency goals, including a training plan, for the upcoming year. The Board commits to planning, hosting, and funding one to two training events per year. Training is offered to staff of all providers, including Medicaid only providers with a presence in the county, Board members, volunteers, and consumer leaders. 

The MHRS Board provides orientation and training to all interns and new employees of the system. This training is also open to all volunteers and Board members within the system. Within the first ninety days of employment or internship, staff and interns receive a manual and view an accompanying video on Appalachian Cultural Competency within the Community Mental Health and AOD System. (Persons of Appalachian descent comprise our county's largest "subculture.") These employees also attend a workshop in which overarching principles of cultural competency are covered along with elements of effective cross-cultural communication. 

The MHRS Board has established a library with printed, video, and DVD formatted materials related to cultural competency within the mental health and substance abuse fields. These media are available on site at our largest in-network provider and also available on loan from the Board. 

The MHRS Board is a member of the Multi Ethnic Advocates for Cultural Competency (MACC). The MHRS Board has provided MACC with a set of our cultural competency training videos and partnered with MACC during FY 2010 to provide a workshop in Columbiana County on "Working with Gay, Lesbian, Bisexual, and Transgender People”.  

A challenge relevant to our local system in developing and maintaining a culturally competent system is ensuring that practices and services are configured and delivered in ways that are acceptable and relevant to the Appalachian culture. Intermittent challenges occur in 'low incidence' situations. For example, on rare occasions, service recipients do not speak English. The system relies on interpreters to bridge the language barrier. The system seeks consultation through MACC and, when appropriate, local universities when serving an individual or family with an ethnic background that is very low incidence in Columbiana County. 

During Fiscal Year 2011, MHRS Board members were provided an overview of cultural competency as it relates to the behavioral health system, and the training was also offered to all three in-network provider agency Boards. 
 
Question 10: Capital Improvements:  

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

In Columbiana County, existing facilities need a number of repairs and upgrades.  Goals are to preserve existing capital resources, to maintain facilities which help to engage clients, and to increase energy efficiency.  While housing for people with serious mental illness is almost always needed in this county, current budget constraints make it difficult for providers to assume any additional housing responsibilities. 
  
1.	Counseling Center of Columbiana County - This agency provides both mental health and addiction services.  It is housed in a major outpatient facility which was constructed in 1980 with the assistance of public funds, 	including those from the Ohio Department of Mental Health.   The agency needs a resurfacing of the parking lot at its Lisbon site , sidewalk repair, new carpeting throughout building, roof replacement for two wings, a new air compressor, and new hot-cold water pumps.  
The Counseling Center also owns and operates HUD McKinney housing 	units which need upgrades in varying amounts, depending on the unit.  Needed upgrades and repairs include roof or shingle replacement, new energy efficient windows, and kitchen and bath updates.     

2.	Family Recovery Center - This provider of primarily alcohol and drug 	addiction and prevention services owns a women’s transitional living 	facility, Fleming House, which was constructed with HUD funding with 	additional participation by the Ohio Department of Alcohol and Drug 	Addiction Services.  Fleming House is in need of new energy-efficient 	windows.   Both Fleming House and the main Family Recovery Center 	outpatient treatment center need to have their parking lots resurfaced for 	preservation and access.   

3. 	Shining Reflections Programs - Shining Reflections, a consumer operated service, is situated in a building which they purchased.  The agency retired its mortgage in FY 2011, which is a significant accomplishment.   This older building located in East Liverpool needs an elevator to provide access to space in the basement and on the second floor.  Repairs are needed to the building façade.  The heating and cooling systems are antiquated and inefficient, and the electrical system may need to be upgraded.  New windows, new flooring, and room reconfiguration are needed in the upstairs to make this part of the building usable.     A general refurbishing of the first floor, including new carpeting and chairs, as well as upgrades to the bathrooms, would significantly enhance the recovery environment. .  
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SECTION III: PRIORITIES, GOALS AND OBJECTIVES FOR CAPACITY, PREVENTION AND TREATMENT AND RECOVERY SERVICES

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

Question 11: Describe the process utilized by the Board to determine its capacity, prevention, and 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? 

The Board solicited input from the following stakeholders in determining its capacity, prevention and treatment and recovery services priorities for SFY 2012-2013:

· The Drug and Alcohol Committee of the Board
· The Mental Health Planning Committee of the Board
· Consumers
· Leadership and Supervisory Personnel of the Contract Providers of the Board
· Key Community Informants
· Mental Health and Recovery Services Board Staff

Meetings were held with the Drug and Alcohol Committee and Mental Health Planning Committee of the Board.  Each of these Committees includes consumers, family members, leaders and staff of provider organizations, members of the Board, and staff of the Board.  Each Committee member was provided with the following information for consideration in developing priorities for the SFY 2012-2013 Community Plan:

· An orientation to the Community Plan process
· A Status Report on Mental Health or Alcohol and Other Drugs Goals Established in the 2010 – 2011 Community Plan
· Mental Health or Alcohol and Other Drugs Needs Assessment Information
· A summary of Initiatives scheduled to be implemented during the 2012 - 2013   Biennium through the Affordable Care Act (National Health Reform) 
· A Drug and Alcohol Committee or Mental Health Planning Committee Goal and Priority Setting Document 
· A description of ODMH and ODADAS Priority Populations
· The Mental Health Planning Committee also received the                      Working Definitions of Serious  Mental Illness, Serious  and Persistent Mental Illness, and Severe Emotional Disturbance 

Both Committees were provided with a list of potential goals that were selected from the SFY 2012-2013 Community Plan Guidelines that align with the Columbiana County Mental Health and Recovery Services Board’s five Strategic Plan Goals:

· Create community understanding that supports prevention, services, and recovery of persons affected by mental illness or substance abuse.
· Enhance opportunities for children and youth with mental health or substance abuse problems to experience positive growth and inclusion in the community. 
· Maximize the ability of adults with serious and persistent mental illness and/or substance abuse to recover and to direct the services they receive. 
· Ensure effective and efficient operations and system accountability for tax dollars.
· Prevent the development of substance abuse and mental illness among Columbiana County residents.

Both Committees received a Goal Setting document that identified criteria to be used when determining the Board’s capacity, prevention, treatment and recovery priorities.  The following were the criteria used: 

· Current Priority: Is this a current Board priority that should be continued?

· Address Priority Population: Does the goal address a priority population?

· Funding/Cost Benefit   Does the Board receive funding that is restricted to populations served within this goal?  Is there funding available from other sources that the Board could pursue to address this goal?   If this goal is not high priority, are there other systems whose mission it is to address this goal?   What is the likely “cost” to the community if this goal is not a priority and no other system’s mission is to address it?    

· Healthcare Reform:   Does the goal align with Healthcare Reform?

Each Committee came to consensus to recommend the Board’s   capacity, prevention and treatment and recovery services priorities for SFY 2012-2013.  The Community Plan also includes the priorities of the Board’s Strategic Plan that were previously approved by the MHRS Board Members.  

Following the establishment of capacity, prevention, and treatment and recovery services priorities, Board staff conducted follow-up meetings with leaders of each of AOD and mental health provider organizations to establish goals, milestones, and indicators. 

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

Question 12: Based upon the priorities listed above and available resources, identify the Board’s behavioral health capacity, prevention, and treatment and recovery support goals and objectives for SFY 2012—2013.

Capacity Goals
· Reduce stigma so that addiction and mental illness are recognized as legitimate health care issues and recovering people receive support from others.  

· 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, and strategies.

· Increase the use of data to make informed decisions about planning and investment.

AOD Prevention Goals

· Implement programs that increase the number of initiatives that demonstrate an impact on community laws and norms.

· Implement programs that increase the number of youth who perceive ATOD use as risky or harmful.

AOD Treatment and Recovery Services Goals


· Increase the number of customers who participate in self-help and/or social support groups at the completion of the program.  

· Increase the number of individuals who have an addiction diagnosis who complete treatment and are abstinent at discharge.

MH Prevention Goals

· Implement the Columbiana County Suicide Prevention Coalition’s Strategic Plan to promote development of community resources to reduce suicide attempts.

· Promote mental health in the schools by offering support to children encountering serious stresses, modify the school environment to promote pro-social behavior; develop students’ skills at decision making, self-awareness, and conducting relationships; and target violence, aggressive behavior and substance use.

· Implement programs that promote mental health and wellness for adults, especially for those with co-occurring health conditions.

MH Treatment and Recovery Services Goals

· Increase competitive employment.

· Decrease involvement in the criminal and juvenile justice system.

· Ensure adequate access to housing, including supportive housing, for adults with SMI/SPMI.  

· Provide empowerment opportunities by maximizing participation in peer-led recovery services.

· Ensure services to youth are provided in the least restrictive and most normative environment that is appropriate.

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? 

Three of the Board’s capacity goals are expected to improve access to behavioral health services.  The Board will continue to work with providers to apply for grant and other funding that aligns with local needs and priorities.  During the current biennium, the Board has collaborated and assisted in funding obtained for: the ADAPT Coalition, Wellness Management and Recovery, AOD services in the county court and jail, and Suicide Prevention Gatekeeper training.  The Board also assisted a provider in applying for a SAMHSA Recovery Oriented System of Care Grant.  Although not awarded, the grant received favorable ratings and our intent is to reapply for this funding.  The Board is also working with providers to access additional IDAT funds through the East Liverpool Municipal Court for AOD Outpatient Counseling Services in East Liverpool.

Evidence-based practices are known to improve the effectiveness and efficiency of services.  For example, youth with serious emotional disturbance and at risk of out of home placement achieve excellent outcomes through participation in the local Multi-Systemic Therapy program which is time limited.  Prior to the use of this evidence-based practice, youth and families who are appropriate for the MST service were served by multiple providers in multiple services for several years or until they transferred to the adult system.  Programs like this also impact the entire family as often times there are adults and siblings who obtain new skills and resources in addressing issues that could escalate into more serious mental health concerns.

Increasing the use of data to make informed decisions about planning and investment is coordinated through the Board’s Quality Improvement Plan. The Board has a system-wide Continuous Quality Improvement Committee that works with providers to address and improve access issues.  The Board provides information through the Heartland East Collaborative to assist providers in identifying and addressing trends relative to access and utilization issues. The Board has participated in the Network for Improvement of Addiction Treatment (NIATX) Change Leader Academy and works collaboratively with providers to increase access and retention through process improvement.  Ongoing consultation is provided to assist providers in increasing the effectiveness and efficiency of services.

The objectives for addressing these three capacity goals are outlined in Section V: Evaluation of the Community 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.) 

The Board’s Capacity Goal to “promote and sustain the use of evidenced-based policies, practices, strategies” and the Mental Health Prevention Goal “to implement the Columbiana County Suicide Prevention Coalition’s Strategic Plan to promote development of community resources to reduce suicide attempts” both include objectives that foster workforce development and cultural competency.  The objectives addressing these goals are included in Section V: Evaluation of the Community Plan.

The Board’s Cultural Competency Committee and the activities it ensures relative to consumer satisfaction and staff are described in Section II: Needs Assessment, Question 9 of the Community Plan.

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.

The Board will continue to use 484 funds to provide treatment services to families who are involved in child protective services whose substance abuse is a contributing factor to a youth’s abuse or neglect.


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.

The Columbiana County MHRS Board does not receive a special allocation for HIV Early Intervention Services.

Addressing Needs of Civilly and Forensically Hospitalized Adults
Question 17: ADAMHS and CMH Boards only: Address how the Board will meet the needs of civilly and forensically hospitalized adults, including conditional release and discharge planning processes.  How will the Board address the increasingly high number of non-violent misdemeanants residing in state hospitals?  

The Board will continue to contract for a forensic monitor through the Forensic Center by means of a collaborative arrangement with Trumbull and Ashtabula Counties.  The forensic monitor will continue to be directly involved in the discharge planning process and provide monitoring for those on conditional and community release.

The MHRS Board will continue to use its current system of gatekeeping and discharge planning.  The Director of Adult Community Support at the Board’s prescreening agency, the Counseling Center, is the liaison with all hospitals with which we contract, including the state hospital, for discharge planning.  The MHRS Board will continue to support the Kendall House, which provides immediate access housing to adults with serious mental illness and is used often to help divert hospitalization, and also to reduce length of stays in hospitals.  The MHRS Board also is a partner in the Columbiana County Municipal Court’s Mental Health docket, and the MHRS Board supports a dedicated case manager at the Counseling Center who works exclusively with court involved clients.  This discharge planning process combined with local housing and program resources prevents Columbiana County residents with serious mental illness who commit non-violent misdemeanors from being inappropriately hospitalized.  

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?

Older adults were not identified as a treatment population, and service trends indicate that few in this age group are receiving mental health services.  However, 25% of persons who completed suicide in 2009 were over the age of 50, and the losses incurred by seniors along with increasing financial pressures place them more at risk for mental health issues.  Not addressing the needs of older adults can put a burden on the physical health system since seniors with unmet mental health needs are apt to seek the services of doctors and hospitals more frequently.

With regard to AOD treatment priorities, males over the age of 25 who are not involved with the criminal justice system were not included in the priority population.  Columbiana County, as with other areas of Ohio, is experiencing an increasing number of persons who abuse prescription medication.  This often affects males who have not yet come to the attention of the criminal justice system.  In addition, opiates, alcohol and other drugs of abuse significantly impact the physical health of persons who abuse these substances.  The "physical" health system will be impacted as a result of the lack of provision of treatment early in the disease process. Examples include people who develop gastrointestinal problems due to excessive and ongoing alcohol use. Parents who abuse or progress into addiction who do not seek recovery jeopardize the development of their children, as parenting ability is impaired. This impacts the educational system, as children are preoccupied with problems at home or are otherwise not “learning ready” when in school.  Abuse is a contributing factor to domestic violence, which affects the family system and is often not reported.


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.

The net reduction in state funding to Columbiana County for FY 2012 is 12.44%.  

To cope with this loss of revenue, the MHRS Board reduced its operating budget by $70,243 in FY 2012.   With the elimination of 408 funding coupled with ODMH’s revised plan for state hospital operations, the Board plans to use the state hospital in SFY 2012 and 2013 more than in years past for indigent adults.    It is hoped that this will reduce Board levy funds that will have to be spent on private inpatient psychiatric care for indigent adults, making these funds available for non-Medicaid community supports and services for adults with SMI and youth with sed.     Through deficit budgeting, using levy funds on reserve, the MHRS Board was able to fund its in-network providers in FY 2012 at the same level each was funded in FY 2011.  Therefore, services to priority populations identified in this community plan will be preserved during FY 2012.   Levy reserves funds are finite, however; therefore, the MHRS Board cannot guarantee that services to its priority populations will be able to be maintained at necessary levels during FY 2013.   Planning for FY 2013 will begin in October, 2011, and will include leadership of all in-network providers together with MHRS Board leaders.  

Community plan priorities, certification requirements, and statutory requirements are guiding the funding decisions in FY 2012.     
 
Populations expected to be affected by reduced state support include individuals in need of AoD treatment who are not in one of the MHRS Board’s priority populations or not included in one of the ODADAS priority populations.  Depending on the impact of H.B. 86, the system may not be able to keep up with demand from persons in one of our priority populations: persons of all ages involved in the criminal justice system.   
 
Mental health treatment services are likely to continue to decrease in availability for non-Medicaid eligible people who are not included among the Board’s priority populations.  
 
Reduction in state funding for AOD prevention services will result in fewer school age youth participating in school based prevention programming.   The elimination of “drugs in the workplace” funding from ODADAS will result in severe cut backs to workplace based education and training designed to help employers direct employees with AOD problems to appropriate resources.    
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SECTION IV: COLLABORATION


Key collaborations and related benefits and results

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

In addition to its role as a mandated member, The MHRS Board is the administrative agent for the Family and Children First Council.  FCFC staff are housed at the MHRS Board office.   Two of the Board’s priorities are preventing mental health and substance abuse problems and ensuring youth with severe emotional disturbance live in community while receiving supports and services needed for recovery.  The co-planning and collaboration that have occurred between the MHRS Board and the FCFC have yielded positive results in both of these priority areas.   The Family and Children First Council has provided training and support for implementation of the Olweus Bullying Prevention Program in most school districts in Columbiana County.  Funding from the Columbiana County Department of Jobs and Family Services, a mandated FCFC member, supported truancy mediation within many school districts, and within these mediations, youth or parents are sometimes identified with substance use or mental health problems.  The majority of mediations are successful, resulting in improved attendance in school as well as referrals of youth and their families to needed behavioral health services.  Similarly, blended funding has made FCFC Service Coordination available to at risk children and families that display significant risk factors for out-of-home placements.  WrapAround, Family Support Team meetings and Case Reviews are designed to help families identify not only strengths but needs, including the need for drug and alcohol treatment and mental health services.  Ongoing and effective collaboration between the MHRSB, FCFC and community service providers address the need for respite services, parent education and other interventions to strengthen families.  The Board also participates in the FCFC Early Childhood Committee to ensure that early intervention programs serve families of special needs and at risk children to promote positive health and development before children start school. 

The MHRS Board has a seat on the Workforce Investment Board of Mahoning and Columbiana Counties.   This provides an opportunity to advocate for employment opportunities for individuals recovering with mental illnesses or addictions within the broader workforce development system.  The MHRS Board also convenes a Supported Employment Steering Committee, which includes representatives from provider organizations that offer employment services, recovering people, and other stakeholders with interest and expertise in promoting employment opportunities for recovering people.  One member organization of this committee is the Substance Abuse/Mental Illness Coordinating Center of Excellence, which provides statewide leadership in the evidence based model of Supported Employment.  This Center of Excellence conducts fidelity reviews on the Columbiana County employment initiative for adults with serious mental illness and/or addictions and gives feedback and guidance for improvement.   This external monitoring and consultation have resulted in our increasing our adherence to the model, ensuring the best possible outcomes.

The MHRS Board is an active member of the Columbiana County Continuum of Care, which is an intersystem collaborative dedicated to preventing and ending homelessness.  Two major in-network providers, the Counseling Center and Family Recovery Center, are also active members.  Involvement in this collaborative has resulted in funding for rental assistance, housing supports and services for persons recovering with addictions and mental illnesses.   The Columbiana County Community Action Agency is an active member of this collaborative and the lead agency in managing the Homeless Prevention/Rapid Rehousing funds made available to Columbiana County.  Because of the long standing partnership between the MHRS Board and the CAA through this, among other, collaboratives, some HPRP funding has been earmarked for housing needs of adults with SPMI.  This enabled the MHRS Board to reduce some expenses in its budget following drastic state cuts in FY 2010 while ensuring that the need would still be med.  

The Community Action Agency operates a federally qualified health center that has a community advisory board.  A staff member of the MHRS Board, as well as a Board member of the MHRS Board who is also a local recovery leader, both serve on this community advisory board.   This connection has resulted in improved co-planning for individuals with mental illnesses or addictions who receive behavioral health services at a contract provider of the MHRS Board.  This collaborative relationship will increase in importance as integration of physical and behavioral health services advances from desired goal to reality. Also, the Community Action Agency operates CARTS, the public transportation system in Columbiana County.  Community Action participates in the Supported Employment Steering Committee and the MHRS Board participates on the CARTS Advisory Committee. This close working relationship has resulted in improvements in public transportation for recovering adults.  

MHRS Board and provider leadership staff are active members of the Columbiana County Job and Family Services Planning Committee, and have been active since this group was convened following the passage of the Temporary Assistance to Needy Families “welfare to work” federal legislation. The benefits to the behavioral health system that have resulted from this collaboration include increased awareness of the need for attention to behavioral health issues among individuals who are moving from public assistance to financial self-reliance. MHRS Board providers have been successful in securing TANF funding to support parent education and drug and alcohol prevention efforts.    Members of this group have also provided “Bridges out of Poverty” training to staff of all health and social service organizations in the county, as well as to community leaders. This training has been very beneficial in increasing cultural competency among staff and leaders in the health and social service system in Columbiana County.  

Staff of the MHRS Board, Family Recovery Center, and the Counseling Center have been appointed to the Community Corrections Planning Board.   County Commissioners   appoint members to this Board, which is required in communities in which funding is received for intensive probation services that are designed to reduce incarceration.   All courts in the county, probation and parole entities, the county prosecutor’s office, the county jail, and law enforcement entities are represented on this Board.  Collaboration   with this group has resulted in training events for criminal justice personnel on the needs of individuals with substance abuse and mental health problems who are served in the criminal justice system.  

Members of the Community Corrections Board including: the jail warden, two judges, Family Recovery Center representative, Counseling Center representative, and the Mental Health and Recovery Services Board’s Associate Director collaborated on the development and design of a Justice Assistance Grant to provide services at the Columbiana County Jail.  The Columbiana County Collaboration Board is a subgroup of the Columbiana County Community Corrections Board and provides oversight for the Justice Assistance Grant. The Columbiana County Collaboration Board includes representatives from: the Mental Health and Recovery Services Board, Columbiana County Jail, Columbiana County Probation Department, and Family Recovery Center.    

The MHRS Board, in conjunction with Family Recovery Center, the Board’s only contracted prevention provider, provided leadership in establishing the ADAPT (Alcohol and Drug Abuse Prevention) Coalition.  This Coalition was established in March, 2008, and spent its first two years building membership and infrastructure.   The Coalition has representation from the following local constituencies on its Advisory Board:  Higher education, public education grades K – 12, both community hospitals, criminal justice, county government, public health, business, civic organizations, faith-based community, parents, adults in recovery from addictions, youth coalition, child protective services, and the drug and alcohol treatment and prevention providers.  This robust collaboration was a key factor in the Coalition’s success in securing $92,371 in federal funding through the Drug Free Communities Program to support its efforts and in securing funding from ODADAS through the SPF-SIG competitive grant program to address harmful alcohol use among 18 – 25 year olds.

The Board is a member of the Coordinated Action for School Health (CASH) Coalition which works in partnership with each of the eleven public school districts to promote healthy lifestyle choices.  It is based on the Coordinated School Health Programming (CSHP) model which encompasses all facets of health - physical, mental, emotional, and social.  The Coalition has representatives from schools, mental health and alcohol and drug providers, local hospitals, and the Family and Children First Council.   
The Board is the lead organization in the Columbiana County Suicide Prevention Coalition which is comprised of consumers, mental health and alcohol and drug providers, school representatives, healthcare personnel, and the Veteran’s Administration.  The Coalition works to reduce stigma and target training and awareness efforts based on data and trends.  The Columbiana County Suicide Prevention Coalition has also partnered with similar Coalitions in Mahoning and Trumbull Counties to expand its efforts in grant seeking and training opportunities. The Board also participates in the Northeast Ohio Crisis Collaborative which includes providers and Board representatives from six other counties who share resources regarding suicide prevention.  
The MHRS Board enjoyed active support and participation from individuals and organizations who are partners in these many community collaboratives in its successful levy renewal campaign in November, 2010.  

The MHRS Board contracts with three private hospital systems for inpatient psychiatric care for adults who are indigent and lack health care coverage:  Summa Health Systems, Akron General Hospital, and Humility of Mary Health Partners.   The contracts obligate the Board to pay the bed day rate and psychiatrist fees for all persons admitted per the parameters of the contract.  The MHRS Board’s designated crisis provider may seek admission to any of these hospitals if the crisis interventionist determines that the individual meets criteria for inpatient treatment.  The MHRS Board preauthorizes 10 days, and continued stay is approved after consultation with the hospital staff and the Adult Case Manager Supervisor at the Counseling Center, who coordinates discharge and follow-up service planning with all hospitals.  The MHRS Board has no such contractual arrangements for child psychiatric treatment.  

Involvement of customers and general public in the planning process

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

The Board has consistently placed a high value on the involvement of customers and the general public in its planning process.  The Board solicits input from consumers, family members, and the general public using focus groups, interviews, and surveys regarding needs, services, planning implementation, and evaluation.  All Board Committees, Coalitions, and Initiatives include consumers and family members ensuring ongoing input into all aspects of planning.  These include the Board’s system-wide Continuous Quality Improvement Committee, Suicide Prevention Coalition, Recovery Steering Committee, Cultural Competency Steering Committee, Supported Employment Steering Committee, IDDT Steering Committee and the Alcohol, Drug Abuse Prevention Team Coalition.

The Board routinely includes the general public in its planning process.  For example, key informant interviews have occurred with police, court personnel, school personnel, and employers.  The Board’s Alcohol, Drug Abuse and Prevention Team Coalition also developed and distributed a Community and Parent survey focused primarily on perceptions of youth substance abuse to solicit further input to help fine-tune and prioritize interventions.  There were 878 respondents to this survey.  The Board has an active role in Leadership Columbiana County which provides ongoing interaction with leaders from all sectors of the community.  In addition, the Board participated in the following community groups that provide additional opportunities to inform our planning:  Community Corrections Board, CARTS Public Transportation Advisory Group, Mahoning and Columbiana County Workforce Investment Board, Mahoning and Columbiana County One Stop Planning Group, Community Actions Agency Health Clinic Advisory Committee, Family and Children First Council, Early Childhood Collaborative, Coordinated Action for School Health Coalition, and the Continuum of Care.

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.

The Continuity of Care Agreement between this board and Heartland Behavioral Health state hospital has been implemented in a seamless manner.  Communication between the hospital and community staffs is effective, and services are provided with few problems.  Training on the contents of the Agreement is the responsibility of the Director of Client Services and the Coordinator of Screening and Crisis Services at the Counseling Center of Columbiana County.  The Counseling Center has developed policies to be consistent with the Agreement, and a training manual was developed and shared with each of 8 crisis workers during supervision sessions.  Follow-up has been provided to the workers by supervisors on an as-needed basis.     
		      
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.

In the fall of 2010, representatives of the Columbiana County MHRS Board and the Director of the Columbiana County DJFS met with the Columbiana County Commissioner Chair, Penny Traina, to review the needs related to service needs of individuals involved in the child welfare system and to identify monies available to jointly fund services.  It was determined that the need is greater than the HB 484 allocation allows for in that for the past several years the Board has spent more on AOD treatment for persons involved in the child protective system than our 484 allocation covers.  It was also determined that the county commissioners have no additional money to contribute.
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SECTION V: EVALUATION OF THE COMMUNITY PLAN

Ensuring an effective and efficient system of care with high quality


Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge (other than funding cuts) in meeting the requirements of ORC 340.03(A)(4).  Please reference evaluation criteria found in Appendix C with regard to your discussion of successes and challenges with measuring quality, effectiveness and efficiency.  Note: An inability to audit services funded by Medicaid does not preclude examination and appraisal (evaluation) of those services in terms of their quality, effectiveness and efficiency.

The Board incorporates the priorities, goals, and objectives identified in the Community Plan into its Board Strategic Plan.  The Board’s Strategic Plan serves as management tool that is reviewed regularly with Board staff.  It uses a Dashboard Report to provide ongoing information regarding successes, challenges and areas needing increased attention.  Each priority and goal requires ongoing collaboration with consumers, family members, stakeholders, providers, and other service systems.  Many of the goals are monitored and implemented through the various committees and coalitions of the Board. In addition, the Board’s System-Wide Continuous Quality Improvement Procedures monitor the quality, effectiveness, and efficiency of services.  The following evaluation criteria are being used by the Board:

· 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 agencies of the service district.  Information is obtained at least quarterly from the Heartland East Board Collaborative that identifies:  client demographics, top ten diagnostic categories of adults and youth receiving mental health or alcohol and other drug services (including amount of services), and amount of services being provided.  

· Measurement and analysis of the cost of services delivered in the service district by unit of service, service pattern, client characteristics and provider agency. Information is obtained at least quarterly from the Heartland East Board Collaborative and providers.

· Measurement and analysis of the levels of consumer outcomes achieved by clients in the service district, by service patterns, client characteristics and provider agency.  Outcome information is obtained from provider Quality Improvement and Outcome reporting, the ODADAS Web-Based System.  In addition, outcomes are reported regularly on specific programs such as Multi-Systemic Therapy and Supported Employment.

· 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.  Information is obtained at least quarterly from the Heartland East Board Collaborative and providers.

· 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.  Information is obtained through the Board’s ongoing needs assessment process that includes surveys, interviews, focus groups, and participation in Board and Community Coalitions and Workgroups.

· The Board conducts reviews of high utilizers of non-Medicaid mental health and alcohol and other drug services to improve the quality, effectiveness, and efficiency of services through identification, consultation, and training.


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? 

The Board has a high level of collaboration with providers in evaluating services.  All contract providers and Medicaid-only providers are given membership in the Board’s System-Wide Continuous Quality Improvement Committee.  The Committee reviews system-wide data and individual providers are given data specific to their agencies to assist in their internal quality improvement activities.  Some examples include patterns of use, cost per client served by service, and client characteristics.  The Committee assists in interpretation of the data and the development of action plans to improve the system.  

Board staff and contract provider staff work closely to align the Board’s priorities with those being measured by the agencies.  Quarterly reports of Quality Improvement and Outcome Evaluation are given to the Board by contract providers. This information is incorporated into the evaluation of services and permits opportunities for consultation and training as needs are identified.  Through this process the Board also receives and analyzes consumer and referral source satisfaction with services.  The Board also collaborates with providers in using focus groups and key informant interviews to assist with Board and provider planning and evaluation.  The Board also conducts an annual survey of provider satisfaction and needs assessment information.

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

The following milestones and indicators will be used to enable the Board and its key stakeholders to track progress toward achieving goals:    

Capacity Goals
Board Capacity Goal:  Reduce stigma so that addiction and mental illness are recognized as legitimate health care issues and recovering people receive support from others.  

	Milestones
	Indicators

	Educate and inform community leaders and local/state/federal elected officials regarding behavioral health.
	4 meetings or events during the biennium

	Increase the amount of anti-stigma information included on the Board and provider websites
	2 items per website

	Present "Change Your Mind About Mental Illness" to Columbiana County High School youth.
	400 students receive education annually

	Publish articles in Columbiana County newspapers that provide education regarding addiction and mental illness.
	8 articles per year
 

	Educate all mental health service providers in Recovery.
	100% of new hires receive Recovery Orientation Training

	Implement the Tri-County Anti-Stigma Campaign.

	Anti-Stigma commercials and feature stories on local news 24 times per year during Fiscal Year 2012.



Board Capacity Goal:  Use a diversity of revenue sources to support Ohio’s behavioral health system (e.g., apply for foundation and SAMHSA discretionary grants) 

	Milestones
	Indicators

	The Board will collaborate with providers and seek grant and other funding sources to address the priorities identified in the Community Plan.  
	Number of applications submitted for grants and other funding sources. Grant or other funding obtained.

	Ensure needs assessment is continually updated and collected in a way that will assist with fund seeking.
	Needs Assessment Report

	Collaborate with provider to revise SAMHSA Recovery Oriented System of Care grant to increase scores of previous submission.  Resubmit grant when permissible.
	ROSC Grant revised and submitted when permissible.  





Board Capacity Goal:  Promote and sustain the use of “evidenced-based” policies, practices, and strategies.

	Milestones
	Indicators

	Board continues to provide support to existing evidence-based practices that are provided to persons in the Board’s priority population groups.  Evaluate the continued support of evidence-based practices being provided based upon outcomes achieved and cost effectiveness.
	Funding allocated to evidence-based practices. Outcomes evaluated on an annual basis.

	Dedicate funds for at least two evidence-based practices during the biennium that address Board priority populations that are currently underserved by evidence-based practices.
	Practices identified and funding plan developed 

	Increase the training of providers in evidence-based practices identified through the system-wide Continuous Quality Improvement Committee.
	2 trainings per year

	Conduct cultural competency training.
	2 trainings per year



Board Capacity Goal:  Increase the use of data to make informed decisions about planning and investment.
 
	Milestones
	Indicators

	Implement the Board’s Continuous Quality Improvement Plan.
	Quality Improvement Reports

	Provide agencies with information to improve the effectiveness and efficiency of service delivery
	Heartland East Reports and provider CQI Reports

	Conduct ongoing needs assessment activities relative to the priorities established by the Board
	Need Assessment Reports

	Conduct non-Medicaid reviews of each provider at least annually.
	Board non-Medicaid Review Report

	Conduct utilization and program reviews at Shining Reflections
	Quarterly Follow-up  Reports

	Monitor psychiatric hospitalizations and evaluate the services of any client who is admitted to a psychiatric hospital three times within six months.
	Counseling Center Adult Community Support Supervisors’ group report



AOD Prevention Goals

AOD Prevention Priority:  Youth under the age of 18 and Young Adults ages 18-25.

AOD Prevention Goal:  Implement programs that increase the number of initiatives that demonstrate an impact on community laws and norms.

	Milestones
	Indicators

	Provide support to the Alcohol and Drug Abuse Prevention Team Coalition in implementing its community plan to address underage alcohol consumption and other drug use.  
	Board and Provider staff will serve on the Advisory Board and Standing Committees of the Coalition

	The Board will provide financial support necessary for local match for the DFC grant; administrative support time; and a meeting location for the ADAPT Coalition Advisory Board. 
	Funding match and administrative support provided

	The Board will actively participate in the Leadership Team overseeing the implementation of the 18- 25 year old project. 
	Strategic Plan Implementation.


AOD Prevention Priority:  Youth under the age of 18.

AOD Prevention Goal:  Implement programs that increase the number of youth who perceive ATOD use as risky or harmful.

	Milestones
	Indicators

	Provide Too Good For Drugs and Violence curriculum to elementary school youth in four schools.
	850 students served will sign a pledge to avoid ATOD use

	Provide education to youth referred by Juvenile Court
	10 students will complete the program and sign a pledge to avoid ATOD use.  %who have no further involvement with juvenile justice for one year.

	Provide youth-led prevention activities.
	65 students will participate in a prevention campaign at their school.




AOD Treatment and Recovery Services Goals

AOD Treatment Priority:  Youth under the age of 18; young adults ages 18-25, persons of all ages involved in the criminal justice system, adults with serious mental illnesses who have co-occurring substance abuse disorders.

AOD Treatment Goal:  Increase the number of individuals who participate in self-help and/or social support groups at the completion of the program.  


	Milestones
	Indicators

	Determine the need to have self-help groups meet at provider locations.  Stimulate the development of peer support and/or linkages to the self-help community.
	% increase in the number of persons who terminate services and are participating in self-help groups at case closure.

	Identify self-help on-line resources for adolescents and adults and link them to the Board and provider websites.
	Each website has a link to self-help resources

	Increase family involvement in the Medication Assisted Treatment Program for Opiate Addiction at Family Recovery Center. 
	%  of persons participating Medication Assisted Treatment who have family involved in treatment  

















AOD Treatment Priority:  Youth under the age of 18; young adults ages 18-25, persons of all ages involved in the criminal justice system, adults with serious mental illnesses who have co-occurring substance abuse disorders.

AOD Treatment Goal:  Increase the number of individuals who have an addiction diagnosis who complete treatment and are abstinent at discharge.

	Milestones
	Indicators

	The Board’s Continuous Quality Improvement Committee will investigate evidence-based programs for youth that are culturally appropriate and develop a plan to implement one if funding is available or secured from other sources.

	% of youth who are assessed will complete treatment. % of youth who complete treatment and are abstinent at discharge. 

	Ensure the provision of effective AOD services to persons aged 18-25.
	% of persons aged 18-25 who complete treatment and are abstinent at discharge

	Ensure the provision of effective AOD services to persons involved in the criminal justice system.
	  % of persons involved in the criminal justice system who are employed or in school at discharge. % of persons involved in the criminal justice system who complete treatment and are abstinent at discharge.

	Ensure the provision of evidence-based Integrated Dual Diagnosis Treatment for adults with severe mental illness who also have substance addiction disorders 
	% of persons with SPMI and co-occurring addictions who have stable housing and % who receive vocational services. 




MH Prevention Goals


MH Prevention Priority:  Individuals at risk of suicide and youth.  Stigma reduction efforts that support early intervention with the goal that people will seek treatment as early as possible.

MH Prevention Goal:  Implement the Columbiana County Suicide Prevention Coalition’s Strategic Plan to promote development of community resources to reduce suicide attempts.

	Milestones
	Indicators

	Provide public education and information regarding suicide prevention.
	# articles published; print materials distributed to specified groups, and number of television commercials addressing suicide prevention that are included in the tri county anti stigma campaign 

	Provide training for providers regarding the recognition, response, and treatment considerations for persons at risk of suicide.  
	1 training during each year of  the biennium

	Provide gatekeeper training to group identified by the Suicide Prevention Coalition.  
	1 training during the biennium

	Conduct reviews of provider major unusual incidents and sentinel events that result in provider and system quality improvement.
	Quality Improvement Reports




MH Prevention Priority:  Youth

MH Prevention Goal:  Promote mental health in the schools by offering support to children encountering serious stresses, modify the school environment to promote pro-social behavior; develop students’ skills at decision making, self-awareness, and conducting relationships; and target violence, aggressive behavior and substance use.

	Milestones
	Indicators

	Ensure that school-based mental health service resources are utilized effectively and efficiently.  
	Develop, implement, and monitor evaluation of the school-based mental health services provided.

	Provide training to school personnel in behavioral health issues.
	1 training during the biennium




MH Prevention Priority:  Adults with serious mental illness and adults with serious and persistent mental illness.

MH Prevention Goal:  Implement programs that promote mental health and wellness for adults, especially for those with co-occurring health conditions.

	Milestones
	Indicators

	Participate in the county-wide health planning process in order to promote the integration of physical and behavioral health.
	Meeting minutes


	Provide information to people in recovery regarding health promotion and wellness.
	Recovery Newsletters and Annual Recovery Conference

	Implement Wellness Management and Recovery Grant
	Grant outcomes achieved



MH Treatment and Recovery Services Goals

MH Treatment Priority:  Adults with serious mental illness or serious and persistent mental illness.

MH Treatment Goal:  Increase competitive employment 

	Milestones
	Indicators

	Persons with serious mental illness or serious and persistent mental illness have access to Supported Employment Services
	175 persons served annually

	Coordinate  the Supported Employment Steering Committee to reduce barriers to employment and increase positive outcomes
	Meeting minutes

	Persons with serious mental illness or serious and persistent mental illness will work at least one day in a competitive setting
	280 persons employed annually

	Provide specialized vocational services to adults involved in the criminal justice system, persons with serious and persistent mental illness, and adults with opiate addiction.
	Desired outcomes by September 30, 2012:
50 applications for specialized vocational services, 28 persons eligible for services, 20 Individual Employment Plans developed, and 4 persons employed for at least 90 days.



MH Treatment Priority:   Adults with serious mental illness or serious and persistent mental illness and youth with serious emotional disturbance

MH Treatment Goal:  Decrease involvement in the criminal and juvenile justice system.


	Milestones
	Indicators

	Conduct a criminal justice needs assessment and develop a plan to address service gaps.
	Needs Assessment and Plan

	Provide jail diversion services to persons with serious mental illness or serious and persistent mental illness.
	90% of participants will not be rearrested during treatment

	Provide Intensive Home Based Services using the evidence-based treatment of MST to high risk youth with serious emotional disturbance.
	90% of participants will not have additional criminal justice involvement during treatment

	Provide training to members of the juvenile and criminal justice system based upon identified needs and funding availability.  
	Training provided based upon needs and funding




MH Treatment Priority:   Adults with serious mental illness or serious and persistent mental illness

MH Treatment Goal:  Ensure access to housing, including supportive housing.


	Milestones
	Indicators

	Continue to promote Medicaid Buy In to encourage employment.
	1 promotional/educational event a year.  

	Participate in the Continuum of Care to reduce homelessness.
	Continuum of Care meeting minutes




MH Treatment Priority:   Adults with serious mental illness or serious and persistent mental illness

MH Treatment Goal:  Provide empowerment opportunities by maximizing participation in peer-led recovery services.

	Milestones
	Indicators

	Peer-led recovery activities will be available through Shining Reflections and through the Mental Health Recovery Initiative overseen by the MHRS Board 
	70 adults will participate annually in peer-led services

	An annual Recovery Conference will be held
	100 participants attend annually

	The Board will support the Recovery Steering Committee and its initiatives.
	Meeting minutes

	Provide ongoing peer led group education through the provision of BRIDGES, WRAP, and Wellness Management and Recovery  
	# participants



MH Treatment Priority:   Youth with serious emotional disturbance.

MH Treatment Goal:  Ensure services to youth are provided in the least restrictive and most normative environment that is appropriate.


	Milestones
	Indicators

	Provide ongoing monitoring of youth in out-of-home placement to ensure effective treatment and discharge planning.
	CQI reports and meeting minutes

	Support efforts of the Family and Children First Council to provide Wrap Around and respite services.
	% of children who show improvement, or maintain progress which has been achieved during WrapAround participation.



c) What methods will the Board employ to communicate progress toward achievement of goals?
The Board utilizes several methods to communicate progress toward the achievement of goals.  The Board Strategic Plan Dashboard report is updated on a quarterly basis and reviewed with Board staff.  Results of progress toward goals is reviewed at the Board’s System-Wide Continuous Quality Improvement Committee, Board Alcohol and Drug Planning Committee, Board Mental Health Planning Committee, Provider Meetings, Steering Committee meetings, and at Board meetings.  Progress or lack of progress results in actions that are incorporated into the Board’s Strategic Plan to ensure maximum outcomes in efficiency, effectiveness, and satisfaction.
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