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


INTRODUCTION

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

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

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

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

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

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


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

Application and Approval Process

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


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










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


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

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

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

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

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

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

· ODMH Only: Approval of Board Membership Catalog;

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


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


Completing the Guidelines

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

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




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

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

Provision of additional information and inclusion of documents in appendices

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

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

MISSION STATEMENT

The mission of the Paint Valley ADAMH Board is to meet the recovery needs of our communities by providing access to quality and integrated mental health and drug/alcohol addiction services, empowering consumers and supporting innovative and evidence-based approaches to treatment and prevention.  

VISION STATEMENT
and
VALUE STATEMENTS

1. Child Centered – Services and supports are provided in the best interest of the child.  Services and supports should always ensure that the child’s needs (physical, emotional, educational, and spiritual) are being met.  In almost all cases services and supports should maintain and strengthen a relationship between the family of origin and the child.  All components of the system of care recognize the need and value of permanent stable relationships and strive to ensure these for all children and youth.

2. Family-Focused – The child is viewed as a part of the whole family system and services and supports are based on the strengths and needs of the entire family.  Children and their families have access to discussions related to their plans, an opportunity to voice their preferences and ultimately feel that they own the plan.  Services and supports are designed to improve access, utilization, and satisfaction of families.  Children and families have a legitimate say in all aspects of their services and supports.

3. Safety (Child, Family and Community) – Services and supports are developed to best ensure the safety of the child, family and community.  Discussions and plans are based on an assessment of risk to the child, family and the community.  Plans are developed to reduce these risks.  For children who pose a threat to the community or family, plans reduce at risk behaviors and protect the community and family.  For children whose safety is at-risk, plans reduce these risks while protecting the child.

4. Individualized – Plans and supports for children and their families are individualized by child and family teams, and supported through a system of flexible services and supports.  “Individualized” services and supports are tailored to the unique situation, strengths, and needs of each child and family, and may involve existing categorical services and informal supports; modifying existing services and supports; and creating new services and supports.  Flexible funding sources must be available to support individualization.

5. Cultural Competency – Services and supports reflect the unique cultural values and practices of the child and family.  Cultural values including issues of ethnicity, family structures, community and spiritual preferences.  Cultural competency occurs at both the individual service and system levels.

6. Direct Practice and System Persistence – When communities make a commitment to help a child or family, they embrace stability and permanence as fundamental rights.  To accomplish this they create a system where services and supports are delivered with a corresponding commitment to never give up on the child or family, changing the plan instead of rejecting the child and family from services and supports.  Communities recognize that needs can be complex, that change is sometimes very difficult to achieve, and commit to a mutual process of extreme persistence in the delivery of services and supports.  At the system level, communities understand that overall change in a service delivery system is equally difficult to achieve, and make a commitment to persist in moving toward improved collaborative services and supports.

7. Community-based – Services and supports are provided in the home community of the child and family whenever possible.  Children and families are included in the normal activities of community life.  Local communities assume responsibility for all children and families and have the authority to support children and families.

8. Strength Based – Services and supports are based on identified strengths of the child/family/community.  This means that strengths of the child, family and community are assessed, noted, appreciated, and reflected in the design of interventions and supports.

9. Parent/Professional Partnership – Families’ knowledge of what is needed in systems and what will work for them and other families is sought and utilized.  Interactions between professionals and families are conducted in a mutual “no blame – no shame” fashion.  Families fully participate in strategic planning for system of care development.  Families are involved in the hiring and evaluation of staff and the evaluation and planning in all programs and the overall system of care.  A wide range of and numbers of families are involved in order to get representative input.

10. Collaboration and Community Support – Collaboration between agencies, schools, community resources (e.g., service organizations, churches, and businesses) and families is the best way to build effective services and supports for individuals/families with complex needs.  Wherever the needs of children and families go beyond what any one entity can provide, agencies, schools, community resources and other families work together to meet these needs.  In addition, these entities engage in ongoing strategic planning to improve the system of care.

11. Social Networks and Informal Supports – People are supported through community and family social networks and informal community resources.  To avoid dependency on systems, services and supports focus on building and strengthening social networks and informal community resources for children and families.

12. Outcome Based – Services and supports are outcome based with clear accountability.  Plans for children and families have clear outcomes that guide services and supports to transition and completion.  Families, staff, and policy makers to plan and develop systems of care use integrated outcome information as a tool.


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.).











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.  



_Paint Valley Alcohol, Drug Addiction & Mental Health (ADAMH) Board_____
ADAMHS, ADAS or CMH Board Name	(Please print or type)



____________________________________________                   ___8/31/11_______
ADAMHS, ADAS or CMH Board Executive Director                              Date
Juni Frey, Executive Director



_____________________________________________                  __9/1/11________
ADAMHS, ADAS or CMH Board Chair			                      Date
Scott W. Trobough, Board Chairman


[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 41) 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 conditions in our five county area are bleak.  This is evidenced by the Ohio Medicaid Atlas itself.  We have an Adult Population of over 22 % living under 138% of the federal poverty level.  Even more disturbing is the fact that over HALF of all children in our Board area are under the 200% Federal Poverty level.  One of our county’s has over 70 % of its children below this poverty level.  Equally disturbing are the usage statistics outlined in the Atlas.  Three of our five counties have 190 or more members per physician and four of five counties have a FQHC utilization rate exceeding 20 percent.  Our Medicaid enrollment for the area ranges from a low of 21.4 percent in one county to a high of over 40 percent.  These disturbing facts coupled with the high unemployment rate; per the November, 2010 Rankings Report from ODJFS, all our counties exceed the Ohio average rate with, unfortunately, two of our counties being in the five worst for unemployment.  These dire economic conditions are couple with the fact we are in a predominately rural, Appalachian area which lacks any public transportation to all but few communities in our area. 

These statistics are evident in the increased usage and cost to us, as a Board for Medicaid.  Medicaid Match is our biggest constraint.  Our Match continues to increase and use all of our state and federal supports and our levy dollars.  Our State and Federal Supports have been reduced by THIRTY-FIVE percent over the last 3 years while our Medicaid costs have increased THIRTY percent.

Due to these economic issues, we now have a bare minimum of Safety Net Services.  We have a waiting list for those non-Medicaid persons in need of services.  Our Prevention Services are also at the bare minimum to our constituency; only covering the mandated services we are required to provide.  Several of our providers are refusing to accept outside insurances since these payments do not even cover the cost of the person providing the service.  They have become Medicaid Only Providers due to the “capitated rates with unmanaged usage.”  This unmanaged usage encourages Medicaid only providers and has caused a reduction, and in some cases, an elimination of outpatient services to those non-Medicaid consumers.  

Although we have attempted to reign in these costs through our Trainings, Awareness, and Education, these programs have suffered due to the Fiscal Realities of our area.  We are instituting a Community Consultation Program that will train Primary Care Physicians in the Awareness area so that they may assist in the treatment of consumers.  The aforementioned lack of Physicians is another issue for this area.

Implications of Health Care Reform on Behavioral Health Services

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

The recently enacted Health Care Reform legislation, the Patient Protection and Affordable Care Act (PPACA), increases the level of payment to Community Mental health Centers (CMHCs) through the creation of health homes, and by co-locating primary and specialty care in community-based mental health settings.  PPACA also amends the definition of CMHCs.  Because PPACA provides no new definition for CMHCs within the legislation itself, one must turn to the current definition of CMHC’s as found in the federal regulations governing health care programs.

Currently, to quality as a “Community Mental Health Center,” an entity must: 1)Provide outpatient services, including specialized outpatient services for children, the elderly, individuals who are chronically mentally ill, and residents of its mental health service area who have been discharged from inpatient treatment at a mental health facility; 2)Provide 24-hour-a-day emergency care services; (3) Provide day treatment or other partial hospitalization services, or psychosocial rehabilitation services; (4) Provide screening for patients being considered for admission to State mental health facilities to determine the appropriateness of this admission; and, (5) Meet applicable licensing or certification requirements for CMHCs in the State in which it is located.

Under PPACA, the definition of CMHCs is revised to clarify that a CMHC provides: (1) services “other than in an individual’s home or in an inpatient or residential setting” and (2) at least 40% of its services to individuals who are not otherwise eligible for federal health program benefits.  These revisions place additional limits on what types of entities can be certified as CMHCs.  However, when looking at all of the revisions PPACA made that will affect mental health providers, the understanding is that, overall, PPACA should have a very positive effect on mental health providers.

Below are a few of the key PPACA provisions that will positively impact mental health providers, some of whom are operating as CMHCs:

*Five percent temporary increase in payment for mental health services

*Parity for mental health and substance use disorder treatment

*Essential benefits package  (MH and SA are included in the package offered in the state health insurance exchanges, which are required to be implemented by 2015.)

*Support, education, and research for postpartum depression

*Co-locating primary and specialty care in community-based mental health settings (PPACA authorizes $50 million in grants for coordinated and integrated services through the co-location 
of primary and specialty care in community-based mental and behavioral health settings.)

*Centers of excellence for depression (PPACA directs the Administrator of the SA and MH Services Administration to award grants to centers of excellence in the treatment of depressive disorders beginning in 2011.)

*Creation of health homes  (Beginning January, 2011, states have the option to provide medical assistance under Medicaid to eligible individuals with chronic conditions who select a designated provider, a team of health care professionals operating with such a provider, or a health team as the individual’s health home for purposes of providing the individual with health home services.  A chronic condition includes, but is not limited to, the following: (1) a mental health condition;  (2) substance use disorder; (3) asthma; (4) diabetes; (5) heart disease; and (6) being overweight, as evidenced by having a body mass index over 25.)

*Patient-centered medical home (A program of grants and contracts is established for community-based, interdisciplinary, inter-professional health teams to support services and provide capitated payments to primary care providers. The team may include medical specialists, physician assistants, nurses, pharmacist, nutritionist, dieticians, social workers, behavioral and mental health providers, substance abuse disorder prevention and treatment providers, chiropractors, and licensed complementary and alternative medicine practitioners.

The rules for each of these provisions, including the revised definition of CMHCs have yet to be written.  There is no indication in the new legislation on whether currently existing CMHCs that no longer meet the revised definition will be grandfathered, or if there will be a grace period for compliance.  Mental health providers, especially CMHCs, will play an expanded role in the new health care regime.  For both operational and compliance reasons, it will be very important to stay aware of the rules and regulations as they are published and implemented.



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.

Our ability to serve clients without a payor source is tremendously reduced.  With increase of clients on unemployment and decreased income, there will be an increase in the number of clients presenting without a payor source.  At this time, several provider agencies have closed admissions for non-Medicaid clients including all mental health providers and half of the alcohol and drug addiction providers.  We are still offering crisis intervention, hospitalization, and step down residential services from State hospitalization for non-Medicaid clients.  These services are in jeopardy with further funding cuts.  We have prioritized these Safety Net Services over further increases in Medicaid costs.  We will not be able to fund additional Medicaid match beyond the current level.   


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

Question 4: Describe major achievements.

We have applied for multiple grants on the Federal, State, and foundation levels.  Through this process, we have enhanced our collaboration efforts with other local entities.  This has lead to the creation of a localized data bank with increased analysis of local statistics.  The increased grant funding has allowed an expansion of the local Suicide Prevention Coalitions and their activities.  Our knowledge base increased regarding technological, legislative, and legal issues in the process of applying for these grants.

We developed and implemented a Referral Source Satisfaction Survey that measured how timely provider agencies are admitting clients, how effective they are in treatment, and how responsive they are in meeting the needs of referred clients.  

We have been involved in a CIT Teaser event for Court and Probation Staff in one county.  We are involved in the planning of a five county CIT Training Event with the Veterans Administration and NAMI staff.  As of January, 2011, we plan to hold initial planning events with subsequent training in the Spring of 2011.

A major achievement of our AoD programs is that sixty percent of customers will be abstinent at discharge form substance abuse programs.  This was achieved with an over eighty percent success rate.  This data is collected monthly by each provider.



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

We will be trying to increase the use of data within the Alcohol and Drug Addiction system to make decisions about planning and investment.  We will also try to increase the availability of school based mental health services.  

Increase the number of customers who avoid AToD use and perceive non-use as the norm.  Sixty percent of consumers will report positively about quality of life.  These outcome measures are no longer a requirement of the State.



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 PVADAMH Board researched, designed, and mailed a short survey to three percent of the registered voters within our Board area.  This survey was targeted to prioritize the constituency’s perception of behavioral health care needs within their community.  After the initial mailing, we sent a postcard to remind those polled to return the completed survey.  The results were compiled and presented to our Governing Board in the Spring of 2010.   

The data sources are deaths, death rates, and overdose by opiate rates which were obtained from local coroners, Ohio Department of Health, ODADAS, and the Governor’s Office.  The Statewide Opiate Task Force identified certain areas of focus for local collaboration and efforts at intervention, prevention, and treatment.  These focus areas were across multi-disciplinary systems. 

Local Re-Entry Coalitions were used to gather data regarding reducing recidivism by increasing access to mental health and substance abuse services while still incarcerated through the transitioning into our communities.  These coalitions are comprised of local APA, Sheriffs, Police, ministerial, treatment providers and ADAMH Board, local VA, court system, JFS, and local transportation representatives.  

The local Family and Children First Councils gather data regarding children, their families, and their needs.  Membership includes Head Start, schools, Help Me Grow, healthcare providers, DD, JFS, county commissioners, parents, ADAMH Board, and others. 

A number of surveys were conducted during FY ’10 assessing Prevention services, Mental Health Psychiatric services (both adult and children),  Mental Health Partial Hospitalization services, Mental Health and Substance Abuse Crisis, Case Management, Counseling, Diagnostic Assessment  services (both for children and adults),  as well as, a consumer satisfaction survey regarding Crisis/2-1-1 and Residential services.  A stakeholder’s survey was conducted regarding our providers’ relationship with the various schools in our 5-county service area (teachers and school administration).  This information is shared with all levels of management and focus reviews are then conducted on specific areas that need improvement.

ODMH’s Patient Care System is utilized to monitor utilization of State inpatient care as well as civil and forensic commitments.  Both the Board and our providers have collaborated with State and private inpatient providers to develop and strengthen community supports to serve as alternatives to inpatient care and alleviate or shorten hospital stays.        

The Board and our providers have collaborated with ODMH Community Linkage and Forensic Services, State Hospitals and the local criminal justice systems to develop and strengthen relationships with the criminal justice system and services for individuals having a forensic status (i.e. NGRI, Competency), individuals with significant behavioral health diagnosis (i.e. SMD, SAMI, etc.) returning to the community from secure confinement, and individuals with severe and persistent mental illness or substance abuse issues currently involved with the local criminal justice system.   


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);


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


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



The Board Survey found that the first priority is for persons with E.  Equally important was Youth, Drug, and Alcohol Prevention services, followed by treatment for Mental Illness.  Crisis Services and Suicide Prevention were comparable in perceived needs.  Finally, Vocational services for Severely Disabled and other category rounded out the perceived needs of the community.

The findings of the Opiate Task Force suggest a need for increased treatment, intervention, and prevention services for targeted populations of E G H I.  

Re-entry statistics show an unmet need for MH & AoD services in B H I.

The information disseminated by FCFC show needs for services in B D E F G H. 


a-b Residential treatment and intensive CPST services are needed to prevent, reduce or shorten hospital stays as well as psychiatric inpatient readmissions.  

The Scioto Paint Valley Mental Health Center continues to operate an 18 bed, professionally staffed residential treatment center.  This facility continues to provide an excellent alternative to both private and state psychiatric inpatient care by either deterring hospitalization or shortening stays.  

Individuals being discharged inpatient psychiatric care, those being returned to the community with forensic status (i.e. NGRI with conditional release) and/or those meeting criteria for hospitalization but able to managed in less restrictive setting are referred to our providers’ residential treatment center.  Admission to our providers’ residential services a gradual step down in services, giving the consumer additional support prior to returning home has proven significant in shortening hospital stays and reducing the need for readmissions.  Residential treatment has also proven to be effective in deterring hospitalization for those being referred from the community.  

Intensive Community Psychiatric Supportive Treatment (CPST) Services have also proven to deter psychiatric hospitalization.  Frequent home visits provide the opportunity to assess consumer symptoms and needs, to assist the consumer in managing their recovery effectively, and to intervene if needed in pre-crisis and crisis situations.           

b. – g. The populations and services surveyed indicated, almost across the board, that client satisfaction met threshold (85% or above).  The most relevant questions dealing with this were:  “I like the services that I received here.”; “If I had other choices, I would still get services from this agency.”; “I would recommend this agency to a friend or family member.”; and, “I deal more effectively with daily problems.”  Significant results indicated that both adults and children with serious mental illness and substance use disorders were pleased with and benefited greatly by related services.  Respondent’s comments indicated that the evidenced based I-FAST, ACT, and IDDT teams were effective.  The I-FAST team in each county of our service area works with its Family and Children First Council and has established a referral process.

Areas that need additional focus and improvement were the child crisis services and 2-1-1 client satisfaction.  In regard to the former, both SA and MH outcomes were below threshold with MH Crisis services faring a bit better.  MH Crisis child services reported being happy with the service (100%)  while only 67% of parents whose child received a SA Crisis service felt satisfied.  This may be due, in part, by there being fewer resources available for the substance using child.  Our providers plan to explore this further as it re-evaluates and re-structures its Substance Abuse Program(s).   Our providers continue to provide Crisis services regardless of the individual’s ability to pay.

The 2-1-1 survey indicated only 77% of its referrals were helpful, which is a slight drop from last year.  Once again, it is difficult to ascertain whether the problem is an inappropriate referral or does this result reflect the client’s frustration with the referred to agency.  Many agencies cannot provide as much help as in the past due to the economic state of the country and our area in particular.  Our providers will address this issue by continued training for our staff/volunteers in proper information and referral techniques and also we might consider revising or adding a question to clarify how the referrals were not useful when we conduct our next consumer satisfaction survey.
Our providers, although there are many obstacles, works to help people, through a structure for their input, to determine the types of services they need and to use the services by providing them in ways that are familiar to them.

a-b The FRS Connections partial hospitalization program treats SED youth who are referred from local school systems.  This program has increased from serving 8 community children and adolescents in 2005 to now serving 26 in 2010 with participants joining and leaving the program on a regular basis.  All indications from school referrals and assessments is that this population will continue to increase due to more highly stressed family systems and a lack of appropriate parental involvement.  FRS does complete some adult assessments for DJFS but any MH needs are referred out for treatment.

c  As FRS has added psychiatric services for our partial hospitalization program there has been a contingent of community children and adolescents that we provide psychiatric and CPST services for on a very limited basis.  This is a Medicaid only population and we limit the number of children and families that can be served in this way.  However, the demand is much greater that the numbers we can serve and if we had case management capacity for MH services there are probably 2 to 3 times the individuals we are serving that would desire services.

d  FRS provides emergency crisis services to those individuals who are currently enrolled or need a referral source.  We do not have personnel or funds to provide more than this.

e  FRS currently serves AOD children and adolescents who are community, court, or school referred this includes individuals who are referred for service through their families.  We provide screening, assessment, individual, case management ,and family services in both a regular outpatient setting and provide more intensive services just short of actually providing intensive outpatient services. 

f  FRS participate regularly in the Highland County FCFC and works with providing some summer programming through the Connections program which runs partial  hospitalization and groups through the summer months from June through August.


g-h. Our providers operated a criminal justice re-entry program in Greenfield for individuals retuning to Highland or Fayette County from secure confinement with both a severe mental illness and a serious substance abuse disorder.  While treatment fidelity to both the ACT and IDDT models have been high and treatment outcomes very positive, our providers will be forced to close this program in 2011 due to continued decreases in funding.  This program had been significantly dependent upon ADAMH Board funding.  New admissions to the program never presented with Medicaid or other 3rd party insurance.   Approximately half of the program’s consumers were found ineligible for Medicaid and typically those that did qualify were unable to receive entitled benefits for 18-24 months.  

Local criminal justice systems have indicated needs in the area of providing evaluations for the courts and providing assessments and crisis interventions services in the jails.  Our providers have worked with the courts and improved evaluations services.  Services provided to the jails have continued on a more limited basis.     

g FRS actively screens and provides dual diagnosis services to all clients who come to us for AOD primary services.  We employ predominantly dually licensed clinicians who are able to provide both services.  For those who are severely MH they are referred to Scioto Paint Valley MHC for MH services and we collaborated to continue provided AOD treatment as necessary. 

h FRS works very closely with the local criminal justice system and serves the majority of individuals who are involved with the DJ system and have AOD problems that need treatment.  We are involved in two grants one through the Health Foundation of Greater Cincinnati in partnership with Turning Point Applied Learning Center providing intensive case management for AOD and MH services to their work training program individuals who are attempting to reenter the work force after having some kind of CJ involvement.  

FRS is also involved with the Office of Criminal Justice Services and has administered a grant doing intensive case management in the Highland County Justice Center working with inmates who have AOD or MH issues and preparing them for reentry after their incarceration.  This program partners with the Highland County Probation Department and coordinates inmate findings with them and also then with the Municipal Court judge to help manage the jail population in Highland County.

i. SPVMHC will continue to monitor the need for services returning veterans and their families.





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.

Occasionally the need arises for Non-English communication.  Our providers assure that interpreter services are available and accessible to all individuals seeking mental health and substance abuse services.  Contractual relationships are maintained with individuals in the community with the ability to interpret for consumers seeking services.  While the need for these interpreters has been infrequent, an interpreter can respond quickly to assist when a consumer is not fluent in the English language.  

Some of our providers contract with Southern Ohio Medical Center to provide interpreter services for the hearing impaired.  Several consumers benefit from these interpreter services.  One hearing impaired consumer with a severe and persistent mental illness, is also challenged with a social phobia and significant behavioral problems, including violent behavior at times.  This individual was institutionalized for a number of years and from an early age.  However, as a result of intensive CPST services 24/7, this consumer has been able to reside in community during the past 7 years with only brief stays at Twin Valley Behavioral Health Services.  In addition to utilizing the Southern Ohio Medical Center’s interpreter services, the entire CPST team serving this consumer received training in basic American Sign Language.  Over time, this consumer’s episodes of violent behavior and encounters with local law enforcement decreased.  Although expensive, intensive services resulted in positive outcomes for this consumer.  Continuing budget reductions are placing services for this type of consumer in jeopardy.

Our providers has not provided a sex offender program since FY’09 when the contractual relationship with the Adult Parole Authority was cancelled by the Adult Parole Authority due to funding cuts for corrections.  

Our providers continue to have a contractual relationship with the Federal Parole Authority to provide mental health and substance abuse services for individuals on federal parole or probation.

Our providers operated a criminal justice re-entry program in Greenfield for individuals retuning to Highland or Fayette County from secure confinement with both a severe mental illness and a serious substance abuse disorder.  While treatment fidelity to both the ACT and IDDT models have been high and treatment outcomes very positive, our providers will be forced to close this program in 2011 due to continued decreases in funding.  This program had been significantly dependent upon ADAMH Board funding.  New admissions to the program never presented with Medicaid or other 3rd party insurance.   Approximately half of the program’s consumers were found ineligible for Medicaid and typically those that did qualify were unable to receive entitled benefits for 18-24 months. 
 
Our providers have continued to provide mental health and substance abuse services to veterans.  Efforts are made to assist veterans in securing their entitled benefits from the local Veterans Administration.  During FY’09 a fully service connected veteran returned to the community following completion of a forensic Not Guilty by Reason of Insanity status.  The local Veterans Administration refused to provide community services for this veteran, finding the veteran to be too dangerous.  With the assistance of State Representative Pryor and Congressman Space, the Veterans Administration agreed to outsource services and is now compensating our providers for a portion of the cost of providing medically necessary residential treatment and CPST services for this veteran.                    

Individuals without Medicaid eligibility being discharged from state Regional Psychiatric hospitals, including those returned to the community on conditional release as a condition of their forensic status are referred to our providers’ residential treatment center.  This assures that all medically necessary services are immediately accessible.  Center staff immediately assists the consumer in applying entitled benefits, including Medicaid.  In some cases, the consumer is able to receive entitled benefits within a 3 month period.  Additionally, admission to our providers’ residential services provides a gradual step down in service intensity, giving the consumer additional support prior to returning home.   

Individuals without Medicaid eligibility being released from state prisons are typically assessed for service needs and eligibility within 2 weeks of release.  These referrals typically come from ODMH Community Linkage.  Crisis/211 services are available to these individuals 24/7/365.  The provision of other ongoing mental health and substance abuse services for these individuals is based upon the severity of their diagnosis.       


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);
 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Gaps in crisis care services may arise due to continued decreases in funding, increase demand for crisis services, finding qualified health officers to perform screenings, etc…  Our providers have taken on additional 2-1-1 services for counties not currently in the PVADAMH's board service area.  The increase demand for 2-1-1 services given the state of today's economy will continue in all counties currently being served by our providers’ 2-1-1 service.  Also, given our providers’ need to control the amount of indigent services being provided, this will only increase the demand for crisis care services since potential clients without a payor source will be directed to utilize crisis care services.  We are currently using volunteers for crisis care coverage and are continually looking for ways of further reducing costs.


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);

Annual training on cultural competency is required for all provider staff.  The service area is rural and largely Appalachian.  Most service providers reside in the community which is helpful in understanding and addressing local cultural values including issues of ethnicity, family structures, community and spiritual preferences.  




Question 9: Workforce Development and Cultural Competence*:kathleen

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. 

Some of our providers, due to budgetary concerns, have had to hire fewer independently licensed staff to provide client services.  As such credentialed clinicians resigned, their position, if filled, was done so by a lesser licensed professional.  Although our providers have always attempted to meet regulatory requirements - it has become apparent that our network of providers has dwindled so that we have fewer and fewer “paneled” clinicians to meet managed care criteria and provide crisis and prescreening assessments.  As we fall further and further behind in regard to a desirable and competitive wage and benefit package, we are less able to recruit certain credentialed staff and to retain those we currently have employed.

Our providers are also actively working to encourage continuing education and training requirements with their staff.  We utilize an educational reimbursement policy and in FY 2011 we will have two staff who have continued their education and will receive Bachelor’s Degrees and four staff who will receive Master’s degrees.  We actively partner with our Community College to utilize and train interns completing entry degrees in both AOD studies and Social Work studies. 



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.

It might be said that the most intimate and poignant confrontation between community and professional perspectives is in respect to the professionals themselves.  Our providers foster cultural sensitivity and insist that all of its staff receive annual training in this regard.  Limited knowledge of the community served results in a condescension toward that community, whose culture, life styles, and values are often then labeled as pathology.  It is our providers’ stance that its employees are aware that the definition of mental health is inextricably linked to problems in the larger social context; racism, sexism, sexual orientation bias, poverty, education, housing, jobs, and the police and prison systems.  Our providers’ service area is highly Appalachian and poor.  

Consequently, our providers facilitated a special training on the culture of poverty with emphasis on this population.  Unfortunately, with deep budget cuts, it is making it more and more difficult to serve the poor.  This is a situation of both fiscal and social morality implications which, unfortunately, cannot be immediately ameliorated at the local level.  However, our providers do its best to provide the services it can and accommodates those with disabilities (such as hiring interpreters for the deaf as needed.  We have hired a few employees who have some knowledge in regard to signing as well. 

Multicultural differences can be an important cause for misunderstandings- not only in regard to consumers – but between professionals as well.  Such differences can take the form of treatment modality differences.  Our providers encourages multicultural difference exploration within the supervisory relationship.



Question 10: Capital Improvements:

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

Many of our agencies are in facilities that were built in the early 1980s and are in need of various updates.  We continue to work with them to locate funding for these renovations.  These agencies are in need of expanded space as we move forward and expect to serve more individuals with the coming Health Care Reform.

[bookmark: _Toc52620472]General Consumer Operated Service - Our Consumer operated Service, Shooting Star Recovery Center will be operated by consumers, to serve consumers, and become a major resource for consumers.
Mission Statement:
To turn negatives into positives within our five counties.
Goals and Objectives:  Our goal is to provide a safe, caring, learning environment for consumers and support persons.  We estimate we will serve about twenty per day starting out and grow from there.  We want out Consumer Operated Service to be a sanctuary for those suffering from mental illnesses, a resource to find answers and services, and an education site for those wishing to learn more about recovery.   
Objectives:  
1. To help people recover in an area that has been previously underserved.  
2. Reduce cost to our area in repeated hospitalization 
3. Assist consumers who need help with housing, benefits, taxes, and skills.  
4. Educate consumers and their families on recovery from mental health issues
5. Be a gateway to needed living skills
6. Help consumers begin using needed social skills 
7. To improve the quality of life for each consumer and their family
8. Develop the hidden skills and talents consumers possess
9. To enable consumers to build their self worth by:  a) holding a job  b) volunteering             c) helping run the Consumer Operated Service
                10. To maintain Cultural Competency
Business Philosophy: Recovery, Recovery, Recovery!
Marketing target:  Those with mental illness, (diagnosed or undiagnosed), families, and friends who support consumers with mental illness.


Community Housing Initiatives – We are in the process of planning and development of several housing options including Shelter Plus Care.  We are actively participating in multiple local Continuum of Care groups.  We also are assisting in gathering data related to homelessness in all five counties.  We are assisting in gathering data for the HMIS data base for our catchment area.  We are working on the development phase of family centered housing options for people with mental illness and drug and alcohol addictions.  We also are working with providers to locate transitional housing and dry housing.  
[bookmark: _Toc504472913][bookmark: _Toc504555998][bookmark: _Toc52620473]				
	
	


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

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

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

DEPARTMENT CAPACITY GOALS

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

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

DEPARTMENT PREVENTION PRIORITIES AND GOALS

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

Alcohol and Other Drug Prevention Priorities:

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

ODADAS Priority Populations:

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

Mental Health Prevention Priorities:

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



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

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

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

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

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


DEPARTMENT TREATMENT AND RECOVERY SERVICES PRIORITIES AND GOALS

Alcohol and Other Drug Priority Populations and Key Initiatives

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


Mental Health Priorities

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

ODADAS Treatment and Recovery Services Goals

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

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

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

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

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

Currently, lack of financial resources has made it difficult to develop a system of care containing fundamental system elements in regard to AOD.  There are severe restrictions on detoxification.  Residential treatment options are available only for persons that have a payor source.  The number of offenders referred for treatment significantly exceeds the amount of resources necessary to provide treatment.  Offenders are primarily male and do not have a payor source.  The demand for adolescent services far exceeds service capacity.  Due to funding restrictions, prevention services have been severely limited to populations who need selected or indicated prevention services.  Universal programs have been, for the most part, eliminated.  However, there are some funds available for services and our providers are exploring a collaboration project with the Ross Common Pleas Court.  In addition, our providers views opiate addicts as a high priority target population due to the large number of opiate addicts who end up using IV heroin.

The mental health system of care has also been negatively impacted by reductions in funding.  While the need for services has continued to rise, services had had to be pared down and will likely need to be further reduced consistent with funds available.  Crisis services, suicide prevention and services for the most ill (SMD, SED) remain priorities.  Services which support consumer recovery (i.e. residential treatment, limited supported housing) and reduce the use of more costly services (i.e. inpatient care) are also priorities.  Ongoing treatment services for those without a payor source will be challenging, if not impossible in FY’12 and FY’13.     




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.


Behavioral Health Capacity Goals:
· Reduce stigma (e.g., advocacy efforts)

Alcohol and Other Drug Prevention Priorities:
· Stigma Reduction 

Mental Health Prevention Priorities:
· Stigma Reduction activities

ODMH Priority Populations include:
· Adults with SMI, SPMI, and SMD (see Appendix d)*
· Children/youth with SED (refer also to Appendix D)*

Alcohol and Other Drug Prevention Goals:
· Programs that increase the number of customers who perceive ATOD use as harmful
· Programs that reduce the number of customers who misuse prescription and/or over-th-counter medications

Mental Health Prevention Goals:
· Programs that decrease or eliminate stigma that are barriers to early intervention for emotional problems and mental illness

ODADAS Treatment and Recovery Services Goals:
· Increase the number of customers who are abstinent at the completion of the program

OMHD Treatment and Recovery Support Goals:
· Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
· Increase access to housing, including Supportive Housing

Lack of financial resources is a serious concern in this area as well.  Prevention services have been severely limited to include only populations where there is grant support.  This includes early childhood, and alternative schools.  Currently, treatment services are targeting primarily adults with SMD conditions and children/youth with SED’s.  Continued budget cuts threaten our ability to provide uncompensated care, even with these populations.  At the very least, we will be challenged to provide indigent care in a group venue which must be managed.

The Scioto Paint Valley Mental Health Center continues to operate an 18 bed, professionally staffed residential treatment center.  This facility continues to provide an excellent alternative to both private and state psychiatric inpatient care by either deterring hospitalization or shortening stays.  

Our providers continues to provide a continuum in supported housing; including referral and support to Adult Care Facility (ACF) placement, supervised group living and supported apartments.  Consumers are able to access a level of assistance that best meets their needs, moving in any direction along the continuum (i.e. from residential treatment or ACF placement into a supervised group living or apartment or from an apartment into residential treatment).  In most cases when the more restrictive residential treatment placement is needed, the consumer has been able to benefit from the residential treatment service and maintain his/her less restrictive housing (i.e. supervised group living or apartment).  Unfortunately funds are no longer available to provide rent subsidy or assistance with utilities, housing deposits or rent.  However, The Board has continued to provide funding for the supportive services needed for supported apartments.  Currently more than 100 SMD consumers are able to live independently as a result of this support.  Center CPST’s continue to work closely with local Public Housing Authorities to assist consumers in making application for housing vouchers and section 8 housing.  Currently more than 100 SMD consumers in the service area have housing vouchers.   

The Drop-in Center, operationalized in 2000, remains open to consumers nearly 7days per week.  Consumers report benefiting from the peer support and social/recreational activities provided at this facility and attendance continues to grow.  Additionally, our providers employees 2 peer support specialists who assist in facilitating drop-in services. 

CPST providers continue to work closely with consumers, identifying consumer needs and linking consumers with needed recovery support services and resources including housing, peer support, drop-in, social/recreational, employment, etc.  

In FY’10, our providers received a grant from the Health Foundation of Greater Cincinnati to implement supported employment services and entered into a partnership in a local VR3 (RSC Pathways Project).  Our providers hopes that as a result of these two projects to provide supported employment services to at least 50 consumers in FY’12 and FY’13.   
 
As a result of shrinking resources, one-third of our supervised group living sites were closed during FY’09.  Unfortunately, as funding continues to decline, there will also be a decline in the number of individuals receiving supported housing and other recovery support services in FY’12 and 13.  


	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 State economy and reduction in funding for mental health services has created a situation that requires the Board to restrict access to services for some populations while maintaining access for others. More specifically, the Board has established priorities such that adults with SMD’s, children with SED’s, IV drug users, and addicted pregnant women receive priority access to treatment services. Persons who do not meet these criteria are eligible for crisis services and some have received limited treatment. 

Our providers have worked to see individuals immediately for an initial crisis intervention.  Beyond that if a person needs to be admitted to the system, waiting times are increasing and that trend is expected to trend upward as financial pressures increase and our workforce continues to shrink.  Even as we narrow our treatment population, the wait times for diagnostic assessment continue to rise because we have reduced the number of licensed staff eligible to provide Diagnostic Assessment service (ODMH & ODADAS).

As we pare down our service delivery system, we have reduced new admissions to psychiatric Pharmacological Management service to persons that have a significant mental illness.  These same persons have become eligible when their illness becomes severe.  Consequently they have ended up in the system, but with much more severe problems that could have been interrupted.  Further funding reductions will result in the elimination of services to persons with SMD without a payor source.

As funds continue to decrease, assuring access to services for indigent consumers will continue to become increasing difficult.  Service priorities will include crisis services, residential treatment, and inpatient care and substance abuse services to our priority populations.  



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.) 

Refer to question 9 (b).  Our providers continue to mandate, at least, annual training regarding cultural competence.  In addition, supervisors are encouraged to further explore and educate their staff in this regard.   It is the aim of our providers to inculcate awareness that “culture” represents the values, norms and traditions that affect how individuals of a particular group perceive, think, interact, behave, and make judgments about their world.  Being aware of one’s own cultural worldview is imperative to develop cultural competence which results in an ability to better understand, communicate with, and effectively interact with people across cultures.  Our providers recognizes that cultural competence requires that organizations have a defined set of values and principles, and demonstrates behaviors, attitudes, policies, and structures that enable them to work effectively cross-culturally.  The goal, always in process, is to evolve so that a set of congruent behaviors, attitudes and policies come together as a system, agency and/or among professionals that enables that system, agency or those professionals to work effectively in cross-cultural situations and to provide effective clinical care to clients.

Future Stakeholder, Client and Staff (a recent survey is currently being conducted) satisfaction surveys and needs assessments will be initiated to provide information for future goals.  These goals will reflect service provision need changes, staff recruitment requirements, and client population identification.



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.

We prioritize services based on the mandated priorities in ORC 340.033 (H).  We work with Children’s Services Boards as a referral source.  We work with families to preserve and promote dual parent homes by providing treatment services.  We do this by coordinating with other community service providers.  We work to intervene early in the family crisis by providing mental health and drug and alcohol addiction services.




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.

NOT APPLICABLE

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?

Our providers work collaboratively with state hospitals to develop discharge and conditional release plans for civilly and forensically hospitalized adults.  Their CPST staff participate with hospital staff beginning at the time of the referral for admission of civilly hospitalized adults and attend the majority of the hospital’s treatment team meetings.  Our providers’ also actively participate in discharge planning and in developing the conditional release plan for forensically hospitalized adults.     

Individuals being discharged inpatient psychiatric care are typically referred to our providers’ residential treatment center for a brief stay.  As a part of the conditional release plan, all forensically hospitalized adults are admitted for residential treatment services upon discharge from the hospital.  Admission to our providers’ residential services a gradual step down in services, giving the consumer additional support prior to returning home has proven significant in shortening hospital stays, reducing the need for readmissions and in supporting consumer compliance with their conditional release plan.

Due to current community supports, we continue to fairly low rates of hospitalization. We do not have a high number of non-violent misdemeanants residing in state hospitals.     



Implications of Behavioral Health Priorities to Other Systems

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

Our local courts are providing more referrals that lack a payor source.  We have also seen an increase in other systems building their own mental health and substance abuse treatment capacity.  These systems are duplicating our community mental health and alcohol and drug addiction service systems.  


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.


Should our providers receive a 10 % cut in funding, its core priorities and goals will remain essentially the same.   What will change significantly is the agency’s ability to respond to requests for service, both in terms of access time, numbers of people served and payor source.

Since FY 2009, our providers’ allocation from the local ADAMH Board has been reduced by $2.5 million.  During this time, the agencies cut costs and restructured to the best of its ability.  Agency reserves were also used to avoid a retrenchment in services and a significant layoff of staff.  The agency can no longer manage the situation in this manner and will be forced to lay off as many as 45 people out of a total workforce of 215.  Employee health insurance and retirement benefits will also be reduced.  
As a direct consequence of fewer clinicians (counselors, case managers, etc.), our providers will further restrict the admission of people without a payor source, regardless of diagnosis.  This will likely have an adverse effect on the agency’s ability to serve minorities, veterans and high-risk groups.  A reduced workforce will also impact the agency’s ability to admit people with insurance or managed care plans.     

Our providers will likely be forced to close or dismantle specialized programs such as the criminal justice re-entry program, PACT and SAMI teams.



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. 

We are active members in local coalitions, all Family and Children First Councils, County Continuum of Care, local reentry coalitions, drug coalitions, suicide prevention coalitions, Family Self Sufficiency with the Metropolitan Housing Authority, Summit on Children, and county social services groups.  We are the lead agency in vocational rehabilitation projects in our area.  

We work with the local hospitals to provide crisis services in the emergency room.  We also work with these hospitals to make referrals out of the hospital and into the state hospital or other behavioral health unit.  This is the benefit to our system because we are able to divert people with a payor source to other behavioral services to maintain our low bed day rate. 


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)?

We have conducted a public survey on behavioral health services and needs in our community.  We used that information to prioritize services and conduct stigma reduction in conjunction with community advocacy and awareness.  We have convened community focus groups to assist in development of surveys and messaging.  

Our providers gather consumer satisfaction surveys of current and previous clients.  We use these surveys for evaluation and target areas for improvement.  

We also conducted a referral source survey to evaluate how the needs of the community are being met by our providers.  The results of these were shared with our agencies for improvement.



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.

For state hospital admission, we have designated a single agency to do assessments through the crisis center.  All crisis staff have received training.  We have a single lead coordinator to work directly with the state hospital for continuity of care and discharge services.  We also have a very good relationship with Twin Valley built upon mutual trust.

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.

The majority of the services provided to this population are funded by Medicaid.  We also track services to this population that indicate we use more 484 funds than we are allocated.



		        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. 

In comparison of FY 09 and FY 10 client demographics, our providers continue to see a decline in the number of clients served.  This has been occurring over the last 3 fiscal years.  In FY 09, total clients served were 9,436 as compared to 8,593 in FY 10.  No significant changes in ages, ethnicity, referral source, living arrangements, gender, marital status etc… However, significant changes with client's income show a 2% decrease in wages, 1% increase in unemployment, and 2% increase in SSI.

In FY 11, our providers are revising quality, effectiveness and efficiency measures to align with upcoming changes in ODMH regulations.  Our providers will start to measure the GAF at the time of the diagnostic assessment, annual ISP updates, and at termination for those clients completing services.  Our providers have initiated quality assurance measures to address medical necessity documentation reviews.  


Determining Success of the Community Plan for SFY 2012-2013

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

a. How will the Board engage contract agencies and the community in evaluation of the Community Plan for behavioral care prevention and treatment services?

We will continue to utilize the PIPAR system to track outcomes related to alcohol and drug prevention programs.  We utilized monthly investor target reports as required by all provider contracts.

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

The number and percentage of abstinence at discharge is evaluated on a quarterly basis and shared with the providers for areas of improvement.  Reports from the PIPAR system are reviewed by board personnel to track progress of identified goals and targets.

Stigma reduction activities are initiated and planned by the board on a quarterly basis.  These are comprised of various activities held at various locations.  The results are based on attendance and participation of a cross section of community members in addition to clients and their families.

We have worked with area law enforcement agencies on drug take back initiatives on a quarterly basis.  We are tracking the amount of participants and volume of unwanted medication.

c. What methods will the Board employ to communicate progress toward achievement of goals?

We have publicized our activities and results in local media outlets and in the widespread usage of social media.  We have a monthly newsletter that is distributed electronically.  






INSTRUCTIONS TO COMPLETE PORTFOLIO OF PROVIDERS: 

Table 1: Portfolio of Alcohol and Drug Services Providers Instructions  (See table below)
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  (See table below)
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 (See below)
· Table 2: Portfolio of Mental Health Services Providers (See below)
· 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. 

	
	
	            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
	i. MACSIS UPI

	
	
	
	
	
	
	
	
	(Please specify)
	

	 
	Scioto Paint Valley Mental Health Center
	SA Services
	 
	(Universal, Selected or Indicated)
	(List the EBP name)
	 
	(Please specify)
	ODADAS
	Medicaid Only
	 

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	 
	Youth Services, Offender Services, Suboxone Clinic partnership
	At-risk youth, inclding those at high risk for academic failure; Criminal justice referrals; Opaite abusers, inclding IV drug users
	Selected and Indicated
	Positive Adolecscent Choices Training for youth; Life Skills; Stages of Change
	4
	No
	Yes   No
	No
	 

	Alternatives
	 
	Youth Services 
	At-risk youth, inclding those at high risk for academic failure
	Selected and Indicated
	Positive Adolecscent Choices Training for youth; Life Skills
	4
	No
	Yes   No
	Yes   No
	 

	Education
	 
	Youth Services, Offender Services, Suboxone Clinic partnership
	At-risk youth, inclding those at high risk for academic failure; Criminal justice referrals; Opaite abusers, inclding IV drug users
	Selected and Indicated
	Positive Adolecscent Choices Training for youth; Life Skills; Stages of Change
	4
	No
	Yes   No
	Yes   No
	 

	Community-Based Process
	 
	Youth Services, Offender Services, Suboxone Clinic partnership
	At-risk youth, inclding those at high risk for academic failure; Criminal justice referrals; Opaite abusers, inclding IV drug users
	Selected and Indicated
	Positive Adolecscent Choices Training for youth; Life Skills; Stages of Change
	4
	No
	Yes   No
	Yes   No
	 

	Environmental
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Problem Identification and Referral
	 
	Youth Services, Offender Services, Suboxone Clinic partnership
	At-risk youth, inclding those at high risk for academic failure; Criminal justice referrals; Opaite abusers, inclding IV drug users
	Selected and Indicated
	Positive Adolecscent Choices Training for youth; Life Skills; Stages of Change
	4
	No
	No
	Yes   No
	 

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

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	 
	Treatment Services
	Substance-involved males, females, adolescents and offenders
	 
	CBT, Stages of Change, IDDT
	 
	No
	Yes    
	Yes    
	 

	Intensive Outpatient
	 
	Treatment Services
	Substance-involved males, females, adolescents and offenders
	 
	CBT, Stages of Change
	 
	No
	Yes
	Yes
	 

	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 (Specify all that apply as funding source for practice)
	 
	g. Estimated Number Served in SFY 2012
	h. Estimated Number Planned for in SFY 2013

	
	
	
	
	
	
	f. Population Served 
	
	

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

	Integrated Dual Diagnosis Treatment (IDDT)
	Scioto Paint Valley MHC
	 
	5
	 
	Yes     
	Yes     
	Yes     
	Yes     
	SAMI
	60
	60

	Assertive Community Treatment (ACT)
	Scioto Paint Valley MHC
	 
	6
	 
	Yes     
	Yes     
	Yes     
	Yes     
	SMD
	250
	250

	TF-CBT
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

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

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

	Supported Employment
	Scioto Paint Valley MHC
	 
	7
	 
	No
	Yes     
	Yes     
	No
	SAMI, SMD
	50
	50

	Supportive Housing
	Scioto Paint Valley MHC
	 
	1
	 
	No
	Yes     
	Yes     
	No
	SMD, SAMI, Forensic
	105
	105

	Wellness Management & Recovery (WMR)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

	Red Flags
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

	EMDR
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

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

	Therapeutic Foster Care
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

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

	Transition Age Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

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

	Ohio’s Expedited SSI Process
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

	Medicaid Buy-In for Workers with Disabilities
	Scioto Paint Valley MHC
	 
	7
	 
	No
	Yes     
	Yes     
	No
	SMD, SAMI 
	45
	45

	Consumer Operated Service
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

	Peer Support Services
	Scioto Paint Valley MHC
	 
	1
	 
	No
	Yes     
	Yes     
	No
	SMD
	50
	50

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

	Consumer/Family Psycho-Education
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	




	
	
	
	
	

	 
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
	(Question 2)
	(Question 3)
	(Question 4)

	
	Offered Service
	Plan to:
	Medicaid Consumer Usage:
	Non-Medicaid Consumer Usage:

	
	Yes/No/Don’t Know
	Introduce (Intro)
	Increase (I)
	Increase (I)

	
	Specify the answer for each category
	Eliminate (E)
	Decrease (D)
	Decrease (D)

	
	 
	Increase (I)
	No Change (NC)
	No Change (NC)

	
	 
	Decrease (D)
	Don’t Know (DK
	Don’t Know (DK

	
	 
	No Change (NC)
	Specify the answer for each category
	Specify the answer for each category

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Pharmacological Mgt.
	Yes
	Decrease (D)
	Increase (I)
	Increase (I)

	(Medication/Somatic)
	
	
	
	

	Mental Health
	Yes
	Decrease (D)
	Increase (I)
	Increase (I)

	Assessment
	
	
	
	

	(non-physician)
	
	
	
	

	Psychiatric Diagnostic
	Yes
	Eliminate (E)
	Don’t Know (DK
	Don’t Know (DK

	Interview (Physician)
	
	
	
	

	BH Counseling and
	Yes
	Decrease (D)
	Increase (I)
	Increase (I)

	Therapy (Ind.)
	
	
	
	

	BH Counseling and
	Yes
	Decrease (D)
	Increase (I)
	Increase (I)

	Therapy (Grp.)
	
	
	
	

	Crisis Resources & Coordination
	 
	 
	 
	 

	24/7 Hotline
	Yes
	Decrease (D)
	No Change (NC)
	Increase (I)

	24/7 Warmline
	No
	Don’t Know (DK
	Don’t Know (DK
	Don’t Know (DK

	Police Coordination/CIT
	No
	Don’t Know (DK
	Don’t Know (DK
	Don’t Know (DK

	Disaster preparedness
	No
	Don’t Know (DK
	Don’t Know (DK
	Don’t Know (DK

	School Response
	No
	Don’t Know (DK
	Don’t Know (DK
	Don’t Know (DK

	 
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
	(Question 2)
	(Question 3)
	(Question 4)

	
	Offered Service
	Plan to:
	Medicaid Consumer Usage:
	Non-Medicaid Consumer Usage:

	
	Yes/No/Don’t Know
	Introduce (Intro)
	Increase (I)
	Increase (I)

	
	Specify the answer for each category
	Eliminate (E)
	Decrease (D)
	Decrease (D)

	
	 
	Increase (I)
	No Change (NC)
	No Change (NC)

	
	 
	Decrease (D)
	Don’t Know (DK
	Don’t Know (DK

	
	 
	No Change (NC)
	Specify the answer for each category
	Specify the answer for each category

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Respite Beds  for Adults
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Respite Beds for Children & Adolescents (C&A)
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Crisis Face-to-Face Capacity for Adult Consumers
	 
	 
	 
	 

	24/7 On-Call Psychiatric 
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Consultation
	
	
	
	

	24/7 On-Call Staffing by 
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Clinical Supervisors
	
	
	
	

	24/7 On-Call Staffing by Case Managers
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Mobile Response Team
	No
	Don’t Know (DK
	Don’t Know (DK
	Don’t Know (DK

	Crisis Central Location Capacity for Adult Consumers
	 
	 
	 
	 

	Crisis Care Facility
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Hospital Emergency 
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Department
	
	
	
	

	Hospital contract for 
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	 Crisis Observation Beds
	
	
	
	

	Transportation Service to 
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Hospital or Crisis Care 
	
	
	
	

	Facility
	
	
	
	

	 
	
	
	
	

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

	24/7 On-Call Psychiatric 
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Consultation
	
	
	
	

	 
	SFY 2011
	                                               SFY 2012

	Service Category
	(Question 1)
	(Question 2)
	(Question 3)
	(Question 4)

	
	Offered Service
	Plan to:
	Medicaid Consumer Usage:
	Non-Medicaid Consumer Usage:

	
	Yes/No/Don’t Know
	Introduce (Intro)
	Increase (I)
	Increase (I)

	
	Specify the answer for each category
	Eliminate (E)
	Decrease (D)
	Decrease (D)

	
	 
	Increase (I)
	No Change (NC)
	No Change (NC)

	
	 
	Decrease (D)
	Don’t Know (DK
	Don’t Know (DK

	
	 
	No Change (NC)
	Specify the answer for each category
	Specify the answer for each category

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	24/7 On-Call Staffing by 
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Clinical Supervisors
	
	
	
	

	24/7 On-Call Staffing by Case Managers
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Mobile Response Team
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Crisis Central Location Capacity for C&A Consumers
	 
	 
	 
	 

	Crisis Care Facility
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Hospital Emergency Department
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Hospital Contract for Crisis Observation Beds
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Transportation Service to Hospital or Crisis Care Facility 
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	 
	 
	 
	 
	 

	Partial Hospitalization,
	Yes      
	 
	 
	 

	less than 24 hr.
	
	Increase (I)
	Increase (I)
	Increase (I)

	Community Psychiatric
	Yes      
	 
	 
	 

	Supportive Treatment
	
	 
	 
	 

	(Ind.)
	
	Increase (I)
	Increase (I)
	Increase (I)

	Community Psychiatric
	Yes      
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Supportive Treatment
	
	
	
	

	(Grp.)
	
	
	
	

	Assertive Community
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Treatment (Clinical
	
	
	
	

	Activities)
	
	
	
	

	Assertive Community
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Treatment (Non-Clinical
	
	
	
	

	Activities)
	
	
	
	

	Intensive Home Based
	No 
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Treatment (Clinical
	
	
	
	

	Activities)
	
	
	
	

	
	
	
	
	

	 
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
	(Question 2)
	(Question 3)
	(Question 4)

	
	Offered Service
	Plan to:
	Medicaid Consumer Usage:
	Non-Medicaid Consumer Usage:

	
	Yes/No/Don’t Know
	Introduce (Intro)
	Increase (I)
	Increase (I)

	
	Specify the answer for each category
	Eliminate (E)
	Decrease (D)
	Decrease (D)

	
	 
	Increase (I)
	No Change (NC)
	No Change (NC)

	
	 
	Decrease (D)
	Don’t Know (DK
	Don’t Know (DK

	
	 
	No Change (NC)
	Specify the answer for each category
	Specify the answer for each category

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Intensive Home Based
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Treatment (Non- Clinical
	
	
	
	

	Activities)
	
	
	
	

	 
	
	
	
	

	Behavioral Health Hotline
	Yes
	Decrease (D)
	No Change (NC)
	Decrease (D)

	Service
	
	
	
	

	Other MH Svc, not
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	otherwise specified
	
	
	
	

	(healthcare services)
	
	
	
	

	Other MH Svc.,
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	(non-healthcare services)
	
	
	
	

	Self-Help/Peer Svcs.
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	(Peer Support)
	
	
	
	

	Adjunctive Therapy
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Adult Education
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Consultation
	Yes
	Decrease (D)
	No Change (NC)
	Decrease (D)

	Consumer Operated
	Yes
	Decrease (D)
	No Change (NC)
	Decrease (D)

	Service
	
	
	
	

	Employment
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	(Employment/Vocational)
	
	
	
	

	Information and Referral
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Mental Health Education
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Occupational Therapy
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Service
	
	
	
	

	Prevention
	Yes
	Decrease (D)
	No Change (NC)
	Decrease (D)

	School Psychology
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Social & Recreational
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	 
	
	
	
	

	Service
	
	
	
	

	Community Residence
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Crisis Care/Bed Adult  [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	 
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
	(Question 2)
	(Question 3)
	(Question 4)

	
	Offered Service
	Plan to:
	Medicaid Consumer Usage:
	Non-Medicaid Consumer Usage:

	
	Yes/No/Don’t Know
	Introduce (Intro)
	Increase (I)
	Increase (I)

	
	Specify the answer for each category
	Eliminate (E)
	Decrease (D)
	Decrease (D)

	
	 
	Increase (I)
	No Change (NC)
	No Change (NC)

	
	 
	Decrease (D)
	Don’t Know (DK
	Don’t Know (DK

	
	 
	No Change (NC)
	Specify the answer for each category
	Specify the answer for each category

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Crisis Care/Bed Youth [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Foster Care Adult
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	
	
	
	
	

	Foster Care Youth [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Residential Care Adult (ODMH Licensed) [see service definition below]
	Yes
	Decrease (D)
	No Change (NC)
	No Change (NC)

	Residential Care Adult (ODH Licensed) [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Residential Care Youth [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

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

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

	Permanent Supportive Housing (Subsidized) Adult [see service definition below]
	Yes
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Independent Community Housing  Adult (Rent or Home Ownership) [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Temporary Housing Adult [see service definition below]
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Forensic Service
	Yes
	Decrease (D)
	No Change (NC)
	Decrease (D)

	Inpatient Psychiatric
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Service Adult (Private hospital only)
	
	
	
	

	Inpatient Psychiatric
	No
	No Change (NC)
	No Change (NC)
	No Change (NC)

	Service Youth (Private hospital only) 
	
	
	
	

	
	
	
	
	





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

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

	
Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

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

	
Total #:
Type 1Residential Facility - 18


Residential Support - 1


Supervised Group Living – 15




	
Res tx – 1 unit

Res sup – 1 unit

Super Gp Living – 2 units
                 
	
Res Tx- 18 beds 

Res Sup – 1 bed

Super Gp Living – 15 beds                


	
	
	· 
	Forensic #: 2
	
	

	
	
	· 
	Sex Offender #:  1
	
	

	
	
	· 
	
	
	

	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 #:
Adult Care Facilities – 130 


	

9 units 
	

130 beds

	
	
	· 
	Forensic #:

	0
	0

	
	
	· 
	Sex Offender #:
		0
	1

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

	
	
	· 
	Forensic #:

	
	

	
	
	· 
	Sex Offender #:
	
	

	Temporary Housing 

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

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	Board/Agency Owned Community Residence 

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

	
Total #:
	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

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

	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.) 
	· HAP
· Housing as Housing
· Supervised Apartments
· Supportive Housing
· Person with Section 8 or Shelter Plus Care Voucher
· Tenant has lease
Supportive Services staff primary offices are on-site and their primary function are to deliver supportive services on-site; these staff many accompany residents in the community to access resources.
	
Total #:
Supportive Housing – 105

Persons with Section 8 or Shelter Plus Voucher
	

Sup housing – 60 units

Section 8 – 80 units
	

Sup housing - 105 beds

Section 8/Shelter Plus - 80 beds

	
	
	· 
	Forensic #:  5
	3
	5

	
	
	· 
	Sex Offender #:  0
	
	

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






	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	

	
	
	· 
	
	
	

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



	
	

	
	
	· 
	Forensic #:
	
	

	
	
	· 
	Sex Offender #:
	
	



State Hospital Inpatient Days  
		

	BOARD NAME_Paint Valley Alcohol, Drug Addiction & Mental Health (ADAMH) Board
2012 Planned Use of State Hospital Inpatient Days By Hospital/Campus

	1. Regional Psychiatric Hospital Name
Twin Valley-Columbus
	
1200

	

	

	

	

	

	

	Total All State Regional Psychiatric Hospitals Inpatient Days

	
1200



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


		Signed ____________________________________________
						Juni Frey
				ADAMH/CMH Board Executive Director





					          CSN Services


		I anticipate renewing contracts for CSN services.

		_____ Yes

		___X__ No





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

	Laura Perrott
	S.R. 159
	Chillicothe
	45601
	740-775-1260
	lperrott@spvmhc.org






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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Bill Hicks
  Manager





Willa Meredith
	ODMH Office of Forensic Svcs. 30 E. Broad St., Suite 2435

CCI,  15802 S.R. 104
	Columbus






Chillicothe
	43215






45601
	614-644-8905





740-774-7080

	






Willa.meredith@odrc.state.oh.us



















Board Membership Catalog for ADAMHS/ADAS/CMHS Boards 

			
				  			      

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Scott Trobough
	Appointment           Sex                   Ethnic Group 
  ODMH                   M                       White                   

Officer                    Hispanic or Latino (of any race)
                                                   NO
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
1935 Ottawa Drive
Circleville, OH  43113


	

	Telephone (include area code)
740-477-8988

	County of Residence
Pickaway
	

	Occupation
Minister
	

	Term
First Full Term
	Year Term Expires
2011
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Rodney Griffith
	Appointment           Sex                   Ethnic Group 
    County                  M                        White                               

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)
120 North Pickaway St.
Circleville, OH 45601


	

	Telephone (include area code)
740-474-4900

	County of Residence
Pickaway
	

	Occupation
Director of One Community Ministries-Prison and Reentry
	

	Term
Fill an unexpired term
	Year Term Expires
2013
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Tim Tener
	Appointment           Sex                   Ethnic Group 
  ODADAS               M                      White                                 

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)
355 Maumee Drive
Circleville, OH  43113


	

	Telephone (include area code)
740-477-3707

	County of Residence
Pickaway
	

	Occupation
Fire Chief
	

	Term
First Full Term
	Year Term Expires
2012
	









	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Wayne McLaughlin
	Appointment           Sex                   Ethnic Group 
 County                     M                      Black                     

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)
1055 Edgewood Drive
Chillicothe, OH  45601


	

	Telephone (include area code)
740-772-1272

	County of Residence
Ross
	

	Occupation
Executive Director of Ross Co. Community Action Commission
	

	Term
First Full Term
	Year Term Expires
2012
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Dr. Nathan Shiflett
	Appointment           Sex                   Ethnic Group 
   County                    M                       White                                

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
X Psychiatrist                                  |_| Advocate
|_| Other Physician

	Mailing Address (street, city, state, zip)
1743 Delano Road
Chillicothe, OH  45601


	

	Telephone (include area code)
740-775-1531

	County of Residence
Ross
	

	Occupation
Psychiatrist for Adena Hospital
	

	Term
First Full Term
	Year Term Expires
2009
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Joan Pelfrey
	Appointment           Sex                   Ethnic Group 
   ODADAS              F                          White                              

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                          X Professional
|_| Psychiatrist                                  |_| Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)
2444 Rocky Road
Chillicothe, OH  45601


	

	Telephone (include area code)
740-773-3713

	County of Residence
Ross
	

	Occupation
Retired Alcohol & Drug Addiction Professional
	

	Term
First Full Term
	Year Term Expires
2011
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
William B. Blaney
	Appointment           Sex                   Ethnic Group 
  ODADAS               M                        White                                 

Officer                    Hispanic or Latino (of any race)
                                                  NO       
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
260 Steiner Road
Chillicothe, OH  45601


	

	Telephone (include area code)
740-775-2230

	County of Residence
Ross
	

	Occupation
Corrections Supervisor
	

	Term
First Full Term
	Year Term Expires
2009
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Pat Brinkman
	Appointment           Sex                   Ethnic Group 
    County                  F                        White                 

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)
1217 Bramble Avenue
Washington C.H., OH  43160


	

	Telephone (include area code)
740-335-8099

	County of Residence
Fayette
	

	Occupation
OSU Extension Educator-County Director
	

	Term
First Full Term
Second Full Term
	Year Term Expires
2013
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Sue Turner
	Appointment           Sex                   Ethnic Group 
  County                   F                         White                                 

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)
6912 White Oak Road, NE
Bloomingburg, OH  43106


	

	Telephone (include area code)
740-437-7684

	County of Residence
Fayette
	

	Occupation
Service & Support Administrator for Fayette Co. MR/DD
	

	Term
First Full Term
	Year Term Expires
2011
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Faye Williamson
	Appointment           Sex                   Ethnic Group 
  County                    F                        White                                 

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)
921 S. Main Street
Washington C.H., OH  43160


	

	Telephone (include area code)
740-335-6345

	County of Residence
Fayette
	

	Occupation

	

	Term
First Full Term
	Year Term Expires
2012
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
James O. Hopkins
	Appointment           Sex                   Ethnic Group 
   ODADAS              M                       White                             

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                                  X Advocate
|_| Other Physician


	Mailing Address (street, city, state, zip)
6205 Dunlap Road
Hillsboro, OH  45133


	

	Telephone (include area code)
937-393-5130

	County of Residence
Highland
	

	Occupation
Retired School Teacher
	

	Term
First Full Term
	Year Term Expires
2011
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Ralph Minter
	Appointment           Sex                   Ethnic Group 
  County                    M                       White                     

Officer                    Hispanic or Latino (of any race)
Sec’y/Treasurer                         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)
573 Pennington Road
Waverly, OH  45690


	

	Telephone (include area code)
740-947-2398

	County of Residence
Pike
	

	Occupation
Retired
	

	Term
Second Full Term
	Year Term Expires
2012
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Judy Dixon
	Appointment           Sex                   Ethnic Group 
  County                    F                        White                                 

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)
115 W. 5th Street
Waverly, OH  45690


	

	Telephone (include area code)
740-708-3807

	County of Residence
Pike
	

	Occupation
Executive Director of Pike Co. Outreach Council
	

	Term
First Full Term
	Year Term Expires
2011
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Gary Schluep
	Appointment           Sex                   Ethnic Group 
      County                 M                     White

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)

450 North Street
Greenfield, OH  45123


	

	Telephone (include area code)
937-876-9637

	County of Residence
Highland
	

	Occupation
Self Employed-Home Improvement
	

	Term
First Full Term
	Year Term Expires
2014
	

	Board Name
Paint Valley ADAMH Board
	Date Prepared
1/18/2011

	Board Member
Kevin (Jack) Clark
	Appointment           Sex                   Ethnic Group 
    County                 M                       White                               

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)
220 Clark Drive
Circleville, OH  43113



	

	Telephone (include area code)

740-474-2466
	County of Residence
Pickaway
	

	Occupation
Police Detective for City of Circleville
	

	Term
First Full Term
	Year Term Expires
2014
	

	
	
	






































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

	


	


	


	






















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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