Mental Health and Recovery Services Board of Allen, Auglaize, and Hardin Counties
COMMUNITY PLAN FOR SFY 2012-2013

August 26, 2011
MISSION STATEMENT:
To provide vital prevention and treatment services to every resident
VISION STATEMENT:
To be the recognized leader in promoting and supporting superior behavioral health services

VALUE STATEMENTS 
· HOPE: Believe in Recovery for every person. Assist people to recognize their own strengths and assets so they can believe their future will be better than their present
· HELP: Give each person immediate attention. Listen, assess, educate and take action
· CARE: Give of yourself. Provide expertise, attention and compassion
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Each Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Board, Alcohol and Drug Addiction Services (ADAS) Board and Community Mental Health Services (CMHS) Board is required by Ohio law to prepare and submit to the Ohio Department of Alcohol and Drug Addiction Services (ODADAS) and the Ohio Department of Mental Health (ODMH) a plan for the provision of alcohol drug addiction and mental health services in its area.  The plan, which constitutes the Board’s application for funds, is prepared in accordance with procedures and guidelines established by ODADAS and ODMH.  The Community Plan is for State Fiscal Years (SFY) 2012 – 2013 (July 1, 2011 to June 30, 2013).

The undersigned is a duly authorized representative of the ADAMHS/ADAS/CMHS Board.  The ADAMHS/ADAS Board hereby acknowledges that the information contained in this application for funding, the Community Plan for SFY 2012 - 2013, has been reviewed for comment and recommendations by the Board’s Standing Committee on Alcohol and Drug Addiction Services, and is complete and accurate.  

_______________________________________________________________

ADAMHS, ADAS or CMH Board Name
(Please print or type)

____________________________________________                   ______________

ADAMHS, ADAS or CMH Board Executive Director                              Date

_____________________________________________                  ______________

ADAMHS, ADAS or CMH Board Chair


                      Date

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



	I. Legislative & Environmental Context of the Community Plan

A. Economic Conditions

B. Implications of Health Care Reform

C. Impact of Social and Demographic Changes

D. Major Achievements

E. Unrealized Goals




SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

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

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

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

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

1) Identify community mental health needs;

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

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

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

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

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

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

2)  Set priorities;

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

4)  Review and evaluate substance abuse programs;

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

6)  Assure effective services that are of high quality.

ORC Section 340.033(H)

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

OAC Section 5122-29-10(B)

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

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

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

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

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

HIV Early Intervention Services

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

Federal Substance Abuse Prevention and Treatment (SAPT) Block Grant

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

Federal Mental Health Block Grant

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

Environmental Context of the Community Plan

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

Since the submission of the last community plan the Allen, Auglaize, and Hardin Counties service district lost almost $2 million of state funding. The loss in funding had a significant impact on the service delivery system:

· Downsizing of Peer Support Clubhouse program to one outreach worker providing day support services at donated YMCA facility in Lima

· Elimination of a Non Medicaid ODADAS certified provider

· Severe reduction of in-school outreach and engagement programming 

· Longer waiting times for persons with non crisis mental illness or addiction needs

· Increased demand for higher level AoD treatment services

· Increased demand for services for persons returning to the community from prison

· Implementation of a care leveling system prioritizing persons with severe and persistent mental illness and persons with chronic substance abuse.

In addition to the catastrophic loss of funding, additional financial pressure has been placed on local resources due to ever expanding treatment of persons in nursing homes by outside providers who are Medicaid eligible. Significant treatment hours are spent with nursing home residents treating depression. As a result of this increasing demand on an already financially strapped system concerns continue as to the ability of the local behavioral health system to meet basic needs of priority populations; i.e., youth and adults with severe and persistent mental illness and substance use disorders. 

In order to meet this increased demand the Board has developed a planned use of unexpended fund reserves over the course of the next 3 years to fill some of the gaps in funding. The Board has also implemented the following measures:

· Reduced two full time staff to one part time staff

· Outsourced administrative functions through collaborative contracts with 3 other Board areas

· Planning office space change to include a renter to offset overhead costs

· Invested in renovations of program space to consolidate programming into a “one stop”

Agencies have also identified a number of cost saving measures that have resulted in reduced benefits for staff. Although there is a short term savings here the long term impact may be the loss of seasoned staff looking for better employment opportunities. 

One bright note is that there is a local recognition that the behavioral health system upon which many other systems rely has been so devastated by the budget cuts that there has been a new willingness to cost share some programs. 

Implications of Health Care Reform on Behavioral Health Services

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

The Affordable Care Act includes coverage expansions, integration projects, payment and delivery system reforms, quality requirements, and comparative effectiveness research programs that will all impact the behavioral health system. As the federal government develops rules and regulations and as the state government makes implementation decisions, the behavioral health system must remain involved to ensure that these decisions are made in the best interest of the consumers. However, with the results of the recent election, changes in health care reform can be expected at both the federal and state level. 

Health Care Reform will impact the Board’s system of care as many individuals that we provide treatment services to with non-Medicaid dollars will become Medicaid eligible and many will be eligible to purchase insurance through the health benefit exchange.  These new coverage options will include alcohol, drug addiction and mental health treatment services, but the benefit package is not yet known. The coverage expansions will impact how treatment services are financed, but will not fund recovery support services.  As we position ourselves for changes with health care reform, we will need to address how the community will continue to provide necessary recovery support services to individuals in need.  Additionally, the Affordable Care Act provides incentives that focus on the integration of physical and behavioral health care and begins to look at the workforce capacity necessary to serve individuals in need of behavioral health services.   

The true impact of Health Care Reform is very difficult to predict because of expected challenges with the changes at the federal level. Based on what we currently know we assume that the role of Boards may shift from being a primary purchaser of clinical services (assuming the responsibility to match and process Medicaid claims moves away from Boards) to planning and contracting for a local system of care that provides recovery support services, focuses on prevention, and helps facilitate community based initiatives.  Boards will likely continue to develop local resources (pass levies), facilitate housing and other support services, and assist in community wide efforts to improve prevention efforts.   The Board is anticipating that if enacted as proposed, Health Care Reform will enable the Board to more clearly focus its investments into evidence directed programming designed to support recovery and resiliency for youth and adults with severe and persistent mental illness and substance use disorders as a first priority and early intervention and prevention programming as well as overall community well being as a second priority. 
Persons with severe and persistent mental illness and substance use disorders – With Health Care Reform’s focus on the provision of services linked to primary health care treatment, The first priority of Board funding will be invested in those evidence directed services essential to support recovery of people with highest acuity needs such as:
· Case Management

· An array of housing including supported housing options

· Vocational supports including job coaching, supported education

· Drop in centers and peer support programs

· Mentoring

· Respite Care

· Crisis Services and crisis stabilization

· Prisoner reentry programming

· Support groups for an array of mental health and substance use disorders

Early intervention and prevention programming – The Board’s new strategic plan identifies supportive community outreach focused on well-being and resiliency. The Board has a pivotal role to play in the promotion of well being and resiliency by forming partnerships and collaborations. This includes early identification of illness, prevention strategies in schools, and creating an atmosphere of hope. 
Key Factors that Will Shape the Provision of Behavioral Health Care Services in the Board Area

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

Allen, Auglaize and Hardin Counties
Allen County is a rural farming and manufacturing community. With a population of over 104,000 it stands out as the largest county between Montgomery, Lucas, and Franklin. Allen County experiences significant poverty with 14.7% of residents below the poverty level.   Lima stands out in the region as having the most diverse population with 11.7% of the population being African American and 2 % Hispanic. Lima also experiences significant poverty in certain areas of the city and has recently been identified as 39th in the nation for crime. The Lima City Schools while making significant progress over the past years still struggles with graduation rates, graduating just over half of its students. Because of the range of services and the diversity of populations, Lima has experienced a migration from surrounding counties over the years of people seeking both treatment and anonymity.

Auglaize County is a rural farming community with some manufacturing in the western part of the county with a population of 46,699. The population is fairly homogenous and affluent with over 96% of the population being white. It is the most prosperous of the three counties with only 7.8% of the population living under the poverty level.

Hardin County is a rural farming community with a population of 31,818. Kenton is the county seat and Ada is the home of Ohio Northern University.  There is a high degree of poverty similar to that of Allen County at 14.7% of the population living under the poverty level. While over 96% of the population is white there is present in the county both Appalachian and Amish cultures. As a result the population often does not seek help being more family focused and in the case of the Amish very bound to religious authority direction. Hardin County has experienced an explosion in opiate use in the past two years.
Criminal Justice & Economy

There has been a 12% increase in the number of adult referrals from the criminal justice system rising from 13% in 2009 to 25% in 2010. This has been a significant factor in the increase in the number of males being served by 5% and has changed the ration of males to females by 7% male.
The Forensic Strategies Workgroup: Final Report indicates that Allen-Auglaize-Hardin Counties is 27th in utilization of Forensic Hospital Bed Days. The workgroup also noted the dramatic difference in the length of stay difference between civil and forensic beds: 2009 – Civil Median LOS = 26 while Forensic Median LOS is 100 (2008 Forensic Median LOS was 264).  Lima has been ranked 39th in the nation for crime. This makes the work of local task forces dedicated to collaboration between the behavioral health system and the criminal justice system more crucial than ever in order to create new processes for serving these special forensic populations. 
Ohio Department of Rehabilitation and Correction data for CY 2009 indicates the following:

· Allen County 

· 175 commitments (162 male)
· 67% = 3/4/5 degree felonies
· 2006 DRC 3 year recidivism rate – 41.1% (25.2% new crimes)
· Auglaize County
· 102 commitments (82 male)
· 98% = 3/4/5 degree felonies
· 2006 DRC 3 year recidivism rate – 28% (12.5% new crimes)
· Hardin County
· 50 commitments (46 male)
· 64% = 3/4/5 degree felonies
· 2006 DRC 3 year recidivism rate – 31.6% (23.7% new crimes)
Referrals from the criminal justice system and crime clearly have an impact on the service delivery system.
The economy has had a significant impact upon clients as well. The current living status of over 46% of all clients is listed as “living in other’s home” this represents a 20% increase in clients who do not live in their own housing. Clients identifying “living on their own” dropped 21% from 63% to only 42%. And almost 5% of adult consumers identify Public Assistance as their source of income, up by 3%.
The most significant factor impacting families is poverty. Agencies report that many more parents seeking services for their children are not able to pay for the services. Otherwise the referrals have remained relatively stable.

Race and Age
Race: Allen County stands out with 33% of all referrals for mental health services being African American. Allen County’s African American demographic is 11.7% African American indicating a significant number of African Americans are seeking services. And 25% of all referrals for alcohol and drug treatment are African American.
Age: There has been a 32% increase in youth age 5 and under being served from 39 in 2009 to 57 in 2010. Even though the number are still low for persons over age 65, the number served in this age group went from 6 in 2009 to 15 in 2010 and we expect this trend to continue.

Opiate Use

Opiate Use has had a significant impact with Hardin County being the hardest hit. The drug task force in Hardin County reports arresting 7 – 10 individuals a week on drug charges mostly opiate use. Yet the experience overall for Northwestern Ohio (represented in the gray bar) is not similar with opiate prescriptions in Hardin and Southeastern Ohio falling well above the population, according the slide below produced by Bill Winslow, Executive Director of the Ohio State Board of Pharmacy. It is our intention to work closely with the Ohio Board of Pharmacy to gather data relative to opiate use in our area.
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Demand for Treatment Services
Agencies report a significant increase in demand for services particularly from persons who have been impacted by the financial downturn and find themselves for the first time without insurance coverage. Many of these persons seeking treatment do not “qualify” for service subsidy because of their level of care and are referred to support groups or other community providers. In 2010 168 people were referred to education and support services, while 492 people were referred to group counseling. The actual number of diagnostic assessment for mental health went from 2395 in 2009 to 2153 in 2010, an 11% decrease. While diagnostic assessment for alcohol and drug treatment services went from 502 in 2009 to 613 in 2010, an 18% increase. The increased demand for alcohol and drug treatment was particularly noticeable in Allen County at 25%. 

Prevention 
Recently completed needs assessments in both Allen and Auglaize counties reveal significant needs for early intervention and prevention services.

Auglaize County
· Suicide - 5% of adults and 13 % of youth seriously considered attempting suicide in the past 12 months

· Youth Smoking – ages 12 – 13: 2%; ages 14 – 16: 16%; ages 17-18: 29%

· Youth Binge Drinking – ages 12-13: 27%; ages 14-16: 64%; ages 17-18: 79%

· Youth Marijuana Use – ages 13 or younger: 1%; ages 14-16: 7%; ages 17 or older 14%

Allen County
· Suicide - 5% of adults and 13 % of youth seriously considered attempting suicide in the past 12 months

· Youth Smoking – ages 12 – 13: 8%; ages 14 – 16: 21%; ages 17-18:15%

· Youth Binge Drinking – ages 12-13: 73%; ages 14-16: 60%; ages 17-18: 68%

· Youth Marijuana Use – ages 13 or younger: 4%; ages 14-16: 22%; ages 17 or older 16%

These statistics are alarming in the numbers of youth and adults who are contemplating suicide and the number of youth in both counties who are using alcohol, tobacco, and marijuana. 

Characteristics of Clients Receiving Services by Age, Gender, Race, Ethnicity, Diagnosis Summary by County

	
	Diagnostic Assessments by County for FY 2009
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	Allen MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	 
	 

	
	
	
	0 to 5
	34
	58
	Asian
	2
	Puerto Rican
	2

	
	
	
	6 to 17
	260
	307
	Black
	334
	Mexican
	12

	
	
	
	18 to 64
	437
	324
	Native Amer
	3
	Cuban
	1

	
	
	
	65 and older
	3
	4
	Native Hawaiian
	0
	Other Hispanic
	10

	
	
	
	  Total
	734
	693
	Unknown
	25
	Not Hispanic
	1411

	
	
	
	
	
	
	White
	1072
	
	

	
	
	Allen AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	
	 

	
	
	
	0 to 5
	0
	0
	Asian
	1
	Puerto Rican
	0

	
	
	
	6 to 17
	7
	17
	Black
	43
	Mexican
	2

	
	
	
	18 to 64
	76
	141
	Native Amer
	0
	Cuban
	0

	
	
	
	65 and older
	0
	1
	Native Hawaiian
	1
	Other Hispanic
	0

	
	
	
	  Total
	83
	159
	Unknown
	5
	Not Hispanic
	240

	
	
	
	
	
	
	White
	191
	
	

	
	
	Auglaize MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	 
	 

	
	
	
	0 to 5
	14
	18
	Asian
	0
	Puerto Rican
	2

	
	
	
	6 to 17
	90
	103
	Black
	6
	Mexican
	2

	
	
	
	18 to 64
	158
	136
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	1
	1
	Native Hawaiian
	0
	Other Hispanic
	3

	
	
	
	  Total
	263
	258
	Unknown
	6
	Not Hispanic
	512

	
	
	
	
	
	
	White
	504
	
	

	
	
	Auglaize AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	 
	 

	
	
	
	0 to 5
	0
	1
	Asian
	0
	Puerto Rican
	1

	
	
	
	6 to 17
	3
	8
	Black
	1
	Mexican
	0

	
	
	
	18 to 64
	35
	97
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	0
	0
	Native Hawaiian
	0
	Other Hispanic
	2

	
	
	
	  Total
	38
	106
	Unknown
	1
	Not Hispanic
	141

	
	
	
	
	
	
	White
	141
	
	

	
	
	Hardin MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	 
	 

	
	
	
	0 to 5
	9
	16
	Asian
	0
	Puerto Rican
	0

	
	
	
	6 to 17
	67
	63
	Black
	2
	Mexican
	0

	
	
	
	18 to 64
	153
	120
	Native Amer
	4
	Cuban
	0

	
	
	
	65 and older
	0
	0
	Native Hawaiian
	0
	Other Hispanic
	2

	
	
	
	  Total
	229
	199
	Unknown
	6
	Not Hispanic
	411

	
	
	
	
	
	
	White
	401
	
	

	
	
	Hardin AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	 
	 
	 
	 

	
	
	
	0 to 5
	0
	0
	Asian
	0
	Puerto Rican
	0

	
	
	
	6 to 17
	8
	5
	Black
	0
	Mexican
	0

	
	
	
	18 to 64
	25
	61
	Native Amer
	0
	Cuban
	0

	
	
	
	65 and older
	0
	0
	Native Hawaiian
	0
	Other Hispanic
	0

	
	
	
	  Total
	33
	66
	Unknown
	1
	Not Hispanic
	107

	
	
	
	
	
	
	White
	106
	
	

	
	
	Total MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	57
	92
	Asian
	2
	Puerto Rican
	4

	
	
	
	6 to 17
	417
	473
	Black
	342
	Mexican
	14

	
	
	
	18 to 64
	748
	580
	Native Amer
	8
	Cuban
	1

	
	
	
	65 and older
	4
	5
	Native Hawaiian
	0
	Other Hispanic
	15

	
	
	
	  Total
	1226
	1150
	Unknown
	37
	Not Hispanic
	2334

	
	
	Total AoD
	
	
	White
	1977
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	0
	1
	Asian
	1
	Puerto Rican
	1

	
	
	
	6 to 17
	18
	30
	Black
	44
	Mexican
	2

	
	
	
	18 to 64
	136
	299
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	0
	1
	Native Hawaiian
	1
	Other Hispanic
	2

	
	
	
	  Total
	154
	331
	Unknown
	7
	Not Hispanic
	488

	
	
	
	
	
	
	White
	438
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	Diagnostic Assessments by County for FY 2010
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	Allen MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	37
	76
	Asian
	 
	Puerto Rican
	2

	
	
	
	6 to 17
	261
	285
	Black
	311
	Mexican
	10

	
	
	
	18 to 64
	359
	272
	Native Amer
	8
	Cuban
	1

	
	
	
	65 and older
	4
	1
	Native Hawaiian
	 
	Other Hispanic
	15

	
	
	
	  Total
	661
	634
	Unknown
	26
	Not Hispanic
	1267

	
	
	
	
	
	
	White
	950
	
	

	
	
	Allen AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	 
	0
	Asian
	1
	Puerto Rican
	 

	
	
	
	6 to 17
	8
	25
	Black
	70
	Mexican
	2

	
	
	
	18 to 64
	90
	212
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	 
	 
	Native Hawaiian
	 
	Other Hispanic
	1

	
	
	
	  Total
	98
	237
	Unknown
	6
	Not Hispanic
	332

	
	
	
	
	
	
	White
	257
	
	

	
	
	Auglaize MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	11
	28
	Asian
	 
	Puerto Rican
	 

	
	
	
	6 to 17
	90
	113
	Black
	7
	Mexican
	2

	
	
	
	18 to 64
	129
	89
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	2
	6
	Native Hawaiian
	 
	Other Hispanic
	2

	
	
	
	  Total
	232
	236
	Unknown
	6
	Not Hispanic
	464

	
	
	
	
	
	
	White
	454
	
	

	
	
	Auglaize AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	 
	0
	Asian
	 
	Puerto Rican
	 

	
	
	
	6 to 17
	3
	5
	Black
	0
	Mexican
	1

	
	
	
	18 to 64
	41
	87
	Native Amer
	1
	Cuban
	0

	
	
	
	65 and older
	 
	 
	Native Hawaiian
	 
	Other Hispanic
	1

	
	
	
	  Total
	44
	92
	Unknown
	0
	Not Hispanic
	134

	
	
	
	
	
	
	White
	135
	
	

	
	
	Hardin MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	9
	16
	Asian
	 
	Puerto Rican
	 

	
	
	
	6 to 17
	82
	99
	Black
	7
	Mexican
	3

	
	
	
	18 to 64
	137
	101
	Native Amer
	2
	Cuban
	0

	
	
	
	65 and older
	1
	 
	Native Hawaiian
	 
	Other Hispanic
	 

	
	
	
	  Total
	229
	216
	Unknown
	8
	Not Hispanic
	442

	
	
	
	
	
	
	White
	428
	
	

	
	
	Hardin AoD
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	 
	0
	Asian
	 
	Puerto Rican
	 

	
	
	
	6 to 17
	6
	9
	Black
	2
	Mexican
	 

	
	
	
	18 to 64
	47
	72
	Native Amer
	 
	Cuban
	0

	
	
	
	65 and older
	 
	 
	Native Hawaiian
	 
	Other Hispanic
	 

	
	
	
	  Total
	53
	81
	Unknown
	2
	Not Hispanic
	134

	
	
	
	
	
	
	White
	130
	
	

	
	
	Total MH
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	57
	120
	Asian
	0
	Puerto Rican
	2

	
	
	
	6 to 17
	433
	497
	Black
	325
	Mexican
	15

	
	
	
	18 to 64
	625
	462
	Native Amer
	11
	Cuban
	1

	
	
	
	65 and older
	7
	7
	Native Hawaiian
	0
	Other Hispanic
	17

	
	
	
	  Total
	1122
	1086
	Unknown
	40
	Not Hispanic
	2173

	
	
	Total AoD
	
	
	White
	1832
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	Ages
	 
	Gender
	 
	Race
	 
	Ethnicity

	
	
	
	 
	F
	M
	
	 
	 
	 

	
	
	
	0 to 5
	0
	0
	Asian
	1
	Puerto Rican
	0

	
	
	
	6 to 17
	17
	39
	Black
	72
	Mexican
	3

	
	
	
	18 to 64
	178
	371
	Native Amer
	2
	Cuban
	0

	
	
	
	65 and older
	0
	0
	Native Hawaiian
	0
	Other Hispanic
	2

	
	
	
	  Total
	195
	410
	Unknown
	8
	Not Hispanic
	600

	
	
	
	
	
	
	White
	522
	
	


Summary
Overall 168 fewer people received diagnostic assessments for mental health issues in 2010 while 60 more people received diagnostic assessments for alcohol and drug issues in 2010. Hardin County realized an increase overall in diagnostic assessments while both Allen and Auglaize Counties saw a decrease overall. Diagnostic Assessments is a gauge of how many new clients are being admitted into treatment programming.

Allen County, the most racially diverse county in the jurisdiction saw a slight decrease in African Americans seeking diagnostic assessments in mental health while at the same time there was a significant increase in African Americans seeking diagnostic assessment in alcohol and drug treatment. African Americans represent a little more than 14% of the adult clients seeking mental health and alcohol and drug addiction diagnostic assessments.

Children from birth to 5 saw a slight increase in numbers from 2009 – 2010 from 149 in 2009 to 170 in 2010 – an increase of 28 children.
Major Achievements and Significant Unrealized Goals of the SFY 2010-2011 Community Plan

Question 4: Describe major achievements.

· We Care Regional Crisis Center transition & Crisis Stabilization Unit implementation – In 2009 the Board assisted in creating a campus for adult services and incorporating the 24 hour Crisis Center and new Crisis Stabilization Unit as part of that campus.  
· One Stop Alcohol and Drug Services – After over a year of planning and community discussions, the Board consolidated all of its alcohol and drug treatment programs on the outpatient treatment campus. Staff at the Crisis Center was trained to do screenings so that 24 /7/365 access to AoD screenings became available to the community. 
· Development of School Programming Model – Working closely with the Lima City Schools and youth behavioral service providers, a school program model was developed and implemented that incorporated screening and outreach services to schools as well as crisis and disaster response services.
· Transition of Adult Services Provider – In the past few months the Board has been working to transition administration of adult behavioral services to a new provider.
· Successful downsizing of system - $2 million loss – With the unprecedented loss of state funds to these communities the Board worked with providers and community partners to adjust to the losses. 
· Remodel of Adult Services Treatment Center & Creation of Adult Services Campus – In 2009 the Board completed an extensive remodeling to create an adult services campus bringing together on one site services that had previously been delivered from 4 different sites.
· Creation of Suicide Prevention Coalitions in each county – In the past few months 3 new coalitions have been formed in each of the three counties of the Board’s jurisdiction. Suicide survivor support groups are in the process of being implemented.
· Implementation of SBIRT – the Board and providers have embraced the concept of Screening, Brief Intervention, Referral, and Treatment. It has been implemented as standard practice in the adult system as well as the Crisis Center.
· Hardin County Juvenile Drug Court

· Cluster Based Planning – In 2009 the Board and provider became a participant in the ODMH Cluster Based Planning. 
· Implementation of Benefits Package – the Board is continually updating its core benefit package in order to align it priority services with available funding.
· Children and Youth Model of Care – In 2010 the Board began to seriously develop a model of care for children and youth based on SAMHSA System of Care Model. This is a beginning year of implementation for this process. 
Question 5: Describe significant unrealized goals and briefly describe the barriers to achieving them.
· Integration of behavioral health and primary care – a goal of the system continues to be the implementation of the integration of behavioral health services with primary care. A number of initiatives were undertaken with the local federally qualified health center and other providers but none came to fruition. It is still an important goal for our system to achieve this integration of care for our consumers. 
· System of Care Grant – SAMHSA – the Board applied for a System of Care Grant and was not successful. The Board’s intention is to continue to move forward with implementation and to apply again. 
· Evidence Based Recovery Model – The Board has not fully implemented a model of recovery for the system. It is still a goal to be achieved. 
· Expansion of prevention and outreach – with the cuts in funding many outreach programs had to be curtailed. However, prevention and outreach remain a priority for the Board and efforts are underway to develop partnerships to move this forward. 
· Cultural competence audit and training – while the Board has encouraged agencies to engage in trainings, the audit of cultural competence activities and subsequent gaps analysis were not completed.
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

Question 6: Describe the process the Board utilized to determine its current behavioral healthcare needs including data sources and types, methodology, time frames and stakeholders involved. 
Needs Assessment Process
The Board is committed to ongoing dialogue and feedback from consumers, family members, key informants, referral sources, the faith community, other social services organizations, and the communities we serve. The Board holds the value that the hallmark of a highly effective system of care is the integration of customer feedback into planning and services. These sources of information form the foundation of our qualitative data loop, and provide insight into areas for qualitative investigation. 
The Board utilizes the data funnel methodology to collect, refine, and decide. This method is a multi-tiered process that has been highly successful in developing Board priorities and identifying gaps in the community system. The data funnel tiers bring together current research, broad-based community needs assessment, and key informant feedback. These elements reflect both quantitative data and qualitative analysis. The data is then filtered through key informants and then refined into Board policy, priorities, and contracts.

Tier One of the data funnel represents the meta-analysis of current research on best practices, trends in treatment and recovery supports, results of community needs assessments, and the realities of the current funding environment. The Board gathers this data throughout the planning year.

Tier Two of the data funnel represents the passing of the meta-analysis findings through the key informant process. The Board utilizes content-specific task forces and key informant focus groups to respond to the data and localize the findings. Examples of Tier Two process key informants include the Board’s task force on Dual Diagnosis for Persons with Developmental Disabilities/Mental Illness, the standing task force on Mental Illness and Law Enforcement/ Criminal Justice, standing committees of the Family and Children First Councils, NAMI Hope Alliance and the Family Advisory Council, and Behavioral Health Advisory Councils in each county.

Tier Three of the data funnel represents the presentation of findings to Board committees and the Board committee of the whole. The Board utilizes two standing committees to review the information. The Joint Mental Health/AOD Planning Committee is the group charged with programmatic overview. The committee takes information from Tier One and Tier Two, as well as recommendations from the Alcohol and Other Drug Standing Committee, and reviews the information in light of current programming and needs. The Joint Mental Health/AOD Planning Committee then makes recommendations to the Finance Committee and ultimately the full Board.

Recent Tier One Activities:

· Systems of Care intensive training.

· Completion of comprehensive Health Needs Assessments in Allen and Auglaize Counties.

· Literature reviews on best practice approaches.

· Training staff, board members, and agency personnel on health care reform, system implications of reform, and current/projected fiscal situations.

· Semi-Annual Board and Agency evaluations from the community.

· Needs Assessment identifying priorities, barriers to service, customer satisfaction, and unmet needs. This Needs Assessment utilized a computer-based methodology to collect data with adaptations for consumers and family members without computer access. It was conducted in November and December 2010.

· Establishment of a Patient Treatment Intervention Team (PTIT), an interdisciplinary collaboration of treatment agencies, behavioral health hospital units, the Department of Job and Family Services, the Allen County Board of Developmental disabilities, and the Mental Health & Recovery Services Board. This team reviews (with appropriate releases of information) consumers who are very heavy users of emergency room and behavioral health services with the objective of developing comprehensive shared treatment plans to stabilize very high need clients. The group meets monthly and has a senior advisory committee that meets quarterly.

· Creation of an electronic “Data Mart”, an aggregation tool which gathers data from MACSIS and other statistical and data resources and makes them easily accessible in real time.

Recent Tier Two Activities

· Development of a process flow decision making model for Board decisions, building committee and key informant consensus, and developing supportable strategies with limited resources, and creating consistency among the various task forces, committees, and groups.

· Development of a draft Board Performance Plan for FY 2011 and FY 2012 based on SAMSHA’s Eight Strategic Initiatives. The Board Performance Plan organizes these eight initiatives into four categories: 1) Funding (Health Care Reform Implementation, Public Awareness and Support); 2) Evidence Base Practices (Housing and Homelessness, Prevention of Substance Abuse and Mental Illness); 3) Community Partnerships (Military/Veteran’s Issues, Trauma and Justice); and 4) High Performance Systems (Health Information Technology, and Data , Outcomes, and Quality). The draft of the Board Performance Plan has been shared at all Family and Children First Council Meetings, agency advisory meetings, and at all standing collaborative task forces (Law Enforcement, Dual Diagnosis, etc.). The draft Performance Plan was also made available to constituents on the Board’s web site and noted on the Board’s Facebook page.

· Community analysis of the Needs Assessment conducted by the Board (see Findings, below.)
Recent Tier Three Activities

· Review and discussion of draft Performance Plan with Board committees.

· Board training on Health Care Reform and State of the State fiscal issues.

· Board committee work sessions to review SAMHSA Strategic Initiatives and ensure incorporation into the Board Performance Plan.

During the period of November 11, 2010 to December 7, 2010, the Mental Health & Recovery Services Board of Allen, Auglaize, and Hardin Counties conducted a Needs Assessment to ascertain current service needs, identify service gaps, prioritize core service areas, and obtain user feedback on the impact and effectiveness of services purchased.  The survey was published electronically via an email link to an online survey and the link and invitation to respond was also placed on the Board’s web site.  The Board also placed a link to the survey on its Facebook page. Additionally, paper copies were made available at all contract agencies for consumers and family members who may not have internet access.

The response to the survey was excellent. There were 446 respondents who began the survey with 331 respondents completing (74.2%). Of the 446, there were 87 manual entries representing consumers and family members who did not have internet access, or chose to take the survey via paper and pencil in an agency. 

Figure 1 summarizes the distribution of respondents. 
	Respondent Category
	Response Count
	Percentage

	Consumer or family member of person with mental illness or substance abuse issues (youth and adult).
	110
	24.7%

	Criminal Justice or Law Enforcement
	16
	3.6%

	School personnel
	74
	16.6%

	Social Services and health care
	196
	43.9%

	Community (business, faith community, general public)
	50
	11.2%


Consumers and family members were asked to respond to fourteen questions. The questions were a combination of choice, multiple choice, Likert scales, and forced ranking. Consumers and family members also had the opportunity to include open ended comments on their experience with services.

Questions included:

· Demographic information (county of residence).

· A descriptor of how respondent self-identified (consumer, family member, etc.).

· What services the consumer currently/had received.

· Service priority ranking for adults.

· Service priority ranking for youth.

· Other services needed.

· Major barriers to service.

· Most important places for advocacy.

· Cultural competence measures, including sensitivity to race and culture, sexual orientation and gender expression, and financial status.

· Support groups needed.

· Customer satisfaction.

· Comments. 

Referral sources including schools, law enforcement/criminal justice, social services, and health care were asked the following:

· A descriptor of how respondent self-identified (which organization or role).

· Agencies and services used and referred.

· Service priority ranking for adults.

· Service priority ranking for youth.

· Other services needed.

· Major barriers to service.

· Most important places for advocacy.

· Cultural competence measures, including sensitivity to race and culture, sexual orientation and gender expression, and financial status.

· Support groups needed.

· Customer satisfaction.

· Comments. 

The Board also considers the input of agency staff and direct service providers to be invaluable. These professionals work directly with consumers and families and have an intimate knowledge of service needs, gaps, barriers, and successes. The Board also regards workforce development as a significant part of its responsibility.  Staff of the local system were surveyed on a second instrument and were asked the following:

· A descriptor of how respondent self-identified by role function.

· Agency represented.

· Service priority ranking for adults.

· Service priority ranking for youth.

· Other services needed.

· Major barriers to service.

· Most important places for advocacy.

· Cultural competence measures, including sensitivity to race and culture, sexual orientation and gender expression, and financial status.

· Support groups needed.

· Overall job satisfaction.

· Workplace communications.

· Meaningful work relationships, support, and supervision.

· Stress, work pressure, and burnout.

· Comments. 

Findings of the needs assessment

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

The following discussion shows significant findings from the survey and highlights the overall similarities and differences in responses among populations (consumers, family members, referral sources, and community). Note that school-based programming and criminal justice/law enforcement will be discussed in separate sections. 

The first series of graphs illustrate the overall survey demographic information.
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Items of note in these graphs

Respondent distribution by county does not represent the county population percentages. The cast majority of respondents were from Allen County (87%) while Auglaize and Hardin comprise just 13%. The population distribution is Allen County (58%), Auglaize County (27%), and Hardin County (17%). 

Respondent distribution by role shows that one-fourth of the respondents were consumers and family members (N = 112).

Social service/health care included respondents from local physicians and hospitals - including the local inpatient behavioral health services and emergency departments, the local Federally Qualified Health Center, domestic violence services, Family and Children First Councils, senior adult services, Children’s Protective Services, and other social service organizations that serve consumers and their families. 
The needs of children served by the Family and Children First Councils are served through the established Service Coordination Plan. The purpose of service coordination is to provide a venue for families needing services where their needs may not have been adequately addressed in traditional agency systems. The service coordination process will provide families with access to existing formal and informal services and supports. New services and supports may be added in order to address unmet needs. 

Each agency involved with the family continues to have their area of responsibility. The collaborative approach is not intended to replace or usurp the primary role of any one of these systems. Service coordination will build upon the strength of services in the community that are already working for families. Service coordination is not intended to override current agency systems, but to supplement and enhance what currently exists. 

While our plan will generally describe a plan of care for families identified by systems, families are permitted to directly refer themselves to this level of service planning. Our plan will ensure that if the need for other interventions can be identified prior to court involvement, services will be put in place to meet these needs. The fundamental goal of the plan is to provide a course of action for children and youth to successfully live with their families, in their own communities, succeeding in school, and developing in health and well-being. 

In order to accomplish this, the plans will support Ohio’s six Commitments to Child Well-Being: Expectant parents and newborns thrive; Infants and toddlers thrive; Children are ready for school; Children and youth succeed in school; Youth choose healthy behaviors; and Youth successfully transition into adulthood. 

Service delivery follows the key components will be integrated into the service coordination process: 

· Services will be delivered using a family-centered approach. 

· Services will be responsive to the cultural, racial, and ethnic differences of the population being served. 

· Service outcomes will be evaluated. 

· Available funding resources will be fully utilized or integrated. 

· Wraparound services and community supports will be utilized. 

· Specialized treatment for difficult-to-serve populations and evidence-based treatment services will be encouraged. 

· Duplicate efforts among agencies will be reduced or eliminated. 

· Families will be fully involved in decision-making for their children and are provided with family advocacy options. 
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The following graphs are from data submitted by adult consumers of mental health and substance abuse services.
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Customer Satisfaction with Services
The services received reflect a generally comprehensive profile of services provided to adults with severe and persistent mental illness and/or substance abuse concerns. Other services include representative payee and crisis hotline services. Youth services were disproportionately weighted to counseling and reflect a concerning trend in the reduction of case management billings for youth over the past three years (FY 2007 – FY 2009) in the Board’s largest children’s agency.

Adult consumers of mental health and substance abuse services are overwhelmingly satisfied with the services they receive.  96% of adult consumers indicated that they were either very satisfied or satisfied with the services they receive.  Adult consumers are also satisfied that they are informed of their services and diagnoses, treated with courtesy and respect, and that they feel involved in decisions about their treatment.

While satisfied with services overall, social services and health care providers would like more feedback that is timely and if possible includes collateral information from them in the assessment and treatment planning process. 

Law enforcement and criminal justice respondents were very satisfied with the services with which they have the most contact (e.g. crisis intervention and services to help with criminal justice involvement. School respondents were generally satisfied or very satisfied with services and respect from providers, but like health care and social services were concerned about the communications from providers after the referral has been made.

The following graphs illustrate overall consumer/family member satisfaction:

General Satisfaction with Services
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Question 8:
a) Identify the major issues or concerns for individuals attempting to access behavioral health prevention and treatment services in the Board area.  In this response please include, when applicable, issues that may exist for clients who are deaf or hard of hearing, veterans, ex-offenders, problem gamblers, and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.
Access to Services: Issues of Concern
The charts below show proportionally how adult consumers, adult and youth family members, health care and social services providers, and staff perceive common barriers to services.

Transportation is often considered a significant barrier to receiving services in a rural area. Allen County – specifically the city of Lima – is the only region in the Board that has public transportation.  The Board has transportation contracts with the Councils on Aging in Hardin and Auglaize Counties to provide limited transportation to services.

Consumers and family members noted transportation being a service barrier less often than service providers and health care/social services workers. The significance of consumer/family member perception of transportation as a barrier is likely impacted by the high number of respondents from Allen County where transportation is more accessible. At least one adult consumer noted that bus tickets are no longer available to clients. 

Payment for services follows a similar trend. Consumers and family members see payment for services as significantly less problematic than referring professionals and staff. Parents of children and youth receiving services rate payment as the least problematic of the group which follows the local trend of increased Medicaid penetration and expanded coverage of services through entitlements. The perception of payment concerns among health care and social services providers reveals that referring professionals see payment for services as the most problematic of the group. Informal conversations with these referral sources often reveals that they are unaware of the options for payment of services including the Board’s support of sliding fee scales. The Board has an established policy that the agencies can also submit a hardship waiver if the worker determines that the sliding fee co-pay is unmanageable for clients. To date, any waiver submitted has been approved although they are rarely submitted from the agencies suggesting staff may not be fully aware of this option.  

Consumers and family members again vary significantly in their perceptions of qualified providers.  Generally, consumers and family members feel that they have access to qualified providers of behavioral health services. Health care and social services workers feel that there are difficulties with qualified providers.  Open-ended comments on this issue from this group indicate that they are concerned with too few psychiatrists, lack of clinicians who specialize in dual diagnosis issues, and the need for providers of in home services for both youth and adults, particularly seniors. This group also cited high turnover rates which led to service fragmentation. 

Access to services and wait times for appointments are of particular concern to referral sources, more so that to clients who are already receiving services.  Open-ended responses from health care and social services providers reflect concern that community-based services are becoming more limited and targeted to adults with SPMI and youth with SED. 

Service times are generally not seen as consistently problematic. Crisis and emergency services are available 24 hours a day every day of the year at the We Care Regional Crisis Center.  Finally, lack of availability of specific services is noted as barrier in terms of home-based services for the elderly, specialty psychiatry, and psychological testing. Consumers, family members, and referral sources all mentioned the need for life skills groups which teach budgeting, managing money, how to pay bills, and other activities of daily living. 

The following graphs compare perceptions of service needs and barriers across all consumer/family respondents.
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Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only);
The Board is confident that crisis services are consistently available to consumers and families. Through the Board’s adult contract agency, a 24/7 walk in crisis center is available for use by consumers and families in all three counties. Law enforcement and first responders have been trained extensively through the Board’s CIT (Crisis Intervention Training) program utilizing the Memphis model. To date, more than 175 law enforcement/first responder participants have been trained. 
b) Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only);

Please see Question 9: Workforce Development and Cultural Competence
Workforce Development and Cultural Competence

Question 9: Workforce Development and Cultural Competence*:

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

Like many areas, the Board’s region faces significant competition for qualified providers. Access to psychiatry and pharmacological management providers remains alarmingly thin. To address this issue, the Board is participating in a facilitated collaborative with representation from hospitals, primary care, the local Federally-Qualified Health Center, contract BH agencies, and others to investigate innovative technologies such as telemedicine. 

Licensed Chemical Dependency Counselors and Certified Prevention Specialists are also in short supply. The Board is currently sponsoring four agency staff (three at the children’s agency and one at Lima UMADAOP) for training that will lead to certification in prevention. 

For the first time, the Board included an extended section in the FY 2011 Needs Assessment that specifically asked staff of the contract agencies about their satisfaction with their work, supervision, training, and other key indicators of job satisfaction. The Board also asked for open-ended responses indicating any areas of needed training or interest. Unfortunately, response to the survey was less than 22% (34 responses out of 154 employees).

The following charts are taken from that survey.
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Responses to the open-ended training question included:

Training and professional development in sexual assault, trauma, LGBT issues, working with dual diagnosis clients, trauma and substance abuse, ethics and addition, motivational interviewing, Moral Reconation Therapy, and Thinking for a Change.


The Board has a training committee open to any interested system employee that will review these considerations. The Board has identified trauma care as a system focus for 2011 – 2012.
b) Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent.  Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders, problem gamblers and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.

The Mental Health & Recovery Services Board of Allen, Auglaize and Hardin Counties helps facilitate understanding of the cultures of our staff, contract agency personnel, consumers, family members, and community  by promoting cultural competency. The knowledge encompasses understanding of differences and respecting the individuality of those with whom we interact. 
Our initial efforts were focused on opportunities for learning through a variety of culturally based trainings. We are fortunate to have the Lima UMADAOP (Urban Minority Alcohol and Drug Abuse Outreach Program) who provides training and technical assistance on cultural competence, as well as culturally-specific programming.
We are a diverse collection of communities. Within our Board area, we have an urban center in Lima, Ohio, with approximately more than 26% of persons in the community self-identifying as black or African American. In the rural sections of the Board catchment area, populations are predominantly white but still contain significant diversity. We also know that within our area, there are significant populations of persons who lesbian, gay, transgender, bisexual, transgender, questioning, intersex, and/or 2-Spirit (LGBTQI2-S). Our major adult contract agency no longer offers services which are specific to persons who self-identify as LGBTQI2-S. There are currently no specific services for youth who self-identify as LGBTQI2-S. However, the children’s agency offers traditional counseling services for these youth and their families.  

In Hardin County, one of the most economically challenged counties outside of Appalachia, there is a large population of persons who are Amish, and a strong culture of poverty. Auglaize County, while more affluent, has many diverse groups, and communities that are often mistrustful of outside assistance. 
These circumstances combine to challenge us in areas of consumer and family member satisfaction. Both of our major contract agencies report in their Quality Improvement reports that their consumers with mental illness and/or addictions who are African American are disproportionately involved in the criminal justice programming. 

The Board has not specifically required culturally-specific programming, and submitted the goal of a cultural competence audit in the FY 2010 – FY 2011 Community Plan. While the Board has encouraged agencies to engage in trainings, the audit of cultural competence activities and subsequent gaps analysis were not completed.
Capital Improvements

Question 10: Capital Improvements:

For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.
1. Construction of 3, 4-1 bedroom apartments (a total of 12 - 1 bedroom apartments) for persons with SPMI and or SAMI to be permanent supported housing units @ $1.5 million. Met Housing is already committed to project based vouchers.
2. Construction of a peer support center for “clubhouse activities” and consumer operated services in conjunction with 14 one bedroom apartments for people with SPMI and / or SAMI @ $3.0 million. An active clubhouse program has been established for over 10 years yet this dynamic program has no permanent place for programming.

3. Construction of a primary care / integrated care clinic to be operated in conjunction with the local federally qualified health center, the local health district, and Coleman Behavioral Health Services focused on health services for persons with SPMI and/ or SAMI @ $3.5 million.
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Section III: Priorities, Goals and Objectives for Capacity, Prevention and Treatment and Recovery Services

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

The “Great Recession” and Health Care Reform create the backdrop for the Board’s two year performance plan. The strategic initiatives of the Substance Abuse and Mental Health Services Administration (SAMHSA)
 inform the direction of the plan. This is not a time of slow, evolutionary change but rather an era of revolutionary change that will have dramatic outcomes. 
The economic challenges we continue to face have challenged us to think differently about behavioral health care delivery. We are focusing our energy on:

· Assuring access to evidence based services for residents with the highest acuity mental illness and substance abuse, and

· Promoting well being and resiliency in each community through partnerships.


Health Care Reform brings a new way of thinking about the way we pay for and deliver services. There is a greater insistence that behavioral health care be an integral part of the whole health care system. It is anticipated that there will be expanded Medicaid and insurance coverage for the primary treatments currently paid for by the Board. The behavioral health care system must use this window of opportunity to implement a new vision and new business practices.


SAMHSA’s eight (8) strategic initiatives help focus our efforts. “SAMHSA has identified eight strategic initiatives to focus the Agency's work on improving lives and capitalizing on emerging opportunities. These initiatives will focus SAMHSA's efforts and maximize the impact of our resources on areas of urgency and opportunity. They will also enable SAMHSA to shift its programs to better compliment the shifting policy landscape resulting from the Affordable Care Act and Parity.”

The Board included assessment of community priorities in the FY 2011 Needs Assessment. Based on priorities of ODMH, ODADAS, evidence-based treatments, and current research into treatment needs, the Board asked each population surveyed to provide ordinal ranking to lists of possible priorities. The Board wished to have respondents rate service priorities for both formal system interventions (services and programs provided by the contract agencies in a formal client-provider relationship) and informal interventions such as support groups and community-integrated experiences. 

The data from the Needs Assessment was consistent across all groups surveyed.  Respondents indicated a need for supported housing, supported employment, and sober living environments. Crisis intervention services were noted as a high priority among law enforcement, health care/social services, and schools.  Youth family members and youth serving agencies (e.g. schools) ranked prevention activities among their highest priorities.
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The survey utilized forced ranking of priority areas. Respondents were asked to rate the priority of services from 1 – 6 with 1 being the most important and 6 being the least important. The graphs illustrate the perceptions of priority. Note that the lower the number, the higher the priority.
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Other groups surveyed included schools that ranked parent support groups and prevention/education above school-based services. Law enforcement focused on the need for crisis services, services for criminal justice populations, and sober living. 
Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives
Question 12: Based upon the Departmental priorities listed in the guidelines (and/or local priorities) and available resources, identify the Board’s behavioral health capacity, prevention, treatment and recovery support services priorities, goals and objectives for SFY 2012—2013.

The Performance Plan developed by the Board for FY 2011 – FY 2012 directs our attention to four (4) critical areas: 1. Funding, 2. Evidence based practice, 3. Community partnerships, and 4. High performance systems. These areas will keep our focus on the change as it occurs with the intention of taking advantage of every opportunity as it presents itself. We cannot anticipate every opportunity and so each year we will update our strategy increasing our vision yet another year so that as times change so will we. 

Question 13: What are the Board’s goals and objectives for addressing access issues for behavioral health services identified in the previous section of the Plan? 
(See Board Logic Models for Goals and Objectives, below).

Performance Goal # 1: Create “top of mind” awareness of mental health and alcohol and drug addiction services focused on budget advocacy.
	Outcome

The benefits we anticipate and the changes and improvements that happen as a result of our efforts.
	Indicators

Measures that provide evidence of the degree to which our outcomes have been achieved.
	Strategies
What we do to operationalize the outcome.
	Impact
The results of our activities and initiatives. 
	Responsible

The initiator(s) of the change effort.
	Timeline
Our estimate of when we will accomplish each movement toward our outcome.

	

	The Board System will no longer pay for Medicaid Match which will be paid in full from the 525 state line item. 
Greater awareness of the impact of behavioral health on physical health and the detrimental effects of stigma

There will be adequate funding from a variety of sources decreasing dependency upon state funding


	The State Budget for biennium FY 2012 – 2013 will have BH MCD Match assigned to the 525 line item and no longer the burden of local Board.

All of our community partners and stakeholders will embrace the message that behavioral health care is physical health care
At least 10% of funding will come from non state or levy funding
	Regular face-to-face meetings with legislators - budget advocacy  FY 2012 – 2013 – focused on:

· Match to 525

· Levy protected

· 408, 505, 419 protected

Engage key stakeholder in carrying our message

Presentations for community providers will result in adopting a resolution of support
Aggressive pursuit of a variety of grants that will support the Board’s System of Care initiative
	Significant additional funding available for services

More people in each community will have “top of mind” awareness of the importance of behavioral health services and be willing to access them

Expanded services especially in the areas of severe and persistent mental illness, chronic substance abuse, and community resiliency 
	Director/Associate
Board Agencies

Director/Associate
Board Agencies
Director/Associate
Board Agencies
	 July 2011

December 2011
December 2012



Performance Goal # 2: Invest energy and resources to identify and implement proven models to serve those with the highest acuity mental illness and substance abuse.
	Outcome

The benefits we anticipate and the changes and improvements that happen as a result of our efforts.
	Indicators

Measures that provide evidence of the degree to which our outcomes have been achieved.
	Strategies
What we do to operationalize the outcome.
	Impact
The results of our activities and initiatives. 
	Responsible

The initiator(s) of the change effort.
	Timeline
Our estimate of when we will accomplish each movement toward our outcome.

	

	The Board System will implement System  of Care Models for Adults and Youth .

Stable and accessible psychiatry for the community both inpatient and outpatient.


	Evidence based practices will have been identified and staff trained and ready to implement models for youth and adults.

Engagement of other agencies and organizations into active participation in the Systems of Care.

Willing psychiatric practices will have been identified and the hospital and community mental health centers will begin to implement telemedicine as a normal part of their practice.


	Research best practice System of Care Models for youth and adults integrating trauma-informed approaches.
Identify necessary funding to support training and programs including grant funding and performance contracting.

Create method to ensure implementation according to fidelity.

Create a task force charged with researching psychiatric practices, identifying joint community vision, allocating funding to support implementation, recruit credentialed nurses to support psychiatric telemedicine.
	Verifiable outcomes in these priority areas:

· Stable Housing

· Increased Employment

· Sober Living Houses
· Reduced Hospitalizations
· Prevention / Education

· School Success
· Intensive Home Based Treatment

· Trauma Informed Care

· Crisis Services

· Reduced Criminal Justice Involvement
Highly trained professionals in evidence based practices
The Board System will implement telemedicine practice for psychiatry for youth and adults. 


	Director/Associate
Special Projects (Housing)

Board Agencies

Director/Associate
Board Agencies
	 July 2012

December 2012


Performance Goal # 3: Promote partnerships that enhance well-being and resiliency in each community
	Outcome

The benefits we anticipate and the changes and improvements that happen as a result of our efforts.
	Indicators

Measures that provide evidence of the degree to which our outcomes have been achieved.
	Strategies
What we do to operationalize the outcome.
	Impact
The results of our activities and initiatives. 
	Responsible

The initiator(s) of the change effort.
	Timeline
Our estimate of when we will accomplish each movement toward our outcome.

	

	Improved quality of life and longevity for clients

Expanded array of supports and services in the community

Increased funding will be available to expand service capacity and array

	A viable integrated care model will be implemented

Support groups (e.g., Celebrate Recovery & Suicide Support Groups, etc.) will be available in all three counties:

Auglaize +3

Hardin +2

Allen +4

Applications submitted for funding related to health care reform


	Integrate Behavioral Health Care and Primary Health Care for SMD / SED Clients

Expand key partnerships in order to develop low acuity supportive services in at least:

· Faith Community

· Schools

· Seniors

Create a  Healthcare Reform study group


	The Board System will enhance behavioral health care for residents through integration of primary care for adults and youth

There will be a wide array of community supports available in each community through various  partnerships especially for:

· Parents

· Suicide Survivors

· Trauma, grief, recovery, etc
Board and agencies will be well positioned to take advantage of opportunities created by health care reform

	Director/Associate
Board Agencies

Associate Community Partners

Director

	 July 2012

 July 2012

December 2011




Performance Goal # 4: Create a “high performance” system of care focused on the five drivers of high performance and continuous quality improvement.
	Outcome

The benefits we anticipate and the changes and improvements that happen as a result of our efforts.
	Indicators

Measures that provide evidence of the degree to which our outcomes have been achieved.
	Strategies
What we do to operationalize the outcome.
	Impact
The results of our activities and initiatives. 
	Responsible

The initiator(s) of the change effort.
	Timeline
Our estimate of when we will accomplish each movement toward our outcome.

	

	Board system of care will be ready for any opportunity or challenge posed by health care reform.

Standardized processes will create improved decisions and fewer missteps with greater efficiency and effectiveness.

Greater efficiency and effectiveness in board operations 

Cost savings in office space. 


	There will be action steps aligned with each of the five drivers.

Implementation of CQI Process that includes:

1. Decision-Making Process

2. Feedback and Satisfaction

3. Data Dashboard

4. Contract Monitoring using Contract Standards

An alliance with 2 other MHRS boards  will be established

Board office space identified
	Develop a learning community involving the leadership of the Board and the agencies to create these strategies.

Seek Customer / Stakeholder Feedback / Satisfaction and implement changes immediately

Establish a Decision Making Process for analyzing the feasibility and sustainability of current & new initiatives

Create System “Data Dashboard” to monitor position for funding, services, outcomes

Implement “Contract Standards” and improve contract monitoring, and regular program and file reviews
Regular meetings about alliance with other boards
Explore Board office space and seek renters


	The Board system of care will have adopted the five drivers of high performance.
The Board System will create an evidence based CQI process using the best business practices.

The Board will achieve efficiencies in an alliance with other MHRS Boards

The Board will move into office space it owns.
	Board staff
Board staff
Director
Board Staff
	 December  2011

December 2011

December 2011

December 2011


Workforce Development and Cultural Competence

Question 14: What are the Board’s goals and objectives for SFY 2012 and 2013 to foster workforce development and increase cultural competence?  Please discuss the areas of most salience or strategic importance to your system.  What are the Board’s plans for SFY 2012 and 2013 to identify, increase and assess cultural competence in the following areas:  Consumer satisfaction with services and staff, staff recruitment (including persons in recovery) staff training, and addressing disparities in access and treatment outcomes? (Please reference Appendix D for State of Ohio definition of cultural competence.) 
The Board is excited that there is a consensus definition of cultural competence that is being used across systems and departments. For the first time, there is agreement that cultural competence is not an event (e.g. specific training or activity), but a “continuous learning process.” Conceptions of cultural competence in the past have been implicitly limited to race. While knowledge, skills, and awareness of racial issues is indeed a key component, the broadened definition has significantly more utility for local communities in understanding the process orientation of cultural competence.
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Using this operational definition as a point of reference, the Board included measures of cultural competence in the FY 2011 Needs Assessment. The Board selected three indicators of cultural competence: understanding and respect for consumer race, understanding and respect of consumer sexual orientation, and respect and dignity around financial status and poverty. The following are charts from adult consumers, family members of adult consumers, and family members of youth consumers.


Cultural competence goals and activities for the Board include engaging Parents and Friends of Lesbians and Gays (PFLAG) for upcoming focus groups, review of literature and recommended practices gained by aboard staff member’s attendance at the Cultural Competence Intensive Training at a national conference, and the inclusion of cultural competence measures in the FY 2011 and subsequent Needs Assessments. A Board staff member will be serving as volunteer on the MACC Annual Conference Planning Committee. The Board plans to conduct the Cultural Competence Audit and training that was described in the previous Community Plan but was an unmet goal. 
ORC 340.033(H) Goals

Question 15: To improve accountability and clarity related to ORC 340.033(H) programming, ADAMHS and ADAS Boards are required to develop a specific goals and objectives related to this allocation.

HIV Early Intervention Goals

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

Addressing Needs of Civilly and Forensically Hospitalized Adults

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

The Board is in the process of transforming the Criminal Justice / Law Enforcement Task Force that has been meeting monthly since 2005 into a Reentry Coalition. Members of this Task Force meet with representatives of DRC in order to begin the process of forming the Reentry Coalition with the goal of assisting prisoners in the process of reengaging in the community. This Coalition will be invaluable in assisting the Board and Coleman in transitioning forensically hospitalized adults back into the community.

The Board established a Crisis Stabilization Unit in 2009 for the purpose of diverting admissions to hospitalization as well as providing step down unit for those being discharged from local private hospitals or state hospitals. The Board also established supportive housing to aid in the transition back to the community for those persons in need of supportive services to maintain housing. The Crisis Stabilization Unit and Supportive Housing are available for the CPST team. The Board is in the process of beginning to analyze the cost / benefit of an ACT team. The numbers of persons hospitalized at the state hospital has been extremely low because of early intervention and the establishment of supportive services and local hospital beds. 
The Board does not have a high number of non-violent misdemeanants in the state hospital.
Implications of Behavioral Health Priorities to Other Systems

Question 18: What are the implications to other systems of needs that have not been addressed in the Board’s prioritization process?
Budget cuts certainly affect other systems – from schools to jails to supportive services to the elderly. There is hardly a system that will not feel the effects of our serious depletion of resources. Cuts in mental health and substance abuse funding has a potentially disastrous  budget could have dramatic effects on those with psychiatric illnesses at a time when more people are seeking help to cope with the stresses of a depressed economy. 
Without community services, more people suffering from schizophrenia, bipolar disorder and serious depression are going to show up on the streets, in emergency rooms or in jails. Local corrections officials report that the results of programmatic reductions could lead to more mentally ill inmates at the jail, as preventive programs and mental health services become potentially nonexistent due lack in funding.
As the competition for Board dollars becomes more intense, important services are threatened. The adult agency has implemented a screening and triage process that screens out people with mild to moderate disorders and refers them to other community resources. This has become a source of significant conflict between the behavioral health providers and other systems such as child welfare and primary health.

Failure to meet the needs of people with mental illness in a community setting has resulted in increased hospitalization, nursing home placements, and incarceration. Not only are these alternatives inappropriate – and in many cases inhumane – but they also are significantly more expensive. Though Ohio faces a crushing state revenue shortfall, more spending is needed now to stabilize the community mental health system. This would not only improve the care of individuals with mental illness but would be prudent fiscal policy as it would stave off the need for future spending in other systems that are ill-equipped to provide long-term treatment and stabilization for people with mental illness.
Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
Question 19: Describe how priorities and goals will change in the event of a reduction in state funding of 10 percent of the Board’s current annual allocation (reduction in number of people served, reduction in volume of services, types of services reduced, impact on monitoring and evaluation etc).  Please identify how this reduction in services affects specific populations such as minorities, veterans and “high-risk” groups.
The Mental Health & Recovery Services Board has been working for the past several years to transform our service delivery system to meet the challenge of shrinking resources. Our goal of keeping services accessible has required us to think differently about the types of services we offer as a public mental health and substance abuse system and who is eligible to receive them.

We envision our system as a continuum of three safety nets:

· Our first safety net is for people with severe mental illness and/or addiction. These folks are our mandated priority and serving them with the best possible psychiatry, counseling, case management, and other services is the right thing to do.

· Our second safety net is prevention. If we can intervene early we save both lives and dollars. Federal research indicates that for every dollar we spend on prevention, we gain up to $20 in returned benefits.

· Our final third level safety net is brief intervention plus support groups. Brief intervention may include a traditional service such as counseling. We have also trained over 140group facilitators to help people right where they live. People attending support groups may have concerns which are mild or moderate and would benefit from this free service. The Board has implemented Screening, Brief Intervention, and Referral to Treatment (SBIRT) processes that identify the intensity and service mix required for anyone presenting for care. Based on the screening and brief intervention, some individuals will be referred to other providers or to support groups if their need does not meet a level of care.

The following graphic illustrates the order and proportion of Board priority services in times of difficult funding:
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C. Regional Psychiatric Hospital Continuity of Care Agreements

D. County Commissioners Consultation Regarding Child Welfare System




SECTION IV: COLLABORATION

Key collaborations and related benefits and results

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

· Family and Children First Councils in three counties

· St. Rita’s Medical Center

· Allen and Hardin County Juvenile Court

· Allen and Hardin Common Pleas Court

· Allen and Auglaize Municipal Court

· Sheriffs in Allen, Auglaize, and Hardin Counties

· Lima and Bluffton Police

· Adult Parole Authority

· Municipal Probation

· Auglaize County Jail

· Allen County Jail

· Faith Community

· Boards of DD in Allen, Auglaize, Hardin Counties

· DJFS in Allen, Auglaize, Hardin Counties

· Area Agency on Aging and Councils on Aging in Allen, Auglaize, Hardin Counties

· Regional Planning Commission

· Allen County Health Department

· Lima City Schools

· ESC’s in Allen, Auglaize, Hardin Counties

· CSB Allen County

· City of Lima, Development Department
· Critical Incident Stress Management Team

· Allen and Auglaize EMA

Involvement of customers and general public in the planning process

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


Semi-annually the Board seeks input from customers and the general public through a Survey Monkey method as well as paper and pencil surveys that are completed at each agency. The Board also utilizes data from County Wide assessments that gauge residents’ needs. Regularly the Board hosts topic focused groups and seeks input from various segments of the community: schools, criminal justice, aging, DD community, and persons and providers involved in the AoD system. The Board then incorporates this feedback in the creation of annual goals. 


Currently the Board is involved in developing a two year Performance Plan that is congruent with this Community Plan. The Board is utilizing data gathered from focus groups and surveys to develop its goals and objectives for the coming biennium. 

Regional Psychiatric Hospital Continuity of Care Agreements

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

Continuity of Care Agreement was executed with State Psychiatric Hospital in Toledo on March 2, 2009. Training was provided to Health Officers by Lutheran Social Services Vice President Tammie Colon and Supervisor Deb Stinson during staff orientations in March and April 2009. 15 staff received training at Lutheran Social Services.

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

The Board consults with County Commissioners at least annually regarding services for individuals involved in the child welfare system and regularly with the DJFS and CSB directors through shared funding agreements signed by the County Commissioners. Funding is made available to fund services jointly for children and families who are multi-system involved and in service coordination through Family and Children First Councils in each county
Funds available for parents/caregivers in the child welfare system

Funds for parents and caregivers involved in service coordination are available as resources are available and as warranted by the joint service plan jointly funded.

	V. Evaluation of the Community Plan

A. Description of Current Evaluation Focus 

B. Measuring Success of the Community Plan for SFY 2012-2013

C. Engagement of Contract Agencies and the Community

D. Milestones and Achievement Indicators

E. Communicating Board Progress Toward Goal Achievement




SECTION V: EVALUATION OF THE COMMUNITY PLAN

Ensuring an effective and efficient system of care with high quality

Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge (other than funding cuts) in meeting the requirements of ORC 340.03(A)(4) and 340.033(H).  Please reference evaluation criteria found in Appendix C with regard to your discussion of successes and challenges with measuring quality, effectiveness and efficiency. 
The Board in collaboration with all of the agencies under contract with the board developed the Program Feasibility Analysis (PFA). The purpose of the PFA is to identify the programs the agency wishes to contract for in a particular year and helps the board as an investor to understand the scope and the outcome of each program under contract. All public funds expended by the board are required to be identified in a PFA by each agency. The PFA covers the following areas:

· Program Summary

· Location of the Service

· Cost of the program in total including cost analysis and cost effectiveness
· Number of persons to be served and patterns of service use
· Community need identified and how the need was identified

· Evidence based or research based practice(s) to be utilized

· National Outcome Measures (NOMS) to be addressed

· Congruence with the Board’s Performance Plan and identified priorities
· Consistency with the mission of the agency
· Detailed program description including staff, credentials, services, etc.

· Access

· Collaboration with other agencies

· Logic Model identifies the consumer and agency outcomes to be achieved (see Logic Models in Section II. Question 13 for the format of the Logic Model which is also used by the Board to enable cross- tabulation of data.)
Reports are submitted quarterly to the board and then reported at periodic board meetings to update board members and others about progress in achieving the goals. Occasionally an underperforming programming will be “tweaked” or “remodeled” to better achieve its goals as a mid course correction.

Agency supervisors then use these outcomes as a management tool to assist direct service providers to “stay on task” with the outcomes they have identified to be achieved. In this way from top to bottom everyone is watching the same indicators.

The Board and the agencies work together to identify the programs to be implemented and the outcomes to be achieved each year. Implementation of the PFA’s is an ongoing process that the board and agencies enter into each year prior to contracting and then serve as the basis for ongoing discussion throughout the contract year. Discussion is often focused on outcomes and what is working or not working so that together we invest resources where they are most needed and most productive.
The Board has recently completed the implementation of an electronic “Data Mart”, an aggregation tool which gathers data from MACSIS and other statistical and data resources and makes them easily accessible in real time. Client profiles can easily be accessed through Excel pivot tables to measure patterns of use, diagnosis and BH data, cost per client across providers, client demographics, and geographical area. The Board also utilizes the data aggregation site of the State Epidemiological Outcomes Workgroup (http://www.odadas.ohio.gov/SEOW/) to analyze data and enhance the trend analyses of the Board’s Data Mart. 

Determining Success of the Community Plan for SFY 2012-2013

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

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

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

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


For the first time, the Board has aligned the cycle of the Community Plan with the Operational Performance Plan (aka strategic plan) of the Board. Given the current funding environment, agency staff and the Board’s Joint Planning Committee (a combined group of the Quality Improvement Committee and the Alcohol and Drug Standing Committee) decided to align the plans and project the Performance Plan two years into the future instead of five years as it had been in previous plans. 

The benefit of this alignment is the tracking of success measures through the identified activities and outcomes of the Board Logic Models in Section II. Question 13. The Board has identified four areas for transformation and success:

1. Advocate for adequate funding to maintain an effective system of care.
2. Implement proven treatments for persons with the highest acuity mental illness and substance abuse - youth and adults.
3. Promote well-being and resiliency through partnerships in each community.
4. Develop a high performance system of care.
Agencies are required to submit Program Feasibility Analysis (PFA) plans that are congruent with the Board’s Performance and Community Plan. 
In this rapidly changing environment of health care reform, behavioral health has the potential to play an essential role. However, it will require that the Board and contract providers adopt five key drivers of high performance organizations.

· Aligned Leaders – Trusted leaders who are focused and aligned around a shared vision, and who empower employees at all levels to achieve the vision.

· Skilled and Motivated Workforce - A diverse, multi-generational workforce composed of high-performing individuals who are ready, willing, and able to execute the strategies, goals, and values of the organization

· Integrated Talent Management System - An integrated system for aligning people to the strategies, goals, and values of the organization through processes and technologies that enable the selection, recruitment, rewarding, and retention of top talent.

· Continuous Improvement - A focused, system-wide effort to modify work processes, technology, and skills to consistently meet customer requirements and win in the marketplace

· Enabling Technologies – Staying current with the development and demands of new technology. In order to achieve success in implementing new technology, it is critical that a strategy for engaging, informing, and training people be given a high priority. 

This evaluation approach parallels two SAMHSA strategies. First, Health Information Technology, Electronic Health Records and Behavioral Health: “Ensure the behavioral health provider network, including prevention specialists and consumer providers, fully participates with the general health care delivery system in the adoption of Health Information Technology (HIT).”  Second, Data, Outcomes, and Quality - Demonstrating Results: “Realize an integrated data strategy that informs policy, measures program impact, and results in improved quality of services and outcomes for individuals, families, and communities.”



Portfolio of Providers and Services Matrix

	
	
	            Table 1: Portfolio of Alcohol and Drug Services Providers
	
	
	
	
	

	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source
	5004

	
	
	
	
	
	
	
	
	(Please specify)
	

	 
	Lima UMADAOP
	 
	African American youth and adults; general population
	(Universal, Selected or Indicated)
	Circle for Recovery, MRT, Thinking for a Change
	1
	(Please specify)
	ODADAS and LOCAL LEVY
	Medicaid Only
	 

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	x
	 
	 
	Universal
	 
	 
	no
	yes
	Yes   No
	 

	Alternatives
	x
	 
	 
	Selected
	 
	 
	no
	yes
	Yes   No
	 

	Education
	x
	 
	 
	Selected
	 
	 
	no
	yes
	Yes   No
	 

	Community-Based Process
	x
	 
	 
	Universal
	 
	 
	no
	yes
	Yes   No
	 

	Environmental
	x
	 
	 
	 
	 
	 
	no
	yes
	Yes   No
	 

	Problem Identification and Referral
	x
	 
	 
	Selected
	 
	 
	no
	yes
	Yes   No
	 

	PRE-TREATMENT (Level 0.5)
	 
	 
	 
	 
	 
	 
	no
	yes
	Yes   No
	 

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	x
	 
	 
	 
	 
	 
	no
	Yes
	Yes   No
	 

	Intensive Outpatient
	 
	 
	 
	 
	 
	 
	no
	 
	Yes   No
	 

	Day Treatment
	 
	 
	 
	 
	 
	 
	no
	 
	Yes   No
	 

	COMMUNITY RESIDENTIAL (Level 2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Non-Medical
	x SOBER LIVING
	Phoenix House
	Women
	 
	 
	 
	No
	Yes   No
	Yes   No
	 

	Medical
	 
	 
	 
	 
	 
	 
	No
	Yes   No
	Yes   No
	 

	SUBACUTE (Level 3)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ambulatory Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	23 Hour Observation Bed
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Sub-Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 


	
	
	            Table 1: Portfolio of Alcohol and Drug Services Providers
	
	
	
	
	

	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source
	i. MACSIS UPI

	
	
	
	
	
	
	
	
	(Please specify)
	

	 
	Coleman Behavioral Health
	 
	Adults - Treatment only
	(Universal, Selected or Indicated)
	MRT, Thinking for a Change
	3
	no
	ODADAS and LOCAL LEVY
	Medicaid Only
	13100

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Alternatives
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Education
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Community-Based Process
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Environmental
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Problem Identification and Referral
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

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

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	x
	 
	 
	 
	 
	 
	NO
	YES
	Yes   No
	 

	Intensive Outpatient
	x
	 
	 
	 
	 
	 
	NO
	YES
	Yes   No
	 

	Day Treatment
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	COMMUNITY RESIDENTIAL (Level 2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Non-Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	SUBACUTE (Level 3)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ambulatory Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	23 Hour Observation Bed
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Sub-Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 


	
	
	            Table 1: Portfolio of Alcohol and Drug Services Providers
	
	
	
	
	

	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source
	i. MACSIS UPI

	
	
	
	
	
	
	
	
	(Please specify)
	

	 
	Family Resource Centers
	 
	Children and Youth
	(Universal, Selected or Indicated)
	LifeSkills Training
	3
	(Please specify)
	ODADAS and Local Levy
	Medicaid Only
	 

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	x
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Alternatives
	 
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Education
	x
	 
	x
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Community-Based Process
	 
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Environmental
	 
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Problem Identification and Referral
	x
	 
	x
	 
	 
	 
	No
	Yes 
	Yes   No
	 

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

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	x
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Intensive Outpatient
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Day Treatment
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	COMMUNITY RESIDENTIAL (Level 2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Non-Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	SUBACUTE (Level 3)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ambulatory Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	23 Hour Observation Bed
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Sub-Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 


	
	
	            Table 1: Portfolio of Alcohol and Drug Services Providers
	
	
	
	
	

	Prevention Strategy and Level of Care
	a. Provider Name Partnership for Violence Free Families
	b. Program Name (Provider Specific) iChoose, General Prevention
	c. Population Served - 
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source
	i. MACSIS UPI

	
	
	
	
	
	
	
	
	(Please specify)
	

	 
	 
	 
	 
	(Universal, Selected or Indicated)
	(List the EBP name)
	 
	(Please specify)
	ODADAS Local Levy
	Medicaid Only
	N/A

	PREVENTION
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Information Dissemination
	x
	 
	General
	Universal
	 
	 
	No
	Yes
	Yes   No
	 

	Alternatives
	x
	 
	18-25 yo
	Selected
	 
	 
	No
	Yes 
	Yes   No
	 

	Education
	x
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Community-Based Process
	x
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Environmental
	x
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

	Problem Identification and Referral
	 
	 
	 
	 
	 
	 
	No
	Yes 
	Yes   No
	 

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

	OUTPATIENT (Level 1)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Outpatient
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Intensive Outpatient
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Day Treatment
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	COMMUNITY RESIDENTIAL (Level 2)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Non-Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Medical
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	SUBACUTE (Level 3)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ambulatory Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	23 Hour Observation Bed
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	Sub-Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Acute Detoxification
	 
	 
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	 


Table 2: Portfolio of Mental Health Services Providers

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

	
	
	
	
	
	
	(please be specific) 
	
	

	 
	Coleman
	13100
	3
	 
	Medicaid + Match
	GRF (Not as Medicaid Match)
	Levy (Not as Medicaid Match)
	Other (Not as Medicaid Match)
	 
	 
	 

	Integrated Dual Diagnosis Treatment (IDDT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assertive Community Treatment (ACT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TF-CBT
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Multi-Systemic Therapy (MST)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Functional Family Therapy (FFT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Supported Employment
	x
	 
	 
	 
	Yes
	YES
	YES
	Yes
	SMPI
	160
	220

	Supportive Housing
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Wellness Management & Recovery (WMR)
	X
	 
	 
	 
	Yes
	YES
	YES
	Yes
	 
	50
	75

	Red Flags
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	EMDR
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Crisis Intervention Training (CIT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Foster Care
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Pre-School
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Transition Age Services
	x
	 
	 
	 
	Yes
	YES
	YES
	Yes
	SMPI/SED
	10
	15

	Integrated Physical/Mental Health Services 
	x
	 
	 
	 
	Yes
	YES
	YES
	Yes
	SPMI
	 
	50

	Ohio’s Expedited SSI Process
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Medicaid Buy-In for Workers with Disabilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Consumer Operated Service
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Peer Support Services
	x
	 
	 
	 
	Yes
	YES
	YES
	Yes
	SMPI/DD
	150
	150

	MI/MR Specialized Services
	x
	 
	 
	 
	Yes
	YES
	YES
	Yes
	 
	15
	15

	Consumer/Family Psycho-Education
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


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

	
	
	
	
	
	
	(please be specific) 
	
	

	 
	Family Resource Centers
	 
	3
	 
	Medicaid + Match
	GRF (Not as Medicaid Match)
	Levy (Not as Medicaid Match)
	Other (Not as Medicaid Match)
	 
	 
	 

	Integrated Dual Diagnosis Treatment (IDDT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assertive Community Treatment (ACT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TF-CBT
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Multi-Systemic Therapy (MST)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Functional Family Therapy (FFT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Supported Employment
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Supportive Housing
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Wellness Management & Recovery (WMR)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Red Flags
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	EMDR
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Crisis Intervention Training (CIT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Foster Care
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Pre-School
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Transition Age Services
	x
	 
	 
	 
	YES
	YES
	YES
	YES
	SED
	15
	15

	Integrated Physical/Mental Health Services 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ohio’s Expedited SSI Process
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Medicaid Buy-In for Workers with Disabilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Consumer Operated Service
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Peer Support Services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	MI/MR Specialized Services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Consumer/Family Psycho-Education
	X
	 
	 
	 
	 
	 
	YES
	 
	Parents
	250
	250

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

	
	
	
	
	
	
	(please be specific) 
	
	

	 
	SAFY Behavioral Health
	10578
	1
	 
	 
	 
	 
	 
	Youth and Families
	 
	 

	Integrated Dual Diagnosis Treatment (IDDT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Assertive Community Treatment (ACT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	TF-CBT
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Multi-Systemic Therapy (MST)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Functional Family Therapy (FFT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Supported Employment
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Supportive Housing
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Wellness Management & Recovery (WMR)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Red Flags
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	EMDR
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Crisis Intervention Training (CIT)
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Foster Care
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Therapeutic Pre-School
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Transition Age Services
	x
	 
	 
	 
	 
	 
	 
	 
	SED
	15
	15

	Integrated Physical/Mental Health Services 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Ohio’s Expedited SSI Process
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Medicaid Buy-In for Workers with Disabilities
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Consumer Operated Service
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Peer Support Services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	MI/MR Specialized Services
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Consumer/Family Psycho-Education
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


ODMH <2012 Community Plan Adult Housing Categories

Please answer each category for your SPMI/SMI population.

ODMH is also interested in knowing for each category how many beds/units are set-aside for the forensic sub-population and for those sex offenders who are a sub-population of SPMI/SMI.




                                                                                                                                                                                                                                                                                                (Question 5)


	Housing Categories 
	Definition 
	Examples 
	#SPMI/

   SMI
	   #  

Units
	    #  

 Beds

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

· Crisis Residential 

· Crisis Stabilization Unit


	8
	1
	8

	ODMH Licensed Residential Care 

 
	Includes room and board, and personal care 24/7 if specified in license. Rules in program or service agreement attached to housing are applicable. Treatment services are billed separately. Usually agency operated and staffed; provides 24-hour supervision in active treatment oriented or structured environment.

Type 1: Room & Board; Personal Care; Mental Health Services

Type 2: Room & Board; Personal Care

Type 3: Room and Board 


	· Licensed as Type I, II or III (Residential Facility Care)

· Residential Support

· Supervised Group Living

· Next-Step Housing from psychiatric hospital and/or prison


	8
	1
	8

This is the crisis care facility

	ODH Licensed Residential Care 


	Includes room and board, and personal care 24/7 if specified in license. Rules in program or service agreement attached to housing are applicable. Treatment services are billed separately. Usually operator owned and staffed; provides 24-hour supervision in structured environment.


	· Adult Care Facilities

· Adult Family Homes

· Group Homes
	4
	3
	4

( out of county ACF placements)

	 Respite Care 

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

·  Respite Care 
	0
	0
	0

	Temporary Housing 


	Non–hospital, time limited residential program with an expected length of occupancy and goals to transition to permanent housing. Includes room and board, with referral and access to treatment services that are billed separately.
	· Commonly referred to and intended as time-limited, short term living

· Transitional Housing Programs

· Homeless county residence currently receiving services 

· Persons waiting for housing

· Boarding Homes

· YMCA/YWCA (not part of a supportive housing program) 
	16
	3
	26

	Board/Agency Owned Community Residence 


	Person living in an apartment where they entered into an agreement that is NOT covered by Ohio tenant landlord law. Rules in program or service agreement attached to housing. Refers to financial sponsorship and/or provision of some degree of on-site supervision for residents living in an apartment dwelling. Treatment services are billed separately. 
	· Service Enriched Housing

· Apartments with non-clinical staff attached 

· Supervised Apartments 

· No leases: NOT covered by Ohio tenant landlord law


	8
	8
	8

(new apartments with project based voucher to be available in January)

	Permanent  Supportive Housing (Subsidized Supportive Housing)

with Primary Supportive Services On-Site


	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.) 
	· HAP

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

Supportive Services staff primary offices are on-site and their primary function are to deliver supportive services on-site; these staff many accompany residents in the community to access resources.
	58 in total

8    HAP

31  SPC

19  in supported housing
	43
	58

	Permanent  Supportive Housing (Subsidized Supportive Housing)

with Supportive Services Available


	Person living in an apartment where they entered into a lease with accordance to Ohio tenant landlord law or a mortgage and, in instances where ODMH allocated funds have been used, an exit strategy for the subsidy has been developed. Treatment services are billed separately. (The landlord may be a housing agency that provides housing to mental health consumers.) 
	· HAP

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

· Supportive Services staff primary offices are not on-site; supportive serve staff may come on-site to deliver supportive services or deliver them off-site. (In this model a primary mental health CPST worker may be delivering the supportive services related to housing in addition to treatment services.
	10
	10
	10

	Independent Community Housing

(Rent or Home Ownership)
	Refers to house, apartment, or room which anyone can own/rent, which is not sponsored, licensed, supervised, or otherwise connected to the mental health system.  Consumer is the designated head of household or in a natural family environment of his/her choice.
	· Own home

· Person with Section 8 Voucher (not Shelter Plus Care)

· Adult with roommate with shared household expenses

· Apartment without any public assistance

· Housing in this model is not connected to the mental health system in any way.  Anyone can apply for and obtain this housing.
	1819
	1392
	1392


ODADAS Waivers

Waiver Request for Inpatient Hospital Rehabilitation Services

Funds disbursed by or through ODADAS may not be used to fund inpatient hospital rehabilitation services.  Under circumstances where rehabilitation services cannot be adequately or cost-efficiently produced, either to the population at large such as rural settings, or to specific populations, such as those with special needs, a Board may request a waiver from this policy for the use of state funds.

Complete this form providing a brief explanation of services to be provided and a justification for this requested waiver. Medicaid-eligible recipients receiving services from hospital-based programs are exempt from this waiver.

	         A. HOSPITAL
	    ODADAS UPID #
	      ALLOCATION

	N/A
	
	


B. Request for Generic Services
Generic services such as hotlines, urgent crisis response, referral and information that are not part of a funded alcohol and other drug program may not be funded with ODADAS funds without a waiver from the Department.  Each ADAMHS/ADAS Board requesting this waiver must complete this form and provide a brief explanation of the services to be provided

	       B.AGENCY
	ODADAS UPID #
	      SERVICE
	  ALLOCATION

	N/A
	
	
	


SFY 2012 & 2013 ODMH Budget Templates

     The final budget template, narrative template and instructions will be 
 

             posted on the ODMH website (http://mentalhealth.ohio.gov) on

                               December 1, 2010.  (ORC Section 340.03)
These two excel workbooks are included as separate documents.
Additional ODMH Requirements

(Formerly Community Plan – Part B)
NOTE
While boards understand that a certain amount of unpredictability around funding assumptions for the next biennium are a normal process of the community plan, there are several key pieces of information and unresolved policy considerations from the departments that do not allow the community plan to be the useful document and management tool that it was designed to be. 

Many of these issues revolve around state psychiatric hospitals.  At this time, we have not yet received written information about the state psychiatric hospital per diem rate.  Governing board members want to know how much a service costs before they decide how much to buy and approve the plan in the form of a resolution.  ODMH has also recently announced an intention to eliminate our risk sharing agreement for hospital bed days (SCUD).  As we have shared with ODMH staff, boards simply cannot move forward in bed day planning without a way to address risk.  There are serious issues to negotiate around hospitals and a process for doing that is dictated in our 1999 settlement agreement.  These are crucial factors that impact a board’s decision to opt in or out, which under statute is not linked with the community plan and is a decision boards have until May 1 of next year to make.  

Finally, the funding assumption guidance has been very confusing, ranging from flat funding to a 10% cut, while the budget the ODMH director submitted eradicated state funding for the community mental health system of care and proposed drastic changes in hospital operations that would have significant and dire consequences.  The community plan asks boards to elect distribution of 408 funds without the per diem, budget, or how to logically plan for bed days.  Boards want the community plan process to be useful and meaningful.  Regrettably, in the absence of critical information, this community plan offers little in the way of utility.  Our board reserves our rights under statute and the settlement agreement, including the ability to amend the community plan, negotiate the SCUD, and opt out of 408.

Notification of Election of Distribution – SFY 2012  (Due: December 30, 2010)

The Allen, Auglaize, and Hardin County Alcohol, Drug Addiction and Mental Health Services Board or Community Mental Health Board has decided the following:

X         
 The Board plans to elect distribution of 408 funds
______
The Board plans not to elect distribution of 408 funds
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Signed:
______________________________________________________



Executive Director



Alcohol, Drug Addiction and Mental Health Services Board or



Community Mental Health Board

Date:

8/26/11


State Hospital Inpatient Days  (Due: March 30, 2011)

	BOARD NAME Mental Health and Recovery Services Board of Allen, Auglaize, and Hardin Counties
2012 Planned Use of State Hospital Inpatient Days By Hospital/Campus

	1. Regional Psychiatric Hospital Name


	

	Northwest Psychiatric Hospital, Toledo
	600 days

	
	

	
	

	Total All State Regional Psychiatric Hospitals Inpatient Days

	600 days


 *
When specifying a Regional Psychiatric Hospital, please indicate a 

       particular campus.
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Signed ____________________________________________





ADAMH/CMH Board Executive Director






          CSN Services



I anticipate renewing contracts for CSN services.



_____ Yes, pursuant to Board Resolution dated ___ / ___ / 2011





X
No

Board Membership Catalog for ADAMHS/ADAS/CMHS Boards 

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8-15-11

	Board Member

Arlett Pollock-Evans
	Appointment           Sex                   Ethnic Group 
ODMH                     F                            
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

2653 West Elm St., Lima, OH 45805

	

	Telephone (include area code)

419-222-5449

	County of Residence

Allen
	

	Occupation

Advance Practice Psych Mental health Clinical Nurse Specialist
	

	Term

Second
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared
8/15/11

	Board Member

Dr. Laura Waldron
	Appointment           Sex                   Ethnic Group 
      ODMH                 F
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

525 North Eastown Road

Lima, OH 45807

	

	Telephone (include area code)

419-998-4699

	County of Residence

Allen
	

	Occupation

Family Practice MD
	

	Term

1st
	Year Term Expires
6-30-2013
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Tina Whitaker
	Appointment           Sex                   Ethnic Group 
      County                     F   

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

1025 South Main St., Kenton, OH 43326

	

	Telephone (include area code)

419-674-2296

	County of Residence

Hardin
	

	Occupation

911 Coordinator in Hardin County 
	

	Term

 1st
	Year Term Expires

6-30-2014
	


	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Barbara Link
	Appointment           Sex                   Ethnic Group 
   ODADAS              F 

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

121 South Cable Road

Lima, OH 45805

	

	Telephone (include area code)

419-230-5336
	County of Residence

Allen
	

	Occupation

Bookkeeper
	

	Term

1st
	Year Term Expires

6-30-2013
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Mary Eyink
	Appointment           Sex                   Ethnic Group 
      ODADAS               F                             

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

04786 Lock Two Road, New Bremen, OH 45869

	

	Telephone (include area code)

419-629-2226
	County of Residence

Auglaize
	

	Occupation

Adult Education Instructor
	

	Term

2nd 
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties 
	Date Prepared

8/15/11

	Board Member

Ed Hoffmeyer
	Appointment           Sex                   Ethnic Group 
 County                     M
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

125 Lansing Lane

Lima, OH 45805

	

	Telephone (include area code)

419-229-0828

	County of Residence

Allen
	

	Occupation

Elementary School Teacher with Lima City Schools
	

	Term
1st
	Year Term Expires
2-25-2012
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Richard Schroeder
	Appointment           Sex                   Ethnic Group 
 County                    M                                  

Officer                    Hispanic or Latino (of any race)
  Vice Chair             
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

3968 Fort Amanda Road, Lima, OH 45804

	

	Telephone (include area code)

419-229-6922

	County of Residence

Allen
	

	Occupation

Retired Director of Community Development
	

	Term

2nd
	Year Term Expires

6-30-2012
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Dan Marshman
	Appointment           Sex                   Ethnic Group 
 County                        M                    

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

325 Pine Ave., Dunkirk, OH 45836

	

	Telephone (include area code)

419-759-3492

	County of Residence

Hardin
	

	Occupation

Retired School Superintendent
	

	Term

2nd
	Year Term Expires

6-30-2014
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties 
	Date Prepared

8/15/11

	Board Member

Heather Meyer
	Appointment           Sex                   Ethnic Group 
  County                     F           

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

11515 Tom Fett Road, Bluffton, OH 45817

	

	Telephone (include area code)

419-303-2430

	County of Residence

Allen
	

	Occupation

Administrator
	

	Term

1st
	Year Term Expires
6/30/2015
	

	Board Name
Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Daniel Hughes
	Appointment           Sex                   Ethnic Group 
     ODMH               M                              

Officer                    Hispanic or Latino (of any race)
                                    African-American
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

391 West Elm St., Bluffton, OH 45817

	

	Telephone (include area code)

419-358-4792
	County of Residence

Allen
	

	Occupation


	

	Term

2nd
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Roger Phillips
	Appointment           Sex                   Ethnic Group 
   County                     M                  

Officer                    Hispanic or Latino (of any race)
   Chair               
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)
11845 Glynwood Road, Wapakoneta, OH 45895

	

	Telephone (include area code)

419-738-5939
	County of Residence

Auglaize
	

	Occupation

Retired Lutheran Pastor
	

	Term

1st
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

James Bronder
	Appointment           Sex                   Ethnic Group 
   County                  M
Officer                    Hispanic or Latino (of any race)
    Vice Chair              
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

1413 Loch Loman Way, Lima, OH 45805

	

	Telephone (include area code)

419-999-5497
	County of Residence

Allen
	

	Occupation

Controler/CFO at Univerity of Northwestern Ohio
	

	Term

2nd 
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Amy Ruppert
	Appointment           Sex                   Ethnic Group 
   County                     F           

Officer                    Hispanic or Latino (of any race)
     Treasurer          
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

822 Carnation Dr., Wapakoneta, OH 45895

	

	Telephone (include area code)

419-738-4514
	County of Residence

Auglaize
	

	Occupation

Business Admin for Auglaize County DJFS
	

	Term

1st
	Year Term Expires

6-30-2013
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Wanda Stokely
	Appointment           Sex                   Ethnic Group 
  ODADAS                 F                

Officer                    Hispanic or Latino (of any race)
      Chair            
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

9270 Sandusky Road, Harrod, OH 45850

	

	Telephone (include area code)

419-303-1969
	County of Residence

Allen
	

	Occupation

Book Keeper/Office Assistant at Sign Pro Imaging
	

	Term

1st 
	Year Term Expires

6-30-2012
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared
8-15-11

	Board Member

Julia Nunez
	Appointment           Sex                   Ethnic Group 
    ODADAS                F               

Officer                    Hispanic or Latino (of any race)
                                        African-American
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

925 Loretta Place, Lima, OH 45805

	

	Telephone (include area code)

419-228-5482
	County of Residence

Allen
	

	Occupation

Retired Child Welfare Administrator
	

	Term

1st 
	Year Term Expires

6-30-2012
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Larry James
	Appointment           Sex                   Ethnic Group 
 County                    M
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

12393 Brown Road, Wapakoneta, OH 45895

	

	Telephone (include area code)

419-738-4873

	County of Residence

Auglaize
	

	Occupation

Retired 
	

	Term
2nd
	Year Term Expires

6-30-2015
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

Adam Holbrook
	Appointment           Sex                   Ethnic Group 
      ODMH              M                             

Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician

	Mailing Address (street, city, state, zip)

2268 North Glenwood Ave.
Lima, OH 45805

	

	Telephone (include area code)

419-890-6718

	County of Residence

Allen
	

	Occupation

Disabled Veteran
	

	Term

1st
	Year Term Expires

6-30-2014
	

	Board Name

Mental Health and Recovery Services Board of Allen, Auglaize and Hardin Counties
	Date Prepared

8/15/11

	Board Member

David Collins
	Appointment           Sex                   Ethnic Group 
      County                M
Officer                    Hispanic or Latino (of any race)
                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                            FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                           FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

0584 CR 60, Ada, OH 45810

	

	Telephone (include area code)

419-230-1610
	County of Residence

Hardin
	

	Occupation

Executive Director of American Red Cross
	

	Term

1st
	Year Term Expires

6/30/2015
	



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

	Kara Marciani
	600 Wayne Ave
	Dayton
	45410
	937 496 2000
	kmarciani@eastway.org


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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Deb Stinson
	799 S Main St
	Lima
	45805
	567-242-6052
	dstinson@lssnwo.org




INSERT ADDITIONAL BOARD APPENDICES AS NEEDED

Adult  Consumer





Adult Consumers
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