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MISSION STATEMENT

The mental health and recovery services system supports communities in Clinton and Warren Counties to respond to behavioral health issues through prevention, intervention, treatment, rehabilitation and asset building services. Our mission is sharing hope and caring to achieve recovery from mental illness, alcoholism, and drug addiction. Our expectations for recovery include the acquisition of meaningful roles, sobriety, healthy relationships with friends and family, and a joyful life.

VISION

We will set the standard for excellence in delivering behavioral healthcare.  Everyone who provides or receives services in this system will:
· Actively engage their talents to promote the common vision of recovery.
· Anticipate and respond to the emerging needs of our community
· Offer or accept services wherever people live, work or play
· Demonstrate abilities exceeding local, state and national standards.

VALUES
We believe in a stated system of standards and values consistent with professional conduct delivered with compassion and respect.
· Good stewardship.  We believe that we are responsible to the general community for providing quality services relevant to the needs of service customers.
· A foundation of integrity.  Our integrity is expressed through our commitment to be open and honest with our community, employees and our customers.  
· Investment in our employees.  We promote continuous efforts to learn, improve and implement best practices to better address the needs of our customers.
· Interdependence of providers.  Our providers are interdependent, each with an integral part to play in the recovery of our customers.  What we provide together is greater than that which any of us can provide alone. 
· A new vision of communities.  We believe that communities should be characterized by tolerance, appreciation of diversity, creativity and adaptability to the emerging and changing needs of its members.
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SECTION I
 ENVIRONMENTAL CONTEXT 


Economic Conditions and the Delivery of Behavioral Health Care Services

On July 22, 2010, in the Columbus Bureau, an article written by William Hershey, Affluent Areas See Jobless Numbers Grow states, “Between 1999 and 2010 Delaware and Warren counties had a bigger percentage increase in jobless claims than any of Ohio’s other 86 counties, far outstripping urban areas such as Montgomery County”.  In Warren County, the claims nearly quadrupled, from 51 in 1999 to 194 this year.  Unemployment is a significant issue for our counties.
 
Warren & Clinton County Voters Response to Local Economy:   
On October 24 through October 27, 2010, Mental Health Recovery Services of Warren & Clinton Counties contracted with “Fallon Research & Communications, Inc.” to conduct telephone interviews of registered voters of Warren & Clinton Counties, Ohio.  A total of 603 registered voters participated in the telephone interviews.  A +/- 3.99% overall estimated margin of error, with a confidence interval of 7.98% within which the results could vary.  

Warren County residents account for 84% of the voting population and Clinton County 16%.  The survey proportion between the two counties is Warren 67% (403) while Clinton County accounted for 33% or 200 participants.  The following is a summary of the findings pertaining to the overall economic conditions as reported by the respondents.    


 (
Comment
:
Voters are restless and disenchanted, which can erode support for respected institutions and public initiatives. 
)


Due to the number of disenchanted voters, Paul Fallon with Fallon Research and Communication, Inc. suggested MHRS Board conduct a public opinion poll prior to the next planned levy being placed on the ballot (November 2011).  Depending on the public opinion poll results and taking into consideration any further deterioration of the local economy (especially in Clinton County) and knowing that several school districts are also planning on running school levies at this time Warren County will need to carry the bulk of voter support.    
     

 (
Comment:
The results by County indicate opposites’ regarding participant perception of their county’s either moving in the “right” or “wrong” direction.  This will require Warren County to “make up ground” for the negative perception in Clinton County as we plan for the next levy campaign (pending November 2011).      
)




 (
Comment:
The results of the 2006 survey indicated 65% of the participants believed the county(s) were moving in the “right” direction.  Compared with the 2010 survey results this is an overall percentage decline of 21%. 
)


 (
Comment:
The economy will serve as the prism through which voters and the public evaluate new ideas and concepts, so those that can in some way remedy related problems will garner the most support.   
)



 (
Comment:
Such high ratings indicate that despite the underlying discontent, people are generally happy with the services provided by their respective county governments. 
)


 (
Comment:
Another highly consistent rating, which indicates little dissent and that the agency is well-positioned to tout its work, rather than more mundane aspects during the coming election year.
  
)




 (
Comment:
A very high rating of responders are in support of maintaining the local government of boards made up of appointed citizens which have oversight  of mental health and alcohol and drug addiction services in the community. 
)





 (
Comment:
There is the need and opportunity to better educate and inform citizens that property tax funds are utilized to serve the local community needs for mental health and alcohol and drug addiction.  
)

We know when the levy is approved by the voters, the amount does not vary much over the five years, but the expenditures do increase.  The Board is cognizant of the fact that, as state revenue continues to decrease, in less than two years any reserve/carryover balances will be significantly reduced.  I am convinced that the projected budget deficit for FY12 would show a much greater deficit if not for our strategic planning.  For example:  MHRS has significantly reduced state and private hospital budgets by reducing the number and length of stays at our hospitals.  Unfortunately, these cost savings are being offset by the increase expenses in the per diem rates for state hospital expenses and loss in state revenues. 

The following chart, “MHRS’ Reserve Balances FY08-FY15” depicts the projection reserve balances through FY 2015.  Data is based on FY11 Budget Revision #1 with adjustments as of 10/26/10.     


The agency contract expenses are flat funded in the above projection and Medicaid expenses are projected at a 3% increase per year.  Hospital/Residential projected increase to the state hospital bed day per diem rate.  The projection includes $498,000 from sale of the Oregonia Road facility and projected $185,000 expenses to pay back Corwin House Loan to the ODMH.  The bottom line:  If funding revenue stream does not change, we will not be able to flat fund contract agencies into future. 

The primary service populations and types of services that local levy funds are utilized are for:  (A) Non-Mandated Population; (B) Non-Medicaid Services for the Mandated Population; (C) Addressing Clinical Service Gaps and (D) Medicaid Match.    

(A) Non-Mandated Population: Levy funds are utilized in our community to serve a population (i.e., Mental Health Prevention & General Outpatient (GOP) Services) that we are not mandated to provide funding nor services.  If we neglect to properly serve the non-mandated population, community needs will not be met for this growing population.     

(B) Non-Medicaid Services for the Mandated Population:  The Ohio Department of Mental Health (ODMH) priority populations include the serious emotional disturbance (SED) for children and adolescents and severe mental disability (SMD) adults.  Levy funds are utilized to pay for the Non-Medicaid services to the mandated population (i.e., housing, vocational and transportation services for the SMD adult population).  These services are for assisting consumers in getting to appointments, jobs and vocational trainings, etc.  These services are for the mandated population only.  Medicaid will pay for these types of services for the Developmentally Disabled (DD) Board system but not for the behavioral health care mandated population we are serving.  

(C) Addressing Clinical Service Needs & Gaps:  The following table, “Fiscal Year 2011 Contract Service Type by Funding Source” is a summary of the types of contract services for FY 2011 by funding source(s).   

Fiscal Year 2011 Contract Service Type by Funding Source
	Population
	Summary 
FY 2011 Types of  Services 
	Funding Source 
      Federal              State              Levy

	SMD
	
	
	
	

	
	Emergency & Crisis 
	
	
	X

	
	Forensic Monitoring & Probate 
	X
	X
	X

	
	Intensive Residential Rehabilitation 
	X
	X
	X

	
	*ACT, ICM, SCM and PRCI 
	X
	X
	X

	
	Housing & Property Management
	
	X
	X

	
	Community Engagement & Peer Support
	
	
	X

	
	Wrap Around Funding (loans to consumers)
	
	
	X

	
	State & Private Hospitals 
	
	X
	X

	
	Family Support & Education (NAMI)
	
	
	X

	
	Residential 
	
	
	X

	
	Central Pharmacy
	
	X
	

	SED

	
	
	
	

	
	School & Clinic Based MH Treatment 
	
	X
	X

	
	Intensive Home Based Treatment
	
	X
	

	
	Pool/Shared Funding  for multi agency children
	
	
	X

	Population
	Summary 
Types of  Services 
	Funding Source
     Federal              State               Levy

	AoD

	
	

	
	Intensive and Standard Out-Patient
	X
	X
	X

	
	Residential (Women) 
	
	X
	

	
	Prevention & Community Education 
	X
	X
	X

	
	TASC (pass through allocation)
	X
	
	

	General 
	
	
	
	

	
	Outpatient Mental Health 
	
	
	X

	
	Prevention & Community Education MH
	X
	X
	X

	
	Mental Health/AoD Court Liaison
	
	
	X

	
	Other grants & reimbursements
	X
	
	X



Note:  A.C.T. – Assertive Community Treatment; I.C.M. – Intensive Case Management; S.C.M. – Standard Case Management and P.R.C.I. – Psychiatric Rehabilitation & Community Integration.      

In SFY 2011, approximately 36% of our total funding source is from the local levy funds.  In SFY 2001 levy funds accounted for 25% of our total revenue.  It is imperative that we maintain this funding source.  Levy funds allow for greater flexibility for providing non-mandated services as generally allocated by the Federal and State Departments.  This is why assessing the community needs is important and to be able to allocate funding for the non-mandated population as deemed necessary at the local level. Through-out the contract period (in conjunction with providers) we monitor and evaluate the behavioral health care services per service plan.  Decisions are made about future funding allocations based upon outcomes.  The cycle is then repeated as new community needs are identified and/or as outcomes are analyzed.  Revisions in behavioral health care services are made in conjunction of available resources. 

The following table, “FY11 Framework for MHRS System Service Plans: Warren & Clinton Counties” depicts the types of services provided by level of care and target population.  Generally the higher the level of care the more costly the services are to provide.  The separate boxes also depict the contract provider the Board is contracting with to provide the specific services.     



Note:  S.O.P. – Standard Outpatient Program; I.O.P. – Intensive Outpatient Program; S.E.D. - Serious Emotional Disturbance; S.M.D. – Severely Mentally Disturbed and I.R.R. – Intensive Residential Rehabilitation Program.     

(D) Medicaid Match:  Over the past several years Boards have seen a large growth in Medicaid services and the need for Medicaid match dollars.  Since FY 2002 the percent of cumulative change in Medicaid “In-County” expenses (through FY 2009) shows a 44% increase in mental health and 103% in AoD billings.  Boards are also required to pay for Medicaid Match for any client eligible for Medicaid Services regardless if the client is served in their County of residence.  Since FY 2002 the percent of cumulative change in Medicaid “Out-of-County” expenses has increased 180% in mental health and 520% in AoD billings. 

 MHRS Board dollars (levy funds) are considered “dollars of last resort” (Article 11: Reimbursement and Funding, Section 11.4 Last Dollar Reimbursement Policy).  The Board agrees to only pay the Provider for portions of the contract rate unreimbursed by Medicaid, Medicare, Title XX, private insurance, client fees, and other sources indentified in the Provider Revenue Budget for services purchased by the Board under the contract.   

The excess of carryover funds is also due to unexpended contract allocations. Contract providers not producing at the level budgeted in a fiscal year is a result of multiple factors including: (1) staff turnover; (2) inaccurate billing projections in the development of new programs and services; (3) delays in getting new programs up and running at expected levels and (4) increase billings for Medicaid and private insurances.  

The following table, “Provider Agency Contract Allocation vs. Actual by Fiscal Year” shows that not all agency contracts are billed out.  We do believe the more changes we make to an agency’s services the more impact it has upon their ability to bill out specific service plans.  

Provider Agency Contract Allocation vs. Actual by Fiscal Year
	Agency
	FY05
	FY06
	FY07
	FY08
	FY09

	MHRC-CC
	70%
	85%
	86%
	91%
	96%

	MHRC-WC
	96%
	94%
	100%
	99%
	95%

	Hopewell Crisis Services
	79%
	N/A
	N/A
	N/A
	N/A

	NHO
	99%
	100%
	100%
	98%
	100%

	Other Providers
	94%
	81%
	87%
	112%
	99%

	Total Provider Contracts
	85%
	92%
	94%
	96%
	97%


  
The good news is the total shows the trend is moving in the right direction as the actual billed percentages are increasing.  The Board has historically worked with the provider and allowed contract amendments between services/populations although this practice is being closely reviewed.  Also, as previously reported, agencies may bill more Medicaid Services which offset the under billing trend.  Therefore, due to MHRS’ high accountability standards and contractual requirements, funds that are not expended are either re-allocated for new or additional services and programs.  


Implications of Health Care Reform on Behavioral Health Services

Defining Health Care Reform:
Before we can evaluate the implications of health care reform on behavioral health services we need to understand what people are saying when talking about “health care reform”.  Is health care reform regarding: 

A. How to reform the existing health care system or 
B. How do we create a new health care system?   

Boards have always been in the business of reforming the existing health care system or a component of health care - behavioral health care is health care.  We do this by planning, developing, monitoring and evaluating behavioral health care services.  These initiatives will result in making improvements in the areas of either re-designing or designing new services or in re-designing or designing new processes.  

Until we properly define health care reform and arrive at a mutually agreed upon understanding of what is health care reform our conversation about health care reform will only result in further isolation and fear between and among the participants. If we define health care reform within the present context we can continue to make improvements within the existing design of healthcare although we will not be creating an alternative health care future from what we now have and know. 

The core belief from which we generally operate is a belief that an alternative or better future can be accomplished by problem solving, by analyzing and studying data and the result will be healthcare reform.  It is not that our time and energy invested in these types of initiatives are wrong, but the power to create or bring something new to healthcare is unlikely.      

We know this because the current context of our conversation is about cost control and access to services.  These conversations are about making improvement changes although these changes will not reform health care if our intentions are to create something new . . . . . until we choose to discuss the:  

1. Possibilities and the way health care can be delivered;
2. Change the way we think about health care; 
3. Who will be responsible for health care - health care will not be reformed.

For example: Mental Health Recovery Services is an advocate of the proposed Medicaid match move from Boards to ODMH/ODADAS although this will not change health care if what we mean by reform is something new. What is being proposed are “problem solving” initiatives and this will not result in a new health care system.  

The types of questions proposed in this Community Plan will not reform health care if we are intending to create something new.  Board initiatives and planning may make improvements throughout the behavioral health care system although only within the context of the existing health care system - but this again will not reform healthcare. 

Unfortunately, we have created a behavioral healthcare system that fosters consumer dependency and consumer entitlement.  Specific populations have come to believe that their own needs can best be satisfied by the behavioral healthcare system. Our accountability for this type of working relationship between consumers and professionals is due in part to the time spent labeling the deficiencies of people.  The more deficiencies we label (identify) the more professional services we develop in order to address the growing need of more deficiencies. 

We, the behavioral health care system, have been so successful in labeling deficiencies we now debate over who is accountable and therefore financially responsible to pay specific deficiencies (e.g. Autism and Dementia).  This need fulfilling transaction has worked for years but is one we can no longer afford.  To reform healthcare (create something new) we need to shift our beliefs and construct new conversations.  The type of questions that I believe, refer to Peter Block, “Community: The Structure of Belonging,” will help to create a new health care system are:

· To what extent are we here by choice?
· What do we want to create together that would make a difference in health care reform?
· How much risk are we willing to take in creating a new health care system?
· How participative do we plan to be in the creation of a new health care system?
· To what extent are we invested in the well-being of the whole?
· What has my organization done to contribute to the very thing my organization would want to change in health care?
· What are the payoffs to holding on to the existing health care system?
· What doubts and reservations do we have?
· What promises are we willing to make?
· What is the promise or commitment we are unwilling to make?
· What is the gift (strengths) that you have that you currently hold in exile?

Peter Block states, “These ideas and methodology depend on a certain amount of good will.  When individuals or communities are more committed to being right than to creating an alternative future, then nothing we do can make much of a difference”.
 
If our true intentions are to create a new health care system then we need to have possibility and ownership conversations. We are having the wrong conversations about cost controls and access.   
When we ask, what are the possibilities of a new health care system we are creating a new health care system.  What are the possibilities of creating a health care system, based on: 

· Integration of physical and behavioral health care services (including prevention);
· Health and not deficiencies or disease as its foundation;  
· Where the common practice will be in the hands of a team of health care experts (both physical and behavioral health experts); 
· Treatment is housed at one facility and centrally located in one’s community.  

This health care system would be a place where the experts see the whole person and one place that treats the whole person. Is this what the federal government is proposing with the development of Federally Qualified Community Health Centers (FQHC’s)?  Currently there are 166 FQCH Centers in Ohio.  The FQCH Centers provide treatment for the underinsured and uninsured population.  Ohio received two billion dollars for expansion and these centers will be required to include behavioral health by 2014 (only ten with behavioral health at this time in Ohio).  There are no FQHC Centers in Warren or Clinton Counties at this time.  

The OACBHA SFY 2011 Goal #3 states, “The Association will secure expertise to help boards effectively position themselves to partner with local, state and federal stakeholders as health care reform evolves”.  The Association has and continues to gather information as a means to better educate board members regarding latest developments around health care reform. The Association has also provided board members opportunities to work collaboratively with other board members and to hear from national leaders (e.g., Ron Manderscheid, CEO National Association of County Behavioral Health & Developmental Disability Director) their recommendations and suggestions for positioning boards for health care reform.  

One of the biggest implications to the Federal Health Care Reform is the increased number of individuals covered in both private and public programs.  Currently, there are more than 1.3 million uninsured Ohioans.  By 2014, more than 89% could be enrolled in Medicaid or receive subsidies to purchase coverage through state exchanges.  An estimated 561,418 adults are living at or below 138% of the FPL who are currently uninsured.  In 2014, this group could be eligible for Medicaid.  Close to half of these adults is likely eligible for Medicaid today.   With the expanded Medicaid eligibility in 2014, additional upward pressure will be felt on state Medicaid costs. 

Additionally, nonviolent offenders make up over 60 percent of the prison and jail population and nonviolent drug offenders now account for about one-fourth of all offenders, up from less than 10 percent in 1980 ( Source: The High Budgetary Cost of Incarceration”, Center for Economic and Policy Research, Washington DC, June 2010).  States have begun reforming their corrections policies to lower the number of nonviolent offenders going to prison.  A policy change in Ohio for a reduction of a prisoner’s sentence is being considered for those that attend treatment or other programs. We must increase access for AoD treatment.   

Collaborations are now taking place.  We must be at the discussion table to address these issues and raise questions.  Can Boards be transformed into a FQHC?  This possibility may be termed as “Collaborative Care”.  In order to create this possibility we must be committed to building relatedness; structure a way to cross boundaries within existing health care organizations and a willingness to leave our self interests aside. We all need to get engaged because there are a lot of important decisions that need to be made.  


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

Mental Health Recovery Services of Warren and Clinton Counties identified five key factors that will shape the provision of behavioral health care services in our board areas (Warren and Clinton Counties).  The key areas are: (1) Warren and Clinton County Voter Opinion; (2) State Funding Allocation Percentages; (3) Maintaining Sufficient Funds to Sustain Valued Services (4) Non-Treatable Mental Health Services Provided to Nursing Facility Residents and an evaluation of (5) Client Characteristics.
   
(1) Voter Opinion:  One of the identified key factors that will shape the provision of behavioral health care services in our board area is determined by voter opinion.  On October 24 through October 27, 2010, Mental Health Recovery Services of Warren & Clinton Counties contracted with “Fallon Research & Communications, Inc.” to conduct telephone interviews of registered voters of Warren & Clinton Counties, Ohio.  A total of 603 registered voters participated in the telephone interviews.  A +/- 3.99% overall estimated margin of error, with a confidence interval of 7.98% within which the results could vary.  The following is a summary of the findings pertaining to voter opinion regarding the provision of behavioral health care services in our board area.    


 (
Comment:
The highest percentage of Warren County voters believe the biggest problem are addressing the emotional problems experienced by individuals due to loss of jobs and poor economy.  
)



 (
Comment:
Once again, concerns about the economy are eclipsing all other social problems and will matter most as people formulate decisions about whether an agency has fulfilled its duties to the public.
)



 (
Comment:
Voters are predisposed to believe that problems stemming from mental illness can be cured and success can be achieved.  Other results are also indicating that this sentiment is a consistent one that transcends social class.  
)

The 79% total agree percentage is in line with the recovery rates for individuals that receive treatment and medication (e.g., Bipolar Disorder 80%; Panic Disorder 70-80%; Major Depression 65-80%; Schizophrenia 60% and Addiction 70%).  




 (
Comment:
The topic of financial stewardship of a somewhat obscure government agency may be too esoteric, but in such cases, it also indicates that it has not warranted scrutiny.  
)


(2) State Funding Allocations:  The 2nd key factor that will shape the provision of behavioral health care services in our board area is assuring our fair share of state funding allocations.  On September 23, 2010 discussions resumed with the ODADAS State Department Director, Angela Dawson and the five board areas (Clermont, Delaware-Morrow, Fairfield, Medina and Warren/Clinton) to address our concerns with the inconsistencies in the state formula and population shifts.   

The following map depicts SFY 11 ODADAS Allocation by Board area.  The dark blue counties are receiving the highest percentage of allocation.  The combined total per capita all funds average for these board areas is $7.58.  The light blue counties are receiving a combined total per capita average of $5.64.  The remaining 8 counties are the lowest funded counties. Their combined total per capita average all funds average is $4.56.  The highest funded county area is Cuyahoga at $8.19 and the lowest funded county area is Delaware/Morrow at $3.75.  MHRS Board area (Warren/Clinton) is funded at $4.16 which is the second lowest average in the state.      
[image: ]

Under Ohio Revised Code (ORC) section 3793.40, ODADAS is required to allocate a portion of state and federal funds to Alcohol, Drug Addiction and Mental Health Services Boards each year on a per capita basis using census figures.  The ORC indicates that ODADAS is to utilize the most recent ten years Federal Census or most recent population updated census estimates in determining the per capita allocations.   

Currently ODADAS is inconsistent and utilizes outdated population figures such as the 2000 census and varying year census estimates in the FY 2011 per capita allocations to Boards.   In keeping with the legislative intent and spirit of serving persons in the county that they reside, the five board areas are recommending statutory changes to the provisions.     

(3) Sustaining Valued Services:  The 3rd key factor is maintaining sufficient funds to sustain valued services in the board area.  The levy has been the primary source of funds for agency increases related to new programs and to cover increases in the cost of living.  Since funding from the Ohio Department of Mental Health (ODMH) and the Ohio Department of Alcohol and Drug Addiction Services (ODADAS) is now declining, we have been using our levy dollars to weather financial storms and to cover shortfalls in state funded programs.  

In State Fiscal Year (SFY) 2009, MHRS’ state reduction totaled $611,908.  In SFY 2010, MHRS received an additional reduction from the State Departments totaling $1,289,480.  The total reduction amount was later offset by an increase in the 505 line item of $368,737 and 408 line item amount of $140,062.  With the additional cuts in SFY 2010, we eliminated the expansion of services originally planned (i.e., we wanted to reduce the general outpatient mental health waiting list and expand on partnering with school systems) and reduced previous unbilled service dollars out of the SFY 2010 figures.  The financial stability for our behavioral health care system is assuring local levy funding is maintained.  As previously reported, we are planning to place on the ballot (November 2011) a levy renewal.  The levy accounts for approximately 36% of our total revenue source for FY 2011.      

(4) Addressing Non-Treatable Mental Health Service Billings:  There needs to be more thorough reviews of services provided by Medicaid certified nursing facilities as they relate to long term residents with no plans for an impending discharge.  Some Medicaid clients receive levels of care disproportionate to their actual need and consequently non-Medicaid clients may go un-served.   

MHRS Board is billed for mental health services to nursing home residents that have a diagnosis of “Dementia Not Otherwise Specified”.  This is considered a non-treatable mental health condition.  As this is not considered a treatable condition, then the nursing home resident should not be enrolled in MACSIS for billing purposes.  Boards will need to continue to bring this type of billing to the State Department’s attention until proper standards are set in place for non-treatable conditions.  Is there no recourse for removing non-treatable clients from MACSIS? Is this considered Medicaid fraud?  Should the dollars be repaid?  If so, will boards get reimbursed?     

(5) Evaluating Client Characteristics:  Annually, MHRS evaluates client characteristics in each service plan and looks at the trends and changes in each.  This is gathered using data in MACSIS.  Key characteristics include:  gender, race, age, marital status, payer source and top diagnoses. This analysis informs any shifts and changes in provision of service which may be necessary.  

According to MACSIS billings, a steady increase has been seen in the total number of clients served across treatment service plans.  The following table, “Synopsis of Billings by Service Plan (Population)” shows the number of clients seen by Service Plan (population) since FY 2007.  The number of General Outpatient Mental Health clients is now the largest number of clients seen in our behavioral health care system.  In FY 2007 and 2008 the largest number of clients seen was in the Substance Abuse treatment programs (AoD).  

Synopsis of Billings by Service Plan (Population)
[image: ]

This change is a result of the Board system intent to expand General Outpatient Services based upon community need.  

As previously reported in this section of the Community Plan (refer to table, “FY11 Framework for MHRS System Service Plans”, page 8) MHRS has identified the types of services provided by level of care and target population.  In each Service Plan, MHRS address “who” (target population) gets “what” (types of services) of “how much” (budgeted amount) for “how long” (service duration by level of care). There are no limits on the amount, scope or duration of AoD or Mental Health services delivered to Medicaid eligible clients.  MHRS Board has established or set limits on specific services for the Non-Medicaid population.  The following is a summary of the key characteristics by population per service plans (SMD, SED, General Outpatient and AoD).  

SEVERE MENTAL DISABILITY 
WHO: 
Adults with severe mental disability means: (a) A person eighteen years of age or older; (b) Must have an Axis I DSM-IV or DSM-IV (TR) diagnoses (i.e. schizophrenia) and (c) Meet at least two of the three following criteria of duration, disability and/or Cluster Identification: 

· Duration – must have at least two acute psychiatric hospitalizations within the year or one state psychiatric hospitalization with a stay of 30 days or more. 
·  Disability – must have significant functional impairment secondary to their mental illness in two or more of the seven major life areas.  A functional impairment is defined as needing assistance in order to minimally meet the challenges of these life areas:  
· Living
· Vocational/Educational
· Financial
· Social Support
· Medical/Health
· Legal
· Activities of Daily Living
· Cluster Identification – Has been assessed by a staff member who has completed at least basic and Intermediate Cluster Assessment Training and has been determined to be a member of one of the 8 Clusters of Adults with Server and Persistent Mental Health issues.  (Approximately 95% of the SMD population will is likely to be identified as a member of one or the eight clusters).  
SMD Criteria may be modified or applied outside of these criteria upon mutual provider and board agreement.  

The following table provides detail regarding the clients who received care under the SMD Service Plans over the previous four fiscal years.  The SMD Service Plans are:  (a) Services for Adults with Severe Mental Disorders – includes Standard, Intensive and Assertive Case Management and Psychiatric Rehabilitation Community Integration services; (b) Intensive Residential Rehabilitation Program services; (c) Emergency and Crisis Service Plan services; (d) Housing Service Plan for Adults with Severe Mental Disorders services; (e) Compeer Services and (f) NAMI of Warren County – Family Member Education and Support services. 

[image: ] 

There have been no substantial changes in the client demographics of race, gender or age.  We are seeing a trend in the reduction of number of “divorced” consumers and increase in number of “single” consumers over the past four year period.  A change in the payer source is also noted as the percentage of Medicaid services has increased by 7% although the overall costs for the services for these service plans has been reduced in the last two fiscal years.   

WHAT:
SMD Services in the MHRS Network are expected to utilize Cluster-Based Planning Outcome Management (C-POM) Standards for service delivery as a “Best Practice” application.  For ease of reporting, the SMD population is grouped into 3 distinct service areas:  (a) Hospital and Residential/Housing Services; (b) Risk Management Services and (c) SMD Treatment and Support Services. 

The types of services provided in the 3 distinct service areas are:  (a) State & Private Hospital Placement; Residential Care; Subsidized Housing and Supportive Services; (b) Behavioral Health Hotline Services; Pharmacological Management; BH Counseling and Therapy (individual); MH Assessment; MH Crisis Beds; Consultation and MH Crisis Intervention; (c) include mental health and/or alcohol and or drug treatment services insisting of Pharmalogical Management; Group and Individual Counseling; Assessments; Group and Individual Case Management; Consultation; Transportation; and Social Enterprise - employment.  This population also is eligible to receive Vocational and Educational Services.      

HOW MUCH;
Each service plan has a specific funding allocation.  The contract provider is expected to monitor their contact and request service plan budget adjustments as needed.  The Provider may request budget and rate revisions at any time during the fiscal year up to June 1 in the fiscal year.  Any and all budget amendments are subject to approval by the Board.  The Contract may be amended by written agreement of the parties during the year when needed to transfer funds between service plans.  Should the agency or board find it necessary to change the service delivery pattern from the original service plan, both parties should agree to the changes and follow up with the necessary paperwork.  A contract amendment is not necessary for transfers of funds within a service plan.  
The most costly SMD Service Plans to our system are (a) Intensive Residential Rehabilitation (IRR) Program Services and (b) Psychiatric Rehabilitation & Community Integration (PRCI) Services.  
In SFY 2011 the per diem rate for the IRR program is $194.52.  This is significantly higher than through vendor contracts with other housing providers for the same housing level of care (24/7) at $72 and $45 dollar per diem rates.  The IRR Services are designed to provide assistance to those eligible adults who have serious and persistent mental illness and are in need of psychiatric rehabilitation in a supervised residential setting.  These services include direct skill teaching and development.  It is important to understand the IRR services are not the same as housing, and that housing is only provided as part of the IRR services.  Typically, the facility comprises of an average of twelve occupants.  
Members of the Risk Management Team are addressing possible options for consideration if we decided as a system the IRR facility cannot be sustained.  Options being explored consist of:
· Market the IRR program services to other Board areas;
· Market IRR program services to serve Dual Diagnoses MI/MR population;
· Develop a study project with the ODMH to reduce the number of consumer hospitalizations and/or length of stays;
· Redesign the IRR program services for Crisis Stabilization Unit;
· Lease the facility to a non-behavioral health care organization (i.e., DD).   
    
The following table, “Average Cost per Client by Service Plan (Population) by Fiscal Year” depicts the average cost to serve consumers for each type of population covering a four year period.  

                           Average Cost per Client by Service Plan by Fiscal Year
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The average cost per client receiving PRCI (Psychiatric Rehabilitation Community Integration) Services has not changed significantly since the program was implemented and costs were separated out from other SMD expenses.  In FY 2010 a total of 876 SMD consumers received PRCI services (vocational and educational) for an average cost per consumer of $4,586.          
   
HOW LONG;
Beginning in FY 2010, MHRS implemented a “Residential Service 90-Day Utilization Review” process and instrument regarding consumer authorization for placement in the Intensive Residential Rehabilitation (IRR) Program.  Based upon IRR Census Reporting of the tenants, several tenants have exceeded the 90-day authorization time frames.  

The “Risk Management Team” is now addressing tenant utilization at the IRR facility.  Tenant utilization was impacted by the unexpected closure of one of the Board’s housing providers, Lifestyle Housing, Inc.  As a result, 14 tenants needed to be transition to other network housing facilities including the IRR facility for placements.  Unfortunately, not all the tenants could be placed in the existing housing network system based on an assessment of the tenant level of care need and therefore negatively impacting expected outcomes.  The Team is now in the process of transitioning those tenants to match level of care need as housing facility openings become available.  The Team is also conducting a research to identify an Assessment Tool (i.e., Independent Living Skills Survey) to be utilized throughout the housing network system that will show what skills clients need and level of care housing options.

This Team also tested and evaluated Private Hospital “Initial Hospital Authorization and Authorization for Continued Hospitalization” instruments beginning in FY 2010.  The initial private hospital authorization time frame was established for 5 days and each additional inpatient day is subject to the prior approval of the BCCO (reauthorization for up to 3 days).  We believe this process is increasing “accountability” between the partnerships (Board, Providers and Hospitals) and assuring client care and costs are maintained.  The duration of time in a specified level of care for Standard, Intensive, ACT or PRCI services has not been established.      
      


MENTAL HEALTH PREVENTION SERVICES

WHAT  
a. School/Community Based:  Beginning in FY 10, providers were required to submit a Mental Health Prevention Plan (MHPP)  outlining which Evidence Based Programs will be implemented and how Outcomes will be measured.  The MHPP is to be approved by MHRS prior to the provision of documented programs.  Only programs submitted in the MHPP and approved by MHRS are to be billable to MHRS.  To date, the approved MHPPs include the following programs:
MHRC-WC:
· Red Flags, Incredible Years (DINA), Incredible Years (Parent-Child), Stop & Think, Teens Together Grief Support Group, Children of Divorce Intervention Program 
        MHRC-CC:
· Strengthening Families, Red Flags, Incredible Years (DINA)

              b.  Early Childhood Mental Health Consultation:  Per ODMH Grant Guidelines – 
“The primary goal of ECMHC is to increase knowledge, awareness, resources and skills necessary for communities to meet the behavioral health needs of young children and their families. The program’s objectives are to build protective factors in young children, increase parents’ skills and promote the competencies of early childhood providers, especially relating to children ages birth to six years who are at risk for abuse, neglect and poor social/emotional health. ECMHC aims to achieve healthy social and emotional development for all young children in Ohio to ensure they thrive and are ready for school.
Program funds are focused on universal prevention and intervention and are intended to drive classroom change. Written agreements between the service provider and the center receiving services are required and must be shared with the funding Board.
Services and activities must be targeted to identified eligible programs. Services and activities to be funded include the following:
· ECMH consultation to identified centers,* including mentoring, coaching, and classroom observation [*identified centers consist of day care centers with enrollment of 10 or more ODJFS subsidized children and Head Start centers]
· Training and educational sessions, as part of the consultation process, including problem identification, referral processes, classroom management strategies, the impact of maternal depression, substance abuse, domestic violence, and other stressors on young children's well being
· Work with families of children who have been identified as being at-risk of removal from their early childhood setting due to behavioral issues, to enhance the families’ ability to create strong, nurturing environments for and relationships with their young children in partnership with the early childhood setting”

WHO  
Early Childhood, Elementary, Middle School and High School Age Youth and Their Families as well as Small Businesses, Colleges and Community-at-Large can benefit from Mental Health Prevention Services.   The population may include a range of persons from infancy to elderly age groups. Special populations which may be seen through this service level include, but are not limited to, older adults, pre-school aged children, dually diagnosed individuals with mental health and development disability diagnoses.  The selection of target population shall be made after documented research of need by the provider.  Prevention and Community Education Services shall be based upon a needs assessment and delivered to a population according to identified priorities.  The selection of Best Practice Program shall flow from this evaluation of need and required focus.   

HOW MUCH
Mental Health Prevention Services funding is divided according to the above designated categories.  In FY10, the allocation of $270,000 was as follows:
· School-Based:  57%
· Community Based:  22%
· ECMHC:  21% (ODMH ECMHC Grant funds are supplemented with MHRS levy funds)
Of note, much of these prevention funds are designated to youth.

Social and Demographic factors influencing service delivery:  
· School-Based services:  Due to an increase in school-based therapy services, there has been increased demand for school-based prevention services.  It is hoped that this lower cost service provided to large numbers of clients, can be successful in preventing further, more costly, mental health issues.  
· ECMHC Program:  The ECMHC program has been particularly successful and, thankfully, has been awarded additional monies from ODMH to accommodate the increased demand.  This has also translated into increased therapy referrals/services to the early childhood population.  
· Economy-Related Stressors:  It is anticipated that some prevention programming will be added to accommodate those suffering from economy-related stressors, particularly in Clinton County.


GENERAL OUTPATIENT MENTAL HEALTH SERVICES

WHAT 
General Outpatient Mental Health is defined as mental health services (such as mental health assessment, behavioral counseling & therapy, family counseling, pharmacologic management, and consultation) provided on a short-term basis or less intense duration/frequency as deemed medically necessary by the mental health assessment.

WHO:  The table below provides detail regarding the clients who received care under the General Outpatient Mental Health service plan over the previous four fiscal years.
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There have been no substantial changes in the client demographics of race, gender, marital status, or payer source.  There has been a decrease in child clients seen in this service plan and an increase in the severity of the top diagnostic codes (specifically 296.xx).  These factors could be explained by some shifts which have taken place between service plans in recent years.  Specifically, there has been an increase in child services in schools (typically categorized as SED) and a re-alignment of SMD services.  However, this has led to a concern about the appropriate placement of clients in service plans and how it impacts the applicability of sliding fee scales, staffing patterns, and available service array.  Through the SMD Clustering project, which is currently underway, all General Outpatient Mental Health Clients will be evaluated to determine if they would be more appropriately served in the SMD plan.  It is expected that this project will be completed during FY11.  Subsequently, we anticipate a change in the diagnoses served.

HOW MUCH
In terms of the number of service units, a higher percentage was provided to Medicaid clients versus Non-Medicaid (typically Board pay) clients.  Of note, CPST is not an allowable service in the board contract for General Outpatient Mental Health Services, however it is Medicaid allowable.  Other than this exception, all services are identical.  The average cost per client in this service plan has increased over the period of review (29%), however it remains at what MHRS views as a reasonable level.  Of note, however, is a considerable jump from FY 09 to FY 10 (13%).

To put these percentages in perspective, the following table provides an overview of the growth in this service plan over the past four fiscal years.  
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Of note, nearly an additional 1,000 clients were seen in FY10 when compared to FY07.  Likewise, MHRS has invested considerably more monies in this service, largely from our local levy.  Even though this service level is not considered a priority population by ODMH, it is very important to our community.  Likewise, it is one of our most visible services and therefore important for future levy success.

Analysis was completed on the length of stay in the General Outpatient Mental Health service plan during FY10 to ensure appropriate dosage and service plan assignment using MACSIS data.  Based upon a literature review conducted by Wang, Lang, et. al, and described in “Twelve-Month Use of Mental Health Services in the United States” (2005), “minimally adequate treatment” is described as:
· Pharmacotherapy for > 2 months for an appropriate medication for the focal disorder plus > 4 visits to any type of physician
OR
· Psychotherapy for at least 8 visits lasting an average of at least 30 minutes
This was used as a guide in looking at MHRS’ results.

The following table provides an overview of the number of sessions during three separate time frames for Non-Medicaid clients served in the General Outpatient Mental Health Plan by contract agency.
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A substantial percentage of clients were seen at service levels deemed less than “minimally adequate treatment” per the research.  Of particular concern was the percentage of clients who were seen for only 1-2 sessions beyond the diagnostic assessment.  While the client may perceive some change and improvement after this short of a service period, it is highly unlikely this change/stability will continue if termination occurs prematurely.  This may result in cycling in and out of treatment at ultimately a higher cost to the system and potentially to the client.  It also was noticed that there were differences between our two contract providers, with Mental Health & Recovery Center of Clinton County (MHRCCC) having a higher rate of discharges after only a few sessions than Mental Health & Recovery Centers of Warren County (MHRCWC).  Therefore, in late FY10,  MHRS worked with the providers to develop indicators for the clinicians to monitor to avoid early terminations and to encourage a full course of treatment.  This system began in FY11 and will be reported on later in the Community Plan.

Social and Demographic factors influencing service delivery:  
It is clear that the economic recession has created substantial stressors on the general public, including on individuals who have been able to successfully cope with life situations in the past.  Warren and Clinton Counties are not unique in this.  What is unique, however, is the fact Clinton County now has the highest unemployment rate in the state, well above that of the national rate.  Foreclosures and child abuse reports have also increased considerably.  Warren County has been found to be the most expensive county in which to live in Ohio, therefore, it is no surprise that the foreclosure rate is very high.  It is in the General Outpatient Mental Health service plan that individuals who are struggling to cope with these transient stressors can find help.  It is anticipated that until economic factors are stabilized, the demand for these services will continue to escalate.


SERIOUSLY EMOTIONALLY DISTURED (SED) SERVICES

WHAT
A. Clinic-Based Services:  These are services provided primarily at the clinic when a less intensive frequency is necessary or there is a lack of other involved agencies.  Family participation is expected and clearly defined in the Individualized Service Plan. 
B. School-Based Services:   These services are defined as services provided primarily at school.  The majority of referrals come from school administrators and treatment is closely coordinated with educational as well as individual and family goals.  It is expected school-based therapy to be delivered with more intensity and frequency than traditional outpatient services.  Family participation is expected and clearly defined in the Individualized Service Plan.
C. Intensive Home Based Services:   Intensive Home Based Services (IHBS) offers a family-centered alternative to more restrictive residential placements that have little to no impact on the family system.  IHBS provides for intensive treatment of the youth and family system meeting multiple needs through a variety of modalities and better coordinates services in the natural environment of the home, school and community.  

WHO
MHRS uses the OAC 5122-24-01 definition for SED (Clinic and School-Based) and OAC 5122-29-28 for the eligibility criteria for IHBS.  One exception to this is a MHRS rule enacted at the beginning of FY10 to allow youth age 18+ who were receiving school-based services to remain in the SED service plan until graduation/departure from school.  This was in an effort to maintain continuity of care in the school setting.  

The table below provides detail regarding the clients who received care under the SED service plan over the previous four fiscal years.
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It is noted that there has been little change in the racial make-up of clients seen in the SED service plan.  Slightly more males are seen than females, however males receive proportionally more service.  A small percentage of youth who have reached adulthood remain in the service plan.  

HOW MUCH
While the percentage of clients by payer source are nearly evenly split, noticeable more units and costs are billed for Medicaid clients.  Of note, the service array is identical for Board-pay clients and Medicaid clients.  A large percentage of clients have the diagnosis of ADHD but some have a less severe diagnosis (309.xx) which is questionable as to appropriateness for service in the SED plan.  The average cost per client has remained stable across the review period.  To put these percentages in perspective, the following table provides an overview of the growth in this service plan over the past four fiscal years.  
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Of note, nearly an additional 1,000 clients were seen in FY10 when compared to FY07 at an increased cost of over $827,000 (46%).  Our community places a high priority on services to children, therefore MHRS feels this is a wise investment.

Social and Demographic factors influencing service delivery: 
A number of factors have contributed to the increase in SED service provision.  
· Increase in school based services:  More schools have requested school-based therapists and, to date, we have been able to accommodate the demand.  School staff report seeing increased socio-emotional issues displayed in youth and requiring intervention from the behavioral health system to assist to deal with these students.
· Federal Grant:  In May, 2009, Warren County was awarded a two year grant by the U.S. Department of Education for the “Integration of Mental Health in Schools.”  This grant has placed a greater emphasis on the importance of early identification of students with behavioral health issues, including training and materials for teachers.  This has placed a spotlight on the link between school success and good mental health as reducing the stigma of accessing services.
· Youth suicide rate:  The Suicide Prevention Coalition of Warren & Clinton Counties collects and analyzes suicide death data annually.  Of particular note, for the five year period of 2005-2009, there were three suicide deaths among those under the age of 21.  In the first three months of 2010, there were an equal number (3).
· Child abuse/neglect reports:  From 2008 to 2009, child abuse/neglect reports have escalated for both counties.  Of particular note, there has been a considerable increase for Clinton County in 2010 with an average of 62 reports per month (April-September average).  Therefore, annualized, it is projected that there will over 700 reports (compared to 442 in 2008).  
· Early Childhood:  The success of the ECMHC program has produced an increased number of referrals for treatment, with some of these clients being seen in the SED service plan.
· More youth being cared for in community:  In the recent years, the number youth residential placements for multi-need youth has been reduced through the Service Coordination functions of the Family and Children First Councils (Warren and Clinton County respectively).  Therefore, more services to this population are billed to the SED service plan.  In particular, Clinton County reduced their number from 15 in FY07 to only 5 in FY10.  In Warren County, there was a reduction from 9 youth to 6  with an accompanying reduction in the average length of stay from 6.3 months to 3.4 months (FY09 to FY10).  This residential reduction is partially a result of increased Intensive Home Based Services, which are introduced when a child is at risk of placement or has returned from placement.  We have been successful in maintaining many youth in the community who would otherwise have been placed in or readmitted to residential settings.


ALCOHOL AND OTHER DRUG ADDICTION (AOD) SERVICES

WHAT
Provider Prevention Services:  These are services provided which are primarily community-based (in the consumers’ environment) and may occasionally occur in the center’s office.  A selection of Evidence-Based programs and practices has been selected to be provided to the clients.
Standard Out-Patient (SOP) Treatment Services:  These are AOD treatment services provided in the community at the Providers locations.  The Providers offer Evidence-Based, Best Practice programs that are shown to be What Works.  Such programs have researched and proven successful outcomes.  The “most effective offender treatment programs identified are those which are cognitive behavioral, have a high degree of structure, and are delivered in the community.” 
 Intensive Out-Patient (IOP) Treatment Services:  These are AOD treatment services provided in the community at the Provider’s locations.  They differ from SOP treatment in that they involve a more structured individual and group AOD activities and services for a minimum of eight hours a week with services provided at least three days per week. IOP services must include: Assessment, Individual Counseling, Group Counseling, Crisis Intervention and Case Management.  The services are unbundled; however, the services are identified, and when provided, are authorized for billing.
Women’s Recovery Center  Services (WRC): This service is a gender-specific, long-term, residential substance abuse treatment center.  WRC provides 24 hour a day service, 365 days a year.  WRC is certified by ODADAS and ODMH and is an accredited Rehabilitation facility qualified to provide treatment to women with both substance abuse and mental health issues.

WHO 
MHRS Prevention Services are targeted to include Early Childhood, Elementary, Middle and High School Age Youth and Their Families as well as Small Businesses, colleagues and Community-at-Large.  The population may include a range of persons from infancy to elderly age groups.  Prevention and Community Education Services shall be based upon a needs assessment and delivered to a population according to identified priorities.
MHRS Treatment Services are targeted to Warren and Clinton County residents, male and female, adult and adolescent who are diagnosed under DSM IV with abuse, dependence or addiction to alcohol or other drugs.
Women’s Recovery Center services are provided through an MHRS contract for these specific out-of-county residential AOD and/or MH services.  The program is for women only and further prioritizing give preference to pregnant women, IV drug using women, and women with children.  WRC is now experiencing nearly 100% of referrals are for IV heroin using women.  The age has dropped to women 18 and 19 years old.  The table below provides detail regarding the clients who received care under AOD Standard or Intensive Outpatient Services over the past four fiscal years.
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Demographic data shows fewer male clients and an increase in female clients.  The category of Adults (18-65) has increased 5%; however, it cannot be determined with data if the increase is spread over all ages or, as empirical data suggests, is a rise in 18 and 19 year old heroin addicts.  The data does indicate an increase from 7% to 12% in the use of opiates (heroin).   


Major Achievements of the SFY 2010-2011 Community Plan

State & Private Hospital Days/Expenses:
The following chart, “Since FY 2000 Has Bed Day Usage Decreased?” shows the number of actual state hospital bed days utilized per fiscal year.    



The highest utilization of state bed days occurred in FY05 and in FY07.  Comparing the last 3-year period (FY08 through FY10) bed day utilization with the previous 3-year period (FY05 through FY07) we are showing a significant reduction of 48% in state hospital bed day utilization.        

The following table, “MHRS Community Mental Health & Hospital Services – Line 408” shows the actual costs by fiscal year for state hospital beds.  Comparing the last 3-year period total costs with the previous 3-year period we are showing a significant cost reduction of $1,719,029.  

Note:  These cost reductions are even more significant when considering the increase in bed day rates.  In FY05 the per diem rate was $446 and in FY10 it was increased by 18% to $525 (FY11 rates increased to $535).

Mental Health Recovery Services 
Community Mental Health & Hospital Services – Line 408
	 
	 
	 
	 
	 
	Expense

	 
	Estimated
	Per Diem
	Actual
	Days
	Additional

	Year
	Days
	Rate
	Days
	Over
	Cost

	2000
	750
	334.00
	2,990
	2,240
	589,510

	2001
	1,532
	317.20
	2,554
	1,022
	186,325

	2002
	1,095
	351.00
	2,235
	1,140
	237,276

	2003
	1,825
	353.00
	2,483
	658
	100,817

	2004
	2,250
	441.00
	2,851
	601
	109,412

	2005
	2,250
	446.00
	3,607
	1,357
	393,372

	2006
	2,750
	470.00
	2,792
	42
	0

	2007
	2,750
	481.00
	3,390
	640
	131,313

	2008
	1,750
	481.00
	2,227
	477
	84,656

	2009
	1,750
	481.00
	1,515
	-235
	0

	2010
	1,250
	525.00
	1,381
	131
	0

	2011
	1,500
	535.00
	
	
	


 
Private Hospital budgets have also been reduced.  In FY09 the Board total Private Hospital budget was $475,000 and was reduced by $175,000 in FY10 budget to $300,000. The Private Hospital actual expenditures for FY10 are at $288,310. In FY11 we have reduced the Private Hospital budget by an additional $125,000 for a total budget of $175,000.  Since FY09 we are showing a budget reduction of 63% or $300,000.   

There are many factors that are contributing to the success in the reduced numbers of bed days utilized in the State and Private Hospitals.  A key factor is the collaborative working relationship between the hospitals, provider system and the leadership direction provided by the Board Chief Clinical Officer, Dr. Aziz and the Associate Board Chief Clinical Officer, Dr. Reed.   

Dr. Aziz, a psychiatrist, began providing consultation services in FY06 and Dr. Reed, a psychologist, in FY08. Each has specific functions. Based on the timeframes of their services and the significant reduction in hospital expenses to our system, I believe a direct correlation can be made.  Contributions are being made in the renegotiations of patient hospital billings (i.e., an $18,900 Atrium Hospital bill reduced to $6,300); assisting in negotiating private hospital per diem rates (i.e., not increased), and in reducing the number of probate and forensic clients are examples of the types of improvements made in clinical services.  

Perhaps the greatest contribution is the increase of “accountability” between the partnerships.  The BCCO implemented the “Initial Hospitalization Form,” and “Authorization for Continued Hospitalization Form” which requires BCCO’s approval for each client admitted to a hospital. The initial authorization is for up to five (5) days, and each additional inpatient day is subject to the prior approval of the BCCO.  These enhanced monitoring tools are assuring client care and costs are maintained.    

We realize a licensed BCCO psychiatrist’s services are more costly to our system although a psychiatrist comes with a high degree of expertise and therefore has more impact monitoring the clinical care of our clients who are hospitalized.  The BCCO is on equal footing with private and state hospital physicians.  The length of stays (LOS) are “no more and no less” than clinically appropriate. 

As a result of the successful reductions in hospital costs and improved clinical efficiencies we are able to make changes in the BCCO and ABCCO consultation service budgeted contracts. Comparing FY11 with FY09 and FY10 budget contracts we are showing a budgeted contract reduction of 31% or $69,750.  Note:   The actual costs are historically less than budgeted amounts.  For example:  In FY09 and in FY10 Dr. Aziz’s actual cost was 28% and 11% less than the budgeted amount.        

Ohio Youth Survey Professional Publications:
We were first asked to serve as a pilot in the late 2007.  Through much time and effort, nearly 8,000 students completed the survey during the 2008-2009 school years.  Of the 10 selected pilot counties, we were told that only one area was successful in completing the survey.  It is our understanding they did not produce a report.  The project was collaboratively managed by Mental Health Recovery Services of Warren/Clinton Counties (MHRS) and the Family & Children First Councils (FCFC) for Warren County and Clinton County respectively.    

MHRS and the FCFCs have access to county-wide data for the purposes of drawing community level conclusions and for planning prevention programming.  MHRS and the FCFCs have begun to produce a series of Informational Briefs regarding statistically significant findings with the technical assistance from the Health Foundation of Greater Cincinnati.  The first two published briefs are on the topic of youth alcohol usage and will soon be available for download at www.mhrsonline.org/ohioyouthsurvey.  Printed copies are currently available as well.

Additionally, through our partnership with Miami University’s Center for School-Based Mental Health Programs, this survey data was used by Cricket Meehan, Ph.D. and a colleague, Christopher L. Ferguson, Ph.D. of Texas A&M International University, to write a professional journal article.  This article, entitled “Saturday Night’s Alright for Fighting: Antisocial Traits, Fighting, and Weapons Carrying in a Large Sample of Youth,” has been accepted for publication in Psychiatric Quarterly and includes acknowledgement to MHRS and the FCFCs. A second manuscript, based on the Ohio Youth Survey data, has been accepted to European Psychiatry.  

Number of Consumers Served:
In spite of flat funding between FY 2003 through FY 2008 and with State Department cuts in FY 2009 and again in FY 2010, we (MHRS Behavioral Health Care System) have been able to increase specific services for both counties (e.g., school based, non-intensive, and AoD services) and thus increasing the number of consumers served for each consecutive year.  
 
The following chart, “Is the Number of Consumers Served per Fiscal Year Increasing” depicts the actual number of unique or unduplicated clients served by fiscal year who received at least some portion of a unit of service paid by the Board.  The table shows a steady trend to treat more individuals (adults and children) and families in recovery from a mental illness and substance abuse.  The number does not include those individuals that received “prevention services” as they are not enrolled in the MACSIS system.  


  
Based on FY 2002 unique client counts, this is a fiscal cumulative change of 74.49% through FY 2010.  

Residential & Housing Services:
Housing is a key component in the SMD service array provided by the MHRS’ provider network. MHRS is recognized as a “model program” for Ohio behavioral health care system.  In this system, housing is first and foremost a choice based on consumer values and preferences balanced against available options.  The system provides opportunities for people to live in community settings accessible to the general public, with skill teaching and supports available through contract providers.  Through contractual agreements the system provides for varying levels of care based on (a) consumer need and (b) housing vendor quality and availability.  The following table depicts the housing levels by supervision expectation.  

	Intensity
	Minimum On-Site Supervision or Service 

	
	

	Level 3
	24 hours per day 

	Level 2
	20 hours per week

	Level 1
	5-8 hours per week

	Level 0
	0 hours per week




New Housing Ohio, Inc. (NHO) is committed to being aggressive in its efforts to offset MHRS subsidized housing over the next five years.  It is anticipated that MHRS subsidies will be replaced by permanent subsides from the Ohio Department of Development (ODOD), HUD Shelter Plus Care (S+C), and Section 8.  NHO will also continue to build upon its relationship with the local Metropolitan Housing Authority in order to establish set-aside programs for SMD clientele in addition to Section 8 vouchers.  NHO recently added fourteen (14) new S+C subsidies in FY 2011 and will be eligible to apply for additional ODOD and S+C subsidies beginning in FY 2012.  This is a five year goal of virtually eliminating MHRS rental subsidies in affordable apartment style living.    

MHRS system goal is moving from high-level (expensive) housing to low-level (less-expensive) housing.  As previously reported we have been successful in lowering of hospital bed days and are also successful in lowering of group home usage.  In FY 2008 we had 75 individuals in group home placements, while in FY 2010 this number has been reduced to 25 individuals living in a group home setting.  Total Board subsidy percentage was at 72% in FY 2004 and is now at 29% in FY 2010.  The goal is for the total Board subsidy percentage to be at 2% or less by FY 2014.  

Note:  Subsidy Diversification Includes:  MHRS; Section 8; SHAP; Shelter+Care; HUD and Self Pay.  
  
Grant Award to Develop Crisis Intervention Treatment Model:
On July 1, 2010, MHRS submitted a grant application to the Health Foundation of Greater Cincinnati (HFGC) for the implementation of a Warren County Community Crisis Intervention Treatment, (CIT).  The CIT model is a best practice model.  The concept behind the CIT model is to provide a seamless link between a mental illness-related crisis event in the community, law enforcement, emergency care, and eventual community treatment.  Police officers responding to a mental health crisis situation are trained to attempt to de-escalate the crisis and divert individuals from the criminal justice system to behavioral health care treatment.  The amount of grant funds received from HFGC was $228,425.        

Sustaining Valued Services:
As a result of having sufficient carryover funds, the reduction in state revenue has not been forwarded or passed on to the provider agencies.  The cuts were absorbed at the Board level through (a) cuts to the administrative budget (two Board positions were terminated), (b) through the utilization of carryover funds (c) adjustments in contract provider budget allocations in underutilized service areas and (d) planned consolidation of provider organizations. 

We will continue to make changes and funding reallocations as deemed necessary in order to continually enhance program efficiencies and outcomes, although the Board cannot financially support and maintain the level of services we are contracting for in FY 2011 if additional cuts are received.  As previously stated, if the funding revenue stream does not change, we will not be able to flat fund contract agencies into the future. 
       
Mental Health Prevention:
Suicide Prevention:  The Suicide Prevention Coalition of Warren and Clinton Counties (SPC) has continued to expand in:
· Membership: The coalition meets monthly and includes social service agency, school, and law enforcement representatives as well as general community members and suicide survivors.  Average attendance for FY10-11 (YTD) is 12 members monthly which represents a 30% increase from the FY09 average of 9 members monthly.
· Funding:  In FY10-11 (YTD), the SPC received six grants totaling $10,000.  These were:
· Lebanon Optimist Club - $3,500 (FY10):  For the implementation of Question, Persuade and Refer (QPR) training for Lebanon High School and Junior High school staff as well as the Signs of Suicide (SOS) program to the students of these schools.
· CCOE for Criminal Justice - $2,500 (FY10):  For implementation of QPR training for staff at Wilmington College as well as Depression and Suicide education trainings for students and related materials.
· Ohio Suicide Prevention Foundation - $1,000 (FY10):  For the development and printing of a brochure focused on middle age men coping with the changing economy and to purchase additional QPR participant booklets so the training can be provided to expanded audiences, to include the faith based community, other schools, law enforcement, etc.
· Ohio Suicide Prevention Foundation - $1,000 (FY11):  For the repeat printing of various brochures developed by the SPC.
· Apphia Memorial Foundation - $500 each year (FY10 and FY11):  Unrestricted funds provided by a local foundation.
Additionally, a Fundraising sub-committee was convened in October, 2010, to explore various other money generating opportunities, including events.
· Public Awareness materials:  The SPC has a tentative communication strategy plan which includes drafts of three articles related to suicide prevention which can be published in newsletters, newspapers and other publications.  We have two PowerPoints available for use at presentations.  One includes local suicide prevention data for 2005-2009 and the other focuses on warning signs and myths.  The SPC, as a result of a needs assessment conducted in FY09 with local schools, developed a publication entitled  “Dealing with Suicide in Schools:  Prevention, Intervention and Post-Vention – A Model Protocol.” Through funding secured, we were able to expand the available brochures to include:  
· Suicide Prevention – Warning Signs wallet card
· Suicide Prevention:  Get the Facts and Take Appropriate Action
· Depressions, Drugs and Alcohol:  A Deadly Mix
· Coping with the Changing Economy:  Men, Loss and Depression
Expanded resources are now available on the SPC page of the MHRS website located at www.mhrsonline.org/suicidepreventioncoalition.  In June, 2009, the SPC conducted a mass mailing to family physicians, OB-GYNs, pediatricians, and oncologists which included brochures as well as depression screening tools.  Coalition members continue to assist with the distribution of brochures throughout the community.
· Means Reduction Strategies:  In collaboration with law enforcement, the SPC was involved in two Medication Disposal Days (one in each county) during FY10-11.  
· Gatekeeper trainings:  Approximately 10 gatekeeper trainings (QPR) were conducted collaboratively with a contract provider through our Mental Health Prevention Services contract. 
· Data Collection:  Data continues to be collected annually from the Health Departments and the Coroner’s Offices regarding deaths by suicide in our local area.

Depression Screenings, including Maternal Depression, Geriatric Depression and Youth Depression:
· MHRS staff assisted the Warren County Educational Service Center staff in developing a checklist for school staff to recognize and appropriately refer youth for mental health evaluations (July, 2010)
· MHRS was a co-sponsor of the Warren County Safe Aging Symposium in June, 2010.
· MHRS/SPC conducted mailings to family physicians, OB-GYNs, pediatricians, and oncologists in the two county area which included depression screening tools such as the Patient Health Questionnaire-9 (PHQ-9), Geriatric Depression Scale, Edinburgh Postnatal Depression Scale and Pediatric Symptom Checklist (Youth and Parent) as well as local data, suicide warning signs, and referral information (June, 2009).

School-Based Mental Health Prevention Programs:
· Collaboration with community partners has flourished in FY10-11 in the arena of School Based Mental Health Prevention Programs.  The goal established in the FY10-11 Community Plan was to increase market capital by attaining at least a 3.0 Customer Partnership Favorability rating (scale 1-5, with 5 being highest) with 6 key community partners.  To date, the rating of 5 has been reached for at least 6 partners (namely Warren County Educational Service Center, Integration of Mental Health in Schools Grant Coordinators, Mason City Schools, Warren County Family & Children First Council Coordinator, Clinton County Family & Children First Council Coordinator, Lebanon High School Principal and Lebanon Junior High School Principal).  Countless other collaborations have been developed at the 3-4 rating level with school personnel due to the Integration of Mental Health in Schools Grant.
· An Executive Summary of the Ohio Youth Survey data was published in September, 2010 entitled “Listening to Our Young People:  Results of the Ohio Youth Survey in Warren and Clinton Counties” as well as a series of Informational Briefs on the following topics (available for download at www.mhrsonline.org/ohioyouthsurvey):
· Characteristics of Clinton and Warren County Youth who Drink Alcohol
· Peer, Family and Community Influences on Clinton and Warren County Youth who Drink Alcohol
· Characteristics of Clinton and Warren County Youth who Use Marijuana
· Characteristics of Clinton and Warren County Youth who Smoke Tobacco
· Depression and Suicidal Behavior in Clinton and Warren County Youth
· Fear and violence among Clinton and Warren County Youth
These publications were widely distributed to our provider system as well as school administrators, county officials, law enforcement, and the community in general.  This provides valuable information which can be utilized in the selection of prevention programming for this population.

Early Childhood population (Early Childhood Mental Health Consultation and Incredible Years)
· The goal established in the FY10-11 Community Plan was to increase market capital by attaining at least a 4.0 Customer Partnership Favorability rating (scale 1-5, with 5 being highest) with 3 key early childhood community partners (Head Start and Help Me Grow specifically).  To date, the rating of 4 has been achieved with a total of 4 partners.  MHRS remains a participant in the Early Childhood Collaborative Committee for each county.
· Early Childhood Mental Health Consultants have adhered to the fidelity of the program and grant funding.  Performance has been monitored by MHRS through the review of the mid-year and annual reports as well as discussions with the consultants.
· Early Childhood Mental Health Consultation service was anticipated to maintain or exceed the previous number of children seen individually without additional grant funding.  However, this comparison is difficult due to the change in the state guidelines from FY09 to FY10 by shifting the focus from individual child service, augmented by classroom consultations/training, to primarily classroom based service in only approved centers.  Therefore, there was actually a decrease in the number of individual children seen (FY09=216; FY10=92) but an increase in the number of classroom consultations performed (FY09=35; FY10=43) as would be expected.  An additional $20,618 in late FY10 ECMHC monies was awarded to MHRS by ODMH due to performance.

SED Services:

School Based Services:
· Working relationships were enhanced with key community partners within School Districts as measured by achieving at least a 3.0, on a scale of 1-5 (best), on the Customer Partnership Favorability rating with 8 key community partners.  This includes Lebanon Schools (rating=5),  Little Miami (3), Carlisle (3), Warren County Learning Center (4), Warren County Educational Service Center (5), Wilmington Schools (4), Springboro Schools (5), and Southern Ohio Educational Service Center (5).  Some of this increase is attributable to the Integration of Mental Health In Schools Grant and MHRS’ interactions with the other entities on the Grant Steering Committee.
· The FY10-11 Community Plan emphasized the need to implement a strategic, structured process of school based service delivery.  The Ohio Community Collaboration Model for School Improvement (OCCMSI by Anderson-Butcher, et. Al., 2004) was used to develop a fidelity tool for evaluation of the current status of services.  This tool was a self-report completed by the school-based clinician.  This was conducted in February, 2009 and July, 2009.  An increase in completion rate was noted:  from 13 schools (31%) to 24 schools (57%).   Of the schools with both a pre/post score, their performance increased in all but one case.  This was the county’s special unit for SED children, which had moved locations and re-structured their format.  The objective in the FY10-11 Community Plan was to have at least 75% of schools served report their fidelity to the OCCMSI Model for Social Service Integration.   However, in late FY10, in collaboration with the contract providers, MHRS re-vamped the fidelity tool combining components of the OCCMSI and National Assembly on School Based Health Clinic’s Mental Health Planning & Evaluation Template (developed in collaboration with the Center for School Mental Health) to better fit the program and intent of the tool.  For ease of tabulation, this was completed using a web-based survey (previously was completed paper/pencil).  A repeat administration was conducted in September, 2010, and 93% of the schools were represented.  The results were reviewed with the program supervisors and further education provided by MHRS regarding the desired structure of school-based services.  This tool allows for measurement of fidelity in an easy, user-friendly manner which is also readily tabulated.  A repeat administration will be conducted in the last quarter of FY11 with school clinicians and augmented by an assessment by school staff of services provided. 
· As mentioned under the Mental Health Prevention section, an Executive Summary of the Ohio Youth Survey data was published in September, 2010 entitled “Listening to Our Young People:  Results of the Ohio Youth Survey in Warren and Clinton Counties” as well as a series of Informational Briefs  (available for download at www.mhrsonline.org/ohioyouthsurvey).  These widely distributed reports provide information regarding the level of services needed by our youth.

Trauma-Focused Services (Individuals involved in the child welfare system and through affiliation with the Child Advocacy Center):
· MHRS and our contract provider continue to be actively involved with the Child Advocacy Center (CAC) of Warren County, participating on the Executive Steering Committee as well as the Operations Committee.  The contract provider has increased their services to abuse victims and their non-offending parents at the center on an individual basis as well as continuing to provide the Parents and Children Together (PACT) program (Trauma Based Cognitive Behavioral Group Therapy approach).  
· MHRS provided a one-time grant to the contract provider in FY10 for additional Trauma Focused training and the purchase of psychological testing instruments, administration manuals, trauma screening tools, and any software for the administration or scoring of the instruments/tools ($5,000).  Through the training, this allowed for the expanded services at the center as well as brought the assessment component up to the CAC national accreditation standards by the National Children’s Alliance.  We are proud to say that in early FY11, the national accreditation survey was conducted and our Child Advocacy Center was approved.
· Working relationships were enhanced with key community partners within the Child Advocacy Center Executive Steering Committee as measured by achieving at least a 3.0, on a scale of 1-5 (best), on the Customer Partnership Favorability rating with 5 key community partners.  This includes Warren County Human Services (rating=3),  Warren County Children’s Services (4), Warren County Educational Service Center (5), Warren County Prosecutor’s Office (3) and the Warren County Sheriff  (3).
· MHRS has provided modest funding to the Child Advocacy Center for operating expenses in FY10 and FY11 as this program represents an excellent fit with our mission ($20,000 per year).  Additionally, the center provides office space for the contract provider at no charge.   

Transitional Age Youth:
· In FY10, a Waiver process was implemented whereby youth being seen in the school setting under SED services could continue receiving the same services after turning 18 and until they graduate or withdraw from high school.  Client signature on a waiver form signifies their decision to “opt-out” of SMD or General Outpatient Mental Health services until conclusion of high school.    This transitional service was implemented secondary to school based SED clinicians being more accustomed to coordinating with school officials than SMD or General Outpatient Mental Health Clinicians.  In FY10, a total of 38 waiver forms were submitted.  At the conclusion of FY10, the process was evaluated by MHRS, in collaboration with the contract provider, and found it to be easy but an extra step in providing service.  The process indicates that the discussion and client decision/signature is to occur within 10 business days after their 18th birthday (for an active client), however upon review, only 37% of the forms were completed in this time frame (55% were late and 8% were early).  This can be an issue as some late forms were months late, all the while the client remained in the SED service plan.  For those completed early, while it was typically only by less than a month early, the client signed prior to being an adult.
In evaluating the appropriateness of SED services based upon documented diagnosis, hospitalization history and functional deficits, it appears that many of these clients would be most appropriate for General Outpatient Mental Health, thus the SED criteria was reviewed with the contract provider.  In the evaluation process, an issue was identified with plan assignment through MACSIS.  Specifically, there were a number of clients who were incorrectly enrolled as SED in MACSIS, as the contract provider had documentation on the MACSIS enrollment form indicating a different plan.  This was corrected at the end of FY10, therefore when a new SED list is run for FY11 to determine who has received services after their 18th birthday, it should be an accurate reflection.  Overall, this process is seen as being more conducive to the transitional services to young adults as most would transition to General Outpatient Mental Health services (as opposed to SMD) and this would initiate the use of sliding fee scale (as no co-pay for SED services is assessed).  Therefore, these transitional age youth are able to still benefit from free services at school as they are accustomed and not encounter financial barriers in doing so. The Wavier process has continued in FY11 and will be re-assessed towards the end of the fiscal year.

Residential Treatment Centers – Reduce number of out of home placements
· MHRS continues with active participation in the Service Coordination Teams for both counties, managed by the Family and Children First Councils (FCFC).  Joint funding for multi-need children continues and includes Medicaid match.
· Exceeding the FY10-11 Community Plan goal, MHRS has maintained market capital by attaining a 5.0 Customer Partnership Favorability rating with 9 key community partners (specifically, Warren County Juvenile Court, Warren County Children’s Services, Warren County Board of Developmental Disabilities, Warren County Family and Children First Council, Warren County Coordinated Care,  Clinton County Juvenile Court, Clinton County Children’s Services, Clinton County Board of Developmental Disabilities, and Clinton County Family and Children First Council).  These partnerships are thanks to the structured pooled fund (Warren County) and shared funding agreements (Clinton County) to fund the cost of residential treatment for multi-need youth.  These arrangements have worked smoothly for several years and have contributed to reducing out of home placements.
· Reductions have been evidenced in the number of out of home placements.  Clinton County reduced their number placed from 15 in FY07 to only 5 in FY10.  From FY09 to FY10 alone, Clinton County reduced their placements from 9 to 5 (44%).  Of note, two of these 5 clients were placed in residential facilities for the entire fiscal year and were in the custody of Children’s Services.   In Warren County, there was a reduction from 9 youth in FY09 to 6 in FY10 (33%).  Of note, for the final 5 months of FY10, only two client were placed.  These results far exceed the goal in the FY10-11 Community Plan of a 10% reduction and demonstrates MHRS’ commitment to care in the community.
·  Mixed results were found when evaluating the average length of placement.  In Clinton County, the length actually increased from 5.4 months (FY09) to 7.6 months (FY10).  Even when excluding those clients who were placed for the entire fiscal year, the average increased by 3.6 to 4.7 months.  Of note, 4 of these 5 youth were in the custody of Children’s Services and frequently the delay in discharge from residential facilities is due to that agency’s difficulty in finding an appropriate foster home or family member for the child to reside with upon discharge.  In Warren County, however, there was a considerable reduction in the average length of stay from 6.3 months to 3.4 months (FY09 to FY10) even though two clients were placed for the entire fiscal year.  This represents a 46% reduction.  When taking the two counties results together, there was a 31% reduction in the average length of stay in residential care.  This far exceeds the goal in the FY10-11 Community Plan of a 10% reduction.
· In late FY09, MHRS’ Chief Clinical Officer provided a training to social service agencies who are involved in the Service Coordination Team through the FCFCs.  This training focused on criteria and protocol for residential treatment placement and continued stay.  This was attended by not only those who sit on the Service Coordination Teams but also those who make referrals to the team as it was found that frequently referrals were made for placement, rather than first exploring less restrictive alternatives.

General Outpatient Mental Health Services:

Access/Availability of Service:
· In the FY10-FY11 Community Plan, the goal was to reduce the monthly wait list (number of clients waiting for service) for General Outpatient Mental Health Services by 30%.  This was to be through the increased efficiency of triage and wait list protocol implementation.  Many discussions occurred with the contract provider system regarding wait lists and the effective movement from triage to initial evaluations to case assignment.  From FY09 to FY10, a reduction of 33% as been realized (FY09=average 40 people/month, FY10=average 27 people/month).   The following chart illustrates the improvement the MHRS system has made through the past 7 fiscal years in the waiting list.  
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This substantial improvement is also attributed to increased MHRS’ investment in this service plan using levy monies in prior fiscal years.  Of note, there was a large increase in the board allocation in FY09.  However, this has followed by cuts for two subsequent fiscal years due to reductions in state allocations which necessitated a shifting in funding priorities. To continue to reduce the wait list in FY10, despite funding cuts, is notable.  The below table details the board funding investment over the prior 6 fiscal years.
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· A goal of increasing the number of General Outpatient Mental Health staff trained in Evidence Based Practices (EBP) by 10% was established in the last Community Plan.  In a comparative review between August, 2009 to July, 2010, it was found that:
· The percentage of staff who were trained in at least one EBP increased from 82% to 100%.
· The average number of EBP each staff person was trained in increased from 1.9 EBP (range 0-5) to 3.9 (range 2-6).  This represents over a 100% increase. 
This demonstrates increased capabilities of staff and quality of service available to our consumers through the use of therapies with substantiated positive results.

Older Adult Services:
· It was projected in the last Community Plan that the number of Older Adults seen for mental health treatment would increase by 10%.  This goal was realized when comparing FY09 to FY10 data which resulted in an increase of exactly 10%.   Both counties’ Elderly Services instituted the Healthy Ideas program in July, 2009, which consists of a depression screening for each enrolled client.  It was anticipated that a large percentage of these screenings would be positive necessitating referral to mental health services, however the Elderly Services staff are reporting that relatively few are.  
· As planned, in late FY09 MHRS hosted a two county training for Elderly Service staff on the topic of geriatric depression and suicide.  This was a required component of the implementation of the aforementioned Healthy Ideas program.

Trauma-Focused Services:
· As indicated previously, MHRS is a very involved participant with the Child Advocacy Center of Warren County, not only serving on the Executive Steering Committee, but also contributing monies for operating expenses at the center and funding for the mental health services provided there through our contract provider.  This includes the PACT program for child victims and their non-offending parents.
· MHRS also is a member of the Violence Free Coalition of Warren County, headed by the domestic violence shelter.  This group focused primarily on preventive measures in the area of bullying and domestic violence.
· Exceeding the FY10-11 Community Plan goal, MHRS has maintained market capital by attaining a 4.0 Customer Partnership Favorability rating with 4 key community partners (specifically, Warren County Children’s Services, Clinton County Children’s Services, Abuse and Rape Crisis Services of Warren County and Alternatives to Violence-Clinton County).   

Integrated Care for MR/MI (now called DD/MI):
· Meeting the FY10-11 Community Plan goal, MHRS has maintained market capital by attaining a 5.0 Customer Partnership Favorability rating with 2 key community partners (specifically, Warren County Board of Developmental Disabilities and Clinton County Board of Developmental Disabilities).  Our Dual Diagnosis Taskforce initially convened in January, 2007, and has since created a Dual Diagnosis Intervention Team and a Pooled Fund for the team to use to augment other resources as necessary.  The Taskforce and Team has been so successful, we were:
· Requested to present at two state conferences (Ohio Superintendents Association & Ohio Provider Resource Association’s 2008 Collaboration Symposium, November, 2008, and National Association of Dual Diagnosis-Ohio 2009 Conference, September, 2009)
· Recognized with two state awards (Award of Excellence presented at the National Association of Dual Diagnosis-Ohio Conference, September 2008, and ODMH Clinical Quality Award presented at the 9th All-Ohio Institute on Community Psychiatry, March 2009).
· Annually, the Taskforce plans and presents at least one cross training for the Board of Developmental Disabilities staff and mental health staff.  On May 14, 2010, a training was provided on Behavioral Intervention Strategies by Susan Blum and attended by approximately 70 people.

AoD Services:
The FY 09 -10 Community Plan outlined goals established in the area of AOD programming effectiveness, counselor’s skills and Clients needs and motivation.  Among the goals were:
Provide the clients with thorough and comprehensive individualized treatment plans. 

Measurable improvement has been documented by our BHG Peer Review process.  MHRS eliminated costly urine screens and re-invested the UA funds back into AOD evaluations by providing training funds, and Evidence Based assessment tools.
 
AOD successful treatment completion rate has improved overall among the SOP and IOP AOD programs.  Additional EB tools like Motivational Enhancement and Motivational Interviewing training funds were provided by MHRS.  AOD providers have improved the process of identifying and providing simultaneous treatment for Co-occurring Disordered clients.   

MHRS didn’t just reduce the time spent providing UA’s, that service was completely eliminated, thus allowing AOD counselors a much better opportunity to develop meaningful and trusting therapeutic relationships with their clients.  While there was some initial push back by eliminating UA’s as productivity, Counselors now report the therapeutic relationships have reduced the client drop out and increasing treatment success.  Counselors come to realize with a trusting relationship client were more likely to confide in them which presented an opportunity for additional therapeutic counseling.  The elimination of UA testing service has saved the MHRS Board more than $150,000 a year which continues to be re-invested in improving AOD services. 
 
AOD providers have taken steps toward the development of Standardizing AOD treatment  programming so our referral agencies can have a better idea of what EBP are offered in the different locations in the two counties and the different providers.  Each Provider has filed the EBP they are using with the AOD Directors Office.

      


Significant Unrealized Goals of the SFY 2010-2011 Community Plan

Provider Consolidation Initiative:
In FY 2010, MHRS began working with MHRC-WC and MHRC-CC on a consolidation initiative for the two agencies to combine services to gain greater clinical efficiencies and reduce administrative costs.  As of this date, the consolidation has reduced administrative costs by $400,000.  The Board gave a grant to the provider system to help defray consolidation expenses incurred by the agencies.  The grant funds are for consultants to redesign the combined delivery system as well as the purchase of technology for implementing a single MIS/electronic record system.  The final steps regarding the consolidation initiative are:  

· Clinton County Board will need to vote itself out of existence;
· Solution Board will need to vote to have Warren County (MHRC-WC) agency employee Clinton County (MHRC-CC) staff and 
· Solutions Board will need to direct MHRC-WC to conduct business as a single organization as Solutions Community Counseling and Recovery Centers in FY 2012 (July 1, 2011).  MHRC-WC will obtain necessary ODMH and ODADAS certifications, schedules CARF review.         

Development & Implementation - Cluster Based Planning and Outcomes Management:
In the last quarter of FY 2010, Mental Health Recovery Services (MHRS), Mental Health Recovery Centers of Warren County (MHRC-WC) and Mental Health Recovery Center of Clinton County (MHRC-CC) established professional contractual agreements with Synthesis, Inc.  Synthesis is the developer of a service planning and quality improvement approach called Cluster-Based Planning and Outcomes Management.  Cluster-based is recognized as an emerging best practice by the ODMH. Under the terms of the contracts with Synthesis, the consultant will help the board plan for the re-design of services for adults with severe and persistent mental health issues.  A majority of the contract is working with the provider agencies to train staff for the development of Cluster-Based Services and redesign of the delivery system.                

The following is the “Cluster-Based Planning Start-Up Steps and Time Line” developed with Synthesis, Inc. for Mental Health Recovery Services of Warren & Clinton Counties:



We now have the FY 2010 service data base cleaned and aggregated.  We will now be “categorizing” those clients who are in two or more programs (e.g. ACT and PRCI).  Things are moving along smoothly and we should be able to meet after the beginning of the year to look at 
where clients are, what services are being received by members of each cluster and what programs people are in.  The following pie chart, “Preliminary Case Mix Report” (as of
 October 2010) depicts the case mix for the total 1,064 SMD population count.   
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Development & Implementation - Crisis Intervention Team (C.I.T.):
Since receiving an implementation grant from the Health Foundation on August 17, 2010, we have been working toward completing the infrastructure.  The law enforcement, advocacy and mental health partners, which we met with, provided feedback and verbal support for the project.  They were introduced to the CIT co-coordinator and Project Officer, appointed to oversee the implementation of the project on behalf of the MHRS Board.  Colleen Chamberlain was asked to provide CIT Consultation during the implementation and Dr. Julia King will take on the task of CIT Consultant for Evaluation and Data Collection.  We discussed how CIT was recommended to be the best project for the criminal justice community that could reduce the number of mentally ill citizens being incarcerated in the county jail, while protecting the Officer and citizen’s safety.

The law enforcement officers’ we met understood that there must be something else that could be done besides arresting and jailing the mentally ill over and over again, when what the officers felt the citizen needed was treatment.  The law enforcement officers’ welcome the opportunity to participate in CIT training.  They understand that training alone will not solve the problem, but having Mental Health provide a crisis system, where they can take the citizen and have them seen by mental health professionals, would be a great help.

We have now held 22 partnership meetings that included some 62 law enforcement, emergency dispatchers, Warren County NAMI advocacy, Mental Health treatment professionals plus the Atrium Medical Center and Warren County Common Pleas Investigator for the Prosecutors office.  All were eager to participate in the CIT project.  Only one was afraid his small department simply had no funds to cover the overtime that would free an officer to attend training.  The Chief said even if he had the money he does not have an extra person to provide the overtime.  He still was supportive of the project and hopes something can be worked out.  

Right now we have full verbal support and planned participation from the Atrium Medical Center Hospital.  They have emergency psychiatric beds, office space for a Mental Health Responder to triage and support the administrative staff to arrange participation, on some level, for their emergency medical staff in the CIT training.  Other Crisis sights are being considered.

The CIT Coordinator representing the partnership between Law Enforcement, Mental Health and the Advocacy Community plus other key stakeholders will provide the participation and leadership critical to the success of CIT.  This group has been assembled and will provide the CIT Oversight Committee function for all participants of the infrastructure.  We have reviewed some current policies and procedures being used in other CIT programs, they will be presented to the CIT Oversight Committee for input and recommendations leading to approval for use with other CIT Law Enforcement and Mental Health and all other partnerships.  The first CIT Oversight Committee occurred on Wednesday, November 10th in the Mental Health conference room.  

Oversight Committee Members
	
	

	Sargeant Chuck Duerre
	Lebanon Police

	Major Brian Tinch
	Sheriff’s Department

	Major George Hunter
	Sheriff’s Department

	Sargeant Renee Larson
	Sheriff’s Department

	Debi Padgett
	Director BHU Atrium Medical Center

	Nancy Machulskiy
	Director Emergency Services

	Melissa Bour
	Supervisor Emergency Services

	Rachel Light
	Director Warren County NAMI

	Scott Male
	Investigator WC Prosecutors Office

	Randy Allman
	Director of Turtle Creek Talbert House

	Colleen Chamberlain
	CIT Project Consultant Implementation

	Bud Leonard
	CIT Project Coordinator

	Dr. Julia King
	CIT Project Consultant Evaluation

	Dr. Russ Dern
	Director of Solutions

	Brent Lawyer
	MHRS Executive Director

	Patti Ahting
	MHRS Associate Director

	Susie Anderson
	MHRS Secretary

	Kelley Brown
	MHRS Executive Assistant





Development - Crisis Stabilization Unit (C.S.U.):
The fiscal year 2011 Emergency & Crisis Service Plan includes the implementation of a Transitional Plan.  The Transitional Plan will change the scope of services provided by our emergency services.  The change will reflect not only the Board’s Strategic Goals but on the internal workshop of values and goals “Priority Matrix” identified in FY 2010 with feedback from our current service providers.  These are:  

(A) Better Access to Treatment and Services; 
(B) Develop Cohesive System within Our Behavioral Health Care System (Agencies and Board) and Outside Our System with Community Partners and Consumers;
(C) Services Are Consumer Driven;
(D) Services Are Evidence Based;
(E) Services Are Maintainable As They Are Cost Effective
(F) Enhance Risk Managements. 

EMERGENCY & CRISIS SERVICE TRANSITIONAL PLAN TIMELINE
PHASE I
	TASK*
	RESPONSIBLE 
	LEAD
	START
	FINISH 
	ADDITIONAL DETAILS

	Hotline: Termination TCN Hotline Contract 
	MHRS

	Brent
	02/04/10
	06/30/10
	Will send a follow-up notice either letter/email and/or phone contact    

	State Hospital: Contract with ODMH for State Hospital Bed Days 
	MHRS
	Brent 
	04/01/10
	05/01/10
	Review both state and private hospital utilization; costs and available resources    

	Hotline: Develop Basic Hotline Protocols   
	Risk Management Team
	Brad
	05/01/10
	05/30/10
	Protocol must allow for further changes; integration of telemedicine and CSU services  

	Hotline: Conduct Training of Hotline Staff
	Solutions
	Brad
	05/01/10
	06/15/10
	Assess and measure staff’s knowledge or understanding or protocol; identify outcome measures (effectiveness) for future planning 

	Pre-Screeners:
Orientation Session for Pre-Screens
	Risk Management Team
	Dr. Aziz
	05/01/10
	06/15/10
	Risk Management Team will identify improvement changes to the Pre-Hospital Screener processes

	C.I.T.:
Submit  C.I.T. Proposal to Health Foundation
	MHRS 
	Bud 
	04/19/10
	06/30/10
	Dr. Aziz and Dr. King will participate in the development of the implementation grant to the Health Foundation



PHASE II
	TASK*
	RESPONSIBLE 
	LEAD
	START
	FINISH 
	ADDITIONAL DETAILS

	C.S.U.
Develop policies and procedures
	Risk Management Team
	Dr. Aziz
	01/28/10
	12/31/10
	Risk Management Team will visit, collect and review C.S.U. information for planning purposes 

	Hotline and Pre-Screens 
Collect information

	Solutions
	Jennifer
	07/01/10
	12/31/10
	Staff identify service gaps and demands that could be served by the C.S.U.

	State Hospital:
Develop Case Manager hospital protocol
	Solutions
	Jennifer
	07/01/10
	12/31/10
	Improve and measure working relationship with hospital staff

	C.I.T. 
Begin  Implementation Process   
	Risk Management Team
	Bud
	09/01/10
	12/31/10
	Implementation planned by April 1, 2011. 

	C.S.U.
Pilot Study
	Risk 
Management Team
	Dr. Aziz
	01/01/11
	03/31/11
	PDSA - Identify and test select # of  C.S.U. beds 



The scope of emergency services that are being considered will be developed in FY 2011 and 2012 and will include 3 major operational components with identified interrelated functions. The operational components and specific functions for each are identified in the following table. 
 
SCOPE OF EMERGENCY SERVICES 

I. Crisis and Triage Center (CTC)

a) Phone assessment and triage to consumers, families, and community partner;
b) Phone consultation for law enforcements and others who is in need for immediate access to consultations;
c) Telemedicine consultation for whoever is in need for immediate access to consultations such as law enforcements, jail, ER or other interested community parties and others; 
d) Face to face assessments of clients to determine services needed and level of care;
e) Urgent care services for individuals who have been previously assessed by the CTC and waiting for an outpatient access to services or crisis intervention and skills buildings are needed on urgent bases.

II. Crisis Stabilization Unit (CSU)

a) Complete psychiatric care delivered on 24/7 bases for individuals who needs that level of care as following:
b) Clients who are assessed by CTC and deemed appropriate to admission at CSU;
c) Step down from private and state hospitals until proper placement and care is established;
d) Detox services for clients who have co-occurring disorders and don’t meet criteria for inpatient psychiatric hospitalization. 

III. Ancillary Services:

a) Probate and Forensic monitoring
b) CIT program manager and dispatcher
c) Court Liaison

Operational Model




Emergency Services builds working relationships, through the development and application of Best Processes Protocols, with MHRS’ system and its agency treatment providers, as well as with emergency room personnel at local hospitals, law enforcement, and the system’s Hotline Triage provider.  Emergency Services is a protocol driven network of personnel available through pagers, cell phones, telemedicine equipment or other technology whose primary responsibility is to assist individuals in pending or immediate psychiatric or alcohol/drug crises to maintain or resume community functioning.  These services are to be available 24 hours a day, 7 days a week in both counties. Primary linkage to the Hotline Triage point of contact is critical to the success of the Emergency Network. It is the responsibility of the Hotline Triage provider to contact the Emergency Services Network, per protocol, when defined clinical criteria has been met for extending the systems resources to resolve the emergency or crisis situation. 

Note:  Mental Health Recovery Services of Warren & Clinton Counties and its emergency services provider organization is conducting a “Crisis Stabilization Unit Assessment to determine if or when the proposed changes are to be implemented.  A Crisis Stabilization Unit screening tool was developed and is being implemented to collect the following information:

· Does client need 24/7 care but not meet hold criteria?
· Is client behavior appropriate for CSU placement (ex. Does not have history of violent behavior that would make placement unsafe to staff or residents)? 
· Would client agree to voluntary placement at CSU typesetting?
· Does client have means of transportation to get them there?

If yes to all of the above questions, the clinician is requested to complete the CSU Tracking form and submit for review with the Risk Management Team.   

Mental Health Prevention:

Depression Screenings, including Maternal Depression, Geriatric Depression and Youth Depression:
· It was planned in the FY10-11 Community Plan to secure appropriate literature for different target audiences regarding the correlation between physical and mental health issues.  Due to budgetary issues, this has not been a priority.

School-based Mental Health Prevention Programs:
· In FY10, MHRS instituted a procedure with the contract providers whereby a Mental Health Prevention Plan was to be filed to request approval of specific programs, namely Evidence Based Programs (EBP), along with outcomes measurements.  Quarterly, the outcomes results were reported to MHRS.  This procedure has continued into FY11.  It was found that the outcome results were variable by program.  Specifically, the EBPs which required structured training produced better outcomes than those which only required reading/following a manual.  This process provided information which was not available in the past and has established a baseline.  The issue hasbeen addressed with the agencies and improvement is expected in FY11.
· MHRS has not directly hosted at least 1 training for school personnel and mental health providers as planned in the FY10-11 Community Plan.  Alternatively, the Integration of Mental Health in Schools Grant has funded several trainings entitled “Recognize and Refer” to educate school staff on identifying students experiencing behavioral health issues and how to refer them for further evaluation.  Contract Provider Agency staff have participated as trainers (which is funded through the Mental Health Prevention service plan).  The Dual Diagnosis Taskforce, which MHRS facilitates, also hosted a training for the Board of Developmental Disabilities staff, mental health agency staff and invited school staff on the topic of “Behavior Intervention Strategies and Understanding the Behavior.”

Early Childhood population (Early Childhood Mental Health Consultation and Incredible Years):
· In the FY10-11 Community Plan, it was planned to host at least 1 training for early childhood school personnel, mental health providers and children’s services workers.  To date, this has not been accomplished due to budgetary concerns.
· Additionally, it was anticipated that there would be a documented improvement in the DECA Provider form “Behavioral Concerns” T-Score from pre/post administrations.  This was to be measured through ODMH’s ECMHC Web-based system which was still under development at the time of the FY10-11 Community Plan writing.  However, the Board Executive Reports, accessible by MHRS, does not provide this level of detail, therefore this cannot be evaluated as planned.

SED Services:

School Based Services: 
· In the FY10-11 Community Plan, it was planned to develop a technology based Performance and Trend Analysis Package (P-TAP) so as to provide real time trending and system critical data to MHRS and provider community for response and system planning.  A plan was developed and programming bids were obtained, however the project was halted due to budgetary concerns as well as potential changes to the Medicaid funding structure.
· The increase in SED service delivery has not been as robust as planned.  Upon the writing of the FY10-11 Community Plan, it was projected that there would be an increase of 20% in the number of billed units based upon the planned increased in funding of this service plan.  However, with state budget cuts sustained in early FY10, funding for this service plan was cut rather than increased.  Despite this cut, an increase of 13% in billed units was realized (FY09 to FY10), largely due to an increase in Medicaid-funded billing.

Residential Treatment Centers – Reduce number of out of home placements:
· In the FY10-11 Community Plan, it was planned to develop a utilization review protocol, specifically criteria for Residential treatment center admission, continued stay and termination, as well as a comprehensive indicator system to assess youth’s readiness to be discharged from a residential treatment center.  This subject was loosely addressed in the revised Service Coordination Mechanisms written and submitted by each FCFC in the summer of 2010, however was specfic in terms of when Service Coordination would be terminated and when various levels of service would be appropriate.  The topic of a more specific residential criteria/indicator system has been discussed by the respective Service Coordination Teams but has yet to be formalized.  In Clinton County, this has partially been hindered by the Children’s Services custody of numerous placed youth and their limited availability of appropriate foster homes.

General Outpatient Mental Health Services:

Access/Availability of Service:
· As noted previously, in the FY10-11 Community Plan, it was planned to develop P-TAP, a technology based package for service monitoring.  Due to budgetary concerns and expected changes on the state level, this was halted.
· The goal was to further increase MHRS funding of the General Outpatient Mental Health Service plan in FY10-FY11 by 15% in order to continue to reduce the wait list.  However, due to budget cuts, this increase was not possible and, in fact, the allocations were modestly cut.

Older Adult Services: 
· At the writing of the FY10-FY11 Community Plan, a group, lead by MHRS and attended by representatives from Adult Protective Services and Elderly Services from both counties, was meeting.  This group worked with the Council of Aging of Southwestern Ohio to complete a regional grant application for the implementation of Healthy Ideas, a depression screening program to be administered by the Elderly Services staff.  Through this group, funding of specialized Older Adult mental health services was explored, as well as cost sharing.  It was determined that at the present time, such a comprehensive service delivery process could not be carried out as it would be cost prohibitive as much of the care would need to be provided in the client’s home.  Therefore, due to the high cost combined with budget cuts, this initiative was placed on hold.  
· The community partnerships continue to exist with these organizations, however they have not expanded.  Staff changes have occurred due to retirements and linkages have not been yet established with the replacement personnel.  Thus, the Customer Partnership Favorability Rating is at a 3.0 for only 3 key community partners rather than the projected 4 partners.
· As noted previously, in the FY10-11 Community Plan, it was planned to develop P-TAP, a technology based package for service monitoring.  Due to budgetary concerns and expected changes on the state level, this was halted.
 








SECTION II 
NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

MHRS presented to the Board of Directors and members of the Leadership Team for discussion and review, “Roadmap to Change”. The map depicts what sources are asked to provide input or information in order to establish behavioral health care system values and priorities with current resources.  Four different types of improvement strategies are identified that will establish Core Services (Service Plans) that identifies “who”, gets “what” and “how much” for “how long”. 


System: MHRS Board & MHRS Providers Input:
In addition to the input processes depicted in Section III of this Community Plan (which identifies the Board and provider system collaborative working relationship) we conducted an internal review of Board and Providers system (Talbert House, Lifestyle Housing, Solutions, Inc. and NHO) “values”.  In December 2009, the Board conducted a crosswalk of the values identified by the Board (MHRS) and that of the provider agencies submitted values.  The values were reviewed and analyzed to help our system determine “Core Services” for our behavioral health care system for FY 2011 and beyond. A summary of the findings is presented in “findings of the needs assessment” section of this report.          

Community: Consumers/Referral Sources & Community Members Input:
MHRS invited 48 key stakeholders and community members to participate in a strategic planning initiative for state fiscal year 2011.  Dr. Steven Howe of Steve R. Howe and Associates, LLC, lead participants through a series of events to solicit input for refining MHRS’ existing strategic plan and generating ideas on how best to bring the plan to fruition.  

On March 12, 2010 twenty-three (23) or 48% of the invited individuals from our community participated in the planning session.  Participant representation from schools, court systems (adult and juvenile), health departments, children services, elderly services and other non-behavioral health care organizations contributed to the discussion.  

Community Input Processes:  Two processes were developed for securing community input:  (1) MHRS contracted with Fallon Research & Communication, Inc. to conduct a survey research through telephone interviews.  The interviews were performed during the period of October 24, 2010 through October 27, 2010.  A total of 603 randomly selected registered voters in Warren and Clinton Counties that have a valid residential or cellular telephone numbers participated in the survey.  

Although the actual proportions for Mental Health Recovery Services’ two-county service area is different, to ensure adequate sample sizes for sub-group analysis, 200 interviews were completed in Clinton County and 403 interviews were completed in Warren County.  Adjustments were also made to proportionately weight the results toward the demographic and geographic characteristics of each of the two counties that were studied.

(2) The second process for gathering community input is in the development stage.  We are interested in developing a website survey questionnaire.  We are presently in discussions with the state universities and other professional service organizations for assistance.  The website survey will help to gather input from the general public, referral sources, family members and client populations.  A series of questions specific to each population will be developed.  The information will be utilized to assist in program development (needs) and improvements throughout the behavioral health care system.   

Additionally, we will be utilizing professional assistance in the review and analysis of Service Plan “key performance indicators” and outcome measures.  With the reduction of MHRS administrative staff, we plan to contract for their services to assist staff in data analysis.  

Consumer Input Processes:  Consumer input is provided through the following processes: 

(A) Consumer Advisory Council 
(B) Client Satisfaction Surveys 
(C) Peer Reviews and Level of Care 
(D) Referral Source Satisfaction Surveys 
(E) Client Grievances.  

Solutions Community Counseling and Recovery Centers - consolidated merger of contract agencies, Mental Health Recovery Centers of Warren County and Mental Health Recovery Center of Clinton Counties -  contracts with “Customer Satisfaction Management System” to do their client satisfaction survey.  Level of Care and Peer Reviews are provided by a LISW-S and LICDC in accordance with Peer Review Standards.  Regularly Quarterly LOC and Peer Review Reports provide for each of the three contract agencies (Solutions consisting of MHRCWC and MHRCCC, and Talbert House).  Jill Gomez the LISW-S and LICDC also provides consultation regarding LOC & Peer Review process.  She has also provided training for the contract providers to better understand the process and how to improve client charts.  

When Consumer input is received from the sources listed above, an internal review of the information is conducted and reported to the Board of Directors (Scorecard Report). MHRS Board staff review results with the providers and makes recommendations and/or identify improvement initiatives with the provider system as deemed appropriate.           

Findings of the needs assessment

System:  MHRS Board and MHRS Providers Findings



164

What is Important?:   MHRS Values and Priorities
MHRS MISSION STATEMENT
The mental health and recovery services system supports communities in Clinton and Warren Counties to respond to behavioral health issues through prevention, intervention, treatment, rehabilitation and asset building services. Our mission is sharing hope and caring to achieve recovery from mental illness, alcoholism, and drug addiction. Our expectations for recovery include the acquisition of meaningful roles, sobriety, healthy relationships with friends and family, and a joyful life.

MHRS STRATEGIC GOALS:  
1. Develop evidence-based practices (EBP) and products that brand this organization as a leading innovator of services for people with behavioral health issues.
2. Offer evidence-based service delivery practices and products that are cost effective through partnerships with community non-behavioral health programs and services.
3. Develop creative synergies of resources with community partners that result in “moving the needle” on a significant community issue.
4. Generate new system capital in order to secure support for reliable and sufficient future funding of services.
5. Support stakeholders (board and provider staff, community partners, etc.) to develop the knowledge and skills in leadership and large scale systems change necessary to take this organization into the future.  

	Common Themes
	Evidence Based, Data Driven, Cost Effective/Efficient
	Risk Management
(Cost vs. Risk)
	Cohesive System & Collaboration
	Consumer Driven
	Public Value & Partnerships
	Access to Treatment & Services

	MHRS Priority Rating
	#1 (tie)
	#1 (tie)
	#2
	#3
	#4
	#5

	MHRS Value Statement
	Services should be of demonstrated effectiveness in quality, outcomes and cost.
	Provide services to consumers in the least restrictive environment which is safe.
	The fullest Continuum of Care fiscally feasible should be provided.  Collaboration between provider agencies will facilitate this.
	Our Mission is to provide services to consumers which meet their recovery needs.
	Be good stewards of public dollars by maximizing partnerships and efficiencies.  Be a visible part of the community.
	Individuals in need receive clinically appropriate services in a timely manner.



Rationale for Prioritization:  Quality, cost effectiveness, and safety of the consumer were first and foremost.  If services are of poor quality, the quantity and array has little significance.  Focus on providing services in the community, when at all possible, is paramount.  Secondly, a full continuum of care to meet the needs of a multitude of consumers is important, however in doing so, it will require the commitment of all our provider agencies to work together in this endeavor.  Thirdly, it is essential that all these services directly impact the recovery needs of our consumers.  This is the foundation of our Mission Statement.  Fourth, the opinion of the community is important, particularly since a growing percentage of our funding is from local levy dollars.  Therefore, it is essential that our services are in line with what the public values and supports.  Likewise, it is imperative that we work with other community partners to “stretch our dollars” and work in tandem on projects of community significance.  Access to services is important as well, however it fell lower on the priority listing.  It was felt that if services are of quality, cohesive, and consumer driven (priorities 1, 2, and 3 respectively), access to services would logically follow.

Community Members and Referral Sources Findings:
Mental Health Recovery Services - Strategic Planning Session Results Summary of meeting with stakeholders on March 12 (community partners, not contract agency representatives) 4-hour meeting

Top Needs
	Co-morbidity						Early childhood
	Criminal justice					Schools
	Dual diagnosis						Family support
	Substance abuse					Training for allied professionals
	Improvements in service				Sex offender services

Strengths, Weaknesses, Opportunities and Threats
	Strengths
          Data
          Partnerships
          Generalizable models
          Training 
          Helps partners with needs    
          assessments
          Collaborations with community 
          agencies

	Weaknesses
          Communication
          Opportunities for consumer feedback
          Services in Clinton County 
          Role of board unclear
          Need better connections to board 
          Board operations not well understood

	Opportunities
          Investments by partners
          Eliminate service duplications
          Better evaluation
          Community outreach
          Better informed public
	Threats
          Confusion due to names
          Growth of population
          Increased need secondary to economy
          Health care reform
          Medicaid cuts



Improve Collaboration
	Reach out – have board members attend community meetings
	Improved communication
	Better visibility

Workforce Development
	Partner with Goodwill Industries

Improve Mission Congruence
Promote cooperation and interdependence among providers
Quicker adaptation for changing community needs (new vision for communities)
Increase qualifications of service providers 
Consolidation of services
Promote prevention

Achieve Greater Efficiencies
Educate agencies on how the system works
Identify gaps in services and identify efficient solutions
Cross-systems training
Have the board lobby for flexible spending from the state
Creative improvements for residential services
Environmental scan of other state practices/system- research models including cost
Strengthen partnerships
More partners at table for criminal justice efforts 

On May 17th the C-BOM Committee met to develop a strategic plan to address the results of the community feedback received from participants at the Community Strategic Planning Session facilitated by Dr. Howe.  The members decided we will use the website and e-mail as an outlet to inform the public about Mental Health Recovery Services.  Select staff will contribute articles for a “one-pager” that the Administrative Assistant will post quarterly to the website and send out via e-mail.  We are also adding an area to the website where visitors can contact board staff through the Executive Assistant’s e-mail.  

Needs Assessment Survey Results:
The overall estimated margin of sampling error is +/- 3.99%, based on a confidence level of 95%, although it varies for each individual question.  This means if the survey was repeated, 95 times out of 100 the results would be within plus or minus 3.99% of those provided herein.  


 (
Comment:
The high percentage of uninformed voters (50% Warren County and 24% Clinton County) represent an opportunity for outreach and advocacy to help shape nascent opinions. 
)

     

 (
Comment:
Of the total 49% voter responds, Warren County comprised 52% and Clinton County 44%.    
) 



 (
Comment:
Again, the 48% of “unsure” public opinion regarding services is an opportunity for outreach and advocacy.
)




 (
Comment:
This corroborates other findings which indicate that voters do not think substance abuse problems are quite as prevalent as other societal maladies.
)



 (
Comment:
Again, counseling for unemployed workers followed by other mental health treatment.
)


 (
Comment:
A difference between WC and CC is what each is identifying as the most important.  
Children are often sympathetic figures that garner emotional responses from voters, especially in the absence of more vexing problems to solve. 
)




 (
Comment:
Total awareness of 43% and a 30% total net approval.
 
Although well-liked among those who know it, MHRS is not well-known community entity and still needs to build “brand” awareness.   
)


 (
Comment:
Percentages broken down by age group and by county.
  
)




 (
Comment:
2006 Survey results although the question had different wording a measurement was used.    
)






 (
Comment:
Even though 77% of the respondents do not know anyone who has been helped by the network of services, there is strong support for the provision of behavioral health care services.  
)


 (
Comment:
Access to behavioral health care services has not been an issue for those seeking assistance.   
)



 (
Comment:
Having no or inadequate Health Insurance is believed to be the leading reason why people do not have access to needed services. 
)

The Consumer input data previously listed from the following sources: (A) Consumer Advisory Council; (B) Client Satisfaction Surveys; (C) Peer Reviews and Level of Care; (D) Referral Source Satisfaction Surveys and (E) Client Grievances are reported according to the State Department guidelines and established timeframes.  

The Client Satisfaction Survey results shows “high satisfaction” rating from consumers.  As a result Mental Health Recovery Centers of Warren County received an award, “Recognition for Best Practices” certificate award from the Customer Satisfaction Management System.  The Peer Reviews and Level of Care quarterly surveys show overall strength in assessments, and treatment plans including measurable treatment objectives although there are areas in need of continual improvement in the area of treatment readiness.  One of the common concerns in the Referral Source Satisfaction Survey was the amount of time it takes for a client to begin receiving services and the need for better communication.  Of the total 46 comments documented the overall satisfaction was positive in nature.    



Access to Services

Access to service has typically been evaluated using wait list data, however this was expanded during FY10-11 to include results from the Referral Source Strategic Planning Session led by Steve R. Howe and Associates, LLC, in March, 2010 and the Community Member Survey conducted by Fallon Research & Communication, Inc. through telephone interviews in October, 2010.

Wait List Data:  Historically, the General Outpatient Mental Health Service Plan maintained the largest number of individuals on the wait list.  As indicated in Section I, III, Question 4, there have been substantial improvements in this area. From FY04 to FY10, a reduction of 84% as been realized (FY04 = average 170 people/month, FY10 = average 27 people/month).   In a service plan which saw over 2,200 clients last fiscal year, this is noteworthy.  The number of wait days of the ”longest waiting client” has also substantially declined.  From FY06 (when tracking began) to FY10, a reduction of 84% was seen.  In the final months of FY10, the wait time increased slightly due to staffing issues at the primary contract agency, however the average longest wait time still was substantially lower than previous fiscal years (38 days).  It should be noted that due to the various locations throughout the two county area, a client may opt only to be seen at a particular location, even if the wait time is less at another center.   This can inflate the numbers even though services can be accessed more timely elsewhere in our system.  The following graph illustrates the improvement in General Outpatient Mental Health Services wait time (longest waiting client) for our system.  

[image: ]

Of even more significance is the view of the Mean, Median and Mode Wait time (in days).  This more effectively controls the outliers.  As is illustrated in the chart below, the average Median for FY10 was 16 days.

[image: ]

This achievement has been largely due to changes in triage and assessment processes as well as the increase in funding of this service plan.  However, concern remains regarding clients who continue in the General Outpatient Mental Health Service Plan for extended periods of time.  As this plan is designed to be ”short-term, less intensive”  treatment, constant flow of terminations and new admissions is essential in the access.  It is estimated that, on average, a client should circulate through these services within approximately 3 months, then opening a spot for a new client.  The following graph served as a basis for analysis of the existing practices within our two county area.  As can be seen, the goal is in any given month for 25% of the client population to be admitted, 25% to be terminated and 50% to remain active.  This would allow a client to be admitted, then treated in Months 1-2 and terminated sometime in Month 3 (equivalent of up to 12 weekly sessions).  

[image: ]

As can be seen, this is not the case.  One contract agency reported that their policy was to keep clients open for several months after last contact.  Upon further investigation, it was found that this policy was a result of a misinterpretation of ODMH standards and has since been changed.  Additionally, they indicated that therapists are not always timely in submitting termination paperwork and wait for ”down time” to do so.  However, this can provide an inaccurate reflection of the number of active clients on a therapist’s caseload and can impact the assignment of new cases. These issues have been discussed with the contract agencies and further monitoring will be conducted in FY11-12.

For SED Services, access for initial assessment has not been an issue.  In fact, in FY10 contract agencies report that on average, clients receive service within 7 days of request.  However, there has been an issue with access to child psychiatric services.  A Key Performance Indicator was added in FY10 to track the time between referral to psychiatric services to first appointment.  This revealed that one provider, for the most part, provided services within 30 days.  The other provider, however, has typically exceeded this threshold.  The below chart provides detail on the wait time.


[image: ]

This issue has been addressed with the provider system.  While urgent referrals can be accommodated, this is only achieved by “bumping” another client from their scheduled time to a later appointment date.  Financial allocations are sufficient to increase this service provision, however recruitment of child psychiatrists has been problematic due to their rural geographical location and thus limited availability of child psychiatrists in the area.  Negotiations with their psychiatrist to increase available hours has produced some modest improvement in FY11.  This indicator will continue to be monitored.  

Fortunately, SMD services and AoD services have been operating with no or minimal wait list for several years, therefore further analysis of wait time has been unnecessary.

Referral Source Strategic Planning Session:  The perception of community partners in terms of access to service has been largely related to special populations.  Specifically, those indicated include:  Co-morbidity, Criminal Justice, Dual Diagnosis, Substance Abuse, Sex Offender Services, Early Childhood.  Many of these populations are currently being addressed such as dual diagnosis (Dual Diagnosis Taskforce), early childhood (Early Childhood Mental Health Consultation and Treatment),  Substance Abuse (Opiate Taskforce), and criminal justice (CIT program).  Another result of the Planning Session is the need for MHRS to communicate our current initiatives.  Thus, it is felt that if there were increased communication strategies, our referral sources would have more knowledge of the advances MHRS is making with these key special populations.

Community Member Survey:  As reported earlier, in the telephone survey completed with 603 Warren and Clinton County community members, 6% (n=39) indicated that they or someone they know were unable to access treatment substance abuse, mental illness or an emotional problem in the past 12 months. The majority noted that this was due to “no health insurance or financial reasons” (25%) or that they were “unaware of services available” (24%).    Once again, this speaks to the need for MHRS to focus more energy upon communication with the public as many of MHRS funded services are free to our residents (Prevention, SMD and SED) and the remainder are subsidized through a sliding fee scale (General Outpatient Mental Health and AoD).  Additionally, awareness needs to be raised regarding what services are available.  Seven individuals noted that there were "not enough resources” and six noted “treatment was unavailable.”   Due to the format of the survey, it is unclear what services they were searching for, but it is possible these were available but they were unaware of them.  (Note:  These sub-set results should be evaluated with caution due to the small sample size.)

Access may no longer be an issue of serving more, rather serving better.  Access needs to be measured on the facts that in any given year 1 in 4 Ohioans 18 and older will have a diagnosable mental illness, and approximately 10% of Ohioans will have a substance abuse problem or addiction.  Impacted by state budget cuts, it is important for our behavioral health care systems to utilize new resources such as the ODMH informational webpage about services and supports available for military service members and their families, http://mentalhealth.ohio.gov/what-we-do/promote/vets.shtml.

The chief challenge in serving veterans is in connecting them to services offered through the VA to which they may be entitled.  This applies chiefly to veterans who are disaffected or alienated from the military or federal government.  Also, some veterans may have to travel substantial distances to receive VA services leaving them to prefer our services which they may obtain locally.

The Board’s primary contract provider, “Solutions Community Counseling and Recovery Centers” is reporting that even providing interpretive services for the deaf clients that they serve may not be effective when the clients are not proficient at that level of communication.  Alternate forms of communication (e.g. TD-TDY, email) are useful in some circumstances, but are of limited utility in providing counseling services and carry with them the risk of inadvertent disclosure. A second challenge concerns the perception of time.  Failure of deaf or hearing impaired clients to keep regularly scheduled appointments in which interpreters have been scheduled is costly and burdensome to the agency which must bear the cost of the interpreters whether they are used or not.  

Building on the expertise of nationally know experts on issues related to substance abuse among individuals who are deaf or hard of hearing, will provide provider organizations the opportunity to learn about barriers to treatment and current national trends, and how they can be applied with clients who have a wide range of cognitive and communication needs. Informational assistance can be drawn from the Southeast Regional Institute on Deafness at www.serid.org. 

There are two main areas of concern in meeting the needs of ex-offenders.  First, ex-offenders may be barred because of the nature of their past offenses from eligibility for various housing programs.  The second issue concerns balancing the need for trust and confidentiality with requirements the clients may have as conditions of their probation or parole.  Such requirements may make behavioral health service providers proxy probation officers, discouraging frank and open discussion necessary for progress and treatment.

Individuals treated and released from state and regional psychiatric hospitals face few barriers in terms of the timeliness or availability of outpatient treatment services.  The greatest challenge that such clients face is in the availability of safe affordable housing that matches their treatment needs.  Housing supports provided by the mental health system are limited, and, other public subsidies, such as Section 8 and metropolitan housing who chronically have lengthy waiting lists.  These conditions cause bottle necks in our system of supportive housing at all levels. 

The chief barrier to service access for persons released from state prisons is the timeliness with which they apply for services.  As a matter of policy, state prisons discharge clients who received treatment while incarcerated with very limited supplies of prescription medications.  Frequently, the discharged inmates have exhausted their supplies of medication before they seek services.  Timely provision of treatment records from the prison system also poses a barrier to continuity of care.

Talbert House is reporting that their Warren County Outpatient program has not had any concerns or issues with any of these populations attempting to access services. If they were to have a deaf client needing services, they will provide an interpreter to assist them so the client can receive services. They do not foresee any barriers to any of these populations receiving services.  Warren Outpatient has a Corrective Thinking group that helps ex-offenders understand their criminal thinking processes and how to increase pro-social thoughts, attitudes and behaviors. They also administer the ORAS (a risk assessment for offenders) to all clients who are criminal justice system involved.

Solutions Community Counseling and Recovery Centers training needs for crisis are specified by the Ohio Department of Mental Health and the agency abides by them.  Providers are screened for appropriateness of credentials and prior to providing services are trained to perform risk assessments to de-escalate crisis situations, to perform mental status evaluations, and are oriented to community resources.  Training also includes procedures for both voluntary and involuntary hospitalization.  All crisis therapists must have current certifications for CPR and First Aid.
 



Workforce Development and Cultural Competence

Solutions Community Counseling and Recovery Centers recruit on-line and in local print media to attract staff.  The provider provides clinical supervision for staff to work toward independent licensure and provides internal continuing education training and reimburse for other pertinent training.  The agency provides performance reviews quarterly and annual bonuses for clinical staff that exceed certain service targets.  The agency provides competitive wages and benefits to attract and retain qualified personnel.  The agency does have sufficient licensed and credentialed staff to meet its current service delivery needs within the context of its contract with MHRS Board to provide such services.  Community demand for services continues to exceed this budget.  

The agency provides annual training for all staff with regard to cultural sensitivity.  Such issues are addressed when pertinent in ongoing supervision with staff.  Demand for services to various minority populations remains small and reflects the demographics of the community identified in the federal census.  

Talbert House is reporting that all of their staff is licensed.  The Manager and Clinical Supervisor are licensed as well. As with most agencies, they have difficulty finding qualified licensed staff and have put together a very specific plan to address these issues.  They also have made a specified effort to have students placed at Warren Outpatient so that they might grow into staff when they complete their education/licensure.  The following are some examples of how Talbert House attract and retain quality staff:

· Offer a recruitment bonus to internal staff for licensed applicants.
· Have a recruiter for licensed staff. The recruiter has relationships with local colleges and universities, as well as Psych Temps.
· Provide all licensed staff with the necessary training to satisfy their license requirements. Staff does not have to pay for any of the training given.
· Staff needing supervision for their independent license has this need met through internal independently licensed staff.
· New hires are matched with an experienced mentor. The “buddy” program provides new staff with the necessary support to learn the agencies systems, policies, and clinical documentation software.
· All clinical staff is provided appropriate supervision by their clinical supervisor.
· Tenured staff has the opportunity to advance their skills through a variety of options that include: leadership development, becoming trained trainers, participating in agency workgroups, and other individual interests that staff may have.
· Have a Quality and Clinical Services department that is readily available to assist the clinical needs of the program. This department serves as a consultant to the program, thus giving the clinicians an internal resource when needed.

All staff is given training in cultural diversity. This is discussed in both supervision and measured in the staff’s annual evaluation. Internally, the Talbert House Training Department offers a number of topics dealing with cultural diversity and most of the specific populations identified in the question.  If they have staff needing further knowledge and/or consultation with these populations, they would utilize their peer support, clinical supervisor, and/or the Quality and Clinical Services Department within their agency.

MHRS is a member of “Behavioral Health Generations” which provides enrollment services, conducts Peer Reviews and Level of Care services and training for BHG Boards’ provider organizations.  In FY 10 system-wide training was offered and provided to several provider organizations on increasing their knowledge and skills in the area of Motivational Interviewing and Stages of Change.  Each provider organization participated in the development of the training plan and training dates were established.  The organizations that seemed the most invested in the experience made training a priority and involved the clinical staff in developing the training goals.  Several organizations have asked for additional training(s) and/or support in training referral sources on client centered treatment plans and readiness to change.     

As mentioned previously, we are in the planning phases of the development of a community survey accessible through our website.  Survey development, process and analysis is under negotiations with Wright State University’s Center for Urban and Public Affairs Department.  The survey will help to gather input from the general public, referral sources, family members and client populations. A series of questions specific to each population will be developed. The information will be utilized to assist in program development (needs) and improvements throughout the behavioral health care system.  One particular area which we desire to explore in this survey is if individuals perceive to have been subjected to cultural biases.  This will be important information as, when you look at the census data, Warren and Clinton Counties are not racially or ethnically diverse areas.  Therefore, it is critical for the system to look beyond these common cultural factors and delve into other possible aspects which may be at play.  These could include:  Age, Language/Accent, Educational level, Income, Religion/Faith, Disability, Sexual Orientation, and Physical Appearance.  These results will provide our system with further insight into the cultural needs of our clients and assist in formulating future training topics.  Then, these trainings can be specific to our geographic area and directly address perceived biases.

MHRS Board has a copy of each agency’s disaster preparedness policies and procedures that are available upon request.    


Capital Improvements

FY 2010-11 Board Properties:
Impacted by community growth and expansion of services due to increased need, MHRS conducted a cost analysis of its properties and implemented a strategic plan for the sale of select properties.  The revenues from the sale of select properties are being used to offset the reduction in state revenues.  

Revenues from the sale of the Locust Street property in Wilmington (FY 2005) and the recent sale of 107 Oregonia Road facility in Lebanon (FY 2011) have increased the amount of carryover funds.  As indicated these funds are being used to offset the loss of state revenue and to maintain current services.  With the sale of the 107 Oregonia Road facility the Board offices are being relocated to the 212 Cook Road facility.  

With the recent expansion (in FY09) of two newly developed housing facilities purchased and funded by separate contract providers (e.g., the IRR facility and Connie’s Place) the Board is not in need of any additional housing for FY 2012.  With the relocation of all SMD Services in February 2009 to a new facility, the Corwin House facility (210 West Main Street) is unoccupied and has been on the market since September 2008.  

On October 12th the Lebanon City Council took action on the Board application (3rd time) for a zoning map amendment, for the 210 West Main Street property.  The City Council approved the zoning amendment request for professional offices, which makes the property more marketable for sale. Information about the property has been entered into the Multiple Listing Systems, in local papers and a professional brochure was developed for distribution to prospective clients.  The Board has worked collaborative with the ODMH regarding these activities and timeframes.  

Unfortunately, the Board will never be able to sell the property for the actual costs. The facility as designed is a problem and does not meet our present or any future purpose for our system and will always be high maintenance.  When the property is sold, we will be required to pay back to the ODMH the remaining portion of the forgivable loan.    















Section III
Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

Process the Board used to determine prevention, treatment and capacity priorities
Processes Utilized to Determine Board Priorities: 
There are two separate yet interdependent processes utilized to establish “Board Priorities” for determining the most important areas in which to invest its resources.  The overall processes include the activities defined in MHRS “Management Methodology” and the “Evaluation Methodology” as depicted in the Board’s Quality Improvement Business Plan.  

The management methodology processes address as a system “how” information is gathered and communicated throughout the system. Briefly stated, the implementation of the management methodology processes is for gathering data to identify service gaps throughout the behavioral health care network. These specific processes are more clearly defined and addressed in Section IV: Collaboration. 

The evaluation methodology processes determine “what services” and projects to recommend to the Board of Directors for developing service priorities.  Briefly stated, the implementation of the evaluation methodology processes are for making data informed decisions and for writing measurable outcome based service plans for greater efficiency and cost effectiveness.   The specifics of these processes are addressed in Sections V: Evaluation.  The process utilized by the Board to determine its current behavioral healthcare needs is described in Section II: Needs Assessment.  

In addition, the processes utilized by MHRS Board to determine the most important areas in which to invest our resources are depicted below:  MHRS Board has developed priorities on two levels:   

			(A) System-Wide Priorities 
			(B) Service Priorities  

System-Wide Priorities are those projects that impact the whole system and have an in-direct effect upon services.  Service Priorities are specific to a consumer population and service plan. Priorities are established based upon our commitment to meet community needs within existing resources (people, time and money). We believe the accumulation of the processes depicted throughout this Community Plan will result in a Community Plan that clearly depicts community needs.

(A) System-Wide Priorities:  The processes developed by MHRS regarding the identification of system-wide priorities are incorporated in the Executive Director Evaluation processes.  The Executive Director in conjunction with the Board of Directors (Personnel Committee members) is responsible for the identification and management of the Board’s System-Wide Priorities.  

Note:  The reader needs to understand that MHRS has adopted a “talents model” vs. a traditional “economic evaluation model” regarding personnel evaluations.  The economic model is traditionally a measure of an individual’s past performance.  A talents model measures the present workplace environment to determine what needs to be changed to assist an individual to better meet goal expectations and better utilize his or her talents.  
 
A traditional performance economic model is generally performed annually at the close of a year and determines future salary.  The talents model does not involve a salary conversation.  Instead, a salary survey is conducted and adjustments to staff’s salaries are made when deemed appropriate. This is based on the proposition that once basic financial needs have been met, talented individuals are less concerned about pay and more concerned about being trusted and empowered (refer to Buckingham and Coffman, First Break All the Rules).  Each person (employee) is responsible for tracking his or her specific projects.  

Throughout the fiscal year, individuals meet with peers in teams (i.e., C-BOM) and review the status of his or her specific projects.  Individuals are encouraged to discuss with their peers project accomplishments and any training opportunities they believe may assist them with completing project work.  Documentation of project reviews is placed in minutes.  Individuals are scheduled to report and/or present project updates to Board Committees (i.e. MH Committee) and/or the full Board (i.e. Scorecard Reports and/or at Board Presentations).     

As stated, the identification and management of System-Wide Priorities is the responsibility of the Executive Director and the Personnel Committee (select Board of Directors).  Quarterly Personnel Committee meetings are scheduled with the Executive Director.  Generally, in the fourth quarter and no later than the first quarter of the new fiscal year, committee members review and approve the Executive Director’s system-wide priority recommendations for the coming fiscal year.  Throughout the fiscal year at scheduled quarterly Personnel Committee meetings, committee members review and discuss outcomes, changes and/or barriers to the list of system-wide priorities.  

Following the approval by the Personnel Committee of the proposed fiscal year system-wide priorities, the Executive Director presents the list to the full Board of Directors for approval.  We believe this process assures uniformity and accountability.  The full Board reviews the proposed list of priorities.  This listing includes the following information:    

	Priority Cycle/Level
	Description
	Timeframe
	Lead
	Capital*

	Cycle is defined as the specific step of a project.  A project may require more than one step before completion. 
Level is defined as the identification of the project as a priority (at this time).  High, Moderate and Low priority levels are assigned.

	This category identifies the specific project and step(s) to be completed.  
	Projected timeframe refers to the projected time schedule established for project completion.  
	This category identifies the specific individual(s) responsible for monitoring and/or completing tasks of the project.
	MHRS identifies 5-different types of capital.  Marketing Capital (Mc), Organizational (Oc), Human (Hc), Information (Ic) and Delivery Capital (Dc). 


*Traditional systems view Capital in primarily financial terms.  Financial capital is a necessary part of the equation; however, there are other distinct areas of capital development whose value is measured more in terms of relationships and collaboration than dollars.  

Marketing Capital (Mc) is based upon a co-orchestration of community partners.  When faced with environmental challenges, co-orchestration allows us to re-position our partnered entities to meet a changing marketplace.  Organizational Capital (Oc) is based upon cooperation or uniting the business and delivery system in MHRS service network.  System cooperation is characterized by constant system re-alignment and the assistance of valued network providers to accomplish that task.  

Human Capital (Hc) is based upon collaboration or empowering valued partners to implement organizational alignment through their input.  Empowering personnel to think and act innovatively to meet the organizational capital alignment, training, and workforce development.  Information Capital (Ic) is based upon communication or clearly relating and reinforcing the system goals and each person’s and organization’s role in achieving the system goals.  

Delivery Capital (Dc) is based upon connectivity or linking information systems to provide real time data in order to make timely and efficient business decisions prior to potentially system critical events.       

The identification of “Capital” codes are a means to link MHRS behavioral health care system with critical community partners or “who” (i.e., Judicial, Schools, DD and employer systems).  As negative economic conditions continue to exist and we continue to receive substantial reductions in state funding and possible changes in board structure and responsibilities, we need to develop a Capital Plan that is based upon a “possibilities” rather than a traditional “probability” paradigm.

A Possibilities Organization is one that continuously collaborates and processes interdependently with people, data and other organizations as a way to develop “capital” needed to address uncertain times.  The main issue with a Probabilities approach as an organizational mission is it assumes that data, people, and organizations are stable when in fact they are continuously evolving and changing.  We therefore need to position MHRS as an organization to be able to quickly adapt and respond to the changing financial, socio-economic, political and demographics conditions that have come to light.       
     
Refer to “Appendix B” regarding FY 2011 System-Wide Priorities.  

(B) Service Priorities: The Board’s clinical administrative staff (i.e., Associate Director, the Director of Alcohol & Drug Abuse Services and Executive Director) manages Service Priorities with direction from the Board Chief Clinical Officer.  Service Priorities are established by members of the C-BOM Committee.  We will identify in Section V: Evaluation, how team members evaluate project “success”.      

Service priorities are derived from key information and outcomes, keeping in mind the various priority populations identified either by statute or Department initiatives. Service priorities are frequently derived from high volume/risk services that are problem prone primarily due to questionable poor and/or unexpected outcomes (i.e., State vs. Private Hospital length of stays). 

Service priorities are also selected with the goal to not only sustain but often to enhance services (i.e., School-Based Services) while maintaining existing resources. 

The following table, “FY11 Framework for MHRS System Service Plans: Warren & Clinton Counties” depicts the types of services provided by level of care and target population.  Generally the higher the level of care the more costly the services are to provide.  The separate boxes also depict the contract provider the Board is contracting with to provide the specific services.     



Note:  S.O.P. – Standard Outpatient Program; I.O.P. – Intensive Outpatient Program; S.E.D. - Serious Emotional Disturbance; S.M.D. – Severely Mentally Disturbed and I.R.R. – Intensive Residential Rehabilitation Program.     

In Fiscal Year 2011 SMD Service Plan (Level IIIb) includes the implementation of a transitional plan to redesign the 3 distinct tiers of Case Management to meet the needs of 8 sub-groups of adults with severe and persistent mental health issues.  The approach which will guide this re-design is called Cluster-Based Planning and Outcomes Management (C-POM).  Although services are expected to be altered in size and scope, the transitional plan will not eliminate the array of valued services that are being provided in the program level.  The redesigning of the SMD services to address sub-groups within the clinical population is a paradigm shift.  The shift will make it possible to emphasize continuity of clinical care and better match services with individual client needs.  In summary, the goal is to change from a structural to a functional design built around sub-groups of people.     
 Under each level of care (e.g. Level I Prevention & Education) category is a separate (box) listing for the specific type of service and the provider organization contracted to provide the array of service(s).  Each box (service) listed is a separate “Service Plan”.  Each Service Plan depicts the following information:

Service Plan Design
	Section
	Content Area

	I
	Rational and Approach to Service

	II
	Personnel

	III
	Services to be Provided

	IV
	Target Population

	V
	Key Performance Indicators

	VI
	Outcome Reporting

	VII
	Common Service Specifications

	VIII
	Best Practice Processes Utilized in Service Delivery

	IX
	Reporting and Quality Improvement

	X
	Tools or Forms

	XI
	Compensation Method



Depending upon available funding, the collection of Key Performance Indicators reported in each Service Plan determines from year-to-year the amount of increase, decrease or elimination of funding for a specific Service Plan.  Funds have been re-allocated to an existing or a new Service Plan and/or to a new provider.  

Refer to “Appendix A” regarding FY 2011 key performance indicators per service plan.  



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

As previously reported, System-Wide Priorities and Service Priorities are derived from key information and outcomes.  The key information is derived formally and informally from input provided by:    

(1)	Key informants including (a) consumers, (b) referral sources, (c) community members, (d) providers, (e) board staff and (f) board member;  and
(2)   Findings from data analysis derived from (a) needs assessment research survey conducted by Fallon Research & Communication, Inc.; (b) key stakeholders strategic planning session conducted by Steven Howe and Associates; (c) board and provider identified values and priorities; (d) service plan key performance indicator and outcomes (year-to-date) data reporting and (e) peer reviews, level of care and satisfaction surveys (consumer and referral sources).

Capacity Priority Goals and Objectives:
The following is a summary of the goals and objectives planned for SFY 2012 Plan linked to an identified Department “Capacity Priority”.  The “Lead” column depicts the person in charge of the objective (e.g. Executive Director-Brent; Associate Director-Patti and Director of Alcohol & Drug Addiction Services-Bud). 

	CAPACITY PRIORITY
	Reduce Stigma
	

	MHRS GOAL #1

	Promote advocacy efforts while increasing community awareness of local behavioral healthcare service system 
	Lead

	OBJECTIVE
	#1
	Continue advocating through FY 2011 for the proposed Medicaid match move from Boards to State Departments to assure local levy funds are no longer utilized for local Medicaid match.
	
Brent

	
	#2
	Continue advocating through FY 2012 with the State Department for proposed statutory changes to the funding allocation formula to assure funds follow consumer need based on up-to-date census figures.
	
Brent

	
	#3
	Continue advocating through FY 2012 with State Department for developing proper standards regarding non-treatable mental health conditions are not billed through MACSIS.
	
Brent

	
	#4
	Continue dialogue through FY 2012 with local Southwest Ohio Boards and Providers regarding the development of the Southwest Ohio Advocacy Taskforce.  
	
Brent

	
	#5
	Implement Capital Marketing Plan in FY 2012 by focusing on increasing community awareness that property tax funds are utilized to serve the local community behavioral healthcare needs.
	
Brent

	
	#6
	Continue funding allocation through FY 2012 to Warren County NAMI Ohio for the provision of family member education and support services and to Mental Health America of Southwest Ohio for the provision of Compeer services consisting of social supports, advocacy and mentoring services.  
	
Brent







	CAPACITY PRIORITY

	Promote and Sustain the Use of “Evidence-Based” Policies, Practices and Strategies
	

	MHRS GOAL #2

	Focus system and service expansion or re-design efforts on evidence-based policies and practices rather than those with undocumented outcomes. 
	Lead

	OBJECTIVE
	#1
	Complete the development of the Cluster-Based Planning Outcome Management Standards for SMD Services to be implemented in FY 2012 delivery system.
	
Brent

	
	#2
	Develop innovative ways throughout FY 2012-2013 for providing services as a means for reducing artificial boundaries within and between key stakeholder organizations.
	
Brent

	
	#3
	Complete the development and plan implementation of the C.I.T. Project in FY 12.
	Bud

	
	#4
	Continue with the approval process of the Mental Health Prevention Plan whereby evidence based programs represent at least 85% of those approved.
	Patti


	
	#5
	The average number of evidence based practices which General Outpatient Mental Health therapists are trained in will increase by at least 10%. 
	Patti




	CAPACITY PRIORITY

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

	MHRS GOAL #3

	While the public mental health system cannot rely on additional funding to increase available trauma-focused treatment, through training of affiliated organizations, the network of trauma-informed care will be expanded.
	Lead

	OBJECTIVE
	#1
	In FY11, MHRS awarded min-grant funding to two entities (Mary Haven Youth Center and River of Hope Ranch-Equine Assisted services) who will obtain training in trauma-informed care and provide innovative services to youth who have a history of trauma and are involved with the juvenile justice system.  It is projected that at least 30 staff from these organizations will receive training in trauma-informed care.  
	

Patti

	
	#2
	In FY11, MHRS awarded mini-grant funding to Warren County Educational Service Center to fund School Crisis Team training for school staff and to intensively train/certify up to 7 multidisciplinary individuals to serve on a county-wide school crisis response team.  It is projected that least 80 individuals will participate in these trainings and learn how to effectively manage school crisis and reduce trauma experienced by the students.  
	

Patti



	CAPACITY PRIORITY

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

	MHRS GOAL #4

	Improve timeliness and expand data collection methodologies from key community stakeholders  
	Lead

	OBJECTIVE
	#1
	Develop a web-site survey questionnaire in FY11 for implementation in FY 2012 to help gather input from the general public, referral sources, family members and client population.  A series of questions specific to each population will be developed.  The information will be utilized to assist in program development and improvements throughout the behavioral health care system.
	
Brent

	
	#2
	Utilize professional assists in the review and analysis of Service Plan for FY12 key performance indicators and outcome measures.  With the reduction of MHRS administrative staff, establish a contractual agreement for assistance in the review and data analysis.   
	
Brent

	CAPACITY PRIORITY

	Additional priorities and goals determined locally
	

	MHRS GOAL #5

	Reduce Costs while Maintaining/Improving Quality Services 
	Lead 

	OBJECTIVE
	#1
	Re-design and/or market the Intensive Residential Rehabilitation Program for planned FY12 service delivery in order to reduce costs and service effectiveness.   
	
Brent

	
	#2
	Complete MHRS FY11 System-Wide Priorities (e.g., board properties; provider consolidation initiative; capital marketing plan).  
	Brent

	
	#3
	Implement Board Contingency Plan based on actual budget deficit (10-20%) upon state department FY12 budget allocations notification. 
	Brent

	
	#4
	Continue dialogue with local boards to identify how and where the boards can exchange resources to reduce administrative costs (e.g., personnel).      
	Brent

	
	#5
	Complete the Emergency Crisis Services Study to determine “if/where” improvement changes in the scope of emergency services will be proposed by mid-year FY12.  
	
Brent

	
	#6
	Explore with the Superintendent of Southern Ohio Educational Service Center the possibility of a joint effort to apply for the U.S. Department of Education’s Integration of Mental Health in Schools grant.  This is the same grant which was awarded to Warren County Educational Service Center in 2009 and has proven to infuse a consistent, evidence-based process of needs assessment, resource mapping, communication and training. 
	

Patti

	
	#7
	Explore and, as appropriate, apply for external funding opportunities (e.g. foundations and federal grants).
	
All




Mental Health/AoD Prevention Goals and Objectives:
The following is a listing of MHRS goals and objectives specific to both mental health and alcohol drug addiction prevention services.  
 
	MENTAL HEALTH PREVENTION PRIORITY
	Suicide Prevention
	

	MHRS GOAL #1

	Suicide prevention coalition will promote development of community resources to reduce the incidence of suicide deaths and attempts.
	Lead

	OBJECTIVE
	#1
	Suicide Prevention Coalition membership will increase in size by 10%
	Patti

	
	#2
	A communication strategy plan, to include social media, will be formalized and implemented. 
	
Patti

	
	#3
	Disseminate Suicide Prevention brochures to targeted groups, such as physicians, schools, faith community, law enforcement, etc. as detailed in the communication strategy plan.
	
Patti

	
	#4
	Through Mental Health Prevention service plan, provide at least 10 gatekeeper trainings.
	
Patti

	
	#5
	Annually, collect local data to determine impact of public education campaign (i.e. number of completed suicides).
	
Patti

	
	#6
	The Suicide Prevention Coalition will apply for at least one grant for funding to produce/purchase public awareness materials in FY12-13.
	
Patti

	
	#7
	Print at least 1,000 brochures for distribution by coalition members.
	Patti

	
	#8
	30 Law Enforcement Officers will receive Crisis Intervention Team Training on how to use de-escalation, communication, negotiation and other techniques proven successful with mentally ill citizens in crisis, which will reduce ‘suicide by cop” and suicides in general as a proven outcome for this EBP international program.
	
Bud

	MENTAL HEALTH PREVENTION PRIORITY
	School-based mental health services/programs (prevention)
	

	MHRS GOAL #2

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

	OBJECTIVE
	#1
	An annual Mental Health Prevention Plan will be completed by each MHRS contract provider of mental health prevention services.  Plan must specifically outline the evidence based program to be implemented, population to be served, expected outcomes and evaluation tools to be used.  Quarterly reports on provision of program and outcomes will be required.  Mental Health Providers will report positive outcomes of school based mental health prevention programming at least 80% of the time.
	

Patti

	
	#2
	Expand the menu of evidence based mental health prevention programs available to schools by 10%.
	
Patti

	
	#3
	Partner with local college campuses to enhance prevention efforts at health fairs and presentations/trainings (Wilmington College and Sinclair College-Courseview).
	
Patti

	
	#4
	Explore School District’s capabilities of partially funding services.  
	Patti

	
	#5
	Host at least one training for school personnel and mental health providers.
	Patti




	MENTAL HEALTH PREVENTION PRIORITY
	Additional priorities and goals determined locally (prevention)
	

	MHRS GOAL #3

	Community-Based Mental Health Prevention – Strengthen families by targeting problems, teaching effective parenting and communication skills, and helping families deal with disruptions (such as divorce), adversities such as parental mental illness or poverty.    
	Lead

	OBJECTIVE
	#1
	An annual Mental Health Prevention Plan will be completed by each MHRS contract provider of mental health prevention services.  Plan must specifically outline the evidence based program to be implemented, population to be served, expected outcomes and evaluation tools to be used.  Quarterly reports on provision of program and outcomes will be required.  Mental Health Providers will report positive outcomes of community based mental health prevention programming at least 80% of the time.
	

Patti

	
	#2
	Expand the menu of evidence based mental health prevention programs available to community by 10%.
	
Patti

	
	#3
	Develop and implement an early intervention community based mental health prevention program focused on those dealing with job loss and other economy-related stressors, particularly in Clinton County.
	
Patti












	ALCOHOL & DRUG  PREVENTION PRIORITY
	Evidence-Based Practices (prevention)
	

	MHRS GOAL #1

	Programs that increase the number of customers who perceive ATOD use as harmful
	Lead

	OBJECTIVE
	#1
	Using a program of Community Social Marketing, contract providers will continue conducting Community Social Marketing activities into FY 2012.   Community Social Marketing efforts are conducted with community partner activities and initiatives that are designed around prevention of ATOD as measured by the # of events advertised, partnerships developed and events held in the community. 
	

Bud


	
	#2
	Prevention Services will offer in FY12 educational programming and alternative activities to Clinton County youth and adults to enhance their knowledge of the hazards of ATOD as measured using pre/post test results.
	
Bud

	
	#3
	Strengthening Families Program aims to reduce substance use and behavior problems during adolescence through improved skills in nurturing and child management by parents and improved interpersonal and personal competencies among youth. Services to be continued in FY12. 
	
Bud

	
	#4
	Youth sessions that strengthen goal setting, communication skills, behavior management techniques and peer pressure. Services to be continued in FY12.
	Bud

	
	#5
	Using the Prevention Program Life Skills Training, all participants in this program will be able to identify the risks of ATOD use as verbally stated; utilize resistance skills as indicated in roll play activities; demonstrate improved life skills such as decision making and communication as demonstrated in role playing activities and be abstinent from ATOD as self reported.  Services to be continued in FY12.
	

Bud

	
	#6
	To address the problem of Fetal Alcohol Spectrum Disorder a two hour presentation will be provided that includes audio visual materials, brochures, didactic lecture and interactive discussion between participants and presenter will be made available through local pregnancy centers for expectant mothers. Services to be offered in FY12 
	
Bud



Mental Health/AoD Treatment Goals and Objectives:
The following is a listing of MHRS goals and objectives specific to both mental health and alcohol drug addiction treatment services.  

	MENTAL HEALTH  TREATMENT PRIORITY
	Transitional Age Youth
	

	MHRS GOALS #1 & 2

	1. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
2. Enhance transition from SED service to adult services, assuring that an age-appropriate service array is available.
	Lead

	OBJECTIVE
	#1
	Perform a needs assessment with the Service Coordination Teams from each Family and Children First Council (multi-agency representatives) and SED contract providers to evaluate any gaps in services to transitional age youth.
	
Patti

	
	#2
	Perform a process analysis to evaluate the service transition flow for youth entering adulthood.  Identify problematic areas and implement solutions as feasible.
	
Patti

	
	#3
	Explore additional services or process changes necessary to address identified needs/gaps and problematic transitions.
	Patti



	MENTAL HEALTH  TREATMENT PRIORITY
	Children and Youth with SED
	

	MHRS GOALS #3 & 4

	3. Decrease school suspensions and expulsions
4. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Lead

	OBJECTIVE
	#1
	School based services fidelity form will be completed by at least 90% of school therapists in provider system.  At least 90% of schools will report scores reflecting that all MHRS designed processes and procedures are either “fully in place” or “partially in place”. 
	
Patti

	
	#2
	Increase percentage of SED consumers discharged with disposition of “goals met” to a quarterly average of 40% (baseline=29.6% Quarter 1, FY11).
	
Patti

	
	#3
	Explore School Districts’ capabilities of partially funding services.
	Patti

	
	#4
	Participate in Warren County School Crisis Team development, implementation, and monitoring.  By the end of FY13, a Warren County School Crisis Response team (at least 7 members) will be selected, trained, and ready to response upon request of a district.  
	
Patti

	
	#5
	In collaboration with the contract provider and the Warren County Board of Developmental Disabilities, develop an Intensive Home Based Treatment (IHBT) program for youth who are dually diagnosed (MH/DD).  Establish a mutually agreed upon admission criteria, review process and termination indicators.  By the end of FY12, this IHBT team and Review Committee will be established.  
	Patti



	MENTAL HEALTH  TREATMENT PRIORITY
	General Outpatient Mental Health Services 
	

	MHRS GOAL #5

	Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Lead

	OBJECTIVE
	#1
	After extensive discussion with the contract provider during FY10, an outcome system was selected.  Implementation of Outcome Rating Scale (ORS) and the Session Rating Scale (SRS) for all General Outpatient Mental Health clients was phased in during early FY11, after initial staff training.  First quarter results will serve as a baseline.  Subsequently, intensive training was provided by Dr. Scott Miller, co-developer of the tools (December, 2010) and it is anticipated even further improvement will be evident.  In research implementation of these tools and active use in the treatment process have shown to positively impact client engagement, satisfaction, and successful completion of the recommended therapy regime.  By the end of FY13, these tools will be fully integrated in this service plan with as evidenced by the quarterly reports filed with MHRS detailing the number of client completions and the mean improvement in scores.   
	




Patti

	
	#2
	Increase percentage of General Outpatient Mental Health Service  consumers discharged with disposition of “goals met” to a quarterly average of 40% (baseline = 15% Quarter 1, FY11).
	
Patti

	
	#3
	Maintain the number of General Outpatient Mental Health Service consumers served each fiscal year, despite funding cuts, through utilization management functions as evidence by annual reviews of MACSIS data.  These functions will include the limitation on the number of board-paid counseling sessions per year (currently capped at 100), active monitoring of admissions/terminations each month as well as the waiting list.
	

Patti





	ALCOHOL & DRUG  TREATMENT PRIORITY
	Evidence-Based Practices (Treatment)
	

	MHRS GOAL #1- #3

	1. Increase the number of customers who are abstinent at the completion of the program.
2. Increase the number of customers who participate in self-help and social support groups as the completion of the program.
3. Increase the number of customers referrals among the underserved.
	Lead

	OBJECTIVE
	#1
	With the use of Evidence-Based programs with proven outcomes that meet the risks and needs of the customer population;  identify and implement EB assessment and evaluation tools that present a concise and thorough understanding of the customers - mental, physical, emotional, financial, health, relationship, personality traits, addictions, education, employment history, armed service involvement, criminal history, problems, strengths and weaknesses in FY12. 
	

Bud

	
	#2
	Continue monitoring at scheduled AoD Network meetings the implementation of motivational enhancement and motivational interviewing techniques in programs.
	Bud

	
	#3
	Annually review with each contract provider their AoD employee’s level of competency, education, experience and licensure/credentials (AoD) .
	Bud

	
	#4
	Establish “abstinence” as an ultimate goal in the AoD Service Plans for FY 12 (but not the only goal).
	Bud

	
	#5
	Continue developing Individualized Treatment Plans that address risk and needs of clients in FY12 contracts for services. 
	Bud

	
	#6
	Establish benchmark in FY 2011 to decrease the time between client’s first contact with the agency and start of treatment for FY12 services.  
	Bud

	
	#7
	Improve the collaborative working relationship with the Court systems by enhancing communication initiatives through the provision of assessment results, progress reports and recommendations to the Courts and other referral agencies in FY12. 
	
Bud

	
	#8
	Create policies that encourage AoD Counselors to seek to improve their skills and level of licensing by attending AoD in-service training opportunities that reward BRCH’s.
	
Bud

	
	#9
	Increase the number of clients who are enrolled in a self-help and/or social support group at the completion of their treatment program by 25% in FY 2012.
	Bud

	
	#10
	Increase the number of underserved clients, such as non-criminal justice residents of Warren/Clinton Counties; clients with co-occurring dual disorders; women and opioid addicted.  Establish a baseline number of identified clients in this category during FY11.   
	Bud

	
	#11
	Annually review contract agencies policies and procedures for accessing HB 484, TANF, Medicare, Medicaid and other funding sources to enroll underserved clients.  Provide training sessions to staff unfamiliar with access policies so they can include these clients and increase the numbers of underserved in FY11.
	

Bud

	
	#12
	Annually conduct an audit of client records to identify clients underserved for AoD services.
	Bud

	
	#13
	Develop KPI data requests from contract providers that will identify clients not admitted who are among the underserved.  Use this information gathered in FY11 as a baseline for improvements in FY12 services. 
	
Bud





	MENTAL HEALTH  TREATMENT PRIORITY
	Adults with SMI, SPMI and SMD
	

	MHRS GOAL #1 - # 6

	1. Improve provision of SMD service delivery to consumers;
2. Increase access to safe, housing;
3. Decrease homelessness;
4. Evaluate cost analysis and consequences of service delivery regarding planned level for competitive/vocational employment services to the SMD;
5. Maintain State Hospitalization Utilization; 
6. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Lead

	
OBJECTIVE
	#1
	Integrate Cluster-Based Planning Outcome Management Standards for SMD Services and incorporate with MHRS identified housing levels of care in FY12 delivery system by July, 2011.
	
Brent


	
	#2
	Integrate Emergency Service protocol and improvement initiatives (yet to be determined) and incorporate with MHRS C.I.T. Project Plan for implementation in FY12 delivery system by June, 2012.
	
Brent

	
	#3
	Continue collaborative working relationship with housing provider (NHO) for planned expansion of housing services with the implementation of the HUD project by July 2011 and Shelter Plus Care funding to reduce Board subsidizes by FY 2014 (-2%).  
	
Brent

	
	#4
	Complete “MOU” study (cost analysis) with NHO regarding the utilization of the homeless shelter services (Bernie’s Place) by July 2011 to determine projected impact on homeless population in Warren County.  
	
Brent

	
	#5
	Complete cost analysis and cost consequences of the PR/CI and IRR services to determine sustainability of services for FY12 and  FY13 delivery system in light of pending state cuts.     
	
Brent

	
	#6
	Monitor and evaluate the proposed continued level of state hospital utilization at 1,750 bed days knowing the change in the formula will impact the projected costs to increase by approximately $134,000 for FY12 planned budget.
	
Brent

	
	#7
	Develop a survey questionnaire for the SMD population following implementation of the Cluster-Based Planning Outcome Management Standards to assess consumer satisfaction by June 2012.  
	
Brent



 Access to Services 
As stated in Section II, historically the General Outpatient Mental Health Service Plan maintained the largest number of individuals on the wait list.   Therefore, numerous strategies have already been implemented to impact access to service, however it is planned that these will be expanded upon.  

	MENTAL HEALTH  TREATMENT PRIORITY
	Access

	

	MHRS GOAL #6

	Individuals requesting services, regardless of appropriate service plan, will be triaged and served in the time frames outlined in the approved MHRS Wait List Policy and Procedure.
	Lead

	OBJECTIVE
	#1
	During FY11, General Outpatient Mental Health clients will be assessed using the Clustering process.  This will determine which service plan they are most appropriate for:  General Outpatient, SED, or SMD.  The top diagnostic codes will be monitored in terms of severity/appropriateness for the General Outpatient service plan.  During FY12-13, clients evaluated as being best suited for SMD or SED will be transitioned to those service plans, thus creating increased capacity in the General Outpatient plan. 
	


Patti

	
	#2
	During FY11, a 100 unit limit was instituted for board pay clients in the General Outpatient Mental Health service plan.  As the intent of General Outpatient is short-term, less intensive service, the rationale of the 100 unit limit was to ensure that those who required more service would be transitioned to SMD, which is better suited for long-term, more intensive care.  Likewise, it would allow for more clients to be served in the service plan.  This new policy will be evaluated in FY12-13 for effectiveness.  Likewise, the length of service in General Outpatient Mental Health services will continue to be monitored with the objective of progressing toward the client flow per month as 50% active, 25% admitted and 25% terminated.  FY10 (baseline) revealed results of 87% active, 7% admitted and 6% terminated.
	




Patti

	
	#3
	During FY10, the number of individuals on the General Outpatient Mental Health Wait list averaged 27 people per month with the median wait time median being 16 days.  This will continue to be monitored and in FY12-13, the objective is to not to exceed the FY10 figures.
	
Patti

	
	#4
	During FY12-13, MHRS will monitor Child Psychiatric Services with the objective of children being seen within 30 days of referral to psychiatrist.
	Patti

	
	#5
	Due to feedback from the Community Member Survey, expanded publicity will be implemented in FY11-13 to communicate the availability of services and the sliding fee scale for payment.  This could be in the form of newspaper articles, public access TV, brochures, mailings, and email communications.
	

Patti

	
	#6
	Based upon the feedback from the Referral Source Strategic planning session, MHRS will continue communications with partners about special population needs (Co-morbidity, Criminal Justice, Dual Diagnosis, Substance Abuse, Sex Offender Services, Early Childhood, etc.) and explore necessary services as MHRS is fiscally able.
	

Patti








Workforce Development and Cultural Competence

The following chart, “Is the Staff Turnover Percentage Stable?” shows a descending trend line in turnover percentage from July 2007 to July 2010.  As reported later in this section, under “Contingency Plan” we have not cut current services and therefore staffing patterns have not significantly changed as of this date.     




Developing Social Capital:
The working culture that presently exists between the state departments, boards and providers systems is dominated by isolation and fear.  Impacted by the negative economic condition, the system is marketing fear which is perpetuating a system of defensiveness and fault finding.  We are all under constant pressure to become more efficient, to be more cost effective and to be more accountable under the guise of believing we are making a difference that truly makes a difference.  With further reductions in funds our fear is enhanced which leads to more isolation among and between the state departments, boards and providers and the cycle continues.     

This situation is even further exacerbated when we realize the foundation of our working culture is more interested in individuality and independence than in interdependency.  We find it easier to look for faults in others, therefore the solution is to transform them and not us.  The work ahead of us is to overcome this fragmentation.  Interdependency is needed in our health care system.  This will not occur until we have been able to resolve the issue of “belongingness”.  In other words, who is going to be a player in health care reform?  Who is in and who is out?  

Everyone is committed to show the value of what and who they are in order to belong to this unknown and unnamed alternative healthcare system. We must be willing to create an alternative behavioral health care future.  According to Peter Block, “Community: The Structure of Belonging” 2008, he writes, “The essence of creating an alternative future comes from citizen-to-citizen engagement that focuses at each step on the well-being of the whole”. He goes on to say that a community’s health is dependent upon the level of social capital that exists in a community and social capital is about acting on and valuing our interdependence and sense of belonging within the community.  

MHRs has developed a business model that emphasizes the development of social capital.  We believe this will not only make for a better behavioral health care system but also a better community.  The methodologies incorporated in our Quality Improvement Business Plan clearly depict the working principles and values we are incorporating in our local behavioral health care system.  Boards are in an oversight position with contract providers.  The working relationship between boards and agencies is a question of accountability or compliance.  Compliance has more to do with control and positioning oneself as knowing what is best.  A system working on meeting or even working to improve compliance standards may become more efficient, although it is not creating a new future.  

Accountability on the other hand values idealism, collaboration and learning.  In my opinion this requires more time and work from people.  MHRS is working with its contract providers to create a workplace that values accountability as our preferred organizational model. This is due partly out of necessity but mostly out of choice.  With fewer alternatives we must commit to create an alliance with other organizations with the intent to improve not only us but also them.  These working principles and values can be identified in our “strategic goals” as well as the working methodologies in our business plan.   

We cannot make the mistake, in light of budget constraints and past successes, to become complacent, overly cautious or cut corners.  Nor can we panic and create a sense of urgency and run the risk of misusing people or misrepresent the truth.  To do otherwise, will lead to an erosion of trust and people will not engage in a working relationship if they can’t trust.  We must focus straight on our vision and sense of purpose.  Our success will best be measured by the benefits consumer’s experience, and by our ability to influence other people engaged in a working relationship of accountability.  To be a “leader” in our system is to persist in service to others through coordinated efforts of people.  Our business is built on relationships and trust is its foundation. 

Partnership Organizational Business Model:
In October 2009, MHRS Board adopted the following action steps for creating an alternative working relationship with our contract provider system.  Creating an alternative future is different than naming a future.  The Board’s Purpose Statement (mission, vision and values) is based upon what we know constitutes an ideal or healthy organization or community.  The reality, however, is that what is required is the investment of people who are willing to participate in the creation of an alternative future, not leaders in top positions.   MHRS has identified 3 opportunities for creating an alternative future. 
  
A. Shift in Thinking:  As previously stated Boards are in an oversight position with contract providers.  The working relationship between boards and providers has historically been a question of compliance.  Creating an alternative future requires a shift in thinking from compliance to that of being a question of accountability.  Accountability values idealism, collaboration and learning.  Mental Health Recovery Services (Board) desires to build an organizational workplace model that values accountability.  These working values can be identified in the Board’s Strategic Goals and the working methodologies depicted in the Quality Improvement Business Plan.
B. Redefine the Working Relationship:  The Board is cognizant of the fact that it needs to lean away from traditional ways of working and lean toward other approaches that hold the possibility for real partnerships.  The choice is to move towards “partnership” and away from “parenting” approaches with its contract providers for greater interdependent working relationships.  Boundaries are more defined, respected and conflicts derived around dependency and/or independency issues between organizations are reduced.
C. Establishing a Community Focus:  This can be accomplished by developing a Capital Plan that is based upon a “Possibilities” rather than a traditional “Probability” Paradigm. The main issue with a Probability Paradigm as an organization mission is it assumes that data, people, organizations and systems are remaining stable when in fact they are continuously evolving and changing.  

The Possibilities Organization is one that continuously collaborates and processes interdependently with people, data and other organizations as a way to develop “capital” needed to address uncertain times.  Traditional systems view Capital in primarily financial terms.  In the Possibilities Organization, Capital equates to “what is most important to the system”.  Financial capital is a necessary part of the equation however there are other distinct areas of Capital whose value is measured more in terms of relationships and collaboration than dollars.  The Partnership Organizational Business Model consists of the Board, Providers, Consumers and the Community.  The Partnership Orientation Business Model Attributes identified are:

1. Leadership Attributes:  Great managers look inward while great leaders look outward.  Leaders must create an atmosphere where people understand that change is a continuing process, not an event.  We need leaders now more than ever.  A leader’s task is to surface doubts and dissent without having an answer to every question while staying focused on possibilities.  Accepting the fact that differences in culture, organizations, state departments, etc., may drive our actions, we are ultimately the creator of our system as well as the product of it.  We need to be forward thinking and lead with realistic expectations.
2. Different Conversations:  There is a noted difference in our conversations.  Holding conversations about gifts, strengths and skills.  We gain more leverage when we focus on the gifts we bring and capitalize on those strengths and skills.  Realization that programmatic success does not depend upon acquiring what we don’t have (additional resources in funds or people) but how we choose to use for the better good what we do have.  Focusing on the former will only build resentment.  Attending to the later will mobilize our system for improvements.  
3. Challenge Everything Mentality:   Regardless of one’s professional position, we need to develop a “challenge everything mentality”.  Everyone must continuously be on the outlook for outmoded beliefs and practices.  This is done not necessarily to correct a problem, but to accelerate our growth and value to the customer.  The ideal conversation is recommending where improvements to processes and services can be made in one’s own organization as well as someone else’s organization.  Making room for doubts is concerning ourselves more about the care and experience of consumers than with the behavior of leaders and others in charge of their own experience.  These are conversations that value the diversity of thinking and dissent.
4. Think Like a Beginner:  Regardless of one’s professional expertise and/or years of experience, individuals must also be “thinking like a beginner”.  An expert draws from past experiences and prior knowledge but when environments are in a state of flux experience can be a major obstacle to change and innovation, therefore be smart and ask stupid questions.  The types of questions needed are ones that will engage people with each other as a means to co-create the future possibility.
5. Be Proactive, Not Reactive:   How we speak and how we listen to each other is the medium through which a more positive future is created or denied.  The premise here is to question everything by speaking respectfully, which will evoke the powerful action for building commitment and accountability.  
6. Involve Constitutes:  We need to be committed to procedures where all constituents will have opportunity to be involved in the change process.  This will empower constituents.  This can best be accomplished by encouraging individuals to look forward, challenge everything, and think like a beginner and by speaking respectfully.
7. Show Community the Value of Our Services:  We must show this community the value of our services.  The rewards we provide individuals and the community can never be measured in dollars and cents.  Our treatment outcomes are generally long lasting and have a ripple effect throughout our community.  The value of our services is most evident to our community when we clearly define our services with expected outcomes that are measurable and readily observable.  The value of our services is also evident when we strive to foster and maintain good working relationships within and outside of our system.

Board Self Assessment:
The following charts, (“How Confident Are You That:  (a) As an Effective Governing Body; (b) Most or All Board Members”) depicts the average total score by fiscal year of survey responder’s responses to survey questions.  Be prepared to discuss identified Board (1) strengths; (2) improvement areas; (3) offer recommendations for changes.         







Personnel Satisfaction Survey:
MHRS measures the present workplace environment to determine what needs to be changed to assist an individual to better meet his or her goal expectations and to better utilize his or her talents.  Employees are asked to complete the “Satisfaction Survey” using a scale of 1-5 where 1 is “strongly disagree” and 5 is “strongly agree” to identify the individual’s perception of the workplace environment.  The survey is distributed at the discretion of the Executive Director.  The results of the resent survey are shared in aggregate form in the following charts.  




The combined average score for each question is presented and comparing the results with the same or similar fiscal year results.  Note:  Some questions are no longer asked and some language changes in specific questions have been modified to assist with clarification.  A correlation cannot be made between fiscal years due to (a) question modifications; (b) staffing and (c) job position changes and responsibilities with employees completing the survey.  The total average score among the six (6) employees completing the survey is 4.49 or “strongly/strongly agree” response.   Data will be presented for review and discussion at a future C-BOM Committee meeting.










ORC 340.033(H) Goals

	Mental Health Treatment Priority
	To improve accountability and clarity related to ORC.340.033(H) programming, Boards are required to develop specific goals and objectives related to this allocation.
 
	Lead

	MHRS GOAL 

	#1 Assist agencies better identify clients illegibility for services and funding under HB 484 and TANF funds
#2 Assist children born and identified as Opioid addicted as  illegible for services and funding under HB 484 and TANF

	
Bud


	OBJECTIVE # 1

	Perform a client file audit to identify missed  cases that were illegible for services and funding under HB 484. Then through review and planning provide a series of training sessions for Provider agencies on the use of 484 funds and increase the number of 484 specific clients by 25% over FY 11.

	Bud

	OBJECTIVE # 2


	Through the MHRS Opioid Taskforce in collaboration with Children’s Service, assess increased needs found among children born opioid addicted, that were eligible for 484 services. Then by holding training sessions throughout FY11, increase the percentage of addicted babies receiving 484 services by 30% by FY12.
	Bud





Addressing Needs of Civilly and Forensically Hospitalized Adults
Using SFY 2007 as our benchmark, the SMD system has continued the trend for lowering utilization of crisis services, emergency hotline, community probate and total aggregate (State and Private) inpatient days throughout FY 2011.  The Board attributes this decreasing reliance on these types of emergency services to an increase reliance on the community based partnerships that have been developed between the Board, Providers and local emergency service systems (police, courts, hospitals and sheriff departments).  The following comparison chart illustrates this point:
Is MHRS Board System Decreasing Reliance on Emergency Services?
	Indicator
	Measure
	SFY 2007
	SFY 2011(Y-T-D)
	Net Change 

	Total Hotline Calls Received
	Avg. # per Mo.
	360
	135
	-225

	Hotline Calls Deemed “Severe Crisis
	Avg. # per Mo.
	74 
(21% of all calls)
	27 
(20% of all calls)
	-47

	SMD Community Probate
	Avg. # per Mo.
	49
	14
	-35

	State Hospital Bed Days
	Avg. # per Mo.
	283
	99
	-184


 
At monthly scheduled “Risk Management Team” meetings, members review the probate and forensic reports submitted by the Assistant Board Chief Clinical Officer (ABCCO).  The ABCCO primary responsibilities are the provision of Forensic Monitoring and Probate Evaluation Services.  The ABCCO collaborates with agency designated CCOs, assessment agencies and the Probate Court regarding emergency admission and involuntary civil commitment procedures.  

The ABCCO participates with both BHO and community treatment providers in planning and coordinating services for persons found NGRI or IST-U-CJ.  Forensic monitoring includes maintaining a unified community forensic monitoring and data tracking system as required by S.B. 285, following the Ohio Department of Mental Health guidelines.  The ABCCO prepares a year-end report describing progress and specific outcome information and actual budget expenditures.  

The number of persons on the Forensic list was reduced from 13 to 11, with a monthly average being 11.8.  As of date (December 2010), we have a total of 9 Forensic clients. Through the collaborative working relationship established with Summit Behavioral Health (as depicted in the Continuity of Care Agreement), discussions are ongoing at scheduled Southwest Collaborative Team meetings and throughout the year by email and telephone contacts.  As a collaborative system we are addressing cross county coverage for forensic clients.  In FY 2010 one client was removed from Summit Behavioral Healthcare and placed in the community under Forensic monitoring.  One client was transferred from Warren County to Hamilton County.  The FY 2010 budget for Forensic services was $7,600.      

    
Implications of Behavioral Health Priorities to Other Systems

As noted in Section II, the Referral Source Strategic Planning session revealed interest in service to a multitude of special populations, namely co-morbidity, criminal justice, dual diagnosis, substance abuse, sex offender services, and early childhood.  Many projects currently underway would impact these populations, however, still others have not been a priority due to the limited number of those it would address combined with limited resources.  Most partner agencies are unable to share in the costs of services to multi-agency clients, therefore funding of services to special populations is largely the responsibility of MHRS.  While it is preferred to address special population services when cross-agency funding (partnership) is available, this will not be the exclusive determinate in prioritization.  With the funding cuts already sustained, and the future ones anticipated, MHRS must focus on:
1.  Maintenance of current service delivery system and levels (i.e. doing the same amount of service with less funding)
2. Investment in special population services when a substantial cost saving or efficiencies can be realized (i.e. reduced hospitalizations/residential placements or create efficiencies which would reduce the amount of units/cost billed to system)
3. Investment in special population services which will impact a substantial number of individuals (based upon needs assessment data)
In evaluating the requested special populations in correlation with the special projects currently underway, it is anticipated that the only one unaddressed would be sex offender services which would largely affect the criminal justice system.  Currently, this is addressed by our standard mental health service tracks (General Outpatient Mental Health services or SMD services) but specialized services are not available within the county.

 


Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding

In Article 7: Evaluation and Accountability, in the Board and Contract Provider “Contract for Service Plan”, is described the circumstances when the Board’s Contingency Plan will be enacted:

· Mutual concerns related to the finances and/or operations have been identified by the Provider and the Board or:
· The actual expenses of the Provider have been reported to exceed the actual revenue of the Provider for a period of three consecutive months or;
· A qualified opinion is rendered in the fiscal audit of the Provider or;
· A failed program compliance audit and/or consistent findings that have not been corrected.
MHRs has initiated and maintained correspondence with our contract provider organizations regarding changes in the state budget and the potential impact reduction in funds may have on our local behavioral health care system.  

MHRS Board cost containment strategies are based on a Cost-Effectiveness (CEA) and Cost-Consequence (CCA) Analysis.  We attempt to identify the costs and consequences of the service plans compared to one or more relevant alternatives as well as to evaluate the effectiveness of the services in each service plan to determine the quality of adjusted life of the consumer (e.g., evaluation of Key Performance Indicators and Outcome data).     
Board Strategies for Addressing Budget Cuts:
The following is a list of the 4 types of strategies and activities being implemented in each focus area.  These identified strategies are being implemented to address the present funding crisis and our initiatives for sustaining valued priority programs and services while maintaining a financially sound system.  Some strategies are considered short term strategies that have an immediate although short term effect, while others are long term strategies that may have little immediate impact although believed to have a lasting effect.  These strategies were developed in February 2009.    

1. Board Internal Focus
· Reviewed our administrative budget and Y-T-D actual to see where reductions can be made;
· Identified activities that may generate new revenue sources (i.e., continue seeking grant opportunities, rental income, expansion of S.A.M.S.O.N. project);
· Identified activities for reducing costs (i.e., sell properties and eliminate maintenance costs)*;
· Re-aligned job duties so as not to fill vacant staff positions.   
2. Board & Primary Contract Agency Focus
· Budget discussions with agency directors and board members;
· Write and send “future budget letters” informing agencies about budget changes and issues;
· Reviewing contract agency services and programs budget vs. actual Y-T-D and proposed changes to SMD, SED and AoD programs and services for FY11;
· Reassessing Specific Contracting Practices (i.e., fee for services, advances, transfer of funds between service plans, etc.);
· Completed a 5-Year Projection;
· Consolidation of provider agencies to reduce administrative costs and improve clinical efficiencies.*
3. Board & Community Focus
· Develop and implement within established timeframes MHRS’ Marketing Capital Development Levy Plan.  Refer to Board Strategic Goal #4 “Generate new system capital in order to secure support for reliable and sufficient future funding of services;” 
· Clearly defined Strategic Goals and Priorities that are applicable not only for our behavioral health care system but also for addressing the present economic crisis.  
4. Board & Board Focus
· Discussion regarding shared resources with other Board Areas (i.e., BHG Services, BCCO, S.A.M.S.O.N. and/or provider systems);*  
· Boards redesign (i.e., Board with Board or Board with Provider System);
· Establish and maintain a strong collaborative working relationship with State Departments. 

*Note:  “Shared Services, Agency Consolidation and Asset Sales” are identified State Government Redesign Efforts 2009 and 2010 (Source: NGA Center for Best Practices, “Issue Brief, October 18, 2010).  

As stated, previously, we have not cut current services but did eliminate expansion of services originally planned and reduced previously unbilled service dollars.  We will continue to work with provider agencies throughout FY11 to reduce future service budgets as current levels cannot be sustained if funding cuts persist.  

MHRS Behavioral Health Care System Goal/Objective/Strategies and Action Plan:

Goal:	Identify and implement changes that will result in maintaining valuable services while reducing cost?  
Objective: 	Reduce projected budget deficit by 10-20% by June 30, 2011. 		
Strategies:	It is not crucial to answer why things are the way they are but it is crucial for the team to:

(a) Identify: what population, core services, appropriate amount, scope and duration of services for each Service Plan.  Simply stated, “Who” gets “what” and “how much” for “how long”.
(b) Question:  What if this specific service did not exist (consequences to our system services and costs)?  What are the costs for doing it (people, time and money)?
 
Action Plan:	MHRS recommends the following activities be discussed and completed by the Team:

       1.   Be Prepared to Review and Discuss 
       2,   KPI Data Prioritization Matrices   
       3.   Things to Consider for Reducing Costs by Population;
       4.   Types of Non-Medicaid Service by Service Plan & Funding Allocation 

Things to Consider for Reducing Costs by Population
	Focus Areas - GOP 
	Yes 
	No 

	
	
	

	Reduce sliding fee scale from 200% poverty
	
	

	Individuals with Insurance would not be eligible for sliding fee scale
	
	

	Eliminate Consultation Services 
	
	

	Alternative to eliminating Consultation is to cap the unit rates at a lower rate
	
	

	Focus Areas – SED
	Yes
	No

	Implement a sliding fee scale
	
	

	Eliminate Consultation Services 
	
	

	Alternative to eliminating Consultation is to cap the unit rates at a lower rate
	
	

	Focus Areas – MH Prevention
	Yes
	No

	Eliminate or reduce all services not directly paid by the state
	
	

	Eliminate or reduce Consultation Services
	
	

	Alternative to eliminating Prevention is to cap the unit rates at a lower rate
	
	

	Focus Areas – SMD
	Yes
	No

	Implement a sliding fee scale
	
	

	Limit the amount of allowable services per client in PRCI
	
	

	Eliminate or Reduce all Non-Medicaid services
	
	

	Reduce or Eliminate Infusion funding line 
	
	

	Focus Areas – AoD
	Yes
	No

	Reduce sliding fee scale from 200% poverty
	
	

	Individuals with Insurance would not be eligible for sliding fee scale
	
	

	Eliminate or reduce all services not directly paid by the state
	
	

	Alternative to reducing Prevention level is to cap the unit rates at the lower rate
	
	








 







SECTION IV
 COLLABORATION

Key collaborations and related benefits and results

QI Business Plan:
When I was appointed the Executive Director (FY03) with Mental Health Recovery Services of Warren & Clinton Counties (MHRS), we developed a business model in FY 2005.  Attention was given toward developing processes with concrete measures for determining progress.  Underlying the activities are our working principles and values such as accountability measured as idealism, collaboration and learning.  The model depicts “how” information is gathered, communicated and analyzed to guide planning, funding and improvement efforts.  The model also depicts “what” information is being monitored and evaluated as well as measuring achievements.  The business model is considered a living document; therefore, improvement changes to the business model have and will continue to be been made throughout the years.  

In addition to defining our working relationship with our contract providers, the model incorporates a community focus, particularly in developing working relationships with non-behavioral health care organizations (i.e. Courts, Child Advocacy Center, and D.D. Services).  Developing community “partnerships” is a key component of the business plan that has resulted in improvements for both systems.  These types of initiatives have reduced duplications in services (i.e., urine screens for court referred clients receiving substance abuse treatment) and reduced costs.  Embracing a business model based on clearly defined methodologie, a working relationship with our contract providers centered on accountability, and establishing community partnerships with key constituents has greatly assisted the organization in maintaining a financially sound system.  

The following table, “MHRS Behavioral Health Linkage of Process” depicts the network linkages between MHRS and with its contract providers and the community.   



Note:  S.A.M.S.O.N - “Substance Abuse Monitoring Online Now”; F.C.F.C. – Family and Children First Council.  

System Collaboration Activities:

(A) Consumer Advisory Councils, as stated in our contractual agreement with agencies providing SMD service plans, are scheduled to meet at least quarterly and will share discussions through minutes with the Risk Management Team.  The council members were ask to participate (i.e., Legislative forums) and provided feedback (i.e., draft FY08-12 Board Strategic Goals) regarding improvement initiatives as reported through the Team. 

(B) Family Member Organizations, (i.e., NAMI and Compeer) are representing families and consumers at scheduled Mental Health Committee meetings.  Obtaining timely and consistent information (e.g., monthly KPI data) from these types of organizations assures family members concerns and recommendations are being addressed and included in improvement initiatives as deemed appropriate.  NAMI and Compeer are assisting with the need to increase “visibility” of local behavioral health care services.  By (e.g., NAMI) utilizing outside facilities when conducting meetings and support group events (e.g., utilizing hospital facilities such as the Linder Center of Hope and the Atrium Medical Center and One Stop Center facilities) community awareness is increased. Compeer also conducts “Candlelight vigils to highlight mental illness in the community that also increases community awareness.  Unfortunately, due to budget reductions in our system, these valued collaborative services may no longer be funded by MHRS.  These types of organizations need to become more aggressive in developing fund raising campaigns to assure valued services can be maintained.    

(C) Non-Behavioral Health Care Organizational Collaborative Projects have been established with court systems; the TASC Program and Children Services.  In addition to the “Court Liaison” position depicted in the “Emergency & Crisis” service plan contract with Solutions Community Counseling and Recovery Centers, we have established contractual agreements with 

(a) Warren County Sheriff’s Department 	
(b) Common Pleas Court 
(c) Child Advocacy Center of Warren County. 

The Warren County Jail Program is a shared funding agreement with the Warren County Sheriff’s Department.  The “Coordinator” provides risk assessments and triage/referral services for individuals identified in the jail who are determined to need mental health and/or alcohol/drug addiction services. 

The “Mental Health Liaison” professional is also a shared funding agreement. This agreement  is with the Warren County Common Pleas Court.  The Mental Health Liaison professional also conducts risk assessments and provides triage/referral services for individuals indentified in the Common Pleas Court system that are determined to need mental health and/or alcohol/drug addiction services.   Similar to the family member organizations listed above (NAMI and Compeer) monthly KPI data is collected and future funding is dependent upon FY12 state budget allocations.   

The purpose of the Child Advocacy Center (CAC) of Warren County is to provide a child-friendly environment for abused children while offering a comprehensive, coordinated service response from law enforcement, child protective services, medical and mental health and victim advocates.  The contractual agreement with the Board and Solutions Community Counseling and Recovery Centers is the provision of mental health services to abused children at the CAC site.  For the past 2 years, the Board has also provided CAC with grant funds to offset administrative costs.     
 
We believe the participation of non-behavioral health care organizations on system-wide improvement initiatives, (i.e., exchange of resources - people, time and money) is a key concept for developing an interdependent system of care. Interdependence (or interaction) recognizes that components of a system do not work independently. Recognizing that the organization is composed of individuals, groups, departments, and processes whose performance is dependent upon and affects other individuals, groups and departments helps managers to view the organization as a system and to apply system thinking concepts. As a general rule the greater the interdependence the greater the need for cooperation and management of the system.     

(D) Other Areas of System Collaboration include the utilization of ODMH Coordinating Centers of Excellence (CCOE) services (i.e., ACT, School-Based and Dual Diagnosis) and most recently Synthesis, Inc.  Utilizing their resources and professional expertise to identify and implement evidence-based practices will distinguish this organization and will assist in our efforts to be responsive to community need.

(E) Board & Private Hospitals collaboration was previously reported in Section I:  Achievement.   We have been successful in reducing our Private Hospital budgets.  In FY09 the Board total Private Hospital budget was $475,000 and was reduced by $175,000 in FY10 budget to $300,000. The Private Hospital actual expenditures for FY10 are at $288,310. In FY11 we have reduced the Private Hospital budget by an additional $125,000 for a total budget of $175,000.  Since FY09 we are showing a budget reduction of 63% or $300,000.   

There are many factors that are contributing to the success in the reduced numbers of bed days utilized in the State and Private Hospitals.  A key factor is the collaborative working relationship between the hospitals, provider system and the leadership direction provided by the Board Chief Clinical Officer, Dr. Aziz, and the Associate Board Chief Clinical Officer, Dr. Reed.   

Dr. Aziz, a psychiatrist, began providing consultation services in FY06 and Dr. Reed, a psychologist, in FY08. Each has specific functions. Based on the timeframes of their services and the significant reduction in hospital expenses to our system, I believe a direct correlation can be made.  Contributions are being made in the renegotiations of patient hospital billings (i.e., an $18,900 Atrium Medical Center bill reduced to $6,300); assisting in negotiating private hospital per diem rates (i.e., not increased) and in reducing the number of probate and forensic clients are examples of the types of improvements made in clinical services.  

Perhaps the greatest contribution is the increase of “accountability” between the partnerships.  The BCCO implemented the “Initial Hospitalization Form” and “Authorization for Continued Hospitalization Form” which requires BCCO’s approval for each client admitted to a hospital. The initial authorization is for up to five (5) days, and each additional inpatient day is subject to the prior-approval of the BCCO.  These enhanced monitoring tools are assuring client care and costs are maintained.    

We realize a licensed BCCO psychiatrist’s services are more costly to our system although a psychiatrist comes with a high degree of expertise and therefore has more impact monitoring the clinical care of our clients who are hospitalized.  The BCCO is on equal footing with private and state hospital physicians.  The length of stays (LOS) are “no more and no less” than clinically appropriate. 

(F) Elderly Services:  MHRS collaborated on a regional grant to fund the implementation of Healthy Ideas, a geriatric depression screening, which was awarded to the Area Agency on Aging for Southwestern Ohio.  MHRS co-sponsored the Warren County Safe Aging Symposium in June, 2010 which was organized by Warren County Elderly Services and sponsored a geriatric depression/suicide training for Elderly Service staff in both counties.

(G) Early Childhood:  MHRS is a member of the Warren County Early Childhood Coordination Committee and the Clinton County Help Me Grow Advisory Committee, both of which are responsible for assessing the needs and gaps in service for young children and their families.  MHRS is actively engaged with local Head Start organizations to ensure needs of pre-school children are being addressed.  Through the ODMH Early Childhood Mental Health Consultation grant, the contract provider is actively providing services to multiple private day care centers promoting positive social-emotional development of young children.

(H) Schools and Colleges:  MHRS worked collaboratively with Lebanon Junior High and Lebanon High School principals for the implementation of comprehensive suicide prevention training for staff and students.  MHRS worked collaboratively with Warren County Educational Service Center on the development of a successful federal grant for the “Integration of Mental Health in Schools” (US Department of Education).   MHRS sits on the grant’s Steering Committee, interacting with school personnel from throughout Warren County.  We are exploring the possibility of applying for same grant with the Southern Ohio Educational Service Center (for Clinton County).  We have worked collaboratively with Wilmington College for the implementation of a suicide prevention program for staff and students, funded through a grant from the Ohio CCOE for Criminal Justice.  MHRS has been involved with the School Crisis Team development and has provided $10,000 mini-grant funding for training.  MHRS awarded mini-grant funding to Springboro schools for a prevention program for 8th graders and funding to the Violence Free Coalition for Respect Everyone Despite Odds Challenge days in schools, focusing on improving school climate and reducing bullying.  Our system has mental health services in nearly all school districts.

(I) Board of Developmental Disabilities (DD):  MHRS leads the Dual Diagnosis Taskforce responsible for identifying and addressing the needs of MH/DD clients requiring intensive, cross-system services.  This includes an annual training and pooled funding.  MHRS is currently working collaboratively with WC Board of DD to develop an Intensive Home-Based Treatment service for dually diagnosed children which would include cost sharing.

(J) Law Enforcement:  MHRS has worked collaboratively with Law Enforcement on two Drug Disposal Days as well as the School Crisis Team development.  AOD continues to work collaboratively with the Warren County Criminal Justice Board serving under appointment from the Warren County Commission.

The MHRS AOD Director is the Crisis Intervention Team Project Coordinator.  The implementation efforts of this project have developed cooperation, communication, and collaboration between a dozen law enforcement agencies, emergency dispatch service providers, county jail administrators, local NAMI advocates, MHRS AOD and Mental Health treatment providers, county prosecutor’s office,  county court administration, and other key providers from outside Warren and Clinton Counties.

The newly formed Opiate Taskforce collaborative is currently working with law enforcement, Judges, treatment providers, and the MHRS Board staff.  Collaboration and a recent discussion has been with Alkermes, a Clinton County pharmaceutical company who produces Vivitrol which is indicated for the prevention of relapse to opioid dependence, following detoxification.  The Opiate Taskforce plans to initiate collaboration with Warren and Clinton County Commissions, City Commissioners, Common Pleas and Municipal Judges and citizens interested in seeking treatment for the growing opiate addiction problem in both counties. 
The Opiate Taskforce began with the collaboration of our two AOD Providers, which are MHRCWCC and Talbert House.  They may have been seen as competitors two years ago; however, they both are deeply committed to working to find funding resources and support for a treatment programming for opiate addicted citizens of Warren and Clinton Counties.  This says something about the spirit of collaboration being promoted by MHRS. 

(K) Trauma-Focused services:  MHRS sits on the Violence Free Coalition in Warren County, a group focused on prevention efforts primarily with youth.  MHRS is actively involved with Executive Steering Committee for the Child Advocacy Center.  MHRS has funded mini-grants to:
· Mary Haven Youth Services for expanded training of staff in the area of trauma informed care
· River of Hope for equine-assisted treatment of adjudicated youth with post-traumatic stress disorder
· Family Cancer Care for counseling of cancer patients and their families
· Warren County Educational Service Center for school personnel training on school crisis and for intensive training/certification for a county-wide crisis response team

 


Involvement of customers and general public in the planning process

The following is a listing of key collaborative initiatives developed by MHRS Board.  The collaborative initiatives or planning processes utilized guide the collaborative working relationships with both contract providers and with other community partners.  

Note:  Please refer to the chart, “MHRS Behavioral Health Linkage of Process” regarding the following information.       

(1) Methodology for Integration of Vision and Strategic Goals in the System:  Mental Health Recovery Services’ improvement efforts are to be guided by the Board’s Strategic Goals.  Each of the Board staff’s projects (both improvement and standard projects) is aligned with one or more of the Board’s strategic goals.  The purpose of this process activity is to assure that all projects are being aligned with the Board’s identified strategic goals for our system that were developed from identified community needs.  
(2) Methodology for Integration of Contract Providers on Improvement Initiatives:  The 2nd activity implemented for determining a quality improvement planning process was the development of the “System Improvement Collaborative Team” (SIC) and focused on an analysis of data that was being collected.  The SIC Team schedules sessions to review and analyze the data primarily collected through monthly submission of “key performance indicators”.  The intent is to identify any trends and develop short term improvement projects to be administered either at the agency, board and/or system-wide level.                  
In addition to the SIC Team the Board developed three system-wide improvement project teams:  The “Risk Management”, “Behavioral Health (AoD)” and the “Outpatient” Network Teams.  These system-wide improvement project teams generally meet monthly to discuss specific services and to review and analyze selected key performance contract data.  
The Risk Management Team focuses on SMD adult population including employment, vocational and housing services as well as monitoring state and private hospital utilization and residential services for adults.  The Outpatient Network Team focuses on the non-intensive adult and SED child/adolescent services while the Behavioral Health AoD Team is monitoring service plans and development of all substance abuse/addiction services in our system.     
Members consisting of provider contract agency managers and board staff are responsible for planning, evaluating and studying the results of outcomes data and improvement initiatives for adults (mental health and AoD) and children (mental health and AoD).  The status and results of the improvement projects and/or initiatives are shared with board subcommittees (e.g., ADAS, Mental Health and Finance Committees).  

A Leadership Team was also developed consisting of contract provider executive directors and Board clinical administrators.  Members of the team schedule on an as-needed basis and any member of the Leadership team can call for a meeting to discuss programmatic and system-wide issues.  The focus of this team has been addressing and developing contingency planning initiatives.  In the past, members of the team and select managers were invited to attend a workshop, “Changing the Nature of Our Conversation”.  A shift was proposed from “problem solving” conversations to agency possibilities and methodologies for developing “leaders” and “partnerships” in the community.  

Due to the volume of Short-Term System-Wide Improvement Teams/Projects we found it necessary to develop and implement the “Clinical & Business Operations Meeting” (C-BOM).  We were starting to experience the common problem faced by a project-oriented organization in having too many projects relative to our capacity to properly monitor.  Therefore, all existing improvement projects are now processed through this committee for review and monitoring.  Any proposed projects for consideration will be discussed to determine the organizations’ primary constraints and the project’s compatibility with the Board’s Strategic Goals.  When the project is approved it is prioritized (establish timeframes) and identify its expected value to the system (outcomes).

This Committee will assist by assuring projects are not developed nor are strategies implemented without committee review and final approval.  As new projects and services often require funding (reallocation of funds and/or an allocation of reserve funds) the Board Chief Fiscal Officer is also included as a regular committee member.  The committee consists of the Board Chief Clinical Officer and members of the Board clinical/administrative staff.    

[bookmark: _Toc93911014]The following table depicts the specific committees and teams that are responsible for developing and/or monitoring system wide collaborative improvement processes. 

Committees and Collaborative Improvement Teams

[bookmark: _Toc93911015]MHRS & Board Improvement Committees
	Committee
	Board Chair/Team Leader

	
	

	MHRS C-BOM
	Executive Director  

	Mental Health
	Board Chair/Associate Director 

	ADAS
	Board Chair/Director of AoD Addiction Service

	Finance 
	Board Chair/Finance Director

	Personnel
	Board Chair/Executive Director



[bookmark: _Toc93911016]Collaborative System-Wide Improvement Committees
	Committee
	Team Leader

	
	

	Leadership Team
	Executive Director

	System Improvement Collaborative Team 
	Associate Director

	Risk Management Team
	Executive Director

	Outpatient Network Team 
	Associate Director

	AoD Network Team
	Director of Alcohol & Drug Addiction Services

	Suicide Prevention Coalition 
	Associate Director

	Consumer Advisory Councils 
	Consumer Representatives


 
Mental Health Recovery Services/Board Committees and Collaborative System-Wide Improvement Committees are considered permanent (ongoing) committees that not only monitor and evaluate service delivery but also make recommendations for system improvement initiatives as a result of closely monitoring and evaluating specific services. Information (data) flows and is reviewed and analyzed between and among committees and project teams.  During the “contract stage” of the performance contract process members of the C-BOM Committee will make a final review and recommendation to the Board for contract services for the following fiscal year.  

(3) Methodology for Integration of Performance Contracting:  The 3rd activity implemented for managing the planning and development of provider contracts lead to the development of the “Performance Contract Plan” consists of 3 contract phases (pre-contract, contract and post-contract) in the performance contract process. During each phase, specific information is reviewed (i.e., Key Performance Indicators, Executive Scorecard Measures, and Outcomes) and discussed in committees. The phases are interdependent activities and functions. The C-BOM Committee is responsible for developing specific tasks for completion, assignments, and established timeframes. 

Performance Contract Process Timeline
(The performance based contract process is a circular process that is continuous)


	Stage
	Month
	Action

	Post-Contract
	August
	Network Teams review with contract agencies monthly data 

	
	September
	Network Teams review with contract agencies monthly data 

	
	October
	Network Teams review with contract agencies monthly data
MH/ADAS/Committees review 1st quarter data

	
	November
	Network Teams review with contract agencies monthly data 

	
	December
	Network Teams review with contract agencies monthly data

	Pre-Contract
 
	January
	Network Teams review with contract agencies monthly data
C-BOM Committee develops FY Provider Performance Contracting Timeline*
MH/ADAS Committees review 2nd quarter data

	
	February
	Network Teams review with contract agencies monthly data

	
	March
	Network Teams review with contract agencies monthly data

	Contracts 
	April 
	Network Teams review with contract agencies monthly data
MH/ADAS Committees review 3rd quarter data
SIC Team reviews and discusses data trends and analysis 

	
	May
	Network Teams review with contract agencies monthly data

	
	June
	Network Teams review with contract agencies monthly data

	Post-Contract
	July
	Contracts are signed by Executive Directors
Network Teams review with contract agencies monthly data 



*The C-BOM Committee, consisting of MHRS staff, with expertise in either mental health adult/child services and/or AoD treatment services modifies and develops contract provider “Service Plans”.  Service Plans are developed based upon clinical best practices and/or processes, research and data within the context of community priorities. Based upon an analysis of the data and through collaboration with provider agencies (face-to-face interviews) the committee makes recommendations for service plan/budget revisions for the planning fiscal year.    

The “System Improvement Collaborative Team” or SIC reviews the data and makes recommendations for either testing an improvement cycle specific to a service plan or a change in a service plan or service.  The responsibility of the contract process is incorporated in the activities of the C-BOM Committee.

[bookmark: _Toc93911004] (4) Methodology for Integration of Board Members in Management System:  The 4th activity or methodology for managing collaborative projects was to expand the roles of Board sub-committees. As defined in section 340.022 of the Ohio Revised Code, the standing committee on alcohol and drug addiction services (ADAS Committee) makes recommendations to the Board of Directors. In addition, Mental Health Recovery Services established a Mental Health, Finance, Personnel and an Ad-Hoc Communications Committee.  The Nominating Committees previously developed were not included in the project management methodology as their overall responsibilities are deemed outside of this initiative over site.    

Our goal is for Board subcommittees (ADAS, Mental Health, Finance, Personnel and Ad-Hoc Communications Committees) to become the focal point in assessing and recommending to the Board of Directors “what” should be our service priorities. These board subcommittees are very active and viable committees that regularly meet (generally monthly) to address: 

(1) The Community Plan to be submitted to the Department Of Alcohol And Drug Addiction Services and/or Department Of Mental Health; 
(2) The board’s annual budget for alcohol and drug addiction services and/or mental health; 
(3) Alcohol and drug addiction programs and/or mental health programs to be funded by the board;  
(4) Assist MHRS in establishing guidelines for the evaluation of alcohol and drug addiction programs and/or mental health programs; 
(5) Examination of analyzed data collected from “planning inputs” and submitted through both qualitative and quantitative methods; and 
(6) Measuring the overall health and stability of the organization.  
 
The processes developed, where specific Board sub-committee can readily identify “what services” to recommend to the Board of Directors as service priorities, are based upon key information and outcomes.  We believe this information feedback loop will result in a QI Business Plan that clearly depicts community needs. The expected outcomes or results for implementing this methodological plan for identifying service priorities are: 

· Making “data informed” decisions; 
· Develop and write “outcome based” service plans and treatment; 
· Identify and reduce (dependent upon existing resources - time, people, and money) AoD/Mental Health treatment gaps; and 
· Reduction of wait time for services (dependent upon maximum capacity).

[bookmark: OLE_LINK1](5) Methodology for Integration of Short-Term Community Collaborative Network Teams: A 5th activity that needed to be developed was a methodology for selecting, monitoring and evaluating short-term improvement projects in our system.   

The Short-Term Community Collaborative Network Teams are often “born” from the standing committees that have identified a specific focus area(s) that need special attention. These “temporary” improvement teams have a limited time frame for completion of a project. Several of the Short-Term System-Wide Improvement Teams now include non-behavioral health participates (i.e., school, court, MR/DD personnel) as well as Board and contract agency staff.  The overall goal for these teams is to reduce costs while improving services.  This is being accomplished by reducing duplications in services and developing shared funding initiatives.  Team leaders give status updates/reports to the C-BOM and assigned Board subcommittee.  

(6) Involvement with Consumers, Family Members & Community Organizations:  The 6th activity implemented for developing our quality improvement plan for obtaining information and enhanced collaboration is to include community participation throughout the system. Both qualitative and quantitative methods are employed to assess community needs.  Reporting feedback loops are being provided from the following sources:   
Long Term Collaborative Projects:
Mental Health Recovery Services has a remarkable track record of collaboration across systems within Warren and Clinton Counties and with other alcohol, drug addiction and mental health services boards as well.
  
(A) Legislative & Community Forums have been conducted locally and most recently a State Representative met with our Board of Directors to discuss the “state of the state”.  Forums with our state legislators have met with community leaders, service recipients, providers and funders to dialogue about service needs and improvement recommendations. In addition, MHRS has written and meet individually with regional state legislators. This Board is also participating in discussions regarding the need to support mental health and AoD services through education of the potential impact of state budget cuts with state legislators at scheduled “Regional Meeting” events (initiatives developed by the OACBHA).    

Community Forums have been conducted where community leaders were invited to meet with providers and funders to dialogue about service trends and outcomes for planning improvement initiatives. A Community Forum was scheduled in each county last fiscal year (conjunction with the levy campaign) and was an open meeting for community leaders to dialogue about service trends and community needs.  Unfortunately, these events were not well attended.  We also held a separate School-Based Forum provided in each county to address service gaps and developing planning strategies for improvements. These forum were well attended.    
  
(B) Suicide Coalition in Warren and Clinton Counties monitors community indicators of the impact of alcohol and other drugs and suicide in our counties. Mental Health Recovery Services takes a leading role in this coalition where valuable inputs are being provided through these information sources that are being utilized for the planning and development of existing and future services.     

 (C) Behavioral Health Generations and MHRS (is a charter member of the eight board, fifteen county council of governments known as BHG), has partnered with others in the development of a customer satisfaction system, was selected as a pilot for the MACSIS project, pioneered the ODADAS treatment protocols and created the only successful consumer quality review team initiative in the State of Ohio.  As discussed elsewhere data is provided through BHG and submitted for review and discussions during scheduled monthly Board meetings and also sent to contract providers as deemed appropriate. 
 
(D) Family & Children First Councils are active in collecting and submitting for review needs assessment reports and surveys conducted through qualitative and quantitative methodologies.  A subcommittee “Support and Outreach Committee” of the FCFC in Warren County completed a community needs assessment in FY06 with Warren County United Way.   The report of the community is an overview of the social and physical health of Warren County citizens. Both FCFC (Warren & Clinton) participate with this Board in shared funding for children and adolescent out-of-home placements including Medicaid match eligible services.  Through service coordination facilitated by FCFC, cross-agency funding for multi-agency children is achieved and has resulted in fewer children placed in residential setting and alternatively cared for in the community.  This group includes the Board of Developmental Disabilities, Children’s Services, Juvenile Court and MHRS in each county.  MHRS and the FCFCs also collaboratively implemented the Ohio Youth Survey project and jointly funded for the publication of the results.  The MHRS Associate Director served as the Warren County FCFC Chair in CY09 and is scheduled to serve as Clinton County FCFC Chair in FY12.

(E) Private & State Hospital Collaborations are occurring with Mental Health Recovery Services.  Planning initiatives to reduce state hospital “length of stays” has resulted in increased planned utilization with our private hospital (i.e., The Atrium Medical Center and Christ Hospital) services.  Continuity of Care Agreements are signed and reviewed at scheduled Southwest Ohio meetings between regional Boards and our State Hospital (SBH).  The Board contract agency that provides emergency services for our behavioral health care system receives a copy of the Continuity of Care Agreement and the policies and procedures are reviewed as needed during scheduled Risk Management Team meetings.  Upon a hospital admission, the emergency service provider schedules and meets with State Hospital staffing to review client placement status and participates in the development of discharge planning.  A total of 5.0 FTE’s are in the Emergency & Crisis Service Plan.     
 
(F) Crisis Intervention Team Project representing a partnership between Law Enforcement, Mental Health and the Advocacy Community plus other key stakeholders will provide the participation and leadership critical to the success of CIT.  This group has been assembled and will provide the CIT Oversight Committee function for all participants of the infrastructure.  We have reviewed some current policies and procedures being used in other CIT programs. They will be presented to the CIT Oversight Committee for input and recommendations leading to approval for use with other CIT Law Enforcement and Mental Health and all other partnerships.

(G) Other Types of Across System Collaborations: (a) Women’s Recovery Services are assisting efforts for improved collaboration for the identification of HB484 eligible clients.  In addition to direct referrals from Children Services and Juvenile Courts, eligible clients are now being identified and served in programs as the Women’s Recovery Center, out-of-county referrals and shared funding agreements; (b) Community Corrections Board Collaborations; (c) Coalition for a Healthier Clinton County; (d) Vision for Warren County; (e) Warren County Violence Free Coalition; (f) Warren County Children’s Trust Fund Board; (g) Partnership for Success Initiative in both Warren and Clinton County; (h) School Based Collaborative; (i) Older Adult Mental Health Project; (j) S.A.M.S.O.N Collaborative Project and (k) Dual Diagnosis DD-MI Project.   

Short-Term Collaborative Projects:
The Short-Term Community Collaborative Network Teams are often “born” from the standing committees that have identified a specific focus area(s) that need special attention. These “temporary” improvement teams have a limited time frame for completion of a project.

(A) Needs Assessment Collaboration Project: Warren County Health Department in conjunction with Mental Health Recovery Services met to discuss the feasibility to complete a community needs assessment (FY11). Consultants were interviewed although due to diverse needs and timing constraints we mutually decided to conduct separate surveys.  The survey we selected used a standardized telephone survey with a random sample of county residents.  We agreed the results would be made available for each system to utilize the data for assisting with improvements for our individual organizations.   

(B) Mini-Grant Collaborative Projects: 
In the first quarter of FY11, MHRS developed guidelines to award up to $100,000 for innovative projects that will positively affect mental health and/or prevention substance abuse targeted at Warren and Clinton County residents.  The purpose of the mini-grant project is to enhance partnerships and creativity by investing in prevention services provided by non-behavioral health care providers in the community.  The methodology will also assist the Board in identifying service gaps that are applicable to MHRS’ mission, vision and values. 

Grant awards vary in size depending upon the scope and impact of the project.  MHRS awarded up to a maximum of $10,000 per grant.  Applicants selected clearly demonstrated an innovative project that will positively affect mental health and/or prevention substance abuse (diverse age of Warren and/or Clinton County residents).  The projects are not a duplication of services which are currently being provided by a contract agency.  Applicants who were awarded a grant were a non-profit, charitable, educational, governmental entity or other organized group and not a current MHRS contract agency.  Throughout the project, applicants are required to collect and submit “key performance indicators” and outcomes data.  Upon completion of the project an analysis of the data will be presented at a scheduled Board of Directors meeting.  Future funding is determined on availability of funding and project outcomes.   

(C) Boards to Boards Collaborative Project:
In addition to maintaining the collaborative working relationship with Behavioral Health Generations (BHG) Boards – Brown County ADAMHS Board; Hancock County ADAMHS Board; Licking & Knox Counties MHRS Board; Logan-Champaign Counties MHDAS Board; MHRS Board of Seneca-Sandusky-Wyandot and the Mental Health & Recovery Board of Union County – I will be participating with a select group of boards to identify potential opportunities for partnership and cost savings.  Refer to “Boards Identifying Opportunities for Partnerships and Cost Savings” map depicting board identification.  




Behavioral Health Generation Boards



[image: ]



(D) Opiate Collaborative Project:
This is a collaborative project between the Board, and the local AoD contract providers (Solutions and Talbert House. The purpose of this initiative is to develop improvement strategies to address the increase in opiate drug abuse and addiction as  reported by both treatment providers and the court systems.  The team is interested in implementing medicated assistant treatment as a treatment intervention although must take into consideration costs for such a program services.     


(E) Dual Diagnosis Youth Intensive Home Based Collaborative Project:
This is a collaborative project between the Board, Warren County DD and Solutions Community Counseling and Recovery Centers. The project is exploring the feasibility of a contractual agreement between Warren County DD and Solutions.  Solutions would provide professional services to this select population in need of intensive home-based services.  The objective is to reduce Warren County DD costs of existing service array for this population and improve clinical efficiencies and outcomes.   

Consultation with county commissioners regarding services for individuals involved in the child welfare system and funds available for parents/caregivers in the child welfare system (reference to ORC 340.03)

MHRS maintains an open working relationship with our county commissioners although the working relationship has always required the Board to take the initiative.  We invite county commissioners to participate at scheduled Board of Director meetings and at “state-of-state” presentations by legislators, at community forums and when needing to address specific issues or concern.  

It is my understanding that many multi-county boards, such as MHRS, may experience this type of working relationship with their county commissioners compared to a single county board. This is further compounded when our two counties are very different due to diverse economic environments and leadership styles.  As a Board we provide an update on services and system challenges at scheduled “Tax Budget” reviews, distribution of “MHRS Annual Reports” and  when giving presentations at County Commissioner meetings (e.g. Levy and special topics).  

MHRS historically receives an increase in HB 484 allocation because we have generally been successful in utilizing these funds for services as intended.  As previously reported, we are in the process of identifying new alternatives for the expenditures of these funds.  Impacted by staff changes and turnover in the Children Services Systems (Warren & Clinton) we need to continue educating Children Services’ Staff regarding the availability of these funds for assisting eligible families in need of the services.          






















SECTION V
 EVALUATION OF THE COMMUNITY PLAN


Ensuring an effective and efficient system of care with high quality

Evaluation Methodology
The C-BOM (Clinical and Business Operation Meeting) was developed to enhance uniformity in the monitoring, evaluation, planning and development of projects and services throughout the behavioral health care system in Warren & Clinton Counties.   C-BOM performs 6 key functions: 

(1) Review and approve planned/proposed improvement projects;
(2) Review and approve planned/proposed programmatic changes; 
(3) Monitor and evaluate improvement projects as reported by team leaders;
(4) Monitor and evaluate program service plans as reported by team leaders;
(5) Analyze System Improvement Collaborative (SIC) reports and initiate improvement          changes in services as deemed appropriate;  
	(6) Conduct performance contracting activities.

The Reason for the Effort:  

(1) Assure compatibility with the Board’s Strategic Goals; 
(2) Prioritize based upon available resources - time constraints, people and funding; 
(3) Identify expected value or outcome to the consumer and/or system;  
(4) Assure system collaboration;
(5) Contracts are data driven; 
(6) Service Plans have expected value or outcome to the consumer.

In order to assist the team with its key functions, we developed four performance activities with established timeframes for completion.  The performance activities consist of an annual review of: (1) Evaluating Board’s Cycle of Achievement.  Also throughout the fiscal year the committee will be (2) Searching for Opportunities; and will work at (3) Solving Problems and Removing Obstacles in programs and services.  The fourth type of performance activity is implementation of (4)Performance Contracting Financial Evaluation Activities.

(1) Evaluating the Board’s “Cycle of Achievement”:  The Cycle of Achievement begins with Mental Health Recovery Services’ (MHRS) Vision (tomorrow’s reality expressed as an idea today) and ends with MHRS’ Management/Evaluation Methodology and Capital Plan (details of the actual work to be done).  

The cycle steps are: Vision, Goals, Planning, Working and Counsel (consultation). The steps are in descending order of application and repeatedly rotating. Seeking consultation services is considered an option (i.e., experience is not the best teacher; other people’s experience is the best teacher).  Tapping into the experience of others can reduce time-consuming trial-and-error activities and frustrations especially when working to solve a problem.   



                                             Cycle of Achievement
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Vision
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The following table, “Annual Cycle of Achievement Activities” depicts the types of performance activities developed by MHRS for measuring system-wide achievement. Each cycle contains two separate yet interdependent levels.  Level II Cycles (Service Delivery) are dependent upon Level I Cycles (System Wide) As an example: Level II Goals are established for each priority population although these goals must be compatible with MHRS’ Strategic Goals or Level I Goals.   

Performance activities are generally conducted during the 4th quarter of a fiscal year.  The purpose of evaluating the specific activities as listed is to assure planned fiscal year services, programs and/or projects are compatible with MHRS’ Level I Cycles.  It is also important to note proposed changes in fiscal year services and programs may result in a recommendation for change(s) to Level I Cycles.       
      
Annual Cycle of Achievement Activities
	Cycle
	Activity
	No Change
	Redesign
	New

	1. Vision
	Level I  - Review Purpose Statement*
Level II - Review  SMD/SED/AoD Purpose Statement
	
	
	

	2. Goals
	Level I  - Review FY08-12 Strategic Goals 
Level II - Review SMD/SED/AoD Goals 
	
	
	

	3. Game        Plan
	Level I  - Review System-Wide FY Priorities
Level II - Review SMD/SED/AoD Priorities 
	
	
	

	
	Level I  - Review Executive Director Scorecard Reports
	
	
	

	4. Working
	Level I  - Review Board Management/Evaluation Methodology
Level II – Review Service Delivery Capital Plan Methodology  
	
	
	

	5. Counsel
	Review Consultation Services
	
	
	



*Vision, Mission and Values

A summary of the committee’s report and recommendation is submitted to the full Board of Directors generally following the completion of Performance Contracting.  The summary report and Board review, discussion and approval of changes are documented in the Board minutes.  

(2) Searching for Opportunities:  Any time a new project or service is considered the C-BOM team’s ability to assess and to prioritize becomes critical. It is imperative that we take advantage of new opportunities, but not every opportunity.  If an opportunity is not in line with the components of the Cycle of Achievement then it must be left aside.  The team’s job is to identify, analyze, and decide which opportunities to explore and which to ignore, all the while casting and re-casting the Cycle of Achievement initiatives so our organization accepts the new challenges with understanding and wholeheartedness. 

Proposed New Project Activities/Questions
	Questions
	What Evidence
	Who Said So

	Why are we considering the project? What is the rational? 
	
	

	Will it add value to the customer? Improve quality? 
	
	

	Make our system more responsive to the customer?  
	
	

	Improve services?   Improve productivity?
	
	

	Cut costs directly?  
	
	

	Improve communication?
	
	

	Increase employee motivation or morale?
	
	

	Encourage innovation?  
	
	

	Speed up decision-making?
	
	

	What if it didn’t exist (consequences to our system–services/costs)?  
	
	

	Is someone else already doing it?
	
	

	Can an outside provider do it faster, better, less costly or more easily?
	
	

	What are the costs for doing it (people, time and money)?
	
	

	Do we have needed resources to sustain the project in the future? 
	
	



Through an exploration of these types of questions, C-BOM may need to gather further information (supporting data).  Making a decision to either move forward with a new project or denying a proposed project will require an assessment of existing resources to assure the overall health and stability of the organization is maintained. It is critical that our hunger and desire for improvements do not run rampant and ultimately lead to selfish interests. These activities are implemented and completed on an as needed bases.                

(3) Solving Problems and Removing Obstacles:  Properly defining a problem, with the correct perspective, is the biggest component in finding the solution.  The description of the problem and interpretation of the data will determine what action is suggested and/or taken.  As the team completes the analysis of the data and if it is determined the quantity and/or quality of the expected outcomes are not reached, the team is directed to explore the following types of questions. 
Solving Problems and Removing Obstacles
	Questions
	What Evidence
	Who Said So

	How is the problem described?
	
	

	How is the data being interpreted? Any special cause variations?
	
	

	Is there a problem perpetuation or mishandling of the problem?*
	
	

	Is there a gap between expectation and ability to deliver?
	
	

	Is there a cultural difference?
	
	

	Does a gap exist between knowing and doing?
	
	

	Is knowledge getting transferred between & within the organization?
	
	

	Is “Not Invented Here” a factor?
	
	

	Is anyone experiencing “fear” that is preventing acting on knowledge?
	
	

	What barriers need to be removed?
	
	

	Is there a lack of participation “buy-in” by key players?
	
	



*Three ways in which mishandling can produce a problem:  “Terrible Simplification” – action is necessary, but is not taken; “Utopia Syndrome” – action is taken when it should not be; and “Mishandling” – action is taken at the wrong level.  If the team determines that a “mishandling” is occurring then a change in action is necessary.  The team may suggest further revisions to the design of the project or program.  

The identification of the improvement area will help to define the focus or where improvement initiatives are needed.  This may include a change in one of the five improvement areas:  

(1) Design a new service; 
(2) Redesign an existing service; 
(3) Design a new process; 
(4) Redesign an existing process or 
(5) Improve the system as a whole.  

Adding or designing a new service or process, eliminating a step from a process, change the sequence of the process, increasing or decreasing the process step duration are options for consideration by the team.  The team also may need to consider revisions to personnel and/or staff training for those responsible for implementation of the services, and/or a change in expectation(s) regarding the population served in the program.

Whatever improvement area(s) are selected, the game plan must be fluid, adaptable to changing conditions and something that can be scrapped at a moment’s notice if it is not working. These activities are implemented and completed on an as needed bases.   

(4) Performance Contracting Financial Evaluation Activities:  In addition to a review and analysis of clinical services data (key performance indicators) the performance contracting processes includes a review and analysis of financial data.  The Finance Department provides team members with specific financial data for review.  Clinical data regarding programs and services is provided by contract agencies as outlined in the agency “Service Plans”.  

The following table, “Annual Performance Contracting Financial Evaluation Activities” depicts the types of financial data collected for review and analysis in preparation for the next fiscal year contracts.  The Performance Contracting Activities are conducted annually and begins in the 3rd quarter of the fiscal year.    


Annual Performance Contracting Financial Evaluation Activities
	Data
	Activity
	No Change
	Reduction
	Increase

	Financial
	Projected State/Federal Funding
	
	
	

	Examination
	Levy Projections
	
	
	

	
	Current Admin. Costs
	
	
	

	
	Projected Admin. Costs
	
	
	

	
	Projected Provider Admin. & Program Costs 
	
	
	

	
	Fiscal Year Quarter Financial Reports
	
	
	

	
	Fiscal Year End Financial Report 
	
	
	

	
	Fiscal Year Budget Revision Report(s)
	
	
	

	
	Services Budget Fiscal Year Report
	
	
	

	
	FY Contract Services – Payment Recap Report
	
	
	

	
	FY – FY Budget to Actual Compare
	
	
	



An examination and analysis of the financial data in conjunction with an analysis of clinical (program and services) data will help to assure proposed program changes in services have appropriate financial resources.  The examination of financial data will help to identify any “trends” regarding contract providers’ over and/or under utilization of funding.  When such situations occur consideration can be made for adjustments in services and/or financial allocate of funding as deemed necessary.         
 


Determining Success of the Community Plan for SFY 2012-2013

The methodology (implemented in FY06) to assist the Board of Directors for keeping abreast of projects and activities as well as measuring the overall health of MHRS’ behavioral health care system was the development of the Executive Director Balance Scorecard Report.  The development of a Balanced Scorecard serves to give Board members a quick-read of important information to Board members. The Balanced Scorecard identifies five specific categories with objective measures.  The specific categories do not change, although measures per category may change (i.e., for a new contracting period) and are selected based upon changes in programmatic services and identified community needs.

The identified categories are:  (1) financial perspective, (2) personnel perspective, (3) internal business perspective, (4) external business perspective and (5) innovation & learning perspective.  The following table, “Executive Director Balanced Scorecard Report & FY11 Balanced Scorecard Measures” depicts the specific categories and objectives, list of measures, date presented for review and identifier. 

On a quarterly basis the Executive Director meets with the Personnel Committee to review, discuss and assess the overall health of the system.  The tools utilized for this process are: (a) FY 2011 Board Priorities; (b) Year-to-date measures present on the Scorecard Reports and (c) Cycle of Achievement Annual Report.  Following the review the Personnel Committee Chairperson completes the “Executive Director Review Form” as a report form to the full Board of Directors.   

Executive Director Balanced Scorecard Report 
FY11 Balanced Scorecard Measures
	Category
	Measures
	Presented

	
Financial Perspective: 
Establish a financially sound system 
	
5-Year Projections 
	

	
	Budget Categories as Represented on                                                                              Quarterly Financial Statements                               
	

	
	Financial Audit
	

	
	Risk Management: Hospital Days and/or Housing
	

	
	New Grant Applications and/or Awards
	

	
	Revenue by Funding Source
	

	
	Medicaid In-County Expenses
	

	
	Medicaid Out-of-County Expenses
	

	
	Property Management Report
	

	
Personnel Perspective: Actively engage personal talents to promote the common mission 
	
Personnel Satisfaction Survey
	

	
	Personnel Turnover System Wide and/or Open Staff Positions
	

	
	Skill Acquisition & Training 
	

	
Internal Perspective: Establish a collaborative climate for action
	
Board Self Assessment 
	

	
	Board Trainings/Presentations
	

	
	Exec. Dir. Evaluation Quarterly Report
	

	
External Perspective: Increase visibility and support at the Board & Provider level
	
Annual Report
	

	
	Website Hits
	

	
	Legislative/State/Local News
	

	
	Annual Golf Outing
	

	
Innovation & Learning Perspective: 
Identify and test PDSA cycles for improvement change at the Board & Provider level
	
FY11 Board Priorities:
(a) Board Properties
(b) Capital Market Plan
(c) Provider Consolidation Initiative
(d) Transportation
(e) Board Peer Certification
(f) Community Plan
	

	
	FY11 Cycle of Achievements-Outcomes:
             Level I (System-Wide)
· Purpose Statement
· FY08-12 Strategic Goals
· FY11 Board Priorities and Scorecard     Measures
· Management, Evaluation and Capital Plan Methodologies
FY11 Cycle of Achievements-Outcomes:
             Level II (Service Populations)
· SMD, SED and AoD - KPI Data 
· Number of Consumers Served
· Referral Source Satisfaction
· Consumer Satisfaction Report
· Level of Care and Independent
Peer Review Report  

	

	
	
C-BOM - Improvement Project Report:
(a) Cluster-Based Planning Initiative
(b) Crisis Intervention Team Initiative
(c) Emergency & Crisis Services Transitional Planning Initiative
(d) Other

	



Not all measures are applicable throughout the fiscal year.  When applicable, measures will be presented with an identifier as either “red” which requires immediate action; “blue” requires monitoring and “green” which indicates we can celebrate.   The Executive Director Balanced Scorecard Report is submitted (mailed) to the Board of Directors for review prior to each scheduled Board of Directors’ meeting (reports are reviewed for discussion).  The Balanced Scorecard is implementing a variety of methods of reporting data including charts and a written narrative section.  

The following are identified MHRS Goals with specific, measurable objectives to be achieved during the FY12-13.  Each objective has accompanying indicators or measurements which will guide MHRS in evaluating if each has been achieved.


	CAPACITY PRIORITY
	Reduce Stigma
	

	MHRS GOAL #1
	Promote advocacy efforts while increasing community awareness of local behavioral healthcare service system 
	Indicators or
Measurements

	OBJECTIVE
	#1
	Continue advocating through FY 2011 for the proposed Medicaid match move from Boards to State Departments to assure local levy funds are no longer utilized for local Medicaid Match.
	Documentation of 
Conversations/ 
Correspondence with Legislators, State 
Officials

	
	#2
	Continue advocating through FY 2012 with the State Department for proposed statutory changes to the funding allocation formula to assure funds follow consumer need based on up-to-date census figures.
	Documentation of 
Conversations/ 
Correspondence with State Officials

	
	#3
	Continue advocating through FY 2012 with State Department for developing proper standards regarding non-treatable mental health conditions that are not billed through MACSIS.
	Documentation of 
Conversations/ 
Correspondence with State Officials

	
	#4
	Continue dialogue through FY 2012 with local Southwest Ohio Boards and Providers regarding the development of the Southwest Ohio Advocacy Taskforce.  
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with Boards and Providers in Southwest Region

	
	#5
	Implement Capital Marketing Plan in FY 2012 by focusing on increasing community awareness that property tax funds are utilized to serve the local community behavioral healthcare needs.
	Documentation of Press Releases, Newsletter Publications, Mailings, Presentations/Speeches

	
	#6
	Continue funding allocation through FY 2012 to Warren County NAMI Ohio for the provision of family member education and support services and to Mental Health America of Southwest Ohio for the provision of Compeer services consisting of social supports, advocacy and mentoring services.  
	FY2012 Contracts and Service Plans






	CAPACITY PRIORITY
	Promote and sustain the use of “evidence-based” policies, practices and strategies
	

	MHRS GOAL #2

	Focus system and service expansion or re-design efforts on evidence-based policies and practices rather than those with undocumented outcomes. 
	Indicators or
Measurements

	OBJECTIVE
	#1
	Complete the development of the Cluster-Based Planning Outcome Management Standards for SMD Services to be implemented in FY 2012 delivery system.
	Report from Synthesis and Contract Providers; FY12 SMD Service Plan to reflect Clustering

	
	#2
	Develop innovative ways throughout FY 2012-2013 for providing services as a means for reducing artificial boundaries within and between key stakeholder organizations.
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with key stakeholder organizations; Analysis of service provision changes in FY13

	
	#3
	Complete the development and plan implementation of the C.I.T. Project in FY 2012.
	Fidelity analysis of project at end of FY12

	
	#4
	Continue with the approval process of the Mental Health Prevention Plan whereby evidence based programs represent at least 85% of those approved.
	Analysis of menu of approved programs

	
	#5
	The average number of evidence based practices which General Outpatient Mental Health therapists are trained in will increase by at least 10%. 
	Analysis of staff certifications/trainings




	CAPACITY PRIORITY
	Increase the availability of trauma-informed and trauma-focused care
	

	MHRS GOAL #3

	While the public mental health system cannot rely on additional funding to increase available trauma-focused treatment, through training of affiliated organizations, the network of trauma-informed care will be expanded.
	Indicators or
Measurements

	OBJECTIVE
	#1
	In FY11, MHRS awarded mini-grant funding to two entities (Mary Haven Youth Center and River of Hope Ranch-Equine Assisted Services) who will obtain training in trauma-informed care and provide innovative services to youth who have a history of trauma and are involved with the juvenile justice system.  It is projected that at least 30 staff from these organizations will receive training in trauma-informed care.  
	Analysis of mini-grant narrative reports - number of staff trained

	
	#2
	In FY11, MHRS awarded mini-grant funding to Warren County Educational Service Center to fund School Crisis Team training for school staff and to intensively train/certify up to 7 multidisciplinary individuals to serve on a county-wide school crisis response team.  It is projected that least 80 individuals will participate in these trainings and learn how to effectively manage school crisis and reduce trauma experienced by the students.  
	Analysis of mini-grant narrative reports - number of staff trained



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

	MHRS GOAL #4
	Improve timeliness and expand data collection methodologies from key community stakeholders  
	Indicators or
Measurements

	OBJECTIVE
	#1
	Develop a website survey questionnaire in FY11 for implementation in FY12 to help gather input from the general public, referral sources, family members and client population.  A series of questions specific to each population will be developed.  The information will be utilized to assist in program development and improvements throughout the behavioral health care system.
	Survey finalized and available on MHRS website

	
	#2
	Utilize professional assistance in the review and analysis of Service Plan for FY12- key performance indicators and outcome measures.  With the reduction of MHRS administrative staff, establish a contractual agreement for assistance in the review and data analysis.   
	Contract for data analysis service




	CAPACITY PRIORITY
	Additional priorities and goals determined locally
	

	MHRS GOAL #5
	Reduce costs while maintaining/improving quality services 
	Indicators or
Measurements

	OBJECTIVE
	#1
	Re-design and/or market the Intensive Residential Rehabilitation Program for planned FY 2012 service delivery in order to reduce costs and service effectiveness.   
	Analysis of changes in program pre/post FY12

	
	#2
	Complete MHRS FY 2011 System-Wide Priorities (e.g., board properties, provider consolidation initiative; capital marketing plan).  
	Finalized document with completion dates

	
	#3
	Implement Board Contingency Plan based on actual budget deficit (10-20%) upon state department FY 2012 budget allocations notification. 
	Analysis of changes in funding allocations pre/post FY12

	
	#4
	Continue dialogue with local boards to identify how and where the boards can exchange resources to reduce administrative costs (e.g., personnel).      
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with Boards

	
	#5
	Complete the Emergency Crisis Services Study to determine “if/where” improvement changes in the scope of emergency services will be proposed by mid-year FY 2012.  
	Report of study findings

	
	#6
	Explore with the Superintendent of Southern Ohio Educational Service Center the possibility of a joint effort to apply for the U.S. Department of Education’s Integration of Mental Health in Schools grant.  This is the same grant which was awarded to Warren County Educational Service Center in 2009 and has proven to infuse a consistent, evidence-based process of needs assessment, resource mapping, communication and training. 
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with superintendent; submission of grant application (if elected)

	
	#7
	Explore and, as appropriate, apply for external funding opportunities (e.g. foundations and federal grants).
	Review of available grant opportunities (on-going); submission of grant application(s) (if applicable)




Mental Health/AoD Prevention Goals and Objectives:
The following is a listing of MHRS goals and objectives specific to both mental health and alcohol drug addiction prevention services.  
 
	MENTAL HEALTH PREVENTION PRIORITY
	Suicide Prevention
	

	MHRS GOAL #1

	Suicide prevention coalition will promote development of community resources to reduce the incidence of suicide deaths and attempts.
	Indicators or
Measurements

	OBJECTIVE
	#1
	Suicide Prevention Coalition membership will increase in size by 10%.
	Average monthly attendance of coalition meetings

	
	#2
	A communication strategy plan, to include social media, will be formalized and implemented .
	Written plan with target dates

	
	#3
	Disseminate Suicide Prevention brochures to targeted groups, such as physicians, schools, faith community, law enforcement, etc. as detailed in the communication strategy plan.
	Tracking of number of brochures disseminated 

	
	#4
	Through Mental Health Prevention service plan, provide at least 10 gatekeeper trainings.
	Tracking number of Gatekeeper Trainings through Prevention Log submitted by contract providers

	
	#5
	Annually, collect local data to determine impact of public education campaign (i.e. number of completed suicides).
	Review of Death Certificates at Health Departments

	
	#6
	The Suicide Prevention Coalition will apply for at least one grant for funding to produce/purchase public awareness materials in FY12-13.
	Number of Grant Applications submitted

	
	#7
	Print at least 1,000 brochures for distribution by coalition members.
	Printing Orders for Brochures

	
	#8
	30 Law Enforcement Officers will receive Crisis Intervention Team Training on how to use de-escalation, communication, negotiation and other techniques proven successful with mentally ill citizens in crisis, which will reduce ‘suicide by cop” and suicides in general as a proven outcome for this EBP international program.
	
Training Records; Training Agenda



	MENTAL HEALTH PREVENTION PRIORITY
	School-based mental health services/programs (prevention)
	

	MHRS GOAL #2

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

	OBJECTIVE
	#1
	An annual Mental Health Prevention Plan (MHPP) will be completed by each MHRS contract provider of mental health prevention services.  Plan must specifically outline the evidence-based program to be implemented, population to be served, expected outcomes and evaluation tools to be used.  Quarterly reports on provision of program and outcomes will be required.  Mental Health providers will report positive outcomes of school based mental health prevention programming at least 80% of the time.
	Analysis of the results of Quarterly Prevention Reports

	
	#2
	Expand the menu of evidence-based mental health prevention programs available to schools by 10%.
	Review of submitted MHPP; analysis of number of evidence based programs submitted for approval

	
	#3
	Partner with local college campuses to enhance prevention efforts at health fairs and presentations/trainings (Wilmington College and Sinclair College-Courseview).
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with college staff and contract provider prevention staff

	
	#4
	Explore School Districts’ capabilities of partially funding services.  
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with school staff

	
	#5
	Host at least one training for school personnel and mental health providers.
	Training Records




	MENTAL HEALTH PREVENTION PRIORITY
	Additional priorities and goals determined locally (prevention)
	

	MHRS GOAL #3

	Community Based Mental Health Prevention – Strengthen families by targeting problems, teaching effective parenting and communication skills, and helping families deal with disruptions (such as divorce) and adversities such as parental mental illness or poverty.    
	Indicators or
Measurements

	OBJECTIVE
	#1
	An annual Mental Health Prevention Plan will be completed by each MHRS contract provider of mental health prevention services.  Plan must specifically outline the evidence based program to be implemented, population to be served, expected outcomes and evaluation tools to be used.  Quarterly reports on provision of program and outcomes will be required.  Mental Health Providers will report positive outcomes of community based mental health prevention programming at least 80% of the time.
	Analysis of the results of Quarterly Prevention Reports

	
	#2
	Expand the menu of evidence-based mental health prevention programs available to community by 10%.
	Review of submitted MHPP; analysis of number of evidence based programs submitted for approval

	
	#3
	Develop and implement an early intervention community based mental health prevention program focused on those dealing with job loss and other economy related stressors, particularly in Clinton County.
	Tracking number of Prevention groups/trainings related to economy or job loss provided through Prevention Log submitted by contract providers





	ALCOHOL & DRUG  PREVENTION PRIORITY
	Evidence-Based Practices (prevention)
	

	MHRS GOAL #1

	Programs that increase the number of customers who perceive ATOD use as harmful
	Indicators or
Measurements

	OBJECTIVE
	#1
	Using a program of Community Social Marketing, contract providers will continue conducting Community Social Marketing activities into FY12.   Community Social Marketing efforts are conducted with community partner activities and initiatives that are designed around prevention of ATOD as measured by the # of events advertised, partnerships developed and events held in the community. 
	Tracking number of Community Social Marketing activities provided/reported in PIPAR program

	
	#2
	Prevention Services will offer in FY12 educational programming and alternative activities to Clinton County youth and adults to enhance their knowledge of the hazards of ATOD as measured using pre/post test results.
	Tracking number of Prevention educational and alternative activities provided/reported in the PIPAR program

	
	#3
	Strengthening Families Program aims to reduce substance use and behavior problems during adolescence through improved skills in nurturing and child management by parents and improved interpersonal and personal competencies among youth. Services to be continued in FY 2012. 
	Tracking number of Strengthening Families sessions provided/reported in the PIPAR program

	
	#4
	Youth sessions that strengthen goal setting, communication skills, behavior management techniques and peer pressure. Services to be continued in FY 2012.
	Tracking number of sessions provided/reported in the PIPAR program

	
	#5
	Using the Prevention Program Life Skills Training, all participants in this program will be able to identify the risks of ATOD use as verbally stated; utilize resistance skills as indicated in roll play activities; demonstrate improved life skills such as decision making and communication as demonstrated in role playing activities and be abstinent from ATOD as self reported.  Services to be continued in FY 2012.
	Tracking number of Life Skills training sessions provided/reported in the PIPAR program

	
	#6
	To address the problem of Fetal Alcohol Spectrum Disorder (FASD) a two hour presentation will be provided that includes audio visual materials, brochures, didactic lecture and interactive discussion between participants and presenter will be made available through local pregnancy centers for expectant mothers. Services to be offered in FY 2012. 
	Tracking number of FASD sessions provided/reported in the PIPAR program



Mental Health/AoD Treatment Goals and Objectives:
The following is a listing of MHRS goals and objectives specific to both mental health and alcohol drug addiction treatment services.  

	MENTAL HEALTH  TREATMENT PRIORITY
	Transitional Age Youth
	

	MHRS GOALS #1 & 2

	1. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
2. Enhance transition from SED service to adult services, assuring that an age-appropriate service array is available.
	Indicators or
Measurements

	OBJECTIVE
	#1
	Perform a needs assessment with the Service Coordination Teams from each Family and Children First Council (multi-agency representatives) and SED contract providers to evaluate any gaps in services to transitional age youth.
	Needs Assessment Report

	
	#2
	Perform a process analysis to evaluate the service transition flow for youth entering adulthood.  Identify problematic areas and implement solutions as feasible.
	Needs Assessment Report

	
	#3
	Explore additional services or process changes necessary to address identified needs/gaps and problematic transitions.
	Recommendations from Needs Assessment Report



	MENTAL HEALTH  TREATMENT PRIORITY
	Children and Youth with SED
	

	MHRS GOALS #3 & 4

	3. Decrease school suspensions and expulsions.
4. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Indicators or
Measurements

	OBJECTIVE
	#1
	School based services fidelity form will be completed by at least 90% of school therapists in provider system.  At least 90% of schools will report scores reflecting that all MHRS designed processes and procedures are either “fully in place” or “partially in place”. 
	Aggregate results of School-Based services fidelity form and analysis

	
	#2
	Increase percentage of SED consumers discharged with disposition of “goals met” to a quarterly average of 40% (baseline=29.6% Quarter 1, FY11)
	Analysis of Quarterly Key Performance Indicator reported by contract providers

	
	#3
	Explore School Districts’ capabilities of partially funding services.
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with school staff

	
	#4
	Participate in Warren County School Crisis Team development, implementation, and monitoring.  By the end of FY13, a Warren County School Crisis Response team (at least 7 members) will be selected, trained, and ready to response upon request of a district.  
	Minutes from Warren County School Crisis Team

	
	#5
	In collaboration with the contract provider and the Warren County Board of Developmental Disabilities, develop an Intensive Home Based Treatment (IHBT) program for youth who are dually diagnosed (MH/DD).  Establish a mutually agreed upon admission criteria, review process and termination indicators.  By the end of FY12, this IHBT team and Review Committee will be established.  
	Written Admission Criteria, Referral Protocol and Termination Indicators; Minutes from Review committee including number of clients served by program



	MENTAL HEALTH  TREATMENT PRIORITY
	General Outpatient Mental Health Services 
	

	MHRS GOAL #5

	Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Indicators or
Measurements

	OBJECTIVE
	#1
	After extensive discussion with the contract provider during FY10, an outcome system was selected.  Implementation of Outcome Rating Scale (ORS) and the Session Rating Scale (SRS) for all General Outpatient Mental Health clients was phased in during early FY11 after initial staff training.  First quarter results will serve as a baseline.  Subsequently, intensive training was provided by Dr. Scott Miller, co-developer of the tools (December, 2010) and it is anticipated even further improvement will be evident.  Research implementation of these tools and active use in the treatment process have shown to positively impact client engagement, satisfaction, and successful completion of the recommended therapy regime.  By the end of FY13, these tools will be fully integrated in this service plan as evidenced by the quarterly reports filed with MHRS detailing the number of client completions and the mean improvement in scores.   
	




Analysis of quarterly reports filled by contract providers

	
	#2
	Increase percentage of General Outpatient Mental Health Service  consumers discharged with disposition of “goals met” to a quarterly average of 40% (baseline = 15% Quarter 1, FY11)
	Analysis of Quarterly Key Performance Indicator reported by contract providers

	
	#3
	Maintain the number of General Outpatient Mental Health Service consumers served each fiscal year, despite funding cuts, through utilization management functions as evidence by annual reviews of MACSIS data.  These functions will include the limitation on the number of board-paid counseling sessions per year (currently capped at 100), active monitoring of admissions/terminations each month, as well as the waiting list.
	Analysis of MACSIS billing data





	MENTAL HEALTH  TREATMENT PRIORITY
	Access

	

	MHRS GOAL #6

	Individuals requesting services, regardless of appropriate service plan, will be triaged and served in the time frames outlined in the approved MHRS Wait List Policy and Procedure.
	Indicators or
Measurements

	OBJECTIVE
	#1
	During FY11, General Outpatient Mental Health clients will be assessed using the Clustering process.  This will determine which service plan they are most appropriate for:  General Outpatient, SED, or SMD.  The top diagnostic codes will be monitored in terms of severity/appropriateness for the General Outpatient service plan.  During FY12-13, clients evaluated as being best suited for SMD or SED will be transitioned to those service plans, thus creating increased capacity in the General Outpatient plan. 
	Analysis of MACSIS billing data

	
	#2
	During FY11, a 100 unit limit was instituted for board pay clients in the General Outpatient Mental Health service plan.  As the intent of General Outpatient is short-term, less intensive service, the rationale of the 100 unit limit was to ensure that those who required more service would be transitioned to SMD, which is better suited for long-term, more intensive care.  Likewise, it would allow for more clients to be served in the service plan.  This new policy will be evaluated in FY12-13 for effectiveness.  Likewise, the length of service in General Outpatient Mental Health services will continue to be monitored with the objective of progressing toward the client flow per month as 50% active, 25% admitted and 25% terminated.  FY10 (baseline) revealed results of 87% active, 7% admitted and 6% terminated.
	Analysis of MACSIS billing data

	
	#3
	During FY10, the number of individuals on the General Outpatient Mental Health Wait list averaged 27 people per month with the median wait time median being 16 days.  This will continue to be monitored and in FY12-13, the objective is to not to exceed the FY10 figures.
	Analysis of monthly Key Performance Indicator reported by contract providers

	
	#4
	During FY12-13, MHRS will monitor Child Psychiatric Services with the objective of children being seen within 30 days of referral to psychiatrist.
	Analysis of monthly Key Performance Indicator reported by contract providers

	
	#5
	Due to feedback from the Community Member Survey, expanded publicity will be implemented in FY11-13 to communicate the availability of services and the sliding fee scale for payment.  This could be in the form of newspaper articles, public access TV, brochures, mailings, and email communications.
	Documentation of Press Releases, Newsletter Publications, Mailings, Presentations/Speeches

	
	#6
	Based upon the feedback from the Referral Source Strategic planning session, MHRS will continue communications with partners about special population needs (Co-morbidity, Criminal Justice, Dual Diagnosis, Substance Abuse, Sex Offender Services, Early Childhood, etc.) and explore necessary services as MHRS is fiscally able.
	Documentation of Press Releases, Newsletter Publications, Mailings, Presentations/Speeches



	ALCOHOL & DRUG  TREATMENT PRIORITY
	Evidence-Based Practices (Treatment)
	

	MHRS GOAL #1- #3

	1. Increase the number of customers who are abstinent at the completion of the program.
2. Increase the number of customers who participate in self-help and social support groups as the completion of the program.
3. Increase the number of customer referrals among the underserved.
	Indicators or
Measurements

	OBJECTIVE
	#1
	With the use of evidence-based programs with proven outcomes that meet the risks and needs of the customer population, identify and implement EB assessment and evaluation tools that present a concise and thorough understanding of the customers mental, physical, emotional, financial, health, relationship, personality traits, addictions, education, employment history, armed service involvement, criminal history, problems, strengths and weaknesses in FY12. 
	Analysis of contract agencies use of EB programs

	
	#2
	Continue monitoring at scheduled AoD Network meetings the implementation of Motivational Enhancement and Motivational Interviewing techniques in programs.
	Minutes from AoD Network meetings

	
	#3
	Annually review with each contract provider their AoD employees’ level of competency, education, experience and licensure/credentials (AoD) 
	Minutes from Personnel Review meeting with each contract provider

	
	#4
	Establish “abstinence” as an ultimate goal in the AoD Service Plans for FY12 (but not the only goal).
	FY12 AoD Service Plan

	
	#5
	Continue developing Individualized Treatment Plans that address risk and needs of clients in FY12 contracts for services. 
	FY12 AoD Service Plan

	
	#6
	Establish benchmark in FY11 to decrease the time between client’s first contact with the agency and start of treatment for FY12 services.  
	Monthly Key Performance Indicator reported by contract providers

	
	#7
	Improve the collaborative working relationship with the court systems by enhancing communication initiatives through the provision of assessment results, progress reports and recommendations to the courts and other referral agencies in FY12. 
	Documentation of 
Conversations/ 
Correspondence/ 
Meetings with Court personnel and other referral agencies status of communication with contract providers

	
	#8
	Create policies that encourage AoD Counselors to seek to improve their skills and level of licensing by attending AoD in-service training opportunities that reward BRCH’s.
	Revision of MHRS AoD Policy

	
	#9
	Increase the number of clients who are enrolled in a self-help and/or social support group at the completion of their treatment program by 25% in FY12.
	Monthly Key Performance Indicator reported by contract providers

	
	#10
	Increase the number of underserved clients, such as non-criminal justice residents of Warren/Clinton Counties; clients with co-occurring dual disorders; women and opioid addicted.  Establish a baseline number of identified clients in this category during FY11.   
	Monthly Key Performance Indicator reported by contract providers

	
	#11
	Annually review contract agencies policies and procedures for accessing HB 484, TANF, Medicare, Medicaid and other funding sources to enroll underserved clients.  Provide training sessions to staff unfamiliar with access policies so they can include these clients and increase the numbers of underserved in FY11.
	Minutes from AoD Network meetings

	
	#12
	Annually conduct an audit of client records to identify clients underserved for AoD services
	Annual chart audit

	
	#13
	Develop KPI data requests from contract providers that will identify clients not admitted who are among the underserved.  Use this information gathered in FY11 as a baseline for improvements in FY12 services. 
	FY12 Key Performance Indicators as documented in Service Plan




	MENTAL HEALTH  TREATMENT PRIORITY
	Adults with SMI, SPMI and SMD
	

	MHRS GOAL #1 - # 6

	1. Improve provision of SMD Service delivery to consumers;
2. Increase access to safe, housing;
3. Decrease homelessness;
4. Evaluate cost analysis and consequences of service delivery regarding planned level for competitive/vocational employment services to the SMD;
5. Maintain state hospitalization utilization; 
6. Increase the number of consumers reporting positively about social connectedness and functioning and client perception of care.
	Indicators or
Measurements

	
OBJECTIVE
	#1
	Integrate Cluster-Based Planning Outcome Management Standards for SMD Services and incorporate with MHRS identified housing levels of care in FY12 delivery system by July, 2011.
	FY12 SMD Service Plan

	
	#2
	Integrate Emergency Service protocol and improvement initiatives (yet to be determined) and incorporate with MHRS C.I.T. Project Plan for implementation in FY12 delivery system by June, 2012.
	FY13 Emergency Services Service Plan

	
	#3
	Continue collaborative working relationship with housing provider (NHO) for planned expansion of housing services with the implementation of the HUD project by July 2011; and Shelter Plus Care funding to reduce Board subsidizes by FY14 (-2%).  
	FY 12-14 Housing Service Plan

	
	#4
	Complete “MOU” study (cost analysis) with NHO regarding the utilization of the homeless shelter services (Bernie’s Place) by July 2011 to determine projected impact on homeless population in Warren County.  
	Analysis of MOU Study results

	
	#5
	Complete cost analysis and cost consequences of the PR/CI and IRR services to determine sustainability of services for FY12 and 13 delivery system in light of pending state cuts.     
	Cost analysis and cost consequences report; FY12 and FY13 PR/CI Service Plans

	
	#6
	Monitor and evaluate the proposed continued level of state hospital utilization at 1,750 bed days knowing the change in the formula will impact the projected costs to increase by approximately $134,000 for FY12 planned budget.
	Hospital Bed Day Utilization Graph and Analysis

	
	#7
	Develop a survey questionnaire for the SMD population following implementation of the Cluster-Based Planning Outcome Management Standards to assess consumer satisfaction by June 2012.  
	Results/Analysis of Consumer Satisfaction Survey




Engagement of Contract Agencies and Community in evaluation:  As indicated in Section IV, multiple entities are involved in our network, both internal and external.  Each participates in the evaluation of either the system or specific projects.  As illustrated in the below flowchart, data is presented and analyzed at multiple juncture points and can include a diversity of collaborative groups and individuals.




Under “Community Collaborative Network,” Long-term and Short-term projects are evaluated by individuals serving on the representative committees or by MHRS through collaboration with other entities involved in the project.  These committees may include representatives from provider agencies but largely are composed of individuals from other collaborative agencies and community members.  These committees evaluate the accomplishment of goals and objectives related to their respective missions (e.g. Suicide Prevention Coalition or Crisis Intervention Team). Legislative and Community Forums enable MHRS to report on achievements and to solicit input from outside sources to determine gaps, needs, and satisfaction.  

Under “MHRS External Network,” on-going long-term teams meet routinely to evaluate services at a more systemic level.  These teams are largely composed of individuals who are directly involved with our services, either as contract agency staff or as a consumer.  These include service specific teams, such as the Outpatient Network Team (for SED Services, General Outpatient, and Mental Health Prevention Services), the Behavioral Health Network (AoD Treatment and Prevention Services), and the Risk Management Team (SMD, Housing, and Hospitalization Services).  This then elevates to the System Improvement Collaborative which looks specifically at Key Performance Indicator data collected over the fiscal year to determine necessary alterations for future contracting.  The Consumer Advisory Councils, facilitated by our SMD contract provider, are asked to participate, share discussions, and provide feedback regarding improvement initiatives through the Risk Management Team.  The Leadership Team is composed of top management personnel of MHRS and the contract providers and collaboratively works toward the system vision given the input and data collected.  Most recently, the Leadership Team has been focused on developing contingency planning.  At times, a specific issue may be identified through these evaluative processes which require short-term, intensive study.  This would result in the creation of a SIC Designated Improvement Committee.  At the conclusion of the study, an outcome report is then submitted for review by the MHRS Clinical and Business Operations (C-BOM) team made up of MHRS staff.

Under “MHRS Internal Network,” as reported at length previously, the C-BOM team intensively evaluates projects, both proposed and on-going.  Outcomes and results are reported to two committees composed of MHRS Board of Directors members:  The Mental Health Services Committee and The Alcohol and Drug Addiction Services Committee.  Through this evaluative review, frequently board members provide recommendations as to alterations in Key Performance Indicator measures or improvement strategies.

This evaluative process, combined with needs assessment data, essentially represents the “Assess” component of our “Roadmap to Change.”  From this flows decisions regarding changes necessary to the system, whether that be designing a new service or process or redesigning a current service or process, with the ultimate goal of improving the system as a whole. 




Milestones or Indicators:  As noted previously, all identified objectives are written in a measureable fashion within the time frame of the Community Plan (SFY 2012-2013).  This will allow for easy tracking of progress, and consequently, reporting to internal and external stakeholders.

Communication of Progress toward achievement of goals:  Multiple strategies will be employed to convey progress in achievement of goals to ensure thorough communication.  Community members and referrals sources will receive communication through:
· Reports at external committee meetings
· Updates posted on the MHRS website
· Periodic newsletters
· Press releases to media

Results are presented to the Board of Directors via multiple avenues:
· Results from long and short term projects – reports to full Board of Directors or committees as scheduled by Executive Director
· Key Performance Indicator and Outcomes Reports – at least bi-annually to:
· The Mental Health Services Committee
· The Alcohol and Drug Services Committee 
· Committee Chairs then report to the full Board of Directors
· Executive Director’s Balanced Scorecard, as described previously in this section – each Board meeting
· Progress toward the Community Plan goals and objectives will be presented to the Board of Directors - at least biennially

In conclusion, the Mental Health Recovery Services of Warren and Clinton Counties is a data-driven, process-oriented organization focused on creating and maintaining the most cost-effective recovery system possible.  While funding obstacles continue, we remain committed to addressing the behavioral health needs of our community through collaborations, monitoring, and assertive system management.




 




















Board Membership Catalog for ADAMHS/ADAS/CMHS Boards 

			
				  			      

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Neal Bransford
	Appointment           Sex                   Ethnic Group 
 ODADAS                 M                   Caucasian                 

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
5915 Squires Gate Drive
Mason, Ohio 45040


	

	Telephone (include area code)
513-336-9644

	County of Residence
Warren
	

	Occupation
Financial Analyst
	

	Term
Second Full Term
	Year Term Expires
6/30/12
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Lois Butt
	Appointment           Sex                   Ethnic Group 
ODADAS                   F                    Caucasian                    

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
6041 Morrow Woodville Road
Morrow, Ohio 45152


	

	Telephone (include area code)
513-899-4050

	County of Residence
Warren
	

	Occupation
Substitute Teacher
	

	Term
Second Full Term
	Year Term Expires
06/30/14
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
William Russell
	Appointment           Sex                   Ethnic Group 
ODMH                      M                    Caucasian                                  

Officer                        Hispanic or Latino (of any race)
Chairperson              
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
9458 Mapletop Lane
Loveland, OH 45140


	

	Telephone (include area code)
513-683-6268

	County of Residence
Warren
	

	Occupation
Associate Vice Chancellor
	

	Term
First Full Term
	Year Term Expires
6/30/13
	





	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Dennis Mann
	Appointment           Sex                   Ethnic Group 
ODMH                     M                    Caucasian

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
3360 Avalon Trail
Lebanon, OH 45036

	

	Telephone (include area code)
513-573-7059

	County of Residence
Warren
	

	Occupation
Emergency Physician
	

	Term
First Partial Term
	Year Term Expires
6/30/12
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Tina M. Fischer
	Appointment           Sex                   Ethnic Group 
 ODMH                      F                    Caucasian

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
301 South Wright Street
Blanchester, Ohio 45107

	

	Telephone (include area code)
937-783-5290

	County of Residence:
Warren
	

	Occupation
Florist/Homemaker
	

	Term
First Full Term
	Year Term Expires
6/30/13
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Gwendolyn Cameron
	Appointment           Sex                   Ethnic Group 
  ODMH                    F                     Caucasian                   

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
61 Ashgrove Court
Franklin, OH 45005
	

	Telephone (include area code)
937-844-0542

	County of Residence
Warren
	

	Occupation
Free Lance Writer/Photographer
	

	Term
First Full Term
	Year Term Expires
6/30/15
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
M. Katherine Hammett
	Appointment           Sex                   Ethnic Group 
  County                    F                      Unknown                                

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
3872 Breeders Cup Ct
Mason, OH 45036

	

	Telephone (include area code)
513-398-4056

	County of Residence
Warren
	

	Occupation
President/CEO-Success Track Consulting
	

	Term
First Full Term
	Year Term Expires
06/30/14
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Donald Dominick
	Appointment           Sex                   Ethnic Group 
   County                   M                    Caucasian                                

Officer                    Hispanic or Latino (of any race)
                
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
3706 Woodburne Drive
Mason, Ohio 45040


	

	Telephone (include area code)
513-573-9646

	County of Residence
Warren
	

	Occupation
Chief Fiscal Officer, Hamilton County Mental Health Board
	

	Term
Second Full Term
	Year Term Expires
06/30/13
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Mark Hurst
	Appointment           Sex                   Ethnic Group 
  County                     M                    Caucasian                                 

Officer                             Hispanic or Latino (of any race)
Vice-Chairperson               
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
1110 Seapine Ct
Maineville, OH 45039



	

	Telephone (include area code)
513-683-9513

	County of Residence
Warren
	

	Occupation
Accountant/CPA
	

	Term
First Full Term
	Year Term Expires
06/30/14
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Kathleen Larkin
	Appointment           Sex                   Ethnic Group 
 County                       F                    Caucasian                    

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
948 Camargo Court
Lebanon, Ohio 45036


	

	Telephone (include area code)
513-228-1042

	County of Residence
Warren
	

	Occupation
Teacher
	

	Term
Second Full Term
	Year Term Expires
06/30/15
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Brian K. Bourgraf
	Appointment           Sex                   Ethnic Group 
   County                    M                    Caucasian                        

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
1526 Haws Chapel Road
Wilmington, Ohio 45177

	

	Telephone (include area code)
937-604-8316

	County of Residence
Clinton
	

	Occupation
V.P. Community Relations
	

	Term
First Full Term
	Year Term Expires
06/30/14
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Angela Byrom
	Appointment           Sex                   Ethnic Group 
 County                       F                  Caucasian                                  

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
408 N Wright St
Blanchester, Ohio 45107


	

	Telephone (include area code)
937-783-8151

	County of Residence
Clinton
	

	Occupation
Licensed Social Worker
	

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

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
David Raizk
	Appointment           Sex                   Ethnic Group 
County                      M                    Caucasian                                   

Officer                                  Hispanic or Latino (of any race)
                
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
1088 Xenia  Avenue
Wilmington, Ohio 45177


	

	Telephone (include area code)
937-382-4715

	County of Residence
Clinton
	

	Occupation
Mayor – City of Wilmington
	

	Term
First Full Term
	Year Term Expires
06/30/14
	

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
Don Shrimplin

	Appointment           Sex                   Ethnic Group 
County                      M                    Caucasian


Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
2324 Triple Creek Ctr
Lebanon, OH 45036

	

	Telephone (include area code)
513-933-8281
	County of Residence
Warren
	

	Occupation

Retired Counselor Professor
	

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

	Board Name
Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
August 15, 2011

	Board Member
William Maynor
	Appointment           Sex                   Ethnic Group 
   County                   M                    Caucasian

Officer                    Hispanic or Latino (of any race)
               
                                    

                  Representation: select all that apply:

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

	Mailing Address (street, city, state, zip)
124 High Country Lane
Loveland, OH 45140

	

	Telephone (include area code)
513-583-8429

	County of Residence
Warren
	

	Occupation
Retired - Sales
	

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

	Board Name
 Mental Health Recovery Services of Warren and Clinton Counties
	Date Prepared
 August 15, 2011

	Board Member
Donna Tweel
	Appointment           Sex                   Ethnic Group 
     County                   F                   Caucasian

Officer                    Hispanic or Latino (of any race)
                  
                                    

                  Representation: select all that apply:

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


	Mailing Address (street, city, state, zip)
3117 N Waynesville Rd
Oregonia, OH 45054


	

	Telephone (include area code)
937-241-6475

	County of Residence
Warren
	

	Occupation
Attorney
	

	Term
First Partial Year
	Year Term Expires
6/30/13
	





Board Forensic Monitor and Community Linkage Contacts



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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Dr. Douglas Reed
	5750 Gateway Blvd.
	Mason
	45040
	513-779-7400
	drreedassociates@fuse.net






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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Jennifer Cline
	953 S. South Street
	Wilmington
	45177
	513-383-4441
	jcline@solutionsccrc.org








APPENDIX – A


FY 2011 
KEY PERFORMANCE INDICATORS



Mental Health Association

	SECTION V:
KEY PERFORMANCE INDICATORS:


	
CLIENT  INVOLVEMENT:
	A Monthly SCM KPI Report Will Be Delivered To The Board Including:

	#
	KPI
 
	FY 11Goal

	1
	Number of Total Clients (unduplicated) receiving COMPEER services
	65 +/- 5

	2
	Number of Hours of Contact between COMPEER volunteer and friend
	150 +/- 10

	3
	Number of Total Clients (unduplicated) receiving Skill Building services
	15 +/- 3

	4
	Number of Hours of Skill Building Provided
	25 +/- 5

	5
	Number of Total Clients (unduplicated) receiving Enrichment services
	35 +/- 5

	6
	Number of Hours of Enrichment Provided
	120 +/- 5



	Agency Data Collection Contact 
(Name)
	Board Contact
	Method of Transmission:
	Submission Date:
	First FY 11 Submission Due:

	
Michelle Rolf
	
Brent Lawyer
	E-Mail or Hard Copy Delivery 
	By 20th of  Following Reporting Month
 
	
8/20/10



BEHAVIOR CHANGE:
ADULT CLIENT IMPROVEMENT CORE INDICATORS SURVEY: (see attached) COMPEER will utilize survey tool with all COMPEER clients at (a) Intake, (b) Quarterly and and at Service Exit. Completed surveys will be delivered or faxed to the Board office immediately following completion.







National Alliance on Mental Illness

	SECTION V:
KEY PERFORMANCE INDICATORS

	
KEY PERFORMANCE INDICATORS: (All counts are unduplicated)
	
A Monthly SCM KPI Report Will Be Delivered To The Board Including:

	#
	KPI
 
	FY 11 Goal

	1
	Number persons involved in Family-To-Family Education Program
	10 +/- 3

	2
	Number persons involved in  Support Group
(a) NAMI Connection (consumers) 
(b) Family Support Group
	

	3
	Number  of phone & e-mail support calls by type and referral source
	

	4
	Number persons attending NAMI meetings  
	30 +/- 5

	5
	Number of NAMI members 
	

	6
	Number of contacts ( persons -(face-to-face) received information regarding NAMI services  where, how and when. 
	



	Agency Data Collection Contact 
(Name)
	Board Contact
	Method of Transmission:
	Submission Date:
	First FY 10 Submission Due:

	
Rosalyn Dadas
	
Brent Lawyer
	E-Mail or Hard Copy Delivery 
	By 20th of  Following Reporting Month
 
	
8/20/10









Women’s Recovery Center

	KEY PERFORMANCE INDICATORS

	1.  Number of client-days of long-term residential service provided for clients referred by the Solutions Community Counseling & Recovery Center and Talbert House of Warren County.  HB484 clients and associated days of service will be identified.  Report due quarterly within 15 days.


	
OUTCOMES REPORTING


	Measure or Indicator
	Reporting Tool
	Frequency or Conditions
	Personnel Responsible
	Route To MHRS
	Comment

	1. Number of clients successfully completing WRC and number of clients unsuccessfully discharged from WRC.


	
	Monthly
	Assigned Staff
	Hard Copy, faxed or emailed to Board office
	Mandatory

	2. Number of clients on waiting list for WRC Program on the 5th day of the month.        


	
	Monthly
	Assigned Staff
	Hard Copy, faxed or emailed to Board office
	Mandatory

	COMPENSATION
METHOD
	
[bookmark: Check3]|_| Purchase of Service                |_|  Cost Reimbursement                    |X| Grant







AoD Prevention -Warren County, Clinton County, and Talbert House

	SECTION V:
KEY PERFORMANCE INDICATORS







	AoD Prevention:   Number of participants in school-based and community-based prevention, early intervention and alternative programs by type of program and school building/community location as well as hours provided (or, if the program is not associated with a particular school or community

For all programs in Section I
· Number of Total Clients (unduplicated) receiving Prevention programming? 

· Number of hours of contact between the Prevention Specialist and school/community based services – 

· Pre and Post test results which evidence the clients ability to process and retain the didactic AOD education material –

· Number of students reporting abstinence of ATOD after prevention – 


Where defined as part of the Prevention Program
· Increase knowledge gained from pre-test under 70% to over 70% or better –

Increase from student groups beginning to completion in the number abstaining by 50%
	FY11 Projected KPI Performance
   (to be completed by provider)
Number of 
Participants:______

Number of Hours:____

Reported Monthly


Reported Monthly


Reported Monthly

Reported Monthly





Reported Monthly

Reported Monthly






AoD  Treatment - Warren County, Clinton County and Talbert House

	SECTION V:

KEY
PERFORMANCE
INDICATORS
	· # of  Assessments Completed

· # of  Clients placed  in TRG

· # of  Clients assessed with Co-Occurring Disorders

· # of Clients with AOD & MH issues treated simultaneously.

· # referred for:
· No Treatment (show raw numbers and % for all)
· IOP
· SOP
· Aftercare
 
· # of Terminations:
· Successful (show raw numbers and % for all)
· Unsuccessful
· Neutral (circumstances beyond their control such as moving out of area, incarcerated etc.

· % No Shows for:
· Assessment (show raw numbers and % for all)
· Service
· # repeat client no shows (same client multiple times in month)

· Risk/Need Assessment (criminal justice referrals only)
· # and % with reduction in score pre/post

· Average number of days between:
· Referral and Assessment
· Assessment and first appointment

· Case Management provided to:
· clients in IOP treatment
· clients in SOP treatment
· clients in Aftercare treatment
· clients in Brief Intervention Counseling
· adolescent clients in treatment
· clients seeking employment
· clients seeking vocational training
· clients seeking housing
· clients seeking legal counsel referral

· # of Clients participating in an AOD support group during treatment.








New Housing Ohio

	SECTION V:

KEY PERFORMANCE INDICATORS 

	KEY PERFORMANCE INDICATORS (Monthly Reporting)
· Supported Housing:
· Number of total units available to SMD Client
· Number of total units occupied (on last day of the month)
· Number of tenants 30 days behind in rent
· Number of tenants without income source
· Number of tenants receiving Section 8 subsidy
· Number of tenant medical admits
· Number of tenant psychiatric admits
· Number of tenant emergency room calls
· Monthly move in/out per month by location
· Census per location including (client name, dates of occupancy, case manager and level of care) 
· HAP Services:
· Number of tenants receiving HAP subsidy by start date and projected expiration date
· Number of tenants actively seeking Section 8 and/or other outside subsidies
· Number of tenants in NHO sites
· Number of tenants in other scattered sites (other than NHO) 
· Number of tenants employed
· Number of tenants participating in MHRS contracted vocational/educational services by type
· Administrative Services Organization:
· List of all MHRS payee clients, benefits received, and date received
· Property Management:
· Number of maintenance requests by type and location
· Monthly special maintenance account – roll forward

Note:  Information to be submitted by the 20th of following month with the first submission due on August 20, 2010.





Intensive Residential Rehabilitation

	
SECTION V:

KEY PERFORMANCE INDICATORS (KPI)















	
	Key Performance Indicators (Monthly Reporting)
 

	# Of New Referrals

	# Of Total Beds Available To SMD Clients (Refer to Housing Matrix)

	# Of Beds Occupied (On The Last Day Of The Month)

	# Of Tenants Without Income Source

	# Of Respite Beds Occupied

	# Of Tenant Psychiatric Admits (Hospital – State or Private)

	# Of Tenant Jail Admits

	# Of Tenant Med. Compliance

	# Of Tenant Psychiatric Emergency Room Calls

	# Of Grievances Referred to the Client Rights Officer

	# Staff Positions That Became Vacant 

	# Participants at Skills Training, by Type and Hours Provided 

	# Of Tenant Step Down (Moderate/Low Housing)



Census Report - Client Name, Dates Of Occupancy, L.O.S. & L.O.C. Move Out date Where/Why, Medical Admit with Rational, Psych. Admit with Rational, Number of Beds Currently Available. (Information to be submitted and reviewed at scheduled Risk Management Team Meetings).







SMD SERVICES: Assertive Community Treatment (ACT); Intensive Case Management (ICM); Standard Case Management (SCM) AND Psychiatric Rehabilitation & Community Integration (PRCI) Services

	
SECTION V:

KEY PERFORMANCE INDICATORS




	

KEY PERFORMANCE INDICATORS (Monthly Reporting)

Note:  To be considered “active” a case management client must have received a minimum of one face-to-face contact per month.  Stable long-term clients who’s ISP specify less frequent contact are excluded from this count (i.e., clients receiving med somatic services only).  These clients are referred as “maintenance” clients. 

· Case Managers: 
· Caseload ratio per Case Manager
· Number of Clients by cluster description
· Number of new referrals by cluster identification
· Number of Active and Maintenance Clients by cluster identification
· Number of Clients hospitalized – private/state by cluster
· Number of state and private hospital contacts by type (i.e. consumer, team  staffing)
· Total number of service hours per Case Manager by cluster

· MH Therapist/Clinicians:
· Caseload per Clinician
· Number of Clients by cluster description
· Number of new referrals by cluster identification
· Number of active and maintenance Clients by cluster identification
· Total number of service hours per MH Therapist/Clinician by cluster

· Assessment Specialists:
· Number of referrals by source
· Number of assessments
· Number accepted, declined by definition of criteria
· Total number of service hours per Assessment Specialists

· Vocational/Employment Specialist: 
· Number of Clients who attained competitive employment
· Number of Clients who attained social enterprise employment
· Number of Clients in served in vocational services
· Number of new referrals by source for vocational services 
· Total number of vocational group  and individual service hours

· Transportation Services:
· Number of Vocational Specific Trips
· Number of Routine & Program Education Trips

· Social Enterprise:
· Number of social enterprise product plans (i.e., office cleaning, etc.) 
· Number of Clients in social enterprise employment by product plans
· Number of Clients “successful” discharged from social enterprise to competitive employment
· Number of Clients discharged for other reasons (specify - i.e., lack of attendance)
· Number of new referrals by source for social enterprise employment


· Housing:
· Percent of SMD clients living in community without Board subsidized housing
· Number of clients referred for non-Board subsidy

· Group Specialists:
· Number of Unduplicated clients in Community Survival Skills groups
· Number of Unduplicated clients in Sustaining Wellness groups
· Number of service hours in Community Survival Skills groups
· Number of service hours in Sustaining Wellness groups







Emergency Services

	 
SECTION V:

KEY PERFORMANCE INDICATORS

	
KEY PERFORMANCE INDICATORS (Monthly Reporting)  Note:  1 service unit = 1 hour

Crisis and Triage Center (CTC):
· Hotline Calls:
· Number of hotline calls by County 
· Number of hotline calls by Degree 
· Number of hotline calls by Type 
· Number of consultation calls by identification source (i.e. law enforcement)
· Pre-Hospital Screens:
· Number of screens by county and by time frame completion category
· Number of clients pre-screened who received urgent care services by type and number of units.  
· Number of referrals by referral source identification (i.e. board agency) 
· Private Hospital:
· Number of hospital admissions by hospital identification

Service Note:  Development and implementation of the Crisis Stabilization Unit is, at the beginning of FY 2011, will depend on identification of sufficient demand to warrant such development and implementation and on development of a more comprehensive crisis intervention plan (CIT), an initiative of MHRS projected to begin in October 2010, as a foundation for changes contemplated for crisis services. 

Crisis Stabilization Unit (CSU):
· CSU Admissions: 
· Number of referrals to CSU by referral source identification (i.e. hospital)
· Number of clients assessed 
· Number of clients admitted to CSU
· Total number of service units provided per client by type (i.e. individual)
· CSU Discharges:
· Number of clients discharged from the CSU by L.O.S.
· Number of clients discharged to higher level of care (i.e. to private/state hospital) by referral source identification
· Number of clients discharged to a lower level of care (i.e. outpatient services) by referral source identification

Ancillary Services:
· Probate and Forensic Services:
· Number of probate and forensic clients 
· Crisis Intervention Team Services*
· Court Liaison Services:
· Number of referrals by type (i.e. Aod, MH or dual)
· Number of assessments by county identification
· Number of service units provided (supply total provided, not just MHRS billing)
· Number of inmates seen who were discharged from the jail.
 
· Warren County Jail Program:
· Number of unduplicated inmates that received a Risk Assessment or Triage/Referral service by County of Residence per month.
· Types of Service Needs indentified during Risk Assessment (MH, AoD, MH & AoD, Neither)

· Of inmates seen for a Risk Assessment, Inmate involvement in MHRS BH system (Active, Previous, Never a Client)
· Number of Service Units Provided by type (Risk Assessment, Triage/Referral)
· Number of   inmates with referrals to providers by type (MHRS BH system, Out-of-County, Non-BH Agency)
· Number of inmates discharged from Jail program
· Number of discharged inmates who followed-through with referral source appointments (must be verified by MHRC CC/WC

KEY PERFORMANCE INDICATORS (Quarterly Reporting)

· Pre-Hospital Screens:
· Number of persons seen by sex, active or non-active status by county
· Number of repeat crisis screens by county or non-county of residents
· Number of persons hospitalized by type and by status
· Number and identified source of transportation
· Referral source identification 
· Case disposition by type (i.e, back to jail, admission to Crisis Stabilization Unit)   

*KPI data will be identified at Implementation period

Note:  Additions and/or deletions of specific KPI data will be considered with continued development of the major operational components in the Emergency & Crisis Service Plan.       






General Outpatient:  Mental Health Warren County and Clinton Counties

	SECTION V:  

Key Performance Indicators 

	All the following KPI measures are Mandatory and, unless otherwise noted, are due Monthly in an Electronic format and Emailed to MHRS.  Reporting Forms will be provided.  FY 11 KPI Benchmarks for each indicator will be required from provider prior to 7/1/10.

1.  Number of clients by age grouping (adult/child) receiving General Outpatient Mental Health services (Monthly, the number admitted, terminated, active)

2.  By age group, the total number of clients who were on waiting list (per Wait List Policy) for General Outpatient MH services on the 5th day of the month.

3. Number of days on waiting list for the individual who has been on waiting list the longest.

4.  Of clients admitted in the preceding month, provide Mean and Median days of total wait (use wait list policy for declined appointments, etc.).

5.  Of the General Outpatient Mental Health Clients served during the quarter, how many were hospitalized for psychiatric reasons. – report Quarterly

6.  For clients terminated during quarter, reason for termination – report Quarterly

7. List of staff providing service along with credentials and competencies – report Bi-Annually:  7/20/10 and 1/20/11.






Prevention and Community Education Services:  Mental Health Warren and Clinton Counties

	SECTION V:  
Key Performance Indicators

	All of the following KPI measures are Mandatory and unless otherwise noted, are due Monthly in an Electronic format and Emailed to MHRS.  Reporting forms will be provided.
1.  School-Based Mental Health Prevention:   Number of participants in school-based prevention by type of program and school building as well as hours provided  (Prevention Log) (note:  consultation services are excluded from this requirement)
2.  Community-Based Mental Health Prevention:  Number of participants in community-based prevention by type of program and location as well as hours provided (Prevention Log)
3.  Early Childhood Mental Health Consultation Grant:  Number of participants provided service through the grant funds by service code as well as hours provided (Prevention Log)
4.   Log of staff providing service along with credentials and competencies – due Bi-Annually on 7/20/10 and 1/20/11.






SED Services:  Clinic and School Based Services Warren and Clinton Counties

	SECTION V:  
Key Performance Indicators
	All of the following KPI measures are Mandatory and, unless otherwise noted, are due Monthly in an Electronic format and Emailed to MHRS.    Reporting Forms will be provided.  FY 11 KPI Benchmarks for each indicator will be required from provider prior to 7/1/10.  

1.  Number of children and adolescents receiving services by service plan (Monthly, the number admitted, terminated, active).

2.  Number of children and adolescents receiving services under service plan who also received one or more family session(s) during the reporting month.

3.  By age group, the total number of clients who were on a waiting list (per Wait List Policy) for services on the 5th day of the month.

4.  Of clients admitted in the preceding month, provide Mean and Median days of total wait (use wait list policy for declined appointments, etc.).

5. Provide # of days on waiting list for the individual who has been on waiting list the longest for service.

6.  Length of wait time from Initial Psychiatric Referral to first appointment with psychiatrist.  Provide Mean and Median of days of wait.

7.  Of the SED Clinic-School Based Clients served during quarter, how many were hospitalized for psychiatric reasons. (report Quarterly)

8.  For clients terminated during quarter, reason for termination (report Quarterly)

9.  List of staff providing service along with  credentials and competencies (report Bi-Annually:  7/20/10 and 1/20/11)

10.  Completed School-Based Services Fidelity Form for each engaged school (report Bi-Annually via web-based tool:  9/20/10 And 7/20/11)








SED SERVICES: Intensive Home-Based Services (IHBT) Warren and Clinton Counties

	SECTION V:  

Key Perform-ance Indicators




















	All of the following KPI measures are Mandatory and, unless otherwise noted, are due Monthly in an Electronic format and Emailed to MHRS.  Reporting Forms will be provided.  FY11 KPI Benchmarks for each indicator will be required from provider prior to 7/1/10.
1.  Number of children and adolescents receiving services by service plan (the number admitted, terminated, active, re-admitted).
2.  By age group, the total number of clients who were on a waiting list (per Wait List Policy) for services on the 5th day of the month.
3.  Number of days on waiting list for the individual who has been on waiting list the longest for service.
4.  Of clients admitted in the preceding month, provide Mean and Median days of total wait (use wait list policy for declined appointments, etc.).
5.  Of the SED IHBT Clients served during quarter, how many were hospitalized for psychiatric reasons. –report Quarterly 
6.  List of staff providing service along with  credentials and competencies – report Bi-Annually, 7/20/10  and 1/20/11
7.  Completed IHBT Fidelity Form  – report Bi-Annually, 9/20/10 and 7/20/11





APPENDIX – B


FY 2011 
SYSTEM-WIDE PRIORITIES



MENTAL HEALTH RECOVERY SERVICES OF
WARREN & CLINTON COUNTIES 

System-Wide Priorities – FY11
	Priority Type/Level
	Description
	Timeframe
	Lead
	Capital

	Phase IV: 
Board Property

Priority Level: High
	(A) Submit 3rd re-zoning application and continue dialogue with City Council regarding re-zoning of 210 West Main Street facility. 
 
(B) Assess and make recommendation to the Board regarding board properties and value in conjunction with service needs and status of offer & negotiations of Fujitec properties.
 
	
12/31/10
	
Brent
	
Mc

	Phase III:
MHRC-WC/CC 
Provider Consolidation Initiative

Priority Level: High
	(A) Complete Collaborative Strategies developed with MHRC-WC/CC to enhance clinical efficiencies (i.e., complete analysis for cluster-based planning, C.I.T. and C.S.U.).
 
(B) Reduce administrative costs through consolidation of agencies. 

	
12/31/10
	
Brent
	
Mc

	Phase III:
Capital Market Plan

Priority Level: High
	(A) Improvement strategies and outcomes to enhance the interdependent relationships with people, data and other organizations through the implementation and evaluation of the website and e-mail (one-pager) as an outlet to inform public about MHRS behavioral health care system.    

(B) Conduct a formal Community Survey as a means to assess community support and preparation for the November 2011 Levy Campaign.    
 
	
06/30/11
	
Brent
	
Hc

	Phase III:
Community Plan-Part B

Phase I:
Community Plan For SFY 2012-2013

Priority Level: High
	(A) Complete and submit SFY 2010-2011 Community Plan – Part B “Budget Template and Narrative and Client Rights & Grievances Report”

(B) Complete and submit within established timeframes Community Plan For SFY 2012-2013 services. 
	
08/31/10
10/01/10


TBD
	
Karen
Patti


Brent
	
Ic

	Phase I:
Board Peer Certification

Priority Level: Moderate
	The purpose is to bring consistency and increase community accountability to local Boards through self-regulation while preserving the flexibility of Boards to be responsive to the needs of their respective constituencies. 
	
Peer Survey:
2011

12/31/11
	
Kelley
	
Oc

	Phase I: Transportation

Priority Level: Low
	Explore a less costly and more efficient system that may better serve not only our consumer population but the community as well.
	
06/30/11
	
Brent
	
Mc

	
	
	
	
	




													
Personnel Committee/Chair					C-BOM Team/Executive Director


													
Date								Date
 

MHRS Reserve Balances FY08-FY15 
As of 10/26/10
30 day reserve	Actual	Actual	Actual-Draft	Budget Rev 1 w/ adj	Projected	Projected	Projected	Projected	FY2008	FY2009	FY2010	FY2011	FY2012	FY2013	FY2014	FY2015	1143511	1267682.75	1359294.4166666667	1365755.9166666667	1404375.2791666784	1404996.1562249998	1418590.2573020833	1437814.5677392858	60 day reserve	Actual	Actual	Actual-Draft	Budget Rev 1 w/ adj	Projected	Projected	Projected	Projected	FY2008	FY2009	FY2010	FY2011	FY2012	FY2013	FY2014	FY2015	2287022	2535365.5	2718588.8333333055	2731511.8333333055	2808750.5583333257	2809992.3124499531	2837180.5146041666	2875629.1354785697	remaining carryover	
Actual	Actual	Actual-Draft	Budget Rev 1 w/ adj	Projected	Projected	Projected	Projected	FY2008	FY2009	FY2010	FY2011	FY2012	FY2013	FY2014	FY2015	7536757	7411629.75	6369224.75	6573627.25	4041985.6354129957	1543130.9071383937	-1249288.4527894545	-4328731.8251161585	



Since FY 2000 Has Bed Day Usage Decreased?
ACTUAL DAYS	FY00	FY01	FY02	FY03	FY04	FY05	FY06	FY07	FY08	FY09	FY10	2990	2554	2235	2483	2851	3607	2792	3390	2227	1515	1381	Number of Actual Days per Fiscal Year
IS THE NUMBER OF CONSUMERS SERVED PER FISCAL YEAR INCREASING?
Unique Clients	FY02	FY03	FY04	FY05	FY06	FY07	FY08	FY09	FY10	FY11	3720	3799	4179	4274	4700	5024	5185	5816	6491	



Is the Staff Turnover Percentage Stable?
FY08-FY10
Turnover Percentage	39266	39297	39328	39358	39389	39419	39450	39481	39512	39543	39569	39600	39632	39663	39694	39724	39755	39785	39816	39847	39877	39908	39934	39965	39997	40028	40059	40089	40120	40150	40181	40212	40242	40273	40299	40330	40362	40393	40424	40454	40485	40515	40546	40577	40607	40638	40664	40695	2.4539877300613872E-2	4.0935672514619881E-2	2.3391812865497085E-2	1.7341040462427751E-2	2.3255813953488375E-2	2.3255813953488375E-2	4.678362573099417E-2	1.7543859649123111E-2	5.3892215568862291E-2	2.3121387283237E-2	2.3529411764705879E-2	1.7142857142857338E-2	2.8248587570621486E-2	2.2222222222222282E-2	2.7472527472527951E-2	3.3519553072625698E-2	1.1173184357541902E-2	5.6179775280898875E-3	1.1173184357541902E-2	5.4644808743169355E-3	3.09278350515464E-2	2.0100502512562818E-2	2.9069767441860572E-2	3.5087719298245612E-2	1.0101010101010105E-2	1.470588235294118E-2	2.0833333333333415E-2	5.1813471502591378E-3	5.0761421319797809E-3	2.0512820512820586E-2	1.0256410256410263E-2	2.0833333333333415E-2	5.1282051282051291E-3	1.0309278350515481E-2	1.0416666666666668E-2	1.0810810810810841E-2	2.0833333333333415E-2	Month




HOW CONFIDENT ARE YOU THAT AS AN EFFECTIVE GOVERNING BODY, THE BOARD:

FY06 Average Score	Monitors Evaluates Executive Director	Ensures Legal Compliance	Ensures Government Contract Obligations	Monitors Financial Performance	Has Strategic Vision	Adopted Income Strategy	Has Policy For Brd Mem Fundraising Responsibilites	Adopted Conflict of Interest Policy	Contains Appropriate Expertise Diversity	Assesses Own Work	4.53	4.37	4.4300000000000024	4.7	4.4300000000000024	4.07	3.4699999999999998	3.21	4.2300000000000004	3.9299999999999997	FY07 Average Score	Monitors Evaluates Executive Director	Ensures Legal Compliance	Ensures Government Contract Obligations	Monitors Financial Performance	Has Strategic Vision	Adopted Income Strategy	Has Policy For Brd Mem Fundraising Responsibilites	Adopted Conflict of Interest Policy	Contains Appropriate Expertise Diversity	Assesses Own Work	4.5	4.13	4	4.63	4.25	4	3.13	3.63	3.75	3.88	FY08 Average Score	Monitors Evaluates Executive Director	Ensures Legal Compliance	Ensures Government Contract Obligations	Monitors Financial Performance	Has Strategic Vision	Adopted Income Strategy	Has Policy For Brd Mem Fundraising Responsibilites	Adopted Conflict of Interest Policy	Contains Appropriate Expertise Diversity	Assesses Own Work	4.46	4.3099999999999996	4.2300000000000004	4.92	4.46	4.54	3.3099999999999987	3.3099999999999987	4.54	4.08	FY10 Average Score	Monitors Evaluates Executive Director	Ensures Legal Compliance	Ensures Government Contract Obligations	Monitors Financial Performance	Has Strategic Vision	Adopted Income Strategy	Has Policy For Brd Mem Fundraising Responsibilites	Adopted Conflict of Interest Policy	Contains Appropriate Expertise Diversity	Assesses Own Work	4.5	4.5	4.5	5	4.38	4	3	3.25	4.13	3.75	
Average Score 



HOW CONFIDENT ARE YOU THAT MOST OR ALL BOARD MEMBERS:
FY06 Average Score	Understand Mission and Purpose	Are Adequately Knowledgeable about Programs	Act as Community Ambassadors	Follow Through on Commitments	Understand Role of Volunteers	Understand Roles of Board and Staff	Are Appropriately Involved in Board Activities	3.9699999999999998	3.9	3.73	3.8699999999999997	3.67	3.8	3.9299999999999997	FY07 Average Score	Understand Mission and Purpose	Are Adequately Knowledgeable about Programs	Act as Community Ambassadors	Follow Through on Commitments	Understand Role of Volunteers	Understand Roles of Board and Staff	Are Appropriately Involved in Board Activities	3.75	3.38	3.63	3.88	3.5	3.75	4	FY08 Average Score	Understand Mission and Purpose	Are Adequately Knowledgeable about Programs	Act as Community Ambassadors	Follow Through on Commitments	Understand Role of Volunteers	Understand Roles of Board and Staff	Are Appropriately Involved in Board Activities	4.3099999999999996	3.92	4	3.8499999999999988	4	4.1499999999999995	4.1499999999999995	FY10 Average Score	Understand Mission and Purpose	Are Adequately Knowledgeable about Programs	Act as Community Ambassadors	Follow Through on Commitments	Understand Role of Volunteers	Understand Roles of Board and Staff	Are Appropriately Involved in Board Activities	4.13	3.75	3.63	4.0599999999999996	3.63	4.0599999999999996	3.75	
Average Score



EMPLOYEE SATISFACTION BY FISCAL YEAR 
FY07 average score	know what is expected	equipment 	&	 material provided	opportunity to do what I do best	receive recognition or praise	cared about as a person	encouraged in development	opinions count	company purpose makes work important	co-workers commited to quality work	best friend at work	in last six months progress discussed	in past year learning 	&	 growing opportunities	flexible working environment	talked to someone about progress	opportunity to learn and grow	4.5	4.5	4.33	4	4.33	4	3.17	4.67	5	2.2000000000000002	3.3299999999999987	4	0	0	0	FY09 average score	know what is expected	equipment 	&	 material provided	opportunity to do what I do best	receive recognition or praise	cared about as a person	encouraged in development	opinions count	company purpose makes work important	co-workers commited to quality work	best friend at work	in last six months progress discussed	in past year learning 	&	 growing opportunities	flexible working environment	talked to someone about progress	opportunity to learn and grow	4.4000000000000004	4.4000000000000004	4.2	4.5999999999999996	4.8	4.2	4.4000000000000004	4.5999999999999996	4.8	0	0	0	4.8	3.4	4.5999999999999996	FY11 average score	know what is expected	equipment 	&	 material provided	opportunity to do what I do best	receive recognition or praise	cared about as a person	encouraged in development	opinions count	company purpose makes work important	co-workers commited to quality work	best friend at work	in last six months progress discussed	in past year learning 	&	 growing opportunities	flexible working environment	talked to someone about progress	opportunity to learn and grow	4.5	4.5	4.1599999999999975	4.6599999999999975	4.6599999999999975	4.5	4.1599999999999975	4.5	4.83	0	0	0	0	4.5	0	
Average Score 
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55% Right direction

19% Wrong track

23% Right direction

59% Wrong track

Generally speaking, would you say that (Warren/Clinton) County is 

moving in the right direction or has it gotten off onto the wrong track?

Results by County
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Generally speaking, would you say that (Warren/Clinton) County is 

moving in the right direction or has it gotten off onto the wrong track?

Unsure
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5%

Right Direction
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Wrong Track

21%
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Generally speaking, would you say that (Warren/Clinton) County is moving in the right direction or has it gotten off onto the wrong track?



2006 Survey Results
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What is the most important issue of concern that you think should be the 

top priority for leaders and government officials in (Warren/Clinton) 

County to work on during the next year?

42% Unemployment/economy

16% Education/funding for schools

8% Budgeting/spending

7% Attracting new businesses

5% Taxes

3% Maintaining infrastructure/public services

2% Overdevelopment

2% Healthcare/social programs

1% Property values

5% Other

10% Unsure

Open-ended Question

27% Warren County

73% Clinton County

29% Households w/kids

8% Households w/out
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What is the most important issue of concern that you think should be the top priority for leaders and government officials in (Warren/Clinton) County to work on during the next year?

		42%	Unemployment/economy



		16%	Education/funding for schools
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Results by County

72% Positive assessment

3% Negative assessment

55% Positive assessment

10% Negative assessment

Generally speaking, how would you rate the quality of services provided 

by (Warren/Clinton) County to local residents? 
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Results by County

72% Positive assessment

3% Negative assessment

55% Positive assessment

10% Negative assessment

Generally speaking, how would you rate the quality of services provided by (Warren/Clinton) County to local residents? 
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Generally speaking, would you say that taxpayers in (Warren/Clinton) County get 

a good deal for the property tax money they pay, so that services can be funded 

by Mental Health Recovery Services of Warren and Clinton Counties?

Unsure

14%

Yes

70%

No

16%

n=258
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Generally speaking, would you say that taxpayers in (Warren/Clinton) County get a good deal for the property tax money they pay, so that services can be funded by Mental Health Recovery Services of Warren and Clinton Counties?
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Generally speaking, do you think that decisions should be made by state 

agencies that are based in Columbus or a local board made up of 

appointed citizens and volunteers? 

Unsure

7%

State Agencies/

Columbus

10%

Local Board/

Appointed 

Volunteers

83%
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Generally speaking, do you think that decisions should be made by state agencies that are based in Columbus or a local board made up of appointed citizens and volunteers? 
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Prior to this survey, were you aware that part of the funding for the 

services provided by Mental Health Recovery Services of Warren and 

Clinton Counties comes from a 1-mill property tax levy?
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Do you agree or disagree that it is possible for people to recover from 

mental illnesses? 
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In your opinion, how would you rate the job that Mental Health Recovery 

Services of Warren and Clinton Counties has done spending its money in 

an effective and responsible manner? 
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Methodology Note:

Different question wording and measurement 
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Do you know anyone who has been helped by the network of services 

provided by Mental Health Recovery Services of Warren and Clinton 

Counties?
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Generally speaking, would you say that (Warren/Clinton) County is 
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Has there been a time in the past 12 months when you, or someone you 

know, was not able to get treatment for substance abuse, a mental 

illness, or an emotional problem?
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What is the biggest reason you think that treatment could not be 

obtained? 

25% No health insurance/financial reasons

24% Unaware of services offered

18% Not enough resources

15% Treatment unavailable

16%  Other

3% Unsure

* Caution should be taken when interpreting results with small sample sizes because of 

greater random variance due to a larger margin of sampling error

n=39*

Open-ended Question


Microsoft_Office_PowerPoint_Slide26.sldx




www.FallonResearch.com



What is the biggest reason you think that treatment could not be obtained? 

	25%	No health insurance/financial reasons



	24%	Unaware of services offered



	18%	Not enough resources

	15%	Treatment unavailable



	16% 	Other

	3%	Unsure

* Caution should be taken when interpreting results with small sample sizes because of greater random variance due to a larger margin of sampling error



n=39*
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Generally speaking, would you say that (Warren/Clinton) County is moving in the right direction or has it gotten off onto the wrong track?
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FY11 Framework for MHRS SYSTEM Service Plans: 
Warren & Clinton Counties
July 1, 2010�

LEVEL I 	
PREVENTION & EDUCATION
 


LEVEL II 	
NON-INTENSIVE TREATMENT
 


LEVEL IIIa 	
INTENSIVE TREATMENT
 


LEVEL IIIb	
REHABILITATION & SUPPORT
 


LEVEL IV 	
RISK MANAGEMENT
 


Prevention & Community Education
(MHRC-WC)
 


Community Engagement & Education
(Mental Health Association – COMPEER)


S.O.P. 
Treatment AoD
(MHRC-WC)


Family Support & Education
(WC NAMI)


TARGET POPULATIONS:

SMD Adults, School Aged, and Early Childhood Youth and their Families

Stakeholders, Colleagues, and the Community-at-Large


Prevention & Community Education
(MHRC-CC)
 


S.O.P.  Treatment AoD
(MHRC-CC)


General MH Outpatient
(MHRC-WC)


General MH Outpatient
(MHRC-CC)


S.O.P. 
Treatment AoD (Talbert House)


TARGET POPULATIONS:

Adults

Children & family

Adolescent & Family


I.O.P. 
 Treatment AoD
(MHRC-WC)


I.O.P. 
 Treatment AoD
(MHRC-CC)


SED Services School & Clinic Based
(MHRC-WC)


SED Services School & Clinic Based
(MHRC-CC)


Probate & Forensic Monitoring
(Reed & Assoc.)


TARGET
POPULATIONS:

SED Youth

Chemically Dependent Adults



Standard Case Management 
(SCM) for Warren & Clinton 
(MHRC-CC)


I.O.P. 
Treatment AoD (Talbert House)


 
Assertive Community Treatment (ACT) for Warren & Clinton 
(MHRC-CC)



 Intensive Case Management 
(ICM) for Warren & Clinton 
(MHRC-CC)


Psychiatric Rehabilitation & Community Integration 
(PRCI) for Warren & Clinton
(MHRC-CC) 


TARGET POPULATIONS:
Chemically Dependent Adults

SMD Adults

 


Triage Crisis Network Hotline
(MHRC-CC)


Emergency Response & Crisis
(MHRC-CC)


Residential &   Housing Services
(I.R.R. & , N.H.O.) 


AoD Residential
(Women’s Recovery)


 
Youth Pooled & Shared Funding
(MHRS)


AoD/Court Monitoring
(TASC)


Private, & State Hospital 
(MHRS)


TARGET POPULATIONS:
Level II - III
 


Intensive Home Based Treatment SED
(MHRC-WC)


Intensive Home Based Treatment SED
(MHRC-CC)
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