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Introduction and Instructions for 

Completing the Community Plan Guidelines for SFY 2012 – 2013

INTRODUCTION

Attached please find a copy of the ODMH/ODADAS Community Plan Guidelines and Review Criteria.  These guidelines, which will cover SFY 2012 and 2013, represent the Departments’ efforts at streamlining statutory requirements and reducing administrative burden.  A draft of the guidelines was disseminated to key constituent groups for review and feedback and much of that feedback was incorporated into this version of the guidelines.
Plans will be reviewed by a joint ODMH/ODADAS team.  The focus of the Plan reviews will be to ensure that statutory requirements are met and to strengthen the Plan’s ability to serve as a marketing tool (utilizing the Plan to leverage shared resources with other systems and enhance collaboration) and blueprint for service provision.

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

1. The Community Plan should be a living, useful document with widespread applicability and awareness.  The Community Plan should be viewed as a management tool for the Board.  In this regard, the Plan is best used for marketing, resource development, service identification, delivery and evaluation.

2. Service planning needs to be purposefully connected with other related planning processes in the community.  The Plan should address shared community priorities where possible.  It should promote solution for priorities established by other entities within the service area.

3. The Planning Committee believed that it was important to identify “best practices” of Community Planning and share these practices with all counties.

4. It is important to identify tangible benefits for local communities that come from doing quality planning.

5. There must be a better connection between local Community Plans and Departmental funding priorities and decisions.  This allows local planners to support Departments’ initiatives and allow the Departments to promote local initiatives.  An improved connection between state and local planning places the field in a position to better advocate for and develop the system.  Community Plans and Department priorities should jointly be the basis for the development of state plans. 

6. Identify and eliminate activities that are non-productive to the planning process.

7. Recognize that local political process and activity influences Community Planning.

The Governor’s Shareholders Group Planning Committee also identified key reasons for engaging in quality planning.  These included:

1. Improve the financial position of local behavioral health systems by attracting support from other areas that have a vested interest in assuring that a healthy alcohol and other drug and mental health system exists in the county.

2. Improve the ability of other systems to meet their needs and objectives.

3. A basis for marketing efforts that is needed to attract participation and support (investment) from other systems including the business community.

4. The Community Plan should be product oriented – its operationalization should result in concrete results based upon identified priorities.  This should be a community product related to mutually shared community priorities.

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

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

30 East Broad Street, 8th Floor

Columbus, Ohio  43215-3430
ODMH and ODADAS staff will review the completed application within 60 days of receipt and notify each Board of its Plan approval or any required modifications or additions.  Complete application approval can occur only after ODMH and ODADAS receive and approve the SFY 2012 – 2013 Community Plan, including:
· ODADAS Only: SAMHSA notifies ODADAS of its final SAPT Block Grant award for FFY 2011;

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

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

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

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

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

· ODMH Only: Approval of Board Membership Catalog;

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

The Community Plan Guidelines are available on the ODMH and ODADAS websites: http://mentalhealth.ohio.gov/ and http://www.odadas.ohio.gov/.  With the exception of the signature page (two original signature pages must be mailed), applications will only be accepted via e-mail submission to communplan@ada.ohio.gov.
Completing the Guidelines
Boards must use the Community Plan Template (see page 42) to complete and submit their Plan.  The template includes all of the required headings for each section and each response in the Plan.  Instructions for completing the Community Plan Template follow:  

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

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

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

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

Example:  A Board responds to the methodology and findings questions of the needs assessment by writing “Please see Appendix X: Board Five-Year Strategic Plan.”  This is not an acceptable response.  An acceptable response would be to summarize, in the needs assessment section of the  Community Plan, the methodology and key findings of the needs assessment conducted for the five year strategic plan that have relevance for SFY 2012-2013, then note that the full five year strategic plan can be found in Appendix X.
Regional Webinars
In order to assist Boards in completing the application, regional webinars will be held.  Dates and times for the regional forums are: 

Tuesday, October 5 from 9:30 AM – 11:30 AM - Central Region:

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

· MH & Recovery Board of Union County
· MH & Recovery Board of Wayne & Holmes Counties

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

· ADAMHS Board of Adams, Lawrence & Scioto Counties
· Brown County Community Board of ADAMHS
· Butler County ADA Services Board

· Butler County Mental Health Board
· Clermont County MH & Recovery Board
· Gallia-Jackson-Meigs Board of ADAMHS
· Hamilton County MH & Recovery Services Board
· ADAMHS Board for Montgomery County 
· Preble County MH & Recovery Board
· Tri-County Board of Recovery & MH Services
· MHRS Board of Warren & Clinton Counties
 Wednesday, October 6 from 9:30 AM – 11:30 PM - Southeast Region:

· Athens-Hocking-Vinton 317 Board
· Belmont-Harrison-Monroe MH & Recovery Board
· Jefferson County Prevention & Recovery Board
· Muskingum Area ADAMH Board
· Portage County MH & Recovery Board

·   MHRS Board of Stark County

·   ADAMHS Board of Tuscarawas & Carroll Counties

· Washington County MH & AR Board
Wednesday, October 6 from 1:00 PM – 3:00 PM - Northwest Region:

· MHRS Board of Allen, Auglaize & Hardin Counties
· MH & Recovery Board of Erie & Ottawa Counties
· Four County ADAMH Board
· Hancock County ADAMHS Board
· Huron County ADAMHS Board
· MHRS Board of Lucas County
· Mercer, Van Wert & Paulding ADAMH Board
· MH & ADA Recovery Board of Putnam County
· MHRS Board of Seneca, Sandusky & Wyandot Counties
· Wood County ADAMHS Board
Thursday, October 7 from 9:30 AM – 11:30 AM - Northeast Region:

· Ashtabula County MH & Recovery Board
· Columbiana County MH & Recovery Board

· ADAMHS Board of Cuyahoga County
· Geauga Board of MHRS
· Lake County ADAMHS Board
· ADAS Board of Lorain County

· Lorain County Mental Health Board
·   Mahoning County ADAS Board

·   Mahoning County CMH Board

·   Medina County ADAMH Board

· County of Summit ADM Board
· Trumbull County MH & Recovery Board

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

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

Plan Review and Questions

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

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

Instructions for Completing the Cover Page: 

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

Instructions for Completing Mission, Vision and Value Statements:

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

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

ATTN: Matthew V. Loncaric

Ohio Department of Mental Health

30 East Broad Street, 8th Floor

Columbus, Ohio  43215-3430

Signatures must be original or if not signed by designated individual, then documentation of authority to do so must be included (Board minutes, letter of authority, etc.).

Section I: Legislative and Environmental Context of the Community Plan

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

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

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

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

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

Economic Conditions and the Delivery of Behavioral Health Care Services
In response to this item, Boards may discuss their fiscal realities and constraints including Medicaid and Medicare issues that they encounter in providing behavioral health prevention and treatment services.  
Question 1: Discuss how economic conditions, including employment and poverty levels, are expected to affect local service delivery. Include in this discussion the impact of recent budget cuts and reduced local resources on service delivery.  This discussion may include cost-saving measures and operational efficiencies implemented to reduce program costs or other budgetary planning efforts of the Board.

The Financial Forecast for the ADAMHS Board of Cuyahoga County (the Board) for the 2011- 2013 biennium period is not optimistic. The upcoming budget period will prove very difficult for the Board and the entire behavioral health system. Financial projections indicate an anticipated deficit of $12.3 million in the first year of the biennium or a nearly 20% reduction in the funding available to the Board to maintain services to the community at the present level.

Factors projected to contribute to the deficit over the next two years include: 

· Loss of enhanced FMAP funds to support programming initiatives;
· Decrease in revenues from the Cuyahoga County Health & Human Services Levy;
·  Adjustments in funding allocations from ODMH and ODADAS in handling of Medicaid match at the state level; and

Implementation by the Ohio Department of Mental Health’s in changes in funding distributions for Line Item 505 Local Health systems as a result of the dramatic loss of funds for Cuyahoga County.

Changes occurred at the State level in the manner in which Medicaid match is funded for the upcoming biennium period.  The dilemma faced by Cuyahoga is two-fold, the decision by the State agencies for Boards to remain responsible for Medicaid match obligation on FY2011 claims being paid in FY2012 as well as the dramatic reduction in Local Health System funding to Cuyahoga County in the upcoming biennium budget.  These changes resulted in a significant impact on the level of services that can be funded for Non Medicaid services in Cuyahoga County.  

The ADAMHS Board laid off 14 staff personnel and in addition abolished4 vacant positions, reduced local funded contracts to provider agencies of Mental Health and AoD services in order to address the significant loss of funds from State agencies and local government funds.

The current economic crisis has had a multifaceted effect on Alcohol and Other Drug (AOD) Prevention programming.  It has increased risk factors for individuals and families including stress on the family system due to unemployment and poverty. At the same time it has reduced the capacity of the prevention network to meet the needs of the increasingly high-risk populations. In short, there has been an increased need for prevention services, and a concurrent decreased capacity to meet this growing need.
In addition, currently enacted funding cuts and the anticipation of additional funding cuts has created an accessibility barrier for new consumers attempting to enter the mental health system. Agencies have elected to close their intake prior to the end of the fiscal year so they may utilize their non-Medicaid allocation to provide services to the existing non-Medicaid population served by their agency. This has been particularly problematic when serving those individuals who are released from Northcoast Behavioral Healthcare and/or are frequent consumers of Cuyahoga County’s crisis services and are in need of ongoing mental health treatment.  While some agencies elect to close their intakes in the face of budget constraints, other agencies stretch their capacity to accept new consumers. However, they find they are faced with the possibility of uncompensated care as well as an increasing burden on an already overworked staff.  

In order to address this disparity and to increase access to the mental health system for new consumers, the Board, in collaboration with the Council of Agency Directors, developed a Non-Medicaid Initiative that consisted of three distinct but interrelated projects.  These projects were: Central Intake Pilot Project – Phase I, Agency Non-Medicaid Review and Service Benefit Packages /Levels of Care. The goals of the Non-Medicaid Initiative were:

· Increasing access to services for eligible consumers;

· Providing a single point of entry into the public mental health system;

· Streamlining the intake process by using a standardized assessment tool;

· Testing the validity and feasibility of using a Benefits Service Package/Level of Care approach;

· Utilizing non-Medicaid dollars more efficiently;

· Decreasing bed utilization at Northcoast Behavioral Healthcare;

· Increasing enrollment in Medicaid; and

· Maintaining current Medicaid eligibility status for consumers.

The Central Intake Pilot Project (CIPP) was a centralized assessment program that focused on adult consumers new to the mental health system or adult consumers who had been inactive with an agency for more than six months. The goal of CIPP was to improve client care through a consistent assessment process and assignment to care, while reducing costs across the mental health system by eliminating multiple assessments being conducted on the same consumer, which rapidly depletes non-Medicaid resources each year.
In order to meet CIPP eligibility criteria, individuals had to be those new to the mental health system or those who had not received services from a Board agency for six months from the initial referral. This highlights the issue of maximizing Medicaid revenue where possible to ensure their care. Yet, the Board recognizes that the use of non-Medicaid dollars is needed to support these individuals until they become eligible for Medicaid. As this is a lengthy process, the Board committed to working with agencies to identify current non-Medicaid consumers who were at one time a past recipient of Medicaid. 

To date, the Service Benefit Package has not been fully implemented. Full implementation will not occur until the data from the pilot program has been analyzed which is scheduled for October, 2011.  The major question yet to be answered is: Does the level of care assigned to the patient correspond to the intensity of services described in the Service Benefit Package? As data is collected, Board staff will be able to answer this question and adjust the Service Benefit Package accordingly.
An additional issue of importance are rules by ODMH and ODADAS which would establish “coverage and limitation policies for alcohol and other drug treatment services” (5101:3-30-02) and “coverage and limitations of Medicaid community mental health services” (5101:3-27-02). The Workgroup is watching carefully to see how the state handles these coverage and limitation issues, since any Service Benefit Package established by Cuyahoga County for its non-Medicaid dollars would likely need to align with state policy regarding Medicaid funding. 
During SFY 10 we experienced substantial reductions in state funding and more reductions in SFY 11. To meet these funding challenges, the Board engaged in several processes to realize operational efficiencies and maximize limited resources, ensuring that the most effective and most needed services were sustained. 
 
First, the Board defined priority Non-Medicaid mental health services as:
· Housing 
· Employment/vocational 
· Re-entry services
· Services for Transitional Youth (18-24 years of age)
· Services for the Elderly
· Services to those whose diagnoses include: 
· Schizophrenia
· Schizoaffective Disorder
· Bipolar Disorder I & II
· Major Depression with Psychosis
· Recurrent Major Depression
For the delivery of Non-Medicaid AOD prevention and treatment services, the following populations were prioritized: 

· adolescents
· pregnant women
· intravenous drug users
· persons with co-occurring disorders; and

· indigent males.
 
In order to ensure that these services were offered to the priority populations, the Board issued a Request For Information (RFI) for FY 2012 Non-Medicaid services to the provider community on February 011. The Board issued the 120 day notice to contracted providers indicated that all contracts were terminated as of June 30, 2011.   In order to qualify for Non-Medicaid funding, each provider was required to prepare a proposal with stated program outcomes and utilization projections. It was also emphasized that the Board’s limited Non-Medicaid funding needed to be used primarily for services. Therefore, the Board required a limitation on the utilization of Non-Medicaid funds to pay for provider administrative overhead. For FY12, the Board will not provide funding for provider administrative overhead exceeding 10%.
 
The Board’s own FY12 Operating Budget is $5,821,371.  This continues to be less than 4% of the total budget, reflecting its commitment to minimal overhead expenditures. This budget represents a decrease of $1,080,565 (-15.66%) from the FY 2011 budget and includes $4,041,921 for Personnel Costs with no salary increases, and $1,779,450 for Operational Expenses. At the Board’s persistent urging, providers have continued to explore the possibilities of consolidating to reduce administrative overhead. As an example in Cuyahoga County, Recovery Resources and Spectrum of Supportive Services completed the due diligence process which will culminate in a merger agreement. Issues of governance, management, and other terms of this merger are under discussion. The combination of these two agencies will have a profound impact on consumers since access to comprehensive services, safe and affordable housing and employment enables consumers to achieve and sustain recovery. 
 
Budget constraints required the Board to institute significant reductions across all contract service providers.  As one example, the Board’s Planning and System Development Division, therefore, reduced the availability of adult residential services. There was a total reduction of 16 residential beds for the adult population.  In an effort to reduce the impact on the system, ADAMHS Board staff continues to increase consumers’ access to adult residential beds.  The ability of the Board to direct consumers who are discharge-ready from State psychiatric beds to these beds in a timely manner reduces the Board’s cost for inpatient services. 
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 as the state government makes implementation decisions, the behavioral health system must remain involved to ensure that these decisions are made in the best interest of the consumers. However, with the results of the recent election, changes in health care reform can be expected at both the federal and state level. 
 
Health Care Reform will impact the Board’s system of care as many individuals who receive treatment services through non-Medicaid dollars will become Medicaid eligible and many will be eligible to purchase insurance through the health benefit exchange. These new coverage options will include alcohol, drug addiction and mental health treatment services, but the benefit package is not yet known. The coverage expansions will impact how treatment services are financed, but will not fund recovery support services. As we position ourselves for changes with health care reform, we will need to address how the community will continue to provide necessary recovery support services to individuals in need. Additionally, the Affordable Care Act provides incentives that focus on the integration of physical and behavioral health care and begins to look at the workforce capacity necessary to serve individuals in need of behavioral health services. 
Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area   
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.
Demographics for consumers seeking AOD prevention services continue to reveal a steadily increasing demand for services from pre-school through the senior adult years. This includes intensive prevention services such as anger management education for youth and adults. There has also been a marked increase in demand for racial and gender specific programming. Examples of programming currently being implemented to meet this demand include: Parenting and Family groups to meet the linguistic and cultural needs of the Chinese immigrant population in Cleveland; the Hispanic Alliance, a formal collaboration which exists to educate and advocate for the Hispanic Community in Greater Cleveland; the Young African American Women/Girls Circle (YAAW) a culturally specific prevention education group for females ages 13- 18 designed to meet their developmental needs and increase their perception of and pride in African American Culture; Dare To Be You, an evidence-based parenting program that serves high-risk families with children; and the Life Style Risk Reduction program which promotes abstinence for a lifetime and reduction of high-risk choices in the adult population.

Below are outlined several of the most significant emergent trends the system is currently witnessing: 

1) There has been a marked increase in the numbers of Chinese Immigrant refugee Populations from China, Taiwan, and Hong Kong settling in the “Asiatown” neighborhood in Cleveland’s midtown area. The majority of the population resides in one of the densest neighborhoods in Cleveland, between East 30th and East 40th Streets, Chester and St. Clair Avenues. Risk Factors include: 

· limited English language skills, different learning styles, lack of technical skills; 

· struggle for financial security, social isolation; and 

· parenting problems due different exposure to cultural norms between children and adults.

The primary goal of the services is to provide intensive, culturally specific academic supports for at risk refugee students to enable them to succeed academically and so reduce their significant risk of becoming involved in substance abuse related behaviors. The agency also provides parenting support services which assist parents in adopting non-use family norms toward substance abuse. This is critical due to the enormous strain that immigration puts on family systems as a result of social isolation and poverty.

2) According to the 2006 American Community Survey, 33,000 Hispanic individuals reside in Cleveland, with the largest concentration residing in Cleveland’s west side neighborhoods.

Risk factors include: 

· Poverty: Most children live in single parent households, are economically disadvantaged, and have parent(s) who have not completed high school.

· Significant High school drop-out rate: In the Cleveland Municipal School District the dropout rate is 78%, the highest in the nation.
· Higher rates of academic failure than peers. 

· High rates of adolescent parenthood.
· Cultural acceptance of substance abuse and gang activity.
3) There is an emergent need for culturally and gender specific intensive programming designed to reduce and prevent crime and the fear of crime through collaborative prevention efforts to maintain order, solve problems, and improve the quality of life in Ohio communities. Below are examples of culturally and gender specific programming currently in place with associated targeted:
Program:  Lutheran Ministries Community Re-Entry

This program provides prevention education and structured afterschool activities for youth residing in three public housing facilities.  Customers will be provided with information on alcohol, tobacco and other drugs, drug free alternative and understand how to develop drug refusal skills in an housing community that is rated #1 for drug trafficking and violence.
· Target Population:  Youth ages 7 thru 17 residing in three public housing facilities: The Salvation Army Harbor Light Complex, Zelma George Shelter, Lakeview and Wilson Towers Public Housing Units
4) Increased need for bullying prevention services especially in middle school:

Program:  City of Cleveland Student Assistance Program

This program identifies participants/students/customers in the eighth grade that have attained a level of interest and maturity to accept the roles and responsibilities to lead classroom Alcohol, Tobacco and Other Drug (ATOD) Education sessions for the sixth grade population, which encompasses Tier One, Tier Two and Tier Three. Tier One trains adolescent Youth Advocates to be peer leaders mentoring sixth graders; Tier Two provides intensive gender specific sessions and referral services for youth engaged in problem behavior; and Tier Three tracks students’ progress in both tiers.

· Target Population:  East Clark School students in grades K-8, predominantly African Americans, however there are a number of interracial students and families in the neighborhood. According to the 2000 census Collinwood was home to 45,320 residents, 76% of which are African American.

5) Increased prevention service demand for college students:

Program: Recovery Resources BASICS prevention program 

This program is designed to reach those college students who have either experienced problems because of heavy consumption or are at high risk of doing so. Personalized feedback and specific advice about ways to reduce future health risks associated with alcohol is provided to students in attendance and reviewed. Class discussion centers on the students’ consumption patterns and negative behavioral consequences that have stemmed from use of alcohol. 

· Target Population: 200 college-age undergraduates . Typical Demographics of a BASICS Consumer (ages 18-24): 56% Female; 69% Caucasian; 85% have tried alcohol at some point in their lifetime; 40% have engaged in binge drinking behaviors. 
The needs of the indigent and underinsured population have been complicated by their involvement with other systems such as criminal justice or child welfare. Each system which touches the consumer often has competing goals which do not allow for individual treatment that would enhance recovery. For example, it is not uncommon for the courts to mandate individuals to residential AOD treatment, while the consumers do not meet the criteria for that level of service.  This mandate fails the individual and diverts valuable resources from someone who could benefit from that level of care.  
With recent funding cuts, the provider agencies struggle to meet the service demands of the uninsured population. Because the mental health agencies are serving non-Medicaid consumers that are either experiencing difficulty with obtaining benefits such as Social Security Income and Medicaid or are ineligible for benefits, they are reluctant to open their agencies to those uninsured individuals since serving these consumers compromises their ability to be reimbursed for services. This stance has complicated the linkage to ongoing mental health services among individuals who are discharged from Northcoast Behavioral Healthcare. Without linkage to ongoing treatment, readmission to the hospital is likely.  Additionally, with closed intakes, new consumers are not able to access services; this lack of access increases the likelihood of utilization of crisis services or even hospitalization.  
The ADAMHS Board’s methadone and detoxification agencies have been at or exceeding 90% capacity. With the increased use of opiates, methadone clinics and detoxification agencies reported an increase in service requests which created an ongoing waiting list. The ADAMHS Board continues to fund a Suboxone program but the demand far exceeds the availability.  
III. Major Achievements and Significant Unrealized Goals of the SFY 2010-2011  Community Plan

Question 4: Describe major achievements.

Prevention Workbook:

A major achievement has been the development of the Prevention Workbook. This will enable Board funded prevention agencies to track and record program service outcomes quarterly. The Workbook includes: Prevention Outcomes Reporting, Service Revisions and Memoranda of Understanding.
Administrative Cost Saving:

Following the formal consolidation of the two Boards on July 1, 2009, the newly formed ADAMHS Board continued to build upon the foundation and strengths of both former Boards and the hard work of the Board of Directors, staff, consumers, providers, community partners and consultants in planning for the consolidation. A major achievement has been the realization of significant cost savings.  Through the consolidation the Board administrative budget has been reduced by $1.9 million, which was put back into services. Further, the Board has 70 budgeted positions – 30 positions fewer than the separate Boards, saving $2.5 million which was also available to fund direct services. Finally, the Board is saving $440,000 each year with a 10-year lease for new office space. 

Integration:

The Adult Planning unit focused on becoming fully integrated across both fields.  Cross training and frequent discussions gave staff an understanding of each system.  Additionally, the integration of staff’s knowledge helped to pave the way for the AOD and mental health systems to begin to share the unique strengths of each.  Through the  first two years, services were maintained and staff members were able to provide agencies with needed information, presenting a seamless transition to the provider community. 

This is an ongoing process.  One major accomplishment was the merger of the AOD Clinical Supervisors’ Workgroup with the CPST Supervisors’ meeting.  This was a gradual process with each group meeting every other month separately and then together every quarter.  In FY 11, the two groups met as one and are identified as the Clinical Supervisors’ Workgroup.   Currently, the group is focusing on serving individuals with co-occurring mental health or AOD illnesses.  The care of dually diagnosed consumers is challenging to both systems and the supervisors are learning to utilize each other’s expertise.

Mental Health Central Intake for the Uninsured:

As indicated in the previous section, the Board conducted a non-Medicaid Initiative.  One of the projects in the Initiative was the implementation of a Central Intake Pilot Program to serve Cuyahoga County residents who are 18 years or older, meet the eligibility criteria for admission into the mental health system and are uninsured.  When developing this program, the previously established AOD Centralized Assessment program was used as an example. This centralized process has been successful in eliminating waiting times for assessment and meeting the service needs of clients without taxing the capacity of the AOD providers.  

“Watch Plan” Performance Improvement Monitoring:

Other major achievements were placing several agencies on a “watch plan” to monitor specific accessibility or treatment issues identified by the Board. Two agencies were asked to reduce their assessment wait list as well as their treatment wait list.  Both were successful and were able to make systemic changes to improve their internal processes which were hampering their ability to serve clients in a timely and efficient manner.  

Non-Medicaid Review Process:

The non-Medicaid review was a new initiative for both the Board and the mental health providers.  This is a six month review of MACSIS claims that identified the: 1) number of non-Medicaid clients served; 2) frequency of the diagnosis of clients within each agency; and 3) amount of non-Medicaid dollars allocated per diagnosis. A comprehensive report was provided to each agency to give them an overall picture of their non-Medicaid population.  Additionally, Board staff conducted a record review of each agency’s top five non-Medicaid users as well as five individuals that utilized fewer than $2,500 of non-Medicaid dollars. Board staff developed a questionnaire that focused on determining the entitlement process for each of these individuals. The questionnaire was sent to the agencies with a request for completion.  Board staff visited each agency with their completed report and reviewed the charts to determine each client’s status in obtaining entitlements.  Board staff also provided each agency with MACSIS data which showed individuals who were eligible for Medicaid at some time during their treatment process.  

Another emphasis was asking agencies to look at the individuals who were not utilizing services at a high volume to see if they remained an appropriate consumer for their agency.  They were also given information on when an individual was last seen at the agency (fewer than 30 days, between 31-59 days, or greater than 60 days).  The feedback was intended to assist agencies with opening their back door so new consumers that needed services were given that opportunity.  

Utilization of Detoxification Services:

In FY 11, Board staff met with the county’s three providers of detoxification services to discuss the issue of recidivism and repeated episodes of detoxification not followed by treatment.  This resulted in data collection, review of records of individuals with three or more detoxification episodes and treatment planning around commonly shared individuals.  Emphasis was placed on encouraging repeat users to follow through with treatment. Often transportation was offered to assist them with linkage.  As the year progressed, the detoxification workgroup recommended that a detoxification policy be developed that would provide a process to ensure that more individuals have access to detoxification services.  A policy has been developed in which any individual who is requesting more than one detoxification episode within a rolling twelve month period (with the exception of pregnant women and alcohol withdrawal), must receive approval from the Board’s Chief Clinical Officer. 

Reentry Coalition:
In the area of criminal justice and re-entry, the Board has partnered with community leaders on several projects. William M. Denihan, Chief Executive Officer chairs the Cuyahoga County Reentry Leadership Coalition and facilitated a meeting in the Columbus’ Statehouse  in June, 2011 to emphasize the system’s capability to provide community based behavioral health services for individuals returning from prison except for the challenge to have sufficient funding to support the services.  As active participants of the Cuyahoga County Reentry Leadership Coalition, Board staff coordinated three Candidate Forums for individuals running for elected office at the local, county, state and federal levels.  These forums were designed to give Re-entry leaders and advocates the opportunity to hear the candidates’ positions on Re-entry as well to as heighten their awareness of the re-entry population’s needs and issues as they return from prison.  Additionally, the Board participated in a Breaking the Cycle Ex-offender Job Fair as a community partner and was an active partner with Fugitive Safe Surrender, a nationally recognized program that offers individuals with felony and misdemeanor warrants the ability to turn themselves in to law enforcement and have their cases adjudicated in a safe and non-violent environment. 

Indigent Driver’s Alcohol Treatment:

Under Ohio Law, the local ADAMHS Board is responsible for providing oversight to the Indigent Driver’s Alcohol Treatment (IDAT) fund which is allocated to local municipal courts by ODADAS.  This fund pays for alcohol and drug assessments, AOD treatment, halfway beds and/or testing material.  In Cuyahoga County, 14 municipal courts submit quarterly reports to the Board that outline the utilization of the IDAT funds.  Upon receipt, Board staff analyzes the expenditures and provides the courts with immediate feedback related to items that are beyond the scope of the grant.  

The Hoarding Network:
The Adult Planning unit chairs and co-chairs workgroups and committees to facilitate communication with Board contracted providers as well as the community.  The Hoarding Connection Taskforce is comprised of Board staff, agency staff, as well as community leaders representing cities’ Building Departments, professional organizers, the Office of Aging, Legal Aid and consumers.  In FY11, the taskforce conducted a needs assessment in the community to determine training and support needs.  It developed a protocol on best practices for working with people who hoard.  It is currently updating a resource guide to assist communities in dealing with hoarding issues.  

Systemic Clinical Strategies:

Board staff, along with agency staff, have recently formed a Dual Disorder Workgroup. This workgroup will develop policies and procedures for integration of services to address the needs of the adult with co-occurring disorders within the ADAMHS system of care.  The workgroup’s goal is to improve services to clients with co-occurring disorders through integration, communication, coordination, education and collaboration. 

Board staff have been working with providers to develop an ODADAS and ODMH assessment tool to use throughout the system.  Prior to the merging of the two Boards, the ADAS Board required contract providers to use the computerized CIAI-C (Comprehensive Intake Assessment Instrument-Cleveland) assessment tool.  After the consolidation of the Boards, the ADAMHS Board lifted this requirement with the commitment that another standardized tool would be developed before the end of the year.  This has been accomplished and will be implemented in February, 2011.  Prior to implementation, Board staff will provide agencies with training.  

Supported Employment:

The ADAMHS Board has been an active participant with the North East Regional Evidence Based Practice – Supported Employment Stakeholder Quarterly Meeting.  The Ohio Rehabilitation Service Commission awarded the ADAMHS Board $815,703 through the VRP3 (previously known as Pathways) grant competition.  The VRP3 project provides vocational/employment services for adult consumers in Cuyahoga County.  The Board allocated the funds to two experienced employment and vocational providers.  Additionally, the Board expanded vocational/employment services for consumers by awarding a contract to an agency that utilizes a Supported Employment Model for service delivery. 

The mission of the Supported Employment Coordinating Center of Excellence (SE CCOE) ODMH Peer Employment Partnership is to increase employment for people diagnosed with severe mental illness in Ohio.  One of the local peer consultants with the SE CCOE Ohio participated in Self Help And Peer Empowerment (SHAPE) meetings and provided consultation and training to consumer operated services (COS) programs. This resulted in two SHAPE programs developing Job Clubs to assist consumers who are thinking about or working toward employment goals. 

Consumer Resources:

The ADAMHS Board also revised its Tools for Recovery handbook to include information about mental health and AOD providers, in addition to other valuable resources. The handbook was initially developed by mental health consumers in 2002 through a grant from the Ohio Department of Mental Health.

Prioritization of Services:

The Board also successfully handled an extremely challenging budget crisis with a minimal impact on services to consumers and clients: When faced with over $12.3 million in funding reductions, the Board prioritized services in the following order: 

1. AOD Treatment and Prevention Services

2. Crisis and Pharmacological Management Services

3. CPST and Residential Services

4. All Other Mental Health Service Categories

AOD treatment services were reduced by $2,542,907 or a 21.3% and prevention services were reduced by $933,391 or a 36.22%. The total reduction for AOD treatment and prevention services was $3,476,298 The Board reduced Mental Health Services by $6,215,080.  With the $1.0million in reductions to the Board administrative budget, we were able to absorb the balance of $1.6milion from reserves carried over by the Board into FY 2012.   

As mentioned earlier, the Board developed the Non-Medicaid Initiative that included a Non-Medicaid Adult Mental Health Benefits package and a Central Intake Pilot Project (CIPP) to maximize services with limited resources. The initiative, which includes the following, led to the implementation of the SCALE (Screening, Centralized Assessment, Level of Care Assignment and Engagement in Treatment) Program: 

· Embraces a single point of entry in to the public mental health system.
· Streamlines the intake process by using a standardized assessment tool.

· Utilizes a Level/Continuum of Care approach in treating consumers.

· Increases responsiveness to hospitals and prisons.

Given its limited Non-Medicaid resources, the Board initiated an effective Non-Medicaid Funding Process in FY 2011 to distribute $148,509,970 for services. The process required each provider to respond to a Request For Information (RFI) to in order to be considered for Non-Medicaid funding. As part of this process, the Board defined its priority Non-Medicaid mental health service categories as:
· Housing 
· Employment/vocational 

· Re-entry 

· Services to Transitional Youth

· Services to the Elderly 

Priority populations included consumers diagnosed with:

· Schizophrenia

· Schizoaffective Disorder

· Bipolar I & II

· Major Depression with Psychosis

· Recurrent Major Depression

The Board prioritized the populations to receive Non-Medicaid Alcohol and Other Drug addiction prevention and treatment services as:
· Adolescents

· Pregnant Women

· Intravenous Drug Users

· People with Co-occurring Disorders 

· Indigent Males

The Board then issued the RFI through a process of public notification. Responses were reviewed and Board staff met with every respondent. Funding recommendations were made to the ADAMHS CEO and approved by the  Board of Director on June 29, 2011.
Advocacy:

The Board’s accomplishments also include managing and participating in advocacy efforts on a local, state and federal level to influence legislation that had an impact on mental health and addiction issues and funding. These efforts included: 

· Creating a County Comparison Chart illustrating that Cuyahoga County provides the least amount of local funding for behavioral health services compared to Franklin and Hamilton Counties, as an argument to use in attempts to increase county funding to the Board.

· Identifying that the Board received less funding from the Board of County Commissioners while other county departments received an increase, as an argument to use in attempts to increase funding to the Board.

· Saving the community behavioral health system from further draconian reductions in the FY10-11 Biennium Budget by: 

· Leading a group of 30 consumers and clients to a special House Finance Committee. 

· Providing testimony before the Special House Finance Committee.

· Ensuring Cuyahoga County’s participation in the OACBHA postcard campaign and distributing about 5,500 cards.

· Sending letters and e-mails and making phone calls to legislators.

· Successfully saving the ADAMHS Board from a $12.5 million reduction in 408 Funding Formula for FY10 and FY11: 

· Governor Strickland placed a two-year freeze on the new 408 funding formula.

· ODMH holding ADAMHS Board harmless and keeping the FY11 408 allocation the same as FY10.

· Ensuring participation of the ADAMHS Board and behavioral health community in activities that assisted with the passage of Cuyahoga County’s Health & Human Services levy: 

· Staff served on the Field Team to ensure that the Board staff and the behavioral health community were active in campaign activities.

· Provided use of the ADAMHS Board space, phones and staff to coordinate Phone Banks that made 27,385 phone calls with 337 volunteers.

· Provided staff to coordinate the speakers’ bureau that provided 54 presentations. 

Needs Assessment:

The Board has also undertaken a comprehensive Needs Assessment and Strategic Planning Process. This included obtaining $165,000 from local foundations to fund the process, in order to preserve Board funds for direct services. The Needs Assessment was conducted by consultants from Cleveland’s Center for Community Solutions. Researchers collected data from updated census figures, analyzed county demographic data (ethnicity, age, gender, residence areas, poverty levels), analyzed national prevalence data and calculated local prevalence rates. These 

local prevalence rates have been compared to local service rates to establish unmet needs. Qualitative data was collected through focus groups with consumers, providers and other key stakeholders. Further analysis was conducted to assess the current level of implementation of Evidence-Based Practices. The Needs Assessment was completed in December 2010.
Concurrently, the Board held an Appreciative Inquiry Summit in October 2010. Several internal workgroups continue to address the goals of the Board’s Appreciative Inquiry process:

· Establish acknowledgement and respect for issues created by the consolidation of the separate entities.

· Generate a positive, collaborative, strengths-based organizational culture among Board members, management, and staff.

· Create a strengths-based strategic plan and ongoing system for a positive strengths- based collaborative process.

The Needs Assessment and Appreciative Inquiry process laid the groundwork for the Strategic planning process in the fall of 2010. A stakeholders meeting was held in December 2010 to gather input. This feedback was used to generate the completed Strategic Plan.  
Training Institute:

The ADAMHS Board strongly supported the continuation of the Training Institute which was initiated by the former ADAS Board, despite reductions in funding. A plan was developed which utilizes no-fee instructors by taking advantage of the expertise of the Board’s network of providers. Providers are asked to provide a majority of the trainers at no cost to the Board. A nominal fee schedule has also been instituted for the trainings ($25 for a half-day training; $45 fee for full-day training). This offsets the costs associated with operating the Institute and the paperwork involved with providing CEUs. Agencies which have staff providing trainings receive 5 free slots to another session of their choice for staff to use. Some trainings are offered free of charge on an as-needed basis. On highly specialized topics, the Board still considers paying for trainers. The Board also instituted a nominal fee to other entities that request the Board to provide administrative oversight for the processing of CEUs and RCHs ($25 per training; or a flat rate of $75 to cover an entire year of trainings). The Training Institute attracts over 1,200 participants annually.
Permanent Supportive Housing First Initiative: 

The ADAMHS Board Planning/System Development staff are active participants in the Housing First Funders Collaborative. The local community has reached half of its goal in the development of 1,000 permanent supportive housing units. 

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

Prevention Services:

The Board’s first prevention service goal was to increase the use of Best Practices and Model Programs. Although Board funded prevention programs are based on NIDA principles for prevention, the Board strives to advance the use of Evidence Based Practices (EBPs) for prevention programs. A primary barrier has been the significant cost to an agency to implement EBPs. In addition to the cost of materials, there is often considerable cost associated with staff training which is crucial for achieving program effectiveness and maintaining fidelity to the model. 
A second goal has been to increase the number of Licensed Prevention Professionals. The Board maintains that direct service staff in the provision of AOD prevention services should be qualified and licensed. However, in the field of Prevention the majority of relevant AOD specific prevention training and workshops available to agency direct service staff comes at a significant cost to the agency. The agency staff are in the field providing prevention services in the schools during the day and providing afterschool services in the afternoons. This makes it difficult to participate in trainings and workshops which are customarily offered during the morning and afternoon. Additional resources and more flexible schedules are needed to support staff development and continued education.
A third goal has been to increase the capacity of prevention agencies to attract and retain qualified direct services staff. For years, a number of Board funded prevention agencies have been experiencing a significant turn over in direct service staff. The most common barrier in this regard is salary. The majority of prevention agency direct service staff are not well-compensated. Other issues include inadequate benefits, few educational opportunities and little flexibility as well as staff burnout. 
A final goal in the prevention area is to increase the capacity of the prevention network to meet the needs of all identified high risk populations including programs for the elderly and programs to reduce the incidence of Fetal Alcohol Syndrome. Lack of funding is the primary barrier to meeting this goal.
Seasons of Hope Project:

For many years, the AOD system has acknowledged the challenge of reaching women battling addiction and the associated stressors, to engage them into treatment.  Cuyahoga County is no exception.  In light of the October 2009 discovery of eleven murdered women on Cleveland’s Imperial Avenue, which garnered national attention, the Board is committed to funding a non-traditional outreach program to seek out women in need of treatment and who do not access services in the traditional way.  The Board, in collaboration community partners, is seeking to develop a “Safe House” to serve as a respite from the streets for women involved with substance use.  In FY 11, the Board formed the Women’s Project Steering Committee to develop an outreach program attached to a “safe” house, strategies for fund raising and partnerships with other community providers. The Board has adopted the name “Seasons of Hope” for this initiative.  The ultimate goal of outreach is to develop rapport and trust to help women accept services to address their behavioral health needs. 

According to SAMHSA’s “Blueprint for Change, Use Evidence-Based and Promising Practices,” outreach is recognized as the critical step to connect or reconnect homeless individuals to needed services such as, health, mental health, substance abuse, social services and housing.  The outreach worker will assess the needs of the women on the street and make a referral to the safe house or other appropriate resources to meet her needs.  The vision of the Seasons of Hope Safe House is to provide a non-directive approach to therapy, recognizing the woman as the expert on what she needs to move to treatment at her own pace while providing a safe, nurturing, non-judgmental environment.  

Identifying funding for this initiative is a major impediment to actualizing this project.  The treatment providers serving women with substance abuse issues have dedicated their time and knowledge to the project but are unable to begin implementation without Board support.  However, funding is limited. The Steering Committee is planning on initiating fund raising events but realizes an ongoing source of revenue will be necessary to sustain such services. 

Hard of Hearing/Deaf Services:

The Board is an active participant in statewide efforts to improve service accessibility to deaf and hard of hearing clients. Board staff participated in the ODMH Deaf and Hard of Hearing Advocacy Taskforce. Behavioral health services for persons who are hard of hearing, deaf or deaf/blind are scarce and the funding is a barrier.  While the Board has a contract with the Cleveland Hearing and Speech Center and agencies work with interpreters to provide services, culturally competent and appropriate services for this special population are needed. 

Peer Support:

For the past year, peer support specialists have requested additional training to help them enhance their skills within the service delivery system.  Unfortunately, due to budget constraints, the Board has not been able to fund additional peer support specialist training.

Housing:

Board Planning/System Development staff in collaboration with Positive Education Program (PEP) and Emerald Development & Economic Network (EDEN) staff worked to retain a community capital project for the system.  PEP transferred ownership of its community capital projects to EDEN, Inc.  The goal was to increase the availability of short-term shelter beds for homeless mentally ill consumers and those consumers ready to be transitioned into the community but who lacked housing resources.  Unfortunately, due to the budget reduction, the system was only able to provide funding to retain one project for the targeted population.  The second project remains vacant at this time.     

Integration of AOD and MH:

A critical gap in the system is a need for more fully integrated MH and AOD services. The primary barriers to establishing such services include regulatory constraints, training requirements and recruitment of qualified, credentialed staff.  Likewise, there is a need for fully integrated Behavioral Health and Physical health services. Challenges include “silos” in the healthcare field and a lack of fully integrated Electronic Medical Record systems. Finally, limited funding within the behavioral health system relative to need creates continuous capacity issues. 
State Psychiatric Hospital Relocation:

After several months of state and local planning with support from the Mayor of Cleveland to build a new state psychiatric hospital in the inner city of Cleveland, the idea was terminated.  The most significant loss for this “unrealized goals” is for the consumers and their families. The plan to replace the inpatient bed capacity formerly housed at the Northcoast Behavioral Health (NBH) Cleveland Campus has been implemented and is currently located in Summit County.  The Board along with NAMI and NBH are closely monitoring the impact of the additional burdens for families to visit their loved ones out of county, even with the onset of minimal transportation options offered by NBH.  
Section II: Needs Assessment

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

Process the Board used to assess behavioral health needs

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

Over the past decade, the economic and demographic profile of Cuyahoga County has changed significantly. Anecdotally, we know that while the population of the city of Cleveland and Cuyahoga County has decreased, the remaining population presents a need for behavioral health services at a more severe and complex level. 

Needs Assessment Goals:
1. Collect data from updated census figures, analyze county demographic data (ethnicity, age, gender, residence areas, and poverty levels), and analyze national prevalence data and calculation of local prevalence rates. 

2. Compare local prevalence rates to local service rates to establish unmet needs.

3. Collect additional survey data where needed. 

4. Assess the current level of implementation of Evidence-Based Practices.

Needs Assessment Steps: 

1. Establish an interdisciplinary Needs Assessment Community Stakeholders Group.

2. Recruit consultants and researchers in the areas of mental health and substance abuse to assist with data gathering, analysis and development of recommendations.

3. Conduct data collection from the most recent U.S. census reports, analyses of county demographic data, analyses of national prevalence data and calculation of local prevalence rates. 

4. Compare local prevalence rates to local service rates to establish unmet needs.

5. Conduct focus groups to gather qualitative data on community perspective of needs.

6. Assess the progress made in implementing Evidence Based Practices.

7. Develop recommendations and responses based on epidemiological patterns in behavioral health issues and desired health outcomes.

8. Prepare and disseminate findings and formal recommendations.

One of the most significant contributions of the Community Stakeholders Group was its emphasis on the need for multi-dimensional community perspective.  This inspired a series of focus groups with consumers, family members, and various provider and community groups such as doctors, case managers, and quality improvement specialists.

Data is also being gathered on special populations and topics such as dual disorder diagnosis, prison reentry and behavioral health, and integration of physical healthcare needs in behavioral health.

Needs Assessment Measurable Outcome: 

Establish current local prevalence rates and identify key areas of unmet need for behavioral health consumers in Cuyahoga County for use in long-term strategic planning and targeted funding. 

Under the direction of ADAMHS Board CEO, William Denihan, the three phase project was coordinated by Dr. John Garrity, Director of Quality Improvement, and Evaluation & Research.  The Needs Assessment process was co-led by Mark J. Salling, Ph.D., Director of Research, Center for Community Solutions, Director, Northern Ohio Data and Information Service (NODIS) at Cleveland State University (CSU), and Fellow, CSU’s Maxine Goodman Levin College of Urban Affairs.  Working closely with Dr. Garrity and Dr. Salling, was Mr. Joseph Ahern Policy and Planning Associate, The Center for Community Solutions.
Findings of the needs assessment

Question 7: Describe the findings of the needs assessment identified through quantitative and qualitative sources.
In the discussion of findings please be specific to:

a. Adult residents of the district hospitalized at the Regional Psychiatric Hospitals (ADAMHS/CMH only);

b. Adults with severe mental disability (SMD) and children and Youths with serious emotional disturbances (SED) living in the community (ADAMHS/CMH only);
c. Individuals receiving general outpatient community mental health services (ADAMHS/CMH only);
d. Availability of crisis services to persons without Medicaid and/or other insurance. (ADAMH/CMH only)
e. Adults, children and adolescents who abuse or are addicted to alcohol or other drugs (ADAMHS/ADAS only)
f. Children and Families receiving services through a Family and Children First Council; 

g. Persons with substance abuse and mental illness (SA/MI); and

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

i. Veterans, including the National Guard, from the Iraq and Afghanistan conflicts
Demographic and Risk Profile: 
Compared to the average of comparison urban Ohio counties and cities(Franklin, Hamilton, Lorain, Lucas, Montgomery, and Summit. Comparison cities are Columbus, Cincinnati, Lorain, Toledo, Dayton, and Akron.):

• Cuyahoga had a higher proportion of African Americans and Hispanics. 

• Cuyahoga had higher poverty rates for both children and seniors, and Cleveland had higher poverty rates for all age groups. 

• A higher proportion of Cuyahoga and Cleveland families with children were headed by a single female. 

• Although Cuyahoga had a similar proportion of adults with a college degree, Cleveland had a lower proportion than the comparison city average. Cleveland also had the lowest high school graduation rate among comparison cities. 

• A higher proportion of Cuyahoga and Cleveland adults were not in the labor force, and both the county and city had higher unemployment rates among those who were in the labor force. 

• Cuyahoga had a higher infant mortality rate and a higher percentage of low-weight births (under 5.5 lbs.), but a lower suicide rate. 

Estimated Prevalence of Mental Disorders: 
• Applying national prevalence rates to the Cuyahoga County population in 2006-08, an estimated 47,488 children, 123,622 adults 18 to 64, and 30,669 seniors 65 and over, or just over 200,000 persons of all ages in the county, have moderate to serious mental disorders. 

• Of the population with incomes under 200 percent of the federal poverty level (FPL), an estimated prevalence of 19,566 children, 34,271 working-age adults, and 10,497 seniors, or a total of 64,335 low-income persons in the county have mental disorders. 

• Since the prevalence rates used are not gender- or race-specific, the gender and racial distributions of low-income persons with mental disorders most likely reflect the make-up of the population under 200 percent of the FPL. Low-income children in need were equally divided between males and females. Females comprised a majority of adults 18 to 64 and two-thirds of seniors in need. Racially, more than half of children in need were African American, while adults were almost equally divided between Whites and African Americans, and Whites made up a majority of seniors in need. 

Estimated Prevalence of Substance Disorders: 
• In Cuyahoga County, an estimated 99,205 persons of all income levels and 29,895 persons below 200 percent of the FPL abuse or are dependent on alcohol or drugs. 

• As young adults 18 to 25 have twice the prevalence rate of substance (AOD) disorders as those younger or older, they are represented disproportionately in the county prevalence estimates, 25,408 at all income levels, and 9,419 at low incomes. 

• Although the AOD prevalence rate for males is almost twice that for females, the latter make up a larger proportion of the low-income population, and so only slightly more males than females are in the target population in need of Board services. 

• Whites and African Americans have similar AOD prevalence rates, but since African Americans are more likely to be poor or near-poor, almost equal numbers of both races are represented among low-income persons in need. 

Co-Occurring Mental and Substance Disorders:
• An estimated 27,516 persons over 18 in the county had both moderate or serious mental disorders and a co-occurring substance disorder; an estimated 7,984 of these had incomes below 200% of poverty. 

Profile of ADAMHS Consumers, FY 2007 to FY 2010: 
• The number of consumers receiving mental health services only from the Cuyahoga County ADAMHS Board or its predecessor rose slightly from 33,076 in FY 2007 to 37,754. Over the same period, the number of consumers receiving AOD services only declined slightly from 7,573 to 6,637. The number of consumers receiving both mental health and AOD services remained steady at about 2,500 per year. 

• Fifty-nine percent of mental health consumers were between 18 and 64, 37 percent were under 18, and 4 percent were 65 or over. Although females made up a slightly larger proportion of all mental health consumers and more than two-thirds of seniors, 60 percent of consumers under 18 were male. Racially, African Americans made up slightly more than half of all mental health consumers but 62 percent of those under 18. Whites comprised 29 percent of mental health consumers under 18, 44 percent of those 18 to 64, but 61 percent of seniors. Ten percent of mental health consumers were of Hispanic origin. 
• More than 90 percent of AOD consumers were between 18 and 64; 8 percent were under 18, and less than 1 percent were 65 or over. Males made up 59 percent of all AOD consumers and almost three-fourths of those under 18. Males also comprised two-thirds of AOD consumers 65 and over. More than half of AOD consumers at each age group were African American. Eight percent of all consumers were Hispanic. 

Low-Income Persons with Unmet Mental Health Needs: 
• Overall, 57 percent of low-income persons with mental disorders were served, and about 27,500 were unserved. However, 8,800 of the unserved were age 65 and over. Many of these may have received clinical services through Medicare, which the ADAMHS Board does not track, although they may have had other non-clinical needs which could have been provided through the Board. Two-thirds of children and adolescents and working-age adults in need were served. 

• Almost two-thirds (65 percent) of low-income males with mental disorders were served, compared to just over half of females (52 percent). However, there was a difference by age: 78 percent of males 6 to 17 were served, compared to 53 percent of female children and adolescents. Among adults 18 to 64, the proportions served were more similar, 67 percent of males and 65 percent of females. Sixteen percent of both male and female seniors 65 and over were served. 

• Over all age groups, two-thirds (65 percent) of low-income African Americans with mental health needs were served, compared to just under half of Whites (48 percent). A greater proportion of African American children and adolescents were served (74 percent) than Whites in that age group (51 percent), although similar proportions of working-age adults in each race were served, 62 percent of Whites and 68 percent of African Americans. Fourteen percent of White seniors in need and 17 percent of African American seniors were served. Ninety-one percent of Hispanics of all ages, but only 21 percent of Hispanic seniors were served. 

• For all low-income people needing mental health services, Cuyahoga’s 57 percent rate of consumers served was the second lowest among the six comparison counties (Montgomery was the lowest at 54 percent), which averaged 72 percent of need met, and also lower than the statewide rate of 67 percent. These relative rankings held true for children, adolescents, and 

working-age adults, but Cuyahoga had a higher rate of met need among seniors, 16 percent, than all other counties except Franklin, in which 23 percent of potential low-income seniors were served. 

Low-Income Persons with Unmet AOD Service Needs: 
• An average of 9,700 consumers received AOD services from the ADAMHS Board or its predecessor from FY 2007 to 2010, about one-third of those in need who were below 200 percent of the FPL, leaving about 20,000 potential consumers unserved each year. There was a particular unmet need among adolescents and young adults, only about one-fifth of those in need who were served, compared to two-fifths of those ages 26 and over. 

• A slightly higher percentage of low-income males (37 percent) in need received AOD services than did females (32 percent). Although a higher proportion of African Americans (38 percent) than Whites (27 percent) were served, there were still an estimated 10,000 Whites and 7,900 African Americans who remained unserved. An estimated 45 percent of Hispanics in need received services. 

• Cuyahoga had the second-lowest percentage of low-income people in need who received AOD services (32 percent), compared to an average of 46 percent for the other six counties and 41 percent for Ohio as a whole. Hamilton had the lowest rate (31 percent). While Cuyahoga had the lowest rate for adolescents (23 percent) and for adults 25 or over (41 percent), its treatment rate of 21 percent for young adults exceeded that for Franklin, Hamilton, and Lucas counties. 

Unmet Need for Treatment of Co-Occurring Mental and Substance Disorders: 
• As noted above, an estimated 7,984 persons in the county under 200 percent of the FPL needed treatment for co-occurring mental and substance disorders. From FY 2007 to FY 2010, ADAMHS Board agencies provided both mental health and substance abuse treatment to an average of 2,470 consumers per year, about 31 percent of those in need, leaving an unmet need of about 5,500 potential consumers annually, although some of these may be receiving mental health or AOD services alone. 

Prevalence and Consumers by Municipality and Neighborhood: 
• An estimated 101,255 Cleveland residents at all income levels, and 54,647 below 200 percent of poverty, had mental disorders in 2006-08; suburban estimates numbered 100,524 at all income levels and 9,688 below 200 percent of poverty. 

• In Cleveland, three neighborhoods (Glenville, Mt. Pleasant, and Old Brooklyn) had more than 5,000 persons of any income level with mental disorders, and nine others had more than 3,000. Four suburban communities (Cleveland Heights, Euclid, Lakewood, and Parma) had more than 5,000 residents of any income level with mental disorders, and five others had more than 3,000 (East Cleveland, Garfield Heights, Maple Heights, North Olmsted, and Strongsville). 

• The Cleveland neighborhoods of Detroit-Shoreway, Glenville, and Hough each had more than 3,000 persons below 200 percent of poverty with mental disorders, and five others had more than 2,000. East Cleveland had more than 1,300 residents below 200 percent of poverty with mental disorders, and Euclid, Lakewood, and Parma each had more than 500. 

• In Cleveland, Detroit-Shoreway and Old Brooklyn each had more than 900 ADAMHS mental health consumers, as did the suburbs of Cleveland Heights, East Cleveland, Euclid, Lakewood, and Parma. Several other Cleveland neighborhoods on both the east and west sides, as well as the southeast suburbs of Garfield Heights and Maple Heights had more than 600 each. 

• The proportion of persons in need below 200 percent of poverty who received mental health services was below 25 percent in six Cleveland neighborhoods – Stockyards and Tremont on the west side and Glenville, Kinsman, North Broadway, and St. Clair-Superior on the east side. Several other Cleveland neighborhoods, mostly on the east side, served between 25 and 40 percent of persons in need. Although the number of low-income persons in need was lower in suburban areas, in most areas more than 60 percent were served. 

• Four Cleveland neighborhoods (Central, Detroit-Shoreway, Old Brooklyn, and South Broadway) and three suburbs (East Cleveland, Euclid, and Lakewood) had more than 275 ADAMHS AOD consumers each. Six Cleveland neighborhoods, as well as Parma, had between 200 and 274 AOD consumers each. 

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

Access to Services

Question 8:

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

Lack of funding continues to be the most significant barrier to access of AOD prevention services for special populations and the prevention of behavioral health disorders in general. Scarce funding prohibits the development and implementation of prevention programs to meet the growing needs among high-risk populations.
Currently there are no AOD prevention services funded by the Board for the deaf or hard of hearing community. The last such prevention education program was eliminated in 2009 following funding reductions. Recovery Resources provides a prevention and treatment program for the problem gambler which is funded by a line item in a grant. This is a new program whose enrollment has increased 300% over the past year from five participants to 30 participants, largely due to increased community awareness following implementation of an intensive marketing campaign by the agency. 
The individuals seeking services in Cuyahoga County have multiple issues which add to the complexity of their service demands.  This presents a challenge due to the amount of time it takes to address these competing issues, further complicating the treatment and recovery process.  Access to basic aid such as disability assistance or Medicaid is not available to individuals who are single, without custody of a child or are not able to prove a disability. This leads to further disparities in their ability to access needed services.  Without basic assistance, individuals who are dealing with a physical or mental illness are not able to either obtain appropriate services or fill needed prescriptions.  This is particularly problematic for individuals who are seeking primary AOD services and do not recognize their co-occurring issues. 

For individuals who are problem gamblers, treatment resources are scarce.  Currently, ODADAS provides funds to one Cuyahoga County agency to provide prevention and limited treatment for problem gamblers.  With the building of a gambling casino in Cleveland, the Board expects an increase in demand for services with little ability to fund programs to serve the population.  

Individuals returning from prison who were not linked to services prior to their release to Cuyahoga County are often left to navigate the behavioral health care system on their own.  In some cases, the ex-offender is able to access services but in other instances, the severity of their untreated symptoms impairs their ability to obtain the necessary treatment. As noted previously, individuals seeking services who do not have Medicaid have had difficulty with accessing treatment services.  

The Board has several agencies that offer specific programs for the deaf and hard of hearing population but serving this population remains a challenge. At times, clients choose not to attend programs that will meet their specific needs and want to be seen at an agency that is ill equipped to treat them.  Providing interpretation services becomes costly and treatment effectiveness is difficult to measure specifically for the AOD client that participates in groups rather than individual counseling.  
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 conducts monthly meetings with the system’s crisis care providers to discuss the various gaps with in the service continuum that impacts our ability to provide appropriate and timely interventions.  At times these meetings include representatives from the County’s  hospital emergency rooms to discuss the uninsured consumers presenting with symptoms that require crisis stabilizations and/or inpatient hospitalization.   As the system’s capacity has been impacted by the multiple funding reductions ,the Board along with the providers continue to prioritize crisis care services.

To start, the first  population that the Board is  examining the gaps in crisis care services are children and adolescents.  The providers that serve adolescents and their families have voiced concerns about their inability to access crisis services from mobile crisis.  To that end, a meeting is planned for September with representatives from the adolescent provider network and the crisis care workgroup to develop a plan to improve responses to children and their families.

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);
As previously mentioned, the ADAMHS Board’s Training Institute conducts routine surveys and periodic meetings to identify training needs for the system.  Crisis intervention services is a very popular module that is provided routinely through the Training Institute.  This also includes the training provided to the law enforcement personnel which includes college/university  campus polices and public housing police departments.
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 ADAMHS Board of Cuyahoga County strongly supports training and education for the behavioral healthcare system workforce, consumers and family members. This support is shown through the Board’s Training Institute which provides quality training, as well as CEUs and RCHs, to the behavioral healthcare workforce throughout Cuyahoga County and the State of Ohio. A nominal fee for the trainings is charged to offset the costs associated with operating the Institute and the paperwork involved with providing Continuing Education Units (CEUs) and Registered Clock Hours (RCHs).
The Training Institute Advisory Committee meets quarterly to review proposals and select topics and presenters to ensure that high quality trainings are offered to further the education of the local behavioral health workforce.  Training topics cover: chemical dependency, mental health, clinical supervision, diagnostic training, prevention, cultural competence, ethics, gambling addictions, and a variety of other topics as requested.  The Board also sponsors training events conducted by provider agencies and community organizations. 
As noted above, the newly formed ADAMHS Board maintained the Training Institute through the merger of the two boards.  The Training Institute offers relevant mental health and alcohol and drug treatment training focusing on clinical practices, treatment planning, and best practices.  The Board is a provider of RCHs and CEUs for social workers, counselors, and substance abuse professionals.  Additionally, the Board works with various provider workgroups to identify training needs for supervisors and direct service staff.   

Staff retention remains problematic for agencies providing CPST services. This is an entry level position and often an individual’s first job after finishing a degree.  This inexperience on the part of employees increases the need for training and vigilant supervision. However, the demands on the CPST supervisors themselves often lead to on-the- job-training.  High caseloads with acutely ill clients lead to high turnover rates and the potential for burn-out. Additionally, the pay scale for direct service staff in the public sector is low compared to the private sector.  

Coupled with budgetary cuts and the need to serve more individuals, the direct service worker begins to seek employment in other venues.  This is a serious issue as agencies are losing valuable experience as well their investment in training these individuals.  The need for experienced staff can’t be overstated.  Ultimately, the consumers suffer the consequences of this revolving cycle as they are continually asked to adjust to workers that are in need of training and guidance from their immediate supervisor.  

The AOD treatment agencies are faced with different circumstances as many of the staff are credential but not degreed.  Additionally, the AOD direct service staff tends to be older and wedded to traditional AOD treatment.  Individuals seeking AOD treatment present with multiple service needs such as unmet mental health issues, unaddressed medical treatment, unemployment, and a deficiency in job skills. Many consumers are also involved with the criminal justice system or other systems such as Department of Children and Family Services. Clearly, the need for attracting qualified, licensed and credentialed staff to meet service delivery needs is crucial for AOD agencies.   

There are a number of agencies that are certified to provide both mental health and AOD addiction treatment services.  These agencies tend to provide parallel treatment rather than integrated treatment.  If the agency identifies itself as a mental health agency then the treatment course is geared toward mental health. Likewise, if the agency identifies itself as an AOD agency then the treatment is geared toward treating the addiction. These agencies experience the same inability to attract individuals who are credentialed to provide dual disorder treatment.

Cultural Competence is a set of attitudes, skills, behaviors, and policies that enable organizations (e.g., Boards and Providers) and staff to work effectively in cross-cultural situations (*see Appendix D for State of Ohio definition).
b) Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent.  Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders, problem gamblers and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.
The Board’s Training Institute regularly offers specialized training including cultural competence, treating gambling addictions and working with the deaf and hard of hearing population. We also offer Mental Health 101 training for professionals that work with the re-entry population. 

Additionally, the Board is in the planning phase of its biennial Roads to Recovery Conference, set for September 12, 2011. The conference will feature workshops on working with the re-entry population, deaf and hard of hearing population, people leaving the state psychiatric hospital, and identifying and treating gambling addictions.

 

It should be noted that while Cuyahoga County makes up just 11% of Ohio’s population, it receives the highest number of returning adult parolees than any of the other 87 counties. This means an average of nearly 5,000 ex-offenders, or 27% of Ohio’s prison population, annually. Ohio Department of Rehabilitation and Correction (ODRC) data shows that ex-offenders face substantial barriers upon return to Cuyahoga County, regarding employment, transportation, behavioral health and housing. These barriers ultimately lead to higher recidivism rates – 38% and up to 75% for former inmates with untreated behavioral health issues. The Board’s Chief Executive Officer is a Co-Chair of the Cuyahoga County Reentry Coalition. The Coalition believes that without employment, ex-offenders cannot fully integrate in the community. Often highly qualified ex-offenders are not even considered for positions. The Coalition so strongly believes in this issue that it passed a resolution indicating that all of its members will be open to hiring qualified ex-offenders. In order to properly serve ex-offenders and change policy and the public’s perception, the providers, funders and overseers of the system must be the first to demonstrate that ex-offenders can fully reenter and participate in society.
The Board maintains that direct service staff providing alcohol and other drug prevention services should be qualified and licensed. In the field of Prevention the majority of relevant, AOD-specific prevention training and workshops available to agency direct service staff pose a significant cost to the agency. The agency staff are in the field providing prevention services in the schools during the day and providing afterschool services in the afternoons which makes is difficult to participate in trainings and workshops which are customarily offered during the morning and afternoon hours. Additional resources and more flexible training schedules are needed to support staff development and continued education. The Board has made a continuous effort to attract, retain and develop qualified direct service staff in the AOD prevention field. Through the Board Training Institute, trainings are offered focusing on service delivery, quality improvement, best practices and prevention as well as other relevant topics. 
The Board is cognizant of the needs of special needs population in our county. Individuals who are deaf or hard of hearing require special types of auxiliary aids and services to enable them to participate in their recovery program whether it is mental health or AOD or both.  Specifically, the Board contracts with the Cleveland Hearing and Speech Center to provide qualified sign-language and oral interpreters for individuals with these disabilities. Service providers are expected to accommodate these consumers by providing available computer-aided transcription services, written materials, telephone headset amplifiers, assistive listening systems, telephones compatible with hearing aids, open and closed captioning, videotext displays, and TTYs (teletypewriters). It should be noted that the expense of any accommodation may not be charged to the customer.  
Three Board-contracted agencies provide specific services to the Deaf and Hard of Hearing population. Connections: Health, Wellness, and Advocacy provides mental health treatment to clients. Connections has hired a program manager who is fluent in sign language. A comprehensive treatment approach is developed to meet the customer’s specific needs as well as to accommodate their specific impairment.  Catholic Charities Services Corporation provides AOD treatment to the hearing impaired population.  They have hired an individual who is fluent in sign language and is familiar with the cultural norms of this population. The customers in this program are given individual and group counseling that is specifically designed to meet their needs. Jewish Family Service Association operates a group home that is specifically designed to meet the needs of the hearing impaired population. 

In addition to these agencies, other entities employ staff who are fluent in, or familiar with, sign language.  The Board’s Client Rights Officer (CRO) in collaboration with the CROs at the agencies work with the deaf or hearing impaired individual to ensure that their service needs are met.  The agencies have TDD/TTY telephone services and utilize the Cleveland Hearing and Speech Center or Deaf Services of Cleveland to provide interpreters.  

The Board is an active participant in statewide efforts to improve service accessibility to deaf and hard of hearing clients and participated in the ODMH Deaf and Hard of Hearing Advocacy Taskforce.  Additionally, the Board encourages the AOD providers to utilize the Deaf Off Drugs and Alcohol program that assists treatment providers and deaf and hard of hearing customers in developing effective communication strategies to remove barriers and to begin treatment. 

The Board’s Chief Executive Officer serves as the Co-Chair of the Cuyahoga County Reentry Leadership Coalition. This committee is a collaborative effort of multiple systems to serve as a task force that delegates responsibility, shares information, and passes motions in support of initiatives benefiting the ex-offender. Over the past three years the ADAMHS Board has shown its commitment to the reentry community by co-facilitating the implementation of ODADAS’ federal Access To Recovery Grant (ATR) throughout Cuyahoga County.  ATR provides treatment and recovery support services for residents of Cuyahoga and other counties who struggle with substance abuse and are in need of recovery support services to increase the chances of long term sobriety. The ADAMHS Board will continue to support this initiative as ODADAS was awarded a four year grant to continue the program in five Ohio counties including Cuyahoga.  

In addition to actively participating in re-entry efforts in Cuyahoga County, the ADAMHS Board applied for and was awarded a grant from the federal Bureau of Justice Affairs to provide a Modified Therapeutic Community for individuals with co-occurring diagnoses released from Pickaway Correctional Institution’s Therapeutic Community/Intensive Prison Program.  Community Assessment and Treatment Services (CATS) is the provider agency. CATS is a long time, successful provider of AOD services to the criminal justice population. 

The ADAMHS Board works closely with the Department of Justice Affairs, Cuyahoga County’s Correction Planning Board, the County Sheriff’s Department and agencies which receive ODRC funding to provide services to the offender population.  Several AOD agencies specialize in providing services to the criminal justice system. This enables the development of curricula to meet the specific needs of the re-entering individual.
As part of the federally funded Projects for Assistance in Transition from Homelessness (PATH) program, Mental Health Services, Inc., a contract service provider of the Board, is one of three providers statewide providing mental health services for Severely Mentally Disabled (SMD) veterans who are homeless or at imminent risk of being homeless.  Services include assisting veterans not honorably discharged in obtaining public benefits, securing housing, linking to vocational/employment services and returning to a productive life in the community. Outreach is also conducted among veterans who are SMD and exiting the prison system, and in many cases, are contacted before they leave the prisons/jails to ensure engagement in services. The PATH program staff also work on strengthening existing collaborative relationships with the local Veterans’ Administration facility in the provision of mutual assistance to veterans. Active collaboration with the criminal justice system (forensic liaisons, Mentally Disordered Offender CPST, police departments, prison Reentry, probation officers and municipal jails) are other successful elements of the program. 
Question 10: Capital Improvements:

For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.
Cuyahoga County Alcohol, Drug Addiction & Mental Health Services Board

Two-Year Community Capital Development Proposals

SFY 12-13

	Category
	Project

Cost
	Program Description
	Agency

	Permanent Housing
	$5,000,000
	Develop permanent subsidized housing for persons who are low-income with a severe mental disability. Target population is single persons who are discharge ready from psychiatric facilities and EDEN’s waiting list.
	EDEN

	Permanent Housing
	$500,000
	Renovation needs for existing subsidized permanent housing units owned by Agency
	EDEN

	Consumer Operated Services
	$2,020,000
	Purchase, renovation and construction of a building to increase the Agency’s capacity to provide services to consumers.  Moveable equipment needs and replacement of flooring at current location. 
	Magnolia Clubhouse

	Program Space
	$1,250,000
	Renovation and upgrades to existing structures that provide program space for consumers
	Murtis Taylor Human Services System (MTHSS)

	Residential Treatment (SMD population)
	$220,000
	Renovation to existing facility that provides mental health residential treatment to consumers’ d/c ready from institutional settings, including state hospitals. 
	MTHSS

	Residential Treatment (SED population)
	$90,000
	Renovation and upgrade to existing cottages that provide residential services to the children & adolescent populations.
	Catholic Charities/Parmadale

	Residential Treatment (SED population)
	$450,000
	Renovation and upgrade to existing cottages that provide residential services to the children & adolescent population.
	Applewood

	Residential Treatment (AOD population)
	$3,000
	Renovation and upgrade to existing facility that provides AOD residential services for men & women
	Orca House

	Residential Treatment (AOD population)
	$20,000
	Renovation and upgrade to existing facility that provides AOD residential services for men & women.
	University Settlement House

	Program Space
	$500,000
	Purchase, renovation & construction of program space for adults with mental illness and substance abuse addiction.  Program space for training needs of Adult Care Facilities (ACFs) in Cuyahoga County and employment needs of homeless consumers. 
	Lutheran Metropolitan Ministries

	Program Space
	$12,000
	Moveable equipment and renovation to existing structure
	Jewish Family Services Association

	Residential Treatment & Program Space (AOD population)
	$2,250,000
	Purchase, construction & renovation of existing building to provide AOD program and AOD residential treatment services to the adult female population. 
	Hitchcock Center

	Program Space
	$300,000
	Renovation and upgrade to existing building to provide services for the mentally disabled population. 
	Far West Center

	Program Space (AOD population)
	$100,000
	Renovation and upgrade to existing structure to provide AOD services to the adult population. 
	Hispanic Urban Minorty Alcohol and Drug Addiction Outreach Program


 SEQ CHAPTER \h \r 1Total Request FY 12-13: $12,715,000
Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services

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

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

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

· Reduce stigma (e.g., advocacy efforts)
· Mental Illness and Addiction are health care issues with an appropriate and necessary continuum of care that includes prevention/intervention and treatment and recovery services
· An accessible, effective, seamless prevention/intervention, treatment and recovery services continuum from childhood through adulthood
· A highly effective workforce
· Use a diversity of revenue sources to support Ohio's behavioral health system (e.g., apply for foundation and SAMHSA discretionary grants)
· Promote and sustain the use of “evidenced-based” policies, practices, strategies, supportive housing, peer support, and other programs

· Increase the use of data to make informed decisions about planning and investment
· Promote integration of behavioral healthcare and other physical health services 
· Maintain access to services to all age, ethnic, racial, and gender categories as well as geographic areas of the state
· Improve cultural competence of behavioral health system
· Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay
· Decrease nursing facility admissions and increase consumer choice consistent with Olmstead recommendations and the Unified Long Term Care Budget
· Adult and family of youth consumers report that they are satisfied with the quality of their care and participate in treatment planning

· Increase hiring of peers
· Increase access to web-based training systems
· Increase availability of professionals through HPSA in areas with shortages
· Increase the availability of school-based behavioral health services
· Increase availability of trauma-informed and trauma-focused care

DEPARTMENT PREVENTION PRIORITIES AND GOALS

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

Key ODADAS prevention initiatives include: 

· Fetal Alcohol Spectrum Disorder 

· Childhood/Underage Drinking 

· Youth-Led Prevention 

· Evidenced-Based Practice

· Stigma Reduction 

ODADAS Priority Populations:

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

Mental Health Prevention Priorities:

Key ODMH Prevention, Consultation & Education (PC&E) initiatives include: 

· Suicide Prevention

· Depression Screenings, including Maternal Depression Screenings

· Early Intervention programs

· Faith-based and culturally specific initiatives

· School-based mental health services/programs

· Stigma Reduction activities

· Crisis Intervention Training (CIT) and other Jail Diversion Activities

ODMH Priority Populations include: 
· Adults with SMI, SPMI, and SMD (see Appendix D)* 

· Children/youth with SED (refer also to Appendix D)*

· Youth and Young Adults in Transition

· Older Adults

· Deaf and Hard of Hearing

· Military Personnel/Veterans
· Individuals involved in the criminal justice system including juvenile justice and Forensic clients
· Individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility

· Individuals involved in the child welfare system

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

· Programs that increase the number of customers who avoid ATOD use and perceive non-use as the norm;
· Programs that increase the number of customers who perceive ATOD use as harmful;
· Programs that increase the number of customers who experience positive family management;
· Programs that increase the number of customers who demonstrate school bonding and educational commitment;
· Programs that increase the number of initiatives that demonstrate an impact on community laws and norms; and
· Programs that reduce the number of customers who misuse prescription and/or over-the-counter medications.
Mental Health Prevention Goals:
The following mental health prevention goals are the new direction set by SAMHSA as cited by Pamela Hyde, Administrator of SAMHSA, in a June 23, 2010 key note address to the National (Mental Health Block) Grantee Conference.  These prevention goals are more fully described in “Preventing Mental, Emotional and Behavioral Disorders Among Young People: Brief Report for Policy Makers,” Institute of Medicine, March 2009, but in brief include:

·    Strengthen families by targeting problems, teaching effective parenting and   communication skills, and helping families deal with disruptions (such as divorce) or adversities such as parental mental illness or poverty.

· Strengthen individuals by building resilience and skills and improving cognitive processes and behaviors.  
· Prevent specific disorders, such as anxiety or depression, by screening individuals at risk and offering cognitive or other preventative training (e.g. Red Flags).

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

· Promote mental health through health care and community programs by promoting and supporting pro-social behavior, and emotional health, such as sleep, diet, activity and physical fitness.

· Programs that promote mental health and wellness for adults, especially for those with occurring chronic health conditions (e.g. cardio-vascular disease, diabetes). Programs that increase the number of persons that receive mental health screenings, brief intervention, referrals and treatment.
· Programs that decrease or eliminate stigma that are barriers to early intervention for emotional problems and mental illness.
· Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.

· Programs that provide screening and early intervention to older adults (e.g. Healthy IDEAS).

DEPARTMENT TREATMENT AND RECOVERY SERVICES PRIORITIES AND GOALS

Alcohol and Other Drug Priority Populations and Key Initiatives

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires prioritization of services to several groups of recipients.  These include: pregnant women, women, injecting drug users, clients and staff at risk of tuberculosis, and early intervention for individuals with or at risk for HIV disease.  ODADAS is involved in several key initiatives directed at deaf and hard of hearing, veterans, and criminal justice involved clients.

Mental Health Priorities

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

· Increase the number of customers who are abstinent at the completion of the program.

· Increase the number of customers who are gainfully employed at the completion of the program.
· Increase the number of customers who incur no new arrests at the completion of the program.
· Increase the number of customers who live in safe, stable, permanent housing at the completion of the program
· Increase the number of customers who participate in self-help and social support groups at the completion of the program.
ODMH Treatment and Recovery Support Goals
· Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
· Increase competitive employment.
· Decrease school suspensions & expulsions.
· Decrease criminal and juvenile justice involvement.
· Increase access to housing, including Supportive Housing
· Decrease homelessness.

· Decrease re-hospitalization at Regional Psychiatric Hospitals in 30 and 180 days.

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

Strategic Planning:
The needs assessment was the critical first step of the strategic planning process and was used as the basis for the development of the ADAMHS Board's Strategic Plan.  An important component of the planning process was Board, staff and other community stakeholder input into the current / future needs of the ADAMHS Board and the Cuyahoga County alcohol, drug addiction and mental health service delivery system.  Strategic Planning Groups, comprised of representatives from the ADAMHS Board of Directors, management, staff, provider representatives, and community members provided information, discussion, and recommendations during a two (2) day Strategic Planning Summit and through the strategic planning groups.  

Strategic Planning Goals:

1. Utilize results from the environmental scan and community perspective of the Needs Assessment to guide strategic planning.

2. Conduct formal strategic planning with key stakeholders and advisors under direction of consultant during two day summit.

Strategic Planning Steps: 

1. Establish interdisciplinary team to engage in strategic planning.

2. Conduct Gap Analysis and Critical Needs Analyses to identify and rank areas of most significant unmet needs.

3. Establish long-term goals for ADAMHS Board including measures to determine progress towards goals.

4. Issue the five year plan.

5. Disseminate to all key stakeholders.

6. Monitor progress toward goals. 

Strategic Planning Measureable Outcomes 

Create a comprehensive strategic plan which:

1. Incorporates the strengths of the organization identified through the Appreciative Inquiry process;

2. Identifies the areas of greatest unmet need in services as identified in the Needs Assessment;

3. Implements a series of systematic steps to accomplish the strategic goals and objectives of the plan;

4. Enables the ADAMHS Board to become a more efficient organization that offers improved services to behavioral health consumers in Cuyahoga County in a more cost-efficient manner.

STRATEGIC GOALS 

The following Strategic Goals were developed by the Strategic Planning Groups (SPGs) to respond to Strategic Initiative Areas and are the foundation on which the following ADAMHS Board of Cuyahoga County Strategic Plan was developed. 

	


	Strategic Initiative Areas
	Strategic Goals
	

	Leadership
	Establish stable, continuing funding base that meets community need. 
	

	Finance
	Ensure financial viability of the ADAMHS Board and its service delivery system through efficient, accountable, and responsible financial management.
	

	Clinical 
	Develop a seamless continuum of care which supports consumer recovery.
	

	Programming
	Enhance and maintain a culturally competent, comprehensive and fully integrated system of behavioral healthcare, that is cost effective and outcome driven to promote resiliency and recovery for those most at risk and most in need. 
	

	Quality Improvement / Evaluation and Research
	Adopt a system-wide model of performance improvement that supports an organizational management philosophy that employs data-informed decision making. 
	

	Information Technology
	Meet the needs of a changing system by adopting available technologies to help enable better collaboration and communication to better serve the board, communities, and the consumers/ clients. 
	

	Advocacy / Social Marketing
	Ensure that recovery from AOD and mental illness is a permanent civic priority. 
	

	Consumer Affairs
	Maximize consumer feedback and participation through multiple mechanisms. 
	

	Human Resources
	Ensure the full organizational utilization of the talents, expertise and knowledge of ADAMHS Board of Directors, staff, providers, system and community stakeholders. 
	


LEADERSHIP
GOAL:
   Establish A stable, continuing funding base that meets community need.

	#
	Objectives / Actions
	Cost
	Lead
	Year

  Y1 Months         Y2 Months          Y3 Months       
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Establish and maintain a Behavioral Health Citizens Action Group to support the Cuyahoga County behavioral health system in a unified manner (We will not allow single issues to distract from our unity).

	1.1
	Clarify the mission of the Behavioral Health Citizens Action Group (BHCAG).
	
	Board Chair and CEO
	X
	
	
	
	
	
	BHCAG Mission Clarified
	BHCAG Meeting Minutes 

	1.2
	Identify and recruit leadership for the Behavioral Health Citizens Action Group.
	
	Board Chair and CEO
	X
	
	
	
	
	
	Participant Recruitment
	BHCAG Roster

	1.3
	Identify and recruit members for the Behavioral Health Citizens Action Group. 

	
	Board Chair and CEO
	X
	
	
	
	
	
	Participant Recruitment
	BHCAG Roster

	1.4
	Establish Behavioral Health Citizens Action Group meeting schedule and implement. 

	
	Board Chair and CEO
	X
	
	
	
	
	
	Schedule Established
	BHCAG Meeting Minutes

	1.5
	Provide education to Behavioral Health Citizens Action group members. 
	
	Board Chair and CEO
	X
	
	
	
	
	
	Education Provided
	BHCAG Meeting Minutes

	2.0
	Open, maintain, and strengthen liaisons with all levels of local, state and federal government.

	2.1
	Create and maintain positive relationship with County Executive and County Council.
	
	CEO, Board and Staff
	X
	X
	X
	X
	X
	X
	Involvement of all community leaders
	Meeting Schedule

	2.2
	Cultivate relationships with local, state and national foundations for system funding. 
	
	CEO, Board and Staff
	X
	X
	X
	X
	X
	X
	Establish meetings with foundation representatives
	Meeting Schedule

	2.3
	Establish monthly “Meet Your Legislator Day”.
	
	CEO, Board and Staff
	X
	X
	X
	X
	X
	X
	Establish schedule
	Meeting Schedule


Leadership (continued)

GOAL:
    Establish stable, continuing funding base that meets community need.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

 Y1 Months        Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	3.0
	Consider potential sources of expanded funding, including, but not limited to, a greater share of the Health and Human Services levy, or the possibility of a separate behavioral health levy. 


	3.1
	Establish exploratory committee to look at feasibility options.
	
	CEO and Board
	X
	
	
	
	
	
	Establish Exploratory committee to look at feasibility options
	Correspondence and agenda

	3.2
	Make recommendations to the Board.
	
	CEO and Board
	
	X
	
	
	
	
	Formal recommendations to the Board
	List of Recommendations

	3.3
	Develop and implement plan.
	
	CEO and Board
	
	
	X
	X
	X
	X
	Implementation of Completed plan
	Plan activities schedule

	4.0
	Utilize awareness, sensitivity and timeliness in addressing prospective budget reductions with providers, consumers and the community.

	4.1
	Identify and utilize transparent, effective, and timely mechanisms for communicating budget / funding decisions to the providers system.
	
	CEO, Board and Staff
	X
	X
	X
	X
	X
	X
	Budget Process
	Communications with providers and community 

	5.0
	Ensure the presence of a dynamic and knowledgeable ADAMHS Board of Directors.

	5.1
	Develop and Implement Board self-evaluation.
	
	Board Chair and CEO
	X
	
	X
	
	X
	
	Board Self Evaluation Tool completed, aggregated  and reported
	Board Self Evaluation Report

	5.2
	Evaluate and make recommendations to enhance new Board Members’ orientation and ongoing Board education regarding system of care, Board Member role, etc.   
	
	Board Chair and CEO
	
	X
	
	
	
	
	1. Demonstrate Board Member Orientation and Education

2. OACBHA materials in Board packets
	Board Meeting Minutes

	5.3
	Formally review and evaluate progress on the ADAMHS Strategic Plan.
	
	Board Chair and CEO
	X
	X
	X
	X
	X
	X
	Regular 6 month reviews of the Strategic Plan on the Board Agenda
	Board Meeting Agenda and Meeting Minutes

	5.4
	Create team building through social interaction.
	
	Board Chair and CEO
	X
	X
	X
	X
	X
	X
	Establish and implement schedule
	Board Meeting Minutes


Leadership (continued)

GOAL:
    Establish stable, continuing funding base that meets community need.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

 Y1 Months        Y2 Months       Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	6.0
	Plan to succeed in a health care reform environment for continued provision of services. 

	6.1
	Enhance familiarity with health care reform legislation and the impact on behavioral health programs / services.
	
	COO
	
	
	X
	
	
	
	Review and analyze published health care reform information
	Health Care Reform material, consult with experts in the field and discussion with providers

	6.2
	Develop protocol for providers to partner with Managed Healthcare Organizations.
	
	COO and CFO

	X
	
	
	
	
	
	Establish workgroup to develop “common practice” approaches between CMHCs and MHOs
	Service delivery protocols

	6.3
	Technical assistance to providers to ensure maximum billing options (i.e. private insurance,  Medicare, Medicaid)
	
	COO and CFO
	X
	
	
	
	
	
	Non-Medicaid review process conducted semi-annually
	Non-Medicaid review findings and reports


FINANCE

GOAL:    Ensure financial viability of the ADAMHS Board and its service DELIVERY SYSTEM through efficient, accountable, and responsible financial management.
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Construct the ADAMHS budget within the available annual revenues. 

	1.1
	Develop parameters for performance based budgeting and contracting process.
	
	Chief Financial Officer
	X
	X
	X
	X
	X
	X
	1. Adherence to RFI process

2. Provider contracts based on provider performance
	1. RFI response

2. MACSIS data

3. Outcome data

4. Financial data

5. Program data

	1.2
	Adopt the process protocols to meet the Performance Based Budget objective – Identifying and articulating clearly intended procurement strategy and process.
	
	CFO, COO, CCO and Directors of Legal Affairs and QI / ER
	X
	
	
	
	
	
	1. Adherence to RFI process

2. Contract based on provider performance
	1. RFI response

2. MACSIS data

3. Outcome data

4. Financial data

5. Program data

	1.3
	Develop necessary protocols / parameters for addressing 3rd party payer source, co pays and / or access to other payer sources for contracting purposes.  
	
	Chief Financial Officer
	
	
	X
	X
	X
	X
	1. Obtain 3rd party payer information on all clients

2. Coordinate securing data from agencies and other third party entities
	1. Number and dollar amount of client co pays 

2. Number and dollar amount of third party payments made through MACSIS 

3. Data sharing with 3rd party entities

	1.4
	Inclusion of collaboration efforts with Federally Qualified Health Center, private payers, as vehicle to fund needed services or redirect to others. 

	
	CFO, COO, and CCO
	
	
	X
	
	
	
	1. Initiate collaborative service discussions
	1. Sharing of data


Finance (continued)

GOAL:     Ensure financial viability of the ADAMHS Board and its service DELIVERY SYSTEM through efficient, accountable, and responsible financial management.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

Y1 Months       Y2 Months       Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.0
	Develop cash balance for innovative short-term programming and handling of financial emergency issues. 

	2.1
	Establish a 90 day cash balance.
	
	CEO and Chief Financial Officer
	X
	X
	X
	X
	
	
	1. Establish Board Approved Reserve Policy
	1. Review of financial obligations

2. Develop scenarios of appropriate % level

3. Value of 90-day cash balance

4. Weekly Financial System Monitoring

	2.2
	Establish protocols for percentage of funds to be held for reserve and protocols for accessing for emergency matters.
	
	CEO and Chief Financial Officer
	X
	X
	X
	X
	
	
	1. Establish Board Approved Financial Reserve Fund
	1. Scenarios to determined % variable

2. Criteria for accessing developed by Executive Council

	2.3
	Establish protocols for accessing funds inclusive of sustainability measures to allow access.
	
	Chief Financial Officer
	X
	X
	X
	X
	
	
	1. Establish Board Approved Financial Reserve Fund
	1. Criteria for accessing developed by Executive Council 

2. Weekly Financial System Monitoring

	3.0
	Provide the financial analysis to continue movement of match liability from local government. 

	3.1
	Secure input of system data monitoring input for financial planning.  
	
	CEO and Chief Financial Officer
	X
	X
	X
	X
	X
	X
	1. Implement a system for Financial Planning
	1. Analyze Financial Data (ongoing)

	3.2
	Work jointly with leadership in identifying issues and impact of movement to preserve local funding.
	
	CEO and Chief Financial Officer
	X
	X
	X
	X
	X
	X
	1. Implement a system for Financial Planning
	1. Analyze Financial Data (ongoing)


Finance (continued)

GOAL:     Ensure financial viability of the ADAMHS Board and its service DELIVERY SYSTEM through efficient, accountable, and responsible financial management.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

Y1 Months       Y2 Months       Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	4.0
	Ensure leadership staff demonstrates competencies in finance management.

	4.1
	Provide finance / budgetary training to all leadership staff to include identified competency requirements. 
	
	Chief Financial Officer
	
	X
	
	
	
	
	1. Finance to develop training module to increase managers understanding of finance (90%)
	1. Staff Development Plans, Attendance logs

	4.2
	Provide finance / budgetary training to provider system of care. 
	
	Chief Financial Officer
	X
	
	X
	
	X
	
	1. Provide one training annually to provider system
	1. Training Schedule, Fiscal Department meeting minutes, training attendance


CLINICAL

GOAL:      Develop a seamless continuum of care which supports consumer recovery.

	#
	Objectives / Actions
	Cost
	Lead
	Year

  Y1 Months        Y2 Months        Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Ensure availability of safety net services. 

	1.1
	Successfully implement the SCALE program.
	
	Chief Clinical Officer and Chief Operating Officer
	X
	
	
	
	
	
	Regular meetings with SCALE staff and point persons
	SCALE meeting minutes

	   1.2
	Evaluate and prioritize the most critical crisis services to ensure safety net.


	
	Chief Clinical Officer
	X
	
	
	
	
	
	Establish prioritized list of critical services
	Prioritized list of critical services

	1.3
	Detoxification policy – continue to monitor.
	
	Chief Clinical Officer
	X
	
	
	
	
	
	Monthly Detox provider meetings
	Meeting minutes

	1.4
	Examine utilization of Methadone clinics and Suboxone in the system.


	$
	Chief Clinical Officer
	
	
	X
	
	
	
	Reduced methadone waiting list;

Expansion of suboxone treatment
	a. Waiting list for methadone services

b. Expand Suboxone availability for indigents

	1.5
	Develop and implement Mental Health First Aid (MHFA) training.
	$
	Chief Clinical Officer
	
	
	X
	
	
	
	MHFA trainings scheduled and held
	Training evaluations

	1.6
	Implement non-traditional entry into the treatment systems to decrease use of crisis services. 

	$
	Chief Clinical Officer
	
	
	X
	
	
	
	Safe house for women established
	

	2.0
	Ensure adequate services for individuals not eligible for community mental health services. 

	2.1
	Align, consolidate or eliminate poorly performing provider agencies based on assessed community needs, priorities and available resources. 
	
	CEO, CFO, COO, CCO, Director of QI / ER
	X
	
	
	
	
	
	Meetings with Executive Council
	RFI process

	2.2
	Establish funding track for shared resources to provide consultation for individuals not eligible for community mental health services.

	$
	Chief Clinical Officer
	
	X
	
	
	
	
	Meetings with Program Unit
	RFI process


	#
	Objectives / Actions
	Cost
	Lead
	Year 

Y1 Months       Y2 Months       Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.3
	Incorporate Trauma-Informed care into all service delivery systems.
	$
	Chief Clinical Officer
	
	X
	X
	X
	X
	X
	Trauma Collaborative meetings
	Meeting minutes

	3.0
	Develop a system of care to better manage clients in AOD crisis. 

	3.1
	Explore the option of Mobile Crisis Team conducting AOD assessments in ERs.

	$
	Chief Clinical Officer
	X
	
	
	
	
	
	MCT meeting minutes
	MCT Meeting minutes

	3.2
	Research and implement 72 hour AOD Crisis bed in adjacent psychiatry emergency room.

	$
	CEO, CCO, and COO
	
	X
	
	
	
	
	Meetings with Program Unit
	Meeting minutes

	4.0
	Explore medically based AOD – Residential services. 

	4.1
	Explore Public Academic Liaison with other hospital systems.
	
	CCO and COO
	
	
	
	X
	
	
	Meet with CCF, Metrohealth and SVCMC systems to discuss
	Meeting minutes

	4.2
	Explore expansion of PAL program to AOD agencies and FQHCs.
	$
	CCO and COO
	
	
	X
	
	
	
	Meet with AOD agencies and FQHCs to discuss PAL program
	Meeting minutes

	4.3
	Meet with potential partners to discuss feasibility of medically-based AOD-Residential services.

	
	CCO and COO
	
	
	
	X
	
	
	Schedule meetings with partner agencies
	Meeting minutes

	4.4
	Implement medical AOD Residential level of care in the community.
	$
	CCO and COO
	
	
	
	
	X
	
	Choose partner agencies for this level of care
	RFI Process

	5.0
	Improve the skills, knowledge, and performance of the existing provider workforce to enhance quality care. 

	5.1
	Enhance availability of “Mental health technology”.
	$
	CCO and COO
	
	
	X
	
	
	
	Meet with providers and IT Unit to discuss
	Meeting minutes

	5.2
	Develop and implement plan to utilize College and University resources more fully to improve workforce competencies.
	
	CCO and COO
	
	
	X
	
	
	
	Meet with local universities to establish training curricula.
	Meeting minutes


	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	5.3
	Develop and implement uniform documentation guidelines.

	
	CCO and COO
	
	
	
	
	X
	
	Meeting with program unit
	Meeting minutes

	6.0
	Increase the numbers and types of individuals entering the workforce (including NPs and PAs). 

	6.1
	Develop plan to ensure workforce development and competence continuity.

	
	CCO and COO
	
	
	X
	
	
	
	Meetings with Program Unit
	Meeting minutes 

	6.2
	Include improved utilization of Physician Assistants and Nurse Practitioners to augment psychiatric services in workforce plan. 


	
	CCO and COO
	
	
	X
	
	
	
	Meetings with CCC, KSU, Case, and NEOUCOM to explore options
	Meeting minutes

	6.3
	Implement workforce development plan.
	
	CCO and COO
	
	
	
	
	X
	
	Establish behavioral health tracks with partner universities
	Documentation of enrolled students

	7.0
	Promote the integrated healthcare home model. 

	7.1
	Explore RFI for integrated medical home models.
	
	Chief Clinical Officer
	
	
	
	X
	
	
	
	Meetings with Program Unit

	7.2
	Solidify partnerships with Federal Qualified Health Centers.
	
	Chief Clinical Officer
	X
	
	
	
	
	
	Regular meetings and communication
	Meeting minutes

	7.3
	Explore feasibility of provider agencies becoming Federal Qualified Behavioral Health Centers.
	$
	Chief Clinical Officer
	
	
	
	
	X
	
	Stay informed on legislation and meet with interested providers
	Meeting minutes

	7.4
	Solidify advocacy role with local, state, federal public funding entities. 
Foundation?

	
	Chief Clinical Officer
	
	X
	
	
	
	
	Meet regularly with External Affairs Unit
	Meeting minutes

	7.5
	National Council membership and role.
	$
	Chief Clinical Officer
	X
	
	
	
	
	
	Check to see if membership active
	Membership renewal forms

	7.6
	Utilize Free Clinic as foundation for integrated Healthcare home model.
	
	Chief Clinical Officer
	
	
	X
	
	
	
	Meetings with Free Clinic
	Meeting minutes


PROGRAMMING
GOAL:      Enhance and maintain a culturally competent,comprehensive and fully integrated system of behavioral healthcare that is cost effective and outcome driven to promote resiliency and recovery for those most at risk and most in need.

	#
	Objectives / Actions
	Cost
	Lead
	Year

  Y1 Months        Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Identify system priorities and initiatives consistent with Federal, State and Local planning needs.

	1.1
	Use MACSIS data and Needs Assessment results to identify profiles and service mix of current consumers while identifying potential “gap” areas.
	
	COO, CCO and Director of QI/ER
	X
	
	
	
	
	
	Analyze data to identify “underserved” populations

Convert available data into LOC format

Develop capacity to report data based on cost of service per client

Identify need for additional clinical and recovery support services (service gaps)
	Needs Assessment data

MACSIS 

LOC workgroup

LOC workgroup

Executive Council

Needs Assessment data

	1.2
	Identify ADAMHS Board service and program priorities within the system of care. 


	
	COO and CCO
	X
	X
	X
	X
	X
	X
	Establish list of prioritized services and programs
	List of prioritized services and programs

	1.3
	Develop performance based contracting procedure / process for services and programs.
	
	COO, CCO, CFO, and Directors of Legal Affairs of QI / ER
	
	
	X
	
	
	
	Review models of performance based contracting

Convene workgroup to establish  criteria
	Model reviews

Meeting minutes

Performance Based Contract

	1.4
	Thoroughly analyze currently funded programs on performance to align with available funds and resources.
	
	CFO and COO
	X
	
	
	
	
	
	Conduct program review in relation to system priorities


	Program reviews

RFI

	1.5
	Align, consolidate or eliminate poorly performing provider agencies based on assessed community needs, priorities, and available resources.
	
	COO
	X
	
	
	
	
	
	Analyze  program review findings to recommend  discontinuation of poorly performing agencies
	Program reviews

RFI


Programming (continued)

GOAL:      Enhance and maintain a culturally competent, comprehensive and fully integrated system of behavioral healthcare that is cost effective and outcome driven to promote resiliency and recovery for those most at risk and most in need.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

Y1 Months      Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.0
	Indentify and prioritize best practice standards for prevention programs and treatment services.  

	2.1
	Familiarize stakeholders, with existing best practice models for prevention programs, treatment and recovery support services.
	
	Director of QI/ER and COO
	X
	
	
	
	
	
	Provide TA to prevention providers on various  best practice curricula 
	Training evaluations

Prevention Roundtable meeting minutes



	2.2
	Advocate for resources to support training efforts.
	$
	COO and Training Institute Chair
	X
	X
	X
	X
	
	
	Integrate training on prevention best practice models into the Training Institute

Advocate for continued funding for support of the Training Institute
	Training Institute Workgroup meeting minutes

	2.3
	Mobilize and develop pool of local expertise to deliver training to the service delivery system. 
	
	COO and Director of External Affairs
	
	X
	
	
	
	
	Create and utilize  roster of resources for training / development
	Resource roster and schedule of trainings

	2.4
	Facilitate complete implementation of the SCALE project.
	
	COO and CCO
	X
	X
	X
	
	
	
	Project Completion
	SCALE Oversight Comm.

	3.0
	Increase system knowledge base to provide services to consumers with a variety of co-occurring disorders and older adults.

	3.1
	Develop and implement staff training components and schedule.
	$
	COO
	X
	X
	X
	X
	X
	
	Develop and implement training opportunities
	Completed schedule and record of completed trainings

	3.2
	Schedule community education and awareness activities.
	$
	COO
	X
	X
	X
	X
	X
	
	Develop and implement community education and awareness activities
	Completed schedule and record / log of completed activities


Programming (continued)

GOAL:      Enhance and maintain a culturally competent, comprehensive and fully integrated system of behavioral healthcare that is cost effective and outcome driven to promote resiliency and recovery for those most at risk and most in need.

	#
	Objectives / Actions
	Cost
	Lead
	Year 

Y1 Months      Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	4.0
	Support efforts to recruit and retain highly qualified direct service workforce.

	4.1
	Explore options to recruit and retain Behavioral Health Workforce.
	$
	COO, CCO and Director of External Affairs


	
	
	X
	
	
	
	Established Behavioral Health Workforce Plan
	Behavioral Health Workforce Plan


QI / Evaluation and Research
 GOAL:      Adopt a system-wide model of performance improvement that supporTS an organizational management philosophy that employs data-informed decision making.   

	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months        Y2 Months        Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Update the Cuyahoga County ADAMHS Board Performance Improvement Plan.

	1.1
	Develop / Identify system-wide PI Process system-wide in collaboration with providers.
	
	     Director of QI/ER
	X
	
	
	
	
	
	Review research, consult with other boards, and healthcare improvement organizations, and implement model
	PI Plan

Executive Council minutes, Board Meeting Minutes

	1.2
	Develop / Identify system-wide PI Outcome Measurement System in collaboration with providers.
	
	    Director of QI/ER
	
	X
	X
	X
	
	
	Review research, consult with other boards, and healthcare improvement organizations, and implement tool
	PI Plan

Executive Council minutes, Board Meeting Minutes

	1.3
	Develop / Identify system Program Evaluation model / tool in collaboration with providers.
	
	     Director of QI/ER
	
	
	X
	
	
	
	Review research, consult with other boards, and healthcare improvement organizations
	PI Plan

Executive Council minutes, Board Meeting Minutes

	1.4
	Develop / Identify reporting Structure to leadership / system in collaboration with providers.
	
	    Director of QI/ER
	
	
	
	X
	
	
	Implement reporting schedule
	PI Plan, Executive Council minutes, Board Meeting Minutes

	2.0
	Develop standardized outcome measures to evaluate program performance and effectiveness.  

	2.1
	Identify system-wide outcome measures for all specific services to include residential, partial hospitalization, employment, and housing.
	
	Director of QI/ER
	
	
	X
	
	
	
	Review research, consult with other boards, and healthcare organizations, and healthcare improvement organizations
	PI Plan

Meeting Minutes


QI / Evaluation and Research (continued)

GOAL:       Adopt a system-wide model of performance improvement that supporTS an organizational management philosophy that employs data-informed decision making.   

	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months       Y2 Months       Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.2
	Develop service – specific outcome and success indications.
	
	     Director of QI/ER
	
	
	X
	
	
	
	Review research, consult with other boards, and healthcare organizations, consult with providers, consumers, and other stakeholders
	PI Plan

Meeting Minutes



	2.3
	Evaluate and make recommendations to standardize the reporting process across funding systems and different funders to reduce duplication of effort.
	
	    Director of QI/ER
	
	
	
	
	X
	
	Meet with other funders, review requirements, collaborate on areas of potential standardization
	Funders Evaluation Report

	3.0
	Implement Dashboard / GPS

	3.1
	Indentify key elements / reports / data for Dashboard model.
	
	     Director of QI/ER
	
	
	X
	
	
	
	Review research, consult with other boards, and healthcare organizations
	Meeting Minutes, Executive 
Council minutes Dashboard and PI Plan

	3.2
	Develop / include measures of provider and consumer prospective.
	
	    Director of QI/ER
	
	
	X
	
	
	
	Hold focus meetings & groups with consumers and provider reps
	Meeting minutes, focus group theme reports,

Dashboard and PI Plan

	3.3
	Ask providers and consumers what they want on dashboard.
	
	     Director of QI/ER
	
	
	X
	
	
	
	Hold focus meetings & groups with consumers and provider reps
	Meeting minutes, focus group theme reports,

Dashboard and PI Plan

	3.4
	Ensure recovery measures are articulated and included.
	
	    Director of QI/ER
	
	
	X
	
	
	
	Adopt a recovery measure
	Dashboard and PI Plan


QI / Evaluation and Research (continued)

GOAL:       Adopt a system-wide model of performance improvement that supporTS an organizational management philosophy that employs data-informed decision making.   

	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months       Y2 Months       Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	3.5
	Formalize Dashboard model.
	
	     Director of QI/ER
	
	
	
	X
	
	
	
	Implement reporting of specific measures including best technology to communicate data

	3.6
	Establish regular Dashboard reporting process schedule.
	
	    Director of QI/ER
	
	
	X
	
	
	
	Implement reporting schedule
	Dashboard reports and PI Plan

	4.0
	Integrate QI / Evaluation and Research with IT across system.

	4.1
	Complete analysis / appraisal of PI / IT data compatibilities across systems.
	
	     Director of QI/ER
	
	X
	
	
	
	
	Design and conduct survey 
	PI / IT data system compatibilities report

	4.2
	Establish minimum threshold of capabilities.
	
	    Director of QI/ER
	
	
	X
	
	
	
	All providers capable of meeting threshold 
	PI / IT data system compatibilities report,

RFI 2011 Instructions

RFI Funding Recommendation Report

	5.0
	Provide leadership / technical assistance at the county and state level. 

	5.1
	Identify system needs as they relate to Performance Improvement and Evaluation and Research.
	
	     Director of QI/ER
	X
	X
	X
	X
	X
	X
	Demonstrate TA activity to provider system at least 1 x per month
	Quarterly PI system report

	5.2
	Increase collaborative opportunities with the Cuyahoga County and state systems.
	
	    Director of QI/ER
	X
	X
	X
	X
	X
	X
	Implement at least one new collaborative project annually
	Project reports,

Exec Council Meeting Minutes, Board Meeting Minutes


QI / Evaluation and Research (continued)

GOAL:       Adopt a system-wide model of performance improvement that supporTS an organizational management philosophy that employs data-informed decision making.   

	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months       Y2 Months       Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	6.0
	Continue development of performance-based funding. 

	6.1
	Work in collaboration with other ADAMHS Board departments to develop, implement and monitor performance-based funding model.
	
	Director of QI/ER, COO, CCO, CFO and Director of Legal Affairs


	
	X
	
	
	
	
	Use program specific data measures to inform funding decisions based on quality
	RFI 2011 Instructions

RFI Funding Recommendation Report

	7.0
	Continue development of Research collaborative between the Board, educational institutions, and contract service providers

	7.1
	Establish and advertise research opportunities for faculty members and graduate students using Board data.
	
	     Director of QI/ER
	X
	
	
	
	
	
	Collaborative research carried out
	PI Plan, published research and technical reports

	7.2
	Establish an annual symposium for the providers to present the various quality improvement studies performed as part of their continuing improvement efforts.
	
	    Director of QI/ER
	
	X
	
	
	
	
	Successful symposium held annually
	PI Plan, symposium agendas, attendance sheets, and research materials

	7.3
	Present research results at local, regional, and national meetings
	
	Director of QI/ER
	
	X
	
	
	
	
	Present findings at each level at least once annually
	Conference Agendas and published abstracts


INFORMATION TECHNOLOGY
GOAL:     Meet the needs of a changing system by adopting available technologies to help enable better collaboration and communication to best service the Board, communities, and the consumers/clients.   
	#
	Objectives / Actions
	Cost
	Lead
	Year

  Y1 Months      Y2 Months       Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Facilitate complete implementation of the SCALE project.

	1.1
	Planning and implementation of data exchange (Pre-assessment).
	
	SCALE Over Sight Comm. and IT
	X
	
	
	
	
	
	A Working IT Process for this Data Exchange
	SCALE Meeting Notes.

Datasets exchange.

	1.2
	Ensure SOQIC data exchange within SCALE project.
	
	Director of IT 
	X
	
	
	
	
	
	A Working IT Process for this Data Exchange
	SCALE Meeting Notes.

Datasets exchange.

	1.3
	Prepare SCALE project evaluation plan.
	
	Director of QI / ER
	X
	X
	
	
	
	
	Work with Director of RE to establish goals
	SCALE Meeting Notes.

	1.4
	Complete all required Board SCALE-related training components.

	
	TBD
	X
	X
	
	
	
	
	Train users on Board interface
	User feedback and approval.

	1.5
	Monitor implementation process.
	
	TBD
	X
	X
	
	
	
	
	With SCALE, help establish Metrics Oversight Committee 
	SCALE Meeting Notes; User feedback and approval

	2.0
	Assisting with the Federal Mandated technology requirements. 

	2.1
	Changes to provider systems to meet need. (Provider)
	
	Director of IT
	
	X
	
	
	
	
	To check status of providers readiness via survey
	Provider feedback

	2.2
	Tier testing (Provider, Board, State).
	
	Director of IT
	X
	X
	
	
	X
	X
	To have Providers pass both rounds of tier testing before go live dates
	Provider Tracking sheets for both round of testing.

	2.3
	Implement change (Provider) of systems.  
	
	Director of IT
	
	
	X
	
	
	
	To check status of providers implementation via survey
	Provider feedback


Information Technology (continued)
GOAL:     Meet the needs of a changing system by adopting available technologies to help enable better collaboration and communication to best service the Board, communities, and the consumers/ clients.   
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months          Y2 Months        Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	3.0
	Ensure IT role in the Accufund rollout. 

	3.1
	Coordinate implementation of Accufund.  
	
	Director of IT and CFO
	X
	
	
	
	
	
	Help Coordinate implementation  of Accufund between the VAR, The Vendor, and the Board’s IT and Finance Department
	VAR and Finance Department Feedback

	3.2
	Ensure training of staff by value added reseller.
	
	Director of IT and CFO
	X
	
	
	
	
	
	Help Coordinate Training Meetings between VAR and Finance Department
	Staff login Sheets

	3.3
	Test system process prior to rollout.
	
	Director of IT and CFO
	X
	
	
	
	
	
	Have Finance Department run test on system
	Finance Department approval and Feedback

	3.4
	Implement and adopt Accufund in Live environment.
	
	Director of IT and CFO
	X
	
	
	
	
	
	Have Finance Department determine “Go Live” status
	Finance Department approval and Feedback

	3.5
	Ensure Accufund report development.
	
	Director of IT and CFO
	X
	
	
	
	
	
	Work with Finance Department to identify any needed custom reports
	Finance Department approval and Feedback

	4.0
	Evaluate and secure current collaborative tools (i.e. SharePoint). 

	4.1
	Research, gain approval and buy in from Board leadership staff and provider community.

	$
	Director of IT
	X
	
	
	
	
	
	Get Leadership approval on such a project
	ED and Board approval.

	4.2
	Training for IT Staff.
	$


	Director of IT and Staff Leaders 


	
	X
	
	
	
	
	To get IT training on selected products.
	Classes Training Certificates.

	4.3
	Establish Data governance for Projects.
	
	Director of IT
	
	
	X
	
	
	
	Establish leadership group participation.
	Adoption of a Data Government Collaboration Policy 


Information Technology (continued)

GOAL:     Meet the needs of a changing system by adopting available technologies to help enable better collaboration and communication to best service the Board, communities, and the consumers/ clients.   
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months       Y2 Months       Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	4.4
	Development and Testing for selected Projects.
	$
	Director of IT
	
	
	X
	
	
	
	Selection of projects to use this technology
	Creation on usable products and community users buy in

	4.5
	Training for Community
	
	Director of IT
	
	
	
	X
	
	
	Development of Community workshops
	Number of workshop attendees

	5.0
	Develop Internal / External Users group

	5.1
	Develop and implement ADAMHS Board internal IT users group.
	
	Director of IT
	X
	
	
	
	
	
	Establish internal user Group
	Establish Meeting Schedule

	5.2
	Utilize structure sharing training between staff members of expertise in commonly used applications (e.g. Word, Excel, Outlook, etc.).

	
	Director of IT
	
	X
	
	
	
	
	Have Regularly scheduled meetings
	Staff Sign-in Logs

	5.3
	Develop and implement a system-wide users group.
	
	Director of IT
	
	
	X
	
	
	
	Expand group to include outside communities
	External Provider Sign in Sheets

	6.0
	Improve technology used in the Board’s Disaster Recovery Plan (DRP)

	6.1
	Researching technology to improve Board’s Recovery Time Objective (RTO)
	
	Director of IT
	X
	X
	
	
	
	
	Work with Hardware and software vendors to research DRP solutions
	Have CEO approval strategy for improvements 

	6.2
	Establish the Board’s Recovery Time Objective (RTO). Recovery Time Objective is the amount of time it should take to recovery lost services.
	
	Director of IT
	
	
	X
	
	
	
	To Determine the Board’s Recovery Time Objective
	Meet with Executive Council to establish an RTO

	6.3
	Establish steps needed for DRP to improve the Board’s RTO.
	
	Director of IT
	
	
	X
	
	
	
	To identify steps needed to meet the Board’s RTO
	An improved vision of the DRP

	6.4
	Establish Budget for selected steps to meet the DRP.
	
	Director of IT
	
	
	X
	
	
	
	To have an approved budget for project
	A Board approved budget via board Meeting notes

	6.5
	Select technology strategies to help improve DRP process to meet established RTO.
	
	Director of IT
	
	
	
	X
	
	
	Determine the best technologic fit to meet the Board’s Recovery Time Objective
	A formal RFP process that meets the technical requirements for the Board


Information Technology (continued)

GOAL:     Meet the needs of a changing system by adopting available technologies to help enable better collaboration and communication to best service the Board, communities, and the consumers/ clients.   
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months       Y2 Months       Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	6.6
	RFP Process for vendor selection
	
	Director of IT
	
	
	
	X
	
	
	To have an RFP process established.
	A Hardware / Software Vendor selected

	6.7
	Implement selected technology to meet identified steps to improve the RTO in the DRP.

	$
	Director of IT
	
	
	
	
	X
	
	To implement the new technology
	An improved RTO and DRP


ADVOCACY / SOCIAL MARKETING
GOAL:     ENSURE RECOVERY FROM AOD AND MENTAL ILLNESS IS A PERMANENT CIVIC PRIORITY.
	#
	Objectives / Actions
	  Cost
	Lead
	Year

  Y1 Months        Y2 Months        Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Increase the visibility and community’s understanding of the ADAMHS Board of Cuyahoga County while establishing the importance of mental health and alcohol and other addiction services as a civic value.

	1.1
	Open, maintain and strengthen relationships with the local community and all forms of media.
	
	Board of Dir.  and  CEO
	X
	X
	X
	X
	X
	X
	1. Identification of possible community and media champions

2. Identification of possible non-traditional community and media relationships
	1, People selected as community and media champions

2. Number of community and media appearances with champions

3. Number of new relationships formed

	1.2
	Build and / or maintain effective relationships with the media to inform the public about the ADAMHS Board and behavioral health issues.
	
	CEO and Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Increase visibility of the ADAMHS Board

2. Increase understanding of behavioral health issues

 
	1. Number of media hits mentioning the ADAMHS Board

2. Use of survey to gauge public’s understanding and awareness of the ADAMHS Board and behavioral health issues

	1.3
	Develop and publish tools for the public that describe the ADAMHS Board, service providers and how to access services.
	
	Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Inform the community about the ADAMHS Board, and services available from providers through various   publications and electronic sources
	1. Publication of the Services Directory

2. Maintenance of ADAMHS Board Web site

3. Publication and distribution of the CEO Headliners and other publications



	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.4
	Identify new corporate and public partnerships.
	
	CEO, Dir. of Ext. Affairs and Board of Dir.
	X
	X
	X
	X
	X
	X
	1. Increase corporate, non-profit and public partnerships to promote the understanding of behavioral health issues

2. Increase corporate, non-profit and public partnerships to promote support of the ADAMHS Board and behavioral health issues
	1.Development of Corporate sponsorship/relationship package

2. Number of new partnerships developed  

	1.5
	Offer behavioral health training to the public and partner systems via the Training Institute.
	
	Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Development of workshops with general behavioral health information for the public and other systems to be added to the Training Institute
	1. Number of workshops with general behavioral health focus

2. Number of workshop attendees 



	2.0
	Educate the elected officials, providers, and public about mental health, alcohol, drug, and other addiction issues.

	2.1
	Continue involvement in Public Awareness and other related Campaigns:

· Of-1-Mind Campaign

· Treatment Works… People Recover Campaign

· Behavioral Health Care is Health Care Campaign

· Suicide Prevention Campaign


	
	Dir. of Ext. Affairs, CEO and Board of Dir.
	X
	X
	X
	X
	X
	X
	1. Maintain active involvement in promoting behavioral health care issues to the public
	1. Number of campaign related activities, ads, etc.

2. Increased awareness of behavioral health issues


GOAL:     ENSURE RECOVERY FROM AOD AND MENTAL ILLNESS IS A PERMANENT CIVIC PRIORITY.
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.2
	Develop and implement a cross training and system orientation curriculum for system-wide providers as part of the Training Institute. 
	
	Dir. of Ext. Affairs and other Department Chiefs and Directors.
	X
	X
	X
	X
	X
	X
	1. Develop workshops for providers that include an orientation of the ADAMHS Board, system overview and cross system training to be added to the Training Institute
	1. Number of workshops developed

2. Number of attendees at each workshop

	2.3
	Ensure sustainability of the Training Institute by recruiting trainers from the providers at no cost to the ADAMHS Board.
	
	CEO and Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Recruitment of trainers at no cost
	1. Number of trainers from providers at no cost 



	3.0
	Support leadership efforts to increase funding.

	3.1
	Establish Behavioral Health Citizens Action Group consisting of key stakeholders to identify local funding stream opportunities dedicated to behavioral health, and to educate public policy decision makers about the need for services and funding.
	
	CEO, Board of Dir. and Dir. of Ext. Affairs
	X
	
	
	
	
	
	1. Identify and invite key stakeholders to participate in Behavioral Health Citizens Action Group
	1. Development and membership of Behavioral Health Citizens Action Group

2. Activities and accomplishments of the Behavioral Health Citizens Action Group 

	3.2
	Support state-wide funding strategy that describes a solution for sustaining community behavioral health treatment in the State of Ohio.
	
	CEO, Board of Dir. and Dir. of Ext. Affairs
	X
	
	X
	
	X
	
	1. Continue to support the OACBHA three-tier funding strategy
	1. Acceptance of the OACBHA three-tiered funding strategy by the Governor and legislators


Advocacy (continued)

GOAL:     ENSURE RECOVERY FROM AOD AND MENTAL ILLNESS IS A PERMANENT CIVIC PRIORITY.
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	3.3


	Advocate for a separate Cuyahoga County funding stream dedicated for behavioral health services.
	
	Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Development of workshops with general behavioral health information for the public and other systems to be added to the Training Institute
	1. Number of workshops with general behavioral health focus

2. Number of workshop attendees 

	3.4
	Prepare appropriate materials and plan activities to support funding initiatives. 
	$
	CEO and Dir. of Ext. Affairs
	X
	
	X
	
	X
	
	1. Development of materials and activities that educate key stakeholders about the need for appropriate funding
	1. Number and success of materials and events, such as fact sheets, talking points, press conferences, rallies, etc.

	4.0
	Develop and implement an annual advocacy action agenda.

	4.1
	Identify and prioritize advocacy issues/areas to include in the advocacy Action Agenda.
	
	CEO, Board of Dir. and Dir. of Ext. Affairs


	X
	
	X
	
	X
	
	1. Identify advocacy issues during the Community Relations and Advocacy Committee
	1. Development of an annual Advocacy Action Agenda, approval by the Full Board of Directors and distribution to key stakeholders

	4.2


	Utilize the advocacy action agenda to develop messages to legislators, state agencies, policy makers, consumers, providers and the general public.
	
	CEO, Board of Dir. and Dir. of Ext. Affairs
	X
	X
	X
	X
	X
	X
	1. Develop ADAMHS Board's messages to legislators, state agencies, policy makers, consumers, providers and the general public


	1. Number of e-mailings issued updating the public about  legislative issues and advocacy action alerts 

2. Number of contacts with legislators and key decision makers 

3. Advocacy accomplishments attained each year


CONSUMER AFFAIRS
GOAL:    Maximize consumer feedback and participation through multiple mechanisms.
	#
	Objectives / Actions
	Cost
	Lead
	Year

 Y1 Months         Y2 Months         Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Develop and Implement consistent, regular town hall meetings with targeted audiences on specific topics. (Kids, Families, AOD, MH consumers).

	1.1
	Identify topics / audience for town hall meetings.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	X
	
	X
	
	X
	
	Involve consumers in identification of topics
	Meeting Minutes

	1.2
	Conduct town hall meetings
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	
	X
	
	X
	Increase  consumers input into ADAMHS Board policy and planning
	Meeting Attendance Sheets

	2.0
	Utilizing new technology to protect anonymity / confidentiality to gather as much feedback as possible.

	2.1
	Develop / Utilize blogs, social networking, etc.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	X
	X
	X
	X
	Increase consumers’ feedback on mental health and AOD issues
	Documentation of technology usage 

	3.0
	Create & Empower a multi-disciplinary team (Clinical, Planning, Consumer Affairs, Prevention, and QI) to engage consumers and sometimes “Non-consumers” in focus groups. 

	3.1
	Establish multi-disciplinary team and define topic
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	X
	
	X
	
	X
	
	Creation of team
	List of team members 

	3.2
	Conduct a focus group
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	
	X
	
	X
	Empowerment of consumers by greater participation
	Notes from focus group

	3.3
	Present focus groups results to ADAMHS Board of Directors.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	
	X
	
	X
	Increasing consumers’ avenues of input to Board of Directors policy and decision-making 
	Board of Directors Meeting Minutes


Consumer Affairs (continued)

GOAL:     Maximize consumer feedback and participation through multiple mechanisms.
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	3.4
	Disseminate results to ADAMHS Board service providers and staff.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	
	X
	
	X
	Increase accessibility of consumers’ feedback to stakeholders
	Publication of focus group results

	4.0
	Create an active pool of MH, AOD, Kids and Adult consumers and family members who represent a cross-section of agencies, geography and cultures to serve. 

	4.1
	Recruit and establish pool.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	X
	
	X
	
	X
	
	Create a reliable and available group of consumers who will be able to respond to n various requests for consumer input
	List of individuals willing to serve

	4.2
	Conduct focus groups as needed –for Requests for Proposal (RFP), Requests for Qualification (RPQ), Requests for Information (RPI) Committees – In program planning during program creation and implementation – With advocacy effort – Training institute – On artistic expression

	
	Director of Legal Affairs and Appreciative Inquiry Chair
	
	X
	X
	X
	X
	X
	Increase the available methods for consumer participation
	List of activities in which consumers engaged 

	4.3
	Invite consumer participation in education / training, regarding Advisory Board facilitation / Participation.
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	X
	
	
	
	X
	
	Increase consumers’ skills and ability to effectively serve on committees and other groups
	List of trainings consumers were able to access

	5.0
	Capture consumer and family stories of lives impacted by MH or Addiction through creative expression of wellness, advocacy, marketing and stigma reduction.

-Video – Art – Music – Poetry - Dance

	5.1
	Solicit / Involve Community Partners including universities, schools, agencies, etc.  
	
	Director of Legal Affairs and Appreciative Inquiry Chair
	X
	
	X
	
	X
	
	Increase collaboration with other entities to maximize consumer voice
	List of entities involved with assisting in soliciting consumers’ stories and voice

	5.2
	Develop and implement “Celebration of Recovery” event(s).  
	
	Director of Legal Affairs and AI Chair
	
	
	X
	
	X
	
	2 per year in years 2 and 3
	Videos, poetry, live performances


HUMAN RESOURCES
GOAL:    Ensuring the full organizational utilization of the talents, expertise and knowledge of ADAMHS Board of Directors, Staff, Provider system and community stakeholders.
	#
	Objectives / Actions
	Cost
	Lead
	Year

 Y1 Months        Y2 Months      Y3 Months
	Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	1.0
	Provide education to Board Staff.

	1.1
	Create a more structured, in-depth, scheduled orientation for Board staff.
	
	Director of Human Resources
	X
	X
	
	
	
	
	1. Develop in-depth electronic staff orientation presentation / packet

2. Update electronic staff orientation as needed 


	1. Completion of the electronic presentation

2. Completion of orientation packet

3. Completion of new hire paperwork

Training schedule and follow-up report

	1.2
	Include Board of Director information in staff orientation (i.e., committee structure, Robert’s Rules, etc.).
	
	Director of Human Resources
	X
	X
	
	
	
	
	1. Develop in-depth electronic staff orientation presentation / packet that includes Board of Director information
	1. Orientation includes broader knowledge of the Board of Director’s roles, responsibilities and committee structure

	1.3
	Increase frequency and related content trainings on a regular basis to Board staff
	$
	Director of Human Resources
	X
	X
	X
	X
	X
	X
	1. Develop staff training schedule.
	1. Published staff training schedule with topics that include sexual harassment, ethics, drug free workplace, computer training, etc.

2. Number of completed staff trainings


Human Resources (continued)

GOAL:     Ensuring the full organizational utilization of the talents, expertise and knowledge of ADAMHS Board of Directors, Staff, Providersystem and community stakeholders.
	#
	Objectives / Actions
	Cost
	Lead
	Year

Y1 Months      Y2 Months      Y3 Months
	
Performance
Goal
	Performance
Measurement
Source

	
	
	
	
	1-6
	7-12
	1-6
	7-12
	1-6
	7-12
	
	

	2.0
	Promote quality HR best practices, technical support activities and leadership throughout the system.

	2.1
	Recruit additional provider membership in the Board / Agency HR work group. 
	
	CEO and Director of Human Resources
	X
	
	X
	
	X
	
	1. Invitation letter to all providers to join the existing Board / Agency HR Workgroup

2. Development of topics by HR Workgroup 

3. Development of workshops with HR focus to be included in the Training Institute
	1. Number of providers who join the committee

2. Number of attendees at each meeting

3. HR Workgroup meeting summary reflects topics discussed.

4. Number of  workshops with HR focus


It should be noted that at the time of the development of the 2011 – 2013 ADAMHS Board of Cuyahoga County Strategic Plan, the priorities and amounts of Federal, State, and County funding allocations designated to the ADAMHS Board of Cuyahoga County and service delivery system during the  2011 – 2013 biennium had yet not been determined.  Portions of this strategic plan may require modification based on what the actual funding allocations are.  The Strategic Plan will be regularly reviewed and updated as needed by the ADAMHS Board of Directors and leadership staff.
Identify the Board’s process for determining capacity, prevention, treatment and recovery support services.

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

The Board funds AOD prevention programs which utilize NIDA evidence-based practices. Further, these programs must meet or exceed pre-determined performance targets which align with ODADAS and Board investor targets based on SAMHSA’s National Outcome Measures. These programs promote the creation of healthier communities by providing participants with the necessary skills and resources to successfully meet life transitions by making healthier life choices including abstinence from substance abuse. Because of severe funding limitations the Board has found it necessary to limit its funding to programs designed primarily for higher risk individuals, families and youth. 

The Board ‘s network of sixty-three AOD prevention programs provide access to high quality prevention services for participants across the lifespan at all levels of the continuum of care from Universal, Selected to Indicated including a referral process for connection with a treatment agency if indications of possible dependency are in evidence.
The ADAMHS Board, shall, in the planning and funding process, prioritize the provision of all mental health services to persons with severe mental disability and children with serious emotional disturbance, as defined in Ohio Administrative Code 5122-24-01 (B) (67) and (68).  In addition, the ADAMHS Board shall prioritize the provision of alcohol and drug addiction services to pregnant women, intravenous drug users, persons with co-occurring disorders and indigent males.  The ADAMHS Board may utilize various resources, including but not limited to, community needs assessments, surveys, polling, focus groups, stakeholders, and the practices of the Ohio Department of Mental Health and/or Ohio Department of Alcohol and Drug Addiction Services, in making planning and funding decisions.  The ADAMHS Board’s prioritization attempts to assure that persons with severe mental disability, children with serious emotional disturbance and drug dependent persons will have ready access to services and resources that support recovery for adults and resiliency in children.

Alcohol, drug addiction and mental health services shall be directed towards improving the active participation of clients in meaningful, satisfying ways in their communities.  The services shall be culturally competent, clinically appropriate, of high quality, meet all applicable state rules and standards and be measurable through various ADAMHS Board monitoring processes.

The Substance Abuse Prevention and Treatment (SAPT) Block Grant requires prioritization of services to several groups.  These include: TANF recipients, women and pregnant women, women with children, IV drug users, individuals with or at risk for tuberculosis and HIV, children, adolescents, offenders and former SSI/SSDI recipients. The SAPT Block Grant requires that 20% of federal funds be used for prevention services.  The ADAMHS Board has maintained adherence to these guidelines. Target populations identified by the Block Grant are given priority placement in treatment facilities with available slots.  If there is difficulty with placing a pregnant woman, providers contact the Board for assistance.

Intravenous Drug Users remain a high priority population within the behavioral health care system.  The providers of Medically Assisted Treatment submit monthly reports on their ability to admit new individuals.  As in other parts of the state, Cuyahoga County is experiencing an increasing need to offer services to heroin or other opiate users.  The ninety percent capacity report reveals that the detoxification agencies as well as the Medically Assisted Treatment agencies are overcapacity and waiting lists to access treatment are not uncommon.  Interim services are offered to individuals who are maintained on a waiting list. 
An internal workgroup consisting of representatives from the Board’s Planning/System Development, Clinical and Legal units met to develop a list of priority service categories.  The workgroup reviewed agency survey results and ADAMHS Board policies as part of the process.

The Board has developed a Prioritization of Services Policy that was approved by the Board of Directors on April 28, 2010. Prior to this, on July 1, 2009, the ADAMHS Board of Directors had approved a policy regarding Contract Modification Due to Change in Funding. The workgroup identified two distinct sources of funding as essential variables for consideration while determining service priorities and are viewed as a “must do” or “non-negotiable”, they are:
· Medicaid Eligible Services

· Programs Receiving Restricted or Pass-Thru Funding

In addition, from a clinical perspective, the workgroup considers “mental health assessment” as a pre-requisite for accessing treatment services. After much discussion, the Prioritization of Service Workgroup generated the following recommendations for services to both children and adults:

· Crisis Intervention

· Community Psychiatric Supportive Treatment

· Behavioral Health Counseling & Therapy

· Pharmacological Management

· Residential/Housing

· Respite
· Vocational/Employment
Behavioral Health Capacity, Prevention, Treatment and Recovery Support Services Priorities, Goals and Objectives

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

Question 12: Based upon the Departmental priorities listed in the guidelines (and/or local priorities) and available resources, identify the Board’s behavioral health capacity, prevention, treatment and recovery support services priorities, goals and objectives for SFY 2012—2013.
AOD Prevention Service Priorities include:
· Childhood /Underage Drinking

· Youth-Led Prevention

· Evidence-Based Practice

· Older Adult Services
AOD Prevention Goals include the provision of programs which:
· increase the number of customers who avoid ATOD use and perceive non-use as the norm;

· increase the number of customers who perceive ATOD use as harmful;

· increase the number of customers who experience positive family management;

· increase the number of customers who demonstrate school bonding and educational commitment;

· increase the number of peer leaders;

· reduce the number of customers who misuse prescription and/or over-the-counter medications;

· provide problem identification and referral services to youth and adults who are referred because they exhibit ATOD related behavioral problems such as ATOD use, aggressive behavior, signs of depression, employment problems, academic failure and/or truancy.
Additionally, the Board is considering prevention service realignment and/or expansion (should additional funding become available) to meet the following service gaps:
· Increase AOD prevention education and supportive services to the elderly and handicapped high-risk populations;

· Increase prevention education services to pregnant women specifically designed to reduce the incidence of Fetal Alcohol Syndrome.
AOD Adult Treatment Priority Population:
· pregnant women
· women
· injecting drug users
· clients and staff at risk of tuberculosis
· deaf and hard of hearing
· veterans
· criminal justice involved clients
AOD Treatment and Recovery Services Goals

· Increase the number of customers who are abstinent at the completion of the program.

· Increase the number of customers who are gainfully employed at the completion of the program.

· Increase the number of customers who incur no new arrests at the completion of the program.

· Increase the number of customers who live in safe, stable, permanent housing at the completion of the program

· Increase the number of customers who participate in self-help and social support groups at the completion of the program.
MH Priority Populations include: 
· Adults with SMI, SPMI, and SMD 
· Children/youth with SED 

· Youth and Young Adults in Transition

· Older Adults

· Deaf and Hard of Hearing

· Military Personnel/Veterans

· Individuals involved in the criminal justice system including juvenile justice and Forensic clients

· Individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility

· Individuals involved in the child welfare system

Mental Health Treatment and Recovery Support Goals
· Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
· Increase competitive employment

· Decrease school suspensions and expulsions.
· Decrease criminal and juvenile justice involvement.

· Increase access to housing, including Supportive Housing.
· Decrease homelessness.

· Decrease re-hospitalization at Regional Psychiatric Hospitals in 30 and 180 days.

Mental Health Prevention Goals: 
·     Strengthen families by targeting problems, teaching effective parenting and communication skills, and helping families deal with disruptions (such as divorce) or adversities such as parental mental illness or poverty.
· Strengthen individuals by building resilience and skills and improving cognitive processes and behaviors. 

· Prevent specific disorders, such as anxiety or depression, by screening individuals at risk and offering cognitive or other preventative training (e.g. Red Flags).
· Promote mental health in schools by offering support to children encountering serious stresses, modify the school environment to promote pro-social behavior; develop students’ skills in decision making, self-awareness, and conducting relationships; and target violence, aggressive behavior and substance use.

· Promote mental health through health care and community programs by promoting and supporting pro-social behavior, and emotional health, such as sleep, diet, activity and physical fitness.

· Programs that promote mental health and wellness for adults, especially for those with occurring chronic health conditions (e.g. cardio-vascular disease, diabetes). Programs that increase the number of persons that receive mental health screenings, brief intervention, referrals and treatment.

· Programs that decrease or eliminate stigma that are barriers to early intervention for emotional problems and mental illness.

· Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.

· Programs that provide screening and early intervention to older adults (e.g. Healthy IDEAS).

Behavioral Health Capacity Goals

· Reduce stigma (e.g., advocacy efforts)

· Mental Illness and Addiction are health care issues with an appropriate and necessary continuum of care that includes prevention/intervention and treatment and recovery services

· An accessible, effective, seamless prevention/intervention, treatment and recovery services continuum from childhood through adulthood

· A highly effective workforce

· Use a diversity of revenue sources to support Ohio's behavioral health system (e.g., apply for foundation and SAMHSA discretionary grants)

· Promote and sustain the use of “evidenced-based” policies, practices, strategies, supportive housing, peer support, and other programs

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

· Promote integration of behavioral healthcare and other physical health services 
· Maintain access to services to all age, ethnic, racial, and gender categories as well as geographic areas of the state

· Improve cultural competence of behavioral health system

· Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay

· Decrease nursing facility admissions and increase consumer choice consistent with Olmstead recommendations and the Unified Long Term Care Budget

· Adults and family of youth consumers report that they are satisfied with the quality of their care and participate in treatment planning

· Increase hiring of peers

· Increase access to web-based training systems

· Increase availability of professionals through HPSA in areas with shortages

· Increase the availability of school-based behavioral health services

· Increase availability of trauma-informed and trauma-focused care

The ADAMHS Board is creating a central intake program to create a single point of entry into the public mental health system in order to better serve uninsured adults with behavioral health needs and to improve utilization of limited non-Medicaid funds. Eligible persons include any individual aged 18 or older who is: a resident of Cuyahoga County, uninsured, new to the public mental health system OR has not been seen within the system in more than 6 months.  Appropriateness for the public mental health system is defined by a COMBINATION OF DIAGNOSIS AND FUNCTIONING. In general, this system is designed to serve the most severely mentally ill, including but not limited to, individuals with the following diagnoses: Schizophrenia, Schizoaffective Disorder, Bipolar I Disorder, Bipolar II Disorder, Major Depression with Psychotic Features, and Recurrent Major Depression. 

Individuals who have other diagnoses may also be appropriate for this system if they have major deficits in psychosocial functioning (e.g. homelessness, inability to perform ADLs, recurrent hospitalizations), co-occurring personality disorders, co-occurring substance use disorders, and/or physical co-morbidities.
The Screening, Centralized Assessment, Level of Care Assignment, and Engagement (SCALE) Program was implemented on January 3, 2011 and will be inclusive of community referrals as well as the state hospital. This Program will be linked with the AOD Centralized Assessment program to ensure linkage to AOD treatment. SCALE will also be linked with Cuyahoga County’s Board funded mobile crisis team.  In addition, Board staff are working collaboratively with community partners such as the Free Medical Clinic of Greater Cleveland, the Federally Qualified Health Care Centers as well as the psychiatric hospital system to coordinate services for individuals who may not be appropriate for the behavioral health care system.  
Suicide prevention remains a high priority of the Board. The Board’s Suicide Prevention Awareness Campaign has been running periodically since February 2005. The purpose of the campaign is to reach as many citizens of Cuyahoga County with the message: Do you know someone thinking about suicide? and direct people who are in need of help or more information to the Board’s 24-hour suicide prevention, mental health information and referral line for adults and children. This hotline is operated by Mental Health Services, Inc. As a result of previous campaigns, calls to the suicide prevention hotline have increased between 29% and 63% over periods when the campaign was not active.

 

The facts prove that suicide prevention should continue to be a priority of the Board:

 

· Over 1,400 Ohioans completed suicide in 2008 (an average of nearly four suicides per day in Ohio because of the economy).

· Recent media coverage has called attention to the role of bullying in suicides. 

· Holidays are traditionally a time of increased depression.

· Suicide is the 11th leading cause of death in the United States.

· Suicide is the 2nd leading cause of death in America for 15-24 year olds, 

· Suicide is the 3rd leading cause of death for 10-14 year olds.

 

Given these facts, the Board will continue to run the Suicide Prevention Campaign in FY 11 and FY 12. Given the influence of bullying on suicide, we will be focusing spots on radio stations that target teens and young adults. In addition, the Board will continue to place ads using media that provide the best investment for limited resources, such as radio, billboards and bus placards. 

The Board realizes that people with mental illness or addiction issues often reach out to clergy for assistance. Clergy may not always be familiar with behavioral health issues, the treatments available, the process for referral or the appropriate response. Therefore, the Board plans to reach out to the clergy community. To provide this information in an easy to use format, the ADAMHS Board is partnering with Cleveland’s Village TV, a local cable channel, to produce a 60-minute video divided into four 15-minute segments. The video segments would be posted on the ADAMHS Board’s Web site, www.adamhscc.org, and Village TV’s Web site, www.villagetv.org. 

 

The four segments of the video will focus on the following topics and include specific scripture references:

 

· Mental Illness and Alcohol and Other Drug Addiction are Illnesses

· Enlightening and Helping Your Congregation and Making Referrals

· Suicide Prevention

· Testimony from People in Treatment, Providers and Clergy

 

A postcard will be designed and sent to the clergy in Cuyahoga County directing them to either the ADAMHS Board or Village TV’s Web site. 

Reaching out to substance abusing women in the community is a high priority of the Board following Cleveland’s high profile Imperial Avenue murders. The Board is committed to a non-traditional outreach program to seek women in need of AOD treatment. The Board, in partnership with providers and community partners, will develop a safe house to serve as a respite from the streets. A Women’s Project Steering Committee has been established to develop the safe house - which is being called Seasons of Hope. The Board will hosted a luncheon on April 8, 2011, to raised $8,000 to help with the start-up costs. Tonier Cain, a national speaker on trauma and substance abuse, will be the featured speaker. 
 
The Board strongly believes that the reduction of stigma around both mental illness and alcohol and other drug addictions is critical to achieving adequate funding for services. To reduce stigma, the Board will continue to promote the message that Behavioral Healthcare is Healthcare, through the Ohio Association of County Behavioral Health Authorities’ Of-1-Mind campaign. The Board’s Director of External Affairs continues to serve as the Chair of the Of-1-Mind Campaign committee. 

Cuyahoga County was selected as one of eight sites and received a $157,873 planning grant to participate in Phase I of Attorney General Eric Holder’s Defending Children (Children Exposed to Violence) initiative. Up to four communities will be selected from the initial eight to receive funding for further implementation of their plans. The ADAMHS Board is supporting this initiative which has the goal of preventing and reducing the impact of children’s exposure to violence in their homes, schools, and communities to break the cycle of crime, violence, and abuse. Treatment will be provided to children who were exposed to violence. The Board’s CEO is serving as one of six Vice Chairs on the Governing Board that will participate in a six-month strategic planning process. If selected as a final site, this plan will enable Cuyahoga County to improve prevention, intervention, and response systems for children most at risk and exposed to violence from birth through 18. The Board’s Director of External Affairs is the Chair of the Community Engagement and Awareness Committee, which also makes him a member of the Governing Board. Other Board staff members will serve on the project’s other committees. 
The Board funds an array of recovery support services for adult consumers including, but not limited to, permanent supportive housing sites and Residential Care Facilities (RCFs) that target consumers who are discharge-ready from institutional settings (e.g., state psychiatric hospitals, private hospitals, nursing homes, prisons, etc.).  The goal is to reduce bed days for those consumers no longer meeting the criteria for state psychiatric hospitalization. Many of these projects are designed for specific programs and populations, including Transitional Youth, Deaf Mentally Ill/Developmentally Disabled (MI/DD), Older Adults, mobility challenged, and residential projects for co-occurring disorder the MI/DD and Substance Abusing/Mentally Ill (SAMI) population(s).  In addition, the Board contracts with 70 Adult Care Facilities in Cuyahoga County to subsidize consumer placements in the community.  These consumers previously received treatment in residential care facilities or have transitioned from institutional settings. 

When addressing capacity goals and objectives please address the following:

Access to Services
Question 13: What are the Board’s goals and objectives for addressing access issues for behavioral health services identified in the previous section of the Plan? 

To address access issues in the area of prevention the Board will continue to monitor trends and identify service needs using the following methods: the ongoing review of prevention utilization data, surveys, consumer satisfaction data, research data, consumer feedback and planning groups with key stakeholders. The Prevention Roundtable plans to organize a prevention outcomes workgroup which will offer additional opportunities to solicit and review provider and system feedback. 
Between the fall of 2009 and today, the Board has been engaged in three interlocking Non-Medicaid Initiatives intended to ensure that, in a system with limited funding, treatment is provided to uninsured adult mental health consumers in Cuyahoga County who need it most. The three initiatives are: (1) Central Intake Pilot Project (CIPP); (2) Agency non-Medicaid reviews and (3) Service Benefit Package.   

The Central Intake Pilot Project was designed to study the feasibility of providing a single point of entry into the public mental health system for uninsured adults. The Project would also provide baseline system-wide data about the individuals being referred into the system. Consumers were chosen from the following “points of referral”:

a) Those being released from the state hospital,

b) Those being released from prison,

c) Those who are homeless,

d) Those who have been seen by the Mobile Crisis team, and 

e) Transitional young adults, or those aging out of the child/adolescent system.

Central intake does improve access but capacity is still an issue even when service providers open their intakes for CIPP clients

Agency Non-Medicaid Reviews occurred twice in the last fiscal year: once in December 2009 and again in May of 2010. The goals of the Reviews were: (1) to better understand the current non-Medicaid population, (2) to identify barriers to Medicaid eligibility and (3) to provide utilization data to the agencies.  Multiple challenges to Medicaid enrollment exist (e.g. consumers who will never be Medicaid-eligible, lags in processing time, and difficulties in disability determination). Strategies are being developed to address these challenges in a systematic way.  The Reviews have more clearly identified the population of individuals receiving non-Medicaid services.

Service Benefit Package creation occurred simultaneously with the Central Intake Pilot Project. The goals of creating a standardized service benefit package were to: (1) distinguish the services needed by consumers based on their diagnosis, severity of symptoms, and level of function; (2) begin to study utilization of services in a standard way across the entire mental health system; and (3) identify consumers who may not be appropriate for the system. This process represents an ongoing attempt to define the service population and the appropriate services based on diagnosis, severity of symptoms, and level of function.

Based on the results of the Central Intake Pilot Program, the Board is creating a central intake program to create a single point of entry into the public mental health system in order to better serve uninsured adults with behavioral health needs and to improve utilization of limited non-Medicaid funds  Eligible individuals include anyone aged 18 or older who is a resident of Cuyahoga County, uninsured, and who is new to the public mental health system OR who has not been seen within the system in more than 6 months.  Appropriateness for the public mental health system is defined by a COMBINATION OF DIAGNOSIS AND FUNCTIONING. In general, this system is designed to serve the most severely mentally ill, including but not limited to, individuals with the following diagnoses: Schizophrenia, Schizoaffective Disorder, Bipolar I Disorder, Bipolar II Disorder, Major Depression with Psychotic Features, and Recurrent Major Depression. 

Individuals who have other diagnoses may also be appropriate for this system if they also have major deficits in psychosocial functioning (e.g. homelessness, inability to perform ADLs, recurrent hospitalizations), co-occurring personality disorders, co-occurring substance use disorders, and/or physical co-morbidities.
The Screening, Centralized Assessment, Level of Care Assignment, and Engagement with Linkage to Treatment (SCALE) Program was implemented on January 3, 2011. SCALE will be inclusive of community referrals as well as the state hospital. This Program will be linked with the AOD Centralized Assessment program to ensure linkage to AOD treatment. SCALE will also be linked with Cuyahoga County’s Board funded mobile crisis team.  In addition, Board staff are working collaboratively with community partners such as the Free Medical Clinic of Greater Cleveland, the Federally Qualified Health Care Centers (FQHCs) as well as the hospital system to coordinate services for individuals that may not be appropriate to the behavioral health care system.  
The Board has maintained the AOD Centralized Assessment Overflow Program for the AOD treatment providers.  When providers are unable to schedule an assessment within three days of the request for service, they complete a screening form and fax it to the Centralized Assessment Program operated by the Hitchcock Center for Women.  The Hitchcock Center staff contact the individual and schedules an assessment within 72 hours of their contact with the caller. 
Regarding accessibility for the criminal justice system, the Board has worked with the Department of Justice Affairs/TASC to address their assessment wait list and has funded assessor positions for jail assessments.  An additional assessor was hired to complete assessments for individuals who had criminal justice involvement within the previous five years and wanted to access the ODADAS Access To Recovery program.  This assessment position expanded access for individuals who were seeking recovery support services as they were in early recovery.  
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.) 

Consumers who are dually-diagnosed with mental illness and substance abuse disorders may access Board funded vocational/employment services, consumer operated services, and self-help/peer support services.  

Effective April 1, 2011 the ADAMHS Board was formally identified as a partner with the State’s Vocational Rehabilitation Project 3 (VRP3) as a partner to develop a statewide return to work program for individuals with disabilities, including addiction and mental illness, who are in need of treatment to attain the goal of employment.  The Board coordinates with six AOD and/or MH providers in the community to support this unique opportunity to assist with obtaining employment.  
The Board’s Recovery/Employment Specialist conducts regular site visits to contract providers of alcohol and other drug services. Site visits provide an opportunity for board staff to learn about the services, assess the accessibility of services for consumers within the system, and share information about vocational/employment programs, consumer operated programs, and self-help/peer support services available to AOD consumers.
The Board realizes the importance of recovery and therefore provides funding for eight agencies/programs that offer self-help/peer support services and consumer operated services in Cuyahoga County. The programs target consumers who experience mental illness including those with a co-occurring substance abuse disorder.  In Cuyahoga County, these agencies/programs are commonly known as SHAPE (Self-Help And Peer Empowerment) agencies. These agencies hire people who are in recovery from mental illness and substance abuse disorders. They hold various positions within the organization, such as supervisor, peer support specialist, CPST worker, and employment specialist.  Therefore, SHAPE programs employ staff who are sensitive to, and equipped to address, the cultural needs of the populations they serve. They include the following:

Compeer Program – Provides peer support service that matches caring, compassionate adult volunteers with people coping with mental illness. The program also offers social and recreational activities.

Future Directions – Consumer operated drop-in center that uses a nonprofit craft business to introduce consumers to a social and work environment.  The program markets and sells crafts and other items made by members of the group.  

Links Cleveland – Consumer operated drop-in center that provides social activities which helps consumers develop social, self-help and empowerment skills. 

Links East – Consumer operated drop-in center that provides social and educational activities, which helps consumers develop social and self-help skills.

Magnolia Clubhouse – The organization is certified by the Commission on Accreditation of Rehabilitation Facilities (CARF) and is a member of the International Center for 
Clubhouse Development (ICCD). The Clubhouse provides consumer operated services which offers transitional and independent supported employment opportunities, supported education, advocacy, and social and recreational opportunities. Members of the Clubhouse work alongside staff in all aspects of the operation of the Clubhouse.

The Exchange Center – Consumer operated drop-in center that provides social and educational activities which helps consumers develop effective communication skills, self-help, advocacy, and empowerment skills.

Warmline – Peer support service that provides a round-the-clock telephone support line operated by peer support workers who have been trained to provide a listening ear, referrals and transfer calls to Mobile Crisis, when necessary.

The Living Miracles – The organization provides peer support services, weekly support groups, social, and educational activities in a family oriented setting, which encourages stability, personal growth and social responsibility in working towards recovery.  

Consumer satisfaction surveys are completed by consumers who receive vocational/employment services, self-help/peer support services, and consumer operated services from contract agencies.  The Board will continue to collect survey outcomes at least annually

Several programs funded by the Board (NAMI Greater Cleveland’s Family Caregivers program, Far West Center’s Family Caregivers, MHS’ PATH, Consumer Protection Services for payee services, PATH Veterans & PATH Reentry programs for the homeless) are required to conduct annual consumer satisfaction surveys and submit the results to the Board. Based on the survey results, providers are required to implement amendments, as appropriate, to ensure quality improvements to their programs. Consumer outcomes and monthly/quarterly status reports are required through agency contracts with the Board to ensure that the programs are in compliance with the planned goals for successful recovery.

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

ORC 340.033(H) Goals

Question 15: To improve accountability and clarity related to ORC 340.033(H) programming, ADAMHS and ADAS Boards are required to develop a specific goals and objectives related to this allocation.
ORC 340.033 (H) When the board sets priorities and develops plans for the operation of alcohol and drug addiction programs under division (A)(2) of this section, the board shall consult with the county commissioners of the counties in the board’s service district regarding the services described in section 340.15 of the Revised Code and shall give a priority to those services, except that those services shall not have priority over services provided to pregnant women under programs developed in relation to the mandate established in section 3793.15 of the Revised Code. The plans shall identify funds the board and public children services agencies in the board’s service district have available to fund jointly the services described in section 340.15 of the Revised Code.


In accordance with ODADAS and the Substance Abuse Prevention and Treatment Block Grant guidelines, “the Board shall ensure that each pregnant woman in the state who seeks or is referred for and would benefit from treatment services is given preference in admission and will publicize the availability to such women of services from the agencies (programs) and the fact that women receive such preference.  In the event that a treatment facility has insufficient capacity to provide treatment services to any pregnant woman who seeks services from the facility, the facility will refer the woman to a treatment facility that has the capacity to provide treatment services to the woman or will, if no other treatment facility (program) has the capacity to admit the woman, make available interim services to the woman not later than 48 hours after the woman seeks the treatment services.”
Pregnant women (which include pregnant teens) cannot be placed on waiting lists.  If the agency cannot provide treatment services and is unable to refer to another agency to accommodate the women’s treatment needs, they are to contact the Board Planning Department.  In order to meet ODADAS and SAPT guidelines, the Board requested that all agencies that provide services to women post signage in visible locations such as the waiting area, the Intake office or lobby indicating that pregnant women are given immediate services.  

The Board has maintained a collaborative relationship with Department of Children and Family Services to coordinate services to families engaged in protective custody who are identified as needing alcohol/drug treatment services.  The Board coordinates onsite assessment and referral services.  Additionally, the Board funds the Women & Children’s Intensive Outpatient Program and the Women’s Residential programs.  

The DCFS Start Program supports DCFS clients by assigning parent/advocate caseworker teams designed to support them in completing treatment.  Additionally, DCFS, Board funded providers of women’s AOD services and the Board staff participate in monthly meetings to discuss coordination of services as well as identify issues that may hamper the recovery process.  This monthly meeting provides a forum to form critical relationships between each system so that as issues arise, solutions are readily reached. 

The Board actively participates in the Cuyahoga County Perinatal Depression Network Taskforce and Ad-Hoc committees. Several contract service providers (Berea Children’s Home, Connections, Far West Center, and Center for Families & Children & MHS, Inc’s Mobile Crisis Team) provide specific programs for pregnant and postpartum women who suffer from depression. Postpartum women in outpatient, home visiting settings, or at the 6–8 week postpartum examination are screened using the Edinburgh Postnatal Depression Scale (EPDS) and referred to a service provider for appropriate mental health and alcohol/drug abuse services. Efforts are made to involve the client’s primary care physician and/or OB/GYN in the aftercare.
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 Board continues to collaborate and maintain partnerships with the City of Cleveland, the Ryan White Regional Planning Council and Quality Management Committee and the AIDS Funding Collaborative, as well as attending HIV conferences and community education programs.  These activities allow the Board to stay abreast of the changing needs within the HIV Prevention community.  The Board recognizes that risky behaviors such as drug use and unsafe sexual behaviors increase the risk of acquiring and/or transmitting HIV/AIDS.     
In an effort to impact high risk populations, the Board’s goal is to provide a comprehensive HIV education program in AOD treatment facilities that includes information, skill development and support to reduce the risk of HIV, TB, STDs, and Hepatitis as well as the AOD risk.  The Board will achieve this goal by contracting with Board funded providers with an existing HIV Prevention program to provide HIV and other sexually transmitted disease education and/or HIV testing.  Providers will be mandated to use a standardized curriculum based on The Center for Disease Control and Prevention’s Evidence-Based Intervention Safety Counts for HIV education.  Agencies providing HIV testing will be responsible for pre- and post-test counseling for the AOD treatment population as well as making appropriate referrals for clients who test positive. 

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

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

Non violent misdemeanants who are hospitalized in the state hospitals will have access to community mental health services based upon their diagnosis, level of care and need as determined by SCALES/Connections. SCALES-Screening, Central Intake, Assessment, Linkage/Engagement and Services will assist with getting these patients linked to an appropriate mental health resource in the community.

Mental Health providers will participate in treatment team meetings at the state hospital in order to plan for services in the community. These team meetings cover issues such as identifying appropriate housing, obtaining benefits and coordinating care/follow up in order to ensure successful re entry into the community. 

The ADAMHS Board staff will continue to participate in monthly Clinical Review Team meetings at the state hospital in order to address barriers to discharge to the community. The Board, in collaboration with staff from the state hospital and mental health providers, will develop interventions for the consumers.

Court ordered populations such as persons on probation who are hospitalized will be linked with a mental health provider prior to admission to the state hospital with the assistance from the Board funded Jail Liaisons from our respective treatment agencies. The agencies will coordinate treatment with the probation department.

Persons found Not Guilty by Reason of Insanity and considered for Conditional Release, will be referred to our designated provider, Recovery Resources, by the Common Pleas Court. Recovery Resources in collaboration with the staff from the state hospital, will participate in treatment team meetings and court hearings in order to develop an effective release plan.
Five of our largest mental health providers have designated a Hospital Liaison from their agency for the purpose of facilitating, planning and coordinating discharge arrangements for Forensic Hospitalized Adults. The ADAMHS Board coordinates a monthly Clinical Review Team meeting in which Civil and Forensic Adult consumers are discussed. Adults who are identified as Not Guilty by Reason of Insanity and hospitalized at Northcoast Behavioral Healthcare - Northfield Campus are reviewed and discussed on a Quarterly Basis with various members of the forensic team. These clients are primarily assigned to the Board-funded Conditional Release Unit at Recovery Resources, Inc. 
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?
Based on the results of the Central Intake Pilot Program, the ADAMHS Board is creating a program to create a single point of entry into the public mental health system in order to better serve uninsured adults with behavioral health needs and to improve utilization of limited non-Medicaid funds.  Eligible individuals include anyone aged 18 or older who is a resident of Cuyahoga County, uninsured, and who is new to the public mental health system OR who has not been seen within the system in more than 6 months.  Appropriateness for the public mental health system is defined by a COMBINATION OF DIAGNOSIS AND FUNCTIONING. In general, this system is designed to serve the most severely mentally ill, including, but not limited to, individuals with the following diagnoses: Schizophrenia, Schizoaffective Disorder, Bipolar I Disorder, Bipolar II Disorder, Major Depression with Psychotic Features, and Recurrent Major Depression. 

Individuals who have other diagnoses may also be appropriate for this system if they also have major deficits in psychosocial functioning (e.g. homelessness, inability to perform ADLs, recurrent hospitalizations), co-occurring personality disorders, co-occurring substance use disorders, and/or physical co-morbidities.  

Individuals who do not meet these criteria have some options available to them such as a primary care physician or a referral to a FQHC. However, FQHCs have limited resources to serve individuals receiving antipsychotic medications as opposed to those receiving anti-depressants. The Free Medical Clinic of Greater Cleveland has more flexibility but struggles with capacity issues.  There is a gap in services for indigent individuals who are not severely mentally disabled but are in need of behavioral health services to either stabilize a crisis or address a chronic mental illness which impairs functioning, such as depression and/or anxiety.  
The primary role of an FQHC is to provide a “medical home” for indigent consumers.  The availability of behavioral health care services is limited to individuals who are under the care of one of the FQHC’s primary physicians. Further, these behavioral health care services are quite limited in scope. While the FQHCs were willing to accept referrals from the community mental health system for individuals that were “stable” and could receive medication from a primary health physician, they were unable to provide anti-psychotic medication because they don’t have the formulary to supply these medications to their patients.
The Board funded provider agencies have developed partnerships with the FQHCs to address consumers’ physical needs as well as behavioral health needs.  The results of these partnerships are mixed because of consumers’ current patterns of health care usage. Consumers in the mental health system tend to access physical health care services only when the situation is either emergent or acute. Indigent individuals traditionally face significant obstacles in accessing health care and their choices are limited to seeking services at emergency rooms or other health care clinics only when they become symptomatic.  This reveals an ongoing need for the education of consumers in the mental health system regarding addressing their health care needs proactively.  
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.
Maintaining an investment in AOD prevention services now can be expected to reduce the increased cost of treatment later. Substance abuse prevention provides the means for individuals and families to develop coping strategies for dealing with life stresses and transitions without resorting to behaviors related to substance abuse. Prevention programming has been proven to reduce the incidence of not only substance abuse but sexual promiscuity, school drop- out, anti-social behavior and traffic violations and fatalities. In addition to these substance abuse related behaviors, AOD intensive prevention services have been found to be effective in reducing the incidence of certain mental health problems since AOD and mental health issues share certain risk factors. If AOD prevention services were reduced by 48%, the lack of services will severely impact not only the target populations at risk for substance abuse but also the target populations at risk for developing certain mental illnesses. For every dollar spent on drug use prevention, communities can save four to five dollars in costs for drug abuse treatment and counseling.  If more dollars are invested in effective prevention programming, there can be an expected reduction in the need for not only AOD treatment services but mental health services as well. 

The Board’s prioritization will attempt to assure that persons with severe mental disability, children with serious emotional disturbance and drug dependent persons will have ready access and availability to services and resources that support recovery for adults and resiliency in children.  However, reductions in funding will impact the availability of services and will impact providers’ capacities to serve the indigent population.  As noted throughout this plan, the Board has identified priority populations that have few resources and little support to assist them with obtaining needed services.  As treatment availability diminishes, the Board anticipates an increased demand and utilization of crisis services, hospitalization and requests for detoxification.  These are some of the most expensive services available but will be utilized at a higher rate than in past years.

The current economic environment coupled with the number of unemployed persons increases the likelihood that behavioral health care services will be overloaded with requests for services.  In times of stress, the use of alcohol and illegal substances increase and individuals will experience depression and anxiety as their options dwindle.  Funding cuts will increase the likelihood that treatment will focus on individuals that are in greatest need and those individuals that are less symptomatic will go untreated.  

As noted previously, IV drug use and opiate use is on the rise in Cuyahoga County.  The Medically Assisted programs as well as the three detoxification providers are facing an increased demand for services.  They consistently report that they are over capacity but continue to serve as many individuals as possible.  With decreased funding, the current Suboxone program has been eliminated as the cost is prohibitive. 
The Board will continue to target adult consumers who are discharge-ready from instituional settings, including the state hospital(s) to Board funded residential care facilities.  If there are additional reductions in funding to the local system, this will translate into the closure of another adult residential care facility and a reduction in permanent housing units.  Further reductions in funding will present a barrier to the Board in providing community-based services for those consumers no longer meeting criteria for state hospitalization.  In addition, there will be a significant challenge for this system to meet the requirements as illustrated in the Olmstead Decision.  
In order to iillustrate actual reductions in the behavioral health system in Cuyahoga County, the matrix below represents information the ADAMHS Board received from several contract providers and reflects internal staff reductions:

Impact of Fiscal Year 2012 Budget Reductions 

August 16, 2011
	Agency
	Amount

Of Reduction
	Impact

	ADAMHS Board of Cuyahoga County 
	$1.3 million/18%

(Administrative Budget)
	· 13 Staff Layoffs:
· Director of Legal Affairs (offer rescinded)
· Director of Information Services
· Administrative Officer
· Prevention Administrator
· Compliance Audit Supervisor
· Compliance Audit Specialist (2)
· Children’s Program Specialist
· Quality Improvement Specialist
· QI Compliance Specialist
· Public Information Officer
· Administrative Assistant II (External Affairs)
· Administrative Assistant I (Program Division)
· 5 Vacant Positions Abolished from Table of Organization:

· Clients Rights Officer I

· Quality Improvement Specialist

· Accountant II

· Claims/Membership & Information

· Services Technical Assistant

· Children’s Program Specialist

	Stella Maris, Inc.


	$262,500/25%

	· 3 staff layoffs:

· Chemical Dependency Counselor – Detoxification Unit
· Chemical Dependency Counselor – Intensive Outpatient 
· Volunteer Coordinator

· Intensive Outpatient Program: 

· Reduced by $58,750 (25%), which translates to a reduction of 560 Intensive Outpatient Program (IOP) units.

· Approximately 20 clients will not be served (based upon an average length of stay of 8 weeks)

· Referrals from the community for IOP will not be accepted unless they have an alternative source of payment for care.

· Detoxification Services: 
· Reduced by $203,750 (-25%), which translates to a reduction of 523 Units of Subacute Detoxification days.

· 105 clients who will not be served (based upon an average length of stay of 5 days) 
· Community may experience $525,000 in added costs (e.g., courts, jails, prisons, emergency rooms, mental health facilities, etc.) due to the reduction in treatment services offered at Stella Maris.

	Bellefaire JCB
	$137,274
	· Alcohol and Other Drug (AOD) Adolescent Outpatient Treatment:

· $37,635 reduction translates to a loss of 418 client treatment sessions that include counseling, Community Psychiatric Supportive Treatment (CPST) and group services to approximately 14 clients and families.

· AOD Prevention services:

·  $23,266 reduction resulting in the loss of prevention group opportunities for approximately 25 classrooms in the inner-ring suburbs receiving a total of 245 sessions of prevention (including the Botvins Life Skills training and Teen Suicide Prevention groups) services. 

· Approximately 10 group sessions per school with 20-25 students in each class will be effected.

· Early Childhood Mental Health (ECMH):

· $68,260 reduction eliminates the entire ECMH program at Bellefaire, resulting in the absorption of 5 staff positions into existing community based services positions.  

· Eliminates the opportunity for approximately 803 sessions focused on early childhood mental health needs.

· Mental Health in Schools:  

· $8,113 reduction translates to only 90 sessions of Community Psychiatric Supportive Treatment (CPST) services delivered to approximately 10 students in the CMSD and East Cleveland school districts.



	Magnolia Clubhouse
	No Reduction
	· Referrals for 200 new consumers may not be accepted because of flat funding.

	Catholic Charities
	$304,521/18%
	· 5 staff layoffs:

· Clinical Supervisor

· Therapist III
· Therapist II

· Administrative Assistant

· Secretary
· 3 additional staff at risk of layoff in next 3 months

· 130 youth and their families will not be served

· Following services reduced:  
· alcohol and other drug assessment and case management services for adolescents and families

· intake/scheduling services

· information and referral services

· Increase of waiting list for adolescents referred for services by 2 weeks.

· Decrease of 1,200 phone call responses for information and referral.



	Salvation Army: Harbor Light
	$168,526/16%
	· 3-6 staff layoffs within the next few months.

· Elimination of HIV Education services:
· More than 1,000 people benefited from this service.

· Detox Program:

· 75 people (15%) will not be served.

· Intensive Outpatient Program: 

· 35 people (25%) will not receive services.



	Community Assessment & Treatment Services
	$49,515/7.5%
	· Challenge to Change: Intensive Outpatient Program for Indigent Males. 

· 23 consumers will not be served.

· Ineligible for Medicaid or other insurance. Without treatment there is an increased risk for recidivism, unemployment and failure to meet role obligations (child support, etc.).

· Not able to expand program to evening hours for consumers who work during the day. 

 

· ADAMHS Residential Program (formerly known as Jail Reduction): Reduces the jail population by referring AOD dependent individuals to community based treatment
· Number served reduced from 15 consumers to 12.

· Lack of community treatment will result in consumers remaining in jail, where due to their exposure to criminal behavior their risk of recidivism is increased.

· Residential services: 

· In conjunction with cuts from other funders, residential services will be reduced.


	ORCA House
	$68,829/13%
	· 1 staff layoff:

· Post discharge specialist/case manager
· Residential Treatment:

· 20 fewer people will be served.

· Outpatient Treatment Program:

· 30 fewer people will receive treatment.

· Intake/Assessment:

· Eliminated staff backup so waiting list will increase.

	Free Clinic
	$65,533/
	· 1 staff position at risk of layoff

· Intensive Outpatient Treatment Program:
· 30 people are likely not to receive service; however, the Free Clinic generally tries to serve as many clients as possible. The clinic does not turn clients away for lack of funding support from the ADAMHS Board at this time. In the future, the clinic may not be able to do this, especially if we are required to lay off staff.
· May eliminate Gender Specific Daytime group and begin a standard IOP for Men and Women.
· Expect a significant increase in the number of mental health and substance abuse treatment referrals.  
· Free Clinic only receives funding for substance abuse treatment; however, are hearing rumors that some large agencies are not accepting Non-Medicaid referrals for mental health treatment.
· Community may experience $43,686.00 in added cost (e.g., courts, jails, prisons, emergency rooms, mental health facilities, etc.) due to the reduction in treatment services offered at the Free Clinic.

	Hispanic UMADAOP
	$61,107/12% (plus $45,700 HIV Early Intervention) = $106,807 


	· 4 staff layoffs:

· HIV/AIDS Counselor
· Monitors  
· 2 additional staff at risk of layoff. 

· HIV Services:

· 579 people with not be served. 

· Treatment Services:

· 20 people with not be served.
· Services reduced: 
· Prevention defunded

· HIV/AIDS Early Intervention (testing, counseling, outreach)
· Treatment reduction:

· Intake hours

· Monitors support service

· Increase of waiting list by: Estimate of 30 
· Other impact: Low morale of staff

· Community may experience $672,170 in added cost (e.g., courts, jails, prisons, emergency rooms, mental health facilities, etc.) due to the reduction in treatment services offered at the Hispanic UMADAOP.

	Positive Education Program
	$621,762/29%
	· 6.5 staff layoffs:

· Day Care Plus
· Vocational Teacher Counselor
· Case Manager
· Day Care Plus Consultation Services

· Services reduced from 90 day care center sites to 65.
· 300 children from 380 will receive services and the number of units of service will be reduced. 
· Vocational Services:

· Only 24 out of 74 youths aged 16 to 22 previously served will receive vocational services.
· Community Psychiatric Supportive Treatment (CPST) Services for Non-Medicaid Day Treatment Center Youth:
· 40 less children will be served.

	City of Cleveland Department of Public Health
	$175,563/44%
	· 5 staff layoffs:

· Preventive Health Counselors 
· Chief Caseworker Supervisor
· Activities Therapist
· Prevention: Reduction of persons, populations, locations and organizations to be served per year: 
· Approximately 800 youth receiving direct service from 2 prevention staff and 2 part-time interns year-round
· Approximately 10 organizations and coalitions which receive community-based process services year-round

· CMSD faculty and staff
· Job, health, & community fair participants
· The neighborhoods of Glenville; St. Clair/Superior; Harvard; Hough; Broadway; Collinwood; Kamm’s Corners/Bellaire Puritas; Euclid; Shaker Heights; Northfield
· Euclid Collaborative, includes the cities of Euclid, Mayfield, Mayfield Village, Gates Mills, Lyndhurst and South Euclid
· Glenville Collaborative, includes Glenville & Collinwood
· Treatment: 

· Elimination of service to a minimum of 30 adults this year (this number has potential to increase, as staff re-deployment is still tentative in the wake of layoffs and an OP group may have to close in order to maintain quality of service to priority population.)

· 65% male/35% female

· Over 95% indigent

· 70% unemployed 

· 10% homeless

· 44% in unstable living circumstances 

· 65% referred via criminal justice system

· Services reduced:
· Entire prevention program: Caveat: we are making efforts to re-establish the prevention program to exclusively address the crisis population typically served by problem I.D. and referral. This will utilize the current ADAMHS allocation, and support is being requested from other sources.
· One IOP group (2 remain)
· One OP group (1 remains) Note: this remaining OP group may potentially be eliminated because we are still determining the most effective way to redeploy. 
· Other impact: 
· Forced to close recently-opened West Side treatment center location which had offered afternoon IOP and OP groups.  
· Community may experience $1,694,108 in added cost (e.g., courts, jails, prisons, emergency rooms, mental health facilities, etc.) due to the reduction in treatment services offered by the Cleveland Department of Public Health.

	NAMI Greater Cleveland
	$17,970/12.5%
	· Staff reduction in hours:

· 25 hour a week Community Education Coordinator will be reduced to 15 hours per week.
· Bilingual Outreach Coordinator will be cut 33% of their hours, from 12 to 8 per week.
· Services Reductions:
· 180 consumers and family members will not be served within our Mental Health Education 
· 75 callers to our helpline (Spanish Speaking) will not be served.
· Helpline project to serve Hispanic and Latino consumers and family members is at risk for elimination 
· 40% of NAMI's Community Education programs will be eliminated.


	Connections
	$534,312/18%
	· 8.8 staff layoffs/elimination of positions:

· Van drivers

· Nurses
· Community Psychiatric Supportive Treatment (CPST) Workers
· Counselor

· Intake Clinician

· Support Staff
· Counseling:

· Restrict to only those in dire need.
· Eliminate van transportation services 

· Eliminate Group CPST services for 27 individuals
· Evaluate all Level 1 cases (240) to refer clients to alternate community resources/services.



	Far West Center
	$89,315/18%
	· 1.2 staff layoffs are projected:
· Case Management 

· Counseling 

· Reduction in Services:

· Increased restrictions on the amount and frequency of services that can be provided, including delays in scheduling and longer intervals between services.

·  8-10% fewer clients can be treated over the coming year:

· Case management 

· Counseling/therapy services

· Community Impact:

· Increased use of hospital emergency departments, crisis services, and calls to local law enforcement.
· Increased rates of hospitalization 

· Family disruption, increased homelessness and chronic unemployment are increasing as resources decrease.  

· Accessing needed services is not timely, and the growth of waiting lists is developing. 

· Level of client satisfaction is expected to decrease, since needs cannot be addressed in timely or effective ways, and client grievances and objections are expected to increase.

· Fidelity to evidence-based best practices is adversely affected, since the resources required to maintain the highest level of quality care is compromised by funding reductions. These best-practices are increasingly replaced by benefit-restricted levels of care.

· Recovery approaches and supported recovery are replaced by crisis management services, inadequate to address the multiple, complex needs of the severely mentally ill.

· There are no viable alternatives in the western and southern communities in Cuyahoga County for mental health services, and with the increasingly restricted service levels due to funding reductions,  persons seeking services will wait longer, experience more symptoms and family disruption, use more acute hospital resources, experience a worsening of chronic medical conditions, and generally go untreated longer.  The risk of harm to self and others increases dramatically.

· Damage and harm to lives and community.

	St. Vincent Charity Rosary Hall
	$443, 476/43%
	· Reduction in Services:

· Detoxification Program:

· Approximately 110 people will not be served.
· 50% reduction in clients served annually.
· Opiate detoxification length of stay reduced from 5 days to 4 days.
· Detoxification waiting list for individuals not eligible for Medicaid increased to 6-8 weeks.

· Intensive Outpatient:

· Approximately 40 clients per year will not be served.
· Suboxone Program:

· Eliminated
· Approximately 100 Suboxone patients will not be served in Detoxification and the Intensive Outpatient program. 

	Lutheran Metropolitan Ministry
	$39,313/13%
	· Reduction of 1 full-time to .7 position.

· Services to Adult Care Homes
· Reduction in Services:

· Training to 162 licensed Adult Care Homes will be reduced by 30%.
· 25-30 consumers of mental health services will not receive Adult Guardianship Services

	Mental Health Services, Inc.
	$377,582/13%
	· Reduction in Services:

· About 150 residents of Cuyahoga County struggling with mental disability and homelessness may not be served.

· Face to face crisis assessments from midnight to 7:00 a.m. will no longer be provided, resulting in a longer waiting period. 
· Services to people returning to the community from prison will be reduced.

	Murtis Taylor
	$587,049/20%
	· 12 staff layoffs are projected.

· No increases to non-bargaining unit employees
· Reduction in Services:

· Intake closed to new Non-Medicaid consumers.

· 285 existing Non-Medicaid consumers will not be served.

	JFSA
	$101,280/20%
	· 6 staff layoffs.

· Reduction in Services:

· Independent housing is at risk.

· Reduction in the number of new uninsured clients that will be served.


Section IV: Collaboration

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

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

Key collaborations and related benefits and results

Question 20: What systems or entities did the Board collaborate with and what benefits/results were derived from that intersystem collaboration? ADAMHS and CMH Boards should include discussion regarding the relationship between the Board and private hospitals.
The Board’s staff meets monthly with Cuyahoga County Board of Developmental Disabilities (CCBDD) staff to plan and monitor services for consumers with co-occurring disorders who present significant challenges. Both Boards have actively worked with community providers in both systems to identify and support the treatment needs of consumers who have spent lengthy periods of time in the state hospital or other institutional settings. Shared funding arrangements have allowed the Boards to split the costs of these often costly community treatment, support and residential programs. Hospital bed days have been significantly reduced, allowing more funds to be used for community-based services. In September 2010, the National Association for the Dually Diagnosed recognized the CCBDD and the ADAMHS Board of Cuyahoga County for their Dual Diagnosis Intensive Treatment (DDIT) Team as a model for other systems in the State of Ohio.

Board staff are also involved in collaborations related to young adult/transitional youth services planning and delivery. These collaborations ensure inter- and intra-system coordination, information-sharing, and stronger advocacy to meet the needs of this target population.  The various partnerships and stakeholder committees afford the coordination and shared commitment needed at multiple levels to develop responsive services and to jointly approach funding opportunities.  Most importantly, these collaborations are essential to ensuring that young adult/transitional youth and their families receive the most effective and well-coordinated array of mental health services and supports.  The Board actively collaborates with the Ohio Department Youth Services (ODYS) and the Cuyahoga County Department of Children & Family Services (DCFS).  
The Board is an active collaborator with several advocacy groups supporting fair housing and the need for the development of safe, decent, affordable and accessible housing in the community.  These groups include the City of Cleveland Fair Housing Board, HUD Continuum of Care Committee, Gateway Advisory Board, Shelter Plus Care Committee, Homeless Prevention Rapid Re-Housing Program Committee (HPRP), County Housing Trust Committee, Housing First Funders Collaborative, Cuyahoga Alliance Affordable Housing and the Greater Cleveland Reentry Strategy.  

Cuyahoga County continues to maintain a strong commitment to identifying the needs of children and adolescents through the development of programs and initiatives that enhance behavioral health outcomes for this population.  This commitment has been demonstrated through supportive partnerships with all child-serving systems through a State ordinance prescribing the Cuyahoga County Family and Children First Council (FCFC) to officially spearhead all children’s initiatives.  Family and Children First Council’s governance and collaboration with the Board has provided a wealth of resources for children and youth which ultimately benefit the communities in which they reside.

There are system-wide services/supports coordinated by the Board and funded by FCFC, which place a strong emphasis on community-based, natural supports for children and youth.  An excellent example of these services is Family Centered Supportive Services (FCSS), which was formerly known as Families And Systems Teams (FAST).  FCSS and other system-wide endeavors adhere to principles derived from “system of care” values which promote resilience and asset building, and include service components such as respite, mentoring, summer programming, and adjunct “non-clinical” services (e.g. art, music, sports memberships, etc.). 

By far, the most comprehensive collaboration which illustrates the aforementioned community partnership with FCFC is the Service Coordination Process and the use of a standardized Service Coordination Mechanism.  County wide training ensures that all system partners work together collaboratively and utilize supportive mechanisms that are firmly grounded in system of care values.  The Service Coordination Mechanism, developed by FCFC in consultation with all community partners, is the force which drives and monitors access to children’s services and support through the County.  The Board, along with other child-serving system partners (Juvenile Court, Board of Developmental Disabilities, the Department of Children and Family Services, etc.), work together to ensure that families are linked to the systems that meet their needs. The Service Coordination Mechanism promotes the concept that each system identifying a child or family in need is considered the expert in their area and further supports a cohesive community response to address complex needs. 

While the Service Coordination mechanism provides a strong backdrop, several other partnerships exist that support children and families in Cuyahoga County. The Juvenile Justice System and the Board partner on three collaborations that focus on maintaining Cuyahoga County youth in the community:

The Mental Health Services within the Detention Center project is a locally funded collaboration between the Cuyahoga County Commissioners, the Cuyahoga County Department of Juvenile Court, Catholic Charities Services, and the Board.  The aim of the project is to provide assessment and crisis management for youth who have been placed within the Detention Center The goal is to ensure that youth, upon discharge, have received the proper referrals to maintain treatment in the community.  The coordination between the children’s provider and Juvenile Court ensures that youth are properly referred for treatment or are linked to their previous treatment provider. Many of the youth are identified as having mental health, drug/alcohol symptoms or both.  
The Behavioral Health/ Juvenile Justice (BH/JJ) Project is an Ohio Department of Mental Health (ODMH)/Ohio Department of Youth Services (ODYS) initiative, which is jointly funded. The overarching goal of the project is to prevent youth from being placed into ODYS facilities by offering a range of treatment and prevention services to targeted youth in the community. This partnership helped reduce the number of youth committed by Cuyahoga County to ODYS institutions by 33% in FY 2011 alone.  

The ODYS Aftercare Project, funded by the Ohio Department of Alcohol and Drug Addiction Services, focuses on youth who are exiting from ODYS facilities and are in need of treatment services. The project assists in providing a “seamless” transition back into the community. 

Other examples of intersystem collaboration include:

School-based Mental Health Services:  The Board has taken the lead, in collaboration with school districts and community mental health agencies, to deliver publicly funded mental health and substance abuse prevention services to students within schools (and, as required, to youth and families in their homes).  The School-based Mental Health Services Program provides prevention and consultation services, early intervention and intensive treatment by on-site clinicians, when needed, to enhance social/emotional development and remove barriers to academic achievement.  In addition, strong inter-system collaboration increases opportunities to prevent more serious difficulties, including educational failure, abuse of alcohol and other drugs and suicide. 

Early Childhood Mental Health (ECMH) Services:  The Board, in collaboration with Cuyahoga County’s Office of Early Childhood/Invest in Children, created a community-wide, public-private partnership working to increase the development, funding, visibility and impact of early childhood services in Cuyahoga County.  Six community mental health agencies provide a continuum of mental health treatment services that address early emotional, social and behavioral development and help ensure that our community’s children start school ready to learn and succeed. Through funding support and program evaluation from ODMH, the Board also coordinates the provision of consultation services to local child care centers in order to prevent expulsion of children with problem behaviors and enhance the professional development and effectiveness of center staff.

Transitional Youth: Since 2002, the ADAMHS Board has convened an ongoing 16-22 Workgroup that addresses issues and needs of transitional youth and young adults with mental health diagnoses.  The workgroup includes representatives from child and adult-serving mental health agencies as well as other public systems. This collaborative venture has been responsible for the development of Cuyahoga County’s only Transition Age ACT Team. In 2005, the Team successfully advocated for enhanced housing support opportunities (including the set aside of public housing vouchers for young adults) and a unique transitional housing pilot program involving multiple public and private partners. This led to the recent development of an 8 unit apartment building with on-site supportive services for young adults with mental illness. Efforts continue to strengthen working relationships with the County Board of Developmental Disabilities, Department of Employment and Family Services and the Department of Children and Family Services to help ensure that transition aged youth make more seamless transitions to adulthood.

Suicide Prevention:  The Cuyahoga County Suicide Prevention Task Force continues to implement the county’s Suicide Prevention Plan. The plan is patterned after the national and state plans, with goals and activities in three main areas: awareness, intervention, and methodology.  The Task Force includes a broad mix of public systems (including the Board), private agencies, hospitals, faith-based organizations, and suicide survivors.  With an overarching goal of reducing suicides, the Task Force has focused on three main goals: 1) increasing public awareness of the signs and symptoms of mental illness and the signs of suicide risk through media campaigns; 2) increasing the knowledge of mental health professionals who work with those at risk for suicide by offering gatekeeper training sessions; and 3) increasing support opportunities for suicide survivors. In addition, a proposed suicide review process has been developed and awaits piloting, should funding be secured.  
The Board is actively involved in HIV services planning with the City of Cleveland, the Ryan White Regional Planning Council and the AIDS Funding Collaborative. A Board staff member acts as a Co-Chair of the Ryan White Quality Management Committee and is a member of the Ryan White Executive Council.  Additionally, Board staff work with contracted Ryan White providers to improve client access to behavioral health care services and to maximize the utilization of funds. This collaboration strengthens the behavioral health care system’s ability to provide services to individuals diagnosed with HIV.  By utilizing the Ryan White funds for the appropriate client base, the system can maximize non-Medicaid funds to serve more individuals.  Additionally, the collaboration strengthens the Board’s HIV educational focus in the AOD treatment facilities.  As documented, substance users are at risk to contract HIV and the educational component at the AOD agencies gives them tools to minimize their exposure to the virus. 

The Board collaborates with the Cuyahoga County Board of Health and is an active participant in the All Hazards Preparedness for Special Needs Populations (SNAP) Taskforce to increase the overall preparedness levels of our community and help to protect persons most in need. The Board provides updated sites of all adult care facilities to be mapped into the county’s GIS system for easier access by first responders during an emergency, coordinates transportation for SMD consumers to access the H1N1 vaccine and participates in the Regional Cities Readiness Initiative (CRI) Stakeholders Conference.  This collaboration is critical for the well being of some of Cuyahoga County’s most vulnerable citizens.

The Hoarding Connection Taskforce is comprised of Board staff, agency staff as well as community leaders representing cities’ Building Departments, professional organizers, the Office of Aging, Legal Aid and consumers.  The Hoarding Taskforce focuses on inviting representatives from the municipalities with the greatest number of persons over age 60.  County agencies and social service agencies which encounter individuals who may have hoarding issues were invited as well.  The purpose is to support a coordinated effort to address the issue in an efficient, respectful and sensitive manner. 

The Board is an active participant in statewide efforts to improve service accessibility to deaf and hard of hearing clients and participates in the ODMH Deaf and Hard of Hearing Advocacy Taskforce.  This active partnership helps create awareness of the issues facing the hearing impaired when accessing services. It also heightens the awareness of the need for additional funding to create programs that not only accommodate the hearing impairment but create an environment that is culturally sensitive to the deaf community. 

The Board has been an active participant with the North East Regional Evidence Based Practice – Supported Employment Stakeholder Quarterly Meeting.  The Ohio Rehabilitation Service Commission awarded the ADAMHS Board a $815,703 grant for the VRP3 (formerly Pathways) project.  The VRP3 project provides vocational/employment services for adult consumers in Cuyahoga County.

The Board partners with the Supported Employment Coordinating Center Of Excellence (SE CCOE) – ODMH Peer Employment Partnership to increase employment for people diagnosed with severe mental illness.  Nicole Clevenger, peer consultant, SE CCOE, participated in SHAPE Meetings and provided consultation and training to consumer operated services (COS) programs. This resulted in Links East and The Exchange Center developing Job Clubs to assist consumers who are thinking about, or working toward, employment goals. 

The Board has maintained a collaborative relationship with Department of Children and Family Services to coordinate services to families engaged in protective custody that are identified as needing alcohol/drug treatment services.  The Board coordinates onsite assessment and referral services.  Additionally, the Board funds the Women & Children’s Intensive Outpatient Program and the Women’s Residential programs.  The Board actively participates in the Cuyahoga County Perinatal Depression Network taskforce and Ad-Hoc committees. Several contract service providers (Berea Children’s Home, Connections, Far West Center, and Center for Families & Children & MHS, Inc’s Mobile Crisis Team) provide specific programs for pregnant and postpartum women who suffer from depression.

The Board’s Chief Executive Officer serves as the Co-Chair of the Cuyahoga County Reentry Leadership Coalition. This committee is a collaborative effort of multiple systems to serve as a task force that delegates responsibility, shares information, and passes motions in support of ex-offender initiatives. Over the past three years the Board has shown its commitment to the re-entry community by co-facilitating the implementation of ODADAS’ federal Access To Recovery Grant (ATR) throughout Cuyahoga County.  The Board will continue to support this initiative as ODADAS was awarded a four year grant to continue the program in five Ohio counties including Cuyahoga.  The Board also works closely with the Cuyahoga County’s Department of Justice Affairs, Correction Planning Board, Sheriff’s Department and agencies that receive ODRC funds to provide services to the offender population.  

The Board works in partnership with the Cuyahoga County Board of Developmental Disabilities to serve consumers involved in both systems.  This partnership involves case conferences, sharing of resources such as housing, staff or funds to ensure that individuals are appropriately served.  This collaboration has been very successful and was recently recognized by the National Association for the Dually Diagnosed for its Dual Diagnosis Intensive Treatment (DDIT) Team as a model for other systems in the State of Ohio.

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)?
Prioritization of services involved local and county governments which determined that the county’s largest urban school system, the Cleveland Metropolitan School District (CMSD) -- was in need of assistance in improving the relationship between schools and parents.  As drop out rates have increased, the Family and Schools Together (FAST) program is an indirect vehicle to assist in addressing the parent/school relationship. The FAST program is a nationally recognized, universal, AOD prevention program which emphasizes parent empowerment and family development through collaborative efforts of community affiliates, school administration, and parents.  Since the program’s inception, its overall goal has been to improve families and communities. As the legislative convener of children’s programming throughout Cuyahoga County, Family and Children’s First Council (FCFC) awarded funding to the Board to provide oversight and management of the FAST program for fiscal years 2010 and 2011.  There was intention to award funding for the FY 11/12 school year.   However, due to budgetary constraints relative to statewide funding reductions, the Board reviewed all children’s programming and determined that the FAST program was not able to be fiscally maintained.  Thus, the program resumed to its originator, Family and Children First Council (FCFC).
As mentioned, the Board’s commitment and priority is to assist in addressing the needs of our major local school district.  In part of the children’s programming review, the Mental Health In the Schools project is a major contributor to our local school districts and is a vehicle to address relational issues between school administration, parents and students, as well as to increase attendance rates which has led to elevated drop-out rates among our children and adolescents.  While the behavioral health system has endured massive funding reductions, CMSD has endured similar circumstances.  The financial limitations have resulted in massive teacher and staff reductions throughout their school district.    There are high poverty rates within the City of Cleveland, which is why the Board provides $500,000 annually in local, non-Medicaid funding to assist provider agencies in providing consultation services to teachers and school staff, prevention groups for at risk youth, and clinical services for some youth who lack insurance entirely. 
 Although the aforementioned has presented as a barrier relative to service delivery efforts, the Mental Health In the Schools work group, convened by the Board and CMSD administrative representatives continues to demonstrate the benefits of collaboration.  The efforts of collaboration are illustrated through satisfaction surveys submitted by students and teachers at the end of each school year.  The areas of satisfaction are attendance, performance and participation from parents/ caregivers.     
Evidence of Effectiveness:

· Clinical outcomes for students receiving services were evaluated over a three year period (2006 through 2008) by Kent State University’s Institute for the Study and Prevention of Violence.  Outcome analyses consistently demonstrated positive outcomes for youth who received services and found statistically significant improvements in students’ problem severity and behavioral functioning (Hussey & Fruth, 2008).
· Staff Satisfaction Surveys, completed annually by CMSD teachers and administrators, consistently indicate overall satisfaction with services in the 90% range and virtually all respondents agree that having mental health services available in their school is important and greatly needed.

· In 2009, following an exhaustive review of evidence of effectiveness, degree of sustainability and strength of community partnership, the SCMHS was selected for inclusion in the prestigious Quality and Effective Practice Registry of the Ohio Mental Health Network for School Success at Miami University.
Several programs funded by the Board (NAMI Greater Cleveland’s Family Caregivers program, Far West Center’s Family Caregivers, MHS’ PATH, Consumer Protection Services for payee services, PATH Veterans & PATH Reentry programs for the homeless) are required to conduct annual consumer satisfaction surveys and submit the results to the Board. Based on the survey results, providers are required to implement amendments, as appropriate, to ensure quality improvements to their programs. Consumer outcomes and monthly/quarterly status reports are contractually required to ensure that the programs are in compliance with the planned goals for successful recovery.
Satisfaction surveys are completed by consumers who receive vocational/employment services, self-help/peer support services, and consumer operated services from contract agencies.  The Board will continue to collect survey outcomes at least annually.  The Board actively involves consumers on workgroups and committees to obtain their perspective on implementing programs and/or making changes to existing ones.  For example, the Central Intake Pilot Project had a Steering Committee that oversaw the work of various subcommittees as well as monitoring the outcome of the project.  A consumer was on the Committee and provided her perspective on the project. Another example was Board staff conducting a community forum to discuss the detoxification policy which led to modification of the language and parameters of the policy. 

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 (CCA) with Northcoast Behavioral Healthcare (NBH) has been in effect since 2007.  The ADAMHS Board staff had a series of meetings with NBH staff and worked on this Agreement.  After a consesus was reached, the Board staff met with the Provider agencies for review and discussion.  Portions of the Agreement (regarding inpatient care) are also included in the Providers’ General Non-Medicaid Contract.  The Clinical staff of the ADAMHS Board provides copies of the CCA and conducts training with the Crisis Provider (PreScreener agency). The CCA is scheduled to be reviewed every two years; if changes are made then an updated training session is scheduled as needed.  The most recent training was held in August 2011 with the full time prescreener staff.  The Board also conducts training at the Psychiatric Emergency Providers meeting with the Community Hospital Emergency Services Providers.  The total number of system staff that has received training is 24.  Due to the consolidation of the two State Hospitals, the CCA is currently being revised and a training session will be scheduled once the latest version of the CA is agreed upon. 

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.
Under the current methodology for the receipt of Health & Human Services Levy funds, the Board continues to receive funding as a number one priority from the now-defunct Board Of County Commissioners (BOCC).  As noted in Question 1, the BOCC reduced the Board’s Health & Human Services Levy funding by 6.5% CY 2011. 

With this reduction, the Board will see the funding available to support children’s services decline from $8.3 million to an anticipated level of $7.8 million for each year of the biennium.  The Board also receives approximately $1.4 million per year of funding outside of the direct subsidy to support the Early Childhood Mental Health (ECMH), Family Centered Services and Supports (FCSS), Juvenile Court Mental Health Detention Center and Family and Schools Together (FAST) initiatives.  Although the Board anticipates this funding to continue, given the financial climate it is unclear whether the programs will suffer further reductions as Cuyahoga County’s new county government structure and leadership is put in place.
In 2010, ODMH funding was awarded to the Board to develop a demonstration project utilizing local mental health agencies to provide Early Childhood MH Treatment Services to children involved in the child welfare system. As the lead agency, the Board will coordinate system wide training for Department of Children and Family Services caseworkers who will assess and identify children from birth through age six in need of ECMH services. Consultation and treatment services will be provided by three private agencies. In addition to the targeted services to be provided to the Department of Children and Family Services, additional consultation and collaboration is planned with entities directly reporting to the County government (including the Office of Early Childhood/Invest in Children and the Family and Children First Council), Help Me Grow and the Cuyahoga County Educational Services Center. 

The Board has maintained a collaborative relationship with Department of Children and Family Services to coordinate services to families engaged in protective custody that are identified as needing alcohol/drug treatment services.  The Board coordinates onsite assessment and referral services.  Additionally, the Board funds the Women & Children’s Intensive Outpatient Program and the Women’s Residential programs.  

The DCFS Start Program supports their clients by assigning parent/advocate caseworker teams that are designed to support them in completing treatment.  Additionally, DCFS, Board funded providers of treatment services for women and Board staff participate in monthly meetings to discuss coordination of services as well as identify issues that may hamper the recovery process.  This monthly meeting provides a forum to form critical relationships between each system so that as issues arise, solutions are readily reached.  

In response to the influx of trauma related incidents involving children, the Board organized the Trauma Collaborative work group. The group is comprised of child-serving entities, some of which are contract agencies of the Board, along with the child welfare system and the juvenile justice system.  The goal of the group is to work collectively to increase the knowledge, availability and implementation of trauma focused mental health and addiction services.


        Section V: Evaluation of the Community Plan

Background and Instructions for Completing Section V of the Plan
Use the Community Plan Template (see page 42) to respond to the following item: 
Ensuring an effective and efficient system of care with high quality

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

Determining Success of the Community Plan for SFY 2012-2013

ADAMHSB AOD & MH Quality Performance Indicators (QPIs) 
The ADAMHSB Quality Performance Indicators (QPIs) form the basis of the Board’s evaluation plan to measure quality, effectiveness, and efficiency.  QPIs are designed to align the local behavioral health system with state and national strategic indicators.  These include the SAMHSA National Outcomes Measures (NOMs) and ODMH and ODADAS Community Plan Targets.  The indicators have been developed over the past three years in collaboration with agency providers. The targets are designed to set attainable standards for all provider agencies and provide focus for areas of improvement.  .
Providers who receive non-Medicaid funding agree to work towards improving their results as outlined on the combined AOD/Mental Health Quality Performance Indicators Report.  Agencies demonstrate how they programmatically address improving on their quality performance indicators and report their results in the Annual Agency Service Plan. 
For purposes of evaluating the quality performance indicators, improvement will be determined by taking the individual agency baseline data established for FY10 and the first two quarters of FY11, and then comparing it to the agency’s individual results achieved during FY11 and the first two quarters of FY12, and calculating the amount of improvement. 
For example, if baseline data indicated an agency served 60% of their consumers with a Pharmacological Management appointment within two weeks of hospital discharge, and 65% were served within two weeks during the next 12 months that would be considered an improvement.

If an area is identified by the Board as being in significant need of improvement based on an agency’s individual data, the Board will request a follow up improvement plan from the agency. 
GUIDING VALUES:
1. Eliminate duplication.

2. Utilize existing data as much as possible.
3. Avoid excessive new data reporting requirements.
4. Data must be timely, practical, and relevant.

5. Providers and Board to be accountable and responsible.

6. Use indicators as quality improvement and technical assistance tools, not as tools for punishment.

7. Quality process must include provider input.

8. Summary of results and conclusions must be shared with providers.
AOD & MH Evaluation Matrix: Quality Performance Indicators (QPIs)
	Domain


	Indicator
	Formula
	Desired Target

	ACCESS TO QUALITY CARE
	A1.  Post-State Hospital Discharge Pharmacologic Management Appointment
	Percentage of consumers who receive an agency pharmacologic management appointment within 14, 30, 60, or 90 days following discharge from NCBHS
	Statistically significant improvement in percentage seen in 14 days or fewer above the prior year. 

	
	A2.  Post-State Hospital Discharge CPST Appointment
	Percentage of consumers who receive a CPST appointment within 14, 30, 60, or 90 days following discharge from NCBHS
	Statistically significant improvement in percentage seen in 14 days or fewer above the prior year.

	
	A3.  Repeat State Hospitalizations
	Number of consumers who undergo two or more state psychiatric hospitalizations in a 12-month period
	Decreased number of consumers with repeated hospitalizations

	
	A4.  Average Wait Time for MH and/or AOD Diagnostic Assessment for Children and Adults
	Average number of days’ wait for Diagnostic Assessment (per provider access report)
	Statistically significant improvement in average wait time above the prior year.

	
	A5.  Average Wait Time from Initial for MH and/or AOD Assessment to Treatment for Children and Adults
	Average number of days’ wait from Diagnostic Assessment to initial treatment service appointment (per MACSIS – based on last billing for D.A. and first billing for services)
	Statistically significant improvement in average wait time above the prior year.

	A6.  Community-Based Care
	Ratio of Adult CPST delivered in the community
	70% or statistically significant improvement in percentage Adult CPST delivered in the community.

	A7.  Use of  Evidenced Based Practices, Best Practices, and Emerging Best Practices
	# of clients/consumers receiving treatment based on established practices
	Increased # of clients/consumers receiving treatment based on established practices


	Domain


	Indicator
	Formula
	Desired Target

	CLINICAL OUTCOMES
	O1. Decreased symptom distress


	Adult consumers who experience decreased symptom distress

as measured by Ohio Adult Consumer Outcomes, Consumer Outcomes Tool (COM-T) or other tool of agency’s choice
	Statistically significant improvement in decreased symptom distress.

	
	O2. Increased quality of life


	Adult consumers who experience

increased quality of life as measured by Ohio Adult Consumer Outcomes, Consumer Outcomes Tool (COM-T) or other tool of agency’s choice
	Statistically significant improvement in increased quality of life.


	
	O3.  Ohio Outcomes Scales for Youth
(For those agencies continuing with Ohio Scales for Youth)
	Overall results for youth consumers who experience:

· increased hopefulness

· decreased problem severity

· increased overall functioning

· improvement in attendance and grades

· decreased placement in restrictive settings such as Juvenile Detention and jail (per OH Scales ROLES score)
	Statistically significant improvement in subscales (from the perspective of the youth, the parent, and the worker, respectively)



	
	O4.  Employed Consumers
	# of consumers employed
	Increased # of consumers employed

	
	O5.  Homeless Consumers
	# of homeless consumers 
	Decreased # of homeless consumers


	Domain


	Indicator
	Formula
	Desired Target

	RISK MANAGEMENT
	R1.  AOD & MH Reportable Incidents (MUIs)
	Overall results for: 

· Timeliness of initial report, and timeliness of follow-up (as required by ADAMHS Reportable Incident Policy)

	Improvement in each area

 


	Domain


	Indicator
	Formula
	Desired Target

	FISCAL
	F1.  Medicaid Benefits
	· Percentage of consumers with lapsed Medicaid
	Decrease in percentage of consumers with lapsed Medicaid


	
	F2.  Central Pharmacy


	Agencies that are above or below their annual allocation
	On schedule with annual allocation


	Domain


	Indicator
	Formula
	Desired Target

	AOD PREVENTION
	Standards documentation compliance
	Percentage of adherence to documentation requirements
	80% or statistically significant improvement in percentage above the prior year.

	
	Acceptable outcome plans
	Percentage of agency outcome plans that are acceptable
	100% or statistically significant improvement in percentage above the prior year.

	
	Acceptable outcomes
	Percentage of participants that meet performance targets
	60% or statistically significant improvement in percentage above the prior year.

	
	Use of Best Practices/ Standardized Curriculum
	Number of EBPs in use/ number of standardized curricula utilized
	At least 1 or more 


	Domain


	Indicator
	Formula
	Desired Target

	AOD TREATMENT
	Outcomes
	Percentage of clients that achieve abstinence AND improvement in one or more life domains
	60% of identified clients or statistically significant improvement in percentage above the prior year.

	
	Treatment Initiation 
	2 treatment service visits within 14 days of completion of assessment  
	90% or statistically significant improvement in percentage above the prior year.

	
	Treatment Engagement
	Percentage of clients successfully engaged in treatment
	80% or statistically significant improvement in percentage above the prior year.

	
	Treatment Retention
	Percentage of clients that complete treatment without AMA, rejecting services
	70% or statistically significant improvement in percentage above the prior year.

	
	Linkage to treatment from detox 
	Percentage of successful linkages within 14 days
	50% or statistically significant improvement in percentage above the prior year. 

	
	Consumer Satisfaction
	Percentage of clients satisfied
	70% or statistically significant improvement in percentage above the prior year.

	
	Treatment appropriateness

	Percentage of services provided that are appropriate
	80% or statistically significant improvement in percentage above the prior year.

	
	Individualized services
	Percentage of treatment services provided that are individualized

	80% or statistically significant improvement in percentage above the prior year.

	
	Programmatic documentation compliance
	Percentage of adherence to documentation requirements
	80% or statistically significant improvement in percentage above the prior year


*Evidenced-Based Practices, Best Practices, and Emerging Best Practices include:

· Integrated Dual Disorder Treatment (IDDT)

· Supported Employment (SE) or Individual Placement and Support (IPS) Dartmouth Model 
· Motivational Interviewing (MI)

· Illness Management & Recovery (IMR)

· Multi-Systemic Therapy for Youth (MST)

· Assertive Community Treatment (ACT)

· Family-Psycho education
· Dialectical Behavior Therapy (DBT)
· Cognitive Behavioral Therapy (CBT) 
· Tobacco Recovery (TR)

· Wellness, Management & Recovery (WMR)

· Trauma Informed Cognitive Behavioral Therapy for Adults with SMD

·  (others)

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.

j. 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 solicits provider input directly through formalized meetings and workgroups. Through these meetings, the provider network will be asked to review key issues with the Board. In addition, surveys have been sent to providers to gather pertinent information. The Prevention Roundtable Committee offers additional opportunities to solicit and review provider and system feedback. System service needs and barriers are communicated on an ongoing basis.

k. What milestones or indicators will be identified to enable the Board and its key stakeholders to track progress toward achieving goals? 
The Board will develop a functional matrix that outlines the various goals under the areas as outlined in the Plan.  The milestones and/or indicators will be aligned with an  existing workgroup to monitor the progress toward achieving the specific goal(s). For example, the Co-Occurring Treatment Workgroup will monitor the progress towards integrated documentation efforts, development of supportive housing models and employment opportunities.  

What methods will the Board employ to communicate progress toward achievement of goals?The Board will use the CEO Headliners to highlight achievements and progress made on the community plan goals. CEO Headliners is a widely read and distributed monthly publication of the Board (except August and December) provided to the Board of Directors. It is also e-mailed to nearly 400 providers, consumers and clients, family members, legislators, partner systems and stakeholders. It highlights important behavioral health initiatives, issues and news from the Board. The CEO Headliners are also made available to the general public via the Board’s Web site www.adamhscc.org. 

 

The Board of will also continue to issue press releases and propose story ideas to Cleveland area media on newsworthy achievements of the community plan that highlight behavioral issues, such as prevalence, availability of services, funding and key collaborative efforts. 

 

 
 
instructions to complete Portfolio of Providers: 

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

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

 Evidence-Based Programs Defined:

Alcohol and Other Drug Prevention

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

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

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

Appendix A:
List of Separate Attachments for Submission

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

· ODMH Agreement and Assurances (to be sent under separate cover) 
Microsoft Excel Documents:

· Table 1: Portfolio of Alcohol and Drug Services Providers

· Table 2: Portfolio of Mental Health Services Providers

· ODMH Service Level Checklist

· ODMH 2012 Adult Housing Categories

· ODMH SFY 2012 Budget Template (final version to be posted on the ODMH website: http://mentalhealth.ohio.gov on December 1, 2010.)
· ODMH SFY 2013 Budget Template (final version to be posted on the ODMH website: http://mentalhealth.ohio.gov on December 1, 2010.)

Appendix B: 

Definitions of Prevention

Prevention Defined—Alcohol and Other Drug Specific
Alcohol and other drug prevention focuses on preventing the onset of AOD use, abuse and addiction.  AOD prevention includes addressing problems associated with AOD use and abuse up to, but not including, assessment and treatment for substance abuse and dependence.  AOD prevention is a proactive multifaceted, multi-community sector process involving a continuum of culturally appropriate prevention services which empowers individuals, families and communities to meet the challenges of life events and transitions by creating and reinforcing conditions that impact physical, social, emotional, spiritual, and cognitive well-being and promote safe and healthy behaviors and lifestyles.  AOD prevention is a comprehensive planned sequence of activities that, through the practice and application of evidence-based prevention principles, policies, practices, strategies and programs, is intended to inform, educate, develop skills, alter risk behaviors, affect environmental factors and/or provide referrals to other services: 
· Universal Prevention Services:  Services target everyone regardless of level of risk before there is an indication of an AOD problem;
· Selected Prevention Services:  Services target persons or groups that can be identified as "at risk" for developing an AOD problem;
· Indicated Prevention Services:  Services target individuals identified as experiencing problem behavior related to alcohol and other drug use to prevent the progression of the problem.  These services do not include clinical assessment and/or treatment for substance abuse and dependence.
The term Alcohol and Other Drugs (AOD) includes, but is not limited to the following drugs of abuse - alcohol, tobacco, illicit drugs, inhalants, prescription and over-the-counter medications.
Culturally appropriate means the service delivery systems respond to the needs of the community being served as defined by the community and demonstrated through needs assessment activities, capacity development efforts, policy, strategy and prevention practice implementation, program implementation, evaluation, quality improvement and sustainability activities.
Evidenced-based Prevention means the prevention policies, strategies, programs and practices are consistent with prevention principles found through research to be fundamental in the delivery of prevention services; the prevention policies, strategies, programs and practices have been identified through research to be effective; the service delivery system utilizes evaluation of its policies, strategies, programs and practices to determine effectiveness; and the service delivery system utilizes evaluation results to make appropriate adjustments to service delivery policies, strategies, programs and practices to improve outcomes.

Prevention Service Delivery Strategies
Information Dissemination is an AOD prevention strategy that focuses on building awareness and knowledge of the nature and extent of alcohol and other drug use, abuse and addiction and the effects on individuals, families and communities, as well as the dissemination of information about prevention, treatment and recovery support services, programs and resources.  This strategy is characterized by one-way communication from source to audience, with limited contact between the two.
Alternatives are AOD prevention strategies that focus on providing opportunities for positive behavior support as a means of reducing risk taking behavior, and reinforcing protective factors.  Alternative programs include a wide range of social, recreational, cultural and community service/volunteer activities that appeal to youth and adults.
Education is an AOD prevention strategy that focuses on the delivery of services to target audiences with the intent of affecting knowledge, attitude and/or behavior.  Education involves two-way communication and is distinguished from information dissemination by the fact that interaction between educator/facilitator and participants is the basis of the activities.  Activities affect critical life and social skills including decision making, refusal skills, critical analysis and systematic judgment abilities.
Community-Based Process is an AOD prevention strategy that focuses on enhancing the ability of the community to provide prevention services through organizing, training, planning, interagency collaboration, coalition building and/or networking.
Environmental prevention is an AOD prevention strategy that represents a broad range of activities geared toward modifying systems in order to mainstream prevention through policy and law.  The environmental strategy establishes or changes written and unwritten community standards, codes and attitudes, thereby influencing incidence and prevalence of alcohol and other drug use/abuse in the general population.
​
Problem Identification and Referral is an AOD prevention strategy that refers to intervention oriented prevention services that primarily targets indicated populations to address the earliest indications of an AOD problem.  Services by this strategy focus on preventing the progression of the problem.  This strategy does not include clinical assessment and/or treatment for substance abuse and dependence.
Prevention Defined—Mental Health Specific

Mental Health Prevention, Consultation & Education (PC&E) Services:
Mental Health Prevention service means actions oriented either toward reducing the incidence, prevalence, or severity of specific types of mental disabilities or emotional disturbances; or actions oriented toward population groups with multiple service needs and systems that have been identified through recognized needs assessment techniques. Prevention service may include but is not limited to the following: competency skills building, stress management, self-esteem building, mental health promotion, life-style management and ways in which community systems can meet the needs of their citizens more effectively.  
Mental Health Consultation service means a formal and systematic information exchange between an agency and a person other than a client, which is directed towards the development and improvement of individualized service plans and/or techniques involved in the delivery of mental health services. Consultation service can also be delivered to a system (e.g., school or workplace) in order to ameliorate conditions that adversely affect mental health.  Consultation services shall be provided according to priorities established to produce the greatest benefit in meeting the mental health needs of the community. Priority systems include schools, law enforcement agencies, jails, courts, human services, hospitals, emergency service providers, and other systems involved concurrently with persons served in the mental health system.  Consultation may be focused on the clinical condition of a person served by another system or focused on the functioning and dynamics of another system. 
Mental Health Education service means formal educational presentations made to individuals or groups that are designed to increase community knowledge of and to change attitudes and behaviors associated with mental health problems, needs and services.  Mental health education service shall: 

· Focus on educating the community about the nature and composition of a community support program; 

· Be designed to reduce stigma toward persons with severe mental disability or serious emotional disturbances, and may include the use of the media such as newspapers, television, or radio; and

· Focus on issues that affect the population served or populations identified as unserved or underserved by the agency.
Prevention Service Categories by Population Served:
· Universal Prevention Services:  Services target everyone regardless of level of risk before there is an indication of a mental health problem or mental illness;
· Selected Prevention Services:  Services target persons or groups that can be identified as "at risk" for developing a mental health problem or mental illness; and

· Indicated Prevention Services:  Services target individuals identified as experiencing a mental health problem to prevent the progression of the problem.  These services do not include clinical assessment and/or treatment for mental health problems or mental illness.

Appendix C: 

Definitions and Evaluation Criteria for

Completing Section V Community Plan Evaluation

A. Definitions

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

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

4. Community acceptance: Primary constituents’ assessment of and satisfaction with services offered by the alcohol, drug and/or mental health providers and with the Board planning process.  Primary constituents are comprised of consumers, families, other organizations and/or systems (particularly major referral sources such as schools, justice, public welfare, etc).  For example, community acceptance may be assessed every two years through a survey of relevant planning and administrative organizations to determine the acceptability of the Board’s planning and coordinating efforts among these organizations.  Patterns of client referrals to provider organizations from schools, justice, public welfare, etc., may be analyzed on an annual basis to determine level of acceptance.  
5. Consumer outcomes:  Indicators of health or well-being for an individual or family as measured by statements or observed characteristics of the consumer/family, not characteristics of the system. These measures provide an overall status measure with which to better understand the life situation of a consumer or family.  
6. Community Plan: The plan for providing mental health services as developed by a Board and approved by the ODMH in accordance with section 340.03 of the Revised Code and for providing alcohol and other drug prevention and treatment services as developed by a Board and approved by ODADAS in accordance with section 340.033 of the Revised Code.

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

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

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

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

11. Evaluation:  A set of procedures to appraise the benefits of a program/service /provider/system and to provide information about its goals, expectations, activities, outcomes, community impacts and costs. 
12. Patterns of service use:  The analysis of relevant characteristics of persons in alcohol, drug addiction or mental health treatment compared with relevant characteristics of services received to determine who is receiving what level of service, and how those levels of service may appropriately differ among agencies.  This information, when compared to persons who are not in treatment (e.g., persons on waiting lists, Census data, prevalence/incidence data, etc), is the basis for accurate needs assessment, utilization review and other determinations of appropriate service delivery.  A calculation of certified community services by unit of analysis and time period can be conducted via the Claims Data Mart.
 
13. Quality: The degree of conformity with accepted principles and practices (standards), the degree of fitness for the person’s needs, and the degree of attainment of achievable outcomes (results), consonant with the appropriate allocation or use of resources.
B. Evaluation Criteria

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

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

2. Measurement and analysis of the cost of services delivered in the service district by unit of service, service pattern, client characteristics and provider agency. 

3. Measurement and analysis of the levels of consumer outcomes achieved by clients in the service district, by service patterns, client characteristics and provider agency.  

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

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

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

C. Evaluation Data

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

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











        Appendix D:
 Definition of Cultural Competence

and




   Preliminary Definitions of SMI, SPMI & SED

 

           (these definitions are still in the development stage)
· Cultural Competence


Cultural competence is a continuous learning process that builds knowledge, awareness, skills 


and capacity to identify, understand and respect the unique beliefs, values, customs, languages,
 abilities and traditions of all Ohioans in order to develop policies to promote effective programs 
 and services.
· Adult with Serious Mental Illness (SMI)  (working definition)

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


II. 
Individuals with any DSM-IV-TR diagnosis, with the exception of the following 

exclusionary diagnoses, unless these conditions co-occur with another diagnosable mental or emotional disorder:

· Developmental disorders (tic disorders, mental retardation, pervasive 

            developmental disorders, learning disorders, motor skills disorders, and  

            communication disorders)

· Substance-related disorders

· Conditions or problems classified in DSM-IV-TR as “other conditions that 

            may be a focus of clinical attention” (V codes)

· Dementia, mental disorders associated with known or unknown physical 

            conditions such as hallucinosis, amnesic disorder or delirium sleep  

            disorders; and


III.
Treatment history covers the client’s lifetime treatment for the DSM IV-TR diagnoses 



other than those listed as “exclusionary diagnoses” specified in Section II and meets 



one of the following criteria:

· Continuous treatment of six (6) months or more, or a combination of the 

            following treatment modalities: inpatient psychiatric treatment, partial 

            hospitalization or six (6) months continuous residence in a residential 


program (e.g. supervised residential treatment program or supervised group  

            home); or

· Two or more admissions of any duration to inpatient psychiatric treatment, 


partial hospitalization or residential programming within the most recent 


twelve (12) month period; or

· A history of using two or more of the following services over the most recent 


twelve (12) month period continuously or intermittently (this includes 


consideration of a person who received care in a correctional setting): 


psychotropic medication management, behavioral health counseling, CPST, 


crisis intervention; or

· Previous treatment in an outpatient service for at least six (6) months and a 


history of at least two (2) mental health psychiatric hospitalizations; or

· In the absence of treatment history, the duration of the mental disorder is 


expected to be present for at least six (6) months.


IV.
Individuals with Global Assessment of Functioning Scale (GAF) ratings between 40 



and 60 (mid-range level of care need, tier 2).  Clinician discretion may be used in 



determining into which tier an individual with a GAF rating of 40-50 (either tier 1 or 



tier 2) should be placed.

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

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


II. 
Individuals with any DSM-IV-TR diagnosis, with the exception of the following 

exclusionary diagnoses, unless these conditions co-occur with another diagnosable mental or emotional disorder:

· Developmental disorders (tic disorders, mental retardation, pervasive 

            developmental disorders, learning disorders, motor skills disorders, and  

            communication disorders)

· Substance-related disorders

· Conditions or problems classified in DSM-IV-TR as “other conditions that 

            may be a focus of clinical attention” (V codes)

· Dementia, mental disorders associated with known or unknown physical 

            conditions such as hallucinosis, amnesic disorder or delirium sleep  

            disorders; and


III.
Treatment history covers the client’s lifetime treatment for the DSM IV-TR diagnoses 



other than those listed as “exclusionary diagnoses” specified in Section II and meets 



one of the following criteria:

· Continuous treatment of twelve (12) months or more, or a combination of the 

            following treatment modalities: inpatient psychiatric treatment, partial 

            hospitalization or twelve (12) months continuous residence in a residential 


program (e.g. supervised residential treatment program or supervised group  

            home); or

· Two or more admissions of any duration to inpatient psychiatric treatment, 


partial hospitalization or residential programming within the most recent 


twelve (12) month period; or

· A history of using two or more of the following services over the most recent 


twelve (12) month period continuously or intermittently (this includes 


consideration of a person who received care in a correctional setting): 


psychotropic medication management, behavioral health counseling, CPST, 


crisis intervention; or

· Previous treatment in an outpatient service for at least twelve (12) months  

            and a history of at least two (2) mental health psychiatric hospitalizations; or

· In the absence of treatment history, the duration of the mental disorder is 


expected to be present for at least twelve (12) months.


IV.
Individuals with Global Assessment of Functioning Scale (GAF) ratings of 50 or 



below (highest level of care need, tier 1).  Clinician discretion may be used in 



determining into which tier an individual with a GAF rating of 40-50 (either tier 1 or 



tier 2) should be placed.

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

I.

Zero (0) years of age through seventeen (17) years of age (youth aged 18-21 who are 




enrolled in high school, in Department of Youth Services or Children Services  




custody or when it is otherwise developmentally/clinically indicated may be served to 




assist with transitioning to adult services), and


II.
Individuals with any DSM-IV-TR diagnosis, except developmental disorders (tic 




disorders, mental retardation, pervasive developmental disorders, learning disorders, 




motor skills disorders and communication disorders), substance-related disorders, or 




conditions or problems classified in DSM-IV-TR as “other conditions that may be a 




focus of clinical attention” (V codes) unless these conditions co-occur with another 




diagnosable mental or emotional disorder, and


III.            Assessment of impaired functioning at age appropriate levels and difficulty with age 



            appropriate role performance with a Global Assessment of Functioning Scale (GAF) 



            score below 60.  Clinical discretion may be used to place individuals with GAF   

                  scores between 50 and 60 in a lower intensity of services (Mental/Emotional  

                  Disorder), and


IV.          Duration of the mental health disorder has persisted or is expected to be present for 

                  six (6) months or longer.


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

· There is reasonably calculated probability of continued improvement in the client’s 

         condition if the requested healthcare service is extended and there is reasonably calculated 

         probability the client’s condition will worsen if the requested healthcare service is not  

         extended.


Appendix E:
 COMMUNITY PLAN REVIEW CRITERIA

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

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

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

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

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

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

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

Questions Regarding: Economic Conditions and the Delivery of Behavioral Health Care Services         

	Question 1: Discuss how economic conditions, including employment and poverty levels, are expected to affect local service delivery.  Include in this discussion the impact of recent budget cuts and reduced local resources on service delivery.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Key Factors that Will Shape the Provision of Behavioral Health Care
 
                    Services in the Board Area   
	Question 3: Discuss the change in social and demographic factors in the Board area that will influence service delivery.  This response should include a description of the characteristics of customers/clients currently served including recent trends such as changes in services and populations for behavioral health prevention, treatment and recovery services.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	Question 4: Describe major achievements.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Section II: Needs Assessment
Sub-Section: Process the Board used to assess behavioral health needs
	Question 6: Describe the process the Board utilized to determine its current behavioral healthcare needs including data sources and types, methodology, time frames and stakeholders involved

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Sub-Section: Findings of the needs assessment

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Access to Services
	Question 8(b): Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only)

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Access to Services
	Question 8(c): Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only)

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding:  Workforce Development and Cultural Competence 

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Workforce Development and Cultural Competence

	Question 9(b): Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent: Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Capital Improvements 

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Sub-section: Identify the Board’s priorities for capacity, prevention, treatment and recovery support services.
	Question 12: Based upon the Departmental priorities listed in the guidelines (and/or local priorities) and available resources, identify the Board’s behavioral health capacity, prevention, treatment and recovery support services priorities, goals and objectives for SFY 2012—2013.

	 FORMCHECKBOX 
  No relationship between Needs Assessment and Goals & Objectives ,  or

 FORMCHECKBOX 
 Discontinuities between Needs Assessment and Goals & Objectives
	 FORMCHECKBOX 
 Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	 FORMCHECKBOX 
 There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives




Sub-section:  When addressing capacity goals and objectives please address the following:
Question Regarding: Access to Services
	Question 13: What are the Board’s goals and objectives for addressing access issues for behavioral health services identified in the previous section of the Plan? 

	 FORMCHECKBOX 
  No relationship between Needs Assessment and Goals & Objectives ,  or

 FORMCHECKBOX 
 Discontinuities between Needs Assessment and Goals & Objectives
	 FORMCHECKBOX 
 Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	 FORMCHECKBOX 
 There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives


Question Regarding: Workforce Development and Cultural Competence

	Question 14: What are the Board’s goals and objectives for SFY 2012 and 2013 to foster workforce development and increase cultural competence?  Please discuss the areas of most salience or strategic importance to your system.  What are the Board’s plans for SFY 2012 and 2013 to identify increase and assess cultural competence in the following areas:  Consumer satisfaction with services and staff, staff recruitment, staff training, and addressing disparities in access and treatment outcomes? (Please reference Appendix D for State of Ohio definition of cultural competence.)

	 FORMCHECKBOX 
  No relationship between Needs Assessment and Goals & Objectives ,  or

 FORMCHECKBOX 
 Discontinuities between Needs Assessment and Goals & Objectives
	 FORMCHECKBOX 
 Relevant areas of Needs Assessment are adequately addressed in identifying Goals & Objectives
	 FORMCHECKBOX 
 There is an outstanding description of the relationship between Needs Assessment and the identification of Goals & Objectives


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

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: HIV Early Intervention Goals (ADAMHS and ADAS Boards)
	Question 16: ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	Question 17: Address how the Board will meet the needs of civilly and forensically hospitalized adults, including conditional release and discharge planning processes.  How will the Board address the increasingly high number of non-violent misdemeanants residing in state hospitals?

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Contingency Plan Implications for Priorities and Goals in the event of a reduction in


     state funding
	Question 19: Describe how priorities and goals will change in the event of a reduction in state funding of 10 percent of the Board’s current annual allocation (reduction in number of people served, reduction in volume of services, types of services reduced, impact on monitoring and evaluation etc).  Please identify how this reduction in services affects specific populations such as minorities, veterans and “high-risk” groups.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Section IV: Collaboration
Question Regarding: Key collaborations and related benefits and results

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Involvement of customers and general public in the planning process

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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).



Question Regarding: Regional Psychiatric Hospital Continuity of Care Agreements

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

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


Question Regarding: Consultation with county commissioners regarding services for individuals involved


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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


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

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).



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

	Question 25: Based upon the Capacity, Prevention Services and Treatment and Recovery Services Goals and Objectives identified in this Plan, how will the Board measure success in achieving those goals and objectives?  Identify indicators and/or measures that the Board will report on to demonstrate progress in achieving each of the goals identified in the Plan.

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Determining Success of the Community Plan for SFY 2012-2013
	Question 25(a): How will the Board engage contract agencies and the community in evaluation of the  Community Plan for behavioral care prevention and treatment services

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Determining Success of the Community Plan for SFY 2012-2013
	Question 25(b): What milestones or indicators will be identified to enable the Board and its key stakeholders track progress toward achieving goals?

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Question Regarding: Determining Success of the Community Plan for SFY 2012-2013
	Question 25(c): What methods will the Board employ to communicate progress toward achievement of goals?

	 FORMCHECKBOX 
 Minimal description, much missing information., or

 FORMCHECKBOX 
 Partial description but significant omissions.
	 FORMCHECKBOX 
 Adequate description, relevant areas addressed (i.e., complete documentation).
	 FORMCHECKBOX 
 An outstanding description (i.e., outstanding clarity, organization and documentation).


Section: ODADAS Waivers

Was an ODADAS Waiver Requested for:

Generic Services




 ________ Yes    ________ No

Inpatient Hospital Rehab Services 
 ________ Yes    ________ No                               


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

	 FORMCHECKBOX 
 Not Completed 

	 FORMCHECKBOX 
 Completed


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

	 FORMCHECKBOX 
 Not Completed 

	 FORMCHECKBOX 
 Completed




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

Review Team Recommendation:

Recommend Plan Approval: ____________     Date: _______________

Recommend Plan Approval with Corrective Action:  _____________   Date: ______________

Specify Corrective Action Required: 

Recommend Plan Disapproval: ______________   Date: ______________

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

Review Team Members (Name and Department):

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 
TEMPLATE FOR SUBMITTING THE COMMUNITY PLAN




THE ALCOHOL DRUG ADDICTION AND MENTAL HEALTH

BOARD OF CUYAHOGA COUNTY
COMMUNITY PLAN FOR SFY 2012-2013
AUGUST 31, 2011
MISSION STATEMENT
Promote and enhance the quality of life for residents of our community through a commitment to excellence in alcohol, drug addiction, and mental health services.   

VISION STATEMENT
Alcohol, drug addiction, and mental health services will be available and accessible for every county resident in need and the ADAMHS Board will provide a preeminent, seamless and integrated system of care. 

VALUE STATEMENTS 
For our Consumers and Clients, we value: 
  Understanding that we are here to ensure superior services to our Consumers and Clients. 
  Treating Consumers and Clients with dignity and respect. 
  Listening to concerns of Consumers and Clients and answering all questions with patience and clarity. 
  Including participation and input from Consumers and Clients, family members and advocates as partners in planning alcohol, drug addiction and mental health services, changes and special events. 
  Working collaboratively with stakeholders to link and improve services for Consumers and Clients thereby assuring easy access. 
  Encouraging empowerment of Consumers and Clients as they work toward their own recovery. 
  Advocating for Consumers and Clients with enthusiasm, compassion, current knowledge and information. 
  Working to obtain/keep Medicaid for Consumers and Clients.
  Emphasizing the importance of employment, housing and education/training for Consumers and Clients. 
For our Providers, we value:
  Eliminating duplicative efforts whenever possible. 
  Utilizing existing data whenever possible. 
  Avoiding excessive new data reporting requirements. 
  Holding Providers accountable and responsible for quality services. 
  Using indicators of quality improvement and technical assistance as tools, as opposed to punishment. 
  Using timely, practical and relevant data. 
  Seeking and utilizing Provider input in quality improvement initiatives. 
  Sharing the summary of results and conclusions with Providers. 
  Encouraging evidence-based best practices.
  Cooperating with Providers, utilizing transparency and open communication in all areas. 
 

Signature Page 

Community Plan for the Provision of Alcohol, Drug Addiction and Mental Health Services 

SFY 2012-2013


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

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

ALCOHOL, DRUG ADDICTION AND MENTAL HEALTH

SERVICES BOARD OF CUYAHOGA COUNTY                                                        _________

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

____________________________________________                   ______________

ADAMHS, ADAS or CMH Board Executive Director                              Date

WILLIAM M. DENIHAN, CHIEF EXECUTIVE OFFICER
_____________________________________________                  ______________

ADAMHS, ADAS or CMH Board Chair


                      Date

REV. CHARLOTTE STILL NOBLE, CHAIRPERSON
[Signatures must be original or if not signed by designated individual, then documentation of authority to do so must be included (Board minutes, letter of authority, etc.)].


	I. Legislative & Environmental Context of the Community Plan
A. Economic Conditions

B. Implications of Health Care Reform

C. Impact of Social and Demographic Changes

D. Major Achievements

E. Unrealized Goals



SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

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

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

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

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

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

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

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

4)  Review and evaluate substance abuse programs;

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

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

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

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

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

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

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

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

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

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

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

Economic Conditions and the Delivery of Behavioral Health Care Services

Implications of Health Care Reform on Behavioral Health Services

Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area
Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan




	II. Needs Assessment

A. Needs Assessment Process

B. Needs Assessment Findings

C. Access to Services: Issues of Concern

D. Access to Services: Crisis Care Service Gaps

E. Access to Services: Training Needs

F. Workforce Development & Cultural Competence

G. Capital Improvements



SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

Findings of the needs assessment

Access to Services
Workforce Development and Cultural Competence

Capital Improvements

	III. Priorities, Goals and Objectives for Capacity, Prevention and Treatment and Recovery Services

A. Determination Process for Investment and Resource Allocation

B. Goals and Objectives: Needs Assessment Findings

C. Goals and Objectives: Access and State Hospital Issues

D. Goals and Objectives: Workforce Development and Cultural Competence

E. Goals and Objectives: ORC 340.033(H)Programming

F. HIV Early Intervention Goals

G. Civilly and Forensically Hospitalized Adults

H. Implications of Behavioral Health Priorities to Other Systems

I. Contingency Planning Implications



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

Process the Board used to determine prevention, treatment and capacity priorities
Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives
Access to Services 
Workforce Development and Cultural Competence
ORC 340.033(H) Goals
HIV Early Intervention Goals
Addressing Needs of Civilly and Forensically Hospitalized Adults
Implications of Behavioral Health Priorities to Other Systems

Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
	IV. Collaboration

A. Key Collaborations

B. Customer and Public Involvement in the Planning Process

C. Regional Psychiatric Hospital Continuity of Care Agreements

D. County Commissioners Consultation Regarding Child Welfare System




SECTION IV: COLLABORATION

Key collaborations and related benefits and results
Involvement of customers and general public in the planning process
Consultation with county commissioners regarding services for individuals involved in the child welfare system
Funds available for parents/caregivers in the child welfare system




	V. Evaluation of the Community Plan

A. Description of Current Evaluation Focus 

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

C. Engagement of Contract Agencies and the Community

D. Milestones and Achievement Indicators

E. Communicating Board Progress Toward Goal Achievement




SECTION V: EVALUATION OF THE COMMUNITY PLAN
Ensuring an effective and efficient system of care with high quality
Determining Success of the Community Plan for SFY 2012-2013



Portfolio of Providers and Services Matrix

Table 1: Portfolio of Alcohol and Drug Services Providers
	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source

(Check the box if yes)
	i. MACSIS UPI

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

	PREVENTION
	
	
	
	
	
	
	
	
	
	

	Information Dissemination
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Alternatives
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Education
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Community-Based Process
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Environmental
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Problem Identification and Referral
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	PRE-TREATMENT (Level 0.5)
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Intensive Outpatient
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Day Treatment
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

	Non-Medical
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Medical
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	SUBACUTE (Level 3)
	
	
	
	
	
	
	
	
	
	

	Ambulatory Detoxification
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	23 Hour Observation Bed
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Sub-Acute Detoxification
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	


Table 2: Portfolio of Mental Health Services Providers
	Promising, Best, or Evidence-Based Practice
	a. Provider(s) Name(s)
	b. MACSIS UPI(s)
	c. Number of Sites
	d. Program Name
	e. Funding Source (Check all that apply as funding source for practice)
	f. Population Served (please be specific) 
	g. Estimated Number in SFY 2012
	h. Estimated Number  in SFY 2013

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

	Integrated Dual Diagnosis Treatment (IDDT)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	TF-CBT
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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

	Supported Employment
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Supportive Housing
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Wellness Management & Recovery (WMR)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Red Flags
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	EMDR
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Therapeutic Foster Care
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Transition Age Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Ohio’s Expedited SSI Process
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Consumer Operated Service
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Peer Support Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Consumer/Family Psycho-Education
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 


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

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

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

1)   For SFY 2011 Offered Service: What services did you offer in FY 2011?

2)   For SFY 2012 Plan to: What services do you plan to offer?

3)   For SFY 2012 Medicaid consumer usage: How do you expect Medicaid consumer usage to change?

4)   For SFY 2012 Non-Medicaid consumer usage: How do you expect Non-Medicaid consumer usage to change?

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Pharmacological Mgt.

(Medication/Somatic)

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

	Mental Health

Assessment

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

	Psychiatric Diagnostic

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

	BH Counseling and

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

	BH Counseling and

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

	Crisis Resources & Coordination
	
	
	
	

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

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

	Police Coordination/CIT


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

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

	School Response


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

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

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

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

	Crisis Face-to-Face Capacity for Adult Consumers
	
	
	
	

	24/7 On-Call Psychiatric 

Consultation


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

	24/7 On-Call Staffing by 

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

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

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

	Crisis Central Location Capacity for Adult Consumers
	
	
	
	

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

	Hospital Emergency 

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

	Hospital contract for 

 Crisis Observation Beds
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Transportation Service to 

Hospital or Crisis Care 

Facility

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

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

	24/7 On-Call Psychiatric 

Consultation


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

	



	SFY 2011
	                                               SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	24/7 On-Call Staffing by 

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

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

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

	Crisis Central Location Capacity for C&A Consumers
	
	
	
	

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

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

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

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

	
	
	
	
	

	Partial Hospitalization,

less than 24 hr.

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

	Community Psychiatric

Supportive Treatment

(Ind.)

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

	Community Psychiatric

Supportive Treatment

(Grp.)

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

	Assertive Community

Treatment (Clinical

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

	Assertive Community

Treatment (Non-Clinical

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

	Intensive Home Based

Treatment (Clinical

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


	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Intensive Home Based

Treatment (Non- Clinical

Activities)

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

	Behavioral Health Hotline

Service

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

	Other MH Svc, not

otherwise specified

(healthcare services)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Other MH Svc.,

(non-healthcare services)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

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

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

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

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

	Consumer Operated

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

	Employment

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

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

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

	Occupational Therapy

Service

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

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

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

	Social & Recreational

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

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

	Crisis Care/Bed Adult  [see service definition below]


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

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)
Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)
Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)
Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

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

	Foster Care Adult


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

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

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

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

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

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

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

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

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

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

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

	Inpatient Psychiatric

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

	Inpatient Psychiatric

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


ODMH <2012 Community Plan Adult Housing Categories

Please answer the following question for each category for your SPMI/SMI population:

For SFY 2012, please indicate the number of planned Units & Beds for Adults who are SPMI/SMI.
ODMH is also interested in knowing for each category how many beds/units are set-aside for the forensic sub-population and for those sex offenders who are a sub-population of SPMI/SMI.                                                                                                                                                                                                                                                                               


	Housing Categories 
	Definition 
	Examples 
	   Number of SPMI/SMI
     (Please include Forensic &  

           Sex Offender Sub-         

                Populations)
	  Number   of Units
	  Number   of Beds

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

· Crisis Residential 

· Crisis Stabilization Unit


	Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	ODMH Licensed Residential Care 

 
	Includes room and board, and personal care 24/7 if specified in license. Rules in program or service agreement attached to housing are applicable. Treatment services are billed separately. Usually agency operated and staffed; provides 24-hour supervision in active treatment oriented or structured environment.

Type 1: Room & Board; Personal Care; Mental Health Services

Type 2: Room & Board; Personal Care

Type 3: Room and Board 
	· Licensed as Type I, II or III (Residential Facility Care)

· Residential Support

· Supervised Group Living

· Next-Step Housing from psychiatric hospital and/or prison


	Total #:

	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	
	
	· 
	
	
	

	ODH Licensed Residential Care 


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

· Adult Family Homes

· Group Homes
	Total #:

	
	

	
	
	· 
	Forensic #:

	
	

	
	
	· 
	Sex Offender #:
	

	

	 Respite Care 

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

·  Respite Care 
	Total #:
	
	

	
	
	· 
	Forensic #:

	
	

	
	
	· 
	Sex Offender #:
	
	

	Temporary Housing 


	Non–hospital, time limited residential program with an expected length of occupancy and goals to transition to permanent housing. Includes room and board, with referral and access to treatment services that are billed separately.
	· Commonly referred to and intended as time-limited, short term living

· Transitional Housing Programs

· Homeless county residence currently receiving services 

· Persons waiting for housing

· Boarding Homes

· YMCA/YWCA (not part of a supportive housing program) 
	Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Board/Agency Owned Community Residence 


	Person living in an apartment where they entered into an agreement that is NOT covered by Ohio tenant landlord law. Rules in program or service agreement attached to housing. Refers to financial sponsorship and/or provision of some degree of on-site supervision for residents living in an apartment dwelling. Treatment services are billed separately. 
	· Service Enriched Housing

· Apartments with non-clinical staff attached 

· Supervised Apartments 

· No leases: NOT covered by Ohio tenant landlord law


	Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Permanent  Supportive Housing (Subsidized Supportive Housing)

with Primary Supportive Services On-Site


	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.) 
	· HAP

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

Supportive Services staff primary offices are on-site and their primary function are to deliver supportive services on-site; these staff many accompany residents in the community to access resources.
	Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Permanent  Supportive Housing (Subsidized Supportive Housing)

with Supportive Services Available
	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.)
	· HAP

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

· Supportive Services staff primary offices are not on-site; supportive serve staff may come on-site to deliver supportive services or deliver them off-site. (In this model a primary mental health CPST worker may be delivering the supportive services related to housing in addition to treatment services.
	Total #:

	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	
	
	· 
	
	
	

	Independent Community Housing

(Rent or Home Ownership)
	Refers to house, apartment, or room which anyone can own/rent, which is not sponsored, licensed, supervised, or otherwise connected to the mental health system.  Consumer is the designated head of household or in a natural family environment of his/her choice.
	· Own home

· Person with Section 8 Voucher (not Shelter Plus Care)

· Adult with roommate with shared household expenses

· Apartment without any public assistance

· Housing in this model is not connected to the mental health system in any way.  Anyone can apply for and obtain this housing.
	Total #:

	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	


ODADAS Waivers

Waiver Request for Inpatient Hospital Rehabilitation Services
Funds disbursed by or through ODADAS may not be used to fund inpatient hospital rehabilitation services.  Under circumstances where rehabilitation services cannot be adequately or cost-efficiently produced, either to the population at large such as rural settings, or to specific populations, such as those with special needs, a Board may request a waiver from this policy for the use of state funds.

Complete this form providing a brief explanation of services to be provided and a justification for this requested waiver. Medicaid-eligible recipients receiving services from hospital-based programs are exempt from this waiver.
	         A. HOSPITAL
	    ODADAS UPID #
	      ALLOCATION

	
	
	


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

	       B.AGENCY
	ODADAS UPID #
	      SERVICE
	  ALLOCATION

	
	
	
	


SFY 2012 & 2013 ODMH Budget Templates

     The final budget template, narrative template and instructions will be 
 

             posted on the ODMH website (http://mentalhealth.ohio.gov) on
                               December 1, 2010.  (ORC Section 340.03)
Additional ODMH Requirements

(Formerly Community Plan – Part B)
Notification of Election of Distribution – SFY 2012  

The           Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Board of Cuyahoga County            has decided the following:

______            The Board plans to elect distribution of 408 funds.

______
The Board plans not to elect distribution of 408 funds

Signed:
______________________________________________________



WILLIAM M. DENIHAN



Chief Executive Officer


Alcohol, Drug Addiction and Mental Health Services Board or



Community Mental Health Board

Date:

_____________________________

State Hospital Inpatient Days  
	BOARD NAME _ALCOHOL, DRUG ADDICTION AND MENTAL HEALTH SERVICES BOARD OF CUYAHOGA COUNTY_
2012 Planned Use of State Hospital Inpatient Days By Hospital/Campus

	1. Regional Psychiatric Hospital Name


	

	
	

	
	

	
	

	Total All State Regional Psychiatric Hospitals Inpatient Days

	


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



Signed ____________________________________________





ADAMH/CMH Board Executive Director

WILLIAM M. DENIHAN
Chief Executive Officer





          CSN Services



I anticipate renewing contracts for CSN services.



_____ Yes





_____ No

  Board Membership Catalog for ADAMHS/CMHS Boards 
	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

REV. IRIS LYNN BAILEY
	Appointment           Sex                   Ethnic Group 
      County               F                      African American
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

21010 Miles ParkwayCleveland, OH   44122
	

	Telephone (include area code)216.464.9931
	County of Residence

Cuyahoga 
	

	Occupation

Ordained Elder-St James AME & President/Founder of public charity
	

	Term: First 

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

DAVID E. BIEGEL, PH.D.
	Appointment           Sex                   Ethnic Group 
     County                M                     Caucasian                              

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

X H Professional                     X  FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

2557 Derbyshire Road
Cleveland Heights, OH   44106 
	

	Telephone (include area code)

216.371.3108
	County of Residence

Cuyahoga
	

	Occupation

Professor of Social Work, Psychology & Sociology at CWRU
	

	Term: First

	Year Term Expires

2011
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

REGINALD C. BLUE, PH.D.
	Appointment           Sex                   Ethnic Group 
 ODMH                    M                    African American                                Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

X  FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

20310 Chagrin Blvd.
Shaker Heights, OH   44122


	

	Telephone (include area code)

440.542.0850
	County of Residence

Cuyahoga
	

	Occupation

Psychologist in private practice & Adjunct Professor, CSU
	

	Term: First

	Year Term Expires

2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

PASTOR CHARLES E. BROWN 
	Appointment           Sex                   Ethnic Group 
    County             M                     African American
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                   X  FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)1320 Fry RoadLakewood, OH   44107

	

	Telephone (include area code)

216.228.6161
	County of Residence

Cuyahoga
	

	Occupation

Pastor of Auburn Community Church, United Church of Christ
	

	Term: First

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

EUGENIA CASH, MSSA, LSW
	Appointment           Sex                   Ethnic Group 
  County            F                     African American               

Officer                    Hispanic or Latino (of any race)
 Second Vice Chair              

                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

X  FORMCHECKBOX 
 MH Professional                     FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

1254 East 101st Street
Cleveland, OH   44108
	

	Telephone (include area code)

216.721.0514
	County of Residence

Cuyahoga
	

	Occupation

Executive Director, Youth & Support Services – Cleveland Metro. School District
	

	Term: First

	Year Term Expires

2011
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

MARC G. CROSBY
	Appointment           Sex                   Ethnic Group 
   County                  M                     African American                           Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                   X  FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

4137 East 186th Street
Cleveland, OH   44122
	

	Telephone (include area code)

216.283.1688
	County of Residence

Cuyahoga
	

	Occupation

Executive Director – Just Like Us Enrichment
	

	Term: First

	Year Term Expires

2011
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

TATIANA FALCONE, M.D.
	Appointment           Sex                   Ethnic Group 
     County                F                                                 

Officer                    Hispanic or Latino (of any race)
                                          Yes
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

X  FORMCHECKBOX 
 Psychiatrist                         FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

2730 Landon Road
Shaker Heights, OH   44122
	

	Telephone (include area code)

216.577.5254
	Cuyahoga 
	

	Occupation

Child Psychiatrist
	

	Term: First 

	Year Term Expires

2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

RICHARD A. FOLBERT
	Appointment           Sex                   Ethnic Group 
   County                   M                    Caucasian          

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
X  FORMCHECKBOX 
 Consumer                                X  FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

1371 Elbur Avenue, #33

Lakewood, OH   44107
	

	Telephone (include area code)

216.221.4896
	County of Residence

Cuyahoga
	

	Occupation

Peer Support Specialist 
	

	Term: First

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

J. ROBERT FOWLER, PH.D.
	Appointment           Sex                   Ethnic Group 
   County                  M                    Caucasian                           

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

X  FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

2550 Wynde Tree Drive
Seven Hills, OH   44131
	

	Telephone (include area code)

216.573.6868
	County of Residence

Cuyahoga
	

	Occupation

Chemical Engineer - Retired
	

	Term: First

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

REV. BENJAMIN F. GOHLSTIN, SR.
	Appointment           Sex                   Ethnic Group 
   ODADAS             M                     African American                               

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                          X  FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

3333 Van Aken
Shaker Heights, OH   44120
	

	Telephone (include area code)

216.991.0684
	County of Residence

Cuyahoga
	

	Occupation

Pastor of Heritage Institutional Baptist Church
	

	Term: First

	Year Term Expires

2011
	

	Board NameADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

PYTHIAS D. JONES, M.D.
	Appointment           Sex                   Ethnic Group 
  ODADAS              M                    African American                            

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

X  FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

3645 Warrensville Center Road, #217
Shaker Heights, OH   44122
	

	Telephone (include area code)

216.752.9444
	County of Residence

Cuyahoga
	

	Occupation

Psychiatrist – Veterans Administration Hospitals of Cleveland
	

	Term: First 

	Year Term Expires

2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

RICK A. KEMM, MNO
	Appointment           Sex                   Ethnic Group 
  ODADAS              M                            

Officer                    Hispanic or Latino (of any race)
                                     Yes
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                 X  FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

12500 Edgewater Drive, Suite 1520
Lakewood, OH   44107

	

	Telephone (include area code)

216.228.1244

	County of Residence

Cuyahoga
	

	Occupation

Executive Director at May Dugan Center
	

	Term: First 

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

REV. CHARLOTTE STILL NOBLE
	Appointment           Sex                   Ethnic Group 
   ODADAS             F                      Caucasian                             

Officer                    Hispanic or Latino (of any race)
Chairperson              

                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                 X  FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

12700 Lake Avenue, #1005
Lakewood, OH   44107

	

	Telephone (include area code)

216.226.3844

	County of Residence

Cuyahoga
	

	Occupation

Ordained minister - United Church of Christ - Retired
	

	Term: First

	Year Term Expires
2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

J. RICHARD ROMANIUK, PH.D.
	Appointment           Sex                   Ethnic Group 
   ODMH                 M                     Caucasian                            

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

X  FORMCHECKBOX 
 MH Professional                         X  FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

9101 Bancroft Avenue
Cleveland, OH   44105

	

	Telephone (include area code)

216.429.2432

	County of Residence

Cuyahoga
	

	Occupation

Supervisory Social Worker – Department of Veterans Affairs 
	

	Term: First
	Year Term Expires

2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

HARVEY A. SNIDER
	Appointment           Sex                   Ethnic Group 
     ODMH               M                     Caucasian                    

Officer                    Hispanic or Latino (of any race)
Vice Chair              

                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

X  FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

33595 Bainbridge Road / Suite 105
Solon, OH   44139

	

	Telephone (include area code)

440.461.1331

	County of Residence

Cuyahoga
	

	Occupation

Attorney at Law – Kenen & Snider Company, L.P.A.
	

	Term: First 

	Year Term Expires

2013
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

ERICKA THOMS
	Appointment           Sex                   Ethnic Group 
      County               F                      African American           

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

2451 Professor Street, Apt. #3
Cleveland, OH   44113

	

	Telephone (include area code)

216.258-7454

	County of Residence

Cuyahoga
	

	Occupation

Policy Associate for Voices for Ohio’s Children
	

	Term: First

	Year Term Expires

2011
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

MARY R. WARR 
	Appointment           Sex                   Ethnic Group 
      County               F                      African American                         

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

1889 Temblethurst Road
South Euclid, OH   44121

	

	Telephone (include area code)

216.291.5576

	County of Residence

Cuyahoga
	

	Occupation

Area Manager, Ohio Rehabilitation Services Commission - Retired
	

	Term: First 

	Year Term Expires

2012
	

	Board Name

ADAMHS BOARD OF CUYAHOGA COUNTY
	Date Prepared

11/22/10

	Board Member

ANNGELA WILLIAMS
	Appointment           Sex                   Ethnic Group 
  ODADAS              F                      African American                            

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                   X  FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

2235 East 43 Street
Cleveland, OH   44103

	

	Telephone (include area code)

216.799.6276

	County of Residence

Cuyahoga
	

	Occupation

Entreprenuer – Platinum Image Nail Salon & Boutique
	

	Term: First

	Year Term Expires

2013
	



Board Forensic Monitor and Community Linkage Contacts

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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Carole Ballard
	2012 West 25th Street, 6th Floor
	Cleveland
	44113-4119
	(216) 241-3400, X 730
	ballard@adamhscc.org



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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Carole Ballard
	2012 West 25th Street, 6th Floor
	Cleveland
	44113-4119
	(216) 241-3400, X 730
	ballard@adamhscc.org





INSERT ADDITIONAL BOARD APPENDICES AS NEEDED
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� �HYPERLINK "http://macsisdatamart.mh.state.oh.us/default.html"�http://macsisdatamart.mh.state.oh.us/default.html�










