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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Boards, Alcohol and Drug Addiction Services (ADAS) Boards and Community Mental Health Services (CMH) Boards are required by Ohio law to prepare and submit to the Ohio Department of Alcohol and Drug Addiction Services (ODADAS) and/or the Ohio Department of Mental Health (ODMH) a plan for the provision of alcohol, drug addiction and mental health services in its service area.  Three ADAS Boards submit plans to ODADAS, three CMH Boards submit plans to ODMH, and 47 ADAMHS Boards submit their community plan to both Departments.  The plan, which constitutes the Board’s application for funds, is prepared in accordance with procedures and guidelines established by ODADAS and ODMH.  This plan covers state fiscal years (SFY) 2012 – 2013 (July 1, 2011 through June 30, 2013).

The requirements for the community plan are broadly described in state statute.  In addition, federal requirements that are attached to state block grant dollars regarding allocations and priority populations also influence community planning.

Ohio Revised Code (ORC) 340.03 and 340.033 – Board Responsibilities

Section 340.03(A) of the Ohio Revised Code (ORC) stipulates the Board’s responsibilities as the planning agency for mental health services.  Among the responsibilities of the Board described in the legislation are as follows:

1) Identify community mental health needs;

2) Identify services the Board intends to make available including crisis intervention services;

3) Promote, arrange, and implement working agreements with social agencies, both public and private, and with judicial agencies;

4) Review and evaluate the quality, effectiveness, and efficiency of services; and

5) Recruit and promote local financial support for mental health programs from private and public sources.

Section 340.033(A) of the Ohio Revised Code (ORC) stipulates the Board’s responsibilities as the planning agency for alcohol and other drug addiction services.  Among the responsibilities of the Board described in the legislation are as follows: 

1)  Assess service needs and evaluate the need for programs;

2)  Set priorities;

3)  Develop operational plans in cooperation with other local and regional planning and development bodies;

4)  Review and evaluate substance abuse programs;

5)  Promote, arrange and implement working agreements with public and private social agencies and with judicial agencies; and

6)  Assure effective services that are of high quality.

ORC Section 340.033(H)

Section 340.033(H) of the ORC requires ADAMHS and ADAS Boards to consult with county commissioners in setting priorities and developing plans for services for Public Children Services Agency (PCSA) service recipients referred for alcohol and other drug treatment.  The plan must identify monies the Board and County Commissioners have available to fund the services jointly.  The legislation prioritizes services, as outlined in Section 340.15 of the ORC, to parents, guardians and care givers of children involved in the child welfare system.

OAC Section 5122-29-10(B)

A section of Ohio Administrative Code (OAC) addresses the requirements of crisis intervention mental health services.  According to OAC Section 5122-29-10(B), crisis intervention mental health service shall consist of the following required elements:

(1) Immediate phone contact capability with individuals, parents, and significant others and timely face-to-face intervention shall be accessible twenty-four hours a day/seven days a week with availability of mobile services and/or a central location site with transportation options. Consultation with a psychiatrist shall also be available twenty-four hours a day/seven days a week. The aforementioned elements shall be provided either directly by the agency or through a written affiliation agreement with an agency certified by ODMH for the crisis intervention mental health service;

(2) Provision for de-escalation, stabilization and/or resolution of the crisis;

(3) Prior training of personnel providing crisis intervention mental health services that shall include but not be limited to: risk assessments, de-escalation techniques/suicide prevention, mental status evaluation, available community resources, and procedures for voluntary/involuntary hospitalization. Providers of crisis intervention mental health services shall also have current training and/or certification in first aid and cardio-pulmonary resuscitation (CPR) unless other similarly trained individuals are always present; and

(4) Policies and procedures that address coordination with and use of other community and emergency systems.

HIV Early Intervention Services

Eleven Board areas receive State General Revenue Funds (GRF) for the provision of HIV Early Intervention Services.  Boards that receive these funds are required to develop HIV Early Intervention goals and objectives and include: Butler ADAS, Eastern Miami Valley ADAMHS, Cuyahoga ADAS, Franklin ADAMHS, Hamilton ADAMHS, Lorain ADAS, Lucas ADAMHS, Mahoning ADAS, Montgomery ADAMHS, Summit ADAMHS and Stark ADAMHS Boards.

Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant

The federal Substance Abuse Prevention and Treatment (SAPT) Block Grant requires prioritization of services to several groups of recipients.  These include: pregnant women, women, injecting drug users, clients and staff at risk of tuberculosis, and early intervention for individuals with or at risk for HIV disease.  The Block Grant requires a minimum of twenty (20) percent of federal funds be used for prevention services to reduce the risk of alcohol and other drug abuse for individuals who do not require treatment for substance abuse.

Federal Mental Health Block Grant

The federal Mental Health Block Grant (MHBG) is awarded to states to establish or expand an organized community-based system for providing mental health services for adults with serious mental illness (SMI) and children with serious emotional disturbance (SED). The MHBG is also a vehicle for transforming the mental health system to support recovery and resiliency of persons with SMI and SED.  Funds may also be used to conduct planning, evaluation, administration and educational activities related to the provision of services included in Ohio's MHBG Plan.

Environmental Context of the Community Plan

Economic Conditions and the Delivery of Behavioral Health Care Services

Note:  Census and demographic characteristics referred to in this discussion are based upon the U.S. Census Bureau’s State and County QuickFacts, last revised Friday, June 3, 2011.  All subsequent county and state demographic information is based upon this same source.   Consumer characteristics are based upon information from the MACSIS Datamart for FY2010, extract dated July 2, 2011. Some service delivery trend information was provided directly by provider agencies.
Portage County’s population of 161,419 ranks 19th out of the 88 counties in the state, and its population has grown 6.2% from 2000 to 2010, as compared to 1.6% statewide.  Economic indicators suggest that while Portage County is not the hardest hit by the downturn that is still plagues Ohio, it is also not doing much better than the rest of the state. 

· The percent of persons below poverty level is 14.3%, slightly lower than the state's 15.1%. 

· Unemployment in June 2011 was 8.7% compared to 9.2% for Ohio; Portage County ranked 70th in unemployment in the state, according to the  Ohio Department of Job and Family Services Office of Workforce Development 's June report, which cited a range of  unemployment rates from  15.4% for Pike County to 6.6% for Mercer County.

· Median household income is $49,089 as compared to the median household income of $45,467 for Ohio as a whole.

Although our population has grown, and we have had a 13.57% increase in residents in treatment since the last Community Plan, our state revenues from ODMH and ODADAS have declined, and the Governor's Budget also reduced our Utility Deregulation and Personal Property Tax Revenues.  Our levies are aging, and we have seen no increase in our levy funding since 2004.  

Our most successful attempt to control our revenue losses was aggressive management of state hospital bed days, utilizing local hospitals which charge a lower per diem, and increasing our subsidy to our Crisis and Crisis Intervention programs.  This enabled us to increase our 408 flex dollars enough to minimize the impact of our eroding allocations after the 505 funding was discontinued.  However, those funds are no longer available to us, although we are still incurring the local expenses to keep our bed days low.

The biggest blow we have encountered since the loss of the 505 was the loss of the ARRA Medicaid subsidy and the 408 flex.  Before the 505 was cut, we had been receiving over $1,000,000 a year in 505 funding.  In FY2009, this was halved mid-year, and in FY2010 we received no 505 funding at all.  However, in FY2010 we received $643,942 in ARRA funding that, in conjunction with the additional 408 flex that we gained through our reduction of hospital bed days, enabled us to avoid passing on $1,000,000 in cuts to our providers.

In FY2012, with the elevation of Medicaid and the state's decision to calculate our funding based on previous year's formulas, and then designate a match line item, we have gone from approximately $1,000,000 in discretionary funding for non-Medicaid services to about $381,000, primarily because the loss of ARRA FFP increased match expense, and we have been forced to pass along cuts to our providers.

Steadily decreasing non-Medicaid dollars are forcing us to prioritize programs and services, and prepare to cut programs and services that are valuable to and valued by the community, to enable us to maintain our mandated core services.  Providers must lay off service providers. This process is destructive to service capacity building; when and if health care reform progresses sufficiently to increase the number of Portage County citizens with mental health and alcohol and drug coverage, there will be fewer professionals to deliver the services.

Service delivery trends related to economic hardships include:
· Increased call volume for the Helpline

· Client crisis levels are higher based on economic stressors and our clients report more hopelessness about their future, especially in regard to obtaining employment and finding affordable housing.

· The demand for Helpline, crisis intervention & pre-screening is high and utilization is very high.  The stress associated with the economic conditions including long term unemployment for people with an extensive work history is contributing to depression and high risk behaviors.  This is contributing to increased hospitalizations at private hospitals.
· The percent of people without a payor at diagnostic assessment has increased.  This enhances the urgency for case managers to work with the person to gain rapid access to benefits including Medicaid, food stamps, etc.
· Recent budget cuts resulted in significant cuts to residential services resulting in Coleman only operating one group home with 24/7 supervision.  People are living in supportive living who need a higher level of care due to psychiatric, behavioral, or health conditions but who do not meet nursing home eligibility for health conditions and are at risk in current housing.
· Mental Health counseling services for adults who are indigent has been cut significantly.  It’s believed this contributes to increased need for crisis intervention as stated above.  It is anticipated that short term counseling for people who are indigent and funded by MACSIS Non-Medicaid will be depleted prior to the end of the fiscal year even with a utilization system to manage length of stay.
· CPST for people who are indigent and utilizing MACSIS Non-Medicaid will need to be short term/time limited for many people due to the cuts to MACSIS Non-Medicaid.
· Staff reductions resulting in increased workload individual employees.

Implications of Health Care Reform on Behavioral Health Services

· Collaboration with primary care is important with or without health care reform.  The FQHC’s can be the Medical home for many patients.  One board contract agency, Coleman Professional Services has worked with the Portage local FQHC for over a year to increase collaboration and to assure physical health needs are met.  Collaboration with other primary care providers will also be essential. A board funded position is currently based at the FQHC.
· Consideration is being given to fitting board funded services into the Healthcare Neighborhood concept being discussed in healthcare reform.
· The board is considering a partnership with an Accountable Care Organization to address the need for BH services.
· BH services have a role in addressing prevention which is emphasized in healthcare reform.
· To meet the needs of an ACO, it will be necessary to have same day/next day access for high risk patients.  While this is achievable for some BH servicescounseling, but will be a challenge for psychiatry.  Identifying how to accomplish this for psychiatry will need to be a major focus.
· It is yet to be determined how medical homes will affect criminal justice referrals
· Heatlh care reform is expected to affect prevention services and evidence based practices, but it is not clear what ways
· The development of electronic health records systems that are compatible with those used in physical health care is an important strategic goal.
Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area

The following discussion focuses on the analysis of the population in treatment first using demographic characteristics, and then looking at the severity of the illness within the population, using the MACSIS DATAMART to identify the proportion of SED/SMI within the population in treatment.  Client counts and dollars spent are both used in the analysis. 

Summary of General Demographic Population Analysis:  Age, Gender, and Race

In summary, the total population in treatment (all those receiving Mental Health and/or AOD treatment services) is compared to the general county population to determine if services are distributed evenly amongst county residents, based on three demographic characteristics:  age, gender, and race.  This allows the Board to target underserved populations.

GENDER.  The population in treatment closely mirrors the county population demographics when considering gender (.5% variance between the general population and the population in treatment), and the distribution of gender within the county remains virtually unchanged from FY2007 to FY2010, and equivalent to gender population distribution to the state as a whole.

RACE. The racial characteristics of the general  population in Portage County is predominately white (92.27%), with the African American population (at 4.14%) and the other race category (at 3.59%) making up less than 8% of the population.  Since the last biennium the race distribution within the county has changed slightly: the Other demographic category has grown by about .9%, while the white population has decreased about the same amount, and the African American population has remained stable. 

The total population in treatment is distributed fairly equitably with respect to the general population, with the percentage of the African American population in treatment exceeding the percentage of African Americans in the general population by 2.5%, while the percentage of the white population in treatment is 1.6% less than the general population, and the Other population in treatment is about .8% less than the general population.

AGE. However, there is considerable disparity between the age distribution in the general population and that of the population in treatment.  This was the case in FY2007, and continues to be the case in FY2010. There are a disproportionate number of children in treatment when compared to those in the general population.  In addition, adults 65 and over receive virtually no services, and that population is growing.  When the AOD and MH populations are looked at separately (below) these disparities shift somewhat:  the low number of children receiving AOD treatment services is masked by the disproportionately high MH treatment services provided to children and adolescents.

Summary of SED and SMI Population Analysis

The Board is able to serve the SED/SMI clients of Portage County who have been identified in the MACSIS Datamart as being SED/SMI—in FY2010 48.5% of the consumers in treatment (2,868 consumers of the 5,914 consumers who received mental health services).  Thus the Board was providing treatment services to 3,046 consumers who were not SED/SMI.  However, the treatment services provided to the consumers with SED/SMI utilized 79.48% of the Board mental health match and non-Medicaid dollars, leaving very few resources available for treatment services for others in need.

Some consumers with SED/SMI also use drug and alcohol addiction treatment services (192 consumers in FY2010).  When mental health services and drug and alcohol addiction services are considered together, the percentage of the total MACSIS match and non-Medicaid expended for the SED/SMI population decreases to 66%.

However, since the current SED/SMI definition is partially dependent upon the frequency and type of services received by the client, the lack of funding to purchase more services may be artificially deflating the actual number of SED/SMI.  This dependence on expenditure levels may also be contributing to the apparent higher incidence of severe mental illness in children that is reflected below.  Children are more likely to be eligible for Medicaid, more money is thus spent on children's services, and the SED penetration rate goes up.

SPECIFIC DEMOGRAPHIC INFORMATION:  AGE, GENDER, and RACE

Summary tables below compare the age, gender, and race of the general population of Portage County to those of the Portage County Board consumers (consumers of mental health services and alcohol and drug services are combined).

AGE. The first table compares the age distribution of the Portage County general population to the distribution of consumers by age.  Two basic disparities are apparent.  The percentage of children in treatment exceeds the percentage of children found in the general population by approximately 10.69%, and the percentage of adults age 65 and over in the general population exceeds the percentage of those same older adults in treatment by 11.69%; thus, it appears that children are being over-served, and older adults are being underserved.  This disparity has grown about 1.4% since FY2008.

	AGE 
	County Population
	% of Total
	Consumer Count
	% of Total

	ODMH & ODADAS
	00 - 17
	33,678
	20.86%
	2,164
	31.55%

	
	18 - 64
	106,922
	66.24%
	4,612
	67.24%

	
	65+
	20,819
	12.90%
	83
	1.21%

	
	Totals
	161,419
	100.00%
	6,859
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 6,788


These numbers do not indicate the amount of service each age group receives, so the table below looks at total dollars spent for MACSIS services(Board funds and Human Services Reimbursement (Medicaid)) and Board funds only (non-Medicaid and Medicaid match dollars) in FY2010 for the same age groups.
	DOLLARS SPENT by CONSUMER AGE
	Board Cost:  Includes Medicaid
	% of Total
	Board Funds Only: Match & Non- Medicaid
	% of Total

	ODMH & ODADAS
	00 - 17
	$4,203,199 
	40.95%
	$1,330,577 
	26.06%

	
	18 - 64
	$5,943,427 
	57.91%
	$3,693,818 
	72.35%

	
	65+
	$117,073 
	1.14%
	$80,929 
	1.59%

	
	Totals
	$10,263,699 
	100.00%
	$5,105,324 
	100.00%

	2-Jul-11
	 


An examination of the dollars spent shows that the inequitable distribution remains, and is in fact more marked (~ +20.09%), when considering Board Cost for children.  This makes sense, since it includes Medicaid, and Medicaid is far more readily available for children, and is paid at a higher rate of reimbursement.  When looking at Board funds alone, the disproportionate spending appears to be less marked for children—only +5.2%.  However, the combination of alcohol and drug services and mental health services is masking some differences in spending for children.  The table below shows mental health services by age group, and the disparity in funding by age group is even greater.

.

	 AGE
	County Population
	% of Total
	MH Consumer Count
	% of Total

	ODMH
	00 - 17
	33,678
	20.86%
	2,117
	35.40%

	
	18 - 64
	106,922
	66.24%
	3,783
	63.26%

	
	65+
	20,819
	12.90%
	80
	1.34%

	
	Totals
	161,419
	100.00%
	5,980
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 5,914


	
	
	
	
	
	

	DOLLARS SPENT by CONSUMER AGE
	Board Cost:  Includes Medicaid
	% of Total
	Board Funds Only: Match & Non- Medicaid
	% of Total

	ODMH
	00 - 17
	$4,023,755 
	46.20%
	$1,277,832 
	31.98%

	
	18 - 64
	$4,568,666 
	52.46%
	$2,637,247 
	66.00%

	
	65+
	$116,640 
	1.34%
	$80,630 
	2.02%

	
	Totals
	$8,709,061 
	100.00%
	$3,995,709 
	100.00%

	2-Jul-11
	 


In both categories (Board cost including Medicaid and Board Cost only), however, spending remains far lower (~ -11%) for the aged in the county than would seem to be warranted by the general population distribution in the county.  

When the same age information is examined for consumers in AOD treatment in Portage County, it is apparent that the older adults and children and adolescents receive very few AOD services.  Children, youth, and older adults are apparently underserved. 

	 AGE
	County Population
	% of Total
	AOD Consumer Count
	% of Total

	ODADAS
	00 - 17
	33,678
	20.86%
	94
	7.23%

	
	18 - 64
	106,922
	66.24%
	1,204
	92.54%

	
	65+
	20,819
	12.90%
	3
	0.23%

	
	Totals
	161,419
	100.00%
	1,301
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 1,295


	DOLLARS SPENT by CONSUMER AGE
	Board Cost:  Includes Medicaid
	% of Total
	Board Funds Only: Match & Non- Medicaid
	% of Total

	ODADAS
	00 - 17
	$179,444 
	11.54%
	$52,745 
	4.75%

	
	18 - 64
	$1,374,761 
	88.43%
	$1,056,571 
	95.22%

	
	65+
	$434 
	0.03%
	$299 
	0.03%

	
	Totals
	$1,554,639 
	100.00%
	$1,109,615 
	100.00%

	2-Jul-11
	 


GENDER.  The first table compares the gender distribution of the Portage County general population to the distribution of consumers by gender. The percentage of males in treatment is .2% higher than the percentage of males in the general population, and the percentage of females in treatment is .2% lower than the percentage of females in the general population.
	 GENDER
	County Population
	% of Total
	Consumer Count
	% of Total

	ODMH & ODADAS
	M
	78,841
	48.84%
	3,329
	49.04%

	
	F
	82,578
	51.16%
	3,459
	50.96%

	
	Totals
	161,419
	100.00%
	6,788
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 6,788


Since these numbers do not indicate the amount of service each gender group receives, the table below looks at total dollars spent (Board funds and Human Services Reimbursement (Medicaid)) and Board funds only (non-Medicaid and Medicaid match dollars) in FY2010 for the same gender groups.

	DOLLARS SPENT by CONSUMER GENDER
	Board Cost:  Includes Medicaid
	% of Total
	Board Funds Only: Match & Non- Medicaid
	% of Total

	ODMH & ODADAS
	M
	$5,207,732 
	50.74%
	$2,628,468 
	51.48%

	
	F
	$5,055,967 
	49.26%
	$2,476,856 
	48.52%

	
	Totals
	$10,263,699 
	100.00%
	$5,105,324 
	100.00%


Unlike the .2% variance in the number of clients served with respect to the gender distribution in the general population, there is slightly less than  2% variance between the general population distribution and the distribution of dollars spent on the population in treatment.

RACE.  The first table compares the race distribution of the Portage County general population to the distribution of consumers by race.  The African American race category shows a 2.5% variance between the county-wide population distribution, and the distribution within the consumers; the consumer percentage is higher.  This is .5% more than in FY2008.  The White race category seems to be underserved by approximately 1.6%, while the Other race category is underserved by .8%.   

	 RACE
	County Population
	% of Total
	Consumer Count
	% of Total

	ODMH & ODADAS
	White
	148,936
	92.27%
	6,155
	90.67%

	
	African American
	6,687
	4.14%
	454
	6.69%

	
	Unknown
	
	0.00%
	43
	0.63%

	
	Other* 
	5,796
	3.59%
	136
	2.00%

	
	Totals
	161,419
	100.00%
	6,788
	99.99%

	2-Jul-11
	*The County “Other” category includes American Indians and Alaskan Natives (296, 0.18%), Asian (2,305, 1.4%), Other (443, 0.28%), and two or more races (2742, 1.7%).


Since these numbers do not indicate the amount of service each race group receives, the table below looks at total dollars spent (Board funds and Human Services Reimbursement (Medicaid)) and Board funds only (non-Medicaid and Medicaid match dollars) in FY2010 for the same Race groups.  Here the variances follow a similar pattern to the table above, but are slightly higher, with the African American category apparently benefitting from the lower white and other categories.

	DOLLARS SPENT BY CONSUMER RACE
	Board Cost:  Includes Medicaid
	% of Total
	Board Funds Only: Match & Non- Medicaid
	% of Total

	ODMH & ODADAS
	White
	$9,201,317 
	89.65%
	$4,657,876 
	91.24%

	
	African American
	$782,097 
	7.62%
	$338,835 
	6.64%

	
	Unknown
	$74,103 
	0.72%
	$22,845 
	0.45%

	
	Other*
	$206,182 
	2.01%
	$85,768 
	1.68%

	
	Totals
	$10,263,699 
	100.00%
	$5,105,324 
	100.01%

	
	* See note on previous table


SPECIFIC DEMOGRAPHIC RATE INFORMATION:  SED/SMI

Consumers with Serious Emotional Disturbance (SED) or Severe Mental Illness (SMI) or Severe and Persistent Mental Illness (SPMI) are our major target population—the consumers who are most in need of our services. These tables utilize the MACSIS Datamart formula for categorization, and the current SED/SMI definition formula is partially dependent upon the frequency and type of services received by the client. Thus the lack of funding to purchase more services may be artificially deflating the actual number of SED/SMI.  This dependence on expenditure levels may also be contributing to the apparent higher incidence of severe mental illness in children that is reflected below.  Children are more likely to be eligible for Medicaid, more money is thus spent on children's services, and the SED penetration rate goes up.

The first table looks at all MACSIS spending for the Department of Mental Health for Portage County.  The consumers with SED/SMI make up 48.50% of the mental health services consumers, but 84.23% of the total dollars spent (includes FFP) and 79.48% of the Board match and non-Medicaid dollars are spent in treatment for this population.

	SED/SMI
	Consumer Count
	% of Total
	Total Dollars Spent
	% of Total
	Match & non-Medicaid Dollars Spent
	% of Total

	ODMH
	SED/SMI
	2,868
	48.50%
	  7,335,254 
	84.23%
	    3,175,592 
	79.48%

	
	Non SED/SMI
	3,046
	51.50%
	  1,373,807 
	15.77%
	       820,117 
	20.52%

	
	Totals
	5,914
	100.00%
	8,709,061
	100.00%
	3,995,709
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 5,914
	
	


The second table looks at those clients served with ODADAS services that are also SED/SMI.  Although there is a far lower proportion of consumers who suffer from SED/SMI, this population utilizes a disproportionate share of the expenditures for alcohol and other drug treatment services.

	SED/SMI
	Consumer Count
	% of Total
	Total Dollars Spent
	% of Total
	Match & non-Medicaid Dollars Spent
	% of Total

	ODADAS
	SED/SMI
	192
	14.83%
	     342,084 
	22.00%
	       218,014 
	19.65%

	
	Non SED/SMI
	1,103
	85.17%
	  1,212,555 
	78.00%
	       891,602 
	80.35%

	
	Totals
	1,295
	100.00%
	1,554,639
	100.00%
	1,109,616
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 1,295
	
	


The final table shows the consumers of all behavioral health services.  When this combination is made, SED/SMI percentage of the consumer population drops to 42.35%, and the dollars spent percentage drops to 66.47% of MACSIS services.

	SED/SMI
	Consumer Count
	% of Total
	Total Dollars Spent
	% of Total
	Match & non-Medicaid Dollars Spent
	% of Total

	ODMH & ODADAS
	SED/SMI
	2,875
	42.35%
	  7,677,337 
	74.80%
	    3,393,605 
	66.47%

	
	Non SED/SMI
	3,913
	57.65%
	  2,586,362 
	25.20%
	    1,711,719 
	33.53%

	
	Totals
	6,788
	100.00%
	10,263,699
	100.00%
	5,105,324
	100.00%

	2-Jul-11
	Note: Unduplicated count of consumers is 6,788
	
	


The board is able to purchase treatment services for the non-SED/SMI population, however, since the accumulated statistics concerning the SED/SMI category is also looking at services received as a component of the formula to categorize the clients, the availability of funding has a direct impact on the number of identified consumers with SED/SMI.  For this reason, prevalance rates are considered in determmining capacity levels in the quantitative needs assessment section.

Other service delivery trends related to social and demographic trends include:

· The percent of clients participating in the costs of some portion of care has decreased since 2007
· The number of adults receiving mental health services at Coleman has continued to grow

· There is increased demand for psychiatry but without growing psychiatric resources

· 18% of TH II clients reporting use of heroin/opiates

· There has been a significant increase in Helpline calls related to heroin/opiate use and in demand for detox services for heroin/ opiates

· Primary drugs of choice reported for adults are alcohol, marijuana and crack/ cocaine

· Primary drug of choice reported for adolescents is marijuana

· There has been an increase of heroin/ opiate use reported over the past (3) years from 11 % to 18%
· The Boards’ primary AOD provder, Townhall II, has not had a request for services for problem gambling.
Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan

Achievements

The board has continued to reduce stigma through multiple strategies:

· Board public information programs including a new, more interactive web site and social media and web-based stigma reduction.

· Participating the OACBHA “Behavioral Health is Health Care”

· Continuing to support school-based prevention programs through its contract agencies despite the need to cut funding due to reduced state revenue.

· Increasing the use of evidence based practices and programs

· Co-sponsoring the Portage County Suicide Prevention Council and related projects

The board’s network has increased the integration of BH and health care resulting in:

· A partnership with the local FQHC

· A board funded counseling position located at the FQHC
The board’s network has continued to expand the use of evidence based services (See Section on EBP)

Through the Board’s Peer Support program, the number of Peer Support Specialists continues to grow.

Through the Board’s support of Portage County’s CIT program additional public safety and education personnel were trained.

Due to the Jail Diversion program, additional Portage County residents with mental illness have received treatment in lieu of jail.

Unrealized Goals

Portage County has not seen a decrease in the number of suicides. 2010 set a new record in the number of suicides. It is not possible to identify all of barriers that have contributed to the increase in suicides, However, economic hardship has been identified as a contributing cause.

The placement of youth in out of county placements continues to be higher than desired. The limited number of alternative solutions is thought one of the main barriers.

The system’s ability to continue provide short term counseling for people who are indigent and do not have Medicaid through the end of the fiscal year is increasingly difficult even with a utilization system to manage length of stay. This is due to reductions in available funds.
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

Qualitative Needs Assessment Process

The Board developed an Agency Needs Assessment for the Clinical Directors/Clinical leadership staff at its agencies. This survey was distributed to the Clinical Directors on December 8, 2010 and results were collected the week of December 20 through both written responses as well as following up either with phone or face-to-face contacts. All of the Clinical Directors indicated that their responses were formed through their ongoing discussions with clinical staff and supervisors, who provided input about their consumers’ expressed needs as well.

A “Portage County Behavioral Health Community Plan Input Survey” was developed and placed on-line on Survey Monkey in December 2010. An article was placed in the local newspaper, Record Courier, which asked for consumer and community responses. Responses were gathered until early January 2011.  In addition, a hard copy of this identical survey was developed, called the “Community Needs Assessment.”  This instrument was distributed in the following manner:

· The Board gathers qualitative data on an ongoing basis at its monthly local NAMI meetings that are held at the Board offices. At least one Board staff member attends these meetings. The current NAMI President is a family member of a consumer and also sits on the Board of Directors at the Mental Health and Recovery Board of Portage County. Input from consumers and family members was gathered in recent meetings through the Community Needs Assessment. 

· Consumer feedback was obtained through two group meetings in December 2010 with the Board’s Associate Director at Coleman Professional Services “Options”, a psychosocial rehabilitation service that provides a recovery-based, consumer-driven program that is designed to optimize a person’s personal, social and vocational competencies and skills in order to live successfully in the community. In addition, needs assessment forms were also distributed to consumers who were not able to attend the meeting. Also, the Associate Director conducted a needs assessment with an IDDT (Integrated Dual Diagnosis Disorder) therapy group at Coleman at the request of the consumers.

· The Board also is an active participant in the Family and Children First Council and the Interagency Clinical Assessment Team. At these meetings, the needs of children and families in the community are continually addressed and monitored. These two groups represent the local child-serving agencies in the county, providing a very comprehensive and in-depth assessment of current needs of families. FCFC consists of parent representatives and the following agencies: Juvenile Court, Department of Job and Family Services, public schools, Educational Service Center, MRDD, Children’s Advocacy Center, County Commissioners, County Health Department, Northeast Ohio Adoption Services, Department of Youth Services, United Way, Help Me Grow, and agencies served by the Mental Health and Recovery Board of Portage County. Information from FCFC and ICAT was collected through the distribution of the Community Needs Assessment in December 2010. 

· A Community Needs Assessment form was distributed to and data collected from the Portage County Mental Health Jail Diversion Team on December 21, 2010 consisting of representatives from mental health, Judges, law enforcement, corrections, Prosecutor’s Office, and adult Probation.

· A Community Needs Assessment form was distributed to and data collected on December 18, 2010 from the Portage County Suicide Prevention Coalition that consists of consumers, and representatives from the following organizations: mental health and AOD, Kent State University, Hiram College, Northeastern Universities College of Medicine, Agency on Aging, Veteran’s Administration and Juvenile Court.

· A Community Needs Assessment form was distributed to and data collected on December 18, 2010 from the Facilitation Education Action Team at Kent State University consisting of representatives from International Student and Scholar Services, Residence Services, College of Business, Intercollegiate Athletics Academic Services, Center for Student Involvement, Counseling and Human Development Services, Health Sciences, Office of Health Education and Promotion.

Quantitative Needs Assessment Process

The quantitative needs assessment process looks at the demographic characteristics of the county as a whole (age, gender, race) and compares them to the demographic characteristics of the consumers in treatment (alcohol and drug addiction treatment and mental health treatment) to determine the whether there is apparent equity in the access to services. (This analysis is presented in answer to Question 3, and is part of our evaluation plan.)

It also looks at the service penetration rates for the same demographic groups, and compares the service penetration rate to the epidemiological prediction of the prevalence of mental health and drug and alcohol addiction to evaluate the gap in services.

The penetration rate is considered for the alcohol and drug addiction treatment and mental health treatment consumers separately to identify disparities (if they exist) between the types of services provided.

Other Needs Assessment Processes

In addition its own needs assessment processes described above, the Board makes use of agency level needs assessment and continuous improvement processes.

These include (at Coleman):

· Annual Caseload Characteristics Report

· Year at a Glance Report

· Balanced Scorecard

· Annual Behavioral Health Rehabilitation Plan

· Customer Satisfaction.

At Townhall II, needs assessment takes the form of :

· Talking with community referral sources about their needs for service.

· Conducting an annual Referral Source Satisfaction Survey.

· Conducting regular Client Satisfaction Surveys – quarterly for outpatient services and ongoing for prevention services

· Quarterly program outcome and utilization data

· Utilize data and reports from Ohio Council, OACBHA, National Council, Join Together, National Institute on Health, SAMHSA, NIATX, CDC, CADCA, OPEC, and SAPT as resources for reliable research and policy recommendations.

· Ohio Youth Risk Behavior Survey (National Center for Chronic Disease Prevention and Health Promotion, Division of Adolescent and School Health), most recent 2007. Assessment tool is administered every 2 years.

· 2010 ODADAS State Epidemiological Outcomes Workgroup (SEOW) Reports

· National Health Goals (Healthy People 2010 was used in past, and the recently released Healthy People 2020) – nation’s high priority public health issues (10 leading health indicators) will be used for planning purposes over the next decade

· Update agency services based on all of the above as well as our staffing abilities and current funding.

· Survey of referral sources and gatekeepers in 2007 to determine current trends of prevention service requests

Findings of the needs assessment

Listed below are summaries from three sets of qualitative Needs Assessments: Consumer, Agency, and Community.

Agency Clinical Directors:

1. What are the needs (both treatment and prevention services) in Portage County for behavioral health care services? 

· More wraparound services/monies for SED children, e.g.,  therapeutic foster homes/ respite homes
· Increased coordination of service between mental health agencies and drug and alcohol agencies
· Frequent long waits for detox services.
· Limited availability of medication assisted services for low income individuals, including free or reduced costs for  medications
· Residents are often not aware of the behavioral healthcare services available

· An expansion of dual diagnosis services for individuals with low to moderate mental illness

· Lack of access to residential services for males in need of this level of care for substance abuse issues.  

· Improved access to employment resources

· Housing with intensive supports for individuals with mental illness, substance abuse, and/or  physical health issues.

· Issue of needing to obtain medical clearance to hospitalize a client at Heartland.

· Psychiatry services cannot meet the demand

· Need more outpatient services for clients with both mental illness and AOD problems

· Need more money for serving children in out-of-county residential placements

· For clients involved with the legal system, need more housing, employment and treatment options rather than jail.

· Transportation for clients that is more timely

2. What are the issues or concerns for individuals attempting to access behavioral health and treatment services in Portage County? 

· Money for gas to get to appointments is a struggle and current transportation system (bus) in Portage County is limited for most families to access appointments.  

· For families with insurance, sometimes the co-pays are too high for them to get all the needed services and so they choose to go with one service (psychiatry) even though they need another service (counseling) as well. 

· Individuals without Medicaid or insurance who cannot pay the sliding fee

· There also needs to be better coordination or wraparound for teens as they are turning 18 so that they receive independent living skills, etc.

· Access to treatment services within 5 to 10 days.

· For Hard of hearing clients, issues include the cost of contracting with interpreters and scheduling services convenient to both the person served and the interpreter.

· For Ex offenders, the issues relate to potential re-entry obstacles, such as difficulty obtaining housing and employment

· Hard to determine if a vet qualifies for services, especially in homeless as they need a DD14 to prove discharge but if dishonorably discharged, they do not qualify for VA services

3. What are the gaps, if any, in crisis care services and how can they be addressed?
· Respite homes where children and parents could take a break from one another but not have the child be sent to a residential placement or hospitalized.

· Hard to locate immediate detox treatment.

· Immediate substance abuse treatment services following detox for men and women – gap in service usually results in relapse. No residential facility for men in the county after detox.

· Working to merge short-term brief counseling services (e.g., 2-3 sessions) within existing crisis services for those clients who need outpatient therapy but have no payer.
4. What are the needs of your organization in regard to attracting and retaining licensed and competent staff members? Do you have sufficient qualified staff members to meet service delivery needs?
· Low salary, increased health insurance costs, no annual salary increases make it hard both to attract and retain staff.  

· No money to expand services and hire new staff.

· For CPST staff: hard for them to balance the demands for productivity and paperwork. Requires lots of retraining. 

· Hard to get minority staff members and male staff. Easy to get new graduates but harder to hire experienced staff.

5. What is your organization doing to “foster workforce development and increase cultural competence” for the benefit of consumers and for staff recruitment and training? In particular, refer to serving the deaf and hard of hearing population, veterans, ex-offenders, problem gamblers and individuals discharged from State Psychiatric Hospitals and released from state prisons without Medicaid eligibility.
Children's Advantage, Townhall II, Coleman Professional Services and Family and Community Services all provide at least annual trainings on “cultural competence” and all offer at least quarterly if not monthly continuing education trainings for licensure.  Topics for cultural competence have included trainings on economically challenged, developmentally disabled, and various minorities. Several of these trainings are organized in partnership with other local agencies in order to provide training opportunities to more professional staff at low or no cost. One agency provides extra money for staff to go to conferences external to the agency.

6. What should be the treatment and prevention priorities of the Mental Health and Recovery Board of Portage County?

· Prevention and treatment with children

· Funding work in the schools for identifying kids at risk as well as easier access to children getting services

· Child psychiatry

· Child Safety and Protection Programming
· Child Violence Prevention Programming
· Divorce Education
· Early Intervention Programming (AOD and AOD-related Programming)
· Evidenced-Based Practices
· Fetal Alcohol Spectrum Disorder 
· HIV/AIDS Prevention
· Youth-Led Prevention 
· SMI and SED populations:  Counseling, Psychiatry, Housing, CPST and supportive employment
· Prevention: Early identification of depression, especially in businesses.
· Medicaid funded services
· Crisis Care
· Male AOD three-quarter house/Sober Housing
Consumer/Family:

1. What are the needs (both treatment and prevention services) in Portage County for behavioral health care services? 

· Psychiatry services are not sufficient, including no inpatient unit at Robinson

· Transportation is not readily available for clients for appointments

· Case management services are viewed as important if not more important than other clinical services

· Lacking affordable housing

· Need rehab housing for men like Horizon House 

· Jobs and job training

· Caring providers who help with overcoming obstacles to treatment

2. What are the issues or concerns for individuals attempting to access behavioral health and treatment services in Portage County? 

· Takes at least three months to get an initial psychiatric appointment

· Difficult to access transportation for appointments – long waits

· Medication is expensive and cannot afford it

· Behavioral healthcare services are not consistently linked to other services that consumers are receiving
3. What should be the treatment and prevention priorities of the Portage Mental Health and Recovery Board?

· Crisis services

· Therapeutic groups

· Psychiatric services and ability to pay for prescribed medications

· Specialized housing (e.g., dual diagnosis) and supportive housing

· Need more focus on individualized goals along with more frequent monitoring and follow-up care

Community:

1.
What are the needs (both treatment and prevention services) in Portage County for behavioral health care services?

· Alcohol and drug services, including detox facility located in Portage

· Housing for mentally ill

· Crisis services and suicide prevention

· Prevention and treatment programs for children and adolescents as it pays off to treat them while they are young, e.g., bullying prevention

· Trauma treatment, including PTSD for veterans

· Help those without ability to pay and/or without insurance coverage

· Stigma reduction

· Psychiatric services and medication

· Employment services

· Dual diagnosis treatment

· Elder issues, including abuse

2.       What are the issues or concerns for individuals attempting to access behavioral health and treatment services in Portage County? 

· Transportation problems getting to appointments but also providing rides to other activities, e.g., educational, recreational

· Inability to pay for services

· Lack of awareness of what services are available

· Long wait times for appointments

· Need more counseling services in the schools for children
· Need more inpatient treatment for adolescents with drug/alcohol issues
3.       What should be the treatment and prevention priorities of the Portage Mental Health and Recovery Board?

· Suicide Prevention

· Trauma treatment

· Finding funds to help agencies provide services

· Education and Prevention services (e.g., bullying) – get more for your money and more cost efficient

· Focus on evidence-based treatments

· Crisis services for all regardless of income

· Drug court in Portage County

· Substance abuse services

The overall findings from the three sets of Needs Assessments indicated the following with respect to specific populations:

a.
Adult residents at the state psychiatric hospital (Heartland for Portage residents): The projected bed days for the past two years have exceeded the actual bed days.  This indicates that the needs of Portage residents for inpatient hospitalization at the state hospital are being met. The decrease in projected days appears due to several factors: (1) Consumers are being successfully diverted into community programs, including the Crisis Stabilization unit at Coleman, (2) the length of stay for the majority of consumers has been decreasing due to efforts by Coleman and their staff to work more closely with the hospital on discharge and aftercare planning, and (3) increase in use of a local hospital for inpatient psychiatric care for consumers who only need short-term hospitalization to decrease risk of harm to self or others. 

b.
Adults with severe mental disability (SMD) and children and adolescents with serious emotional disturbances (SED):  There has been a 67% increase in the number of adults presenting at the 24-hour Access Program who meet the criteria for full pre-hospital screening. There has also been an increase in the acuity level for adults served at the crisis residential program. In addition the Access program bears the brunt of the increasing service demand.  This has resulted in both longer waiting lists for clinical services and a decrease in the frequency of services, especially for outpatient therapy (e.g., most clients are seen every 2 to 3 weeks for therapy rather than weekly). This has resulted in some Consumers seeking non-crisis services between appointments through the crisis facility, Access. Access does have the advantage of being open 24 hours a day so consumers have excellent access to service at any time, but treatment can be disjointed as consumers are not able to see a designated provider on a regular basis. 

For the SED population, there has been a major increase in the severity and degree of risk of these children and adolescents, necessitating more placements in facilities outside the county. Costs for children in placement have exceeded the budget by over $77,000 in the current fiscal year that will result in a lower budget in FY12 to cover the projected deficit. These unprecedented increases in residential, group home and other out-of-home placements will directly result in reductions in services for non-Medicaid populations for the upcoming fiscal year. There is a need to provide more comprehensive wraparound-type of services in the county that would include the family and professionals such as an in-home family worker, case manager/CPST, developmental specialists, and psychiatrist. However, although the local agencies already attempt an integrated treatment planning approach, the financial costs of billable time and the difficulty of scheduling have been major barriers.

There has also been an increase in referrals for the assessment of children and adolescents who may be identified as having Autism Spectrum Disorder or Pervasive Developmental Disorder. Defining appropriate treatment for this population has become a prominent concern. At the current time, the agencies who serve this population are only providing treatment for co-occurring disorders, such as ADHD and Oppositional-Defiant Disorder.

A major need that has been identified is for services for SED youth who are turning 18 years of age. Most of these youth need to become fully integrated into the adult system with a focus on independent living skills. Many of these youth are still in high school when they turn 18, so adult services need to be focused on current school functioning as well as preparing them for the world of work. Other youth are either in the foster care network or are in residential/group home placements when they turn 18, often without a family to live with upon discharge from the foster care system or residential/group home placement.

c. General Outpatient Community Health Services: The largest provider agency uses level of care protocols to manage the volume and length of services. This is necessary to deal with the growing demand for services in face of shrinking resources. There is also an increasing need for services that involve the family in the treatment of children, especially for parents to learn the necessary skills to manage their children and successfully resolve problems. 

Community-funded psychiatric services for the general population are very limited in Portage County due to the high demand from the SMD and SED populations. In addition, outside the Portage community mental health system, there is only one psychiatrist who practices in the county and who only treats adults but who has refused taking new clients. Consumers who may be in need of fairly routine medications, such as for ADHD or mild depression, are often referred out to primary care physicians. However, a number of consumers report difficulty in locating a primary care physician who is willing to prescribe such medications.

One contract agency has been working closely with the Federally Qualified Health Center in Portage County. This collaboration has resulted in consulting with primary care physicians who need assistance in dealing with people who come in for physical health needs but who also present with mental health concerns. In addition, the FQHC has also been receptive to continuing care for consumers who are stabilized on their psychotropic medications by the agency psychiatrist and who can now be managed in the community by a primary care provider, with ongoing consultation with a psychiatrist as needed.

d. 
Availability of crisis services to persons without Medicaid and/or other
insurance:  Portage County has two crisis services for anyone in need of such services, regardless of insurance coverage or even county residence.  Both services are fully supported by Board funds so that these services are available 24 hours a day, every day of the year. No one is turned away because of an inability to pay.


e. 
Adults, children and adolescents who abuse or are addicted to alcohol or other drugs:  Townhall II is the primary agency that provides AOD services in Portage County. Townhall II does have a group home facility for women who require more of a residential level of care to help with their recovery.  This has been a highly successful program. But there is no such facility for men in Portage County and the demand is high. Another unmet need is for inpatient detoxification as Portage County does not have this service in the county. Detoxification services are available in two neighboring counties, Summit and Stark, through agreements with these facilities. However, there is frequently a wait of several days for these services due to high demand as these units typically run at 100% capacity. There is no consumer support group for adolescents in Portage County (such as Ala-teen) so this is also an ongoing unmet need.

f.
Family and Children First Council: Family Support Services funding has been  a very successful and highly utilized resources for families. The majority of this funding has been allocated to children and adolescents for respite care and community programs that are focused on building upon consumers’ strengths and providing healthy and constructive outlets for how children utilize their time and how they learn to develop appropriate coping mechanisms. However, this year the allocated money was spent within the first 9 months, leaving many unmet needs and resulting in more children being referred for out-of home placements.

g.
Person with substance abuse and mental illness (SAMI): Two agencies, Townhall II (AOD services), and Coleman (MH services), provide IDDT treatment for dual diagnosed adults consumers. The need for treatment for dual diagnosed consumers is increasing for adults as well as for children and adolescents. At the current time, there is not a specific SAMI program for children/adolescents in Portage county although there have been serious attempts for over the past ten years to develop such an integrated program. One major obstacle for SAMI programs in the County has been the difficulty of working across two systems of care requiring consumers to have two separate diagnostic assessments and treatment plans. Treatment for adolescents in particular has been disjointed with most consumers only receiving treatment for either substance abuse or mental illness, but not both at the same time. Another obstacle is the high cost to train and maintain teams to provide IDDT treatment, making it difficult to continue the program. For such evidence-based practices, the fee for service model of reimbursement does not cover the costs of the program, particularly to have teams that can meet weekly to coordinate treatment.

h. 
Individuals involved in the criminal justice system (both adults and children):  The Portage County mental health system has developed a close connection with the local courts and county jail that has resulted in better care for those individuals who become involved with criminal justice system and who have a mental illness. More specifically, there is  Jail diversion program that targets people with Misdemeanor offenses who can have the charges expunged from their record by following through with treatment. Also, for those individuals who do become incarcerated in the county jail, there are case managers, therapist and  a psychiatrist who provide face-to-face services in the jail. The major need is to expand both programs due to an increase in people being arrested and incarcerated, many of them for substance abuse offenses.
There is a need for more collaboration between the juvenile justice system and community agencies.
i. Veterans, including the National Guard, from the Iraq and Afghanistan conflicts:  There is currently a homeless facility for men who are veterans in Portage County. The need has also been for women veterans although there does appear to be some funding coming that should result in such a facility.  The only problem with this facility is that it is always filled and cannot accommodate the need for homeless veterans.  In addition, there is a shortage of affordable housing that makes it difficult for veterans as well as others to move from the homeless facility back into the community.
Quantitative Needs Assessment Findings
AGE, GENDER, RACE—Equity in Service Utilization

The analysis of the demographic characteristics of gender, age, and race in the analysis of special populations above (Question 3—Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area) demonstrated the following needs, when compared to the general Portage County population:

1. Treatment outreach and program development for the residents over 65, both for mental health and alcohol and drug abuse treatment.

2. Treatment programs for children and adolescents for drug and alcohol abuse.

Penetration Rates—Equity in Service Utilization

The following service penetration rate tables—Portage County Consumer Penetration Rates and Mental Health Consumer Penetration Rates—demonstrate the same inequity in treatment distribution as was described in the analysis of special populations, but can also be used to demonstrate capacity needs. By comparing the number of consumers served to the epidemiological estimates for mental illness, it is possible to estimate the necessary capacity to treat all those within the county who have SED/SMI.

The first table looks at Mental Health consumers. The overall penetration rate for Mental Health consumers is 3.66%.  If the penetration rate for an individual demographic characteristic is compared to the stated overall penetration rate, a higher percentage indicates greater penetration than the overall; a lower percentage indicates a lesser penetration than the overall.  
	Demographic
	MH  Consumers 
	**County Population
	Service Penetration Rate for All MH Consumers

	Age
	
	
	

	00-17
	2,117
	33,678
	6.29%

	18-54
	3,410
	87,028
	3.92%

	55+
	453
	40,713
	1.11%

	Gender
	
	
	

	Male
	2,718
	78,841
	3.45%

	Female
	3,196
	82,578
	3.87%

	Race
	
	
	

	White
	5,355
	148,936
	3.60%

	African American
	389
	6,687
	5.82%

	Other*
	170
	5,796
	2.93%

	*The County “Other” category includes American Indians and Alaskan Natives (296, 0.18%), Asian (2,305, 1.4%), Other (443, 0.28%), and two or more races (2742, 1.7%).

	**Census data is 2010;  Total Portage County Population is 161,419; Unduplicated Consumer Count is 5,914 for Mental Health Services


The second table looks at all behavioral health consumers—those receiving mental health and/or drug and alcohol treatment services. The overall penetration rate for BH consumers is 4.21%.  If the penetration rate for an individual demographic characteristic is compared to the stated overall penetration rate, a higher percentage indicates greater penetration than the overall; a lower percentage indicates a lesser penetration than the overall.

	Demographic
	MH & AOD Consumers 
	**County Population
	Service Penetration Rate for All Consumers

	Age
	
	
	

	00-17
	2,164
	33,678
	6.43%

	18-54
	4,210
	87,028
	4.84%

	55+
	485
	40,713
	1.19%

	Gender
	
	
	

	Male
	3329
	78,841
	4.22%

	Female
	3459
	82,578
	4.19%

	Race
	
	
	

	White
	6,155
	148,936
	4.13%

	African American
	454
	6,687
	6.79%

	Other*
	179
	5,796
	3.09%

	
	
	
	
	

	*The County “Other” category includes American Indians and Alaskan Natives (296, 0.18%), Asian (2,305, 1.4%), Other (443, 0.28%), and two or more races (2742, 1.7%).

	**Census data is 2010;  Total Portage County Population is 161,419; Unduplicated Consumer Count is 6,788 for all Behavioral Health Services


The two tables above that look at penetration rates, support the previous analysis of the inequity of service utilization, but they also restate the information so that it can be compared to the epidiomological estimates of mental illness and substance abuse in the general population.

PREVALENCE* OF MENTAL ILLNESS—Estimates of Population Needing Mental Health and Alcohol and Other Drug Treatment

* Prevalence rates are taken from the U.S. Department of Health and Human Services.  Mental Health: A Report of the Surgeon General—Executive Summary. Rockville, MD: U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services, National Institutes of Health, National Institute of Mental Health,1999.

Comparing the prevalence rates for serious mental illness to the service penetration rates in the tables above shows a gap between the treatment capacity and treatment prevalence. According to the mental health prevalence estimates cited from the Surgeon Generals  report, in order to serve those with a severe mental illness or emotional disturbance, we should have service penetration rates equal to those listed below, in order to be serving  all those in our county with severe illnesses.  (Although some people are treated outside of the public mental health system, it is unlikely that many consumers with SMI are treated outside of the public health arena because the illness itself interferes with functioning, and limits employment opportunites and income).

In the outline below, prevalence rates are stated by age group, and Portage County's rates are cited, as they appear in the penetration rate tables above.  Penetration rates tables for the SED and SMI population appear in the tables after the outline.  Specific findings are stated by age group. 

Overall, each age group's total penetration rate is less than the epdiomological estimate made for severe illness.  

1. Children 0-17

a. 5-9%  prevalence of a severe emotional disturbance (SED).

b. 4.02% of the children and adolescents in the county are receiving services and are categorized as SED in the MACSIS Datamart.

c. A total of 6.29% of the children in the county are receiving services.

Finding:  With a 6.29% penetration rate of mental health services, fewer children are receiving services than the 5-9% estimated prevalence of SED.  

2. Adults 18-54

a. 5.4% prevalence of a severe mental illness (SMI)

i. 2.6% prevalence of a severe and persistent mental illness (SPMI) (those with severe and persistent mental illness are a subset of those with severe mental illness)

b. 1.57% of the adults in the county are receiving mental health services and are categorized as SMI in the MACSIS Datamart.

c. A total of 3.92% of the adults under 55 in the county are receiving services.

Finding:  With a 3.92% penetration rate of mental health services, fewer adults are receiving services than the 5.4% estimated prevalence of SMI, but more than the 2.6% of SPMI.

3. Adults  55+

a. 4% prevalence of a severe mental illness (SMI)

i. 1% prevalence of a severe and persistent mental illness (SPMI) (those with severe and persistent mental illness are a subset of those with severe mental illness)

b. Adults 55 and over are virtually untreated in the county (1.11% receive treatment).

Finding:  With a 1.11% penetration rate of mental health services, fewer adults 55 and over are receiving services than the 4% estimated prevalence of SMI, but more than the 1% of SPMI.

PENETRATION RATES OF CONSUMERS WITH SED OR SMI 

FROM MACSIS DATAMART

Current Penetration rates of those consumers of Portage County services identified in the MACSIS DATAMART as suffering from a severe emotional disturbance (SED) or a severe mental illness (SMI) is 1.78% overall (a slight increase over the 1.6% from FY2008), but much lower than that predicted by the epidiomological prediction.  2,868 of the 5,914 consumers receiving mental health services (48.5%) are classified by the MACSIS datamart as SED/SMI.  In contrast, the treatment costs incurred for the population with SMI/SED exhausted 84.5%  of the total Board cost for Medicaid billable services (match, FFP, and non-Medicaid), and 79.48% of the Board dollars (match and non-Medicaid).  In addition to the dollars spent for mental health services.  

The first table provides information for consumers of mental health services categorized as SED/SMI in the MACSIS DATAMART.

	
	
	MH Consumers with SED/SMI in FY2010
	County Population
	SED/SMI Penetration Rates

	SED
	00-17
	1,354 
	33,678 
	4.02%

	SMI
	18-54 
	1,367 
	87,028 
	1.57%

	SMI
	55+
	201 
	40,713 
	0.49%

	
	 
	2,922 
	161,419 
	

	Unduplicated
	2,868
	
	1.78%


The table below looks at the penetration rates for consumers of mental health services and drug and alcohol services categorized as SED/SMI in the MACSIS DATAMART.  There is only a slight difference in the rates, since there are only 192 consumers receiving AOD services that are SED?SMI.

	
	
	Consumers with SED/SMI in FY2010
	County Population
	SED/SMI Penetration Rates

	SED
	00-17
	1,354
	33,678
	4.02%

	SMI
	18-54 
	1,374
	87,028
	1.58%

	SMI
	55+
	201
	40,713
	0.49%

	
	 
	2,929
	161,419
	

	Unduplicated
	2,875
	
	1.78%


There appears to be a disproportionate service penetration rate for children who are classified as SED (4.02%), but this is most likely due to part if of the SED definition being based upon services received.  A county with fewer treatment dollars to spend will have fewer SMI/SED consumers identified in the MACSIS DATAMART.

Since children are  more likely to be eligible for Medicaid, they ara able  to receive more services, and children in this county have a disproportionate share of the fee for service expenses as a result.  This would tend to inflate the count of SED children among those who are Medicaid eligible or have insurance, and deflate the count of SED children among those who are funded by non-Medicaid funds (since those funds have steadily declined).

In the adult population, there are fewer consumers that are elegibile for Medicaid or have alternative funding sources.  Dependence upon the DATAMART to identify SMI/SED consumers will routinely underreport those without the ability to pay for services, since non-Medicaid funding is so limited.

7e.  Adults, children and adolescents who abuse or are addicted to alcohol or other drugs 

SPECIFIC DEMOGRAPHIC & PENETRATION RATE INFORMATION

Alcohol and Drug Treatment Penetration Rates

The alcohol and drug service penetration rate for Portage County is .8% (less than the FY2008 rate of  .9%).  The service penetration rate for alcohol and drug treatment services falls far short of the prevalence rate of 6% for addiction alone*.  Portage County is not providing sufficient alcohol and drug services, and the services are not equitably distributed across demographic groups. 

The table below looks at consumers receiving drug and alcohol treatment services. The overall penetration rate for AOD consumers is .8%.  If the penetration rate for an individual demographic characteristic is compared to the stated overall penetration rate, a higher percentage indicates greater penetration than the overall; a lower percentage indicates a lesser penetration than the overall.

	Demographic
	AOD Consumers 
	**County Population
	Service Penetration Rate for All AOD Consumers

	Age
	
	
	

	00-17
	94
	33,678
	0.28%

	18-54
	1,164
	87,028
	1.34%

	55+
	43
	40,713
	0.11%

	Gender
	
	
	

	Male
	826
	78,841
	1.05%

	Female
	469
	82,578
	0.57%

	Race
	
	
	

	White
	1,189
	148,936
	0.80%

	African American
	93
	6,687
	1.39%

	Other*
	13
	5,796
	0.22%

	*The County “Other” category includes American Indians and Alaskan Natives (296, 0.18%), Asian (2,305, 1.4%), Other (443, 0.28%), and two or more races (2742, 1.7%).

	**Census data is 2010;  Total Portage County Population is 161,419; Unduplicated Consumer Count is 1,295 for Alcohol and Other Drug Services


Consumers with SMI constitiute 14.82% of the population receiving alcohol and drug treatment services, but the treatment costs incurred for the population with SMI/SED utilized 22% of the total Board cost for Medicaid billable services (match, FFP, and non-Medicaid), and 19.65% of the Board dollars (match and non-Medicaid) in addition to the dollars spent for mental health services.
	
	
	AOD Consumers with SED/SMI in FY2010
	County Population
	SED/SMI Penetration Rates

	SED
	00-17
	35
	33,678
	0.10%

	SMI
	18-54 
	152
	87,028
	0.17%

	SMI
	55+
	6
	40,713
	0.01%

	
	 
	193
	161,419
	

	Unduplicated
	192
	
	0.12%


Access to Services

Deaf and Hard of Hearing:  Serving clients who are deaf and hard of hearing has typically not been a problem as there are local interpreters who can be hired to assist with treatment. However, there are issues that include the cost of contracting with interpreters and scheduling services convenient to both the person served and the interpreter.

Ex-Offenders and Court-Involved:  Although Portage County does not have an actual mental health court, a Diversion Program has been operating for the past several years for consumers who have committed misdemeanor crimes. Consumers who participate in treatment services for a year and remain out of the court system can have their charges removed. One of our provider agencies, Coleman Professional Services, sends a case manager and psychiatrist to the jail each week to identify inmates who have mental illness and who may be candidates for the Diversion program. Since a drug court does not exist in Portage County, AOD services for consumers who have been incarcerated have not been as well-coordinated as they could be. There are currently ongoing discussions with the local courts/judges to clarify policies and procedures for assessments in the jail and facilitation of referrals for outpatient treatment. For individuals who return to the community from state prisons, the major problem is payment for services as most do not have Medicaid or any other kind of insurance. The other problems are finding appropriate and affordable housing, especially if they are registered sex offenders, and in locating employment. In addition, due to funding cuts last year, our main sex offender treatment program was cut so these services have to be provided in another county.

State Hospital discharges:  Portage County has a very good relationship with the state hospital (Heartland). Discharges are planned and if necessary, transportation can be arranged for the consumer back to the county. A Case Manager/CPST provider works closer with the consumer to link to existing and/or new services. Psychiatric appointments are scheduled with 10 business days for discharged consumers. In addition, if the consumer needs a supervised setting, Portage County through Coleman Professional Services provides a short-term facility staff-secure facility so consumers can step-down from the hospital before returning to the community. Coleman monitors length of stay at state hospitals versus private hospitals and notes LOS is 5 days longer at state hospitals. The re-hospitalization rates are not greater for state hospital than private hospitals.

Problem Gamblers:  For our provider agencies, they report a low rate of referrals for gambling treatment.

Transportation:  Although most provider attempt to provide bus passes to many consumers, transportation to provider offices is still a problem, especially for those consumers who reside in rural areas where the local bus either does not run or the hours are not convenient for their appointments.

Dual Diagnosis: Portage County does not have a fully integrated model of treatment for consumers with both mental health and substance abuse diagnoses. Consumers have access to IDDT treatment at two separate agencies. Coleman provides IDDT treatment for persons with severe and persistent mental illness, and Townhall II provides IDDT treatment for persons with less serious mental illness. Townhall II and Children's Advantage are in the process of attempting to develop coordinated and integrated treatment services for youth between the two agencies

Detox:  Portage County does not have a detox program in the county. The Board does have an agreement with a detox facility in Summit County and a detox facility in Stark County but their beds are typically full on a daily basis, resulting in a wait of one to five days for detox.

Psychiatric:  Currently, a Psychiatrist is on site at Townhall II on a weekly basis for several hours to conduct evaluations and prescribe medications. There are three child and adolescent psychiatrists in our County system and several adult psychiatrists as well as several nurse practitioners

(a) Gaps in Crisis Care:

There are no gaps in crisis care services as indicated by ORC 5122-29-10. However, both the Board and Coleman Professional Services, the agency that provides the crisis services, have begun meeting regularly with the local hospital to develop more consistent procedures to handle individuals who present in crisis at the Emergency Department and/or who are in need of medical clearance to enter the state psychiatric hospital. These meetings are scheduled on at least a quarterly basis but more frequent meetings have been held when specific clinical situations involving consumer care need to be discussed and addressed. Recent decisions that have been made between the Board, Coleman Professional Services and the local hospital include the following:   (1) Coleman patients who are known behavioral health patients arriving at Robinson’s ED should be placed in a quiet localized environment while waiting to be seen; (2) Known Coleman patients who are frequent ED consumers will have care plans developed with clinical alerts to communicate de-escalation techniques or obvious care needs for that particular patient; (3) A representative of the Board must be involved in the debriefing of taser incidents; and (4) Consideration will be given to increased education on dealing with verbal abuse and disruptive patients for all staff (hospital and agency). All Coleman staff members providing crisis intervention are trained to use “Core Competencies for the Assessment & Management of Individuals at Risk for Suicide.”

(b) Training Needs:

The Board requested that the Vice President of Behavioral Health and Rehabilitation and the Chief Officer of Coleman Access assess the training needs of personnel providing crisis intervention services. Their assessment revealed that all clinical staff members throughout the agency, including therapists and CPST providers, indicated a desire to have more risk assessment training to help identify consumers who may be at risk and in need of more intensive services. Currently all Coleman staff members providing crisis intervention are trained to use “Core Competencies for the Assessment & Management of Individuals at Risk for Suicide.”

The Board is also actively involved in two community programs that address crisis intervention services.  The first, Crisis Intervention Team, was developed at the Board and has been in existence since 2003 in Portage County.  All city and township police departments in Portage County along with officers from the Sheriff’s Department and Kent State University police have participated in the training and over 125 police officers have been trained to date. In an extension of the CIT program, the Board has collaborated with school personnel to formulate a “CIT for Educators” program.  The first class was held in August 2008 followed by a class in 2009 and one in 2010.  A fourth  class is planned for July 2011. The program provides training for school administration and staff, teachers, and bus drivers in understanding and recognizing mental health issues and de-escalation techniques. 

There is a County Crisis Response Team that is supported by the Board. This program is comprised of trained staff members from the Board’s funded agencies. When a crisis or trauma has occurred in the county, such as the death of a student or teacher, a team is quickly assembled to provide debriefing on site where individuals have been impacted by the event. There have been recent meetings with the local Red Cross and the county’s Emergency Management Team to coordinate how the Crisis Response Team fits within the structure of these two helping organizations. An updated training is planned for FY2012 for the Crisis Response Team that is based on the “Psychological First Aid” training sponsored by the National Child Traumatic Stress Network and the American Red Cross.
Workforce Development and Cultural Competence

All providers are having great difficulty both attracting and retaining qualified and credentialed staff to meet service delivery needs. Low salaries continue to be the major issue cited by individuals applying for positions within the system and those who have resigned their positions and gone to another agency or have left the behavioral health field entirely. It should be noted that staff turnover also creates a major problem in providing quality consumer care and in meeting the community needs as it takes a minimum of three to five months to be able to hire and train a new staff member and then build up a full case load. The result is that staff resources to serve both existing consumers and new consumers are insufficient to meet the need, and remaining staff are burdened with picking up additional cases while they are already struggling with full caseloads. Two of the primary reasons agencies have difficulty raising salaries are the decreasing local system funds available to purchase services and the rising cost of health insurance. The local system is the best reimbursement revenue stream, paying the highest rates to providers.  Insurance reimbursements do not begin to cover costs, and residents with the ability to cover costs themselves are rare, and will go to private practitioners if available. As a result, if the available public funds decrease, providers are unable to sell all of the services they produce, and they lose money. Even when staff members obtain a salary increase, it is often offset by an increase in their health insurance cost sharing. 
Two other areas cited by providers for leaving the local agencies are high productivity requirements along with increased documentation requirements. This is a system-wide issue. The Board clearly has advocated for higher salaries, but the rates of reimbursement for services that agencies can charge have changed very little in several years, while the costs of health care and other benefits have greatly increased. Often these benefit costs are passed along to staff members, resulting in an actual decrease in their take-home pay as salary increases are minimal or nonexistent. The Board has taken the lead in having agencies collaborate on joint trainings to help defray administrative costs and to increase networking opportunities. The Board is very interested in making paperwork more clinically useful and streamlined, but is limited in its ability to effect change since the existing regulations and accreditation standards are setting the requirements. Two of the provider agencies are currently using electronic medical health records that appears to help in decreasing the amount of time to do paperwork. Two other agencies are in the process of acquiring a similar system of electronic medical health records documentation and billing.

Agencies are encouraged to continue their semi-annual surveys of consumer satisfaction and to submit these results to the Board for review. From the results of these surveys, recommendations for the entire system of care will be made that can benefit all agencies and their consumers. Hopefully these surveys will also point out gaps in services, including issues with access and treatment that need to be addressed as a system

With regard to staff recruitment, the majority of the agencies are affiliated with local colleges and universities (e.g., Kent State University, Akron University, John Carroll, Youngstown State) and accept interns for training. These relationships with the colleges and universities will be encouraged and perhaps expanded since the students in these programs, upon graduation, are often available and eager to obtain a staff position within the agency where they were trained.

Cultural Competence:

Coleman Professional Services employs 4 staff in Portage County in employment services who are interpreters for people who are deaf and hard of hearing.  These individuals are resources to other aspects of behavioral health. The other provider agencies are able to contract with an agency located in Summit county for interpreter services.

All provider agencies work collaboratively with the local VA outpatient office.  Coleman’s Access often provides emergency/crisis services to veterans and has much success collaborating with the VA to provide mental health services and to provide inpatient care as needed.

The Chief Medical Officer of Coleman Professional Services is a forensic psychiatrist and three psychologists and two case managers with expertise in serving a forensic population.  Coleman has contracts to provide services with the US Federal Probation, the local Portage County Jail, and NEOCAP.  In addition, Coleman is the lead agency with the jail diversion program.  The expertise and contracts results in smooth transitions from restrictive legal settings to the community.

The Board encourages all provider agencies to have  shared trainings that  focus on increasing cultural competence. Although Portage County is not a very culturally diverse area, the Board still sees the overarching ideal of being culturally sensitive and tolerant as an important and crucial characteristic of quality clinical care. Children's Advantage, Townhall II, Coleman Professional Services and Family and Community Services all provide at least annual trainings on “cultural competence” and all offer at least quarterly if not monthly continuing education trainings for licensure.  Topics for cultural competence have included trainings on economically challenged, developmentally disabled, and various minority populations. Several of these trainings are organized in partnership with other local agencies in order to provide training opportunities to more professional staff at low or no cost. One agency provides extra money for staff to go to conferences external to the agency.
Capital Improvements

1. Specialized Apartments for Transitional Age Youth:

Permanent housing with supports is an effective intervention for transitional age youth who also experience homelessness.  This project will result in 10 apartments for transitional age youth.  When permanent housing with supports is implemented consistent with a set of core operating principles, there is a reduciton of expenditures for emergency room, inpatient care, jail/court systems, and shelters.  Decent, safe, and affordable community-based housing linked to flexible community-based supports is desired by consumers and essential in supporting people in their journeys toward recovery.

Many of the transitional age youth have co-occurring disabilities including mental health and substance abuse or mental health health and developmental disabilities.  The families of these individuals want independent living for their children however, the youth need intensive skill building for independent living skills and often times also exhibit significant behavioral issues.

Portage County has already developed exemplary coordination of services across the DD & behavioral health systems with only permanent housing lacking for this unique population.

Permanent housing with supports refers to integrated permanent housing linked with flexible community-based services that are available to tenants when they need them but are not mandated as a condition of occupancy.  The permanent housing with supports model is based on a philosophy that supports consumer choice and empowerment, rights and responsibilities of tenancy, and appropriate, flexible, accessible, and available supports from DD & behavioral system to meet each consumer's changing needs.
2. Apartments for people with SMD & Involvement in the Criminal Justice System:

People with mental illness who also have had involvement with the criminal justice system face many obstacles to finding safe and affordable housing.  This project will result in 8 apartments for people with mental illness who also have involvement in the criminal justice system.  The federal housing policy makes it especially difficult for ex-offenders with mental illness to secure public housing assistance.  Some federally assisted housing programs are permitted to deny housing to individuals with certain criminal histories.  For example, if an individual is evicted from public housing for drug-related criminal activity he or she is barred from reapplying to live there for three years.  Because many people with mental illness have co-occurring substance use disorders, these restrictions affect this population disproportionately.  People with mental illness who have histories of any kind of criminal justice involvement also frequently find themselves "jumped over" by others without such histories on waiting lists for assisted housing.  Even without the barriers to receive federal assistance, the majority of individuals involved in the criminal justice system, regardless of whether they have a mental illness, have limited resources to secure adequate housing.

Individuals with mental illness and involvement in the criminal justice system who are able to locate housing often have difficulty sustaining residency.  Sustained residency is usually predicated on the provision of support services.

This project will result in 8 apartments designated for people with severe and persistent mental illness who also have had involvement in the criminal justice system.  Intensive case management will be provided to assure these individuals are participating in treatment.  Coleman Employment Services staff will work with this group to encourage recovery through work.

3. Permanent Supportive Housing for Adults with SMD Experiencing Homelessness:

Coleman Professional Services has identified thirty (30) individuals with severe and persistent mental illness in Portage County who are also homeless.  This project is to address the needs of these individuals using the SAMHSA endorsed Evidence Based Practice of Permanent Supportive Housing.   Permanent Supportive Housing is decent, safe, and affordable community-based housing that provides tenants with the rights of tenancy under the state and local landlord tenant laws and is linked to voluntary and flexible support and services designed to meet tenants needs and preferences.  Permanents Supportive Housing offers flexible, voluntary services designed to help people choose housing that meets their needs, obtain and pay for the housing, and keep the housing for as long as they choose.

Permanent Supportive housing is proven to help people who are persistently homeless find stability in a home of their own.  The combination of affordable housing and available services work well for people who face the most complex challenges.

Permanent supportive housing is based on the core value that people with mental illness have the right to live in the most integrated setting possible with accessible, individualized supports..
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Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

Process the Board used to determine prevention, treatment and capacity priorities
· The Board held a retreat in April of 2010 to discuss and develop a consensus on priorities. The Board reviewed mandates, staff analysis and information from contract agencies and community collaborative groups

· Following the Retreat a three tiered level of services sheet was developed to guide decisions about where cuts would be made

· Priorities from the previous Community plan were reviewed with consideration given to changes and developments that have occurred between the last plan and the present.

· Priorities are re-evaluated when the Board’s annual allocations and contracting process with a focus on the resource constraints and projections.
· As a part of its Community Planning Process the Board requests contract agency input on priorties which is integrated into the Board’s own priorities.
Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives

Capacity Goals: 

· Develop the Portage County Substance Abuse Prevention Coalition using SPF – SIG grant funding

· Reduce Stigma through continuation of many prevention and educational programs that are provided in the public schools, local communities and NAMI.
· Promote and sustain the use of “evidenced-based” policies, practices, strategies, and programs. For example, Townhall II uses an evidenced-based treatment for adolescents, the Adolescent Community Reinforcement Approach that is part of the Cannabis Youth Treatment Series. Other programs focus on the use of Motivational Interviewing and Cognitive-Behavioral Therapy approaches. The Board continues to support the Multisystemic Therapy (MST) program that was started in August 2008 at Family and Community Services with a grant through ODMH and ongoing financial support from the Portage County Department of Job and Family Services. MST serves the entire county. The Board will continue to advocate and support the continuation of other EBP’s in Portage County at its various agencies including:  Incredible Years and Trauma-focused Cognitive Behavioral Therapy at Children’s Advantage, IDDT at both Townhall II and Coleman, Cognitive Processing Therapy for PTST, especially for veterans at Coleman. CIT has been supported and promoted by the Board for several years. The county CIT program has been expanded to include educators. Both programs will be continued in the upcoming FY 2012. 
· Provide mental health and other physical health services in an integrated manner: Focus on the new community health center in Kent that provides physical health services as well as links to behavioral healthcare service through the use of CPST services in the facility where individuals are seeking primary care. 
· Increase hiring of Peers: This will be accomplished through the Peer Support program at Coleman Professional Services that hires consumers to provide support to other consumers in the system. 
· Improve access to psychiatric services.
· Preserve the infrastructure of crisis services to protect those who are affected by economic dislocation and the dismantling of the human services safety net.
· Improved service integration for children and adolescents at risk of being placed in residential facilities.
· Programs to develop adult living skills for youth aging out of foster care and/or youth 18-21 living on their own.
Prevention Priorities:

Alcohol and Other Drug Prevention Priorities:

· Fetal Alcohol Spectrum Disorder (addressed through Project WHEAT)

· Child Safety and Protection Programming

· Child Violence Prevention Programming

Mental Health Prevention Priorities:

· Suicide Prevention

· Early Intervention Programming
· School-based mental health services
· Crisis Intervention Training (CIT) and other Jail Diversion Activities

Prevention Goals:

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

· 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.

· Increase the number of customers who avoid ATOD use and perceive non-use as the norm and who perceive ATOD use as harmful.

· Decrease the number of 18-25 year olds engaged in high risk use of alcohol, in particular, drinking and driving. It is hoped that a reduction in high risk use of alcohol will in turn impact the reduction of alcohol-related motor vehicle crashes (targets to include perception of disapproval/attitude and perceived risk/harm of use).
· Provide support for the Portage County Suicide Prevention Program to decrease the number of suicides in Portage County that were at an all time high in 2010

· Early identification of students in schools who may be at risk for self-harm, expulsion or suspension, and/or failing

· Continue CIT training for police and continue the CIT Education Collaboration training for school personnel, including teachers, administrators, bus drivers, guidance counselors, etc.

Alcohol and Other Drug Priority Populations:

· Women’s AOD residential services, especially those in which children are able to reside there with their mothers

· Criminal Justice involved clients

· Dual diagnosed clients (mental health and drug/alcohol)

Mental Health Priority Populations

· Child or Adolescent with Serious Emotional Disturbance (SED)  
· Adult with Serious Mental Illness (SMI)
· Adult with Serious and Persistent Mental Illness (SPMI)  
Treatment and Recovery Priorities:

· Services for individuals and families in crisis

· Services for adults involved with the criminal justice system

· Services for adults and youth with  both addiction and mental health problems

· Women’s AOD residential services, especially those in which children are able to reside there with their mothers

· Improved service integration for children and adolescents at risk of being placed in residential facilities

· Programs to develop adult living skills for youth aging out of foster care and/or youth 18-21 living on their own

· Strategies to address the unmet demand for adult psychiatric services

· Peer support and peer recovery services. 

Treatment and Recovery 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 completionof the program

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

· Increase competitive employment

· Decrease school suspension and expulsion

· Decrease criminal and juvenile justice involvement

· Decrease re-hospitalization at State Hospitals in 30 and 180 days

ODADAS Treatment and Recovery Services Goals:

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

ODMH Treatment and Recovery Services Goals:

· Decrease criminal and juvenile justice involvement

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

Access to Services 

· The Board will partner with Coleman to further reduce the need for state hospital bed days by investing in additional community-based crisis and acute care services. The board will continue to encourage Coleman to develop its level of care management system. 

· For the upcoming Fiscal Year, the Board plans on meeting together with the clinical leadership staff in the various agencies to discuss access issues along with prevention and treatment needs. As part of competing this Community Plan, the Board has already done a needs assessment with these same staff members but will focus in the upcoming year on how to meet the likely increasing need for services. Agencies will be encouraged to at least do the following: collaborate more on mutual cases; make referrals to other agencies when they are experiencing access issues; share ideas about how to help staff become more productive and efficient with documentation; and jointly seek and apply for other funding sources, such as grants and foundation support.
· Maintain same day face to face and hotline services 24/7.

· Improve access to psychiatric services. One way is to further development the relationship between Coleman and the FQHC so that consumers who are stable on psychotropic medications can be stepped down to primary care providers, thus opening up slots for new consumers.

· For persons seeking AOD treatment, schedule initial assessment appointments within (10) days of the initial contact with the agency

· Maintain the wait-time to begin any outpatient or IOP group at no more than (1) week.

Workforce Development and Cultural Competence

The Board plans to have a shared training across the agencies that will focus on increasing cultural competence. Although Portage County is not a very culturally diverse area, the Board still sees the overarching ideal of being culturally sensitive and tolerant as an important and crucial characteristic of quality clinical care. In developing this cultural training, input will be obtained from all of the Board agencies. 
Agencies will be encouraged to continue their semi-annual surveys of consumer satisfaction and to submit these results to the Board for review. From the results of these surveys, recommendations for the entire system of care will be made that can benefit all agencies and their consumers. Hopefully these surveys will also point out gaps in services, including issues with access and treatment that need to be addressed as a system.
With regard to staff recruitment, the majority of the agencies are affiliated with local colleges and universities (e.g., Kent State University, Akron University, John Carroll, Youngstown State) and accept interns for training. These relationships with the colleges and universities will be encouraged and perhaps expanded since the students in these programs, upon graduation, are often available and eager to obtain a staff position within the agency where they were trained.
ORC 340.033(H) Goals

All parents, guardians and care givers of children involved in the child welfare system who are referred for alcohol and other drug treatment will receive an assessment and treatment as needed.

HIV Early Intervention Goals

Not Applicable

Addressing Needs of Civilly and Forensically Hospitalized Adults

Coleman Professional Services has a forensic team that coordinates the plans for people entering the community.  The major challenges are both employment and housing.

The Board works closely with Coleman Professional Services, who has a staff member who is the liaison with Heartland, the state hospital that serves Portage County. This liaison, along with other Coleman staff and Board participation, collaborate with Heartland to discuss ongoing progress of adults who are hospitalized. As these adults are making progress and are getting ready for discharge and a return to the community, meetings are scheduled to assess each consumer’s needs and to make a planned transition back to Portage County with necessary services (e.g., psychiatric, housing) already in place. For example, the Board is currently working with one consumer hospitalized at Heartland to develop a plan that both meets the needs of the consumer while also making sure that safeguards are in place to protect the community. This individual’s plan will begin with day visits to the county followed by an overnight stay in Coleman’s short-term stabilization unit. Adjustments to the plan will be made based on the individual’s successful re-entry to the community.

Portage County to date has had very few “non-violent misdemeanants” residing in state hospitals. Often such individuals have been treated in a local psychiatric hospital in Akron. Even when such an individual does go to the state hospital, they are managed in the same way. That is, the plan is to assess their needs and set up community supports to return them as quickly as possible to the community. With our Jail Diversion program, a number of these individuals may be eligible to be in this treatment program along with court-enforced probation. Even if they are not eligible for the Diversion program, treatment services will be available and recommended.

Implications of Behavioral Health Priorities to Other Systems

Due to limited resources, all systems will need to evaluate and reevaluate priorities.

The Mental Health & Recovery Board remains committed to collaborating with other systems to meet common needs. For those needs that are not fully addressed, the Board will continue to do joint planning to find creative ways of combining the myriad of funding streams at the local level. The Board will continue to advocate for additional resources including but not limited to mounting a campaign for additional levy funding in 2013. The Board will actively seek the assistance of other systems to back its levy campaign.

Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
Prevention programs that use Board funds to supplement grant funding may be reduced to grant funded levels, causing a reduction in staff hours and service  to those at risk for HIV, families at risk for abuse, neglect and dependency, and youth. Next steps would include cuts to non-grant funded (i.e. Board funded) programs  that do not produce other forms of revenue

Programs that to do not serve persons with serious and perisistent mental illness or alcohol and other drug services will be more likely to be impacted by cuts.

Minorities and veterans are not expected to be impacted to a larger extent that the general population.

Persons who are experiencing a crisis are less likely to be affected.

Service volume is expected to be reduced more than the number of people served as more people will be receiving fewer units of service.
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SECTION IV: COLLABORATION

Key collaborations and related benefits and results

1. Summit County ADM Board: We worked jointly on coordination of crisis care for consumers who cross county lines and management of residency disputes. This collaboration has resulted in a drafted procedure that is being currently implemented between the two Boards. To date, the procedure has been working as already several situations have occurred in which potential problems have been quickly handled for the direct benefit of consumers. The Board also has a long term arrangement with the Summit detox facility that provides detox services to Portage residents.

2.
Family and Children First Council:  The Board’s Executive Director is an active member of the FCFC Council and served as its Chair during the past FY. The Board’s Associate Director is an active member on FCFC’s Interagency Clinical Assessment Team (ICAT) that oversees consideration of children for placement in residential facilities. ICAT recently held a retreat to discuss systems of care for children in Portage County. ICAT is comprised of all AOD and mental health agencies supported by the Board along with the Department of Job and Family Services, Juvenile Court, MRDD and local schools. 

3.
Adult Courts and Jail:  The Board is responsible for running the Jail Diversion Committee that oversees how consumers are diverted in the criminal system to mental health treatment. The Board works closely with Coleman Professional Services as they provide case management and psychiatric services to consumers in the jail. To date the program has successfully served 15 consumers in the past year through its diversion services. The Board’s Associate Director and two of Coleman’s staff members recently assisted the Portage County Justice Center Jail in providing suicide prevention training to all three shifts of Commanding Officers who supervise inmates.

4.
Robinson Memorial Hospital:  The Board meets at least quarterly with the hospital to discuss and resolve problems with how mutual consumers have been managed in their hospital, particularly those consumers who come to the Emergency Department in need of hospitalization for psychiatric problems and/or for detox services. Current discussions are focused on developing more specific procedures to benefit consumers and to reduce problems and increase safety.

5.
St. Thomas Hospital/SUMMA Care and Akron General Hospital: The Board has developed formal contracts with both St. Thomas and Akron General Hospitals with Coleman Professional Services for inpatient psychiatric hospitalization. At the current time, acute care patients are referred to St. Thomas for hospitalization. In addition, a contract has also been established between SUMMA and Townhall II to provide an outpatient psychiatrist on a weekly basis for AOD consumers who require medication management. 

6.
Summit County ADM Board and Orianna House: The Board contracts with the detox facility in Summit County run by Orianna House to provide three to five day detox services for Portage County consumers and to then coordinate aftercare services in Portage County.

7.
Stark County Crisis Intervention and Recovery Center: The Board contracts with this detox facility in Stark County to provide three to five day detox services for Portage County consumers and to then coordinate aftercare services in Portage County.

8.
Local Police and Sheriff Departments and Public Schools: The Board was instrumental in developing CIT in Portage County and until 2009, served as the home office for CIT. The plan is to continue to be an active sponsor and supporter of CIT in collaboration and coordination with the Portage County Sheriff’s Department. The Board is a member of the CIT Advisory Committee and CIT Planning Team. The Board also takes the lead on expanding the CIT concept to include comprehensive training for the public schools, known as the Crisis Intervention Team Education Collaboration (CITEC). A pilot training was done for CITEC in August 2008 with the fifth training planned for the upcoming fiscal year. This training has been accepted by Kent State University, Hirma College and Ashland University for two graduate credits in education.

9.
Department of Job and Family Services: The Board has strongly supported Children’s Advantage (CA), Townhall II (TH), Coleman Professional Services (CPS) and Family and Community Services (FCS) in obtaining contracts to provide consumer services for DJFS. More specifically, CA has two programs with DJFS:   Family Team Mediation and Intensive In-Home Treatment. TH provides staff to conduct on-site assessments and referrals for parents with drug/alcohol problems.  CPS provides after hour coverage for DJFS’s child abuse reporting hot line. FCS provides Multi-systemic Therapy, an in-home service for families involved with their agency for abuse and/or neglect.

10.
Portage County Schools:  For over 10 years, the Board has enabled Children’s Advantage to provide on-site consultation and screening to all twelve public schools in Portage County. The Board has also co-sponsored training for educators on mandated requirements related to mental health awareness, depression and suicide, bullying, child abuse and substance abuse.

Involvement of customers and general public in the planning process

· Consumer feedback was obtained through two group meetings in December 2010 with the Board’s Associate Director at Coleman Professional Services “Options”, a psychosocial rehabilitation service that provides a recovery-based, consumer-driven program that is designed to optimize a person’s personal, social and vocational competencies and skills in order to live successfully in the community. In addition, needs assessment forms were also distributed to consumers who were not able to attend the meeting. Also, the Associate Director conducted a needs assessment with an IDDT (Integrated Dual Diagnosis Disorder) therapy group at Coleman at the request of the consumers.

· The Board also is an active participant in the Family and Children First Council and the Interagency Clinical Assessment Team. At these meetings, the needs of children and families in the community are continually addressed and monitored. These two groups represent the local child-serving agencies in the county, providing a very comprehensive and in-depth assessment of current needs of families. FCFC consists of parent representatives and the following agencies: Juvenile Court, Department of Job and Family Services, public schools, Educational Service Center, MRDD, Children’s Advocacy Center, County Commissioners, County Health Department, Northeast Ohio Adoption Services, Department of Youth Services, United Way, Help Me Grow, and agencies served by the Mental Health and Recovery Board of Portage

· Board staff collect qualitative information at the monthly NAMI Portage County meetings. The current NAMI President is a family member of a consumer and also sits on the Board of Directors at the Mental Health and Recovery Board of Portage County. Input from both consumers and family members regarding needs is constantly being gathered. Input is also gathered from the Bridges Peer Trainers, Options peer support program, and Family To Family classes. 

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

· Portage County Department of Job and Family Services (PCJFS) is the Public Children Services Agency (PCSA) which contracts with the Mental Health and Recovery Board’s contract provider, Townhall II for AoD services to be completed at the PCJFS site 12 hrs./ week.

· The contracted AoD services include:

· AoD screening for individuals scheduled by JFS caseworkers.

· Urine drug screening completed on individuals scheduled by JFS caseworkers.

· Court testimony as required by subpoena, related to the individuals served on-site at JFS.

Funds available for parents/caregivers in the child welfare system

· The contract discussed above with the Portage County Department of Job and Family Services (the PCSA) was increased from 8 hrs./ week in 2010 to 12 hrs./week in 2011
· In addition, the Board expended $62,706 for alcohol and other drug treatment services for parents and care givers who were involved with the PCSA in FY 2011.
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SECTION V: EVALUATION OF THE COMMUNITY PLAN

Ensuring an effective and efficient system of care with high quality

A.  Description of Current Evaluation Focus 
A Success

The Board has been successful in utilizing the information available through the MACSIS extracts of the MEMBER file (individual demographic characteristics and funding eligibilities) and the treatment data present in the CLAIMS file (dates of service, units of services, types of services, diagnosis, volume) in conjunction with other reports that identify consumers with SED or SMI (according to the same retrospective definition used in the MACSIS DATAMART)  to enable analysis of the treatment service patterns by UCI. This allows the linking of other data streams that add important information, such as BH data that states  a consumer’s status at discharge.

Although the MACSIS DATAMART is useful for analysis that does not require linking of the data streams outside of MACSIS claims processing, significant information links are lost in the de-identification of the MACSIS data present in the DATAMART.  Thus, locally we have replicated (through Heartland East) the types of information that are available to us through the DATAMART, with the ability to match the specific client to the discharge disposition.  Before the discontinuation of the Ohio Outcomes, we were also able to tie individually specific Outcomes to the treatment provided and the episode duration.

Portage County is a member of Heartland East, a consortium of six combined mental health and recovery services boards, contracted to process billing, BH Mod, and enrollments in some cases.  This consortium has made possible a high level of expertise in the areas of hardware, security, and programming, and given us the ability to step back from the day to day processing deadlines.  By pooling our financial resources we have been able to purchase more than just the bare minimum to do the day-to-day processing, and for far less than the cost of one IT staff person.

In addition to multiple reports that have been developed to monitor the operational processes, Heartland East has a “Reports Group,” a committee made up of members from each of the Boards in the consortium.  This group meets at least quarterly to develop and evaluate reports that aid in determining the efficacy of services, patterns of service, data submission compliance, data submission assistance, data reliability, data variability and its possible causes, service outcomes, and episodes of care. 

Under the group’s direction, the reports are programmed and refined by Heartland East staff.  This group has been active since the consortium’s inception, and the varied backgrounds and knowledge of its members strengthen the report development and refinement process.  Heartland East receives extracts from the state for MACSIS (CLAIMS & MEMBER), PCS (state hospital data), BH Mod, and Central Pharmacy.  All data can be combined as needed or desired, and most of the data streams are routinely combined in production reports each month.

Existing reports run the gamut from a report to identify consumers who have missing BH submissions (to help agencies pinpoint data submission deficiencies and increase compliance), to a report that looks at individual consumers receiving the same services at the same time from two or more providers within the county (to look at coordination of care) or examining closed BH episodes (BH is required of our MH contract providers) and associated claims to compare episode duration by diagnosis at all the Heartland East member providers, with a synopsis of service mix and cost by provider (in order to compare treatment patterns and apparent efficiency). In addition to reports that are developed by the group, reports that are developed by an individual are shared with the group.

Reports are available in many forms: hard copy reports, excel spreadsheets, or pre-designed and formatted pivot tables.  These reports typically combine more than one data source, and compare the aggregate results across providers and boards for the whole consortium, to aid in benchmarking.  It is difficult to know what is good or bad, until there are available sources of comparison.

In addition to reports that are developed to meet the evaluation and management needs of the group as a whole for responsibilities we share (such as monitoring the demographics and services of the consumer population, for example), Heartland East will create reports for each member Board upon request, giving us the ability to track any data as necessary to measure our progress toward our “desired state” goals. 

A Challenge

The Board has been unsuccessful in replacing the OHIO Outcomes.  When the Department of Mental Health discontinued the Ohio Outcomes, the understanding was that a replacement outcomes dataset would be developed. The Board has been waiting for the replacement instrument, being reluctant to decide on an interim measure that would not be in general use across the state, and would therefore be of less use in determining relative success across the system.  The ability to compare results is important.  In the meantime, each of our agencies reports their outcomes measures to our board annually. Each agency determines the measures and indicators that they feel represent successful treatment outcomes. We have not required specific measures of our own, to avoid imposing new measures that will conceivably be in addition to the data set that the department eventually requires.

The Board’s Evaluation Plan

The Board’s Evaluation Plan is made up of two parts: ongoing repeated analysis of data that gives insight into the success of the Board in meeting its overall responsibilities and evaluation of the results of specific targets or goals with relationship to the Community Plan’s “desired state” or pilot services.

Ongoing Analysis: 

Note: These ongoing analyses are numbered and organized according to the categories found in the Appendix B, Definitions and Evaluation Criteria for Completing Section VI Community Plan Evaluation.  Each analysis is labeled Existing or Planned.

1.1. 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.

1.1.1. Annual review of general census demographic data compared to consumer population demographics, to evaluate equity in service distribution, or identify underserved populations.  (Existing)

1.1.2. Annual comparison of general population treatment costs to those of the SED/SMI population, in order to evaluate performance in targeting priority populations, and system capacity. (Existing)

1.1.3. Analysis of the SED/SMI population by UCI, to determine the extent of the chronic (persistent) population among the consumers who are classified as severely mentally ill within any given fiscal year. (Existing)

1.1.4. Analysis of the proportion of SED/SMI consumers on the case loads of each contract agency. (Existing)

1.1.5. Analysis of the frequency and distribution of categories of diagnosis and costs associated with them:

1.1.5.1. In total (Existing)

1.1.5.2. SED (Planned)

1.1.5.3. SMI (Planned)

1.1.5.4. Non SED SMI (Planned)

1.1.6. Analysis of the funding streams (Medicaid and non-Medicaid) for services billed through MACSIS, by Age and by priority population. (Existing)

1.1.7. Measurement and analysis of the cost of services delivered in the service district by unit of service, service pattern, client characteristics and provider agency. (Existing)

1.1.8. Measurement and analysis of the levels of consumer outcomes achieved by clients in the service district, by service patterns, client characteristics and provider agency.

Note:  The analysis areas below were discontinued after ODMH removed the requirement to submit the Ohio Outcomes.  Outcomes submission dropped too much to generate representative data.

Thus, all of these areas have been reset to “planned” contingent upon the new Outcomes data set containing the necessary information to calculate these measures, the data collection process beginning and accumulating representative data, and data analysis and benchmarking providing measures of reliable change using the new instrument.

1.1.9. Quarterly reports provided to the Board and Board area contract providers which examine reliable change in Symptom Distress, Overall Quality of Life, Functioning, and Problem Severity. (Planned)

1.1.10. Quarterly reports on satisfaction provided to the Board and Board area contract providers. (Planned)

1.1.11. Reports which compare Board area provider consumer outcomes to state level means and change over time.  (Planned).

1.1.12. Reports which compare outcomes by diagnosis category (Planned).

1.1.13. Reports which compare outcomes by SED or SMI status to Non SED/Non status (Planned).

1.1.14. 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.

1.1.15. Episodic cost of BH Disposition at discharge “Case Closed, Goals Met” by provider. (Existing)

1.1.16. Cost, type, and frequency of services for those consumers who experience reliable improvement, compared to those who experience no reliable change or reliable deterioration. (Planned—this was an Outcomes measure.)

1.1.17. Measurement and analysis of the level of community acceptance of services offered by the mental health providers and with the Board planning process.  Web-based survey was implemented to collect community input. (Existing) 

1.1.18. Web-based satisfaction survey. The Board has moved forward on this goal by commissioning a redesign of the website which includes the necessary infrastructure to collect satisfaction survey data. The new website has been completed.  Satisfaction survey selection will proceed, followed by an advertising campaign that directs our clients to our new website to complete a satisfaction survey. (Planned)

Determining Success of the Community Plan for SFY 2012-2013

Engagement of Contract Agencies and the Community

     
CONTRACT AGENCIES

Portage County has made it a practice to disseminate reports developed by the Heartland East Reports Group (in a provider specific form) to each of our contract agencies at no charge. The agencies submit the data (claims and BH), the Board does the number crunching and reporting, and the agencies use the information for quality improvement.  

Agencies administer, summarize and report upon customer satisfaction.  In the past, a market survey identified a gap between the agency specific customer satisfaction reports, and the county community satisfaction as a whole, resulting in a Board project to measure satisfaction in the community through website customer satisfaction surveys.

On a monthly basis via the Board meetings, contract agencies will provide input to the Board regarding specific issues and questions, such as the number of adults who are hospitalized or in the crisis stabilization unit (bed days) residential treatment. 

On an annual basis, the Board obtains information collected by contract agencies, particularly Customer Satisfaction Surveys, waiting lists, number of referrals for services, numbers of educational/prevention-based presentations, etc.  

COMMUNITY INPUT

The Board office provides a meeting place for various community based coalitions, and at least one Board staff member attends each meeting.  Community members who are concerned with mental health and alcohol and other drug issues get to know the Board staff, and feel comfortable voicing concerns and opinions. This provides ongoing communication.  These meetings include local NAMI meetings, the Suicide Prevention Coalition, and the SPF-SIG grant coalition.  

Special meetings are convened about specific problems or projects as needed.

To broaden the community input, Board staff  have become active in the local chambers of commerce in the community, and participate in fairs and community activities.  In addition to keeping our name in front of the public, this also provides a non-threatening way for other community members to approach us and ask questions or state an opinion

In addition to the qualitative measures described above, we have developed some web-based surveys to elicit input from the community, and advertised them in the local newspapers to encourage individuals to give us their feedback.

The Board has moved forward on a web-based satisfaction survey to be used in conjunction with the satisfaction surveys which the agencies conduct and report on to our Board. Our website has been redesigned  and includes the necessary infrastructure to collect satisfaction survey data. Satisfaction survey selection will proceed, followed by an advertising campaign that directs our clients to our new website to complete a satisfaction survey. (Planned)

On a monthly basis for the community, the following information is gathered:

· Interagency Clinical Assessment Team on children in out-of-home placements

· Suicide Prevention Coalition on county completed suicides

· Jail Diversion/Probation meeting on consumers who have been recently arrested and who may qualify for treatment diversion services

· Recovery to Work group where new vocational assessments for consumers are reviewed and referrals made for mental health and/or substance abuse services

Milestones/Indicators to Track Progress Toward Achieving Goals:

· Annual number of educational programs provided in schools and the community that are targeted toward stigma reduction

· Number of “evidenced-based” programs that are being utilized across agencies in the county

· Number of consumers whose psychiatric services have been transferred to local primary care providers, including the FQHC

· Number of consumers who are trained and hired as Peer Support Specialists

· Evidence of 24/7 availability of crisis services for phone and walk-in services

· Number of students seen during school hours 

· For early intervention programming, number of children and families seen in day care centers for services

· Number of children and families served through child safely and protection programming and child violence prevention   programming

· Number of children and families served through Project WHEAT for Fetal Alcohol Spectrum Disorder services

· Reduction in numbers of 18-25 year olds engaged in high risk use of alcohol, particularly as measured by a reduction in arrests for alcohol-related issues, including vehicle crashes

· Reduction in number of completed suicides in comparison to 2010

· One new CIT and one new CIT Education Collaboration training in the year

· Decrease in number of children placed outside the county for residential services along with a reduction in funds

· Increase the number of people who are employed, particularly through the Recovery to Work program through the RSC

· Decrease the overall use of bed days at both the State and local hospitals and the number of re-hospitalizations within a 30 to 180 day period

· Decrease the number of consumers who become involved with the criminal justice system, particularly reducing the rate of recidivism

The following measures are used in addition to the measures in the evaluation described above. 

1. The Board is using SMI/SED service monitoring to determine what proportion of the services which the Board purchases are not being used for the primary target population—this gives a measure of service capacity.

2. The Board closely monitors the use of the state hospital bed days, in conjunction with the use of local hospital bed days and length of stay, and the occupancy level at the Coleman Professional Services Crisis Care unit.  In the past, this monitoring and bed day reduction strategy was critical to releasing additional 408 funds into the community.  This financial incentive has been lost, but the local hospital per diems are $75 less per day; the length of stay is shorter, and the outcomes are the same (recidivism and length of time needed in Crisis Care after inpatient services for stabilization).

3. In addition, Psychiatric services are the target of special scrutiny because of the scarcity of resources, and the expense.  Consumer perception that medication will quickly resolve their problems puts added pressure on this service, and fuels dissatisfaction with the triage efforts of agency staff who attempt to redirect clients to more appropriate services.  The inability of these services to pay for themselves further strains the system resources.

Methods to Communicate Progress:

1. Currently, the board provides the county level evaluation information to the citizen board as a prelude to the annual contracting process.  Previously (before the Outcomes submission requirements were changed), Outcomes reports were provided to the Board every month. However, no funding decisions were based on this information. 

The board staff are attempting to keep the citizen Board informed about the effects of the funding reductions on access to services.  The Board is using SMI/SED service monitoring to determine what proportion of the services which the Board purchases are not being used for the primary target population—this gives a measure of service capacity.

In addition, Psychiatric services are the target of special scrutiny because of the scarcity of resources, and the expense.  Consumer perception that medication will quickly resolve their problems puts added pressure on this service, and fuels dissatisfaction with the triage efforts of agency staff who attempt to redirect clients to more appropriate services.  The inability of these services to pay for themselves further strains the system resources.

2. In addition, all of the reports that have been developed through the Heartland East Reports Group for the board’s evaluation and compliance monitoring are shared with our in-county non-Medicaid contract agencies to aid them in their quality improvement efforts.  The Agencies receive reports specific to their agency and their clients.  Thus, the board does the analysis, and the agencies use the information to identify possible areas for improvement.

Agencies are also able to request reports directly from Heartland East, upon Board approval of the request (since the Board pays for the consortium).

The Agencies then provide the Board with reports on their quality improvement projects. 

Up to now, these quality improvement efforts have been agency specific, but there are plans to collaborate on local system issue quality improvement projects.

Other methods used to communicate progress are:

· Monthly Board meetings

· Newsletter articles

· Articles in the local newspapers and internet

· Annual Report

· Community presentations at schools, Chamber of Commerces, 

· Distribution of information at booths at local fairs and community events

· Website updates

· Meetings with local and state politicians

· Ongoing communication with stakeholders and referral sources 
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