[image: ]  
  Department of	                                             Department of Alcohol
   Mental Health		                                  and Drug Addiction Services
					

	              Sandra Stephenson, MSW, MA             Director
	                      Angela Cornelius Dawson
                   Director




   Ted Strickland, Governor







 Community Plan Guidelines
for 
SFY 2012 – 2013



September 29, 2010









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








Ted Strickland, Governor

Ohio Department of Mental Health
and
Ohio Department of Alcohol and Drug Addiction Services 

 Community Plan Guidelines for SFY 2012 – 2013

Table of Contents
																				Page
	
Introduction and Instructions
	
1

	
Board Mission, Vision and Value Statements
	
7

	
Section I: Legislative and Environmental Context of the Community Plan
	
8

	
Section II: Needs Assessment
	
10

	
Section III: Priorities, Goals and Objectives for SFY 2012-2013
	
12

	
Section IV: Collaboration
	
18

	
Section V:	Evaluation of the Community Plan
	
19

	
Appendix A: List of Separate Attachments for Submission
	
21

	
Appendix B: Definitions of Prevention
	
22

	
Appendix C: Definitions and Evaluation Criteria for Completing Section V
	
25

	
Appendix D: Definitions of Cultural Competence, SMI, SPMI and SED
	
28

	
Appendix E: Community Plan Review Criteria
	
31

	
Template for the Community Plan
	
42

	
ODADAS Waivers
	
66

	
SFY 2012 & 2013 ODMH Budget Templates
	
67

	
Additional ODMH Requirements (Formerly Community Plan - Part B)
	
68




			

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


INTRODUCTION

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

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

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

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

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

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


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

Application and Approval Process

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


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










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


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

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

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

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

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

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

· ODMH Only: Approval of Board Membership Catalog;

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


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


Completing the Guidelines

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

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




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

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

Provision of additional information and inclusion of documents in appendices

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

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

Regional Webinars

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

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


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

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


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

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


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

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



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

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

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

Weekly Phone Question & Answer/Technical Assistance Sessions

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

Plan Review and Questions

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

Changes to the Plan

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

Instructions for Completing the Cover Page: 

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

Instructions for Completing Mission, Vision and Value Statements:

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

Instructions for Completing Signature Page:

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

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

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

Section I: Legislative and Environmental Context of the Community Plan

Background and Instructions for Completing Section I of the Plan

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


I. Legislative Context of the Community Plan


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


II. Environmental Context of the  Community Plan


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

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

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


Economic Conditions and the Delivery of Behavioral Health Care Services

In response to this item, Boards may discuss their fiscal realities and constraints including Medicaid and Medicare issues that they encounter in providing behavioral health prevention and treatment services.  

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


The current economic environment has been weakened considerably with the increasing unemployment which has resulted in considerable loss for individuals and families to health care. Many residents are losing their jobs and homes. The various programs listed at the end of this question have been sustained despite the increase in demand and a 25.2% reduction in State Funding (SFY 09-GRF).

Nationwide at least 50 million plus go without health care coverage. (The Congressional Budget Office estimates that by 2019, 32 million individuals that are currently uninsured will have coverage. The cost over ten years is expected to be $938 billion.

Ranking Report: Ohio Unemployment Rate by County (August 2010) – Mahoning County 11.1.
(OACBHA STATEHOUSE REPORT (June 25, 2010): Ohio Unemployment & Population Data Released- ODJFS released a high-to-low ranking of unemployment rates this week. The range across Ohio in May starts from a low of 7.2% in Delaware County to a high of 16.7% in Clinton County. Five counties had unemployment rates above 14% during May.)
Note: Per Channel 21 news station on 10/26/10- the September unemployment rate in Mahoning County was 13.6 with a reported 29,000 residents unemployed.

Per The Youngstown Vindicator on 10/27/10- U.S. Department of Labor
· “Mahoning County’s unemployment rate was 10.8 percent in September, down from 12 percent the year prior”.
· “In Youngstown, the unemployment rate was 12.5 percent last month, down more than 1 percentage point from the September 2009 rate”. 
· “Joblessness declined in 72 of Ohio’s 88 counties last month. 
· The state’s overall unemployment rate was 10.1 percent in September down from 10.7 percent in the same month in 2009”.
·  “The U.S. unemployment rate was 9.6 percent in September”.

MCS Consulting Service: Report II- Best Practices: Vulnerable Children.
Mahoning County has its share of vulnerable children:
In Mahoning County there was an average of 52,635 children under 17 years based on the American Community Survey for the period 2006-2008 and 15,122 in the City of Youngstown. Each represents 22% of the total population of the respective jurisdiction. Twenty-five percent of children in the county were below poverty and 52% in the city of Youngstown. Reported at various time periods between 2008 and 2009, there was a monthly average of 20,481 child recipients of Food Stamps, 5,091 child recipients of Ohio Works First, 23,443 children enrolled in Medicaid, 99 homeless persons in families in 33 different families, 78 children in custody of the Children’s Service Board, 129 children in licensed/certified foster care, and 97 in permanent custody.
During the 2008-2009 School Year, there were 7,216 children enrolled in the Youngstown City Schools District (average daily membership) with 87.2 percent having family incomes below poverty and 80.7 percent minorities. The School District is in academic emergency. Proficiency test results indicate the need for substantial remedial work at all grade levels and a graduation rate of 72.8 percent for the 2007-08 school year.
In 2007, 326 babies were born to teens up to 19 yrs and for years 2004-2006, 9.8 percent of the babies born in the county were considered low birth weight. Almost one-fourth of Mahoning County third graders during 2004-2005 school year indicated that 24.4 percent were overweight in the 2004-2005 school year.
The natural trajectory of children and youth is to grow up with their biological parents in a nurturing home so they can become educated, graduate from high school, complete postsecondary education or training, and get a job that will make them healthy, self-sustaining, contributing adults.
Note: 58 percent of children with severe emotional disturbance do not graduate from high school  (Coalition for Health Communities- Titled :”BROKEN”).

The MCMHB supports various children programs such as Depression Awareness, BH Counseling in Alternative schools, ACLD Learning Center, Camp Challenge for the summer months, PANDA for children involved in the AOD system, High Fidelity WrapAround (FCFC), Daybreak Youth Crisis Shelter for runaways, Intensive Home Based Treatment, family financial education services, currently looking at afterschool counseling and many other programs that address the above indicators which results in the growing behavioral health needs of school age children. 

A collaboration with local providers and systems such as CSB, AOD, JJC, DD focuses on children with risk factors such as single parent home, early parenthood, poverty, unemployed parents, lack of housing, school peer stress, school truancy, legal involvements/delinquency, substance addiction, lack of health care benefits… indicators that are related to SED population of children in Mahoning County. 

Other organizations such as FCFC/Help Me Grow focuses on children ages 0-3. Overall, the county has been affected considerably by economic factors such as unemployment and poverty resulting in an increase demand for services that have produced a decrease in units of services due to diminishing funding.

Many of the above noted programs have seen an increase in demand due to the economic conditions in Mahoning County, but have also seen a reduction in capacity based on past budget cuts.

The MCMHB must also take into consideration multiple indicators related to the impact of poverty and unemployment on adult consumers and continues to prioritize and support various recovery programs such as MC-HOP and VRP3 defined below as necessary measures to address these issues.

Included in the economics conditions discussion, with respect to employment and poverty levels, a discussion regarding homelessness in Mahoning County defined above is significant due to the increase demands on local resources for individuals requiring mental health services. (MCMHB provides funding for indigent consumers for direct services, as well as, establishing support services such as housing and employment).

Ohio PATH Sites by population and percentage: Homeless by population and poverty percentage: ranked 6 for Mahoning /Trumbull – total population 449,295 (homeless 69,202 - 15%).  (Note: The PATH workers- consumers mostly- are housed in the Community Center which is funded and sustained through the local Board).

Cold Weather Emergency Shelter Program (December 1,2008 through March 31,2009)
The 19th season of the Cold Weather Emergency Shelter Program, a collaboration program between Help Hotline Crisis Center, Community Agencies, and the Rescue Mission of Mahoning Valley, that provides shelter to homeless persons during the winter months of December through March.
The Mission served 263 Unduplicated Clients through the Cold Weather Emergency Shelter Program and provided 5,026 bed stays for these clients a 6% increase over last year’s project. (Note: Taxi reimbursement is included through Help Hotline - 55)
· 62% of bed stays were used by men, totaling 3,116
· 24% of bed stays were for women, totaling 1,206
· 14% of bed stays were children, totaling 704
Homeless Management Information System (HMIS): total number served     263
· children under 18		32		12%
· males			          184		70%
· females				75		29%
· disabled			          116		44%
· Chronically Homeless		64		24%
· Domestic Violence Victims	23		 9%
· Veterans				37		14%
· Households			19		  7%
· Female single parent		  9		  3%
· Children in HH			32		12%
· Single males		          179		68%
· Single females			57		22%
The Mission served 229 Unduplicated Clients for a total of 4,393 bed stays for December 1, 2009 through March 31, 2010.
> Duplicated number of children bed stays:		74
> Duplicated number of women bed stays: 	          133
> Duplicated number of male bed stays:                334
> Number of taxi trips utilized:			66
(Note: HMIS did not record this years numbers and the above data was hand count).





Per 2009-2010 Youngstown/Mahoning County, Ohio Report on Homelessness by Mahoning County Homeless Continuum of Care – Executive Summary.
· 1,402 people throughout Youngstown and Mahoning were homeless in the last year
· 387 are children and youth; 29% of those children are less than 6 years old
· 25% are 51 years or older
· 534 people are members of a family
· 58% are male
· 49% are Caucasian and 49% are African American
· 11% are Veterans
· 20% are Domestic Violence victims
· 17% are Chronically Homeless (A chronically homeless person is an unaccompanied disabled individual who has been continuously homeless for over one year, or experienced three episodes of homelessness within the four years.)
· On any given day there are approximately 200 homeless individuals in the community
· 37 Permanent Supportive Housing beds have been created in the last year
· Over the last six years, 89 Permanent Supportive Housing beds have been created in the community, therefore reducing homelessness by nearly 25%
Comparison to Point-in-Time Statistics January 27, 2009:
	Subpopulation
	Number
	Percentage

	Chronically Homeless
	7
	6%

	Severely Mentally Ill
	28
	22%

	Chronic Substance Abuse
	51
	41%

	Veterans
	11
	9%

	Persons with HIV/AIDS
	0
	0

	Victims of Domestic Violence
	23
	18%

	Unaccompanied Youth
	5
	4%

	                                        Total
	125
	




Per 2007 A Study on Housing for the Seriously Mentally Disabled in Mahoning County-sponsored by the Board and funded through NAMI Ohio and the Mental Health Housing Leadership Institute (MHHLI):
· Issues identified were: reductions in available inpatient psychiatric beds in Mahoning County, outsourcing of the management of the behavioral health services units of two local hospitals, reduction in available permanent housing options for individuals suffering from a SMD due to closure of multiple Adult Care Facilities.
· Ohio’s community mental health systems provide services to more than 300,000 people, but has dropped from 17th to 35th among all states in the U.S. in per capita mental health spending since 1981 (Testimony to House Finance Subcommittee by Mike Hogan, Ph.D., Director, ODMH)
· There are a higher percentage of individuals with “disability status” in Mahoning County (16%) and Youngstown (25.3%) than in Ohio (16.1%) and the U.S. (15.1%)
· Poverty levels in the area exceed state (9.8%) and national (9.8%) averages, and are higher in the City of Youngstown (27.0%) than in Mahoning (12.4%).
· In 2006, single individuals with disabilities who relied on SSI as their source of income received $7,584 – 18.2% of the national median income for a one-person household and almost 25% below the federal poverty level.
· Among the unemployed, more than two out of three persons with disabilities (67%) would prefer to work. However, for persons with mental health conditions, their employment rates and wages were the lowest among all impairment groups.


Other Budgetary Indicators and Planning Efforts
Impact of recent budget cuts and reduction of local resources on service delivery must also include the context of economic conditions impact on greater numbers of consumers being involved in Medicaid.
Mahoning County Mental Health Board has had to reprioritize the available resources in the community due to the continual impact of social issues such as unemployment, increase poverty, greater enrollments to Medicaid, increased identification mechanisms for example Depression Awareness in schools, decreased State resources (cuts)…etc. 

The budgetary hearings were initiated early in FY 10 and Board staff had ongoing meetings with providers over months to prioritize services and allocate available resources. The Board’s mission was to attempt to sustain as many programs as possible but at a reduced level due to state cuts and elimination of grants for specific initiative like in children programs. 

Transition to a “purchased service” environment uncovered areas where delivery of service based on the Board’s priorities improved the effectiveness of the services funded.
(An increasing number of individuals may be seeking coverage such as Medicaid. Since the State funding has been significantly reduced and Medicaid costs have continued to grow, the increasing optimism would be to transition Medicaid to ODJFS 525 while leaving the 408, 505, 404 as well as ODADAS line item 401and local levy funds to support the Behavioral health care systems). 

By the numbers per OACBHA Financing Ohio’s Behavioral Health System Proposal.
ODMH Match needed in 2012: 4212.5 million
What we had in 2011: Total 408 flex (after hospital costs are taken off the top) & all 505 GRF = $197,864,913.
Short $14,635,087 (even if you add the 419 medication line item ODMH is still short $5,708,534).
Mahoning County Mental Health officials said renewal on November 2011 of its five-year, 0.5-mill property-tax levy is particularly crucial in light of $4.1 million in cuts in state funding during the past two years- In Fiscal Year 2010, the local mental-health Board’s state funding was cut $2.3 million, and almost $0.7 million in Fiscal Year 2009 over FY 2008 levels.

Noted in the previous Community Plan
Behavioral Health System Reform (April 2008 Update)
> The existing model for financing the behavioral health system is not based on consumer access, needs and choices.
> According to OACBHA data, county Boards used $78.5 million in local levy funds to match Medicaid in SFY 2005. (Currently, counties around the state are generating 100s (350ml+?) of million more in local levy revenue). 
> Many Boards utilize local levy funds as Medicaid match for mental health and AOD services. > The demand for the local share of Medicaid match has increased significantly in the last five years.
> This financing structure created an inherent system inequity that resulted in varying levels of access for consumers based upon county/Board area of residence

OACBHA STATEHOUSE REPORT: indicated like the enhanced FMAP, the results of unemployment insurance (UI) failing to be extended would result in 181,000 Ohioans being dropped by the rolls by the end of July).
(Note: Revised FMAP for American Recovery and Reinvestment Act (ARRA) for ODADAS and ODMH drops from 10.02% to 7.19% as of January 1, 2011).

Developing a Plan for Sustaining Mental Health & Addiction Services (April 16, 2010)- “In the past several years we have seen a large growth in Medicaid services and the need for Medicaid match. So while the ODJFS 525 line has grown consistently over the past decade to meet Medicaid physical health match needs, ODMH and ADADAS have seen cuts to their funds, even though our own match needs have grown at a higher rate than the physical healthcare side of Medicaid. This was due in large to the fact that there are no limits or controls to the services provided under the community behavioral health Medicaid program”.

Impact of recent budget cuts and reduced local resources along with some identified “Special Projects” are illustrated in the following brief examples:

(Priority Population: SMD)
Mahoning County has seen a considerable reduction in access to available services due to the economic conditions in our county. The loss of Forum Health psychiatric unit (20 beds) and Todd’s Children Hospital has resulted in capacity issues for adult bed days at Humility of Mary and kids being transported out of county to Belmont Pines hospital. The Board has established indigent contract (adults) with SUMMA (St. Thomas Hospital) to help provide an alternative to local hospital bed day losses. Due to the expansion of services to out of county facilities, the Board has also established transportation cost, as well as, increase accessibility to the local Crisis Stabilization Unit from 12 to 18 beds.
With the Mental Health Act of 1988, Ohio embraced the community treatment model whereby mental health treatment and support services are managed and provided at the community level. This allowed Ohio to go from 17 costly institutions to seven psychiatric hospitals – which in turn increased the Boards responsibility to services that have resulted in increase demand for Medicaid match and support services such as the CSU noted above and employment/transitional housing at (Burdman/Horizon House-the county mental health board provides about $1 million of Burdman’s annual budget of $6.5 million) for transitioning consumers from local hospital, Crisis Stabilization Unit, civil and forensic from Regional Psychiatric Hospitals, local jails….  (Note: Due to the budget cuts, the Horizon House, an acute care residential facility of 16 beds was closed down and consumers transitioned to Burdman with a re-licensing (12 to 21 beds) from ODMH Office of Licensure & Certification.

“Trend Information must include a discussion of forensic clients”
ODMH-Forensic Strategies Workgroup- Final Report (January 2010):  The increase growth of forensic clients within the state hospital is a clear result of limited options in the community for individuals found incompetent to stand trail. Judges and court personal have no other options than to hospitalize the growing number of consumers identified for competency restoration in both misdemeanor and felony cases. The increasing demand for use of state beds to address this growing population not only results in less availability for the civil population but ultimately results in ODMH withholding more 408 allocations that would have otherwise been distributed to the community. The few agencies that can provide out-patient competency restoration services have low utilization rates due to a number of factors such as, transportation issues, acceptance at the court level, non-compliance, etc. as well as the availability of expanding our local provider services to incorporate what has become an increasing number of individuals with mental health conditions that have become involved in the legal system. (The community plan will later discuss multiple programs (mostly funded through levy and some 408 plus possible Medicaid) that have been implemented by our Board with respect to the support and/or treatment of consumers involved with the Judicial System such as Felony Mental Health Court, forensic monitor, alternative housing options due to offender barriers, linkages prior to discharge from correctional facilities (the old PATH DRC), crisis works in the jail (non-reimbursable by Medicaid), Out-patient civil commitments, probate court hearing weekly at local hospitals, emergency forensic fund to support needs such as medication issues,…etc. A variety of tools are utilized to help divert or support quick releases from the hospital back to the community for both forensics being released or those going civil. The current trend since the Mental Health Act of 1988 is critical and in FY 09 , the “delayed status” bed days (those not billed to the Boards, exceeded the Board paid days. 
(Additional comments are noted below under Priority Population:  Correctional System)

(Population: SED)
Many of the children programming once defined such as Early Childhood Interventions were discontinued but maintained in part by the Board through either FCSS & CCBH funds in collaboration with Mahoning County Family and First Council ‘s (Service Coordination Mechanism), as well as, levy funds for options such Alternative schools Behavioral Health intervention in both city and county school systems. Also noted below are programs such as Depression Awareness, Camp Challenge and PANDA that addresses children issues during the school year and in the summer. Currently there is a focus on establishing after school programming but due to budgetary issues, this project is still being developed and slated for a January start up date.
(Note: Due to the lack of any in county residential facilities to address the need for children involved in multi-systems such as CSB & JJC, the increase cost for behavioral health care services for out of county residential services has been increasing at a dramatic rate for Medicaid match with little to no utilization review mechanism).

.

(Priority Population: Unemployment & Housing)
Greater numbers of individual and families are presenting to the local Rescue Mission for shelter.
While some counties are reducing their involvement (match) to employment services, Mahoning County has sustained the current level of funding to help consumers get employment. (Match funds to VRP3 ($100,000). There has been an increase in demand for consumers attempting to access employment services resulting in a waiting period for additional available slots.
The local HUD programs are experiencing longer waiting list, along with restrictions to consumers having previous legal involvement so the implementation of MC-HOP ($119,700) was established, after the HAP was discontinued, to assist with affordable housing cost. (Note: Local ACF/RCF are increasingly seeing referrals due to consumers needing housing). 
Housing has been stretched very thinly and further complicated by the recent closure of an ACF facility (Beavers home) where 15 consumers had to be relocated – this has been a concerning trend over the past few years with multiple facilities going out of business. 
The availability of local resources for independent affordable housing has been limited due to increase capacity needs. The Board has attempted to review and implement additional planning efforts by reviewing and meeting with representatives from the ODMH housing authorities, as well as, Supportive Housing representatives for technical assistance on expanding housing options in the community. 

Cost savings measure and operational efficiencies: Many of the programs implemented by the Board with some specific examples noted below have been adjusted to reflect a fee for service model currently implemented for SFY 11. (One primary example would be the allocation of $150,000 for transitioning the subsidizing of Medicare funded services- Total number of consumers 694: Dual Medicare/Medicaid: 514 – Straight Medicare 180).
· Transition to a “purchase of service” environment for most primary services to insure clearer link from services provided to funding.
· Board IT services moved to Mahoning County IT Department eliminating outside vendor resources, stabilizing systems, enhancing support and improving operational functions
· Culture of Quality certification for three years which will distinguish Board functions with the more effective state-wide boards and aid in keeping Board functions at a high, consistent standard.
· Reduction in Regional Psychiatric Hospital bed days and under utilization reconciliation has afforded the Board to transfer these funds to shore up community needs for consumers. 

The Mahoning County Board offers an array of children/adult services funded through levy and 408 funds to support the needs of consumers in our county. Services that may not otherwise be covered under insurance or Medicaid range from: Budgetary issues affected the sustainability of the programs noted below at either previous funding levels or reduction. 
*Many programs listed below are Draw Down Allocations
· Residential treatment facilities (daily per diem) that offer a lesser acuity of inpatient psychiatric care then inpatient psychiatric hospitalization (Crisis Stabilization Unit-(FY11: $475,964 & FY12: 517,500)
· Residential (in-county-adults) support for several levels of client oversight ($763,000 in SFY 2011)
· Residential (out of county) collaboration with MCDD ($50,000 in SFY 2011 &FY12: $46,000)
· Depression Awareness in the schools ‘LINKAGES” (FY11:$145,800 plus Community Block Grant $46,000 & FY12: 150,000-includes Com. Block Grant)
· Camp Challenge for summer programs with children (FY11:$46,000 & FY12: $46,000) Pending After-school program ($50,000)
· Camp Challenge-After School: FY11: $25,600 & FY12: $38,4000)
· Classroom Connections (Alternative School PACE, Chaney HS, and East HS.) (FY11:$60,000 & FY12: $45,000)
· Transportation contract services (SFY 08: $31,500, SFY 09: $30,297, SFY 10: $16,898.10 and FY11: $24,871.31)
· Suicide prevention ($33,000) (Help Hotline core operations-(FY11:$290,000 & FY12: 351,965)
· Community Center “Clubhouse” for consumer activities and socialization (FY11:$82,400 & FY12: 85,000)
· Guardianship for indigents ($80,000) plus attorney ($10,000)-(FY12 same)
· Payeeship Program (FY11:$165,000)- (FY12 same)
· Recovery Grant for WRAP & B.R.I.D.G.E.S (FY11$8,000 & FY12: $8,500)
· Community Correctional Association (FY11:$8,000 & FY12: $10,000)
· Forensic Monitoring (FY11:$32,000 & FY12: $30,000)
· Correctional facilities – jail (FY11:$30,000 =split between levy and 408 & FY12: $40,000)
· Felony Mental Health Court (FY11:$50,00 = $18,050 levy & 31,950 from 408 & FY12: $40,000)
· NAMI Mahoning Valley (FY11$4,000 & fy12: $3,500)–  Family-to-Family FY11:$3,500 & FY12: $2,000)
· Employment Services – VRP3 match for federal dollars ($100,000 levy)- Additionally- RSC-VRP3 initiative under the Governors plan will also be implemented at the same matching funds to enhance the further development of consumers seeking employment- FY11.
· Goodwill vocational services- (FY11:$24,000)-FY12 same
· Local psychiatric units for indigent care ($250,000 in SFY2011 & fy12:$300,000 pending approval)
· Mahoning County Housing Opportunity Program (MC-HOP) (FY11:$119,700)-FY12 same
· Rape Counseling – Family Service Agency ($30,000 levy) plus guardianship for consumers 55 ages or more ($30,000 in SFY2011)- FY12 both the same level funding
· Integrated Dual Diagnosis Treatment – ($90,000 in SFY2011) (?)
· Emergency Fund ($7,000) for transportation, medication, miscellaneous items
· Translation Services: FY11: $5,000 & FY12: $2,500
· Alzheimer’s Ass. & Referral Network: FY11: $2,500 & FY12: $2,500
· Potential Development: FY11:$10,000 & FY12: $10,000
· CCRA Bereavement: FY11:$10,000 & FY12: $10,000
· A.C.L.D School & Learning Center: FY11:$20,000 & FY12: $20,000
· Any many more services not funded through traditional payer sources such as Medicaid. Funding to sustain programs and other collaborative efforts with multi-system stakeholders that otherwise would severely limited the Boards ability to sustain an adequate Behavioral Health Care System.

Implications of Health Care Reform on Behavioral Health Services

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



Developing a Plan for Sustaining Mental Health & Addiction Services (April 16, 2010); Title Health Care Reform: “The passage of healthcare reform will change the number of individuals with insurance that cover mental health and addiction services (either private or Medicaid), which will impact the need for non-Medicaid treatment dollars. Healthcare reform will expand Medicaid eligibility to 133% of poverty (2014), and change behavioral health Medicaid services from an optional service offered through States’ plans, to mandated services. These changes will result in an estimated 94% of all individuals having insurance to pay for alcohol, drug addiction and/or mental health treatment services (were will the workforce be developed from to meet the increased demand?). Healthcare reform will not impact in any way the need for recovery support services, and without these services, Ohio runs the risk of spending more on treatment services without better outcomes. Additionally, the increase in individuals having insurance, (with the exception of youth up to age 26 can stay on their parents plan) either Medicaid or private, will not occur until at least 2014”.

Noted in the previous Community Plan: (As indicated in question #1 above)
(Behavioral Health System Reform (April 2008 Update)
> The existing model for financing the behavioral health system is not based on consumer access, needs and choices.
> According to OACBHA data, county Boards used $78.5 million in local levy funds to match Medicaid in SFY 2005. (Currently, counties around the state are generating 100s (350ml+?) of million more in local levy revenue). 
> Many Boards utilize local levy funds as Medicaid match for mental health and AOD services. 
> The demand for the local share of Medicaid match has increased significantly in the last five years.
> This financing structure created an inherent system inequity that resulted in varying levels of access for consumers based upon county/Board area of residence


The impact of Medicaid over the past years and its effects on levy funds has severely limited local discretion and community planning for those local dollars. Health Care reform will increase the on-rolls of Medicaid recipients which have multiple needs that would impact local levy funds.

Developing a Plan for Sustaining Mental Health & Addiction Services (April 16, 2010)- ‘In the past several years we have seen a large growth in Medicaid services and the need for Medicaid match. So while the ODJFS 525 line has grown consistently over the past decade to meet Medicaid physical health match needs, ODMH and ADADAS have seen cuts to their funds, even though our own match needs have grown at a higher rate than the physical healthcare side of Medicaid. This was due in large to the fact that there are no limits or controls to the services provided under the community behavioral health Medicaid program.

Challenges for the SFY 2010-2011 Fiscal Biennium
“The integrity of Ohio’s mental health system has been compromised by severe and repeated funding cuts and a fractured, inefficient system of administering the Community Mental Health Medicaid program. Many Ohioans without Medicaid eligibility cannot access any mental health services, and those with Medicaid eligibility often cannot access the full range of services (both Medicaid and non-Medicaid) necessary to function safely in the community settings. The budget presented by ODMH stresses the need to restructure fundamental funding methods necessary to preserve essential services and prevent the further breakdown of the publicly funded mental health system. Our goal of establishing a Mental Health Medicaid Match line item and a Hospital Services line item creates a platform upon which future decisions will be made.

Since SFY 09, GRF funding for state hospital and community mental health services has been reduced by $116.4 million (from $578.0 M original appropriation in SFY 09 to $461.6 M in SFY 11). This represents a reduction of 25.2%. This amount of funding reduction is far in excess of the shortfall in anticipated Medicaid match (26.9 M in the 100% scenario and $70.9 M in the 90% scenario) noted in the Program Budget Request – Community Subsidy Line Item. For years, our communities have been experiencing local system financial dislocation and unequal service access as a result of the fragmented system in which the Community Mental Health Medicaid program is administered.

Who received Ohio publicly-funded Mental Health Services in metro areas during FY 2007? (Mahoning County listed as a board area defined in the metro group)
Medicaid Eligibility Patterns:  In FY 2007, 117,632 or 69.9% of the metro consumers were enrolled in Medicaid. ADC-Medicaid eligible consumers, which included children enrolled in CHIPs, represented 35.4% of all consumers served compared to 30.7% of consumers who were ABD-Medicaid (Age, Blind, Disabled) eligible. Overall, Medicaid-eligible consumers increased by 32.8% from FY 2002 to FY 2007, while ADC-Medicaid consumers grew by 48.3%.

Ohio Medicaid ATLAS 2010:  enrollees receiving community Medicaid health services as a percentage of the total annual enrollment in Medicaid, FY 2009. Mahoning County is 12.4% within the highest range listed for counties in Ohio between 11.7%-15.4%. (Data Source: Ohio Medicaid DDS).

Talking Points for the Financial Plan: Data gathered for discussion on current state of funding in Ohio- Comparison to Health Care Form question which would increase the number of consumers accessing the Behavioral Health Care- : The ODJFS 525 line item has grown from $9.8 billion in 2004 to an estimated $14.3 billion in 2011 and every year the State funds this line item to cover the Medicaid match requirements for physical health. At the same time, the mental health and alcohol and drug addiction services match requirements have continued to grow, but the state line items that are meant to cover the match (408,505, and 401) continue to get cut. Discussion on Health Care Reform for increased coverage and without defined funding, resources and work force (Since 2007 Boards have cut staff by 24%) would severely compromise an already fragile Behavioral Health Care System.
· From SFY 2008 to SFY 2011 ODMH GRF (419, 408 FLEX, 505) dollars to County Boards has been cut by 35%. From $319,586,426 to $207,824,711.
· ODMH received a GRF cut of 21% in actual GRF funds. From $577,179,267 to $454,250,697
· Since SFY 2007 ODADAS 401/404 dollars to County Boards have been cut by 30%. From $36,882,991 to $27,653,662.
· ODADAS received a 25% cut from $38,406,948 (ADJ. for Operating Expenses that were moved to new line item) to $27,653,662.
· Local Boards now bring in almost $350 Million dollars in levy funds per year for local community based services.


(OF 1 MIND (June 28,2010) – Report by the Center of Community Solutions- “Thinking the Unthinkable, Finding Common Ground for Resolving Ohio’s Fiscal Crisis” recommends that the State should be responsible for the behavioral health Medicaid match, it states “relieving local boards of this responsibility would help stabilize precarious, if not dangerous, situations in communities across Ohio”).
“Financing Ohio’s Behavioral Health System” from OACBHA – Behavioral Health Medicaid Match shall be funded out of the ODJFS 525 line
· It’s a parity issue: BEHAVIORAL HEALTH CARE IS HEALTH CARE, and there should be no distinction in how Medicaid match is funded for physical and behavioral health care services.
· Without change and with the loss of enhanced FMAP, neither ODMH nor ODADAS will have enough community-focused GRF to meet Medicaid match in SFY 2012 and 2013.
· Behavioral health Medicaid match would represent less than two percent of the total Medicaid match, and could be funded with no increase in the ODJFS 525 line item.

Boards shall not be required to utilize local levy funds to match Medicaid.
· Voters pass levies to support locally identified needs, not a state entitlement.
· In the foreseeable future, there will continue to be individuals in need of treatment and recovery supports who have no insurance or means to pay.
· There will always be a need for non-Medicaid eligible recovery support services that allow individuals to live independently in the community.

A considerable help to the local Boards was the adjustments made to enhancing the FMAP and the subsequent extension. 
The Mahoning County Board comparison of FY 09 & FY 10:  FY 09 produced $3,077.117 Medicaid match out of $9,352,020 total Medicaid cost and FY 10 produced $2,640,760 Medicaid match out of 9,877,878 total Medicaid cost for a overall increase in Medicaid Cost $525,858 but DECREASED match of $436,357 due to enhanced FMAP BUT without would have been an increase in local match of $618,940.
(Note: Revised FMAP for American Recovery and Reinvestment Act (ARRA) for ODADAS and ODMH drops from 10.02% to 7.19% as of January 1, 2011).

A top priority to establishing a better Behavioral Health Care System with the upcoming Reform would be to move the Medicaid match to the ODJFS 525 Line and protecting the local levy dollars along with sustainability from 408, 505, 404, and 401. An important advocacy tool will be the Regional meetings being held by county Board Directors and a partnership with local stakeholders so a sound proposal can be advanced to legislators who are empowered to impact Health Care Reform.

The status of Health Care Reform provisions in terms of implementation may well depend on the upcoming mid-term elections – per OACBHA- CEO Report to the Executive Council (October 21, 2010: “The mid-term elections could have a major impact on how health care reform provisions are implemented at both the state and federal level both in terms of authorizing legislation at the state level and funding at both state and federal levels.
As noted in Question #1: The Congressional Office estimates that by 2019, 32 million individuals that are currently uninsured will be covered. The net cost over ten years is expected to be $938 billion. Summary of Coverage Provisions include:
· Individual Mandate – which is currently being challenged in a lawsuit where a federal Judge in Virginia has allowed it to proceed to trail. A Judge in Florida Federal Court ruled in January that this portion of forcing health care and penalties to be unconstitutional which will eventually end up in the Supreme Court.
· Employer Requirements: Note: “In the year since the Patient and Affordable Care Act was passed, the US Department of Health and Human Services has approved a total of 1,168 waivers, many of which, exempt health plans from the laws minimum annual benefit requirement. On April 14th, President Obama signed H.R. 4, a bill that repeals health reform’s business reporting requirement.(Ohio Association of County Behavioral Health Authorities: CEO Report to the Executive Council- April 22, 2011).
· American Health Benefits Exchanges- mechanisms to facilitate offering subsidized and non-subsidized benefits to small group and non-group individuals. Coverage is likely to be tied to a range of cost-sharing assumed by consumers which may be problematic if your unemployed or in financial problems
·  Private Insurance Modification
· High-Risk Pool
· Expansion of Medicaid: (to serve all low income Americans, rather than only those who fit into favored “categories” e.g. children, parents, or people with disabilities). Medicaid will be expanded to all individuals under age 65 with incomes up to 133% of the federal poverty level ($14,404 for an individuals and $29,327 for families of four in 2009) based on modified adjusted gross income. Eligibility for Medicaid and the Children’s Health Insurance program (CHIP) for children will continue at their current eligibility until 2019. The federal government will provide 100% federal funding for the costs of those who become newly eligible for Medicaid for years 2014 through 2016, 95% federal funding for 2017, 94% federal funding for 2018, 93% federal funding for 2019, and 90% federal funding for 2020 and subsequent years. States that already have expanded adult eligibility to 100% of the poverty level will receive a phased-in increase in the FMAP for non-pregnant childless adults. The CBO expects that this reform will result in an additional 16 million people enrolled in Medicaid and CHIP. The bill also calls for a phased-in reduction of DSH payments to states for a total reduction of $14.1 billion by 2020.
If the federal government initially covers 100 percent of the cost of Medicaid expansion with states increasingly sharing a greater percentage over the next few years – how would this be paid for and would that further reduce allocations to counties for other support services. The conservative estimate of an additional 10-15 million people newly enrolled for eligible Medicaid coverage would be a significant impact on local providers for those with mental health needs- more consumers presenting to emergency rooms or diversion to Crisis Stabilization unit where daily per deim is provided by the Board or after on call emergency services sustained beyond Medicaid or even capacity for stabilization bed options…. 
 The bill creates a new Medicaid state plan option to permit Medicaid enrollees with at least two chronic conditions, one condition and risk of developing another, or at least one serious and persistent mental health condition to designate a provider as a health home. Through a three-year, eight state Medicaid Demonstration Project, the federal government will provide Medicaid payments to institutions for mental diseases for adult enrollees who require stabilization of an emergency condition.
The benefits to the increased availability of Medicaid (defined designated allowable services BHC.CPST,Phar. Mgt…) for consumers does not incorporate funding for recovery support services such as an increase need for employment, housing…which could greatly impact the local Boards. 
Developing a Plan for Sustaining Mental Health & Addiction Services: (April 16, 2010) :
“regardless of who funds or administers Medicaid, Boards in addition to ensuring treatment services are available, will also continue funding and coordinating a host of other services to clients such as housing, employment, peer support, drop in/consumer operated centers etc. which are integral to overall quality of life and recovery. Such services will likely never be funded by Medicaid and/or insurance”.
(Note: Where will the trained workforces or capacity build-up from local providers and psychiatric hospitals are produced to meet a greater demand?). 

Referencing MCMHB  previous Community Plan: There has been a continual decrease in public inpatient psychiatric beds (in 2000, Ohio ranked 43rd in rate per 100,000 bed availability. Article “The Crisis in Ohio’s Acute Mental Health Care: A Mental Health and overall Health Problem (2005)”- thirteen private psychiatric units closed between 1997 and 2002 representing an 13% decrease in beds from 3,456 to 2,842 with adults 16%, adolescents 28%, and children 18%. Public beds for Ohio between 1997 and 2002 were reduced by 21% from 1444 to 1146. Two public children’s hospitals and three adult facilities.
NOTE: Since the state has closed two state facilities (Cambridge & Dayton, along with our local closing of both Todd’s Children Youth Services and the adult inpatient psychiatric unit at Forum Health. Along with decreased capacity to serve consumers that are afforded Medicaid to meet their behavioral health needs- the overall cost such as DRG for hospitalization continues to concern the local hospitals based on reimbursement vs actual costs for inpatient psychiatric care.
(HSWG Utilization Report: State Hospitals Utilization Trends from FY01 to FY 10 shows a ten year change of -13%).
What will happen to states that may opt out of Medicaid coverage (Arizona)? Texas is considering a similar option and has had a requested waiver for years (4). The current system that one plan (Medicaid) fits all is not the answer and with the billions states give to the federal government the Governor feels opting out of Medicaid and possibly CHIPS would allow them to produce a more suitable health care plan for its own state.

· Impact on Medicare: Payments to Medicare Advantage Plans will be restructured by setting payments to different percentages of Medicare for fee-for-service (FFS) rates, with higher payments for areas with low FFS rates and lower payments for areas with high (FFS) rates. The revised payments will be phased-in over three years beginning in 2011. The bill provides a $250 rebate to Medicare beneficiaries who reach the Part D coverage gap (doughnut hole) in 2010 (effective Jan. 1, 2010. The Medicare Part D doughnut …
How will the FSS rates be determined and would the higher FSS (lower payments) rate in a specific county be able to attract willing professionals?
In Behavioral Healthcare today- we are not recognized as Health Care!
· One concern will be the impact from providers not accepting mental consumers with straight or dual eligibility due to the lower rate compared to Medicaid which is currently in practice for those that are not being afforded a subsidy. 
· Currently “long term care” for some medicare mental health consumers requiring hospitalization is restricted to “life time limits”. Per the article listed below (Note)- “Patient’s Rights Gain Ground” –the new rule will phase out the use of lifetime limits on coverage
· Medicare does not provide coverage for services such as Behavioral Health Counseling unless specific Licensure requirements are provided such as LISW/psychologist for counseling and it doesn’t cover the most highly utilized service of CPST or per deim to Crisis Stabilization units as an alternative to hospitalization.
· Cost of living for the elderly has not increased over the past two years. 
· The reduced cost of brand-name drugs by pharmaceutical manufactures of 50% discount on prescriptions filled in the doughnut hole beginning 2011 will be helpful for consumers having to make ends meet due to the economy.

Note: OACBHA: The Affordable Care Act’s Impact on Ohio Seniors (vol. Six, Issue IX)- in reality, Ohio and the Nation will not know how some provisions of the Affordable Care Act (ACA) will effect seniors and their health care coverage for some time.

· Community Health Centers: Primary concern would be the relationships to local Community providers that don’t afford the physical care aspect and have traditionally addressed the more severe chronic SMDs requiring greater services in CPST and need for hospitalization – the capability of 24/7 emergency services would require that both entities  work collaboratively to address the multiple needs of consumers.
· ACA and Medicare:
· starting 2011 –annual wellness check-up will be covered with no deductable or co-pay
· hospitals/doctor incentive to coordinate quality care to help prevent re-admissions to hospitals for chronic conditions, including bonuses of 10% to primary care doctors to improve access.
· Mental health care benefit under Medicare that only pay 50% will be gradually improved from now till 2014 when it will be paid at 80-20, like most other health care.
· Medicare Part D: enrollees who reach the “donut hole” will receive $250 rebate, 50% discount on brand name drugs plus overtime the coverage gap will result in a reduction from enrollees paying 100% in coverage to paying 25% by 2020.

Ohio Association of County Behavioral Health Authorities (July 2009) “National Healthcare Reform: A Behavioral Health Perspective” An Update on National Health Reform by Barbara Coulter, Principal Health Management Associates. Debated issues:
· How quickly to phase in mandatory coverage 
· Whether to mandate that the Medicaid programs offer provider rates that approach or equal Medicare rates- This is a considerable problem in Behavioral Health due to Medicaid rates which have not been adequately adjusted to meet increasing rise of cost over the past ten years is still at a higher reimbursement cost then Medicare rates for behavioral health care compared to Medicare reimbursement for medical health care conditions.
· Whether to regulate private insurers’ medical loss ratios; how (i.e. through tax credits, vouchers or direct premium subsidies), and to what income groups, to offer subsidies; the specific benefits design
· Whether states could limit which plans participate in an exchange
· ONE OF THE BIGGEST UNRESOLVED ISSUES, OF COURSE, IS HOW THE FEDERAL BUDGET WILL COVER THE COST OF REFORM.
 Additional Concerns:
· The any willing provider has expanded the number of providers servicing a greater number of consumers.
· The rescinding of the Medicaid 06 rule has presented enormous challenges to local Boards in the ability to monitor utilization of services and cost containment. (For examples of other state Medicaid reviews conducted see HHS Office of the Inspector General entitled “Review of Community Mental Health Provider Services in Illinois for FFY 2003 issued in Sept. 2006 – OIG estimated overpayment to providers $11,477,280 ($5,971,577 Federal Share) or “The 2005 OIG Work Plan for Iowa”.
· *Currently a Judge in Virginia has ruled that the mandate for coverage in the Health Care Reform to be unconstitutional and the final determination will be up to the Supreme Court but the legal system has a couple of years to determine the outcome.

Conclusion:
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 that we provide treatment services to with non-Medicaid dollars will become Medicaid eligible and many will be eligible to purchase insurance through the health benefit exchange.  These new coverage options will include alcohol, drug addiction and mental health treatment services, but the benefit package is not yet known. The coverage expansions will impact how treatment services are financed, but will not fund recovery support services.  As we position ourselves for changes with health care reform, we will need to address how the community will continue to provide necessary recovery support services to individuals in need.  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.   

The Behavioral Health is Health Care!





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

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

Please note that throughout this Community Plan there will be programs referenced in specific sections that will include the specific characteristics of consumers being served along with any changes in services. Recovery Services such as B.R.I.D.G.E.S & WRAP, School Depression Awareness for prevention and identification, IDDT treatment…..
(Note: In the previous question are the statistics for The Cold Weather Emergency Shelter Program which can be referenced for characteristics of consumers served).

Profile of General Demographic Characteristics of Mahoning County: 
Please note that a search for data reflects various sources depending on the year the information was obtained, thus making much of the census information based on a comparison analysis.

Much of the most recent data related  was reported in the previous Community Plan and based on information from: A Study on Housing for the Seriously Mentally Disabled in Mahoning County (December, 2007) conducted by the Mahoning County Mental Health Board.
Note: Ohio has dropped from 17th to 35th among all states in the U.S. in per capita mental health spending since 1981. (Testimony to House Finance Subcommittee by Mike Hogan, Ph.D., Director, ODMH)

Mahoning County is located in the northeastern part of the State of Ohio and has a population of 236,735 based on 2009 estimates per State & County Quick Facts. This reflects a -8.1 percentage change since 2000 (257,560).
The Mahoning County population: (Census 1990: 264,806, Census 2000: 257,555, Census 2007: 240,420, Census 2010 estimate 234, 532 (July 2010)) – It’s likely to be less than 235,000in the 2010 census based on annual population estimates – moving Mahoning County from 10th to 11th and a 7.5 percent decline from 2000). Per State & County Quick Facts- Mahoning County population in 2009 estimated at 236,735. Percentage change from April 1, 2000 to July 1, 2009 was a -8.1% loss.
· There are a higher percentage of individuals with “disability status” in Mahoning County (16.3%) and Youngstown (25.3%) than in Ohio (16.1) and the U.S. (15.1%) (NOTE: Disability Status- a higher percentage of individuals in Mahoning County (16.3%) compared to Cite Health Report 2000 of “mental” 13,403 (15.1%).
· Poverty levels in the area exceed state (9.8%) and national (9.8%) averages, and are higher in the City of Youngstown (25.3%) than in Ohio (16.1%) and the U.S. (15.1%).
· Per capita income, which is a comparative measure of economic well-being, is lower in Mahoning County ($21,492) and in Youngstown ($13,333), than Ohio ($23,543) and the U.S. ($25,267). (See Census 2000- Youngstown median household income below)
· The percentage of renter-occupied housing units in the area is lower in Mahoning County (28.2%) than the State (30.0%) and U.S. (32.7%), BUT higher in the City of Youngstown (39.8%).

Per 2007 A Study on Housing for the Seriously Mentally Disabled in Mahoning County-sponsored by the Board and funded through NAMI Ohio and the Mental Health Housing Leadership Institute (MHHLI):
· Ohio’s community mental health systems provide services to more than 300,000 people, but has dropped from 17th to 35th among all states in the U.S. in per capita mental health spending since 1981 (Testimony to House Finance Subcommittee by Mike Hogan, Ph.D., Director, ODMH)
· Among the unemployed, more than two out of three persons with disabilities (67%) would prefer to work. However, for persons with mental health conditions, their employment rates and wages were the lowest among all impairment groups.


	Characteristics
	USA
	Ohio
	Mahoning Co.
	Youngstown

	Population
	
	11,478,006
	251,026
	70,459

	Disability Status (pop. 5yrs and over)
	15.1%
	16.1%
	16.3%
	25.3%

	Median Age
	36.4
	37.6
	41
	36.3

	Median Household Income
	$48,451
	$44,532
Quick facts: $48,011 (2008)
	$38,393
Quick facts: $40,508
	$21,850

	Per Capita Income 
	$25,267
	$23,543 Quick facts: $21,003 (1999)
	$21, 492 Quick facts: $18,818 (1999)
	$13,333

	Families below poverty level 
	9.8%
	9.8%
	12.4% 
	27.0%

	Individuals below poverty level
	13.3%
	13.3%
	15.8% (poverty level 1999 above)
	30.5%




A description of populations’ race: 				2009		2008
- White persons’						81.6%		81%
- Black persons’						16.2%		15.9
- American Indian and Alaska Native	 persons’ (Asian)	less then 1% for both
- Hispanic							3.8%		3%

According to the 2000 Census Data:
> 47.8% of the population is males: 52.2% are females
> Median age is 39.
> 14.1% of the households are headed by females with no husbands
> 20.3% of the total population are 62 years or older

A comparison of available data:

The Mahoning County ratio of income in 1999 to poverty level: Population for whom poverty status is determined: 250,542 (100%)
· Below 50% of poverty level – 14,154 (5.6%)
· 50% to 99% of poverty level - 17,174 (6.9%)
· 100% to 149% of poverty level - 21,537 (8.6%)
· 150% to 199% 0f poverty level – 25,060 (10.0%)
· 200% of poverty level or more - 172,617 (68.9%)

Census 2000 (Youngstown): Number of Households: 102,629 with a median household income $35,248.
· Less than $35,000 – 50,987
· $35,000 to $50,000 - 17,204
· $50,001 to $75,000 – 18,877
· More than $75,000 – 15,561

Claims data reported for Mahoning County on 2006 population of 257,555 for FY07:
	FY 07 Clients
	% of clients in popul.
	FY 07 SED Clients
	FY 07
SMD Clients 
	Total SMD+SED
	% Clients SED or SMD
	% pop SED or SMD

	12,034
	4.6724%
	1,359
	2,224
	3,583
	29.774%
	1.3912%



Overview of State: 
*Note: The Mahoning County Board contacted the references indicated on the report regarding updated information and was told that due to “Budget Cuts” this report has not been updated.
(Bulletin –Version 1.0, June 11, 2008 by OPER Office- titled “Who received Ohio Publicly-funded Mental Health Services in FY 2007: In FY 2007, ODMH, Boards and nine behavioral health hospitals delivered publicly-funded services to 315,283 consumers.  Data generated regarding consumers’ basic demographic characteristics, changes in Medicaid eligibility patterns, and consumer outcomes:
· Between FY 2002 and FY 2007, the number of consumers served by the Ohio publicly-funded MH system increased by 22.5%.
· 63.7% of consumers were between were between the ages of 18 - 64
· Ages 0-17 grew by 27%, compared to a 26.5% increase for 18-65 age group, and 65+ slightly by 0.5%
· 73.2% consumers were Caucasian (increase 19.8%), 22.1% African-American (increase 28.8%), while “Other” category, which includes Hispanics and Asian-Americans increased by 91.9%
· In FY 2007, 212,630 or 67.4% of consumers were enrolled in Medicaid. ADC-Medicaid eligible consumers, which include children enrolled CHIPs, represented 36.4% of all consumers served compared to 28.0% who were ABD-Medicaid (Aged, Blind, Disabled) eligible.
· Overall, Medicaid-eligible consumers increased by 32.8% from FY 2002 to FY 2007, while ADC-Medicaid consumers increased by 42.1%.

Changes in Service per units:
The number of consumers and units of service identified as being served per the Board’s annual report as defined by contracted providers only:
Total Cases:		Total Units of Service (hours):
> FY 2005: 8,284	176,690
> FY 2006:11,953	288,212
> FY 2007: 9,731	214,633
> FY 2008: 9,937	239,255
> FY 2009: 13,830	202,323
> FY 2010: 13,983	*163,518

Mahoning County Mental Health Board Annual Report Fiscal Year 2010. (Description of the Characteristics (Race & Gender) of customers/clients currently served.)
	Providers
	Cases Served
	African American
	Caucasian
	Hispanics 
	Other
	Total 

	Burdman
	483
	105 (M)    89 (F)
	 149 (M)    114 (F)
	 10 (M)     10 (F)
	 5 (M) 
  1 (F)
	   269(M)      214 (F)

	Catholic Charities
	167
	    8 (M)
  16 (F)
	   55 (M)
    84 (F)
	   1 (M)
    2 (F)
	  1 (M)
  0 (F)
	     65(M)
    102(F)

	Community Support
	62
	  16 (M)
  16 (F)
	   16 (M)
    11 (F)
	   1 (M)
   1 (F)
	  1 (M)
   0 (F)
	    34 (M)
     28 (F)

	D&E Counseling 
	1,939
	492 (M)
303 (F)
	  499 (M)
   336 (F)
	   6 (M)
   4 (F)
	190(M)
109 (F)
	1,187 (M)
   752 (F)

	Family Services
	3,372
	473 (M) 614 (F)
	  956 (M) 1,172 (F)
	 44 (M)    64 (F)
	 18 (M)
  31 (F)
	1,491 (M) 1,881 (F)

	Meridian Community Care
	225
	 12 (M)
  20 (F)
	    70 (M)
     93 (F)
	  3 (M)
   1 (F)
	 10 (M)
  16 (F)
	   95 (M)
  130 (F)

	Turning Point Counseling
	3,804
	486 (M)
648 (F)
	1103 (M)
1326 (F)
	73 (M)
92 (F)
	44 (M)
32 (F)
	1706 (M)
2098 (F)

	Medicaid only providers
	3,931
	479 (M)
555 (F)
	1098 (M)
1503 (F)
	106 (M)
126 (F)
	24 (M)
40 (F)
	1707 (M)
2224 (F)

	Total Cases
	13,983
	2,071(M)
2261 (F)
	3,946 (M)
4,639 (F)
	244(M)
300 (F)
	293(M)
229 (F)
	6,554 (M)
7,429  (F)



Prevention, treatment and Recovery units provided in Fiscal Year 2010: 
· Medication:			14,278
· Diagnostic Assessment:	  	  8, 571
· Individual Counseling:		48,251
· Group Counseling:		15,748
· Crisis Intervention:		  1,769
· Individual CSP:			30,553
· Group CSP:			12,555
· Other MH Services:		  9,600
· Employment:			  6,924
· Prevention/Education:		  1,413
· Jail Services:			     468
· PASARR:			       6
· Partial Hospitalization:	  	  5,799
· Guardianship:			  7,547

· Information & Referral:		28,103
· Payeeship: 			  3,900
· Other MH Services:		     423  (*Recovery Services, Forensic monitoring, MH Court, Daybreak Shelter, Rape Counseling, “Ryan White Program, Family Financial Education)
· Community Center:		    8,320
· Prevention/Education:      	    7,150
· Behavioral Health Hotline:   	113,815   
· Homeless Outreach:		     330
· Crisis Care (Crisis Bed):	 	    2,942 
· Residential Care:		  	    8,525	
· Subsidized Housing:		10,145	
· Inpatient Private:		     	     405 (* Number represents Board Indigent paid days only but under Section II: Needs Assessment-question 7.a. –The number of admission to just the local hospital was 522 with an average length of stay of around 4 bed days makes this number considerably higher but includes all payer source types).
· Inpatient State:		  3,615

Total Units of Service (hours):      163,518
Total Contacts:		          187,673

Further analysis by provider Annual Report- one such example (D&E Counseling Center listed above):
· Service Overview Fiscal Year  (UNITS)                   2008-2009         2009-2010
· Community Support				4,265		3,918	
· Group Counseling				3,411		3,057
· Individual Counseling		          		10,362	            12,296
· Medical Somatic (psychiatrist)		1,114		1,853
· Diagnostic Assessments (intake)		1,132		1,049
· Prevention/Education			  	   928		1,186
· In school Consultation			3,500		3,500
· Suicide Prevention				1,046		583
· *Special Program Recipients of Service Count
· Early Child Services				2,887		*510
· Depression Awareness and SI Prevention	6,025		*3,731	
· In-School After School Student Services	   485		*373
· Age Groups:						Age Groups:
· Female		37%					39%
· Male		63%					61%
· By Race
· African-American	38.2%				41%
· Caucasian		45.7%				43%
· All other		  9.1%				15%
· Age Groups:
	Fiscal Year
	0-6 Years Old
	7-10 Years Old
	11-14 Years Old
	15-18 Years Old

	 FY 09
	16%
	          31.2%
	          24.2%
	          28.4%

	 FY 10
	17.5%
	          30.3%
	          34%
	          18.7%


Note: School Based Depression Awareness and Suicide Prevention Program (Linkages) demographics are located in Section II: Needs Assessment: Question #7 b.
***Note: Special Program Recipients serves count is GREATLY reduced after loss of foundation, grants and MCMHB levels of funding.

The information provide above regarding the unemployment rate, poverty levels and individuals without health care coverage is clearly illustrates by the following Data: 

County Health Rankings (2010 Ohio) by University of Wisconsin: Population Health Institute. Counties can get a snap shot of how healthy their residents are by comparing their overall health and the factors that influence their health, with other counties in their state. (88 counties in Ohio) - Mahoning County
· Health Outcomes 75th  - equal weighting of mortality and morbidity measures
· Health Factors 55th – weighted scores of four types of factors: behavioral, clinical, social and economic, and environmental (tobacco, diet & exercise, alcohol use, high risk sexual behavior).
· Mortality 71st – premature death
· Morbidity 79th  - poor or fair health, poor physical health days, poor mental health days, low birth weight
· Social & Economic Factors 80th - educational (HS Grad, College degrees), Employment (unemployed), Income (children in poverty & income inequality), Family and Social support (inadequate social support, single-parent household) and Community Safety (violent crimes).
· Physical Environment 65th   - air quality , built environment
· Clinical Care 17th Access to Care (uninsured adults) & (primary care provider rate).
The need for health care reform can easily be reflected in the rankings for Mahoning County as indicated primarily in our standings of 80 out of 88 counties for Social & Economic Factors. The non-Medicaid funding afforded to the category for Social & Economic, as well as, the favorable ranking to Clinical Care are testaments to the challenges being addressed by the Board to meet the mental health needs of the community.

County Health Rankings (2011 Ohio) by the University of Wisconsin: Population Health Institute
· Health Outcomes 76th- equal weight of mortality and morbidity measures
· Health Factors 53rd- weighted scores of four types of factors: behavioral, clinical, social and economic, and environmental.
· Mortality 71st – premature death
· Morbidity 75th – poor to fair health, poor physical health days, poor mental health days, low birth weight
· Social & Economic Factors 84th- educational (HS Grad, College Degrees), Employment (unemployed), Income (children in poverty & income inequality), Family and Social support (inadequate social support, single-parent household and Community Safety (violent crimes).
· Physical Environment 58th – air quality, built environment
· Clinical Care 7th – Access to Care (uninsured adults) & (primary care provider)

Others: To be further defined in later sections.
· Gambling Program services access (Meridian Services): Gambling treatment program provides free screening and consults to help identify if there is a pathological gambling problem. No one is refused for lack of ability to pay for these services. Payer source types accepted are Medicaid, self-pay or billed against the grant for those without ability to pay. Lynn Burkey is the provider and is a nationally certified gambling counselor (NCGC 1).

			Survey 	of Gambling Treatment
			   Client Activity for FY2010

Active   2010             Male     	Female
Age 21-44					8				2
   45-65					8				7
   65 +					1				2
Total served  			   17			    11		= 28

Assessed  2010
21-44					6				 1
45-65					6		          5
65 +			 			0				 1
Total Assessed		   12				 7	   = 19

 Engaged in services  2010
21-44					5		        0
45-65					6		        4
65 +						0			   1
Total engaged		   11		        5 	  = 16

· Help Me Grow Program completed 5263 home visits for screenings and evaluations for 0-3 ages.
· Homeless populations: See Section II: Environmental Context of the Community Plan-Question 1: reports: Cold Weather Emergency Shelter Program and also 2009-2010 Youngstown/Mahoning Continuum of Care: Executive Summary for characteristics of consumers served.
· Employment Services
· Regional State Hospital, local general hospitals, and Crisis Stabilization Unit (impact of co-occurring consumers and payer source type- increase in usage from 10 to 18 beds due to demand). See Section II: Needs Assessments: Question #7. a
· Jail Diversion Program: Section II: Needs Assessment: Question #7.d
· Felony Mental Health Court: Section II: Needs Assessment: Question #7.h
· Rape Counseling Program: See Section II: Question #7.d
· Family and Children First Council- Service Coordination: Demographics located in Section II. Question #7 f.
· Child Advocacy Center: (January 1, 2010 to October, 2010)
	- sexual abuse		320
	- physical abuse	  16
	- foster care physicals	  30


The following references were examples of data provided to Boards from the ODMH which allowed comparisons among Board Areas.
· Ohio Department of Mental Health
Mutual Systems Performance Agreement/Community Plan Survey
2006 Prioritization Results
October 5, 2006
· Who Received Ohio Publicly-funded Mental Health Services in metro areas during FY 2007? 
      In FY 2007, 168,356 people who resided in Ohio’s metropolitan areas received publicly-funded        mental health (MH) services from the Ohio Department of Mental Health Services, the local MH       Board, and Ohio’s behavioral health hospitals. The purpose of this analysis was to provide                information about consumers’ basic demographic characteristics, changes in Medicaid                       eligibility patterns, and Consumer Outcomes Results. (Illustrated by insert below).

[image: ]	



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

Question 4: Describe major achievements.
 
The Mahoning County Mental Health Board has seen a significant decline in the need to purchase bed days at the Regional Psychiatric hospital due to alternative programs to support consumers in the community, as well as, an extensive utilization review process.
· The expansion of bed capacity at the Crisis Stabilization Unit from 12 to 18 was instrumental in diverting consumers from inpatient psychiatric care at both the local and state hospital.
· The continuation of support funds as match to federal dollars for employment services to the Burdman (Compass)VRP3 (PATHWAYS II), while other counties have discontinued this process. During FY 10, 22 individuals with mental health disabilities were placed in community based competitive jobs through the Office of Employment and Job Retention Services operated by the Burdman Group  and partially funded by the MCMHB. Of those who secured employment, 18% were employed full time and 100% were integrated with non-disabled workers. The MCMHB and Burdman Group are committed to the idea that Treatment Works, People Recover, Recovering People Work, and Working People Pay Taxes.
· State Bed Day Utilization has declined from FY 2003 & 2004 (15.08), FY 2005 to FY 2008 (14.09) and FY 2009 (12.95) to the current rate of FY 2010 (9.5). MCMHB staff and provider agencies continue to work diligently to reduce the number of state hospital bed days and saved $72,188 in FY 10 which was reinvested by the MCMHB into services for the community.
· The Board transitioned to a “Purchase of Service” model for primary services to insure a clearer link from services provided to funding.
· Board IT services moved to county system thus eliminating outside vendors, enhancing support and improving operational functions.
· Consolidation of Burdman’s facility (Horizon House Closed (16 beds) and Burdman expanded from12 to 21 beds). Renovations to the facility were given considerable assistance from the Board’s Reserves for Capitol Improvements” funds.
· Culture of Quality certification for three years
· In cooperation with the National Alliance for the Mentally Ill (NAMI) and Youngstown State University , the MCMHB celebrated the seventh and eighth graduating class of CIT officers in FY 10 bringing the total number of trained officers to 150.
· The third and fourth graduation from the Felony Mental Health Court occurred in FY 10 bringing the total number of graduates to 15. The most recent graduation FY 11 was held on November 4 for four graduates with guest speaker, media, multiple Judges, providers, AOD representatives, NAMI, family and friends. The  court, which if funded by the MCMHB and operated by Turning Point Counseling Services, originates from Judge Maureen Sweeney’s court.
· Family Services Agency (FSA)  opened the addition to their Daybreak facility in June 2010. With assistance from the MCMHB, FSA was able to secure partial funding from the Ohio Department of Mental Health and complete the project with foundation money. Daybreak is a community-based ten bed emergency shelter for adolescents providing food, clothing, crisis counseling services to abused, neglected, runaway, throwaway and otherwise homeless youth from 12-17 years of age for the past 34 years. Since its inception, services have been provided to nearly 8,500 children. 
· The Mahoning County Board has developed a contract with SUMMA Health Care  (St. Thomas Hospital) in Akron for indigent consumers when access is not available locally due to capacity issues when Forum Health closed there Behavioral Health Unit. 2010: 44 Mahoning County consumers were served and in 2011 Jan./Feb.: 17 to date were servced.
· Help Hotline has provided multiple Suicide trainings and is certified with The American Association of Suicidology (March 2010 to March 2015). Suicide Prevention Gatekeeper Training for Clergy was held at the Help Hotline Community Center on April 26, 2011 for 55 clergy members.
· Mahoning County Recovery Program through Help Hotline Crisis Center ‘s B.R.I.D.G.E.S held a graduation on October 5, 2010 with 10 consumers and March 29, 2010 with 16 consumers completing the program and a WRAP graduation on October 28, 2009 with 13 graduates and June 3, 2010 with 12 graduates. WRAP graduation March 1, 2011 with 13 graduates and 8 having perfect attendance.
· The passage of the Mental Health Renewal Levy in November.
· State and Federal Grants totaling $1,066,543 were distributed through the MCMHB. Grants focused on a variety of issues including treatment for children, families, crisis intervention, housing, forensic and vocational issues.
· Help Hotline Crisis Center will be celebrating there 40th anniversary this year. 

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

The Mahoning County Mental Health Board has attempted over the past couple of years to review and meet with technical advisor in an attempt to develop Supportive Housing. Due to the limited availability of funds, the Board continues to review the possibility of additional Supportive Housing for future consideration.
(The current MCMHB housing program called Mahoning County Housing Opportunity Program (MC HOP) received flat funding to serve the number of consumers with a greater demand).

The continual growth of out of county Medicaid match for children residential services has been unchecked due to the lack of utilization review process. Various stakeholders (JJC, AOD, DD, MH and FCFC) meet monthly at the Service Coordination Committee to discuss identification process and alternatives to out of county placements. 

Fewer units of service provided this year due to decreased funding & a decrease in workforce. (Increase of units each prior year- see question #3 for units listed). Many of the providers services, along with “Specialized Projects” such as housing, employment, guardianship, payeeship, SAMMI IDDT, jail services, mental health court.. Have experienced either flat or decrease funding, even some discontinued as a result of funding levels. The Mahoning County Board provided funding out of its reserve to continue most programs. (SFY 10: $837,433 & SFY 11: 842,874)
(See question #1: page 14 ‘Mahoning County Board offers an array of services… for examples of some specialized projects

Despite the renovations and expansion of beds at Burdman (Compass)- the necessity was based on lack of funding to maintain the Horizon house which resulted in a net loss of overall beds for acute psychiatric consumers being transitioned from local and state hospital , as well as, transitioning from the Crisis Stabilization Unit for longer periods of stabilization.

The achievement of securing additional beds at SUMMA in Akron was due to the loss in capacity of local beds which was a direct result of beds decreasing after Forum Health Behavioral Health Unit closed. (not long after the children’s’ Youth Services closed in 2008 resulting in kids going out of county to Belmont Pines for inpatient psychiatric care). A considerable barrier to achieving this goal was the provision of funds for indigent care, as well as, transportation to secure a means of referring and accepting discharges to and from the community.

Decreased funding has reduced the ability to engage the number of inmates with mental health conditions and units of services produced in the local county jail.

Decreased funding has reduced the number of schools that are afforded the Depression Awareness Program through D&E Counseling Center which helps to educate and identify adolescents that may be experiencing depression and at risk for suicide.

Re-Entry Task Force and funding to address the needs of individuals coming out of correctional facilities (Department of Corrections) was not achieved due to lack of funding through securing a grant. The various stakeholders such as ADAS Board, MH Board, Correctional Representatives, Faith Based Groups, Local MH providers… met monthly to discuss and implement a proposed plan that was not funded. The current process of Linkage through a local provider for mental health consumers is still operational.



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. 

The Mahoning County Mental Health Board utilizes various methodologies for feedback regarding the Behavioral Health Care needs of the community:
· Surveys completed by consumers at the various agencies addressing issues with services such as access, wait-time, effectiveness…. (Example: D&E Counseling Center conducts Accessibility/Availability Survey at their three sites to determine if appointment times are convenient, staff is accessible in emergencies and offices are conveniently located. Including satisfaction with worker helpfulness, treated with respect & consideration, child’s problem improved overall satisfaction with services and would they recommend their services to others.)
· Boards collaborate with the Centers of Excellences to implement the latest in “Evidenced Based Practices” to improve services that have been deemed to produce the best outcomes. Local representatives attend both the SAMI IDDT & NEOCC committees in Akron regularly to provide feedback on local achievements and what other counties are doing to address behavioral health needs of their communities...Meridian Community Care provides annual outcome reports on services (IDDT) and population served which is utilized by the MCMHB to determine future capacity needs. Turning Point Counseling Services has also participated in TA with the CCOE to review implementation of an IDDT model.
· Fidelity Review outcomes from CCOE regarding Evidenced Based Practices such as IDDT. (Meridian Community Care utilizes the Multnomah instrument to ascertain client level of care needs. Results suggest that while most consumers served by the team meet diagnostic criteria for Quadrant IV, many of them may not need the intensive outreach based services that IDDT is designed to provide. This allows the provider and MCMHB to review areas where the resources and funds are most applicable).
· Providers such as Burdman and Help Hotline Crisis Center sponsor health fairs to share with consumers and stakeholders what are the current behavioral health care services and receive feedback on current needs.
· Many of the organizations that collaborate with the MCMHB provide both annual reports ,as well as, yearly gathering of stakeholders and organizational members to celebrate their achievements and honor accomplishments from the previous year- this networking through examples such as The Area on Aging, Family and Children First Council, Help Hotline Crisis Center, Meridian Community Care… are very informative in terms of the various services and outcomes data that has impacted their consumers in the community.
· Continuous Quality and Performance Improvement Plan - are submitted by providers to ODMH and MCMHB for review of performance indicators, population served, access, gaps in service as well as initiatives to improve outcomes of services. PI Reports demonstrate program effectiveness regarding delivery and utilization of therapeutic interventions.
· Board Survey for consumers and providers (part of Culture of Quality (COQ)
· Specialized Projects Reports: Narrative presentations include all of following indicators (submitted bi-annually or annually).
· Project Need and Background
· Project Objectives
· Mental Health Services Provided: units of service and number of mental health clients
· Project Evaluation; services and activities to support project objectives (examples from D&E: Consumer Satisfaction Survey and Ohio Youth Scales for Camp Challenge).
· Facilities and Equipment available
· Project staffing
· Demographic/Descriptive Information
· Expenditures
NOTE: A variety of programs are listed in II. Environmental Context of the Community Plan Question#1 “Mahoning County offers an array of services” pages 16 & 17.
· Mahoning County Family and First Council Service Coordination Final Reports for FCSS & CCBH Funds (BH Children 404), as well as, monthly meetings. (Coalition for Capable and Healthy Youth formed in 2007 to promote safe, healthy, drug free schools and communities that support positive youth development. The Preventive Evaluation Project Survey (PEP) is utilized as a primary source of data on local youth needs. The survey was administered in 12 school districts during FY 2006, 2008, and 2010. Multiple workgroups were formed to address areas of concern – primary mental health stakeholders involve are: Help Hotline Crisis Center & D&E Counseling Center (Board contracted agencies) as members of the Mahoning County Suicide Prevention Coalition for the Teen Suicide and Depression workgroup.
A Key Informant Survey is given to all agency personnel, family, and team members who worked with the Family & Children First Council in FY 09-10.  The survey gages satisfaction and perceptions of effectiveness of Service Coordination. Qualitative data provided in the following section.
· Child Advocacy Center Steering Committee meets every other month- multi-county representatives. (Mahoning, Trumbull, Ashtabula and Columbiana)
· Suicide Coalition Steering Committee meets quarterly to discuss trends and needs in the community- next meeting scheduled for December 8, 2010.
· Recovery Steering Committee: multi- county (Mahoning & Trumbull) with consumer members for input to community needs. 
· Mahoning County Mental Health Board Recovery Program Annual Report
· Provider reports such as Burdman (Compass) for employment Annual Report:  “Employment & Job Retention Services: Supportive Employment Block Grant Report
· PATH Annual Report for Fiscal Year 2009 & 2010. Also input from PATH Monitoring Tool (revision 12/3/10)
· Quality improvement surveys are given to homeless individuals/families for their responses on how the program is operating.
· Homeless programs contact the PATH Program to give ideas on how the program can better serve the homeless. i.e. “being contacted by the soup kitchen to come down earlier and meet with individuals prior to lunch”.

· Daily census sheets and monthly tracking numbers for all inpatient psychiatric hospitalizations, as well as, all crisis intervention/prescreening monthly composites. (Access and capacity needs)
· Two Clinical Issues Meetings with all provider Clinical Directors/staff (1st & 2nd Thursday of the month) and one Systems Meeting (3rd Thursday of the month) with stakeholders representatives to review and discuss issue in the community from access to capacity availability to coordinating multiple system approaches for movement in the community for consumers.
· Board’s Ways and Means Committee (1st) & Humane Resource Committee (2nd) with full Board the 3rd Thursday were Provider Directors attend and present current updates on achievements to the Board.
· The Youngstown Foundation (2009 Parent/Caregiver Survey: released 10/30/2009) SurveyMonkey to collect responses by the internet: Survey Data Summarized:
· Mental/Physical Issues: rate behavioral issues second when looking for adequate services. “Notably, 84.7% (138) of respondents report that the greatest strain they feel having a child with a disability is “emotional”. Additional strain most frequently cited is “financial” 60.7% (99). See Environmental Context of the Community Plan-Question #3
· Accessibility/Recreation: Housing was a primary concern, along with transportation issues to get to appointments
· Previous Needs Assessments:
· A Study on Housing for the Seriously for the Seriously Mentally Disabled in Mahoning County (December 2007)
· Mahoning County Continuum of Care 10-Year Plan to End Homelessness: 2008-2018 (Prevention strategies play an integral role in community’s  plan to eliminate homelessness by effectively intervening in public systems- e.g., corrections, foster care, mental health, and other institutions.
· Mahoning County Hispanic/Latino Substance Abuse/ Mental Health Assessment Results (2006): Community Mail out surveys, Face-to-Face Surveys, and Focus Groups.


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

Note: Due to limited funding the Board has not engaged in specific overall needs assessment for the above categories but utilizes various reporting mechanisms (daily, weekly, monthly and annually) within the Behavioral Health Care Network to determine the quantitative and qualitative needs/outcomes of populations being served throughout the Behavioral Health Care Network. (Baseline comparisons are generated year to year to determine effectiveness of current programs and any need for increased demands).

The MCMHB determines the quantitative variable to be the fundamentally structured Behavioral Health Care System developing a Network through multiple programs and collaborations to address the needs of mental health consumers in the community. 

The foundation of services, whether it be traditional behavioral health counseling/pharmacological…and/or, recovery programs, supportive employment/housing, creates greater access/capacity to services which transcends to qualitative variable that makes significant changes in the lives of mental health consumers that have actively engaged the system. 

The MCMHB collects and analysis large amounts of data gathered from the various programs that are funded through the Board and derive information through a quantitative analysis that are reviewed and discussed for improving outcomes with respect to access, capacity, length of stay, diversion….


a. The following graph is representative of the quantitative State Bed Day Utilization for the Mahoning County Mental Health Board:

	FY
	State Per Diem
	Beds Contracted
	Projected Days
	Actual Days
	Average DC
	Projected Costs/State Withheld
	Bed Cost
	Beds Over/Under

	03
	$353
	15.08
	5,507
	6,010
	16.46
	$1,943,071
	$2.010,794
	+503

	04
	$441
	15.08
	5,507
	3,867
	10.59
	$2,428,587
	$1,705,347
	1,640

	05
	$446
	14.09
	5,142
	5,020
	13.75
	$2,293,332
	$2,293,332
	122

	06
	$470
	14.09
	5,142
	5,064
	13.87
	$2,416,740
	$2,416,740
	78

	07
	$481
	14.09
	5,142
	4,728
	12.95
	$2,473,302
	$2,274,168
	414

	08
	$481
	14.09
	5,142
	4,579
	12.54
	$2,473,302
	$2,202,499
	563

	09
	$481
	12.95
	4,728
	3,614
	9.91
	$2,274,168
	$1,738,334
	1,114

	10
	$525
	11.00
	4,105
	3,615
	9.91
	$2,107,875
	$1,897,875
	400

	11
	$535
	9.5
	3,468
	
	
	
	
	

	12
	$478
	9.0
	3,285
	
	
	
	
	



Regional Planned Bed Day Report: Mahoning
	Est 1
2012
	FY 11
Bed Days
	3 YEAR
Avg
	Planned
Days 2012
	Plan-3Yr
Diff
	% Change

	3,285
	3,228
	3,486
	3,285
	-201
	-6%



The quantitative needs assessment review of the current Regional Psychiatric Hospital must be in conjunction with usage of alternative inpatient psychiatric facilities such as Humility of Mary where in FY 10 a total of 522 admissions (405 indigent bed days paid for by the Board) based on screening statistics (these number do not include the alternative sites such Laurelwood –Windsor, Forum Health (now closed), St. Thomas (Akron), and Trumbull Memorial. 

The local provider Turning Point Counseling Services in FY 10 accounted for total of 2,942 crisis beds (FY11 > 3,390) on the Crisis Stabilization Unit as a diversion from inpatient psychiatric hospitalization. The CSU is also very instrumental in the ability of the county to “step-down” consumers requiring further stabilization directly from the state hospital or local hospitals. 
The qualitative measure can be described in terms of the continuum of services were both the CSU and Burdman Group Inc (community based services) are available to help individuals discharged from the Regional Psychiatric Hospital that may be identified as homeless.  Study for ODMH found that 36 percent of persons discharged from state psychiatric hospitals in Ohio were homeless within six months of discharge
(John R. Belcher’s study “Defining the Service Needs of Homeless Mentally Ill Persons,” Hospital and Community Psychiatry, 1988:39:11:1203-1205)

(Note: No discussion can adequately describe the quantitative aspects without noting the impact of Forensic consumers from our county (as well as those turning Civil) – See II. Environmental Context of Community Plan: Question #1: ODMH- Forensic Strategies Workgroup- Final Report (January 2010).

The qualitative aspects can best be described as consumers needing a higher intensity of care then what can be afforded at the local hospital inpatient psychiatric unit or the Crisis Stabilization Unit. Consumers referred to the Regional Psychiatric hospital are identified as either on a Community Wide System Plan (direct admit), probated from the local psychiatric unit after initial hearings and forced medications options have indicated a need continual hospitalization, severe psychiatric acuity in the emergency room or when no bed availability at the general hospitals. The average length of stay for a local hospital admission (4.3) vs state hospital (11) with a high end of 30 days is only one indicator the qualitative aspects of consumers going to the state hospital require longer periods of stabilization and support services in the community.

Multiple mechanisms are in place such as Community Support Network, CPST Supervisor at local Community Center, guardians, Crisis Stabilization Unit Nursing Director, and forensic monitor to participate in discharge movement to facilitate transition back to the community. 
Local providers for transitional housing are also in place to facilitate transition through temporary housing for continual stabilization in the community. 

Another valued tool that reflects the community’s need assessment for consumers at the Regional State hospital can be addressed through our facilitation of Out Patient Civil Commitments which generalizes the treatment in the hospital to ongoing monitoring and stabilization (oversight by local provider with local court jurisdiction) for consumers at risk of being readmitted within a short period of time. The qualitative outcome is maintaining consumers in the least restrictive setting with quality of life that affords them a greater independence and self worth.


All the stakeholders noted above are present monthly at both Clinical Issues meetings and System Meeting to discuss options to assist in community transitioning. (Consumers with acute psychiatric/personality disorders needs  or primary AOD issues are qualitatively considered for local hospital/CSU options).

The Mahoning County Mental Board no longer receives Outcome Data Mart from ODMH nor  are we members of the Heartland East Administrative Services Center (ASC) which process the MACSIS for various boards providing such data: Our primary source of information is made available through MACSIS data and specialized programs identifying those most in need with SMD & SED.

b. The quantitative needs assessment for adults with severe mental disabilities (SMD) and children and Youths with serious mental disabilities (SED) within the figure noted above under the Boards Annual Report. 
Other data sources are identified through the support services for those with multiple needs such as guardianship, housing, jail, payeeship, homeless outreach, Crisis beds, Central Pharmacy, repeated local psychiatric admissions… Data incorporated in the Special Projects Reports are qualitatively defined by the type of program addressing a specific populations’ need such as Jail Program for consumers incarcerated in the local jail or Sojourner House Domestic Violence Program or for children the Indigent Program, Depression Awareness and Suicide Prevention, Early Childhood Services….along with the outcomes of qualitative benefits derived by participation in services such as children receiving access to medication to address behavioral health needs that can provide stability for daily activities such as school.

> The SMD adults with a history of high utilization are primarily referred to the Community Support Network (64) that affords services such as daily medication monitoring & nursing and psychiatrist out reach capability to wherever the consumer is residing with a greater degree of frequency to assure continual stabilization. Consumers returning to the community from the Regional State Hospital under forensic status or Out Patient Civil Commitment receive extensive WrapAround services from CSN. 
Many of the consumers with severe mental disabilities may be transitioned from the local provider for a period of intensive services and referred back after a period of stabilization has occurred (6mths). 
Local providers such as Turning Point Counseling Services identifies consumers with severe and persistent mental illness, along with, the identified number of consumers & units of services noted under the Annual Report (quantitative) and are afforded all the additional support services noted above to maintain stability in the community (qualitative: decreased hospitalizations, improved community involvement through participation in Recovery Service, stability in housing, access to employment).

Forensic reports to the MCMHB. Information made available; client name, docket #, legal status, date & expiration and services rendered. Additional information is reviewed at the time of community placement through the Clinical Issues meeting to assure all clinical services and recovery support services are in place along with designated provider responsibilities. Qualitatively, these consumers are transitioned into services which support their community placement (re-integration) thus affording a better quality of life, as well as, services implemented and entitlements are secured.

Meridian Community Care:
Center for Evidence Based Practices at Case (Ohio Substance Abuse and Mental Illness Coordinating Center of Excellence – IDDT Fidelity Review Report – specific to Quadrant II & IV which are specific to low MI & high AOD  to high MI & high AOD respectively.

The SED population is identified through our local children providers, Family Services Agency, D&E Counseling Center and Catholic Charities and is incorporated in the data provided through the providers’ Annual Report. The MCMHB also composites an Annual Report for all providers/services ( See Section II. Environmental Context of the Community Plan).
(Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services for children services).

(FY 10: $70,000, FY 11: $145,800 and FY11: $150,000)
    - (FY10) Depression Awareness in Schools: D & E Counseling Center’s Depression Awareness and Suicide Prevention Program called “LINKAGES” provided services to 21 different Mahoning County and Youngstown Schools  in FY 10 (Education and/or screening were served in 26 schools/3,500 per year for FY 11). The program provides in-school early identification of depression, suicide risk, and other mental health disorders in adolescent students as well as assistance to students and parents in linking to treatment. Through funding provided by the MCMHB and Margaret Clark Morgan Foundation, services were provided Services to approximately 3,454 students. The program has been recognized nationally by SAMSHA for its high student screening participation rates.
> Goal: to engage 100% of students and their families who have been identified by screenings as positive for depression/suicide risk in post-screening follow up conferences: 123 positive screenings and 1,105 negative screenings completed (FY11: 91 students were found to be positives with 68 engaged in treatment and 18 are in the process of setting up treatment with 5 not interested (760 negative screenings) and 100% of them were referred for further assessment and service). 100% of those screened positive received follow-up conferences/clinical interviews. Additionally, 100% of those screened negatively screened received brief post screen interviews as well.
> Goal: to refer 100% of students/families receiving post follow-up screenings, who are in need of outpatient or school based counseling. Outcome: After positive screening interviews, 123 students were found to be positive and 100% of them were referred for further assessment and service, with the exception of those already in treatment. Of the 123 referred, 78 are engaged in treatment, 36 are in the process of setting up treatment, 9 are not interested in treatment.
> Number of educational training sessions with staff or students- 233. (FY11>236)

Demographic/Descriptive Information:

Population offered screenings (FY10) = 2,149; parents giving permission = 1,302(61%); returned consent=1,623(75%); screened 1228 (57%).
Total males screened 560 (46%); Total females screened 668 (54%)
Of the total screened: White 976 (79%), African-American 107 (9%), Multi Racial 87 (7%), Hispanic 40 (3%), Asian 12 (1%), American Indian 6 (.4%) 

Population offered screenings (FY11) = 1,511: parents giving permission = 882 (58%); screened 851 (56%)
Total males screened 393 (46%); Total female screened 458 (54%)
Of the total screened: White 644 (76%), African American 88 (10%), Multi Racial 64 (8%), Hispanic 41 (5%), Asian 10 (1%), American Indian 4 (.4%)


Population receiving program depression awareness education (FY10) = 3,454:
1726 males (50%), 1728 females (50%)
Of the total educated: White 2758 (80%), African-American 446 (13%), Multi Racial 164 (5%), Hispanic 46 (1%), Asian 34 (.9%), American Indian 6 (.4%)

Population receiving program depression awareness education (FY11) = 3,427
1706 male (50%), 1721 females (50%)
Of the total educated: White 2632 (76.8%), African American 542 (15.7%), Multi Racial 158 (4.5%), Hispanic 69 (2%), Asian 22 (.6%), American Indian 4 (.1%)

Other:
    - Intensive Home Base Treatment through Family Services
    - In-School & After School Student Services: (2008-2009 Report: recipient of service count- 485).
    - Mahoning County Family and Children First Counsel‘s Service Coordination Annual Report.
      (Collaboration among stakeholders that identifies children in multiple systems with high needs                   and Wraparound services)- defined below in part d.

c.	Individuals (both adults and children) receiving general outpatient community mental health services are identified in the data above from the Annual Report. Specific data can be noted in the amount of units that address the needs of children in out of county residential care that receive outpatient community mental health services. Reports are generated regularly by the Board for units being utilized in general outpatient counseling services which also incorporates all the specialized projects reports that include the qualitative data in outcomes format. Qualitative data per reports are defined by the following indicators: number of units of services for each treatment modality (Pharm Mgt., BH, CPST..), diagnosis, gender, payer source, race….

d.  This question is better supported by defining how MCMHB funds are directed toward not  only individuals that may not have a payer source such as Medicaid and/or other insurance but what crisis services are offered that are not reimbursable.
Crisis Services are provided to all mental health consumers in Mahoning County and is a priority for the MCMHB. (Note: Mahoning County collaborates with Trumbull County to provide services to indigent consumers when presenting outside the Boards area).
· Inpatient Psychiatric hospitalization at the general hospital is purchased at Humility of Mary (paid for 405 bed days) and SUMMA St. Thomas (new contract) ($250,000 allocation for indigent care). Qualitative reports such as monthly composites submitted to the MCMHB identify indicators such as: race, veteran, gender, AOD, type of admission, diagnosis, financial, screening location, disposition, indigent….  Clinically the qualitative aspects are best defined in terms of crisis response through the ability to provide inpatient psychiatric care that has a continuity of care component to assure stabilization and quality care to transition individuals to lesser restrictive environments so they can be treated through community based programs. See a. for Regional Psychiatric Hospital and (g.) for the CSU in terms of quantitative Key Performance Indicators.
· The Board also provides a daily rate for the Crisis Stabilization Unit which produced 2,942 crisis beds (FY11: 3390) at a draw down rate (new this year) which is not reimbursed by any payer source and can annually average as much as 35% indigent consumers (covers all the unbundled services). Qualitative indicators such as indigent & dual diagnosis are noted in graph under section g.
· Crisis Intervention/prescreening (units of service-1,769) which are only reimbursable through Medicaid which leaves the indigent cost to Board funds- allocated $119,621. Additional funding of FY 11 $84,000 for on call availability. FY 10 After Hour Crisis Intervention by  payer source: 
· second shift: 4pm to 12am: 247 levy & 356 other – total 603
· third shift:   12am to 8 am:  123 levy & 144 other – total 267
      Plus emergency ambulance transport to the state or out of county hospitals (FY 09 $30,297 &       FY 10 $16,898.10)  See section (g) below under non-Medicaid.
· Help Hotline crisis phone lines which produced 113,815 contacts but has other funding sources such as United Way… plus information and referral information to 28,103 consumers that may be seeking assistance to divert a crisis such as utilities being disconnected. Qualitative indicators include: gender, age range, type of call, problem areas such as child at risk, AIDS/HIV, alcohol/drugs/ CSB, domestic violence, housing homelessness, rape, runaways….. 
· Daybreak is a 10 bed facility crisis shelter for runaways, throwaway, and homeless youth, ages 11-18. The facility provided crisis short term counseling and temporary emergency housing for 187 youth for a total of 2,265 days of care with 98.3% met the RHY criteria for safe, positive discharges(FY09) and 214 youth for a total of 2,818 days of care with 98.5 met the RHY criteria for safe, positive discharges.. For the calendar year 2008, 2483 days of care were provided. There were 189 discharges and 98.3% met the RHY (Runaway Homeless Youth) criteria for safe, positive discharges. The facility provides a valuable service to the community which is built on collaboration with other systems such as Juvenile Justice Center, Children Services Boards (Mahoning/Trumbull), Medical/health services, Educational System, and local MH/AOD providers.
· Indigent Children Services (crisis) – FY 10 $50,000, currently FY 11 $20,000, and FY 12 $20,000 (Draw Down)
· Suicide Intervention – FY 10 $19,000, FY 11 $33,000 and FY 12 $33,000
· Emergency Forensic: FY 10 & FY 11- $3500
· Jail Crisis Counseling: FY 10 $30,000 & FY 11 $30,000 & FY 12 $45,000 (cannot bill in the jails) (Further defined under section h: Criminal Justice System)
· Community Corrections Crisis Counseling: FY 10 $8,000 & FY 11 $8,000 & FY 12 $10,000
· Rape Counseling: FY 10 $30,000 & FY 11 $30,000 & FY 12 $ 30,000- The following is another brief example of  qualitative indicators in reports submitted to the Board which include gender, age,  race, MH and/or AOD issues, how many had police interviews, age…FY 10 Crisis Services rendered to 102 primary/62 family members.
· Female : 98/96%
· Male: 4/4%
· Hispanic: 3/3%
· Caucasian: 68?67%
· African American: 27/26%
· Other: 4/4%
· Age: 1-12 (1.1%), 13-17 (25/25%,), 18-20 (10/10%), 21-30 (30/29%), 31-40 (13/13%), 41-50 (15/15%) 51-60 (4/4%), 61+ (4/4%)
· Clients presenting with mental health or substance abuse issues: 65%
· Clients attending a police interview: 51%
Child Advocate Center Service (CAC): Number: 136 primary clients/160 family members (Mahoning County: 17 children/20 family members with data provide as noted above)
· State Hospital Inpatient: FY 10 $2,107,875 & FY 11 $1,855,380
· Depression Awareness is preventive but assists in identifying children at risk of suicide FY $192,000.

The Mahoning County Board determines crisis services based on previous utilization and has developed a System of Care that focuses on addressing crisis throughout the county. The various programs defined above all provide the Board with either a monthly, bi-annual, and/or annual reports that define capacity, utilization, services and qualitative aspects of consumers.

f. FCFC
Mahoning County Family and Children First Council –Service Coordination Mechanism provides annual report (Children’s Community Behavioral Health (CCBH) regarding services/interventions utilized with outcomes that effect families and children.  
· Service collaborations include multiple system involvement such as: specialized education, mental health, Juvenile Justice Center, drug treatment, MR/DD services, protective care services and other support services. 
· Service interventions include: High Fedality WrapAround, FAST, and Intensive Home Based Services. 
· Indicators that are monitored are: disposition of referrals, demographics of population served, (race/ethnicity, sex/gender, prior involvement with various systems, age distribution, risk screenings, placements and problem areas. 
· Key informant Surveys are forwarded to agencies that work with Mahoning County Family and Children First Council (MCFCFC) to gage their perception of the program and positive outcomes to their consumers. 
· Qualitative outcomes are defined in terms of: improvement in specific areas of parents surveyed, reduction in hospitalizations served compared to the previous fiscal year, reduction is residential placements compared to previous fiscal year, reduction in incarcerations compared to previous fiscal year, estimated cost savings and additional training for skills in High Fidelity WrapAround plus parent advocates.
Quantitative is defined by the multiple interventions noted above that served seventy-eight youth  that were referred and participated in Service Coordination. Qualitative outcomes for youth and families served (as reported by provider/funder) include:
· A 70% improvement in risk screening scores
· Team members report that 62% of cases closed were due to successful completion of goals or that family was stabilized and no longer needed services
· [bookmark: OLE_LINK5][bookmark: OLE_LINK6]MCFCFC and Juvenile Court served as field sites for YSU Masters of Social Worker students
· Collaboration and cost sharing with Trumbull County FCFC for training of WrapAround
Demograhics:
· Race: African American (26), Asian (0), Caucasian (47), Hispanic (0), Bi-racial (5).
· Gender: Males (54) & females (24)
· Age: 0-2 (2), 3-5 (1), 6-8 (7), 9-11 (11), 12-14 (19), 15-18 (38) and 19-21 (0).
· Referral source: MH (19), JJC (14), CSB (11), DD (0), PARENT (4), SCHOOL (7), D/A (2), OTHER (2)
· Risk Screen Results: N=17: Improved (12), Regressed (1), no change (4)
· Case Closures: 
· Successful completion of goals (7)
· Family withdrew services no longer needed due to stability (13)
· Family declined services (4)
· Family moved (2)
· Child ran away (1)
· Services never initiated due to inability to contact family (1)

Preventive Evaluation Project survey is utilized as a primary source of data on local youth needs. Survey administered in twelve school districts during FY 2006, 2008, and 2009. The qualitative outcome was an establishment of work groups that focus on different children areas of need such as: 
· Overweight & Sedentary Workgroup
· The Teen Suicide and Depression workgroup
· Alcohol, tobacco and other drug workgroup 
· The Truancy Workgroup


g. Consumers are quantitatively defined based on services rendered through the Boards programs. The information provided in the Annual Report regarding the Crisis Intervention (Prescreening) units, as well as, number of contacts on the Crisis Care (Crisis Bed) statistically show that almost 50% of consumers receiving services are defined as co-occurring disorder. (NOTE: The following information is updated monthly and submitted to the Board for review regarding access, capacity, diversions, step-downs….and discussed in Clinical Meetings on Thursdays).



See the following chart for 2010: Key Performance Indicators
	CSU Report
	Start of  Month
	#Admit
	#D/C
	Dual Dx.
	Non-medicaid
	Days of service
	Avg LOS
	% Capacity
	#H
  U
  D

	HUD
#days

	July
	9
	53
	53
	31/50%
	30/48%
	327
	5.27
	62%
	
	

	August
	8 
	54
	56
	39/63%
	33/53%
	275
	4.43
	57%
	
	

	September
	4
	65
	64
	30/43%
	39/57%
	275
	3.98
	60%
	
	

	October
	5
	52
	47
	23/40%
	23/40%
	239
	4.19
	45%
	
	

	November
	10
	46
	51
	25/45%
	29/52%
	189
	3.38
	37%
	
	

	December
	4
	52
	47
	28/49%
	26/49%
	162
	2.89
	31%
	
	

	2010
	
	
	
	
	
	
	
	
	
	

	January
	10
	47
	48
	26/45%
	24/41%
	215
	3.71
	46%
	3
	62

	February
	2
	39
	30
	15/37%
	15/37%
	230
	5.61
	48%
	1
	15

	March
	7
	55
	56
	29/47%
	31/50%
	271
	4.37
	51%
	0
	0

	April
	8
	52
	53
	31/52%
	33/55%
	232
	3.86
	45%
	1
	12

	May
	8
	56
	57
	27/42%
	28/44%
	248
	3.86
	51%
	2
	58

	June
	4
	51
	45
	26/47%
	21/38%
	279
	5.07
	69%
	3
	59

	July
	10
	45
	48
	28/51%
	29/53%
	305
	5.54
	78%
	3
	93

	August
	6
	48
	46
	28/52%
	23/43%
	293
	5.43
	65%
	3
	90

	September
	5
	64
	57
	37/54%
	27/39%
	277
	4.01
	64%
	3
	51

	October
	5
	74
	84
	38/48%
	37/47%
	298
	3.77
	62%
	2
	46

	November
	3
	70
	63
	28/38%
	30/41%
	334
	4.58
	71%
	1
	22

	December
	3
	52
	43
	25/47%
	20/36%
	300
	5.45
	72%
	2
	52

	Total
	
	653
	
	338/52%
	318/49%
	3282
	5.03
	60.2%
	24
	560



	2011
	
	
	
	
	
	
	
	
	
	

	January 
	14
	50
	57
	31/48%
	21/33%
	264
	4.13
	68%
	2
	62

	February 
	5
	48
	44
	33/63%
	22/42%
	249
	4.44
	72%
	2
	56

	March
	8
	62
	64
	38/54%
	28/40%
	241
	3.33
	65%
	2
	51

	April
	5
	47
	44
	20/38%
	20/38%
	264
	5.08
	61%
	1
	21

	May
	8
	67
	62
	38/51%
	28/37%
	272
	3.63
	62%
	2
	37

	June
	10
	67
	70
	38/48%
	30/38%
	293
	3.81
	60%
	0
	0



Note: The Crisis Intervention/Prescreening data noted above in section d. (1,769 units of service) are also represented with an indicator of AOD for all consumers screened.

The Mahoning County Mental Health Board provides funding ($90,000) to the local AOD provider (Meridian Services) in support of the Special Projects “Substance Abusing/Mentally Ill (S.A.M.I)”. The SAMI program is innovated in that it utilizes the Integrated Dual Disorder Treatment (IDDT) approach, which is an evidence-based practice that support positive change and recovery among people with co-occurring mental and substance use disorder and their social support network. The program focuses on consumer progress or improvement in the various categories: Qualitative Indicators:
· abstinence from the use of alcohol and other drugs
· decrease symptoms of mental illness
· increase in or return to employment or school
· decrease in arrest and incarceration
· increase stability in housing
· increased social supports/social connections
· increase readiness to address dual disorders
July 1, 2009 to June 30, 2010
Mental Health Services provided:	Units
> Medication/Somatic:		217
> Diag. Assess (non-physician):	  20
> Diag. Assess (physician):		    2
> Individual Counseling:	         1,855	
> Group Counseling:			377
Demographic/Descriptive Information:
					Male		Female		Total 
· African American:		12		  20		  32
· Caucasian:			70		  93		163
· Hispanic:			  	  3		    1		    4
· Other:				10		  16		  26
· Total:				95		130		225
Note: The Mahoning County Board will be utilizing Affiliation Codes in the future to gather data relevant to outcomes produced by this program – both quantitative and qualitative data will be accessible through this process.

Turning Point Counseling Services has a licensure for AOD services and is reviewed through the ADAS Board.  
Performance Improvement Committee
AOD Program Effectiveness: Objectives seek to measure relapse prevention – participants of the program should decrease and/or cease use of mood altering substances after being exposed to efficient service delivery and utilization.
Qualitative: decrease and prevent relapse as evidence by completing a 13 week program and rendering random drug screens 3-4x’s a month.
Quantitative: 7% of consumers complete 13 week program with negative drug screens.
FY 10 (July 1, 2009-June 30, 2010): 44% of the programs participants successfully completed the AOD program, displaying a 94% increase from 7/1/08-6/30/09 outcomes.
AOD Program Efficiency: Objective to increase internal and external program referrals utilizing multiple payer mix (Medicaid, ATR, indigent) by educating TPCS’s staff and ancillary community services (court, agencies, and self).
Qualitative: increase in referrals as evidence by referral source report on intake sheet. Data measured week 6 and week 13.
Quantitative: 5% increase from 2008/2009.
(Note: This can well apply to section d. above regarding availability of crisis services and accessing treatment to persons without Medicaid and/or other insurance. In FY 10 referrals were down by 9%, not meeting the 5% projection. It is believed that referrals are down due to not having indigent funding. Prior PI Reports included allocations that provided 10 additional client treatment that did not have a payer source. However internal and agency referrals did increase 21% from the previous year).
 

Note: Under the next section h. Criminal Justice System- graph “Post-release Service Recommendations- 294 (52%) were referred for Drug & Alcohol Services from the jail.

h. Criminal Justice System

The Board provides various programs to address the needs of consumers being released from the state correctional facility, local jails, forensics at State Regional Hospital, and local Community Corrections Association. Many consumers were treated for mental health issues while incarcerated or hospitalized and are being released with no entitlements (Medicaid discontinued rather then suspended, lack of housing, limited employment skills/or options, no means of financial support, access to medication… Much of the research has indicated that the Correctional System has become the largest recipient of mental health consumers.
Per Justice Reinvestment in Ohio: Justice Center: The Council of State Governments
· Jail Population: Ohio has 349 recognized jail facilities and between 2000 and 2008, the average daily population in Ohio’s jails increased 20 percent, from 17,274 to 20,706.
· Prison Population: Prison population climbed from 46,537 to 50,921, an increase of 9 percent between 2000 and 2008. Annual prison admissions grew from 19,418 in 2000 to 27, 315 in 2008, an increase of 41 percent. Between 2000 and 2008, annual state spending on corrections climbed 21 percent, from $1.04  to $1.27 billion.
· Between 2008 and 2018, the prison population is projected to climb 9 percent, from 51,273 to 55,734.

Criminal Justice/Mental Health Consensus Project: The rate of mental illness in state prisons and local jails in the United States is at least three times the rate in the general population.

The MCMHB recognizes the increasing demand of mental health consumers involved with the Criminal Justice System and has partnered with law enforcement (CIT), courts (MH Felony Court, Probate Court and Veteran Court) and corrections (forensic monitor, CCA, jail crisis intervention, re-entry linkage) to provide effective intervention and treatment strategies to ensure that Mahoning County mental health consumers receive services.

The Mahoning County Mental Health Board has various “Specialized Programs” addressing the needs of consumers involved with the criminal justice system.

· The Board has representatives on the Family and Children First Council’s Service Coordination Committee along with Juvenile Justice, AOD, Developmental Disabilities, and Children’s Services which address the need of children involved with Juvenile Justice Court system and is at risk of parents loosing custody and/or out of county placement. The committee reviews cases and provides WrapAround services to help stabilize the situation through services available in the community. Qualitative aspects are keeping the family unit together and providing skills to the parent to address the child’s behavior for improvement at home and in school.
Comparison data from committee reports: Juvenile Justice Center Referrals
· FY 2007: N= 84 : 21% 
· FY 2008: N= 90 : 13%
· FY 2009: N= 68 : 10%

·  The adult consumers involved in the criminal justice system are addressed through the following programs.
· Community Corrections Association- local mental health provider provides onsite consultation with staff to help identify and help residents with mental illness. Goals are to help consumers manage behavioral health needs and identify at risk residents (suicide).  Special Projects Report completed with units of services and outcomes. Representation of demand increase below:
	Month
	2008 Consultation slots
	2008 % Direct Consultation Service
	2009 Consultation slots
	2009% Direct Consultation Service
	%Increase from 2008 to 2009

	October
	11
	11/32=34%
	14
	14/16=88%
	54%

	November
	17
	17/32=53%
	13
	13/16=88%
	28%

	December 
	23
	23/40
	15
	15/24=63%
	5%



· Mahoning County Jail Diversion Program quantitative/qualitative data is comprised of two sources: (January 1, 2009 to December 30, 2009)
· Annual Medical Statistical Summary from the jail:
        Mental Health  			( Annual: 2009)			(Annual: 2010)
· Axis I Diagnosis: 			1,075				         1,107
· Psychiatrist chart reviews:		   419					455
· Mental Health Worker Encounters: 	1,037					653
Significant Events
· Suicide watch: 			  168					148
· Attempted suicides: 			      2					    1
· Successful Suicides:			      0					    0
Inmates on medication (Psychiatric)       1,162				         1,167

· Mahoning County Jail Diversion Program from the provider
MCMHB funds a behavioral health specialist’s position through Turning Point Counseling Services. Inmates are provided assessment, crisis intervention and limited counseling, as well as psychiatric referrals. 
Qualitatively, individuals with mental health conditions are provided with crisis counseling and medications review to limit self-harm behavior and assuring control of their symptoms. 
The goal of the program is to decrease recidivism by providing inmates with access to behavioral health services, medication stabilization and appropriate referrals following release. 
Community transitioning for linkage to community mental health services and housing are priorities to maintain stability after release and hopes of preventing re-incarceration). 
(Note: The Mahoning County Adult Justice Center estimates that approximately 12% of its inmate  have a psychiatric diagnosis of some type). 
Goals accomplished: 
· Median response time to inmates request was 5 days
· 27% of evaluations resulted in a referral for a psychiatric evaluation
· 94% of evaluations resulted in a recommendation for housing in the general population.
Service Statistics:
· Number of persons evaluated:  562
· Number of evaluations: 793
Number of Individuals Referred to MH professional for psychiatrist
	
	Number
	Percent

	Not Referred
	350
	62%

	Referred
	212
	38%



Number of Evaluations Resulting in Referral to Psychiatrist:
	
	Number
	Percent

	Not Referred
	523
	66%

	Initial Referral
	212
	27%

	Follow-up
	  58
	  7%



Housing Recommendation 
	
	Housing Recommendations for All Evaluations
	

	
	Number
	Percent

	General Population
	742
	94%

	Medical Unit
	  36
	5%



Post-release Service Recommendation
	
	Recommended Service After Release
	

	
	Number
	Percent

	None
	187
	33%

	Mental Health
	  81
	14%

	Drug & Alcohol
	294
	52%



Justice Reinvestment in Ohio: Summary Report Analyses (A quantitative analyses)
> 
- Forensic Monitoring Program
The Forensic Monitor position ensures that individuals that have been found Not Guilty by Reason of Insanity (NGRI) or Incompetent to Stand Trial, Unrestorable, under Criminal Court Jurisdiction (IST-U-CJ) and released to the community on Conditional Release (CR) are receiving effective outpatient mental health treatment, regular risk assessments, and thorough management interventions. The monitor also ensures that the court is informed about client’s status and that all required reports are sent to the court. The monitor attends any required hearings and provides current information to the court. 
Forensic Monitor does not do direct services but oversees the consumers involvement with designated providers which afford an array of interventions such as counseling, medication, group, crisis intervention… along with recovery and support services. Qualitative outcomes are reflected in continued stabilization in the community and improved quality of life.
Currently 26 consumers are designated as forensic: 
· Males-20  Females-6
· Nursing Homes – 2
· Community- 12
· Regional Psychiatric Hospital: Heartland-11, Twin Valley-1 and Northcoast Behavioral- 1

- Community Linkages
Mental health consumers being released from State Correctional facilities are processed through a community package forwarded to the Board and a committee with providers develops a community plan for access to mental health services, housing, entitlements, AOD and employment.

- Felony Mental Health Court
CARES Program: Statistic/ Demographic Data for July 2009-2010				
Project Objectives:
- Goal 1: Medication Compliance within 30 days: 	Target 90%	Achieved 100%     
- Goal 2: Assessment within 2 weeks of referral:   	Target 75%	Achieved   85%     
- Goal 3: Level Movement to phases within 6 mts:	Target 70%	Achieved   60%    
- Goal 4: Entitlement applications completed
               Within 3 months:				Target 75%     Achieved 100%      
- Goal 5: Initiate and maintain scheduled activities:	Target 50%	Achieved  90%       

Mental Health Services Provided: (Based upon a total of 90.13 hours) (Funded through MCMHB “Special Projects” Grant)
· Assessments: 			  3%
· Counseling: 			38%
· Med/Som: 			17%
· Group CPST: 			  2%
· CPST (non-Medicaid):		38%
(Based upon 90.13 hrs)

Non-therapeutic Grant Services: (Based upon a total of 925.18 hours)
· MH Court Appearances:		22%
· Case Reviews:			27%
· Client Screens:			  3%
· Linkages:				  8%
· CARES paperwork:		24%
· Outcomes Data:			16%

Referrals: Total: 36, Rejected: 26, Accepted: 10
Breakdown for Program Rejection
· NGRI:					1
· Failure to comply w/assessment:	1
· Residence:				3
· Violent History:				3
· State Objection:				3
· No Diagnosis:				4
· Entitlements:				3
· Victim Consent:				4
· Sex Offenders:				3

Demographics: Diagnoses/Gender
· Total Number Served – 23:	Males:	 12  	Females:  11
· Bipolar:			6		   3                         3
· Schizophrenia:		4		   3		      1
· Major Depression:  	9		   3 		      6
· Other:			4		   3		      1

Race & Gender:
· Caucasian:	  	12 (6 male & 6 female)
· African-American:	10 (5 male & 5 female)
· Latino:			  1 (male)		
			12  males  &11 females	
Average age of participants: 33.8

Mental Health Services Provided through Medicaid (Based upon a total of 890.03 hours)
· Assessments:		4%
· Counseling:		8%
· Med/Som:		7%
· Group CSP:	          35%
· CPST:		          46%	

CARES Program: Statistics/ Demographics Data for July 1, 2010 to December 31, 2010
Project Objectives:
Goal 1: Medication Compliance within 30 days:	Target 90%	Achieved 100%
Goal 2: Assessment within 2 weeks of referral:	Target 75%	Achieved   62%
Goal 3: Level Movement to phase within 6 months:	Target 70%	Achieved   88%
Goal 4: Entitlements applications completed within
            Three months					Target 75%	Achieved 100%
Goal 5: Initiate and maintain scheduled activities:	Target 50%	Achieved   90%

Note: With the four graduates during this period, Mahoning County saved a potential of $279,180.00 in jail bed days (assuming that all graduates had been found guilty and remained in the county jail for the maximum sentence at a cost of $90.52 per day.

The Felony Mental Health Court Referrals for this period: Total: 20, Rejected: 14, Accepted: 7
> Number served during the reporting period:	17
> Number terminated:					  5
> Number currently in program:			  8
> Graduated from the program:		              4

Breakdown for Program Rejection:
> Client declined				1
> Failure to comply with assessment		3
> NGRI					0
> Referred to drug court			0
> Residence					2
> Violent History				1
>State Objection				0
> No diagnosis				3
> No victim Consent				0

Mental health service provided:
Without Entitlements			 	With Entitlements
> Individual Counseling:	75.05 hrs (38%)		  12.75 (1%)
> Med som:			23.43 hrs (17%)		  20.20 (2%)
> Case Management:            139.92 hrs (40%)	          	272.91 (22%)
		          238.40 hrs	         		943.00  (75%)  Group CSP
						 	    3.40   (0%)   Emergency Screens
						                      1252.26
Hours of service:
· 124.75 – Mental Health Court Appearances
·   95.32 – Case reviews: (includes weekly updates, case coordination, problem solving, addressing urgent problems i.e. housing, medication)
·   62.63 – Case coordination activities for non-medicaid clients: ( includes referrals for services and follow, WRAT and LSI testing)
·   45.67 – Client screens: (includes screening for program and at the jail, background investigation, and gathering collateral information)
·   18.84 – Linkage/Mts: (includes Burdman, Attorneys, Youngstown housing authority, North East Industries, BVR, Donofrio, Rescue Mission, Food pantries)
·   70.50 – CARES paperwork: (preparing weekly agenda, weekly status report, updates, Phase list and tracking, sanction tracking, active client list, etc.)
· 104.84 – Outcomes Data Reporting: (includes updating current statistics, data sheets, referral list, client information, report preparations)
____________________________________________________________________________
Total	522.55- non-billable service for reporting period

Demographics:			Male	             Female	Total 
· Gender:				      9		      8		   17	
· Average age of participants:					   33.11

Race:
> African American			      4		      3		     7
> Caucasian				      6                      4                   10
> Hispanic								     0

Axis Diagnosis:
· Bipolar				      2		      3		     5
· Schizophrenia			      3                      0                     3
· Schizoaffective                                 2                      0                     2
· Schizophreniform                             0                      1                     1
· Major Depression                             1                      4                     5
· Other                                                1                      1                     2

Note: Graduation class was held on May 19, 2011 – two graduates.


i. Veterans
The Veterans are provided services through the local VA Clinic (Youngstown) and the Wade Park Hospital in Cleveland. 
Currently, the Municipal Court of Youngstown, under Judge Robert P. Milich has been holding meetings for veterans and stakeholders (included Melissa Knopp of the Specialized Docket Section, Ohio Supreme Court) to introduce the concept of a Veterans Treatment Court. A team of representatives, included mental health professional from local provider, attended a week long training session in Buffalo. Discussions are under way to complete another site visit at Mansfield Veterans Treatment Court. (Kick-off date is January 26, 2011).
Meridian Community Care provides housing for homeless Veterans, as well as, Community Support Services.
Help Hotline Crisis Center is the county emergency response and information referral center for issues such as National Suicide Prevention Line (HELP FOR VETERANS), Victims of Crime Hotline, TDD, Senior Line..
Mahoning County Suicide Coalition meets quarterly and a local Veterans representative (Kim Woehr) updates the committee regarding events with Veterans. The VA Program for Suicide Prevention by Janet Kemp RN, PhD (National Mental Health Director, Suicide Prevention and Krista Stephenson RN, MSN VA Deputy National Suicide Prevention Coordinator- Power Point was forwarded to the Board for a resource guide.
MCMHB has selected as its target population for the new VPR3 in FY11/12- Veterans with an addiction and/or mental illness. Board Executive Director and fiscal director meet with Mahoning County Veterans Commission on April 26, 2011.



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

Access to Services

Question 8:
a) Identify the major issues or concerns for individuals attempting to access behavioral health prevention and treatment services in the Board area.  In this response please include, when applicable, issues that may exist for clients who are deaf or hard of hearing, veterans, ex-offenders, problem gamblers, and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.
b) Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only);
c) Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only);

a. The Mahoning County Mental Health Board utilizes the various mechanisms described under Section II: Needs Assessment- question #6 in describing the Behavioral Healthcare needs and under question #7 in needs assessments to determine what areas of focus need to be addressed to provide adequate behavioral health care to consumers of Mahoning County.
· Behavioral Health prevention and treatment services for children and adolescents is a combination of the funds derived from FCSS, CCBH, ECMHC and BH/JJ which in many cases are not necessarily based in Medicaid reimbursable eligibility and limited to help address services such WrapAround or parenting classes. Funding is provided by the MCMHB  for In-School Behavioral Health services beyond what the city and county mandates provide. Additional resources are provided for families directly to the provider when parents’ children are not covered through Medicaid. Funding is also provided for “scholarships” to cover cost for children in summer programs such as “Camp Challenge” during the summer months and “PANDA” during the year.. Indigent funding (limited) is provided for children without any coverage. All the above funding items increase accessibility of services for children. 
· The Mahoning County Mental Health Board provides indigent funding to Turning Point Counseling Services to address the needs for consumers who are identified as indigent based on Federal Poverty Guidelines (draw down basis). Secondly, limited funding is available for subsidizing Medicare which does not reimburse services such crisis intervention. A major achievement was the establishment of the Crisis Stabilization Unit (18 beds) for psychiatric stabilization. Consumers released from the State Hospital, prisons, and diversions from local hospital emergency rooms are afforded services regardless of payer source. Interpretation services (hearing impaired/TDD/Hispanics…) are provided through MCMHB funds when needed.
· Consumers under the deaf or hard of hearing are limited to services for counseling due to the lack  of professionals trained in hearing impaired but the MCMHB provides funding for interpretation services, as well as, other specialized needs for language barriers such as Hispanic interpretation through Organizacion Civica y Hispana Americana (OCCHA). Note: A recent graduate of the two year Mental Health Felony Court, who also attended the full B.R.I.D.G.E.S class was provided an interpreter for her hearing impaired (deaf).
· Veterans that are identified with Honorable Discharge and have served in the Arms Forces are provided treatment trough the local VA Clinic and Wade Park hospital in Cleveland.  Due to the inability of local providers to access provider panels- the funding and services for Veterans is provided through their plan. The MCMHB has held workshops regarding Veteran issues for professionals to address their unique experiences. Agencies such as Help Hotline Crisis Center provide a veterans hot line and Meridian Community Care provides housing for homeless veterans with CSPST services available.
· Meridian Community Care provides program for individuals with gambling addiction. (See II Environmental Context of the Community Plan: Question #3).
· Consumers involved with the Regional Psychiatric Hospital and Correctional System may experience difficulty in continuity of care due to the increasing demand on the local mental health system and inability to secure Medicaid reimbursement prior to discharge (Medicaid termination policy). Individuals released form these institutions have multiple needs beyond entitlements such as housing and employment which are also necessary to maintain stability in the community and prevent relapse resulting in repeated incarcerations or hospitalizations. Provider services are available to engage consumers in both institutions for assessment of needs prior to release such as intakes, medication (both Central Pharmacy and emergency medication funds for civil and forensic releases). Funding for the daily per diem to the Crisis Stabilization unit is provided to help transition consumers form institutions, as well as, diversion from hospitalization. Additional programs such as Mahoning County Housing Opportunity (MC-HOP) for housing assistance and Burdman’s VRP3 for employment provide support services for transitioning to the community.
· Continual support of a Crisis Stabilization Unit for individuals screened at local hospitals and emergency walk-ins to the agency with psychiatric emergencies. A major issue identified under Section II: Needs Assessment: Question #7: g- is the number of co-occurring individuals receiving assistance at the Crisis Stabilization Unit/hospital screenings in crisis due to the lack of alternative resources for AOD  and the issue that Mahoning County is not a combined board (CMH Board).
· Another issue with consumers involved with the correctional system is the increasing demand-(See Section II: Needs Assessment: Question #7: Criminal Justice System- Programs funded through  the MCMHB). Programs originally funded through Federal Grant such as Felony Mental Health Court and PATH DRC have been discontinued and picked up by the MCMHB. Additional “Special Projects- Jail Counseling” provides assessments/crisis counseling in the jail that are not reimbursable to Medicaid.
· Behavioral Health and Treatment Issue regarding Autism prevention and treatment were reviewed recently- the local educational systems provide services for evaluating children in their city school district within a 30 day period (Mahoning County Educational System  does assessment for county schools). Local provider has the ability to assess and with increasing demand for assessments and possible treatment along with the parenting educational component find that the reimbursable component is limited to cover the complete process and there is no contract with the school system that have their own professionals.
· Prevention programs such as Depression Awareness to address the issues of children in the school system that are going undiagnosed and at risk of depression with potential suicidality is limited to the number of schools that the Board has provided funding. FY 10:$70,000 FY11: 192,000. 
b. See Section II: Needs Assessment: Qustion-7. d. Gaps in crisis care services are defined in many aspects: 
· The need to provide on-call persons, for afternoon and evening shifts, beyond just the reimbursable cost to Medicaid is funded through the MCMHB. (Response time by phone is 15 minutes with face-to-face follow-up within an hour). Section II. Question #7.d.: identified 370 individuals with levy and 500 with “other” payer sources were seen just on 2nd and 3rd shifts.
	
	 
	TPCS
	ST E Psych
	ST E ER
	OTHER
	NSHER
	Total

	Month
	Shift
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total

	July
	2
	4
	7
	11
	 
	 
	 
	6
	11
	17
	2
	2
	4
	12
	4
	16
	24
	24
	48

	
	3
	 
	 
	 
	 
	 
	 
	10
	8
	18
	 
	1
	1
	2
	 
	2
	12
	9
	21

	Aug
	2
	3
	8
	11
	1
	2
	3
	15
	18
	33
	2
	1
	3
	 
	4
	4
	21
	33
	54

	
	3
	 
	 
	 
	 
	 
	 
	12
	6
	18
	 
	 
	 
	 
	1
	1
	12
	7
	19

	Sep
	2
	1
	2
	3
	1
	1
	2
	32
	20
	52
	1
	 
	1
	 
	 
	 
	35
	23
	58

	
	3
	 
	 
	 
	 
	 
	 
	12
	17
	29
	1
	1
	2
	 
	 
	 
	13
	18
	31

	Oct
	2
	1
	3
	4
	1
	 
	1
	17
	22
	39
	 
	2
	2
	 
	6
	6
	19
	33
	52

	
	3
	 
	 
	 
	 
	 
	 
	11
	3
	14
	 
	 
	 
	1
	 
	1
	12
	3
	15

	Nov
	2
	1
	2
	3
	 
	 
	 
	23
	22
	45
	 
	 
	 
	1
	2
	3
	25
	26
	51

	
	3
	 
	 
	 
	 
	 
	 
	8
	6
	14
	 
	 
	 
	1
	 
	1
	9
	6
	15

	Dec
	2
	1
	 
	1
	2
	 
	2
	15
	25
	40
	 
	2
	2
	4
	1
	5
	22
	28
	50

	
	3
	 
	 
	 
	 
	 
	 
	8
	17
	25
	 
	 
	 
	1
	 
	1
	9
	17
	26

	Jan
	2
	 
	2
	2
	 
	1
	1
	12
	20
	32
	2
	1
	3
	2
	7
	9
	16
	31
	47

	
	3
	 
	 
	 
	 
	 
	 
	4
	9
	13
	2
	 
	2
	 
	1
	1
	6
	10
	16

	Feb
	2
	 
	 
	 
	2
	1
	3
	10
	23
	33
	 
	1
	1
	4
	 
	4
	16
	25
	41

	
	3
	 
	 
	 
	 
	1
	1
	9
	13
	22
	 
	 
	 
	 
	 
	 
	9
	14
	23

	Mar
	2
	 
	1
	1
	 
	1
	1
	14
	36
	50
	 
	 
	 
	 
	2
	2
	14
	40
	54

	
	3
	 
	 
	 
	 
	 
	 
	7
	11
	18
	 
	 
	 
	 
	1
	1
	7
	12
	19

	Apr
	2
	1
	2
	3
	2
	 
	2
	20
	24
	44
	 
	5
	5
	 
	1
	1
	23
	32
	55

	
	3
	 
	 
	 
	 
	 
	 
	 
	23
	23
	 
	 
	 
	1
	 
	1
	1
	23
	24

	May
	2
	1
	2
	3
	 
	 
	 
	7
	27
	34
	3
	 
	3
	1
	1
	2
	12
	30
	42

	
	3
	 
	 
	 
	 
	 
	 
	19
	17
	36
	 
	 
	 
	1
	 
	1
	20
	17
	37

	Jun
	2
	 
	1
	1
	 
	 
	 
	18
	25
	43
	1
	1
	2
	1
	4
	5
	20
	31
	51

	
	3
	 
	 
	 
	 
	 
	 
	13
	7
	20
	 
	 
	 
	 
	1
	1
	13
	8
	21

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	TPCS
	ST E Psych
	ST E ER
	OTHER
	NSHER
	Total

	
	
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total
	Levy
	Other
	Total

	Total
	2
	13
	30
	43
	9
	6
	15
	189
	273
	462
	11
	15
	26
	25
	32
	57
	247
	356
	603

	
	3
	 
	 
	 
	 
	1
	1
	113
	137
	250
	3
	2
	5
	7
	4
	11
	123
	144
	267

	
	Total
	13
	30
	43
	9
	7
	16
	302
	410
	712
	14
	17
	31
	32
	36
	68
	370
	500
	870




· A primary concern is the availability of Psychiatric beds due to the recent closure of Forum Health adolescent and adult psychiatric units. Contract expansions were implemented with SUMMA for St. Thomas Hospital in Akron for adults. The MCMHB staff has participated in meetings with Belmont Pines to address the psychiatric needs of adolescents.
· Transportation contracts expanded to meet the need for out of county referrals (indigent and mediciad). Transportation agreement with local ambulance company to hospitals and provider (CSN) to transport back discharges. (Meeting was held on March 22, 2011 with SUMMA representatives and local providers involved in the Continuity of Care Agreement regarding the expansion of transportation for Mahoning County consumers accessing St. Thomas hospital to avoid limiting access due to no transportation back to the home county).
·  Issues that may develop in the local emergency rooms (capacity, AOD issues, response time, county of residency, transportation…) are addressed at the local Clinical Issues Meeting 2x month and Systems meeting 1x a month with representatives from the crisis team, local emergency room and other stakeholders.
· Consultation is available through an agency clinical supervisor and psychiatrist 24/7 (for the Crisis Stabilization Unit) but at the local hospitals the house psychiatrist determines admission to psychiatric unit.
· Reciprocity agreements with Trumbull County who will screen Mahoning county emergencies (indigent) at Trumbull Memorial Hospital and St. Joseph’s Hospital and local Mahoning screeners will respond to Trumbull residents at Humility of Mary and Forum Health emergency rooms.
· Crisis Care Transitional Residential (Horizon House & Burdman Group Inc.- January 2010 closed down for renovations ) are both  vital facilities in the MCMHB continuum of care services since it affords consumers from the Regional State Hospital both civil and forensic, as well as, local hospital ERs, Correctional system releases and provider Crisis Intervention/Prescreening  staff a facility to continue monitoring and support services for psychiatric stabilization through outpatient wraparound services.
· Key Performance Measure – Burdman Annual Utilization; FY 09 & FY 10
Note: Burdman FY 10: five months closed due to renovations

	
	
	2009
	Burdman Home Monthly Utilization 
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Month
	Opening
	Monthly
	Monthly
	Monthly
	Monthly 
	Indigent
	Medicaid
	Dually
	Avg Daily
	
	

	 
	Census
	Admits
	Discharges
	Bed Days
	Capacity
	Clients
	Eligible
	Diagnosed
	Census
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	July
	10
	2
	3
	297
	87.10%
	2
	1
	2
	10
	
	

	August
	9
	6
	4
	284
	83.60%
	3
	0
	2
	9
	
	

	Sept.
	11
	0
	1
	318
	96.40%
	3
	0
	0
	11
	
	

	Oct.
	10
	3
	4
	296
	79.60%
	3
	0
	1
	10
	
	

	Nov.
	9
	5
	3
	305
	84.70%
	4
	0
	0
	10
	
	

	Dec.
	11
	3
	3
	343
	92.20%
	4
	0
	0
	11
	
	

	Jan.
	11
	4
	4
	315
	84.70%
	3
	0
	0
	10
	
	

	Feb.
	11
	2
	3
	265
	78.90%
	3
	0
	0
	9
	
	

	March
	10
	4
	3
	312
	83.90%
	2
	0
	0
	10
	
	

	April
	11
	2
	4
	314
	87.20%
	1
	0
	0
	10
	
	

	May
	9
	4
	4
	253
	68.00%
	1
	0
	0
	8
	
	

	June
	9
	5
	3
	306
	85%
	1
	0
	0
	10
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	

	Total
	 
	40
	39
	3,608
	84.40%
	30
	1
	5
	9.9
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	YTD 09
	FY 08
	FY 07
	FY 06
	
	
	

	
	
	
	Admissions
	 
	40
	31
	25
	18
	
	
	

	
	
	
	Monthly average admits
	3.3
	2.6
	2.1
	1.5
	
	
	

	
	
	
	Discharges
	 
	39
	30
	25
	18
	
	
	

	
	
	
	Monthly DC average
	3.3
	2.5
	2.1
	1.5
	
	
	

	
	
	
	Total discharge LOS
	3,426
	3,169
	3,481
	2,617
	
	
	

	
	
	
	Total bed days
	3,608
	3,018
	3,081
	 
	
	
	

	
	
	
	Mean LOS for D/C client
	87.8
	105.6
	139.2
	145.4
	
	
	

	
	
	
	Max LOS
	 
	377
	342
	365
	 
	
	
	

	
	
	
	Average daily census
	9.9
	8.2
	8.4
	8.2
	
	
	

	
	
	
	Capacity
	 
	84.40%
	88.30%
	93.50%
	91.50%
	
	
	

	
	
	
	Dually diagnosed
	5
	19
	5
	 
	
	
	

	
	
	
	Indigent clients
	30
	38
	 
	 
	
	
	

	Doris Burdman Home
Statistics
FY2010
	
	
	
	
	
	
	
	
	
	Total Sums

	
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	

	Opening Census
	11
	11
	12
	8
	8
	8
	9
	 
	 
	 
	 
	 
	

	Admissions
	2
	3
	1
	3
	2
	2
	0
	 
	 
	 
	 
	 
	13

	Discharges
	2
	2
	5
	3
	2
	1
	9
	 
	 
	 
	 
	 
	24

	Aver. Daily Census
	10
	11
	11
	8
	9
	8
	7
	0
	0
	0
	0
	0
	9

	Capacity (%)
	86.8%
	93.5%
	89.4%
	63.4%
	71.1%
	70.7%
	59.2%
	 
	 
	 
	 
	 
	78.1%

	# Indigent
	1
	1
	0
	0
	0
	1
	1
	 
	 
	 
	 
	 
	 

	Medicaid Appl. Made?
	0
	0
	0
	0
	0
	0
	0
	 
	 
	 
	 
	 
	

	# Dual Diag
	0
	0
	0
	0
	0
	2
	1
	 
	 
	 
	 
	 
	

	Total Bed days
	323
	348
	322
	236
	256
	263
	71
	0 
	0 
	0 
	0 
	0 
	1819

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	FY11
	FY10
	FY09
	FY08
	
	
	
	
	
	
	
	
	

	Admissions
	56
	13
	40
	31
	
	
	
	
	
	
	
	
	

	Avg. Admission/Month
	4.7
	1.9
	3.3
	2.6
	
	
	
	
	
	
	
	
	

	Discharges
	38
	24
	39
	30
	
	
	
	
	
	
	
	
	

	Avg. Discharge/Month
	3.2
	3.4
	3.25
	2.5
	
	
	
	
	
	
	
	
	

	Average Days/Month
	475
	260
	302
	252 
	
	
	
	
	
	
	
	
	

	Average Daily Census
	16.8
	9.4
	9.9
	8.2
	
	
	
	
	
	
	
	
	

	Capacity (%)
	84.6%
	78.1%
	84.4%
	88.3%
	
	
	
	
	
	
	
	
	

	
	
	 
	 
	 
	
	
	
	
	
	
	
	
	

	The following is based
 on discharged clients:
	
	 
	 
	 
	
	
	
	
	
	
	
	
	

	Total Disch LOS
	4,633
	2,761 
	3,426 
	3,169 
	
	
	
	
	
	
	
	
	

	Shortest LOS
	3
	6 
	2 
	2 
	
	
	
	
	
	
	
	
	

	Longest LOS
	386
	403 
	377 
	342 
	
	
	
	
	
	
	
	
	

	Average LOS
	121.9
	115.0 
	87.8 
	105.6 
	
	
	
	
	
	
	
	
	

	Median LOS
	109.0
	78.0 
	69.0 
	76.0 
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	




c. The local Mental Health Board identified various training needs for the community.

· Crisis Intervention Team (CIT): Many of the prescreening crisis workers are presenters at the week long training for police enforcement officers to respond in crisis to mental health consumers. (Since initiation of August 2006- 137 officers have undergone the training).
· Two training sessions have been held for ACF/RCF operators and staff regarding police procedures, de-escalation, mental health conditions, access to crisis services such as Crisis Stabilization Unit, procedures for voluntary/involuntary (civil & probate), Help Hotline Crisis Center, and other available community resources such as transitional housing and employment.
· All screeners are designated Mental Health Officers with required training such as Crisis Intervention, First Aid and CPR. Multiple workshops are sponsored through the local Help Hotline Crisis Center for issues related to suicidality, risk assessments, AOD issues, community resources…
· Turning Point Counseling Services (designated Crisis Intervention/prescreening agency), Clinical Director, provides on-going in-house workshops addressing issues of suicidality, legal testimony, Veterans, depression, Bi-polar.. to enhance the skill level for all clinical staff.
		
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 MCMHB Clinical Mission Statement is to assure that adequate services are available to address the mental health needs of consumers in Mahoning County.

The Mahoning County Mental Health Board provides funding to ensure adequate and trained staff are available to provide behavioral health services. 

The MCMHB is working very closely with Youngstown State University Counseling Department, on community advisory committee and by serving as adjunct faculty in the Department of Counseling, to provide suitable internship sites at local mental health agencies to provide mentoring opportunities for graduate level counseling students(Also See below-Social Worker Department). Through this initiative, the agencies are provided with a pool of properly trained individuals to seamlessly integrate into the current workforce. 

MCMHB provides relevant training programs through continual education seminars for mental health providers in order to strengthen and retain local mental health professionals. Many providers maintain continual education workshops for their workforce.
Currently- multiple providers are or have hired staff to increase their workforce due to the increased demand.
· (Note: Social Work Department provides an academic curriculum for Pre-Social Work prior to making application for Social Work Program. The Social Work Program provides upper division courses which include methods classes, ethics, communication, Human Behavior, Policy, and Research. Once required course are completed, students participate in Field Education- the field instructor and field site serves as the educator in the field to teach students about all Social Work content areas through practice ie assessments, group and individual interventions, information/referral and crisis management. They serve several counties and out of state. Placement sites include mental health, health, schools, justice system, nursing homes, community agencies, domestic violence shelters, drug/alcohol, children services, rescue mission, job placement…). MCFCFC and Juvenile Court served as field sites for YSU Masters of Social Worker students
· The MCMHB participates in various regional committees to inform local providers of the latest developments for skill building through organizations such as SAMI CCOE, Northeast Ohio Children’s’ Consortium, Ohio Behavioral Health Association and other Coordinating Centers of Excellence and Networks.
· The MCMHB subsidizes recovery programs in Mahoning County and through the B.R.I.D.G.E.S. program and other run initiatives helping to empower individuals in recovery to take an active role in their treatment. These programs also train mental health professionals to include consumers as active participants in the recovery process.
· MCMHB provides funding for ‘Specialized Projects” such as the Felony Mental Health Court and the grant allows for provisions to send staff to regional training seminars in Columbus.
· Currently, Mahoning County Behavioral Health Care System has sufficient and well qualified mental health professional.
· Many agencies such as Burdman Group Inc. have Human Resource Directors that attempt to attract more minority and woman applicants to compete for vacant positions by:
· Ensure that liaison is maintained with minority and women’s schools and organizations by notification of vacancies available and recruitment possibilities.
· Monitor the progress of EEO recruitment and assure that all recruitment activities reach the broadest pool of minority applicants. Special emphasis to be given to the entry of minorities into professional and administrative fields.
· The MCMHB is constantly reviewing and meeting with community organizations regarding specialized skills such as hearing impaired or language interpretation regarding possible candidates that can enhance the ability to address special needs populations.

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.
 “Culture”: refers to integrated patterns of human behavior that include language, thoughts, communications, actions, customs, beliefs, values,  and institutions of racial, ethnic, religious, social or economic groups.
“Competency”: implies having the capacity to function effectively as an individual and an organization within the context of the diverse cultural beliefs, behaviors, and needs by consumers and communities (adapted from Cross, 1989).
“Cultural Competency”: is a set of congruent behaviors, attitudes and policies that come together in a system, organization or among professionals that enables work in cross-cultural situations.
Note: All educational and training information is shared with the local providers through representatives involved in the following activities to enhance the local behavioral health care system.  

A continuous learning process is developed through sharing knowledge and skill building which addresses and identifies the needs of specific populations resulting in development of policies that promote effective programs and services for Mahoning County mental health consumers.
 Further mechanisms are in place to assure that services to consumers are based on their needs and access is afforded to anyone meeting criteria for such services. The MCMHB and all providers provide Client Rights Officer to assure an appropriate mechanism is available to address consumer concerns.

· Bridges Out of Poverty: is an approach that helps employers, community organizations, social service agencies, and individuals address poverty in a comprehensive way. The Bridges model offers the ideas, structures, and concrete tools a community needs to prevent, alleviate, and reduce poverty. People from all economic classes come together to improve  job retention rates, build resources, improve outcomes, and support those who are moving out of poverty. As a powerful tool for change it focuses on redesign programs to better serve people in poverty, build skill set for management to help guide employees, upgrade training for front-line staff like receptionists, case workers, and managers. And increase treatment outcomes in health care and behavioral health care. 
Bridges out of Poverty provides a new lens for individuals, in particular community leaders from all disciplines- to view themselves, their clients, and communities as they develop accurate mental health models of poverty, middle class, and wealth... The purpose of this program is to improve the lives of people in poverty and help create sustainable communities in which everyone can do well. (7-8 trainings were held with approx. 450-500 people trained).
· Mahoning County Mental Health Board is a member of the Heartland Behavioral Health Collaborative that addresses various issues regarding policies that address the needs of various populations –ex-offenders, forensic, veterans, … Activities discussed are generalized to our provider system which enhances our awareness and abilities to better service the needs of our adult SMD population. 
· [bookmark: OLE_LINK1][bookmark: OLE_LINK2]MCMHB Executive Director, Director of Clinical Programs & Evaluations and D&E Director  last attended a meeting at Akron’s Children’s Hospital (2/9/10) to collaborate on referral process and available programming to address the needs of children in Mahoning County. TA provided through Center of Learning Excellence for most update research and practices in the field.
· May is Mental Health month- Board and providers’ sponsor workshops to increase the efficiency of our Behavioral Health Care System within the various organizations through common awareness of current issues that effect consumer of mental health with the most recent and up to date literature and trainings.
· ACLD, Comprehensive  Psychiatry and Catholic Charities lunch time learning “Medication Update” (5/5/10)
· MCMHB and Help Hotline Crisis Center sponsored Adult Care Facility training (5/12/10)- provide training for adult care group home providers to improve the quality of area group homes for mental health consumers.
· Catholic Charities Regional Agency presented “Self Help Strategies for Coping with Stress” (5/12/10)
· NAMI Ohio Annual Conference (5/14 & 1/15) – MCMHB sponsored ten participants for consumers and family member in FY 9 and three participants in FY 10. 
· Turning Point Counseling Services sponsored a workshop “Practical Assessment Tools to Assist in Diagnosing”
· Mahoning, Trumbull, Columbiana Counties Suicide Coalitions/Ohio Suicide Prevention Foundation presented a workshop for all providers on “Tackling Depression, Suicide Prevention and Surviving Loss”- keynote speaker was Eric Hipple author of the book “Real Men Do Cry”.
· MCMHB Director of Clinical Programs & Evaluations and Director of children provider D&E Counseling Center attended a meeting in Lorain County to review and discuss their expertise regarding Residential Reviews for children placed out of county – challenges were funding and the program was never implemented locally.
· Youngstown State University Social Work Program is referenced above regarding practicum in field work that provides students with direct services in various systems to address the needs of multiple consumer populations.
· D&E Counseling Center: per FY 2010 Annual Report for Early Childhood Mental Health- “We believe we offer a comprehensive Early Childhood Program. Our consultants have benefited from the numerous and varied trainings offered through ODMH and our staff retention has had positive impact on maintaining collaborative relationships with the sites we serve”.
· Northeast Ohio Children Consortium meets quarterly in Akron with representatives of various Boards to discuss children issues- the meeting is headed by Patrick Kanary out of the CCOE (Attended by Mahoning County Board’s Director of Clinical Program & Evaluations, along with the Director of D&E Counseling Center for children). Multiple presenters are made available to enhance skill awareness such as the recent presentation on Resiliency Model (Youth and Family Insights on Resiliency) by Dr. Rick Shepler. Technical Assistance is very valuable regarding the latest trends in both the children’s arena and co-occurring disorders
· Local children provider D&E Counseling Center provides the following trainings for their staff:
· Incredible Years in Early Child Intervention/Parent/Teacher Training
· DECCA Training for Teacher Consultation
· A.B.A. Training for Parent of Autistic Training
· ADAS & ADI Autism Assessment Training
· S.O.S./Teen Screen/Red Flags Training for Suicide Prevention
· Trauma Focused Behavioral Training
· Cognitive Behavioral Training for Behavior/Conduct Disorder Youth
· Experiential Rope Course Training
· MCMHB sponsored week long training in Crisis Intervention Training (CIT) for police officers on April 23, 2010 graduating sixteen officers. (Currently classes are being held for the week of March 28, 2011 to April1, 2011 for an additional 21 officers undergoing training.
· Director of Services for the Felony Mental Health Court did an in-service for students at ITT. Staff CPST for the Felony Mental Health court attended a seminar by the probate court on relevant issues in court proceedings to better understand the impact of the correctional system on mental health consumers.
· Director of Services for Felony Mental Health Court attended week long training in Buffalo, NY regarding the development of a Veteran’s Treatment Court.
· Meridian Services Clinical Director for SAMI program attends the Integrated Dual Disorder Treatment (IDDT) SAMICCOE held quarterly in Akron, along with a MCMHB  staff member when possible. Board staff attends the Fidelity Reviews held at the Agency. The significance of the program is its evidenced based methodology that helps consumers with co-occurring disorders. Staffs are provided with trainings as available to enhance their skills such as SOAR (SSI/SSDI Outreach, Access and Recovery) training in Akron, as well as, counselors and CPST have all completed Motivational Interviewing I, II and III – training also has been provided for IDDT Model regarding the overview and stage-wise treatment. - the trainings are the generalized to all staff through in-house presentations. 
· Several staff members have received in-house training on Medically Assisted Treatment (MAT).
· The Center for Evidence Based Practices trained the Administrative staff and Program Directors/Program Managers via in-house trainings on Motivational Interviewing (I, II and Resources for Supervisors).
· Staff will be attending the Ohio Suicide Prevention Foundation conference on December 1st & 2nd in Columbus.
· Service Coordination Committee meets monthly to review and discuss children issues that are  multi-system kids. (JJC,AOD,MH,DD,FCFC). This process has increased the availability of options to provide services for children locally and divert from possible out of county placements which have decreased in years. System representatives provided updates and educational information regarding services provided to family and children. Trainings have been sponsored for Basic and High Fidelity WrapAround to staff from all systems, as well as, increasing parent advocacy availability.
· FCFC presents a workshop 2x a year called Crisis System Training where various representatives from Systems do a twenty minute presentation of services/updates at their agencies.
· Recovery Grant Steering Committee (10/18/10): collaboration with Trumbull County Board to discuss issues related to consumer recovery- share current system updates.
· MCMHB staff is a member of the Child Advocacy Center and they had presentations in FY 10 on Overview of Ohio’s Alternative Response and Child Abuse Fractures and Trauma Informed Care.
· Help Hotline Crisis Center sponsored training for local providers on guardianship program and Payeeship Program.
· Help Hotline Crisis Center, Inc convened a joint training with staff from the agency and MCMHB staff on September 15, 2010 at the Help Hotline Community Center. The three-hour training was presented through the generosity of Judge Theresa Dellick to 24 staff by the six member Bridges Out of Poverty- trained staff of Mahoning County Juvenile Justice Center.
· ODMH (Frank Fletcher) provide training at the local Community Center on Medicare which was attended by both providers and consumers.
· Mahoning County Suicide Prevention Coalition met on 3/30/2010 & 5/15/10 (next meeting on 12/8/2010) where various stakeholders discuss current issues- previous presentation by Carolyn Givens. Multiple speakers, which include families, which are survivors of suicide share their experiences at workshops.
Help Hotline Crisis Center Suicide Program:
· Staff attended the American Association of Suicidology Conference April 2010
· AAS recertified in 2010 for 5 years
· Members of the Ohio, Columbiana, Mahoning Suicide Prevention Coalitions ASIST Training in August 2010- two staff members at Help Hotline Crisis Center are ASSIST Trainers
· National Suicide Prevention Lifelines: two staff members are Certified Crisis Workers from AAS SAMSHA/NSPL Grant for follow up research for suicide callers to Lifeline
· HHCC provides inhouse training in the four components of suicide risk and intervention
      Guardian Program:
· Staff attended the National Conference in Hershey, PA, October 2010. Staff member certified as National Certified Guardian (NCG)
· Staff attended the Ohio and National Guardian Association Probate training/Judge Swift November 2010
      PATH Program: (2010 Monitoring tool) – “Please list the trainings related to cultural competency that       PATH Staff have attended in the last 12 months: Medications and Mental Illness, Dual Diagnosis,           Alcohol & Drug Issues, Ethics, and Over Diagnosis of Mental Health Consumers”.
· Multiple community providers attended a regional training on Documentation and Medical Necessity: Aligning for the future which was held in Cleveland.
· Board’s Director of Clinical Programs and Evaluations attended a training in January at Northcoast Behavioral Health Hospital regarding ODMH Pre-admission and Resident Reviews (Level II Evaluations- PASRR)- update and packet of information shared with members of the Systems Committee for better understanding of individuals being processed for nursing home facilities.
· The MCMHB provides two monthly Clinical Issues Meeting where data regarding the correctional system, Veterans and State Regional Psychiatric Hospitals are presented and discussed for challenges and barriers encountered and action plans developed to address such issues. This meeting is represented by Board contract agencies and private providers.
· The MCMHB has a monthly Systems Meeting with administrative staff from various stakeholders and multiple mini-presentations/literature are made available to educate attendees on various issues such as: (Many of the attendees are representatives from other committees that are list below and are presenters at the Systems Meeting).
· Medicaid Health Care provider (CareSource -10/21/10)
· Announcements regarding ACF training- 10/20/10
· Handouts from: COHHIO, Of I Mind, Up to the Minute, OACBHA Developing a Better Understanding ( The Affordable Care Act’s Impact on Ohio Seniors), (Cyberbulling), (Financing Ohio’s Behavioral Health System), (Treatment + Recovery Supports = A Healthy Ohio), (Aging, Behavioral Health, and Chronic Disease), (Mental Illness is a Disease of the Brain), Medication-Assisted Treatment for Addiction
· Workshop- Couch Doug Merrill “In the Face of Adversity” (10/15/2010)
· Presentation by YWCA housing expansion, eligibility and programming availability for homeless/ consumers
· Mahoning County Homeless Continuum of Care Updates 
· Forensic and local jail issues presentation
· Job and Family Services Representative for Medicaid review process.
· Veterans local system of care update
· Catholic Charities Benefits Bank Process
· Belmont Pines Behavioral Health Care Services for Children along with a site tour for Systems representatives
· Community Legal Aid presentation was held at the Systems meeting on March17, 2011
· Cross Cultural Diversity training is sponsored by the various agencies for their staff. (Turning Point Counseling Services on 11/10/10.
· Turning Point Counseling Services- provided workshop on returning veteran issues.
· Youngstown State University- co-sponsored Mental Health Training, Response and Awareness on Campus- M-TRAC.
· Help Hotline Crisis Center – Lt Cretella of the Youngstown State Police Department and MCMHB Board member, provided safety training to consumers at the Community Center.
· A 2010 Diversity Works Annual breakfast was recently held on 10/13/10 by YSU & Humility of Mary Health Partners.
· Regional Area on Aging held its annual breakfast in March 2011 for community stakeholders and  providers - presented the data from there annual report regarding populations and services provided in FY 10.
· The Boards Strategic Plan is listed in the following Section III. (Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Support Services) that identifies the Board’s mission on providing services and access to all mental health consumers in Mahoning County regardless of cultural differences.
· Performance Improvement annual reports (previously identified as Quality Assurance Reports) are submitted to the Board by contract providers that can be reviewed in terms of services to consumers with respect to cultural patterns of race, social, economic…for example- per Help Hotline Quarterly Report to the MCMHB – Summary reports of any activities and/or result of outcome evaluations that show the effect of agency’s services on individuals served. “Each month, the Quality Assurance Report is discussed with the Board of Directors. Also, all results are reviewed by the Chief Executive Officer; and whenever necessary, some issues are given to the Associate Director/Chief Clinical Officer or Client’s Rights Officer to ensure resolution. All reports are sent to the MCMHB”.
· All providers and the MCMHB implement satisfaction surveys to consumers for feedback regarding quality of care issues which allows the community behavioral health care system “to create an organizational environment that engenders the strength of diversity thus increasing organizational effectiveness”.
· Choffin Career & Technical Center 2nd Annual Senior Transition Fair was held April 7, 2011 with providers available to assist students with various community programs including options to mental health services along with Recovery Programs such as vocational and housing assistance.
· Family Service Agency: Family Counseling Program
Staff Trainings (2009-2010)


All FT Family Counseling program staff:
Cultural Diversity (focus on Middle-Eastern population)
Update on general understanding of the use of psychotropics 
Blood- born pathogens/contamination prevention 
Counselor/Social Worker Ethics 
Understanding the role of police CIT officers in Mental Health


Individual staff attended and/or presented the following workshops:
Working with Adult & Juvenile Sex Offenders
Investigating the Problem of Family Violence
Compassion Fatigue in Health Care Professionals
Dialectical Behavioral Therapy
The Many Faces of Post-Partum Depression
Understanding & Treating Anxiety Disorders
Counseling Techniques to Use With Children
Autism-Spectrum Disorders:  Application of Interventions
PTSD:  The More You Know
Energy Drinks & Alcohol
Understanding Personality Disorders
Social Work Methods of Intervention

Family Service Agency: Family Counseling Program Staff Trainings cont.

Clinical Supervision Foundations (correspondence course)
When the Legal System & Mental Health System collide: Therapist as Witness
Documentation and Medical Necessity:  Aligning for the Future
United Way Performance Outcomes Training
Crisis Intervention, Conflict Management and De-Escalation
Trauma-Informed Care Across the Lifespan

Italics indicate in-house workshops presented by FSA staff

Meridian Services (December 16, 2010) and Family and Children First Council (December 3, 2010) held there annual breakfast meetings for stakeholders were their various programs were presented, along with, previous fiscal year achievements.

Question 10: Capital Improvements:

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

Currently, the Mahoning County Mental Health Board has applied Board revenue funds to help renovate the Burdman Group Inc home for consumers needing treatment and transitional housing.

The Mahoning County Board was also instrumental in the support of renovations to Family Service Agencies expansion of Daybreak facility (Capitol Funds) despite the match being generated by the agency through foundations.

The Board has not applied for Capitol Grants due to required matching funds and unable to pursue any projects with the current economic state.

Our primary concern these days would be to address funding to Supportive Housing due to the decreased capacity in our local System. A site visit was recently held at the Community Center with potentially hiring a architect to develop plans for renovations to a carriage house for a four- plex housing facility for consumers needing housing from the state hospital.

Burdman Group Inc. is currently looking to renovate the previous Horizon House for the new location to Sojourner House for battered women (Capitol Funds for this venture may be an option).

Prior Capitol Grant Ventures were for the purchase and renovations to the Community Center (Clubhouse) 9MH-816) and the expansion of the Crisis Stabilization Unit at Turning Point Counseling Center (MH-820: Crisis Care).

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 Goal
· 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 does not need to be limited to addressing children and youth populations. 

Alcohol and Other Drug Prevention Priorities:

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

ODADAS Priority Populations:

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

Mental Health Prevention Priorities:

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



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

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

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

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

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


DEPARTMENT TREATMENT AND RECOVERY SERVICES PRIORITIES AND GOALS

Alcohol and Other Drug Priority Populations and Key Initiatives

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


Mental Health Priorities

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



ODADAS Treatment and Recovery Services Goals

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

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

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

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

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

Note: 70-90 percent of people with severe mental illness have significantly reduced symptoms and improved quality of life, with treatment and supports

MCMHB Behavioral Health Capacity Goals: Based on the Department Capacity Goals- 
The current utilization process in place, absent the State’s previous generated Outcomes Data Reports for county comparisons, for determining services goals are based on the evaluation of programs and the community needs as described in the early section (Section II: Needs Assessment: Q 6& 7) which defines the various mechanisms implemented by the MCMHB to evaluate and review services in the community. 
All reports submitted regarding Specialized Projects Indicators, Continuous Quality and Performance Improvement Plan and/or Quality Assurance Agency Reports, MCMHB Annual Reports, State and local general hospital bed day utilizations, Crisis Stabilization Unit, SOC Outcomes report, Provider Annual Reports, various steering committees, consumer surveys and the MCMHB Strategic Plan are all utilized in developing a Behavioral Health Care Network to provide adequate services to meet the needs of consumers in Mahoning County.
The initial primary priority is to establish a behavioral health network based on obligations that are most essential to the Boards mission for the health, safety and welfare of Mahoning County consumers. Examples such as maintaining: 
· Inpatient psychiatric needs through Regional Psychiatric Hospital and local general hospital, as well as, forensic needs of those returning to the community. (Priority population SMI,SPMI, and SMD)
· Maintaining services at local providers through Medicaid match through contractual agreements
· Establishment of prevention and recovery support services to enhance the basic core services identified in the above two examples
· Establish access and capacity for all consumers in need with specific emphasis on high risk populations
· Continuum of Care model that will provide various degrees of intervention along the path of stabilization and recovery for both children to/and adult populations.
· Implementation of mechanisms to review utilization of services and outcome measures.

Capacity Goals/Prevention Priorities/Priority Populations:

Reducing stigma/Advocacy: is an important priority for FY 11/12 with the MCMHB and local providers. Multiple activities through the media, health fairs, workshops, special speakers, NAMI, and trainings such as CIT are utilized to educate the community and priority populations such as veterans, elderly, family and children, and schools … that services are available to consumers. 

> The celebration of success such as graduations from the Felony Mental Health court, NAMI          Walk, CIT training/graduation ceremony, Canfield Fair Mental Health booth, FCFC Annual        breakfast banquet, Meridian Community Care breakfast banquet, parent advocate with SOC and   May is Mental Health month banquet invites many prominent stakeholders, families, providers,   NAMI, consumers, and the media for recognition that the Recovery process does work. 
“The MCMHB and provider agencies distributed literature, resource material and behavioral health information (over 15,000 items) from the MCMHB sponsored booth at the Canfield Fair. Behavioral Health professionals were available to answer questions and to direct booth visitors to local behavioral health resources”.

> The Cold Weather Emergency Shelter Program 3rd Annual Homeless Walk was held on December 1, 2010 from the local Rescue Mission to St. Vincent DePaul Soup kitchen with a follow-up press conference. 

> On December 21, 2010, a news conference was held at the local Community Center to announce the availability of Door Clubs (home safety) for the elderly. This event was sponsored by the Area on Aging in conjunction with Help Hotline Crisis Center. 

> Outcomes to determine future Board priorities, beyond the formal report process, are evaluated based on input from participants and community involvement with various activities related to collaboration among systems.. (e.g. Steering Committees)

[bookmark: OLE_LINK7][bookmark: OLE_LINK8]> Help Hotline Crisis Center recently acquired a grant from Ronald McDonald C. to promote suicide prevention and anti-bulling for young people in Mahoning and Trumbull County.

· Example for advocacy/mental illness & addiction/suicide can be clearly demonstrated in the following D&E Counseling Center and Burdman Group Inc. articles below: [image: ]
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NOTES from April 19, 2011 Meeting
Tri-County Mental Health Anti-Stigma Campaign
Attendees:		Joe Caruso – Burdman Group
Rochelle Landy—Burdman Group
			Kathie Chaffee—Columbiana County
			Toni Notaro—Mahoning County
			Ron Marian—Mahoning County

· All were in agreement that the budget, should be broken down by population.
· Per Kathie, as of the 2009 census percentages as follows:
· Mahoning County	43%
· Trumbull County	38%
· Columbiana County 19%
· Budget
· $40,000 TV campaign
· $ 2,500 TV PSA production
· $  500 Account Management Time
· $  500 Media buying/Planning
· $ 1,500 web design/production/upkeep
· We agreed to look at campaign as one year, with the hope of doing two years based on budget.
· After review of the Media Buyer’s comments, all agreed WKBN/WYTV package was a better buy for our budget.
· However, would like to tweak the live spots offered, to instead, some taped stories, as that style of editorial would be better for our people in recovery who will be interviewed.
· Would also like to be on WKBN a.m. news versus WYTV, but even if we have to stick with WYTV, the overall buy is better than WFMJ.
· Budget breakdown:
· Mahoning County	43%	$19,350
· Trumbull County	38%	$17,100
· Columbiana County 19%	$ 8,550
Total:		$45,000
Next Steps:
· Need approval from all three boards on the final budget.
· Rochelle will then go back to TV sales rep. to negotiate based on final decisions.



Consumer Advocacy: MCMHB Annual Report Fiscal Year 2010
“A group of concerned consumers called a press conference to object to the funding cuts to the mental health system handed down by Governor Strickland. Local TV and print media gathered at the Community Center, operated by Help Hotline Crisis Center and funded by the MCMHB, to outline the impact the 35% cut to behavioral health services over the next two years, will have on mental health services in Mahoning County. Consumers urged those in attendance to contact their State legislators to voice their concerns.

Mental Illness and Addiction are health care issues that has been increasingly demanding greater resources due to the number of consumers accessing programs:
Due to the increasing demand of consumers with co-occurring disorders identified through services in the local and sate hospitals, as well as, on the Crisis Stabilization Unit- MCMHB supports the evidence based practice through Meridian Community Care for both prevention and treatment of children and adults.
The MCMHB sponsored program of Substance Abuse Mentally Ill (SAMI) Practice which implements the evidence based program of Integrated Dual Diagnosis Treatment (IDDT) (Evidence Based) increase the local capacity to address the issues related to co-occurring disorders for adults. 
The MCMHB (Children’s Community Behavioral Health (CCBH)) fund provides PANDA scholarships which enable a larger number of children to participate in camp to increase prevention educational awareness regarding drugs/alcohol. Additional Evidence-Based Practices at Meridian Services include:
· Cognitive Behavioral Therapy
· 12-Step Facilitation
· Motivational Interviewing- in conjunction with Case Western Reserve
Medication-Assisted Treatment Program: promotion of integration of behavioral healthcare and other physical health services: methadone therapy and suboxone therapy- both are prescribed by a physician to treat opiate addiction, in conjunction with intensive counseling and other recovery services.

The local provider D&E Counseling Center, the local children provider, collaborates with the adult agencies Turning Point Counseling Services to transition adolescents to services when they are of 18 years of age. The process is seamless by allowing a transitioning period months prior to transfer of services so the issues of medications and psychiatrist appointments are in place for continuity of care.
Children Services Board also presents cases at the Clinical Issues Meeting to transition adolescents at least six months before turning 18.

Diversity of Revenue sources to support Ohio Behavioral Health System: State and Federal grants totaling $1,066,543 were distributed through MCMHB. Grants focused on a variety of issues including, treatment for children, families, crisis intervention, housing, forensic, and vocational issues. 
Additional funding such as Wean Foundation, Morgan Clark Foundation, United Way, MYCAP, Ohio Children Trust Grant, Ohio Attorney General’s (VOCA & SVAA), Continuum of Care (HUD), Sojourner Grant (Burdman Group Inc.), Rapid Re-housing (Catholic Charities)…. Also contribute to the support of the local Behavioral Health Care System.

Increase school- based behavioral health. 
The Surgeon General’s Report on Mental Health indicates “approximately one in five children and adolescents experience the signs and symptoms of DSM-IV disorder during the course of a year” and “a majority of youth (ages 9-17) with a specific emotional and behavioral disorder, do not receive treatment”.
Statistics reported by the Columbia University Teen Screen Program and the Red Flag program point to the need for community behavioral health care system to increase their efforts to identify and engage children into mental health treatment.
· 7-12 million youth suffer from mental illness but 2/3 do not receive treatment
· 1 million youth suffer from depression but 60-80% of these receive no treatment
· 63% of youth who die by suicide exhibit psychiatric symptoms for more than a year before suicide, 76% in three months prior to completion
· Half of all 10-16 year old boys and girls with high levels of aggression are depression

Program Prevention, Education and Consultation: (Early Intervention & School Based Mental Health services/programs) (Priority population children/youth with SED)- D&E Counseling Center
· Linkages – In school Depression Awareness and Suicide Prevention Program (2008- 2009 Report: recipients of service count – 6,025) 
· Camp Challenge After-School Program: began in February  to work with 14 children whose behavior presented significant problems for them in school and at home - activities utilizing behavior management strategies to increase positive social-emotional functioning to children with DSM-IV affective and conduct disorders.
· SPARK “Supporting Partnerships to Assure Ready Kids”- (With funding from the Raymond John Wean Foundation) - In-home parent education for social-emotional strengths building activities and home-based literacy development for 3 and 4 year olds. Helps children get ready for kindergarten by building reading, language and social skills in preschoolers who will be entering kindergarten- targeted are those preschoolers who will be attending either Taft or Williamson Elementary schools in the fall of 2011.
· Behavioral Health Care at Alternative School Program sites – PACE: To prevent the child from being suspended and or dropping out of school due to problems with conduct or other obstacles to learning caused by mental health disorder. 
· Classroom Connections services was implemented in January at East and Chaney High Schools, placing a counselor at each school two days a week
· Early Childhood Mental Health Initiative (Final Report 2010): served 183 children through classroom-focused and child-focused consultation. Completion of Devereux Early Childhood Assessment which is considered a Best Practices used by D&E. Collaborative partnerships were with Early Care providers in Mahoning County. Results indicated that ECMHC’s improved the social, emotional and behavioral health of the children served. Many parents of these children attended the Incredible Years Parent group which is considered Best Practices used by D&E.
	Type of Program
	Numbers served as applicable



	
	# of centers
	# of classrooms
	Providers/
Teachers
	Families
	Children
(group)
	Children
(individual)

	Childcare Center
	        4
	        4
	        8
	        5
	
	        5

	Head Start
	        9
	       15
	       30
	      174
	     176
	        2


· D&E Counseling Center Best Practices: Others
· Applied Behavioral Analysis for Training Parents of ASD Children
· ADOS and ADI Autism Assessments
· Russell Barkley’s Parent Management Training Program
· S.O.S (Signs of Suicide), Columbia University’s Teen Screen Program, and Red Flags for Suicide Prevention
· Cognitive Behavioral Therapy for Depression and Anxiety in Children
· Trauma Focused Cognitive Behavioral Therapy
· Positive Behavioral Supports for School Interventions
· Stop & Think Social Skills Program
· Service Overview Fiscal Year 2008-2009: See II Environmental Context of the Community Plan: Question #3 for programs and units of service.     		

The MCMHB and local providers address transitioning issues from Children Services Board at the Thursday Clinical Issues Meetings and plans are developed around designated providers that will assist in providing services at the adult level. 

Based on Outcomes reports and active participation on the Steering Committee, the MCMHB continues to prioritize the need of children involved in multiple systems.
Representatives of the MCMHB staff are members of the FCFC Service Coordination Committee (Service Coordination Committee is a collaboration of systems: AOD, DD, MH, JJC, and FCFC) to address the needs of children involved in multiple systems and are aware of children that have received services prior to age eighteen and help facilitate referrals to adult provider agencies. (Outcome reports are submitted). 
CSB & JJC provide data regarding children involved in their systems and when adult services will be anticipated.

Improve Cultural Competence:  SEE SECTION II: NEEDS ASSESSMENT: QUESTION 9.b

Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay: SEE SECTION II; NEEDS ASSESSMENT QUESTION #7 d. 
Crisis Services are provided throughout the system for all the above categories through the various programs such as local hospital contracts, transportation, Consumer Support Network (CSN) (Similar to Aggressive Community Treatment (ACT) which is an evidence-based practice),  Crisis Stabilization Unit, Jail & Forensic populations, Crisis Intervention/Prescreening 24/7, school behavioral health counseling & Depression Awareness and indigent funding for access to services and emergency funding for medication and support services such as housing and employment.
Help Hotline Crisis Center is applying for a grant from William Swanston Charitable Foundation for funding toward providing crisis intervention, suicide prevention and 24 hours a day, 7 days, per week.

All these mechanisms help increase the capacity for determining service priorities in FY 2012-2013.
See II. Environmental Context of the Community Plan: Question 1. Final entry listing the some of the above programs along with funding from the MCMHB.

The MCMHB partially funds services “In-School & After School Student Services” where clinical professionals are familiar with the history of the consumers and transitioning is facilitated to the adult system. (Community Support Services has provided services to consumer at Alternative school at age eighteen due to still being in the school system).

Highly effective workforce: See Section II: Needs Assessment – Question #9: The MCMHB will continue to sponsor and support programming for services that will at least maintain the current highly effective workforce. The continuation of “Recovery Support Services” & “Specialized Projects” for treatment of specific populations for both adults and children is subject to availability of funds to maintain programming and workforce at its current level.

ODMH: Priority Population- Older Adults
Help Hotline Crisis Center provides a Senior Hotline for the elderly who may be depressed, lonely or need of services to maintain themselves in their homes and reduce the need for nursing home placement. Many elderly individuals may lack the necessary support system from family members. Services are made aware to the community through health fairs, media campaigns and staff/volunteers promotions at senior centers. The HHCC maintains information regarding over 550 resources that they are able to provide a caller which helps reduce the number of elderly that may fall between the cracks because they often become discouraged and confused when passed from one agency to another. Help Hotline received 18,189 calls to/from 60+ populations (additional 625 in December 2010 for the free door club) concerning senior issues in FY 2010. (Increase from previous fiscal year of 15,756).

Other services available to seniors are afforded through Family Services Agency under the Guardianship Program which is partially funded by the MCMHB.
The MCMHB address numerous senior issues regarding nursing home placement, through the assistance of Area on Aging, by referring consumers for Levels of Care and the PASSR process to secure appropriate placements. The cases are presented and reviewed through the MCMHB Clinical Issues Committee with all options explored prior to nursing home.

 A program that promotes mental health and wellness for adults with occurring chronic health conditions is provided through Family Services Agency called the “Ryan White Program”. The program addresses the needs of mental health consumers with comorbidity of a medical condition (AIDS). Case management provides linkage with services such as doctors, dentist, financial, housing needs and completion of paperwork to access social security/Medicaid/disability. Counseling is also provided one day a week at Comprehensive Care Center which is a local HIV Clinic.

Family Service Agency in collaboration with the Area on Aging provides in-home services to elderly individuals (seniors) in lieu of nursing home placement.

MCMHB provide funding to a local resource center, Alzheimer’s Assistance and Referral Network, education and support services to care givers of persons with Alzheimer’s disease. Caregiver Educational Series are offered throughout the year (12 support groups monthly, Medicaid seminar, Clergy Conference, Legal and Financial seminar, Info-line….).



 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

Prevention, treatment and recovery support services priority.
1. Suicide Prevention: 
The MCMHB continues to collaborate with the local Crisis Center (Help Hotline) to sponsor workshops and activities related to addressing suicide prevention. Programs available through Survivors of Suicide Support Groups, Veterans’ Hotline, 211 line, crisis line…. along with the Suicide Coalition will continue to provide linkages, workshops, educational projects, media… for community awareness. 
A new grant was obtained through Help Hotline Crisis Center to address issues of bulling and suicide. Educational format will address this concern. 
Based on Help Hotline Statistics for FY 10: 7/1/2009 TO 6/30/2010- “Problem Area Statistics for Mahoning County- a total of 5493 calls were identified as suicide”. 
See #2 for youth/adolescents priority related to depression and suicide.

2. Early Intervention/School Based mental health services:
The MCMHB is commitment to prevention and treatment programs identified as ‘Specialized Project”: D&E Counseling Center’s Depression Awareness and Suicide Awareness Program called “LINKAGES” provided services to 21 different Mahoning County and Youngstown City Schools in FY10. The program provided in-school early identification of depression, suicide risk, and other mental health disorders in adolescent students as well as assistance to students and parents in linking to treatment. 
Camp Challenge After-School Program started in February 2011 with 14 children whose behavior presented significant problems for them in school and home. Goal is to operate the service throughout the school year with a projection of 50 children from October to June.
Classroom Connections was expanded beyond PACE to include East and Chaney High School which places counselors at the school location.
Through funding provided by the MCMHB and the Margaret Clark Morgan Foundation, services were provided to approximately 3,731 students in FY 10 compared to FY 09 6,025 which were a result of previous budget cuts which have since been reinstated for FY11 reflecting a big difference in the number of children served.

The MCMHB coordinated, through Family and Children First Council (Services Coordination) helps diversify the available funding (CCBH/FCSS-$140,731)) to provide an array of interventions such as respite, WrapAround, Intensive Home-Based treatment, and special camp scholarships to “Camp Challenge” and “PANDA-20/52 youth that participated in the camp were identified as mental health consumers” to increase access and capacity for greater number of children. 
The MCMHB continues to support alternative school options such as:
· Potential Development Program, Inc: assists children severe mental health disorders manage their behaviors to the point where they can make a smooth transition to their local school.
Served 42 children during the 2009-2010 school year.
-  males 29	females 13
-  white 12	black     26	bi-racial    3	hispanic    1
13 children were diagnosed with Autism Spectrum Disorder
21 were enrolled for behavioral concerns
8 were enrolled for developmental delays
· ACLD Learning Center: provides psycho-educational evaluations, parent/child counseling and advocacy sessions in the development of learning disabled students toward the goal of self-awareness, perseverance, emotional stability and pro-activity. 185 children/parent received services. Diagnosis range from depression (31), bi-polar (8), anxiety disorder (28) , attention deficit hyperactivity disorder (94) and autism spectrum disorder (26)
· MCMHB has provided additional funding to D&E Counseling Center for behavioral health counseling in alternative school setting such as PACE and two high schools: Chaney High School and East High School- the later two were implemented in FY 11. University Project Learning Center (UPLC) also receives behavioral health counseling through a grant from the schools. “Classroom Connections: in school crisis intervention/student group education in positive adaptive emotional-behavioral- social development and peer interaction/teacher consultation in management of students with mental health disabilities/participation on MDSAT meetings/parent engagement in community based youth mental health growth and development activities”.
· PANDA Leaders Club is a program of Meridian Community Care. MCMHB is currently reviewing a funding proposal to support a program that “encourages kids to lead a healthy life lifestyle, make positive choices and be comfortable with themselves- not only through information but also through the friendship and support of others who feel the same way. Studies have shown that young people who are exposed to positive influences and experiences such as these are less likely to experiment with drugs and alcohol in their teen years”- “Empowering through action to help students learn to become leaders in their schools, and to work together to find solutions that best fit their needs”.
· MCMHB has reviewed and funded a proposal from D&E Counseling regarding “Camp Challenge After School Project”

Despite the major issue with decreased funding in the previous years and possibly further cuts or flat funding in the future- the MHCMHB is committed to supporting children services through the local children mental health agencies to promote a comprehensive, systematic approach in response to those identified with serious emotional disorders (SED). A system that develops services that not only promote positive mental health and emotional well-being (resilience) but also to address any emotional problems in children.

 3. MCMHB, in collaboration with Help Hotline Crisis Center, identified Anti-bulling as a priority for FY 2011. A committee represented by various stakeholders will be reviewing resources to develop intervention strategies to address this issue. HHCC has recently received a $5,000 grant to support educational approaches for both anti-bulling and suicide prevention. (Ronald McDonald C).
Note: Meridian Services (Youth and Young Adult Outpatient Program) which provides outpatient counseling and addiction treatment services for youth and young adults ages 15-24 provides individual counseling to address mental health concerns, including depression, bullying, and self-injurious behavior. (Note: This priority was discontinued based on review that schools are addressing the issue)

4. Increase Competitive Employment: 
The MCMHB, MRDD, Burdman Group Inc. and the Columbiana County Recovery Services Board are collaborating in FY11 to provide local matching dollars to secure a vocational rehabilitation grant (VRP3) from the Ohio Rehabilitation Service Commission (million-plus). The grant, in part, allows Burdman Group Inc. to provide consumers in Mahoning County, who are diagnosed with severe mental disability, the opportunity to secure employment which assists in the ongoing recovery process.  During FY10, this project served over 377 individuals in Mahoning County.
The MCMHB is currently reviewing the latest VRP3 project proposed by the governor and has collaborated with other systems to implement services specific to Veterans. 

5. Consumer Recovery and Wellness:
Through funding provided by the MCMHB, Help Hotline Crisis Center (HHCC) was able to again offer consumers an important recovery program called Building Recovery of Individual Dreams and Goals through Education and Support (B.R.I.D.G.E.S.). The program teaches individuals struggling with behavioral health issues how to manage their illness. The ten-week course is offered twice a year and is free to residents of Mahoning County. Since 2000, HHCC has graduated 152 consumers, the highest number of any program in Ohio. HHCC also offers the Wellness Recovery Action Plan (WRAP) course to consumers.

6. Crisis Intervention Training:
In cooperation with the National Alliance for Mentally Ill (NAMI) and Youngstown State University, the MCMHB celebrate the seventh and eight graduating class of CIT officers in FY10. The intensive 40-hour course, teaching police officers how to safely interact with individuals who are experiencing behavioral health issues, is offered at no cost, twice a year to law enforcement in Mahoning County. This year’s graduates bring the number of CIT trained officers to 150. With 10% of all officer calls involving someone with a mental illness, the benefits of training help to reduce injuries to officers and citizens and helps reduce the number of individuals inappropriately incarcerated. (March 28, 2011 to April 1, 2011 class has 21 police participants).
Justice Reinvestment in Ohio: Summary Report Analysis by the Justice Center –The Council of State Governments:
· Crisis Intervention Training (CIT), a specialized police-based response to people with mental illness, has been provided to over 3,700 law enforcement officers in Ohio employed by 350 agencies spanning 74 counties.
· In, Ohio, CIT has demonstrated positive results, helping law enforcement de-escalate encounters with people with mental illness who are in crisis: encounters involving CIT officers are more likely to result in transport to treatment (62 percent) than custody (4 percent).

Note: II. Environmental Context of the Community Plan under question #1- the data for PATH, Cold Weather Program, Continuum of Care Outcome Report, 2007 Housing Study, priority population “Housing” (pages 11, 12 & 15)…and Section II: Needs Assessment the MCMHB prioritizes the need for housing and decrease homelessness (page 54) can be viewed for past performance on how the MCMHB is currently prioritizing the following two examples.

7. Increase Access to Housing, including Supportive Housing:
MCMHB provides funding for the Mahoning County Housing Opportunity Program (MC-HOP) which provides some subsidy (40% of household income) + (33 capacity with 21 currently served)-  for mental health consumers seeking independent living (the program was considered a priority due to the discontinuation of HAP and the ongoing needs of consumers).
The Burdman Group Inc. has a 21 unit transitional residential facility and various permanent housing units that provides support for mental health consumers.
The MCMHB and Burdman Group Inc. are in the process of reviewing a site location at the Help Hotline Community Center for renovations and an addition of four independent units for Supportive Housing.
The MCMHB is represented on the Continuum of Care which generates over 1.8 million for various providers to provide housing.
Catholic Charities received a federal grant (about 1.3 million for three years to service both Mahoning/Trumbull) for (Homeless Prevention Rapid Re-housing Program (HPRP).
YWCA
The MCMHB, in collaboration with community partners, continues to prioritize housing as a key component to the recovery process. The housing priority 

8. Decrease homelessness: 
MCMHB is a member of the Continuum of Care which focuses on homelessness. 
MCMHB and Help Hotline Crisis Center work collaboratively through the Project for Assistance from Homelessness (PATH) to address the issue of homelessness through community outreach and linkage to mental health services when possible. The staff for PATH are consumers and are provided offices at the Help Hotline Community Center which is funded by the MCMHB. The staff works closely with the Rescue Mission of Mahoning Valley and strengthen this relationship especially during the winter months (December 1st to March 31st) under the Cold Weather Emergency Shelter Project.
Agencies such as Turning Point Counseling Services (Crisis Stabilization Unit), Burdman Group Inc. (transitional housing) and Meridian Community Care (AOD) are prioritized by the MCMHB and very important for consumers being released from the Regional Psychiatric Hospitals, local Hospitals, Correctional Facilities…with both mental health issues and homelessness.
The MCMHB had provided assistance for individuals being released from prisons under the federal grant PATH-DRC which targeted mental health consumers and homelessness but was discontinued due to lost of funding.
Homeless Prevention and Rapid Re-Housing (HPRP) through Catholic Charities Regional Agency: to provide financial assistance and services to either prevent individuals and families from becoming homeless or help those who are experiencing homelessness to be quickly re-housed and stabilized.
Population of homeless individuals served by PATH: (PATH Monitoring Tool 2010)
	AGE
	GENDER
	RACE

	18-34   =   32%
	Male     =    66%
	American Indian  =        %

	35-49   =   43%
	Female  =    34%
	Asian                    =        %

	50-60   =   24%
	
	African American =   35  %

	65-74   =     0%
	
	Latino                   =     4 %

	> 75     =     0%
	
	Pacific Islander     =        %

	
	
	White                    =   61 %

	
	
	Other                     =        %


PATH site visit by ODMH (Deborah Givens) was conducted April 6, 2011.

9. Forensic mental health consumers:
MCMHB realizes that many mental health consumers are involved with the legal system in a variety of ways so the establishment of programs such as consultation at Community Corrections Association, Forensic Monitor, on-site jail counseling, Felony Mental Health Court, FCFC & JJC through service coordination, and re-entry program as defined under Section II: Needs Assessment: Question #7: pages 46,47,48 and 49.

As noted at the onset of the Community Plan under II. Environmental Context of the Community Plan: question #1 page 15- the MCMHB priority populations are defined based on previous years of  established programs and outcome reporting that support the growing need for the above goals for FY 2012 & 2013.






	When addressing capacity goals and objectives please address the following:

Access to Services

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

The MCMHB will continue to review the access issues based on all the data reports submitted through the various programs. Access for consumers with various payer source types will be inclusive of the indigent population, thus affording a greater capacity to receive services. Capacity objectives are defined based on needs assessments and workforce availability to assure access to behavioral health care. (Section II: Needs Assessment – question 6 & 7). Access goals and objectives will be subject to flexibility in budgetary changes as an ever decreasing funding stream will result in decreased or elimination of programming. 

The MCMHB has developed a Behavioral Health Care System that addresses the need of consumers in multiple settings and under various legal statuses. Multiple contracts with local and regional hospitals afford an increase capacity for inpatient psychiatric care. A continuum of care from the most restrictive setting at Regional Psychiatric hospital to local general hospital psychiatric unit to Crisis Stabilization Unit to Transitional housing to Outpatient Services with multiple “Specialized Projects” for court diversion programs to jail services, guardianship, payeeship, IDDT, Recovery Programs (B.R.I.D.G.E.S. & WRAP), MC-HOP housing assistance program, VRP3 employment services, PATH & CoC for homeless, Depression Awareness in the schools,  Behavioral Health Counseling services in Alternative Schools….. are just a few but all part of the Board’s Strategic Plan to promote and develop a Network of Care from childhood to adults built on collaboration with other systems and a continuous evaluation process to address needs and expand resources to identify and provide services for consumers in Mahoning County. Many educational workshops for consumers and specialized services such as group home operators, committee meetings, advertisement media, health fairs, clinical trainings, both state and regional collaborations, TA from CCOEs, NAMI associations, various local foundations, consumer surveys….are all operations/programming that provide input and feedback to issues not only addressing  access but outcomes on effective programming.  

The MCMHB has developed a network of care to address access to services 24/7 through the development of programs (GH contracts, CSU, Prescreening 24/7, Felony MH court, forensic monitor, IDDT, jail crisis services…..) that specifically target high risk populations. Providing a annually week long training by Clinical Specialist associated throughout the system to enforcement officers with site visits is just one tool used to integrate the various systems that encounter mental health consumers. Example: “ CIT programs are unable to realize their full potential because local enforcement officers are often unable to connect people with mental illnesses to community-based treatment services. The availability of such services is limited because of reduction in reception center hours and restrictions that prohibit community-based treatment providers from serving people who have histories of violence or intoxicated at time of arrest”-  Justice Reinvestment in Ohio from the June 8, U.S. Attorneys’ Office, Northern District, hosted a focus group of approximately 25 chiefs and sheriff from northern Ohio.


Workforce Development and Cultural Competence

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

The MCMHB will continue, based on Culture of Quality standards, to execute surveys for both consumers and providers for satisfaction with services.

All providers include consumer satisfaction surveys that are reported in their Continuous Quality and Performance Improvement Plan submitted to ODMH and Board.

The MCMHB, providers, local and regional skill building presentations, will continue to provide trainings for local professionals to enhance staff awareness and ability to address multiple consumer populations.

The MCMHB will continue to support Evidence Based Programs (EBP) to maintain the best quality of care for consumers. (Examples listed under Table2: Portfolio of Mental Health Providers).

All “Special Projects” are reviewed throughout the year to assure that both capacity and access issues are addressed to meet the needs of consumers requiring special programming. Disparities and treatment outcomes are reviewed to assure that funded programs are continuously maximizing their resources with comparison to previous years.

The MCMHB will continue to maintain policies such as contracting with local agencies to promote access to consumers of diversified backgrounds that may require assistance through hearing impaired, languages such as Hispanics, poverty levels such as indigents requiring inpatient psychiatric care at either local hospitals and/or Crisis Stabilization Unit, Developmental Disabilities with Potential Development Agency, Family and Children First Council through Systems of Care for children and families, substance abuse-alcohol/drugs through SAMI/IDDT (MCMHB is CMH only),…

Local providers such as Turning Point Counseling Services will provide field sites for YSU Counseling Department, as well as, FCFC and Juvenile Justice Center for the YSU Social Worker Department. 

MCMHB,along with local providers, D&E Counseling Center, Turning Point Counseling Services, and Meridian Services are represented on the Y.S.U Curriculum Advisory Committee/Counseling Department.

MCMHB staff, along with multiple stakeholders, form various steering committees such as Suicide Coalition, Recovery Steering Committee, Family and Children First Councils workgroups & Service Coordination, 

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

HIV Early Intervention Goals
Question 16: ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.

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

Question 17: ADAMHS and CMH Boards only: Address how the Board will meet the needs of civilly and forensically hospitalized adults, including conditional release and discharge planning processes.  How will the Board address the increasingly high number of non-violent misdemeanants residing in state hospitals?
Forensic
The board will meet the needs of the civilly and forensically hospitalized adults by utilizing the Forensic monitor.  The Forensic monitor will interact with hospitals staff and Legal Assurance administrators regarding client status, make regular visits to the hospital to be involved in the treatment team meetings and progress of clients. Forensic monitor will be involved in the conditional release planning and implementation through the courts and community providers.  Prior to discharge level movements will be monitored and planning of community visits prior to discharge to enable entitlements to be in order once released. Reporting to courts about client’s progress to facilitate timely hearings and level movements.

Forensic monitor will provide on going training to the courts and prosecutors about mental illness and community alternatives to hospitalizations.  In addition provide assistance to assure clients are not waiting in the jails longer than need be for court ordered hearings and to ensure while in jail clients are being given proper medications.

The Board will use the Forensic monitor in a different capacity to work in the jail setting to capture those non violent individuals who may end up in the state hospitals to address medication issues. Also to work with the courts to address alternatives to hospitalization.  IE step down to the local crisis unit or working with family members to ensure compliance and to set up intake appointments as follow up.  In most cases those individuals who are started on medications early in jail may not need to end up in the local jails. 

Conditional Releases are identified as a priority and are subject to: assigned to Community Support Networks high intensity of services which are provided at the agency or follow the consumer into the community, transitional housing monitor and placement at Burdman Group Inc. if necessary and forensic monitor oversight throughout the community.
Forensic rate provided to Crisis Stabilization Unit for community passes.
Forensic emergency funds designated for assistance with medication, housing, clothing,… until entitlements can be secured.

Reporting Period: July1, 2011 ending June 30, 2011
Demographic/Descriptive Information.

On CR status at the end of reporting period:
>13 individuals on CR
	-  2 females
	- 11 males
>Race
	-   3- African American
	- 10- Caucasians
>Housing
	- 1- nursing facility
	- 1- group home
	- 2- transitional housing
	- 8- own residence
	- 1- hospital under psychiatric stabilization (on CR status)
>Employment – 2 are employed
>Clients’ Length on Forensic Status			Charge
	- 9- Life									murder (F-1 life)
	- 1- 10 yrs									attempted murder (F-1)
	- 1- 20 yrs									felonious assault (F-1) under old sentencing guide
	- 1- 10 yrs									kidnapping
	- 1-   8 yrs									aggravated robbery (F-2)
>Diagnosis 
	- 8- schizophrenia
	- 2- bipolar disorder
	- 1- schizoaffective disorder
	- 1- delusional disorder
	- 1- alcohol dependence

Currently in the BHO:
>16 individuals
	- 12 males
	-   4 females
>Race
	- 1 – Hispanic
	- 9 – Caucasian
	- 6 – African American
>Diagnosis
	- 7 – schizophrenia
	- 5 – bipolar disorder
	- 2 – psychotic disorder Nos
	- 1- substance induced psychiatric disorder
	- 1- schizoaffective disorder
>Clients’ Length on Forensic Status			Charge
	- 4 – Life									Murder (F-1 life)
	- 1 – 10yrs									Attempted Murder (F-1)
	- 1 – 10yrs									Aggravated Arson (F-1)
	- 2 -  10yrs									Felonious Assault (F-1)
	- 4 -    8yrs									Felonious Assault (F-2)
	- 2 -    8yrs									Robbery (F-2)
	- 1 -    8yrs									Burglary (F-2)
	- 1-    18mos								Assault (F-4)





*Board’s Felony Mental Health Court program provides diversion from incarceration in lieu of treatment for non-violent offenders. Consumers that may end up in the jail system and without a comprehensive treatment approach could end up in the Regional Psychiatric Hospital for competency restoration.
   

Civil
As identified in the later section under Section IV: Collaboration: Q: #22 regarding Continuity of Care Agreement for Regional Psychiatric Hospital and in Board contracts with local general hospitals, the Board has multiple provisions to address the needs of consumers while hospitalized.
· liaison staff that participates at treatment team meetings at all hospitals
· Clinical Issues meetings every Thursday with one primarily for Systems issues. Case reviews with multiple needs consumers are identified and services implemented prior to discharge.
· Attendance to all Friday probate court hearings held at the hospital (Board’s Director of Clinical Programs & Evaluations and selected provider representation based on Clinical Issues Meeting discussions on Thursday) to support continual commitments, forced medication, step-down, intake on unit, housing and Out Patient Civil Commitments.
· Daily hospital census is forwarded to the Board – review for LOS and payer source identified for indigent contract. This report is composited into a monthly report reviewed by the Board. A yearly report is produced to identify number of admissions to all hospitals, screening location site, state hospital referrals, legal status upon admissions – how many probates, AOD issues, diversions at emergency room or step-downs to CSU – the front door admissions is just as important as the back door discharge process when maximizing available resources.
· Linkage with housing and employment are through the local provider Burdman Group Inc.
· Consumers returning to jail are identified and followed up by local mental health provider’s liaison staff or if forensic by the monitor monitor.
· Expansion of the local Crisis Stabilization unit to 18 beds helps transition consumers that are step-downs for immediate access to services such as med/som, CPST, BH Counseling… Also a HUD bed under the Continuum of Care funding provides diversion from homelessness.
· Outpatient counseling appointments are arranged prior to discharge through local mental health provider’s intake department.
· Availability of Central Pharmacy for consumers unable to afford their medications.
· Access to medications upon discharge by either opening the case while in the hospital, step-down to the CSU, and/or discharge summary from a psychiatrist till first community psychiatrist appointment to maintain psychiatric stabilization in the community and avoid re-hospitalization.
· CPST supervisor works with psychiatric unit social workers to facilitate appointments and services. Continuity of Care
· Community Support Network accepts referrals coming out of the hospitals requiring a higher level of care when transitioned to the community and an attempt to decrease re-hospitalization
· System-wide Treatment Plans are developed for consistency of provider involvement to identify and address the needs of consumers repeating admissions to hospitals.
· Mahoning County Housing Opportunity Program (MC-HOP) affords consumers financial assistance to secure independent living arrangements.
· Guardianship program available to receive referrals from local Clinical Issues Committee for consumers unable to manage themselves in the community due to incompetency from mental health condition.
· MCMHB, Director of Clinical Programs & Evaluations, reviews screenings conducted by Coleman Center in Trumbull for indigent consumers from Mahoning County, as well as, screenings completed by TRAVCO Agency for Mahoning County consumers presenting to Forum Health and Trumbull Memorial Hospital that have Medicaid. (TRAVCO: FY 10: Forum Health Medical Center: 81 and Trumbull Memorial Hospital: 124. Discharge planning starts from the first day of admission). Note: admissions are to the local hospital and transfers to the Regional Psychiatric Hospital are processed through the Trumbull probate court system.


                    

Implications of Behavioral Health Priorities to Other Systems

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

The increasing demand for consumers identified through Developmental Disabilities, with limited access or treatment, has not been afforded a complete treatment approach with resources to identify and manage dual diagnosis conditions.

The division of Boards in Mahoning County, Mental Health and ADAS, also limits sharing of resources and managing individuals identified with co-occurring diagnosis. Currently, the Mahoning County Mental Health Board supports multiple programming for both children and adults requiring combined treatment approaches.

The MCMHB provides a comprehensive system of care for mental health consumers involved in the Court/Jail/Forensic Criminal Justice System- implementation and sustainability of an effective treatment model that provides diversion, linkage, on site mental health services and continuity of care through collaboration with jails, courts, and hospitals is continually expanding with greater demand for services and less funding options. The Department of Correction does not provide direct funding for such services and the current Medicaid eligibility for services in a correctional facility are suspended or terminated upon incarceration/adjudication. 
Job and Family Services: expedite the process of entitlements for consumers being discharged from Regional Psychiatric Hospitals and the Department of Corrections.

Current legislation regarding judicial commitment of dual diagnosed consumers and the legislation of Outpatient Civil Commitment can add additional cost to unfunded mandates.


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.

To understand how future priorities and goals  will change in the event there is a 10% reduction of Board allocations it is important to understand what has changed over the most recent biennium budget (in response to lower allocations):

1) Levy Funding – Levy funds have remained a constant amount and have been used exclusively for local programs and initiatives along with Board overhead.  In general residential services, Hot Line, guardianship, Payeeship, SAMI, forensic and indigent services have been reduced approximately 10%. Additional discretionary special projects allocations have been reduced over 35%. 
2) 408/505 Funding – This funding source was primarily used for additional local Medicaid match, local & state hospital expense and additional client service expense.  Local & state hospital bed day allocations were scrutinized and reduced 10%.  During the majority of the two year period local Medicaid match requirements were reduced due to the additional ARRA FMAP funding, freeing up additional funds offset, however, by increased Medicaid claims and the elimination of 505 funding from the state. 
3) Other – In both of the past two fiscal years the Board’s budget was balanced utilizing Board reserve funding.  The initial budget shortfall was offset in part however by SCUD refunds, slightly greater Levy revenues and other lesser issues. 

Reduction in future allocations would require further reductions in residential services, Hotline operations, fewer available units of indigent services, reductions in children’s MH programs (i.e. Depression Awareness, Camp Challenge, etc.), reduction or elimination of MCHOP (housing transition) funding as well as further reductions to Special Project programs (such as Rape Counseling Employment/Vocational services, alternative school MH service funding, transportation agreements, Crisis counseling to consumers incarcerated in correctional facilities, prevention program Depression Awareness in schools, closure to Horizon House for transitioning consumers from State hospitals etc.). 

Depending on the final allocations from the state, after the proposed movement of local Medicaid match funding to the state, local and state hospital bed funding would need to be re-evaluated, Board staffing levels, would need to be scrutinized along with CSN service, SAMI program participation, crisis screening services and residential monitoring and transition program reductions. 

The net impact of further lower funding levels would be overall reduction in services to an ever increasing MH population currently being impacted by weak local economic activity, an aging population and a strained political  infra-structure.

Lack of funding has also resulted in Board’s ability to secure Capitol grants due to need for match funds. Loss of 505 funding and the impact on recovery services.

Despite the local Board’s lack of funding to complete formal need assessments, our current system of monitoring and evaluation of programs is comprehensive. (See Section II: Needs Assessment: Question 6 & 7 for the qualitative and quantitative reviews

As noted in Section II: Environmental Context of the Community Plan. Question #3: Reference was made to the increase in cases being served and the reduced number of units. Types of services are identified under Prevention, Treatment & Recovery units in FY 2010 along with recovery services noted above such as housing & employment).
Also identified under Special Projects Recipients of Service Count shows one example of the effects of the past cuts on programming:
· *Special Program Recipients of Service Count- Units	FY 09		FY10
· Early Child Services					2,887		*510
· Depression Awareness and SI Prevention		6,025		*3,731	
· In-School After School Student Services	   	485		*373

The number of consumers and units of service identified as being served per the MCMHB Annual Report as defined by contracted providers only:
Total Cases:		Total Units of Service (hours):
> FY 2005: 8,284	176,690
> FY 2006:11,953	288,212
> FY 2007: 9,731	214,633
> FY 2008: 9,937	239,255
> FY 2009: 13,830	202,323
> FY 2010: 13,983	163,518

Depending on the final allocations from the state, after the proposed movement of local Medicaid match funding to the state, local and state hospital bed funding would need to be re-evaluated, Board staffing levels, would need to be scrutinized along with CSN service, SAMI program participation, crisis screening services and residential monitoring and transition program reductions. 

The net impact of further lower funding levels would be overall reduced services to and ever increasing and needy county MH population currently  being impacted by weak local economic activity, an aging population and a strained political  infra-structure.  

The question should also be inclusive of other sources of funding cuts that impacts the Board services to consumers:
Note: Past loss of federal funding projects such as Felony Treatment Court and PATH DRC affected to services to consumers involved with the correctional system which some have categorized as the largest mental health facilities currently available.
Note: In additional to state funding cuts the local Board has also experienced reduction or loss of funding through private organizations which affected decrease or elimination of services provided to children in school programs. 
Note: Also recent announcements that Project for Assistance Transition from Homelessness (PATH) will become a competitive bidding process after years of good outcomes from Mahoning County may jeopardize years of solid outcomes and services to an economically devastated community with high unemployment and housing issues.


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.
 
[bookmark: OLE_LINK3][bookmark: OLE_LINK4]1. Heartland Behavioral Health collaborative: Meetings are held regularly in Stark County Board in Canton or at Heartland Behavioral Health Hospital. Discussions regarding access issues, medical clearance, capacity, length of stay…have all been productive regarding the admissions and discharge planning for consumers needing psychiatric stabilization and transitioning back to the community for the least restrictive setting. Phone conferences or site visits with hospital staff by local providers has helped facilitate the channels of communication so both parties are aware of services provided and availability of community programs to help transitions consumers back to the community such as step-downs to the Crisis Stabilization unit. MCMHB Director and staff attended a meeting at Heartland for introductions and information exchange regarding the transitioning from NCBHC – information discussed regarding crisis screening protocols, medical clearance, access to CSU, liaison duties and all other aspects covered under the Continuity Agreement. Activities discussed are generalized to our provider system which enhances our awareness and abilities to better service the needs of our adult SMD population. Benefits/results are defined through a reduction in utilization of bed days at the Regional Psychiatric hospital thus affording more funding for community programs. The philosophy of least restrictive setting and quality of life are priorities by decreasing length of stay (LOS) and providing quicker access to services in the community to both the local mental provider agencies, as well as, recovery support services such as housing and employment. A strong working relationship and communication between hospital and community staff.
MCMHB supports funding to the Community Support Network (CSN) to assure that a strong liaison with the Regional Psychiatric Hospital is in place for weekly reviews of consumer needs that are hospitalized from Mahoning County.

2. Private Hospitals collaboration: The MCMHB has monthly Clinical Issues Meetings 2x a month and a Systems Meeting monthly were various stakeholders attend which includes the local hospital emergency room psychiatric nurse and the social worker from the psychiatric unit. Productive outcomes address issues of alternative options to hospitalization when no local bed availability and the need for transportation or diversion to a lesser restrictive setting such as the CSU. Benefits are collaboration of resources and expertise to service the consumers in Mahoning County.
The Director of Clinical Programs & Evaluations attends all Friday probate court hearings to assist in facilitating movement requiring approval to the Regional Psychiatric Hospital and/or provider presences for alternative community resources which may include mechanisms such Out Patient Commitment, forced medications and/or step-down to the Crisis Stabilization unit.
· The MCMHB has a designated local provider Turning Point Counseling Services Coordinator of crisis intervention/prescreening to act as a liaison to the hospital by attending treatment team meetings 2-3 times a week.
· The MCMHB has established an indigent fund to be utilized by the local private hospital upon prescreening authorization – a contract is also in place for overflow of indigent consumers with SUMMA: St. Thomas Hospital – provider and Board representative initially meet with hospital representatives and toured the facility (Adults).
· MCMHB Director, Director of Clinical Programs & Evaluations and D&E Director  attended meetings at Akron’s Children’s Hospital (2/9/10) to collaborate on referral process and available programming to address the needs of children in Mahoning County.
· Winsor-Laurelwood  Center for Behavioral Medicine for adults and children and Belmont Pines Hospital for children are part of the local network for referrals of consumers to services.
Benefits were greater collaboration among local and regional hospitals which increased capacity building to services consumers in Mahoning County requiring psychiatric stabilization
More consumers are afforded options in the community and can be diverted from hospitalization.
The philosophy of least restrictive setting and quality of life are priorities by decreasing length of stay (LOS) and providing quicker access to services in the community to both the local mental provider agencies, as well as, recovery support services such as housing and employment. A strong working relationship and communication between hospital and community staff- Board staff and provider representatives have always traveled to the various hospitals as part of the overall collaboration process.

3. Correctional System collaboration: Board’s Director of Clinical Programs & Evaluations is the MCMHB representative on the treatment team for the Felony Mental Health Court which reviews the programs outcomes and consumer progress. As a Board’s Special Projects funded program – annual outcomes are submitted. The collaboration has strongly reinforced the need to divert mental health consumers for low felony charges from incarceration with the opportunity to receive treatment and support services over a two year period. Additionally the Board collaborates and has established “Special Projects” with the local Mahoning County Adult Justice Center & Community Corrections Association system to provide services for consumers that have been incarcerated.  Benefits are: 
- Services taken directly to the consumers when incarcerated 
- Better linkage for follow-up to decrease re-incarceration and stability of psychiatric condition in   the community. (Continuity of Care)
      - Increase presences in the jail that otherwise has limited psychiatric staff. 
      - Decreased response time for inmates requesting crisis services.(median number of days between         request and evaluation – 5).
The collaboration between States’ “Special Docket Court”, local courts, jails, community providers  helps address an increasing population of individuals involved in both mental health and correctional systems. This collaboration through specialized programs has effectively saved the county cost in terms of incarceration expenses. 


4. The MCMHB collaboration with the Family and Children First Counsel (MCFCFC) – attends regular monthly meetings which provides updates to the various participants such as providers,  Alcohol and Drugs, Developmental Disabilities, United Way, Juvenile Court, Mental Health, Health Department, Department of Youth Services, Educational Service Center, Families, Help Me Grow, Job and Family Services, Youngstown City Schools, … regarding topics – Services coordination (attended by MCMHBs’ staff- the Administrative Director & Clinical Programs Director), Help Me Grow (Director of Clinical Programs is on advisory committee), Infant Safe Sleep Committee, Lead Elimination… which focuses on identifying the need areas for Mahoning County. 
The MCFCFC holds an annual meeting which provides updates on the achievements and progress council has experienced through the collaboration of its members. Highlights will include implementation and sustainability of a continuum of community based services for families in Mahoning County, advances in elimination of lead hazards, achievement of Help Me Grow (HMG) targets, and statewide recognition of FCFC charge to increase social hosting culpability. 
Through the Services Coordination Steering Committee the collaborative from multiple systems (AOD, MH, JJC, DD) address the needs for children to facilitate local resources and divert children from out of county placements and/or parents relinquishing custody to get adequate behavioral health care.
Key informant Surveys are forwarded to agencies that work with Mahoning County Family and Children First Council (MCFCFC) to gage their perception of the program and positive outcomes to their consumers. Outcomes are defined in terms of: improvement in specific areas of parents surveyed, reduction in hospitalizations served compared to the previous fiscal year, reduction is residential placements compared to previous fiscal year, reduction in incarcerations compared to previous fiscal year, estimated cost savings and additional training for skills in High Fedility WrapAround plus parent advocates.

5. The MCMHB collaborates with Youngstown State University to afford local behavioral health care to students at the university. Additionally, provider sites are made available for students for field practicum.
Collaboration that extends the local providers emergency and outpatient services to YSU and the ability to increase workforce and cultural competence by training students pursuing the mental health profession.

6. The MCMHB, Director of Clinical Programs & Evaluations and local designated providers (D&E Counseling and Meridian Services) participate in Regional Collaborative such as Northeast Ohio Children’s Consortiums (NEOCC) and SAMICCOE (IDDT) for current updates and technical assistance (TA). Updated innovative practices and new initiatives are shared with local children providers to increase the cultural competency of the local children behavioral health system. 

7. The MCMHB participates on the Mahoning County Suicide Prevention Coalition along with seventeen other community members to build a system of awareness, intervention and comprehensive strategies to reduce the prevalence of suicide. Strategies such as HHCC as a member of the National Suicide Prevention Lifelines and certified agency of the American Association of Suicidology ( FY 10 141,064 calls with 5493 suicide), community presentations at health fairs, schools and multiple workshops by local providers, survivors of suicide support groups, Depression Awareness in the school system, multiple nationally known speakers addressing suicide for “Fighting the Demons” Doug Merrill (coaches), “In the Face of Adversity” Doug Merrill (youth in crisis) , and Eric Hipple “Real Men Do Cry” (middle age men) present were representatives from the VA system. 
Benefits are centralized system for emergency calls and network with providers for a referral base. Decrease stigma and increase awareness of mental health issues in the community related to suicide and depression. A network of systems that share resources and expertise to focus on consumer needs in the community.

8. MCMHB participates in the steering committee for Bridges out of Poverty to develop awareness in the county for organizations to address the issues related to poverty and socioeconomic classes. Multiple training are held throughout the year to capture as many organizations and systems as possible. Goals such as: redesign programs to better serve people in poverty and building a system of cultural competency. 

9. Mahoning County Homeless Continuum of Care general membership is comprised of various stakeholders which include local contract providers, as well as, MCMHB staff representation on the committee. Issues addressed are related to the homeless population in Mahoning County. Many of the programs that receive funding for both transitional and permanent housing involve local providers that participate in the housing of mental health consumers. Presentations are announced for educating the membership on developments throughout the state such as “7 Dimensions of Quality in Supportive Housing”. The CoC collaborates with local providers such as Help Hotline, Burdman Group Inc., Meridian Services, Catholic Charities, Turning Point Counseling Services which are all recipients of Notice of Funding Awards (NOFA) which helps build the infrastructure to address the homeless population in Mahoning County. The CoC participates in numerous activities such as “Cold Weather Program”, HMIS Advisory Committee –Point in time Statistics, 10-year plan to End Homelessness, 2009-2010 Youngstown/ Mahoning County, Ohio- Report on Homelessness, financial Resources/Supportive Services…

10. Recovery Steering Committee- collaboration between Mahoning and Trumbull County- the committee alternates site locations for meeting. Issues addressed are updates on Recovery Services such as B.R.I.D.G.E.S. and WRAP, NAMI activities, training opportunities, local achievements….

11. CSB transitioning Committee: transitional meetings are held with representatives from both systems to facilitate transitioning of adolescents into the adult system.

12. Re-Entry TASK Force: monthly meetings were held with representatives from various systems along with multiple faith-based organizations to establish multiple committees to address the needs of individuals involved in the correctional system with respect to access to services such as mental health, AOD, financial, housing, employment, transportation…. After meeting throughout the FY 09/10 – the committee attempted to secure federal grant funds to implement services.

13. Veterans Affairs Court: recent initiative out of Judge Milich’s Municipal Court of Youngstown- several meetings have been held with many representatives from all systems, as well as, veterans from previous services to provide an intensive mentoring program. The mission is to divert veterans from the legal system into services to support treatment in the community. A group of representatives have attended a week training at the Veterans’ court in Buffalo, N.Y. and plans to take a trip to review the Mansfield Veterans Treatment Court. Melissa Knopp of the Specialized Docket Section, Ohio Supreme Court has been in attendance and very supportive of the program.

14. Community Corrections Advisory Board- the Director of the Mahoning County Mental Health Board is a recent appointee by the commissioners to serve on this panel.
 
15. Bulling Committee: recently established committee made up of MCMHB board members, staff and local providers to review existing program in the school system and what strategies/educational methods can be implemented to address the issue of bulling. 

16. The local providers have a quarterly Director’s Meeting that is attended by the MCMHB Director and board staff to discuss and review developments in the community. The local provider Directors also attend the Full MCMHB each month and participate by updating the Board members.

17. Tri-County Family Violence Prevention Coalition: the 29 partner Tri-County Family Violence Prevention Coalition continues to be prevention- focused and has been fiscally administered by Help Hotline Crisis Center, Inc since its inception 2001. Benefits: to date 188 employee trainings and 27 presentations to local Safety Councils, social and service organizations have been presented to almost 4,300 individuals.

18. MCMHB, the Trumbull County Mental Health and Recovery Board, and Columbiana County Mental Health and Recovery Services Board collaborated on providing local matching dollars to secure a vocational rehabilitation grant from Ohio Rehabilitation Services Commission (41,021,127). During FY10, 377 individuals in Mahoning County received services from Burdman Group Inc.
 In FY11, the collaboration will continue with  MCMHB, Columbiana  County Mental Health and Recovery Board, MRDD and Burdman Group Inc to maintain the grant for services.

18. MCMHB collaborates with both public and private housing entities, and local mental health providers, in the community to provide individuals such as homeless, domestic violence, hospital discharges, and reintegration from the criminal justice system and dually diagnosed with recovery supports. Programs such as:
> Project for Assistance in Transitioning from Homelessness (PATH)
> Transitional and Supportive Housing (Burdman Group Inc.)
> Continuum of Care 10-Year Plan to End Homelessness 2008-2018
> Mahoning County Housing Opportunity Project (MC-HOP)
> Public Housing subsidized by federal government (e.g. Section 8)
> Adult Care Facilities and Residential Care Facilities (FY 2005 & FY 2009 Grant Funding)
> SRO Programs (Meridian Community Care)
> Sojourner House (Burdman Group Inc & Family Services Agency collaboration)
> Cold Weather Emergency Shelter Program
> YWCA Barbara Wick Transitional Housing
The collaboration among the various stakeholders noted above helps to focus on the basic needs of housing while on the road to recovery. 

19. MCMHB, in collaboration with local providers, facilitates mental health interventions to increase Behavioral Health Care access and services to students in the school system. Programs funded through the MCMHB such as:
> ACLD Learning Center
> Alternative schools (PACE)
> Depression Awareness and Suicide Prevention
> In-school services to Students
> Camp Challenge (summer programming) and After School Project (start-up in February FY 11)
> Behavioral Health Intervention at Chaney & East High Schools
> PANDA Prevention Program(Meridian Community Care) 
> Potential Development
The benefits of this collaboration helps identify and serve a greater number of children who may otherwise go undiagnosed and treated. School systems find these programs very helpful in addressing the needs of children which affords them a better opportunity to succeed in school. 

20. MCMHB provides funding (FY11$80,000 & FY12: $80,000) Help Hotline Crisis Center for the purpose of establishing a guardianship program which collaborates with the probate court. (*Additional $10,000 awarded each year for attorney fees).
> 45.5 wards were on the caseload during FY- May, 2011.
> 2 wards successfully met recovery goals and were released from guardianship
> 1 ward was a successor guardian transfer to Marion County Atty.
> 2 referrals went to court and were dismissed
> 1 ward was a direct appointment from Probate
> 4 referrals did not meet criteria for program
> 2 referrals from TPCS have not been presented to Clinical Issues meeting to date

Wards- Location
· Mahoning County – 28
· Columbiana – 3
· Trumbull – 2
· Ashtabula – 4
· Cuyahoga – 1
· Jefferson – 1
· Hospital – 2.5 ( 1 ward will return to MC)
· Medina – 1

Living Arrangements
· 9 – nursing homes
· 20- Group Homes
· 8 – independently
· 2 – Jail
· 2.5 – hospital
· 18% have AOD issues/aggressiveness/Been involved with Forensic System






Involvement of customers and general public in the planning process

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

The Mahoning County Mental Health Board completes/participates/reviews:
· an annual survey for consumers by the MCMHB (part of COQ)
· a survey every two years for providers by the MCMHB (part of COQ)
· Providers conduct annual surveys with consumers at the agencies
· Survey information is incorporated into their Performance Improvement plan which are annually submitted to the ODMH and Boards
· Focus groups with various systems such as the school system which receives input not only from the staff but families.
· NAMI meetings and Board representative attend and participate as speaker engagements. 
· NAMI participates in the planning activities such as Crisis Intervention Training (CIT) & NAMI walk were various providers have table displays
· PATH is a consumer run services located in the local Community Center, which is also staffed with consumers. Activities are held throughout the year specifically for consumers in various trainings such as Medicare, benefits banks, emergency services… with feedback regarding past experiences.
· Recovery Steering Committee has consumer representatives that actively participate in the various programs. B.R.I.D.G.E.S. & WRAP are consumer operated programs
· Multiple workshops throughout the year with consumers and family panels participating such as the Suicide workshop were the family members from the suicide support group share their stories along with their experiences with the community systems. 
· Board staff participates in Health Fairs, including a six day booth at the Canfield fair to provide literature on resources and discuss with families their experiences.
· Board staff participates on numerous committees as identified in Section IV: Collaborations: Question #20. Consumer feedback and system input on outcomes of various programs is reviewed regularly.
· “Special Projects”: (programs funded through the MCMHB) are reviewed through annual reports and site visits by Board staff representatives. Discussions on how services are being accessed, capacity availability, outcomes, consumer involvement and feedback…. Are all extremely valuable to gauge the consumer and community response to services.

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 implementation of the Continuity of Care agreement consisted of the following processes:
· MCMHB Director and board staff met at Heartland with the CEO and Administrative Clinical Staff  to discuss our working relationship with respect to the Continuity of Care Agreement.
· Continuity of Care Agreement meetings were held with local providers with designated duties in the plan such as gatekeepers “prescreeners”, Director of Nursing for the Crisis Stabilization Unit, liaison staff involved in weekly team meetings (CSN), forensic monitor, CPST supervisors and transportation.
· Discussions and revisions were suggested and forwarded to Heartland for review and approval.
· Local designated agency responsible for step-downs to Crisis Stabilization Unit and prescreening to the Regional Psychiatric Hospital were provided a tour of Heartland and met with the staff to discuss duties and roles to facilitate transitioning back to the community.
· Probate magistrate, defense attorney and Board attorney were provided a tour of Heartland.
· Weekly Systems Meetings are held with stakeholders and Clinical Administrative staff of providers for systems reviews which include to implementation of Procedures under Appendix A
· Board’s Director of Clinical Programs & Evaluations attends the meetings held by the Heartland Collaborative in Akron for updates and reviews such as medical clearance issues, Clinical refusals and delays in admissions which has been recently identified by multiple counties as problematic areas.
· Since the transitioning from Northcoast- the Community Support Network (CSN) has been implemented at Heartland to provide multiple duties that have been defined in the Continuity of Care Agreement.
· In addition to all the local meetings and visits to Heartland for prescreening staff- the weekly Clinical Issues Meetings on Thursdays with all the local providers clinical staff, plus representatives from the local emergency room and psychiatric unit social worker discuss procedural issues ,as well as, how best to utilize and serve consumers at the Regional Psychiatric Hospital.
· Pre-screening staff are designated Health Officers and meet all the training criteria, as well as, multiple local trainings which many of the speakers are recognized as part of the screening department.

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

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


		        Section V: Evaluation of the Community Plan

Background and Instructions for Completing Section V of the Plan

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

Ensuring an effective and efficient system of care with high quality

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

MCMHB conducts reviews through submission of “Special Projects” which is an extensive format that programs submit for analysis in achievement of goals and outcomes. The Board staff complete regular on-site visits to review programs in progress.

MCMHB in provider contracts has designated a protocol for Clinical Reviews of services rendered to Indigent consumers.

MCMHB received annual Performance Improvement Reports regarding agencies Quality Assurance Indicators.

MCMHB completes annual Consumer and Provider Questionnaires, in accordance with Culture of Quality Standards.

MCMHB engages providers and stakeholders in weekly Clinical Issues and monthly Systems Meeting for input regarding program effectiveness.

MCMHB’s Director and staff are members on multiple steering committees for various systems to participate and gather feedback on the needs of the community. (Re-Entry, Suicide Coalition, Recovery Program, Felony Mental Health Court, Veterans Court, CCOE for IDDT & NEOCC in Akron, Violence Coalition, FCFC (Advisory & Service Coordination), Heartland Collaborative, Child Advocacy Center, Continuum of Care, ….)

Previous Community Plans

MACSIS

Productivity standards for providers.

MCMHB is a member on the local Directors’ Committee comprised of the contract agencies.

Question 25: Based upon the Capacity, Prevention Services and Treatment and Recovery Services Goals and Objectives identified in this Plan, how will the Board measure success in achieving those goals and objectives?  Identify indicators and/or measures that the Board will report on to demonstrate progress in achieving each of the goals identified in the Plan.

a. How will the Board engage contract agencies and the community in evaluation of the Community Plan for behavioral care prevention and treatment services?
b. What milestones or indicators will be identified to enable the Board and its key stakeholders to track progress toward achieving goals?
c. What methods will the Board employ to communicate progress toward achievement of goals?


MCMHB engages providers for the development of the Community Plan. Providers submit on-going reports that are incorporated into the community plan.

Board staff meets regularly with the providers’ management teams to review progress for all identified funding programs.

Board Director and Board staff meet weekly to review issues related to services.

MCMHB has both Humane Resource & Program Committee and Ways and Means Committee with a Full Membership meeting where providers are invited to present achievements in programs funded through the Board.

Contract agencies submit Performance Improvement Plan and Special Project reports for Board review. (Special Projects indicators are identified under Section II: Needs Assessment pg 38).

Utilization reports are submitted to the Board for review ( Crisis Stabilization Unit, Burdman Group Inc, Vocational (VRP3), local and regional hospitals that are contracted for bed days, Regional Psychiatric Hospital, Recovery Program, Help Hotline reports on guardianship, MC-HOP, Payeeship, monthly calls, D & E Counseling Center outcome reports on Suicide Depression and school behavioral health intervention…)


MCMHB moved to a fee for services model and a fiscal review is comprised on services which are reviewed throughout the year with providers. Regular meetings are conducted by the Fiscal Officer at the Board with providers to review application of funds for designated Board projects and services.


MCMHB contracts with an Auditing Firm to perform agency audits for its primary contract providers:  Financial and Agreed upon Procedures ( I: clinical records testing – Medicaid- eligibility & activities allowed or disallowed, II: Medicaid Record Retention, III: Uniform Financial Management System – allowable cost and reporting and IV: Assets purchased with Federal & State funds- equipment & real property management. A review of each annual audit is provided to the MCMHB with findings and recommendations as needed forwarded to providers for written responses when warranted.


MCMHB implementation of Non-Medicaid Compliance Audit. The results are reviewed with the management team for each agency receiving indigent funds. Training is offered for providers requesting follow-up.


Site visits are performed by Board staff for prevention and education services within the school system to interact with participants/staff and gather feedback regarding services.

Many of the programs such as probate court hearings, guardianship hearings, Systems of Care with FCFC, Mental Health Court, jails, Community Center activities for consumers, VRP3 employment meetings, Recovery Grant meetings, MC HOP housing meetings, PATH grant meetings, Winter Homeless Kickoff, Rescue Mission, Camp Challenge, Alternative Schools  … are attended by a Board staff representative for support and immediate feedback,


Throughout the complete Community Plan are identified projects and services that clearly indicates the Boards process in review and evaluation of all Behavioral Health Services provided to the consumers of Mahoning County and its collaboration with other systems.


INSTRUCTIONS TO COMPLETE PORTFOLIO OF PROVIDERS: 

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

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

 Evidence-Based Programs Defined:

Alcohol and Other Drug Prevention

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

Alcohol and Other Drug and Mental Health Treatment

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

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

List of Separate Attachments for Submission


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



Microsoft Word Document:

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


Microsoft Excel Documents:

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


APPENDIX B: 


Definitions of Prevention


Prevention Defined—Alcohol and Other Drug Specific

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

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

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

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

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

Prevention Service Delivery Strategies

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

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

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

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

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



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

Prevention Defined—Mental Health Specific

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

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

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

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

Prevention Service Categories by Population Served:

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

APPENDIX C: 


Definitions and Evaluation Criteria for
Completing Section V Community Plan Evaluation

A. Definitions

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

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

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

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

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

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

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

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

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

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

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

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


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

B. Evaluation Criteria

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

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

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

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

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

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

C. Evaluation Data

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

D. Criteria for Data Quality 

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




















										        APPENDIX D:

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

· Cultural Competence

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

APPENDIX E:

 COMMUNITY PLAN REVIEW CRITERIA

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

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

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

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

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

Section: Signature Page

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

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

Questions Regarding: Economic Conditions and the Delivery of Behavioral Health Care Services         

	Question 1: Discuss how economic conditions, including employment and poverty levels, are expected to affect local service delivery.  Include in this discussion the impact of recent budget cuts and reduced local resources on service delivery.

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










Question Regarding:  Implications of Health Care Reform on Behavioral Health Services

	Question 2: Based upon what is known to date, discuss implications of recently enacted health care reform legislation on the Board’s system of care

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




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

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

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





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

Question Regarding: Major Achievements

	Question 4: Describe major achievements.

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



Question Regarding: Unrealized Goals

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

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










Section II: Needs Assessment
	
Sub-Section: Process the Board used to assess behavioral health needs

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

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





Sub-Section: Findings of the needs assessment

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

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



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

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

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



Question Regarding: Access to Services

	Question 8(b): Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only)

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







Question Regarding: Access to Services

	Question 8(c): Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only)

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



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

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



Question Regarding: Workforce Development and Cultural Competence

	Question 9(b): Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent: Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

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



Question Regarding: Capital Improvements 

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

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









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

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

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




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

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

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



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

Question Regarding: Access to Services

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

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



Question Regarding: Workforce Development and Cultural Competence

	Question 14: What are the Board’s goals and objectives for SFY 2012 and 2013 to foster workforce development and increase cultural competence?  Please discuss the areas of most salience or strategic importance to your system.  What are the Board’s plans for SFY 2012 and 2013 to identify increase and assess cultural competence in the following areas:  Consumer satisfaction with services and staff, staff recruitment, staff training, and addressing disparities in access and treatment outcomes? (Please reference Appendix D for State of Ohio definition of cultural competence.)

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




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

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



Question Regarding: HIV Early Intervention Goals (ADAMHS and ADAS Boards)
	Question 16: ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.

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




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

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

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




Question Regarding:  Implications of Behavioral Health Priorities to Other Systems

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

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




Question Regarding: Contingency Plan Implications for Priorities and Goals in the event of a reduction in
		     state funding
	Question 19: Describe how priorities and goals will change in the event of a reduction in state funding of 10 percent of the Board’s current annual allocation (reduction in number of people served, reduction in volume of services, types of services reduced, impact on monitoring and evaluation etc).  Please identify how this reduction in services affects specific populations such as minorities, veterans and “high-risk” groups.

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





Section IV: Collaboration

Question Regarding: Key collaborations and related benefits and results

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

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



Question Regarding: Involvement of customers and general public in the planning process

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

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




Question Regarding: Regional Psychiatric Hospital Continuity of Care Agreements

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

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




Question Regarding: Consultation with county commissioners regarding services for individuals involved
		       in the child welfare system

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

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



Section V: Evaluation of the Community Plan

Question Regarding: Ensuring an effective and efficient system of care with high quality

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

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




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

	Question 25: Based upon the Capacity, Prevention Services and Treatment and Recovery Services Goals and Objectives identified in this Plan, how will the Board measure success in achieving those goals and objectives?  Identify indicators and/or measures that the Board will report on to demonstrate progress in achieving each of the goals identified in the Plan.

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



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

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

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






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

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

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



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

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

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





Section: ODADAS Waivers

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



Section: Template for Submitting the Community Plan

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

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

	|_| Not Completed 

	|_| Completed





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

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

	|_| Not Completed 

	|_| Completed






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






Review Team Recommendation:



Recommend Plan Approval: ____________     Date: _______________

Recommend Plan Approval with Corrective Action:  _____________   Date: ______________

Specify Corrective Action Required: 



Recommend Plan Disapproval: ______________   Date: ______________



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



Review Team Members (Name and Department):

____________________________________ 

____________________________________ 

____________________________________ 

____________________________________ 
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MAHONING COUNTY MENTAL HEALTH BOARD


MISSION STATEMENT

THE MISSION OF THE MAHONING COUNTY MENTAL HEALTH BOARD IS TO ESTABLISH MENTAL HEALTH AND RECOVERY FROM MENTAL ILLNESS AS A CORNERSTONE OF HEALTH IN MAHONING COUNTY, ASSURING ACCESS TO QUALITY MENTAL HEALTH SERVICES FOR RESIDENTS OF MAHONING COUNTY AT ALL LEVELS OF NEED AND LIFE STAGES.  


CLINICAL MISSION STATEMENT

THE MAHONING COUNTY MENTAL HEALTH BOARD PURSUES CLINICAL EXCELLENCE THROUGH PROGRESSIVE TREATMENT, EDUCATION, RESEARCH, EVALUATION AND ADVOCACY.  THE BOARD PROMOTES THE RECOVERY OF PEOPLE WITH MENTAL ILLNESS AND THE SUPPORT OF THEIR FAMILIES.  THE BOARD WORKS IN PARTNERSHIP TO RESPECT THE RIGHTS OF PEOPLE AND THE SAFETY OF THE COMMUNITY WHILE HONORING UNIQUE LOCAL, CULTURAL, AND SPECIAL POPULATION NEEDS.  









VISION STATEMENT

Mahoning County will be a community of mentally healthy people who lead fulfilling and productive lives.  It will be a caring community with strong compassion for and a determination to respond effectively and respectfully to the needs of all citizens with mental illness and behavioral disorders which allows them to function in society.  


VALUES

Mahoning County’s mental health system is committed to these values: respect, integrity, dedication, quality, teamwork and the confidentiality of our clients.  



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.  




[bookmark: _GoBack]MAHONING COUNTY MENTAL HEALTH BOARD



____________________________________________                   ______________
Ronald A. Marian, M.S.
Board Executive Director                          				    Date



_____________________________________________                  ______________
Laura Lyden, 
Board Chairman						                Date


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


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

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

	Education
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Community-Based Process
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Environmental
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Problem Identification and Referral
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

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

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Intensive Outpatient
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	Day Treatment
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

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

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

	SUBACUTE (Level 3)
	
	
	
	
	
	
	
	
	
	

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

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

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

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	
	
	
	
	
	
	|_|Yes   |_|No
	|_|Yes   |_|No
	|_|Yes   |_|No
	




TABLE 2: PORTFOLIO OF MENTAL HEALTH SERVICES PROVIDERS

	Promising, Best, or Evidence-Based Practice
	a. Provider(s) Name(s)
	b. MACSIS UPI(s)
	c. Number of Sites
	d. Program Name
	e. Funding Source (Check all that apply as funding source for practice)
	f. Population Served (please be specific) 
	g. Estimated Number in SFY 2012
	h. Estimated Number  in SFY 2013

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

	Integrated Dual Diagnosis Treatment (IDDT)
	 Meridian Community Care
	1366
	 one
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	MI/AOD Adults
FY10(225 cases)
	 225+
	 DK

	Assertive Community Treatment (ACT) or Northcoast Behavioral HealthCare Community Support Network
	 NCBHC/CSN
	10381 
	 one
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	SPMI
FY08=56
FY09=54
FY10=40
	50

	 DK

	TF-CBT
	 D&E Counseling
	 10101
	 two
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	FY10=600
SED children
	 600+
	 DK

	Multi-Systemic Therapy (MST)
	 NONE
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Functional Family Therapy (FFT)
	 NONE
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Supported Employment
	 Burdman Group Inc.
	02891
	 One
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	MI
FY10=71 served/25 placed in jobs
	 25+
	 DK

	Supportive Housing
	 Burdman Group Inc.
	 02891
	 Three
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	MI
FY 10 (49 cases)
	 53w/add 4 units?
	 DK

	Wellness Management & Recovery (WMR) 
	 None
	 none
	 two
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Red Flags
	 D&E Counseling
	 10101
	Twenty-one
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adolescents in school FY10= 3,731
(FY09=6,025)
	 4000+
	 DK

	EMDR
	 None
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Crisis Intervention Training (CIT)
	 MCMHB
	 NA
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	FY10=39
	 15
	 15

	Therapeutic Foster Care
	 CSB
	 NA
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Transition Age Services
	 D&E Counseling
	 10101
	 three
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	MH-SED Adolescents to adults (fy10=30)
	 30+
	 DK

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

	Ohio’s Expedited SSI Process
	 Turning Point
	 10103
	 three
	 
	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
	 Help Holtine
	 NA
	Mahoning County

	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	PATH (MI/Homelessness)
(FY09=515)
	 Not sure since PATH going to competitive bidding
	 DK

	Peer Support Services (B.R.I.D.G.E.S.) & WRAP
	 Help Hotline Crisis Center
	 NA
	 one
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	MI
Fy10:BRIDGES=26
WRAP=
13
	 Bridges 38
Wrap 25
	 Bridges 40
WRAP 28

	MI/MR Specialized Services
	 MCMHB/MCBDD
	 NA
	 three
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Three consumer
	 Three
	Three 

	Consumer/Family Psycho-Education
	 D&E Counseling
	10101
	 three
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Parents of SED children 
FY10=510
	 510
	 DK



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 #:622 (FY10) Turning Point Counseling Center (Crisis Stabilization Unit)

Total #  187 youth-90% (FY09)-(FY10 pending) Family Services Daybreak  Crisis Facility
	One unit

(Days of care 2,942)

One Unit
	16 beds plus two flex HUD beds


10 beds

	
	
	· 
	Forensic #:
DK
	
	

	
	
	· 
	Sex Offender #:
DK
	
	

	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 #:40 (FY10) 
Burdman Group Inc. (Transitional Residential Care Facility




	
One unit
(Days of care 2,761 based on 16beds)


	
21 Beds (increased from 16)





	
	
	· 
	Forensic #:
DK
	
	

	
	
	· 
	Sex Offender #:
DK
	
	

	
	
	· 
	
	
	

	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 #:149 (includes two RCF)
(All privately owned and not specific to just MH consumers)


	
Six ACF and two RCF
(Estimated 46,720 days)
	
128

	
	
	· 
	Forensic #:DK

	
	

	
	
	· 
	Sex Offender #:
DK
		
	

	 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 #:30 families served with SED children (respite)
1005.25 hours in addition to 20 nights of respite at Daybreak per FCFC.
	Four units:
-Youth Intensive Facility
-Community Alternatives
-Threshold Inc
-Daybreak 
	Daybreak has 10- the others KN.

	
	
	· 
	Forensic #:18

	
	

	
	
	· 
	Sex Offender #:DK
	
	

	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 #:15 Two HUD beds located at Turning Point Counseling Center’s CSU

Transitional Housing through CoC.(FY 10 capacity usage) Not specific to only MH.
· House of Blessing 92%
· Passages 64%
· Project Safe 72%
· Bodnar 65%
· Barbara Wick65%

	One








One

One
One
One
One
	Two

	
	
	· 
	Forensic #:DK
	
	

	
	
	· 
	Sex Offender #:DK
	
	

	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 #:DK
	
	

	
	
	· 
	Sex Offender #:DK
	
	

	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 #:49
Burdman Group Inc.
Veritas =15
Gardenview =15
Maplewood =19
	
Three Units or facilities

	

15
15
19

	
	
	· 
	Forensic #:0
	
	

	
	
	· 
	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 #:23
Mahoning County Housing Opportunity Program-formally HAP.






	
Capacity for 23
	
23
beds

	
	
	· 
	Forensic #:0
	
	

	
	
	· 
	Sex Offender #:0
	
	

	
	
	· 
	
	
	

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



	
	

	
	
	· 
	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  

Not Required

	The Mahoning County Mental Health Board has decided the following:



	      ______          The Board plans to elect distribution of 408 funds.

______	The Board plans not to elect distribution of 408 funds





Signed:	______________________________________________________
		Ronald A. Marian, M.S.  Executive Director
		Mahoning County Mental Health Board




Date:		August 18, 2011
























State Hospital Inpatient Days  

Following most recent policy memo.  
		

	BOARD NAME ________________________________
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 ____________________________________________
			      Ronald A. Marian, Executive Director	
			      Mahoning County Mental Health Board





					          CSN Services


		I anticipate renewing contracts for CSN services.

		_____Yes

				_____ No





Board Membership Catalog for ADAMHS/CMHS Boards 
	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Paula Allen
	Appointment           Sex                   Ethnic Group 
    ODMH                   F                 Caucasian

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

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

	Mailing Address (street, city, state, zip)
76 Lakeside Drive
Youngstown, Ohio  44511
	

	Telephone (include area code)
330-727-4230
	County of Residence
Mahoning
	

	Occupation
Veterinarian Practice Manager
	

	Term
First Full Term
	Year Term Expires
6/30/2012
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
James Callen
	Appointment           Sex                   Ethnic Group 
Commissioners         M                     Caucasian                                   

Officer                    Hispanic or Latino (of any race)
               
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
11 Federal Plaza Central, St. 800
Youngstown, Ohio  44503
	

	Telephone (include area code)

330-744-3198
	County of Residence
Mahoning
	

	Occupation
Attorney
	

	Term
Second Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
James Bertrando
	Appointment           Sex                   Ethnic Group 
 Commissioners       M                      Caucasian                                 

Officer                    Hispanic or Latino (of any race)
                  
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
204 Misty Court
Struthers, Ohio  44471
	

	Telephone (include area code)
330-727-9330
	County of Residence
Mahoning
	

	Occupation
Struthers Tax Commissioner
	

	Term
First Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Anne Lally
	Appointment           Sex                   Ethnic Group 
       ODMH             F                      Caucasian
Officer                    Hispanic or Latino (of any race)
                                           No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
104 Callahan Road
Canfield, Ohio  44406
	

	Telephone (include area code)
330-941-2078
	County of Residence
Mahoning County
	

	Occupation:  YSU University Counseling Department
	

	Term:  
First Full Term
	Year Term Expires
June 30, 2011
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Laura Lyden
	Appointment           Sex                   Ethnic Group 
 Commissioners        F                      Caucasian                                 

Officer                    Hispanic or Latino (of any race)
 Chair              
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
5633 South Salem-Warren Road
North Jackson, Ohio  44451


	

	Telephone (include area code)

330-792-1100
	County of Residence
Mahoning
	

	Occupation
Environmental Manager
	

	Term
Second Full Term
	Year Term Expires
06/30/2013
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
C.M. Jenkins
	Appointment           Sex                   Ethnic Group 
Commissioners       M                     Black/African American                             

Officer                    Hispanic or Latino (of any race)
                  
                                    No

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
Grace Evangelistic Temple Church
1026 Shehy Street
Youngstown, Ohio  44504

	

	Telephone (include area code)

330-793-1256
	County of Residence
Mahoning
	

	Occupation
Bishop
	

	Term
First Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Edgar Manning
	Appointment           Sex                   Ethnic Group 
  Commissioners       M                    Caucasian                        

Officer                    Hispanic or Latino (of any race)
                  
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
5971 Applecrest Drive
Youngstown, Ohio  44512

	

	Telephone (include area code)
330-270-6120

	County of Residence
Mahoning
	

	Occupation
Production Control Specialist
	

	Term
First Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Barbara Orton
	Appointment           Sex                   Ethnic Group 
 Commissioners       F                     Black/African American                

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

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


	Mailing Address (street, city, state, zip)
2020 Guadalupe Ave.
Youngstown, Ohio  44504

	

	Telephone (include area code)
330-746-1364
	County of Residence
Mahoning
	

	Occupation
Mediator
	

	Term
First Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Louis John Rivello
	Appointment           Sex                   Ethnic Group 
   Commissioners         M                 Caucasian               

Officer                    Hispanic or Latino (of any race)
               
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
1855 Wampum Drive
Youngstown, Ohio  44511

	

	Telephone (include area code)

330-799-6040
	County of Residence
Mahoning
	

	Occupation
Retired
	

	Term
First Full Term
	Year Term Expires
6/30/2014
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Daniel Yemma
	Appointment           Sex                   Ethnic Group 
Commissioners        M                     Caucasian                                   

Officer                    Hispanic or Latino (of any race)
                  
                                    No

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
232 Center Street
Campbell, Ohio  44405


	

	Telephone (include area code)
330-740-2460

	County of Residence
Mahoning
	

	Occupation
Mahoning County Treasurer
	

	Term
Second Full Term
	Year Term Expires
6/30/14
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Nomiki Tsarnas
	Appointment           Sex                   Ethnic Group 
  Commissioners     F                                 

Officer                    Hispanic or Latino (of any race)
                  
   1st Vice Chair                    No                             

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
576 Moore Drive
Campbell, Ohio  44405

	

	Telephone (include area code)
330-729-1090

	County of Residence
Mahoning
	

	Occupation
Attorney
	

	Term
Second Full Term
	Year Term Expires
6/30/2015
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Delphine Baldwin Casey
	Appointment           Sex                   Ethnic Group 
Commissioners         F                     Black/African American                     

Officer                    Hispanic or Latino (of any race)
 Secretary                 No
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
2144 Canfield Road
Youngstown, Ohio  44511

	

	Telephone (include area code)
234-855-0091

	County of Residence
Mahoning
	

	Occupation
Det./Sgt. Youngstown Police Department (Retired)
	

	Term
Second Full Term
	Year Term Expires
6/30/2013
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Richard Keyse
	Appointment           Sex                   Ethnic Group 
Commissioners          M                       Caucasian

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

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

	Mailing Address (street, city, state, zip)
514 City Center One
Youngstown, Ohio  44503

	

	Telephone (include area code)
33-747-1903

	County of Residence
Mahoning County
	

	Occupation
CPA
	

	Term
Second Full Term
	Year Term Expires
6/30/2012
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Lt. Michael Cretella
	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
|_| Consumer                                   |_| Consumer
|_| Family Member                          |_| Family Member
|_| MH Professional                         |_| Professional
|_| Psychiatrist                                  |_| Advocate
|_| Other Physician

	Mailing Address (street, city, state, zip)
YSU Police Department
One University Plaza
Youngstown, Ohio  44555
	

	Telephone (include area code)
330-727-2774
	County of Residence
Mahoning
	

	Occupation
YSU Police Lt./CIT Co-Coordinator
	

	Term
First Full Term
	Year Term Expires
6/30/2012
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
William Gambrel
	Appointment           Sex                   Ethnic Group 
  ODMH                      M                Caucasian

Officer                    Hispanic or Latino (of any race)
 Treasurer                 No
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
188 Ridgewood Drive
Youngstown, Ohio  44512
	

	Telephone (include area code)
330-758-3585

	County of Residence
Mahoning
	

	Occupation
Retired
	

	Term
First Full Term
	Year Term Expires
06/30/2012
	

	Board Name
Mahoning County Mental Health Board
	Date Prepared
8/2011

	Board Member
Lee Schwebel
	Appointment           Sex                   Ethnic Group 
   Commissioners     M                    Caucasian                  

Officer                    Hispanic or Latino (of any race)
                                               No
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
5217 Messerly Road
Canfield, Ohio  44406


	

	Telephone (include area code)
330-783-2860

	County of Residence

	

	Occupation
Director Schwebel Bakery
	

	Term
First Full Term
	Year Term Expires
6/30/2012
	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                                   

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	

	Board Name

	Date Prepared


	Board Member

	Appointment           Sex                   Ethnic Group 
                                   

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)




	

	Telephone (include area code)


	County of Residence

	

	Occupation

	

	Term

	Year Term Expires

	










	

Board Forensic Monitor and Community Linkage Contacts



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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Linda Blum
	611 Belmont Ave.
	Youngstown
	44502
	330-744-2991
	lblum@turningpointcs.com






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

	Dr. Brandy Kelly
	611 Belmont Ave
	Youngstown
	44502
	330-744-2991
	bkelly@turningpointcs.com


















		INSERT ADDITIONAL BOARD APPENDICES AS NEEDED
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In FY 2007, 168,356 people who resided in Ohio’s metropolitan areas received publicly-funded mental health {MH)

services from the Ohio Department of Mental Health Services, the local MH board, and Ohio’s behavioral health
hospitals. The purpose of this analysis is to provide information about the consumers’ basic demographic
characteristics, changes in Medicaid eligibility patterns, and Consumer Outcomes results.

Hispanics and Asian-Americans, grew by 100.5%, compared to
28.7% for African-Americans and 18.7% for Caucasians.

MH Consumers Residing in Metro Areas*
The Ohio Department of Development, using U.S. Census data

ian fe i )
and the Appalachian federal designations, created a geographical Graph 2--FY 2007 Metro MH Consumers by Race

classification for Ohio’s 88 counties to help analysts compare
population shifts across county types. Since local MH board areas geter [P
can include multiple counties, the scheme has been adapted so : o
that all counties within the board area carry the same
classification. The board categories are Appalachian, Rural,

Metropolitan, Suburban, and Mixed. A mixed board area includes

Caucasian
$6.6%

two county types, such as a rural and suburban. Board areas
Medicaid Eligibility Patterns®
In FY 2007, 117,632 or 69.9% of the metro consumers were
enrolied in Medicaid. ADC-Medicaid eligible consumers, which
include children enrolied in CHIPs, represented 35.4% of all

comprised of Appalachian and rural counties are classified as
Appalachian. The following board areas are in the metro group:

s: Butler, Cuyahoga, Frankiin, Hamilton, Lorain, Lucas,
ntgomery, Richland, Stark, and Summit,

Tablo A—FY 2007 Ohlo Montnl Heallh Consumms consumers served compared to 30.7% of consumers who were

l | Residing InMe ABD-Medicaid (Aged, Blind, Disabled) eligible. (Refer to Graph 3).
Board TURY2007 | %ol %€ Cl\angu Overall, Medicaid-eligibl p d by 32.8% fi
{ Gaogrophlcal Board Statalda Fron verall, Medicaid-eligible consumers increased by 32.8% from
Classification’ Count. Count | FY 2002 FY2002 to FY2007, while ADC-Medicaid consumers grew by
Metropolltan 168,356 53.4% 23.4% 48.3%
Statewide Count 315,283 22.5% -3

Graph 3--FY 2007 Metro MH Consumers by Medicaid Eligibility

According to Table 1, over 50.0% of all consumers receiving
publicly-funded MH services lived in a metro board area. Between
FY 2002 and FY 2007, the number of metro consumers increased
by 23.4%, compared to a 22.5% statewide increase.

Metro MH Consumers by Age Coh
In FY 2007, 62.3% of the metro consumers were between the
ages of 18 and 64. (Refer to Graph 1), From FY 2002 to FY Pt
2007, the 0-17 age cohort for metro MH consumers iricreased by

ARD
30.7%

Hon-Madicald
30.1%

31.1%, compared to a 19.9% increase for the 18-65 age group.

The 65+ age cohort decreased by 4.2%,
Metro MH Consumers by Gender*

In FY 2007, 51.4% of the MH metro consumers were females,
and 48.6% were males. The growth rate for female and male
consumers between FY 2002 and FY 2007 was almost identical.
Female consumers increased by 23.5% compared to 23.3% for

Graph 1--FY 2007 Metro MH Consumers by Age

male consumers.

Graph 4--FY 2007 Metro MH Consumers by Gender

Males Females
48.6% 51.4%

Metro MH Consumers by Race'
According to Graph 2, 56.7% of the metro consumers were
Caucasian in FY 2007 and 37.2% were African-American. From
FY 2002 to FY 2007, the “Other” category, which includes
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Working together to make a difference.
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