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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

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

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

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

1) Identify community mental health needs;
2) Identify services the Board intends to make available including crisis intervention services;
3) Promote, arrange, and implement working agreements with social agencies, both public and private, and with judicial agencies;

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

5) Recruit and promote local financial support for mental health programs from private and public sources.
Section 340.033(A) of the Ohio Revised Code (ORC) stipulates the Board’s responsibilities as the planning agency for alcohol and other drug addiction services.  Among the responsibilities of the Board described in the legislation are as follows: 
1)  Assess service needs and evaluate the need for programs;

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

4)  Review and evaluate substance abuse programs;

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

6)  Assure effective services that are of high quality.
ORC Section 340.033(H)

Section 340.033(H) of the ORC requires ADAMHS and ADAS Boards to consult with county commissioners in setting priorities and developing plans for services for Public Children Services Agency (PCSA) service recipients referred for alcohol and other drug treatment.  The plan must identify monies the Board and County Commissioners have available to fund the services jointly.  The legislation prioritizes services, as outlined in Section 340.15 of the ORC, to parents, guardians and care givers of children involved in the child welfare system.
OAC Section 5122-29-10(B)

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

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

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

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

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

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

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

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

A.  Economic Conditions and the Delivery of Behavioral Health Care Services

Poverty has been a long standing problem in Ashtabula County and statistics demonstrate the county’s poverty and public assistance rates exceed those of the State of Ohio.  

The 2008 U.S. Census data reveals that 15.6% of Ashtabula County residents live at or below the poverty rate compared to the Ohio rate of 13.3%.  The 2008 Census Bureau data also reports that 23.8% of children in the county live in families with incomes at or below the poverty rate compared to 18.5% for Ohio.  Ashtabula County residents’ per capita income in 2008 was $28,881 compared to $35,889 for Ohio residents.

According to the Ohio Department of Job and Family Services (ODJFS) 2009 County Profile, 26.9% of Ashtabula County residents were dependent on income supports provided by taxpayer dollars compared to 18.2% for the State of Ohio.  In CY 2009, 25.2% of the Ashtabula County population received food assistance compared to 18.6% of Ohio residents.  This was a 4% increase in the number of county residents receiving food assistance since CY 2008 (21.2%). In 2009, 4% of Ashtabula County residents received Ohio Works First Cash Assistance compared to 3.7% of Ohioans.  

27.3% of county residents with 54.8% of the members under 18 years of age were enrolled in Medicaid during SFY 2009.  Ohio’s rate was 21% enrolled in Medicaid and 44.6% of Ohio residents enrolled were under the age of 18.  In 2007, 47.9% of all births in Ashtabula County were paid by Medicaid.

There has been a steady increase in the number of county youth receiving a free or reduced lunch.  The number of students receiving free and reduced priced lunches in 2009 was 9,205 or 55.3% of all students.

Ashtabula County has experienced increasing rates of unemployment over the last 10 years and reached a high of 13.3% in 2009. As of July 2011, the county’s unemployment rate was 10.6%.  Related to employment is the issue of health insurance coverage.  The US Census estimates that in 2009, 64.1% of the county’s civilian non-institutionalized population had private health insurance coverage and 35.6% had public health insurance coverage.  14.4% had no health insurance coverage and 7.4% under the age of 18 had no coverage.

Economic conditions, including employment and poverty levels can have a direct connection to an increased demand for behavioral health services, particularly by persons who are not eligible for Medicaid.  SAMHSA reports the following possible health risks associated with economic turmoil:

“Economic turmoil (e.g., increased unemployment, foreclosures, loss of investments and other financial distress) can result in a whole host of negative health effects - both physical and mental. It can be particularly devastating to your emotional and mental well-being. Although each of us is affected differently by economic troubles, these problems can add tremendous stress, which in turn can substantially increase the risk for developing such problems as: 

· Depression

· Anxiety

· Compulsive Behaviors (over-eating, excessive gambling, spending, etc.)

· Substance Abuse 

Unemployment and other kinds of financial distress do not "cause" suicide directly, but they can be factors that interact dynamically within individuals and affect their risk for suicide. These financial factors can cause strong feelings such as humiliation and despair, which can precipitate suicidal thoughts or actions among those who may already be vulnerable to having these feelings because of life-experiences or underlying mental or emotional conditions (e.g., depression, bi-polar disorder) that place them at greater risk of suicide. “

Ashtabula County continues to be tremendously limited by the unyielding growth of services billed to Medicaid.  Total Medicaid costs have increased almost 66% in the last six years from $3,823,320 in Fiscal Year 2004 to $11,247,760 (Weekly MACSIS Scoring Board 07/09/2011) in Fiscal Year 2010.  SFY 2011 saw a somewhat slower growth at 2% with total Medicaid costs currently at $11,468,935 (Weekly MACSIS Scoring Board 08/27/2011) with additional amounts yet to be billed throughout SFY 2012 which should drive costs higher for the state fiscal year.  Also of note in comparison between SFY 2010 and SFY 2011 is the variance in the growth between substance abuse and mental health Medicaid costs.  SFY 2011 mental health services have thus far increased by 1.44%, substance abuse services increased by 4.67%.

The following charts demonstrate the growth of Clients with Medicaid and the Costs of Medicaid Claims from Fiscal Year 2003 through Fiscal Year 2011.  The charts are divided by Mental Health in-county and out-of-county Medicaid providers and AOD in-county and out-of-county providers. (Based upon MACSIS claims extract created August 29, 2011).
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	Out of County Providers:  Mental Health Medicaid Growth
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Ashtabula County has the highest, (in fact almost double most of its peer Boards), Medicaid Mental Health cost per capita of the five Boards that make up the Heartland East Collaborative: Stark, Trumbull, Portage, Columbiana and Wayne/Holmes.  Ashtabula’s Medicaid Mental Health cost per capita is $95.19 compared to the five other Medicaid Mental Health Boards whose per capita costs are: $42.10, $45.13, $42.39, $46.52 and $23.69.  The cost per Medicaid mental health client served has increased by 31.23% when comparing the SFY 2004 cost of $1,655.60 per client to $2,407.41 per client in SFY 2011.  Once again, Ashtabula has the highest cost per mental health client served when compared to the other five Boards of the Heartland East Collaborative, $610.69 per client more than the second highest cost per client served in the Collaborative.

The following table illustrates the In-County Medicaid Growth of the Mental Health cost per client served from Fiscal Year 2002 to Fiscal Year 2011 comparing Ashtabula County with its Peer Group of Boards.  The table illustrates that the County has a mental health cost per client and rate of growth that continues to outpace our peer Boards:
	Board

	SFY 2002

	SFY 2011

	Growth


	Ashtabula

	 $    1,437.43 

	 $ 2,407.41 

	45.41%


	Peer Group

	 $    1,732.93 

	 $ 1,591.28 

	-4.25%



	
	

	
	
	
	

	
	
	
	

	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


The same trends exist when evaluating Medicaid Alcohol or Drug Services.  The Ashtabula County Alcohol or Drug Services cost per capita is higher than the other five AOD Boards who are included in the Heartland East Collaborative.  Ashtabula’s Medicaid Alcohol or Drug cost per capita is $16.60 compared to the other boards whose costs per capita are: $3.34, $9.84, $5.52, $13.20 and $4.36.  The cost per Medicaid AOD client served has increased in Ashtabula County by 136.39% when comparing the SFY 2004 cost of $554.96 to the SFY 2011 cost of $2,347.60.  

The following table illustrates the In-County Medicaid Growth of the Alcohol and Drug service cost per client served from Fiscal Year 2002 to Fiscal Year 2010 comparing Ashtabula County with its Peer Group of Boards.  Ashtabula County’s AOD cost per Medicaid client served and rate of growth is significantly higher than its peer Boards:
	Board
	SFY 2002
	SFY 2011
	Growth

	Ashtabula
	 $        668.00 
	 $ 2,347.60 
	184.55%

	Peer Group
	 $        696.74 
	 $ 1,601.92 
	56.51%


The following provides information about the in-county growth of Mental Health Medicaid dollars and clients since Fiscal Year 2001:

 IN-COUNTY MEDICAID MENTAL HEALTH GROWTH


(created based on the MACSIS claims extract created August 29, 2011)

SFY          RATE of DOLLAR GROWTH       RATE of CLIENT GROWTH

2001          32.7%                                                  28.6%

2002          28.7%                                                  28.4%

2003          43.7%                                                  22.9% 

2004          21.1%                                                  11.0%

2005          18.4%                                                    4.7%

2006          30.8%                                                  15.7%

2007          20.9%                                                    1.4%

2008          14.0%



                                 4.1%


2009
       10.1%
                                                9.9%

2010          10.0%




                           15.6%

2011
       -2.50%



    
                       2.8%


The in-county Mental Health Client growth had the highest increase in Fiscal Year 2010 since Fiscal Year 2006.

To place these numbers in perspective and to ascertain if the Ashtabula County data was typical for similar Boards or an anomaly, the Ashtabula County MHRS Board requested that our Heartland East ASM, the orgainztion that processes our MACSIS claims, prepare a comparison of our statistics to the statistics of the Boards in our collaborative who were most akin to Ashtabula County in size.  This comparison revealed that Ashtabula is in fact outside the norm when compared to this peer group.  For the same time periods the combined peer group experienced the following cumulative rates of growth:

          IN-COUNTY MEDICAID MENTAL HEALTH GROWTH PEER GROUP BOARDS


(created based on the MACSIS claims extract created October 17,2010)

SFY          RATE of DOLLAR GROWTH       RATE of CLIENT GROWTH

2002          24.5%                                                  19.4%

2003            2.6%                                                  10.7%

2004            3.8%                                                    4.0%

2005            8.0%                                                    7.2%

2006            0.9%                                                   3.3%

2007            0.6%                                                   1.5%

2008            5.1%



                                5.4%

2009
         7.1%




                     8.5%

2010
         4.2%




                    7.6%

2011
         1.8%




                     2.7%





The following provides information about the in-county growth of Alcohol and Drug Medicaid dollars and clients since Fiscal Year 2001:

          IN-COUNTY MEDICAID SUBSTANCE ABUSE GROWTH

(created based on the MACSIS claims extract created August 29, 2011)

 SFY          RATE of DOLLAR GROWTH          RATE of CLIENT GROWTH

 2002          78.6%                                                  33.8%

 2003         -26.6%                                                  2.50% 

 2004          11.1%                                                  5.60%

 2005          83.4%                                                  8.30%

 2006          40.3%                                                  4.70%

 2007          15.6%                                                    1.0%

 2008          72.3%



                           18.2%

 2009
         22.9%




                     26.6%


 2010            6.8%




                       3.6%

 2011           -6.6%                                                   -10.5%                          

Additionally, we looked at our Heartland East peer group Boards to see if they too were experiencing the same growth and thus we were within the norm.  It was evident that we are experiencing a higher rate of Medciaid growth and clients served than our peer Boards.

IN-COUNTY MEDICAID SUBSTANCE ABUSE GROWTH PEER GROUP BOARDS

(created based on the MACSIS claims extract created August 29, 2011)

SFY          RATE of DOLLAR GROWTH       RATE of CLIENT GROWTH

2002          20.0%                                                  5.50%

2003          18.5%                                                  5.20%

2004            3.1%                                                  -0.30%

2005           22.4%                                                  11.9%

2006            7.1%                                                    -1.6%

2007           3.50%                                                  3.60%

2008             9.1%



                          4.50%


2009            10.6%                                                 12.5%

2010             6.4%                                                     3.8%

2011            17.0%                                                    5.2%

The charts below ilustrate the effects Medicaid growth has had on services to Non-Medicaid eligible clients in Ashtabula County.  These charts were developed from MACSIS extract run on August 29, 2011; however, they are limited by the fact that, although they represent all of the services delivered and billed in MACSIS, they do not represent all of the services paid for by the Board.  The amount of services actually purchased by the Board is lower due to the fact that the agencies with Non Medicaid contracts with the Board often bill more than allowed for in their contracts.  Also, on the substance abuse side, an agency of the Board is a receiptant of an ODADAS Women’s Grant and these services for Ashtabula County women are  billed in MACSIS but paid for outside the system with the grant funds per ODADAS’ required procedures.
In-County Provider: Mental Health Medicaid Billable Services for Non Medicaid Clients
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The following service trends have been identified when reviewing the last six fiscal years:

Mental Health Services:

MH Partial Hospitalization has increased  from $563,651 in Fiscal Year 2005 with 88 clients served to $1,652,195 in Fiscal Year 2011 with 166 clients served.  During Fiscal Year 2011, in-county providers offered one adult Partial Hospitalization program and f youth programs in schools and one at an agency, most offering  two sessions per day.  youth Going forward, with Medicaid cost containment measures planned to be implemented sometime during SFY 2012 and changes being made at agencies providing the Partial Hospitalization services, the state should see a decrease in in the cost of Partial Hospitalization in Ashtabula County
.  

MH Community Support has increased from $2,027,219 in Fiscal Year 2005 serving 1,113 clients to $3,767,904 in Fiscal Year 2011 serving 2,298 clients.  MH Group CPST increased significantly in the past two fiscal years from $30,303.57 in Fiscal Year 2010 to $135,762 in Fiscal Year 2011. These services may also see reductions due to the state Medicaid cost containment measuress and the tiered billing structure implemented during SFY 2012.

MH Group Counseling increased from $76,863 in Fiscal Year 2005 serving 73 clients to $339,417 in Fiscal Year 2011 serving 134 clients.  The Board anticipates that this service may not be effectd by the Medicaid cost containment measures due to the fact that a large majority of the in county group delivered is DBT groups to individuals with SMI and SPMI.  
Psychiatry has increased from $926,401 in Fiscal Year 2005 serving 1,947 clients to $1,986,870  in Fiscal Year 20111 serving 3,173 clients.  Diagnostic Assessment Physician has increased from $147,933 serving 711 clients in Fiscal Year 2005 to $257,275 serving 1,065167 clients in Fiscal Year 20111.  The Board believes this service will be somewhat decreased due to the state Mediciad cost containment measures but to a lesser degress that Parital Hospitalization and Community Support.

Services that have remained at similar levels over the last five years include:  Diagnositic Assessment Non-Physician, Crisis Services, and Individual Counseling.  However, a change by one of our in-county agencies from proving Partial Hospitalization services in the school to providing individual counseling in five schools may result in an increase in this service.

Alcohol and Drug Services

AOD Case Management has increased from $97,817 in Fiscal Year 2005 serving 366 clients to $378,496 serving 530 clients in Fiscal Year 2011.  We anticipate this service will continue to expand due to program changes at one dually certified behavioral health agency. Additionally we expect that dually diagnosed clients may move more frequently between community psychiatiric support services (CPS) and substance abuse case management than in the past.

Although the number of persons served in Intensive Outpatient has decreased to 227 in Fiscal Year 2011, the cost of the service has increased to $417,037.  This is compared to 317 clients served in Fiscal Year 2005 at a cost of $199,184. Fewer clients are receiving more units of Intensive Outpatient Services.  We anticipate this service will continue to expand due to program changes at one dually certified behavioral health agency.  

AOD Group Services were provided to  464 clients at a cost of $274,201 in Fiscal Year 2005 compared to serving 566 clients at a cost of $447,986. in Fiscal Year 2011.  We anticipate this service will continue to expand due to program changes at dually certified behavioral health agencies.

267 clients received AOD Individual Counseling at a cost of $84,916 in Fiscal Year 2005 compared to 338 clients receiving the service in Fiscal Year 2011 at a cost of $210.315.  We anticipate this service will continue to expand due to program changes at dually certified behavioral health agencies.

AOD Medication/Somatic Services increased from 19 clients served in Fiscal Year 2005 at a cost of $4,633.07 to 137 clients served in Fiscal Year 2011 at a cost of $132,349.   
Screening Analysis served 419 clients in Fiscal Year 2005 at a cost of $28.010 and has increased to serving 706 clients in Fiscal Year 2011 at a cost of $178,357.

Urine Dip Analysis increased from serving 25 clients in Fiscal Year 2005 for $759 to serving 194 clients in Fiscal Year 2011 at $3,112.

The demands placed upon the Ashtabula County Board have resulted in the Board’s inability to meet the behavioral health needs of persons who do not have Medicaid funding.  It is disheartening that the Board can not address the most basic behavioral health service needs of persons who are indigent.  Another drain on the entire system is that, due to a lack of funding, the Board cannot significantly influence the adoption and implementation of non-Medicaid billable services essential for a persons recovery from serious and persistent mental illness or substance use disorders.  Our service priorities are constrained to the basic services required by ORC 340 which relate to hospitalization, crisis intervention and minimal outpatient maintenance for those most in need.  We have worked with our crisis intervention agency to develop a triage procedure where by they use their clincial judgement to determine who will have access to the limited services available as a result of a crisis intervention encounter or a hospitalization.    

The Board is working at maximum efficiency with an operating budget of only 3% of its total budget.  The position of the Associate Director was not filled and all Board functions are being conducted by three employees and two exceedingly time-limited contractors. In Fiscal Year 2010, the Board formed an ad hoc committee with willing providers to identify and seek grants when appropriate. To date, this committee has applied for one grant and will continue to attempt to secure alternative funding for Ashtabula County behavioral health priorities.  The Board is also participating in the ODADAS and RSC Recovery to Work initiative.
The Board works closely with the Heartland East Board Collaborative to obtain system and service information.  Information regarding client and service trends is shared with providers to assist them in their planning and continuous quality improvement activities.  The Board partners with other community organizations such as the Ashtabula County Family and Children First Council, to provide low cost training to agencies and consumers. The Board collaborates with Trumbull and Columbiana Counties to share Forensic Monitoring Services. Beginning in Fiscal Year 2011, the Board partnered with Ashtabula County Children’s Services to provide funding for Intensive Home-Based Services.

B.  Implications of Health Care Reform on Behavioral Health Services

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. Many persons served in our behavioral health system struggle with reoccurring symptoms that can impair their ability to maintain Medicaid or other insurance.  The dire funding constraints in the Ashtabula County system of care results in a complete lack of peer support or recovery support services for persons with serious and persistent mental illness or addiction.  The absence of these much needed services to support and maintain recovery increases the need for crisis and safety net services.  Unless Health Care Reform will provide a mechanism for persons suffering from severe behavioral health issues to obtain recovery support services, a huge gap in the continuum of care will continue. 

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.   

C.  Key Factors that Will Shape the Provision of Behavioral Health Care Services in  the Board Area
As noted in the previous section, major factors that influence service delivery in Ashtabula County include:

· Exceptionally high and longstanding Medicaid growth

· High AOD and MH cost per client served 

· High AOD and MH cost per capita

· Minimal Non-Medicaid funding that can be used for essential safety net        services due to the demands of Medicaid match

· No funding for MH prevention

· No funding for mental health recovery services including employment, housing, peer support, or payee services. The HUD Shelter Plus Care is the only mental health support service the Board is able to provide.

· No funding for alcohol and drug recovery support services, peer support,   or housing.

· The only non-Medicaid requests for mental health services that can be met are for individuals in crisis, at risk for hospitalization, or leaving a state hospital or state prison with a diagnosis of serious and persistent mental illness. 
· Funding limits the number of males that can be served in AOD residential treatment.

· Ashtabula County Common Pleas Court implemented a Drug Court approximately two years ago and some funding has been made available by the   court for drug treatment services through IDAT funds. The Board applied for and is awaiting notification of a Justice Assistance Grant in FY 2011 to expand AOD treatment services to persons served by Drug Court.

· The number of Partial Hospitalization school-based sites has been reduced beginning in Fiscal Year 2012. 
· As of Fiscal Year 2012, two agencies are providing AOD Medication Assisted Treatment using Suboxone.

· Intensive Home Based Services were available as of Fiscal Year 2011.  However, with the loss of state 404 funds, we will not be able to assist in financially supporting this program for Non Medicaid youth.

· The loss of Early Childhood Mental Health funds at some level will not allow us to work toward actually fully implementing this prevention program.

Mental Health  
The following table presents a comparison of the growth of clients served and units provided in each mental health service during Fiscal Years 2010 and 2011:
	 
	Clients
	 
	 
	 Units 

	Procedure
	SFY 2010
	SFY 2011
	Growth
	 SFY 2010 
	 SFY 2011 
	 Growth 

	Diag. Assessment - Non-Physician
	1738
	1586
	-152
	     2,542.4 
	     2,305.3 
	      (237.1)

	Diag. Assessment - Physician
	1434
	1167
	-267
	     1,456.2 
	     1,233.8 
	      (222.4)

	MH CRISIS CARE 1
	0
	1
	1
	            -   
	           1.0 
	          1.0 

	MH Crisis Intervention
	247
	268
	21
	       900.8 
	       727.5 
	      (173.3)

	MH Group Counseling
	203
	134
	-69
	   40,976.0 
	   37,213.0 
	   (3,763.0)

	MH Group CSP
	51
	136
	85
	     3,103.0 
	   13,843.0 
	  10,740.0 

	MH Individual Counseling
	1883
	2035
	152
	   69,152.0 
	   72,534.0 
	    3,382.0 

	MH Individual CSP
	2304
	2298
	-6
	 182,600.0 
	 176,652.9 
	   (5,947.1)

	MH Medical/Somatic
	3200
	3173
	-27
	     9,991.7 
	     9,544.4 
	      (447.3)

	Other (Non-Healthcare) MH Services
	1
	1
	0
	           4.0 
	           1.0 
	         (3.0)

	Partial Hospitalization
	166
	166
	0
	   13,054.0 
	   14,149.0 
	    1,095.0 


Alcohol and Other Drug Services

The following table presents a comparison of the growth of clients served and units provided from Fiscal Year 2010 to Fiscal Year 2011 in each alcohol and drug service:

	 
	Clients
	 
	 
	 Units 

	Procedure
	SFY 2010
	SFY 2011
	Growth
	 SFY 2010
	 SFY 2011
	 Growth 

	AoD Ambulatory Detox
	1
	0
	-1
	                -   
	                -   
	-

	AoD Assessment
	753
	785
	32
	        1,502.9 
	        1,584.9 
	82.0

	AoD Case Management
	566
	530
	-36
	        7,230.8 
	        5,257.6 
	(1,973.2)

	AoD Community-Based Process
	5
	7
	2
	             66.3 
	           120.8 
	54.5

	AoD Crisis Intervention
	68
	61
	-7
	           105.7 
	             93.8 
	(11.9)

	AoD Education
	9
	7
	-2
	           627.1 
	           260.5 
	(366.6)

	AoD Group Counseling
	585
	566
	-19
	      48,764.0 
	      59,304.0 
	10,540.0

	AoD Individual Counseling
	362
	338
	-24
	      10,881.0 
	        9,675.0 
	(1,206.0)

	AoD Information Dissemination
	9
	6
	-3
	           183.4 
	           185.9 
	2.5

	AoD Intensive Outpatient
	264
	227
	-37
	        4,854.0 
	        4,752.0 
	(102.0)

	AoD Medical/Somatic
	92
	137
	45
	           308.2 
	           760.4 
	452.2

	AoD Methadone Administration
	6
	6
	0
	        1,568.0 
	        1,714.0 
	146.0

	AoD Non-Acute Residential
	3
	1
	-2
	             95.0 
	              4.0 
	(91.0)

	AoD Non-Hospital Residential w/Room & Board
	89
	80
	-9
	        3,541.0 
	        3,491.0 
	(50.0)

	AoD Room & Board
	0
	3
	3
	                -   
	             81.0 
	81.0

	AoD Screening Analysis
	571
	706
	135
	        2,176.0 
	        3,687.0 
	1,511.0

	AoD Urine Dip Screen
	235
	194
	-41
	           278.0 
	           204.0 
	(74.0)


Characteristics of Clients Served 
During Fiscal Year 2011, 3,406 adults and 1,501 youth received behavioral health services. During Fiscal Year 2010, 3,408 adults and 1,578 youth received behavioral health services.  The following are characteristics of persons served:

	Age
	Fiscal Year 2010
	Fiscal Year 2011

	0-9
	303
	411

	10-13
	497
	496

	14-17
	527
	518

	18-24
	771
	670

	25-34
	864
	884

	35-44
	813
	767

	45-54
	732
	717

	55-64
	349
	324

	65+
	130
	120


	

	Fiscal Year 2010
	Fiscal Year 2011

	Male
	2512
	2436

	Female
	2474
	2471


	
Race
	Fiscal Year 2010
	Fiscal Year 2011

	Unknown
	85
	88

	Other
	26
	27

	White
	4325
	4205

	Multi-Racial
	31
	33

	Black
	288
	293

	Hispanic
	244
	272


The following are the top  diagnostic categories of all youth served during Fiscal Years 2010 and 2011:

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Attention-Deficit/Disruptive

Behavior Disorders
	632
	657

	Adjustment Disorders
	441
	462

	Conduct Disorders
	253
	213

	Bipolar Disorders
	126
	135

	Depressive Disorders
	95
	113

	Post-traumatic Stress

Disorder
	78
	61

	Anxiety Disorders
	74
	63

	Cannabis Use Disorders
	69
	41

	V Codes
	56
	47

	Pervasive Developmental Disorders
	48
	55


The following provides information regarding the top diagnostic categories of youth served in Fiscal Years 2010 and 2011 by the alcohol and drug system:

	Diagnostic Group
	 Fiscal Year 2010
	 Fiscal Year 2011

	Cannabis Use Disorders
	63
	45

	Alcohol Use Disorders
	18
	22

	Amphetamine Use Disorder
	0
	3

	Opioid Use Disorders
	0
	2

	Sedative-Hypnotic-Anxiolytic Use Disorders
	0
	1

	Polysubstance Use Disorder
	1
	0


The following are the top diagnostic categories of youth served in Fiscal Years 2010 and 2011 by the mental health system:

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Attention-Deficit/Disruptive Behavior Disorders
	625
	677

	Adjustment Disorders
	438
	476

	Conduct Disorders
	243
	220

	Bipolar Disorders
	123
	138

	Depressive Disorders
	94
	120

	Post-traumatic Stress Disorder
	75
	62

	Anxiety Disorders
	72
	66

	Pervasive Developmental Disorders
	48
	57

	Other Childhood Disorders
	36
	31

	V Codes
	35
	35


The following are the top diagnostic categories of all adults served during Fiscal Years 2010 and 2011:

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Depressive Disorders
	874
	941

	Bipolar Disorders
	627
	590

	Alcohol Use Disorders
	440
	383

	Anxiety Disorders
	358
	368

	Schizophrenia/Other Psychotic
	265
	257

	Adjustment Disorders
	208
	192

	Cannabis Use Disorders
	203
	196

	Post-traumatic Stress Disorder
	201
	193

	Opioid Use Disorders
	185
	210

	Attention Deficit/Disruptive Disorders
	139
	149


The following are the top diagnostic categories of adults served by the mental health system during Fiscal Years 2010 and 2011:

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Depressive Disorders
	866
	      961 

	Bipolar Disorders
	618
	      586 

	Anxiety Disorders
	351
	      378 

	Schizophrenia/Other Psychotic Disorders
	262
	      259 

	Post-traumatic Stress Disorder
	192
	      192 

	Adjustment Disorders
	203
	      189 

	Attention-Deficit/Disruptive Behavior Disorders
	135
	      151 

	V Codes
	32
	       33 

	Impulse Control Disorders
	32
	       28 

	Delirium
	42
	       23 


The following are the top diagnostic categories of adults served by the alcohol and drug system: during Fiscal Years 2010 and 2011:

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Alcohol Use Disorders


	399
	364

	Opioid Use Disorders


	181
	212

	Cannabis Use Disorders


	168
	173

	Cocaine Use Disorders


	75
	70

	Amphetamine Use Disorder


	39
	36

	Polysubstance Use Disorder


	31
	22

	Sedative-Hypnotic-Anxiolytic Use Disorders


	5
	4

	Inhalant Use Disorders
	3
	0

	Hallucinogen Use Disorders
	0
	1

	Antidepressant Use Disorders
	0
	1


The following provides information about adults served by the mental health system:

MH Adults Served Top Ten Diagnostic Categories:

	MH Claim - MH Diagnoses
	
	

	Diagnostic Group
	Fiscal Year 2010
	Fiscal Year 2011

	Depressive Disorders
	866
	961

	Bipolar Disorders
	618
	586

	Anxiety Disorders
	351
	378

	Schizophrenia/Other Psychotic Disorders
	262
	259

	Adjustment Disorders
	203
	189

	Post-traumatic Stress Disorder
	192
	192

	Attention-Deficit/Disruptive Behavior Disorders
	135
	151

	Delirium
	42
	23

	Impulse Control Disorders
	32
	28

	V Codes
	32
	33


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

The following are the results of the SFY 2010-2011 Community Plan Outcome Targets:  

ODADAS- Prevention

Outcome Target:
Increase the number of youth and adults in the community who perceive ATOD use as risky and/or harmful.

Fiscal Year 2011 Outcome Achieved:
97% of persons who received prevention services viewed ATOD use as risky and/or harmful.

ODADAS- Children and Adolescent Treatment

Outcome Target:  49% of youth who enter treatment will achieve all of their treatment goals.

Fiscal Year 2010 Outcome Achieved:
           89% of youth who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

Fiscal Year 2011 Outcome Achieved:  
     76% of youth who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

ODMH Non-Medicaid  
Outcomes Target:  By the end of SFY 2010 the current provider of Intensive In-Home Services will be utilizing an evidence-based practice for In-home services for all of their System of Care/FCFC referrals.  By the end of SFY 2011 the agency will have initial outcomes data to use as a baseline for improved outcomes measures and 50% of the cases who enter the program will leave the program meeting all of their treatment goals.

This goal is being achieved, although not in the original way it was planned.  The Board worked with one local agency that identified it was providing Intensive In-Home Services and was interested in moving toward a more evidence-based practice.  The Board utilized the Intensive Home-Based Treatment Fidelity Scale and collaborated with the agency regarding steps that could be taken to move toward a higher fidelity score.  The agency decided not to pursue this direction.

Towards the end of Fiscal Year 2010, the Board worked with the Ashtabula County Children’s Services Department to identify a provider who was interested in developing an Intensive Home-Based Treatment Program using evidence-based practices.  The provider was identified and Children’s Services provided the initial funding for contracting with the Center for Innovative Practice.  Staff training has occurred, a team developed, and youth are being served.  The Board and Children’s Services has a shared funding agreement that rewards positive youth outcomes.  
During SFY 2011 the mental health agency engaged by Children Services completed 12 IHBT cases.  Of these 12 families all of the children had Medicaid except in two cases.  The MHRS Board paid the billed Medicaid services for the 10 Medicaid youth and used GRF 404 funds for the Medicaid billable services for one of the youth.  The other Non Medicaid youth had all of the services, both Medicaid billable and Non Medicaid billable paid for by Children Services.  

The staff at the mental health provider and Children Services met weekly to follow the cases and ensure that all of the plans for the family were integrated.  The clinical staff at the mental health agency worked with the Center for Innovative Practices and reviewed cases and procedures on a weekly basis.  NOMS for the cases were collected to measure outcomes.   The Board should be receiving this information shortly and plans to review the data with the mental health provider and Children Services.
ODADAS- Individuals involved in the child welfare system (H.B. 484):

Outcome Target:  55% of clients involved with the child welfare system who enter

treatment will leave treatment having achieved all of their treatment goals.

Fiscal Year 2010 Outcome Achieved:      
46% of clients involved with the child welfare system who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

Fiscal Year 2011 Outcome Achieved:      
47% of clients involved with the child welfare system who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

ODADAS- Individuals Involved in the Criminal Justice System:

Outcome Target:  62% of clients involved with the criminal justice system who enter

treatment will leave treatment having achieved all of their treatment goals.

Fiscal Year 2010 Outcome Achieved:
              59% of clients involved with the criminal justice system who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

Fiscal Year 2011 Outcome Achieved:



55% of clients involved with the criminal justice system who entered treatment at Lake Area Recovery Center achieved all of their treatment goals by discharge.

During Fiscal Year 2010, women referred through the criminal justice system were more successful in achieving their treatment goals than males who were referred.  During Fiscal Year 2010, 78% of women and 52% of men successfully met their goals by discharge.  This remained the pattern for SFY 2011 as well.  65% of the women were successful in the program while only 53% of the men who entered substance abuse treatment met their treatment goals.

Fiscal Year 2010 was the first full year that the Ashtabula Drug Court was operational and it tended to serve more women than men which could contribute to more positive outcomes by women.  During Fiscal Year 2011, 56% of the nine women participating and 59% of the 37 men participating in AOD treatment achieved all of their goals by discharge.

Barriers to achieving outcomes for persons with Substance Use Disorders are related to the lack of a local Recovery Oriented System of Care.  

ODMH- Indigent and At Risk Consumers

Outcome Target: Throughout SFY 2010 the Board will maintain 100% of its current level of Non- Medicaid Crisis and Safety Net services.

Fiscal Year 2010 Outcome Achieved:
The Board paid $543,865.00 for crisis, crisis related, and aftercare services in Fiscal Year 2009.  This amount was reduced to $521,023 in Fiscal Year 2010 or a 4.2% decrease in Non-Medicaid Crisis and Safety Net Service funding. (These services include: crisis, ambulance/hospital transportation, hotline, aftercare, forensic monitoring, and payee service--which was discontinued in SFY 2011.)

During SFY 2010, the Board was awarded additional funds in order to provide crisis safety net services for persons who did not have Medicaid. In addition, the Board had to deficit spend to ensure adequate service provision.  The Board has been forced to discontinue Payee Services and Mental Health Group CPST Services are no longer funded for persons who are non-Medicaid.  The Board requested and received additional funding for SFY 2011 from the Ohio Department of Mental Health to ensure the provision of Non-Medicaid Crisis and Aftercare Services.  Clearly the ever increasing Medicaid Match required continues to reduce the funding available to persons who are not Medicaid eligible.

Fiscal Year 2011 Outcome Achieved:
The Board paid $543,865.00 for crisis, crisis related, and aftercare services, $521,023 in Fiscal Year 2010 and $456,040 during Fiscal Year 2011.  This is a 4.2% decrease in Non-Medicaid Crisis and Safety Net Service funding between SFY 2009 and 2010 and a 12.5% decrease between Fiscal year 2010 and 2011. (These services include: crisis, ambulance/hospital transportation, hotline, aftercare, forensic monitoring, and payee service--which was discontinued in SFY 2011.)

During SFY 2011, the Board was awarded additional funds in order to provide crisis safety net services for persons who did not have Medicaid. In addition, the Board deficit spent to ensure adequate service provision.  The Board has been forced to discontinue Payee Services and Mental Health Group CPST Services are no longer funded for persons who are non-Medicaid.  Clearly the ever increasing Medicaid Match required continues to reduce the funding available to persons who are not Medicaid eligible and hampers the Board’s ability to provide Non Medicaid billable recovery services to both individuals who are Medicaid eligible and those who are not.  

Furthermore, the method by which the state began the elevation of Medicaid from the county to state level did not leave the Board with sufficient funds to provide the basic crisis services.  After diligent consideration ODMH did provide the Board with additional funding; however, the Board continues to be concerned about the lack of equal access to vital services and supports to the residents of Ashtabula County as well as others across the state.
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SECTION II: NEEDS ASSESSMENT

A. Process the Board used to assess behavioral health needs

The Ashtabula County Board does not have the funding to perform an in depth needs assessment.  However, the Board utilizes quantitative data from the Heartland East collaborative, Ohio Department of Health, Ohio Department of Rehabilitation and Corrections, ODADAS SEOW,  meetings with contract providers, client rights and advocacy activities, surveys, the annual ODADAS Peer Review, gaps analysis, and collaborations with other organizations to obtain needs assessment information.
B. Findings of the needs assessment

The following provides a brief overview of some of the Ashtabula County Needs Assessment results during the past two years:

2010 Cleveland State University-Family and Children First Council Needs Assessment of Juvenile Court Youth

There have been multiple risk factors identified that lead to youth delinquent behaviors and activities.  These risks are family, disability, school, peer, and neighborhood related, though the studies to date have primarily focused on larger urban juvenile court jurisdictions.  This exploratory study of a rural community furthers these risk factor investigations through the evaluation of 91 randomly selected, adjudicated delinquent youth (supervised in 2008 and 2009) from Ashtabula County, Ohio.  Data on 23 risk factors was collected, with further analysis of gender and race differences.  Key results were that a majority of youth experienced poverty and lived in a one-parent family; 40 percent had a mental health or substance abuse problem; 25 percent were in need of special education disability services; males were much more likely to have school-related difficulties and to commit felony offenses; females had significantly more mental health and substance abuse problems; and minority youth successfully completed probation more often.

Juvenile Court Adjudications and Commitments Fiscal Year 2010:  47 adjudications and 19 commitments.  Ashtabula Commitment Rate was 40.43% and Ohio’s Commitment Rate was 12.8%

Ashtabula County Schools Student Survey

2,174 Ashtabula County school students in grades six through twelve completed a survey to determine assets and deficits related to areas such as school connection, academics, behavioral health, and risky behaviors.  57.3% demonstrated moderate to high risk for depression; 33.5% affirmed that there has been a time when they felt so bad that they thought of killing themselves; 28% reported intentionally harming themselves; and 13% reported they had made a serious attempt to kill themselves. 23.8% were identified as at moderate to high risk for an eating disorder.  36.6% of the students surveyed reported using alcohol within the past 30 days with almost 10% of those reporting use on six or more occasions.  20.6% reported using marijuana in the past 30 days with almost 10% reporting use on more than six occasions.  Only a little more than half of the students, 52.3% reported they did not intend to use alcohol within the next month and 75% did not intend to use marijuana in the next month.

Focus Group and Interviews of Clients with SPMI

The Board consultant conducted a focus group of men residing in a provider’s group home.  Participants identified needs as the lack of opportunities for community participation due to transportation, limited resources, and no organized recovery program for adults with SPMI.

Fiscal Year 2010 Provider Survey  

The Board conducts an annual survey of its providers to assist in determining service trends and needs.  During Fiscal Year 2010, providers noted the trend of an increasing number of persons seeking services who have co-occurring disorders.  Unmet needs in the county were identified as: funding for persons who are indigent, the lack of housing options, and the lack of detox services. 

Gaps Analysis

The Board is aware of needed services based upon a gaps analysis of current services against clinical best practices and services needed to support an individual’s recovery from severe and persistent mental illness or substance use disorders.  The Board views its system of care as lacking the following important components: 

Mental Health:

· Peer Support Services

· Wellness Management and Recovery Training 

· Supported Employment

· Supported Housing

· Integrated Dual Diagnosis Treatment

· Consumer and Family Education 

· Trauma Informed Care

· Suicide Prevention

Alcohol and Drug Services:

· Recovery Support Services

· Peer Support Services

· Ambulatory Detox Services

· Housing 

Interview with Ashtabula County and Erie County Veterans Administration

The Ashtabula County Veteran’s Administration Clinic provides behavioral health services for veterans including individual counseling, group counseling, and psychiatric services.  In addition, veterans can elect to attend the Veteran’s Medical Center in Erie County Pennsylvania just across the border of Ashtabula County.  Staff interviewed reported that there is sufficient capacity within the county and adjacent to the county to meet the needs of the veteran’s requesting behavioral health services.

Adult residents of the district hospitalized at the Regional Psychiatric Hospitals
Persons being discharged lack housing options and at times must be planfully discharged to a homeless shelter.  In addition, Ashtabula County lacks guardians and there are no funded payee services.

Ashtabula County Commitment Reentry Profiles: CY 2008 Prison Releases

Releases Males   Females     Avg. Age                 White   Black    Hispanic/Other

     154      83.8%    16.2%          33.74                    74.7%   20.1%        5.2%

CY 2008 Releases:  Substance Abuse Need

83 = some need
23 = considerable need    76.3% some or considerable need

Ashtabula County Criminal Justice Commitment and Releases:  CY 2009

Commitments:

Total –127 (.5% of total DRC commitments) 

County’s portion of state resident population –.88% 

County’s share of current DRC inmate population – .62%

 Community Control Violators – 7.1%

F4 and F5 – 51.2 %

% Community Control Violators – 7.1%

9.4% for drug possession

Releases:

Total –142 (.54% of total DRC releases)

PRC/Parole – 55 (38.7%)

Judicial Release – 8 (5.7%)

Expiration of Sentence – 79 (55.6%)

Ashtabula County Recidivism rates DRC:  first return within three years based upon 2006 exits:

· 61.6% no recidivism

· 15.1% technical violation

· 23.2% new crime

Total 3 year County rate:  38.4%

Statewide Total:   36.4%
ODADAS State Epidemiological Outcomes Workgroup

Alcohol, Tobacco and Illicit Drug Use in the Past Month Among Persons 12+, 2006-2008 
Alcohol use:



 





46.63% Local 


51.49% Ohio 
Binge alcohol:



 





24.85% Local 


25.84% Ohio 
Cigarette use: 









30.09% Local 


28.7% Ohio 
Cocaine use in the past year: 





2.07% Local 


2.23% Ohio 
Marijuana use: 








5.21% Local 


6.03% Ohio 
Illicit drug use (other than marijuana): 


3.23% Local 


3.42% Ohio 
Non-medical use of pain relievers in the past year: 5.41% Local 

5.45% Ohio 
Data source: National Survey on Drug Use and Health. 

Motor Vehicle Crashes that are Alcohol Related

“Alcohol-related traffic crashes remain the single greatest cause of death among youth and young adults. This indicator measures one aspect of community harm from alcohol use. It is also an indirect measure of the prevalence of alcohol use while driving. Since fatal crashes are relatively rare events, they require a large population base for stable trends. Therefore, in order to compare county-level trends, data on the percent of all alcohol-related crashes (fatal and non-fatal) were used for this report.”

	
	
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	2008
	2009

	
	Ashtabula
	6.8
	6
	5.6
	5.8
	6.5
	7.5
	7.7
	7
	7.1

	
	OHIO
	4.3
	4.5
	4.4
	4.5
	4.6
	4.8
	4.6
	4.5
	4.5


Data Source: Ohio Department of Public Safety 

Unintentional Drug Deaths Ashtabula County and Ohio 
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	Deaths directly attributable to prescription drug use include drug psychoses, drug dependence, nondependent abuse of drugs, and polyneuropathy due to drug use. Indicator only includes deaths; illicit drug-related morbidity is not reflected. Deaths in which drugs may have been a contributing but not primary cause are not included.



	

	.
Data Sources: Ohio Department of Health.




Suicide Death Rate by County and Region

Definition: Number of deaths from suicide per 100,000 population. The rates displayed are the average annual rates across a three-year period, and are age-adjusted. 
Suicide includes all means of self-inflicted injuries that result in death. 
Data Sources: Ohio Department of Health (ODH
	2006-2008


	 
	 SHAPE  \* MERGEFORMAT 



Ashtabula - 17.4



	 
	 SHAPE  \* MERGEFORMAT 



Preble - 17.2



	 
	 SHAPE  \* MERGEFORMAT 



Williams - 14.7



	 
	 SHAPE  \* MERGEFORMAT 



Champaign - 14.1



	 
	 SHAPE  \* MERGEFORMAT 



Darke - 12.6



	 
	 SHAPE  \* MERGEFORMAT 



Ashland - 12.6



	 
	 SHAPE  \* MERGEFORMAT 



Wyandot - 12.6



	 
	 SHAPE  \* MERGEFORMAT 



Hardin - 12.3



	 
	 SHAPE  \* MERGEFORMAT 



Sandusky - 12.1



	 
	 SHAPE  \* MERGEFORMAT 



Huron - 11.6



	 
	OHIO - 11.3



	Erie - 11.2

 SHAPE  \* MERGEFORMAT 




	 

	Ottawa - 10.3

 SHAPE  \* MERGEFORMAT 




	 

	Crawford - 10.2

 SHAPE  \* MERGEFORMAT 




	 

	Fayette - 10

 SHAPE  \* MERGEFORMAT 




	 

	Logan - 9.9

 SHAPE  \* MERGEFORMAT 




	 

	Warren - 9.9

 SHAPE  \* MERGEFORMAT 




	 

	Henry - 9.8

 SHAPE  \* MERGEFORMAT 




	 

	Van Wert - 8.7

 SHAPE  \* MERGEFORMAT 




	 

	Paulding - 8.5

 SHAPE  \* MERGEFORMAT 




	 

	Seneca - 8.5

 SHAPE  \* MERGEFORMAT 




	 

	Wayne - 8.3

 SHAPE  \* MERGEFORMAT 




	 

	Hancock - 8.1

 SHAPE  \* MERGEFORMAT 




	 

	Marion - 8

 SHAPE  \* MERGEFORMAT 




	 

	Defiance - 7.7

 SHAPE  \* MERGEFORMAT 




	 

	Shelby - 7.6

 SHAPE  \* MERGEFORMAT 




	 

	Morrow - 7.2

 SHAPE  \* MERGEFORMAT 




	 

	Clinton - 7

 SHAPE  \* MERGEFORMAT 




	 

	Mercer - 6.1

 SHAPE  \* MERGEFORMAT 




	 

	Putnam - 6

 SHAPE  \* MERGEFORMAT 




	 

	Knox - 5.8

 SHAPE  \* MERGEFORMAT 




	 

	
	


	Rate per 100,000 Population


Ohio Suicide Prevention Foundation

· Ashtabula County has a suicide rate of 16.8 per every 100,000 persons

· Ashtabula County is higher than the national average of 11.5 per every 100,000 persons

· Ashtabula County ranks 9 out of 88 Ohio counties with 1 being the county with the highest suicide rate

· 90.7% of suicides are male

· In Ashtabula, 75-84 age group has the highest suicide rate

Kent State-Lakeland Community College Joint Needs Assessment Conducts Data Review- 2008 Highlights pertinent to Ashtabula County:

“One key aspect of the Kent State University-Lakeland Community College joint needs assessment project is a review of higher education and economic indicators information conducted by a combined research team from both institutions. 

Degree Attainment 
· Ashtabula County stands 9 to 15 percent lower than Geauga and Lake Counties, as well as the Ohio and U.S. averages. 

· Ashtabula County has a far higher percentage of degrees awarded to first-generation college students

Tuition/Financial Aid 

· 57 percent of students at the Ashtabula Campus receive federal loans compared to 36 percent in Ohio and 19 percent in the United States. 

· At the Ashtabula Campus, students received more in federal grants, and significantly more in institutional grants, than the Kent State Geauga and Lakeland campuses; they receive less in state grants. 

· Ashtabula Campus students receive significantly more dollars in institutional grants than the averages in Ohio and the United States. 

Personal Economics 

· Using any indicator of economic status — poverty, unemployment, per capita income, dependency on income supports or teen births — Ashtabula County lags significantly behind Geauga and Lake Counties, and the state and U.S. averages. 

Business Economic Indicators 
· Within the same sector, Ashtabula County’s average annual wages are lower than in Geauga or Lake Counties, sometimes significantly lower. 

From 2000-2006, manufacturing employment dropped 18 percent in Ashtabula County.”
C. Access to Services:  Major Issues

The Ashtabula County system of care has not provided mental health prevention services for the past several fiscal years.  The Board intends to reinstitute its Suicide Prevention Coalition during SFY 2012 due to the severity of this issue in Ashtabula County.  However, the scope of work the Coalition will be able to undertake will be dependent upon securing funding from the Ohio Suicide Prevention Foundation or other sources.  

Providers utilize the Ashtabula County Speech and Hearing Rehabilitation Center to ensure access to services for persons who are deaf or hard of hearing.  However, this is extremely costly to providers who already lack adequate funding for needed services.

One of the Board’s AOD Provider agencies has a contract with the Federal Parole Authority and can provide services to persons released from a federal prison.  However, due to funding limitations, access for other ex-offenders who are not Medicaid eligible is limited to those who are diagnosed with serious and persistent mental illness.  Persons discharged from the regional state psychiatric hospital have priority for services and are able to obtain timely access.

In general, our contract providers report that there is a waiting list for AOD Assessment, MH Counseling and CPST services. Unfortunately, there is no access to mental health or AOD Recovery Support Services due to the lack of funding to support these much needed services.

 There has not been a trend of persons seeking services for problem gambling
D. Access to Services:  Gaps in Crisis Care Services

The Board continues to provide crisis and aftercare services for persons who do not have insurance or Medicaid based upon additional financial assistance provided by the Ohio Department of Mental Health.  The Board continues to struggle with meeting the housing needs of individuals who are homeless at the time of a crisis intervention contact but do not need hospitalization and those who are homeless at the time of release from the state hospital.  Ashtabula County has limited subsidized housing for homeless individuals with mental illness, very few opportunities for transitional housing and only one homeless shelter, which limits access and length of stay due to capacity and ongoing demand for the service.

The Board also has difficulty finding options for dually diagnosed clients who present as suicidal at the local emergency rooms.  Frequently, this clients need detoxification or some other level of intervention rather than hospitalization at the state mental health hospital.  At times the possibility of withdrawal or adverse medical reactions cause a client to be refused for treatment at the state hospital due to the fact that the state hospital is not equip to manage these types of medical issues.  When this occurs the Board’s crisis intervention provider has no other options than to turn the situation back over to the local hospital for disposition of the indigent client as the Board does not have the resources to maintain ongoing detoxification services or any relationship with the local hospital, which would alleviate the burden placed on the local hospital once the public system has exhausted all of its resources for placement.  The Board and the crisis provider do maintain open lines of communication with both the state hospital and the local hospital to trouble shoot as many situations as possible and have met with both state and local partners, together and separately, to discuss this ongoing dilemma.

E. Access to Services:  Training for Persons Providing Crisis Intervention Services 

Due to a change in state hospitals, the Board, state hospital, and provider staff have met on two occasions to review policies and procedures as well as address any issues of concern. The Board Executive Director is in regular communication with the Crisis Intervention Services Supervisor of its contract agency.  Along with coordinating services for persons in need, this allows the Board to determine ongoing issues and training needs of crisis staff.   The provider ensures that all crisis services staff receives training that includes at minimum: risk assessment, de-escalation techniques, suicide prevention, mental health status evaluation, available community resources and procedures for voluntary or involuntary hospitalization.  They also maintain certification in first aid, CPR, and non-violent crisis intervention.  

F. Workforce Development and Cultural Competence

During the current biennium, the Board identified a gap in the workforce development of local providers in relation to understanding Best Practices relative to recovery from a severe and persistent mental illness.  The Board secured funding and provided agencies and consumers with Wellness Recovery Action Planning (WRAP).  In addition, the Board linked one of its main mental health contract providers with another county who has developed a comprehensive recovery system to provide training to their staff and consumers.  The need to infuse a recovery orientation into service provision is still present, however, additional funding and resources would be necessary to incorporate this into Ashtabula County’s behavioral health system.

Most agencies continue to address issues of cultural competency as the cultural diversity of the community grows and changes.  Each agency has at least one Spanish speaking clinician, including one clinical supervisor, and at least one agency has two.  Agencies have engaged in cross trainings on other issues of culture such as poverty and working with varying families systems.  

The Board will continue to watch for opportunities to assist the agencies with training and forward training opportunities to them to increase overall cultural competency.

The Board collaborates with the Ashtabula County Family and Children First Council to implement training for our mental health and alcohol and other drug providers.  Some of these trainings have focused on working with families living in poverty, issues faced by the immigrant and migrant populations of the county, and legal and ethical issues that arise when dealing with various populations served by our system. 
In response to the cultural needs identified in Ashtabula County, one of our substance abuse provides delivers a driver’s intervention program in Spanish.  This provider has also developed strong linkages to Spanish speaking treatment providers, especially for individuals who require residential treatment.   

Providers maintain linkages with the local Speech and Hearing Clinic to ensure services to persons who are deaf or hard of hearing and the Board assists in identifying additional resources when needed.

The Board recently became aware of the Ashtabula County ‘Second Chance Citizen Circle’ that works to address the needs of individuals who have re-entered the community following incarceration at a state prison.  The Board is in the process of collaborating with this group to assist in identifying and addressing any unmet behavioral health needs of this population.

G. Capital Improvements
The Board has not identified any capital improvement needs for the local behavioral health system during SFYs 2012-2013.
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Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

A.  Process the Board used to determine prevention, treatment and capacity priorities
The Board expanded its Board Substance Abuse Committee membership to include consumers of mental health services and a contract service provider to form a Community Plan Committee.  The Community Plan Committee was provided with the following information in order to determine its capacity, prevention, and treatment and recovery services priorities for SFY 2012-2013:

· Overview of the Community Plan Process

· Ashtabula County MHRS Board Funding Trends

· Ashtabula County Needs Assessment and Client Service Trends

· Overview of Community Plan Priorities, Goals and Objectives

· Ashtabula County MHRS Board Status Report of 2010/2011 Combined Community Plan Goals

The Community Plan Committee was given the following criteria to use in establishing local priorities:

· Current Priority: Is this a current Board priority that should be continued?

· Address Priority Population: Does the goal address a priority population?

· Funding Available:  Is funding available to address the goal? Is there restricted funding for this group?  Will it cost the community and Board to not address this goal?

· Ability to Make a Positive Change: Is it likely that the Board system can impact this goal?

· Data Available to Measure Goal Outcome:  Is there a cost effective mechanism to track progress toward the goal?

With these criteria in mind the Community Plan Committee discussed and came to consensus to determine the capacity, prevention, and treatment and recovery services priorities for SFY 2012-2013.

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

· MH Capacity Goal:
Use a diversity of revenue sources to support Ashtabula County’s behavioral health system.

· MH Capacity Goal:  
Maintain access to crisis services for persons with SPMI, SMD, and SED regardless of ability to pay.
· AoD Prevention Goal:      Increase the number of youth who feel safe and are violence free in their school.

· AoD Prevention Goal:
Provide programs that increase the number of customers who perceive ATOD use as harmful.

· AoD Prevention Goal:
Provide programs that reduce the number of customers who misuse prescription and/or over-the-counter medications.

· MH Prevention Goal:  
Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.

· AoD Treatment Goal:  
Increase the number of adults involved in Drug Court who are abstinent at the completion of the program.

· AoD Treatment Goal:  
Increase the number of adults involved in Drug Court who incur not new arrests at the completion of the program.

· MH Treatment Goal:  
Decrease juvenile justice recidivism for severely emotionally disabled youth.

· MH Treatment Goal:  
Decrease re-hospitalization at Regional Psychiatric Hospitals in 30 and 180 days.

C.  Access to Services 
A component of the issues with access identified in this community planning process is the high cost per client served in the Ashtabula County behavioral health system.  Explanations for this possibly can be found in determining the number of clients obtaining services at multiple agencies or the number of clients who receive an amount of service outside the norm of behavioral health practices. 

Although the Board provides agency administrators with the data, the Board cannot impact access issues in Medicaid only provider agencies.  The Board is working with its contract providers to implement utilization review procedures that will assist in identifying high service utilizers and those with extensive lengths of stay in regard to Non Medicaid eligible clients.   
D. Workforce Development and Cultural Competence

Board Goal:
Ensure that persons with serious and persistent mental illness or addiction are provided access to culturally competent crisis and treatment services.

Objectives:

· The Board will collaborate with the Ashtabula County Family and Children First Council Public Information Committee to bring one cultural competency training to the county during the biennium.   

· The Board will collaborate with the state WRAP Initiative with the intent of having two Ashtabula County mental health consumers trained to become WRAP facilitators.  This would assist our provider’s workforce development by providing training in a mental health recovery best practice.

· The Board will survey providers regarding training needs specific to cultural competency and workforce development and identify opportunities to address those needs.

· The Board will ensure its contract includes a provision that requires providers to submit results of consumer satisfaction activities at least annually.

E. ORC 340.033(H) Goals
The Board’s goal relative to ORC 340.033(H) is to increase the percent of individuals involved in child welfare who enter drug and alcohol treatment and successfully complete treatment.  The outcome expected is 48% in SFY 2012 and 50% in SFY 2013
F. HIV Early Intervention Goals
The Board does not receive a special allocation for HIV Early Intervention Services.  However, one agency of the Board has partnered with the Lake County Health Department to provide free HIV testing at their site one time per month.  There has been an overwhelmingly positive response to this new initiative.
G. Addressing Needs of Civilly and Forensically Hospitalized Adults

The board will continue to contract for a forensic monitor through the Forensic Center by means of this collaborative arrangement with Trumbull and Columbiana Counties. The forensic monitor will continue to be directly involved in the discharge planning process and provide monitoring for those on conditional and community release.  Additionally, the Board has started to work closely with the state hospital to look at long term forensic patients to determine if there are any creative ways we can find housing and other supports for those individuals in order to support their re-entry into the community once they have reached the appropriate level.  Although the Board does not have funding to pour into this project we have knowledge of the other community resources and can work creatively with the hospital and the forensic monitor to assist discharge when appropriate.
H. Implications of Behavioral Health Priorities to Other Systems
There are ongoing AOD and mental health needs identified by schools, children services, courts, Job and Family Services, and the community at large that the board is not able to address. As a result Children’s Services pays for some services in order to assist families working on their reunification plans.  Some families must pay for some services on their own, which often delays the reunification of the family due to the length of time it takes a family raise the money for costly assessments and drug testing.  


The juvenile and adult justice systems are finding it harder to gain access to services for both youth and adults without Medicaid or some other means to pay.  Thus court involvement is often prolonged or jail time is required due to the inability of the individual to gain access to treatment services.  

Schools are not always able to refer students to needed services consequently youth continue to struggle in school and academic performance is negatively impacted.  A recent needs assessment completed by youth in Ashtabula County revealed the role of depression in decreasing school performance in youth.  Many youth cited varying levels of non-school related depression, anxiety and stress.  Additionally they lacked the essential protective factors and access to early intervention that could alleviate or mitigate these conditions.  Consequently these youth are at risk for developing further mental health symptoms or substance abuse/use disorders.  Youth without Medicaid or some other means to pay for services cannot access the interventions they need at this time in Ashtabula County.  Furthermore, the Board is not in a position to offer funding to bring prevention services to the schools that could assist with early identification and intervention for these youth.  Thus, these factors continue to be educational barriers for youth that the Board is not able to directly address at this time.  The Board does continue to work with the local partners to access all resources available and has joined with educators to apply for funds and gain access to any other resources.    

The county Family and Children First Council also identified mental health needs as its top priority for its SFY 2012-2013 strategic plan.  The Council determined that these are the needs presenting most frequently through the Council’s Services Coordination process and the largest unmet need identified at the Council member agencies.  

I. Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
There are no additional service reductions that the Ashtabula County MHRSB can make at this time.  All non-crisis and recovery support services have been severely cut.  Should there be any further reductions; it will increase the amount of assistance that the Ashtabula County MHRSB will require from the state in order to meet basic crisis needs.  The Board continues to have its crisis intervention agency triage all cases, including those of individuals being released from state prisons, due to the lack of funding to treat all ex-offenders.  Only those with significant mental health needs that could lead to self-harm or community risk are able to access Medicaid billable services without the benefit of Medicaid eligibility.  Additional cuts to our system would tighten these processes further and allow even fewer individuals to access needed services.

Further cuts to substance abuse funding could completely seize critical substance abuse services and possibly cause some programs to close.   
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SECTION IV: COLLABORATION

A. Key collaborations and related benefits and results
The board has good collaborative relationships with all of the county public and private nonprofit agencies; however, there are specific agencies of note that we have worked with over the last biennium.

Family and Children First Council (FCFC) -  The board continues to take a leadership role with the local FCFC.  During the past two years the board has supplied assistance with the FCFC service coordination team and worked closely with them on both the FAST and Systems of Care projects. The board director has served as the FCFC Chair and has been intricately involved in various processes and functions of the council.  This involvement has allowed the board to stay abreast of various needs and changes as they occur in the county as well as to educate the council member organizations about the difficulties and constraints of the board.

Children Services Board (CSB) — The Board continues to build our relationship with CSB through shared goals and planning processes. This year the board worked closely with CSB to develop an evidence-based intensive home-based treatment program designed specifically for high risk youth in the child protective system. By pooling limited resources and engaging the FCFC service coordination team process, the Board and CSB were able to financially support both the therapeutic and non-therapeutic elements that go into a successful IHBT program and establish outcomes measures that will ensure program monitoring.  Through this collaboration we hope to better address the needs of children and their families, preserve families, serve youth with behavioral health needs in the community rather than in groups homes or residential facilities,  and reduce costs and out of home placements.  And although we will continue to work closely with our CSB, the loss of state GRF 404 dollars has decreased our ability to partner with the local FCFC and CSB on projects like the IHBT project and influence the structure of any new programs toward evidence-based models. 

Common Pleas Court— Through the nearly heroic efforts of the local Common Pleas Court and one of our local substance abuse treatment agencies, Ashtabula County began a drug court approximately two years ago. As a support to the program, individuals who come through the drug court are considered a priority population and receive services through the Board’s non-Medicaid allocation to the agency.  However, these funds are not sufficient to meet the needs of this population.  Consequently, the Board is constantly looking for any funding available and any support it can give to the court and the agency in order to maintain the program and continue the work that has yielded excellent outcomes.  Additionally, to further this support the board has included the persons served by the drug court in our SFY 2012-2013 community plan as a priority.

Juvenile Court—The Board has been engaged in conversations with the Ashtabula County Juvenile Court around unmet needs and the development of a substance abuse and/or mental health court.  These conversations have resulted in a court led effort to develop a committee to determine the best course of action and apply for additional funding to support both the court and any behavioral health services needed to address the ongoing issues.  These efforts will continue throughout SFY 2012-2013.

Ashtabula County Sheriff’s Department— The Board continues to respond to the needs of local and county law enforcement.  To that end we have at least one member of the law enforcement community on the board and communicate with the law enforcement community on issues as they arise.  The Board also makes it a priority to have crisis intervention services available to the city and county jails as well as the youth detention facility.  

Disaster Preparedness Organizations and the American Red Cross Ashtabula Chapter—The Board continues to work closely with the local emergency management agency, health departments and chapter of the Red Cross on disaster preparedness for the special needs populations as well as the county population at large.  The board is a member of the EMA special needs committee and the county health department’s disaster preparedness group.  The Board also established a disaster preparedness group of behavioral health providers to begin closer planning for emergency situations.  Additionally, the board collaborated with the local chapter of the Red Cross to bring a psychological first aide training to Ashtabula County last year.

Head Start— The Board collaborated last year with the local head start program to provide mental health consultation and training to head start staff and family members.  However, this project again hit several roadblocks that prevented it from continuing as it had in the previous year.  And, even after some revision and planning in meetings the Board held prior to the new state fiscal year, the newly structured program did not move forward as intended.  This led to further discussions with the Head Start Director and further revisions as to what the program needed to bring mental health consultation to their programs that would be meaningful to the staff and supportive of the children and the families.  However, these funds were also lost in the SFY 12-13 biennium budget so no further work could be pursued.  Nevertheless, the Board continues its dialogue with Head Start and will continue to collaborate in areas where we are able to link the program to existing services.
Private Behavioral Health Hospital— The Board purchased bed days from the local hospital during SFY 2010 to meet the needs of local residents who met the criteria for hospitalization at the state hospital but were denied placement at the state hospital due to the lack of medical clearance.  However, due to decreasing finances, the Board was forced to cease purchasing those bed days.  To continue our collaboration with the local hospital, the Board includes local hospital staff in meetings we have with state hospital staff since they are also the primary emergency department where individuals are seen prior to admission to the state hospital.

Ashtabula County Reentry Coalition-   The Board is a member of the newly formed Ashtabula County Reentry Coalition.  The Board will work with the Coalition to implement a criminal justice needs assessment and strategic plan that will assist in the successful reentry of offenders.
B. Involvement of customers and general public in the planning process
The Board has attempted to involve consumers, providers, and the general public in aspects of the planning process whenever possible.  The Board utilizes the client rights and grievance procedures of both departments to solicit input from consumers when complaints or requests for advocacy are received.  The Board’s contract CQI consultant has met with consumers and provider staff to increase a recovery orientation throughout the system and solicit feedback regarding gaps in our county’s system of care. A representative of the Depression Bipolar Support Alliance has been attending planning sessions and met with the Board’s Executive Director to provide input into support services for persons with serious mental illness. 

The Board’s Provider Survey includes an assessment by providers of service needs and service gaps.  Regular meetings are held with contract providers to identify trends, needs, and recommendations for system planning.
C. Regional Psychiatric Hospital Continuity of Care Agreements
During SFY 2010 the Board changed state hospitals from Heartland to Northcoast.  Consequently, the Board recently completed a new continuity of care agreement with Northcoast Behavioral Health. The Board has had two meetings with Northcoast Behavioral Health and the Board’s crisis intervention agency staff to hone processes and procedures so that local staffs are trained on the admission, treatment and discharge procedures of the new hospital.  The first meeting was to review transition procedures and the second meeting was to trouble shoot any issues that surfaced.  The Board will continue to schedule these meetings or conference calls with the state hospital and our crisis intervention staff as needed to maintain the training of staff on continuity of care procedures and to examine any issues as needed.
D. Consultation with county commissioners regarding services for individuals involved in the child welfare system
In Ashtabula County the child welfare system is a separate entity from the county commissioners.  Consequently, the Board works with the local children services board on the needs of the families and children involved with their system and on issues related to HB484.  The Board prioritizes these needs; however, due to the financial condition of the Board and the need to expand local resources as far as possible, the child welfare system does contribute funds to some families for substance abuse and mental health assessments and substance abuse drug screening for those individuals who are not Medicaid eligible.  We are also collaborating on the funding needed for intensive home-based treatment services for families involved with the child welfare system.

However, with the current funding cuts, the families and children involved with the child welfare system will be less of a priority unless they are also involved in the criminal justice system.  The limited funding available, and the lack of restricted funding for these populations and the need to target our resources to those most in need has changed these groups as a central priority for our Board.
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SECTION V: EVALUATION OF THE COMMUNITY PLAN
A. Description of the Current Evaluation Focus
The Board’s current evaluation focus includes the following evaluation criteria:

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

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

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

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



Behavioral Health Capacity Goals

Goal:
Use a diversity of revenue sources to support Ashtabula County’s behavioral health system.


Objectives:

· Collaborate with other Ashtabula County entities such as schools, community action agency, and Family and Children First Council to obtain additional needs assessment data.
· Conduct semi-annual meetings of the Board’s Grant Committee to establish priorities and identify potential sources of funding.
· Submit grants and requests for funding based upon priorities, needs, and availability.

Indicator/Measure:

· Number of additional revenue sources obtained and amount of funds received during SFYs 2012 and 2013.
Goal:  Maintain access to crisis and aftercare services for persons with SPMI, SMD, and SED regardless of ability to pay.


Objectives:

· The Executive Director will provide weekly and ongoing monitoring of access to crisis and aftercare services.

· Regular meetings will occur with the local provider’s Crisis Supervisor to identify and address relevant issues and trends.

· Crisis and aftercare services will remain the highest funding priority of the Board.

· The Board will request additional funds from the Ohio Department of Mental Health as needed.


Indicator/Measure:

· Number of persons who receive crisis services regardless of ability to pay.

· Amount of Board non-Medicaid dollars allocated to crisis services.

Alcohol and Other Drug Prevention Goals:

Goal:
Increase the number of youth who feel safe and are violence free in their schools.

Objectives:

· Provide prevention programs that incorporate ATOD education and bullying, harassment, intimidation or dating violence to Ashtabula County School districts.  

Indicator/Measure:

· Of the 600 adolescents served, 300 will perceive bullying as a precursor to Alcohol/Drug abuse.

Goal:
Provide programs that increase the number of customers who perceive ATOD use as harmful

Objectives:  

· Provide an Adolescent Early Education Class that has small group education and awareness regarding improved decision making, peer pressure, and peer support for adolescents referred by the court, schools, social service agency, or family member.

· Public awareness of ATOD will be increased through print materials, speaking engagements, newspaper articles, and participation by prevention staff in community events such as health fairs.  Materials will be provided that are bilingual to reach out to the Latino and Hispanic Ashtabula County community.

· Prevention staff will work with High School advisors to implement youth-led prevention activities.

Indicator/Measure:     
· Of the 23 adolescents referred to the program as high risk, 20 will remain engaged in the program.

· Information will be made available to 45,000 Ashtabula County residents in order to expose them to increased education and awareness of the harmful effects of ATOD use.

· Of the 70 adolescents served in youth-led prevention activities, 35 will perceive ATOD use as risky and harmful.

Goal:
Programs that reduce the number of customers who misuse prescription and/or over-the-counter medications.

Objectives:  

· The annual Drug and Alcohol Prevention Conference will have a series of trainings related to the misuse of prescription drugs and over-the-counter medications.

· Print media and newspaper articles will be utilized to inform the community about the misuse of prescription drugs and over-the-counter medications.

· Resources and recommendations from the Governor’s Prescription Drug Abuse Task Force will be used to plan local events designed to reduce the misuse of prescription drugs and over-the-counter medications.

· Training and information will be made available for the medical community on the misuse of prescription drugs and over-the-counter medications as well as other pertinent information on opiate addiction.

Indicator/Measure:

· One hundred Ashtabula County behavioral health and social service providers will receive training in the misuse of prescription drugs and over-the-counter medications.

· Number of articles and number of local events provided

· Number of physicians and other members of the medical community trained

Mental Health Prevention Goals

Goal:
Suicide prevention coalitions that promote development of community resources to reduce suicide attempts.

Objectives:

· Re-establish the Ashtabula County Suicide Prevention Coalition ensuring representation by relevant stakeholders including consumers.
· Develop a Suicide Prevention Strategic Plan that identifies priorities and steps for SFYs 2012 and 2013.
· Seek funding and/or resources to address the main priority identified in the Strategic Plan.
· Implement actions based upon the Strategic Plan
Indicator/Measure:

· Suicide Prevention Coalition is operational and meets at least semi-annually.  Strategic Plan goals are achieved during each of Fiscal Year 2012 and 2013.

Alcohol and Other Drug Treatment and Recovery Services Goals

Goal:  Increase the number of adults involved in Drug Court who are abstinent at the completion of the program.


Objectives:

· Adults with substance use disorders will enter the appropriate level of care based upon a comprehensive AOD assessment

· Provider staff will meet with the court weekly and prior to an individual’s court hearing to coordinate services and provide regular communication to criminal justice personnel throughout all court proceedings.


Indicator/Measure:

· 65% of clients involved with the criminal justice system’s Drug Court will be abstinent at discharge.

Goal:  Increase the number of adults involved in Drug Court who incur not new arrests at the completion of the program.


Objectives:

· Appropriate levels of care, monitoring, crisis planning, and relapse planning will be provided to persons with Substance Use Disorders who participate in the Ashtabula County Drug Court.


Indicator/Measure:

· 80% of clients involved with the criminal justice system’s Drug Court will have incurred no new arrests at the completion of the program.

Mental Health Treatment and Recovery Services Goals

Goal:
Decrease juvenile justice recidivism for severely emotionally disabled youth.


Objectives:

· Collaborate with the Juvenile Court staff to provide evidence-based services for youth with SED involved in their system.

· Identify a service provider and pilot an evidenced-based program for justice involved youth with SED.


Indicator/Measure:

· Evidence-based program implemented.
· Percent of youth referred by the juvenile justice system who are not re-arrested during program participation.
Goal:  Decrease re-hospitalization at Regional Psychiatric Hospitals in 30 and 180 days.


Objectives:

· The Board will conduct a retrospective review of all consumers who were re-hospitalized in 30 and 180 days during SFY 2011 to identify patterns and trends in service delivery and gaps.

· The Board will work collaboratively with providers to address system issues that contribute to a person’s re-hospitalization.

· The Board will complete concurrent reviews of consumers who are re-hospitalized in 30 and 180 days during SFYs 2012 and 2013.


Indicator/Measure:

· During SFY 2011, twenty re-admissions took place.  By the end of SFY 2012, the Board will have clear data to ascertain the known factors that contributed to readmission and develop a plan of action.  By the end of SFY 2013, the Board will have developed and started implementation of an action plan.

C. Engagement of Contract Agencies and the Community
Providers were engaged in the development of the goals and objectives through the community planning process.  Additionally, they will receive a copy of the Board’s Dashboard report and asked to give feedback and provide data in order to measure the outcomes and achievements.  The Board and providers will work jointly to pursue supplemental funding through grant opportunities.  Community members will be engaged in the prevention goals and objectives and give feedback throughout the process through the Board’s Prevention Coalition and the newly developed Suicide Prevention Coalition.
D. Milestones and Achievement Indicators
The Board’s Substance Abuse/Community Plan Committee provides oversight of the data, information and agency reports throughout the state fiscal year.  The committee meets no less than three times a year to review the information available.  Status reports are documented through the minutes of this committee, other sub-committees, and meetings of the Board.
E. Communicating Board Progress Toward Goal Achievement
The Board has developed a ‘Dashboard Report’ to track the status of goals, objectives, and indicators on regular basis.  This report will be reviewed by the Board at public Board meetings, reported on in the Board annual report and available to stakeholders and the community.

Portfolio of Providers and Services Matrix

Table 1: Portfolio of Alcohol and Drug Services Providers
	Prevention Strategy and Level of Care
	a. Provider Name
	b. Program Name (Provider Specific)
	c. Population Served
	d. Prevention Level (Prevention only)
	e. Evidence-Based Practice (EBP)
	f. Number of sites
	g. Located outside of Board area
	h.  Funding Source

(Check the box if yes)
	i. MACSIS UPI

	
	
	
	
	(Universal, Selected or Indicated)
	(List the EBP name)
	
	(Check the box if yes)
	ODADAS
	Medicaid Only
	

	PREVENTION
	
	
	
	
	
	
	
	
	
	

	Information Dissemination
	Lake Area Recovery Center
	NA
	All
	U AND S
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

	Alternatives
	Lake Area Recovery Center
	NA
	All
	U AND S
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

	Education
	Lake Area Recovery Center
	NA
	All
	U AND S
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

	Community-Based Process
	Lake Area Recovery Center
	NA
	All
	U AND S
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

	Environmental
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Problem Identification and Referral
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

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

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	Lake Area Recovery Center Signature Health

 Eagle Eye Family Dev. Center Glenbeigh 

Community Counseling Center
	NA
	Adults and youth

Adults

Adults

Adults

Adults and Youth
	
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

8496

11137

3392

6713

	Intensive Outpatient
	Lake Area Recovery Center Signature Health

 Eagle Eye Family Dev. Center Glenbeigh 

Community Counseling Center
	NA
	Adults and youth

Adults

Adults

Adults

Adults and Youth
	
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

8496

11137

3392

6713

	Day Treatment
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

	Non-Medical
	Lake Area Recovery Center
	NA
	Adults
	
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1017

	Medical
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	SUBACUTE (Level 3)
	
	NA
	
	
	
	
	
	
	
	

	Ambulatory Detoxification
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	23 Hour Observation Bed
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Sub-Acute Detoxification
	Glenbeigh
	NA
	Adults
	
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	NA
	NA
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	


Table 2: Portfolio of Mental Health Services Providers
	Promising, Best, or Evidence-Based Practice
	a. Provider(s) Name(s)
	b. MACSIS UPI(s)
	c. Number of Sites
	d. Program Name
	e. Funding Source (Check all that apply as funding source for practice)
	f. Population Served (please be specific) 
	g. Estimated Number in SFY 2012
	h. Estimated Number  in SFY 2013

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

	Integrated Dual Diagnosis Treatment (IDDT)
	 NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Assertive Community Treatment (ACT)
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	TF-CBT
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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

	Supported Employment
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Supportive Housing
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Red Flags
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	EMDR
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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

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

	Transition Age Services
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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

	Medicaid Buy-In for Workers with Disabilities
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Consumer Operated Service
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Peer Support Services
	NA
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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


Please complete the following ODMH Service Level Checklist noting anticipated changes in service availability in SFY 2012:

ODMH SERVICE LEVEL CHECKLIST: This checklist relates to your plan for SFY 2012.  The alignment between your planned and actual service delivery will be determined using MACSIS and Board Annual Expenditure Report (FIS-040) data during February 2012.

Instructions - In the table below, provide the following information:

1)   For SFY 2011 Offered Service: What services did you offer in FY 2011?

2)   For SFY 2012 Plan to: What services do you plan to offer?

3)   For SFY 2012 Medicaid consumer usage: How do you expect Medicaid consumer usage to change?

4)   For SFY 2012 Non-Medicaid consumer usage: How do you expect Non-Medicaid consumer usage to change?

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Pharmacological Mgt.

(Medication/Somatic)

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mental Health

Assessment

(non-physician)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Psychiatric Diagnostic

Interview (Physician)
	Yes    No     DK
	Intro   E   I   D   NC   DK
	I    D    NC    DK
	I    D    NC    DK

	BH Counseling and

Therapy (Ind.)
	Yes    No     DK
	Intro   E   I   D   NC   DK
	I    D    NC    DK
	I    D    NC    DK

	BH Counseling and

Therapy (Grp.)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Resources & Coordination
	
	
	
	

	24/7 Hotline
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 Warmline
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Police Coordination/CIT


	Yes    No     DK
	Intro   E   I   D   NC   DK
	I    D    NC    DK
	I    D    NC    DK

	Disaster preparedness
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	School Response


	Yes    No     DK
	Intro   E   I   D   NC   DK
	I    D    NC    DK
	I    D    NC    DK

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Respite Beds  for Adults
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Respite Beds for Children & Adolescents (C&A)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Face-to-Face Capacity for Adult Consumers
	
	
	
	

	24/7 On-Call Psychiatric 

Consultation


	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by 

Clinical Supervisors
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by Case Managers
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mobile Response Team
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Central Location Capacity for Adult Consumers
	
	
	
	

	Crisis Care Facility
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital Emergency 

Department
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital contract for 

 Crisis Observation Beds
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Transportation Service to 

Hospital or Crisis Care 

Facility

 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

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

	24/7 On-Call Psychiatric 

Consultation


	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	



	SFY 2011
	                                               SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	24/7 On-Call Staffing by 

Clinical Supervisors
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	24/7 On-Call Staffing by Case Managers
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Mobile Response Team
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Crisis Central Location Capacity for C&A Consumers
	
	
	
	

	Crisis Care Facility
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital Emergency Department
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Hospital Contract for Crisis Observation Beds
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Transportation Service to Hospital or Crisis Care Facility 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	
	
	
	
	

	Partial Hospitalization,

less than 24 hr.

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Psychiatric

Supportive Treatment

(Ind.)

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Psychiatric

Supportive Treatment

(Grp.)

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I   D    NC    DK

	Assertive Community

Treatment (Clinical

Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Assertive Community

Treatment (Non-Clinical

Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Intensive Home Based

Treatment (Clinical

Activities)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK


	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Intensive Home Based

Treatment (Non- Clinical

Activities)

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Behavioral Health Hotline

Service

	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Other MH Svc, not

otherwise specified

(healthcare services)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Other MH Svc.,

(non-healthcare services)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Self-Help/Peer Services
(Peer Support)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Adjunctive Therapy
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Adult Education
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Consultation
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Consumer Operated

Service
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Employment

(Employment/Vocational)
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Information and Referral
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Mental Health Education
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Occupational Therapy

Service

	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Prevention
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	School Psychology
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Social & Recreational

Service
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Community Residence
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Crisis Care/Bed Adult  [see service definition below]


	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)
Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)
Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)
Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Crisis Care/Bed Youth [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Foster Care Adult


	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Foster Care Youth [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Residential Care Adult (ODMH Licensed) [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Residential Care Adult (ODH Licensed) [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Residential Care Youth [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Respite Care/Bed Adult [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Respite Care/Bed Youth [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Permanent Supportive Housing (Subsidized Supportive Housing) Adult [see service definition below]
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Independent Community Housing  Adult (Rent or Home Ownership) [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Temporary Housing Adult [see service definition below]
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Forensic Service
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK

	Inpatient Psychiatric

Service Adult (Private hospital only)
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Inpatient Psychiatric

Service Youth (Private hospital only) 
	Yes    No     DK
	  Intro   E   I   D   NC   DK 
	    I    D    NC    DK
	    I    D    NC    DK


ODMH <2012 Community Plan Adult Housing Categories

Please answer the following question for each category for your SPMI/SMI population:

For SFY 2012, please indicate the number of planned Units & Beds for Adults who are SPMI/SMI.
ODMH is also interested in knowing for each category how many beds/units are set-aside for the forensic sub-population and for those sex offenders who are a sub-population of SPMI/SMI.                                                                                                                                                                                                                                                                               


	Housing Categories 
	Definition 
	Examples 
	   Number of SPMI/SMI
     (Please include Forensic &  

           Sex Offender Sub-         

                Populations)
	  Number   of Units
	  Number   of Beds

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

· Crisis Residential 

· Crisis Stabilization Unit


	Total #:0
	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	ODMH Licensed Residential Care 

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

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

Type 2: Room & Board; Personal Care

Type 3: Room and Board 
	· Licensed as Type I, II or III (Residential Facility Care)

· Residential Support

· Supervised Group Living

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


	Total #:0

	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	
	
	· 
	
	
	

	ODH Licensed Residential Care 


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

· Adult Family Homes

· Group Homes
	Total #: 2
Both  for Men Only
	2
	32

	
	
	· 
	Forensic #:0

	0
	0

	
	
	· 
	Sex Offender #:0
	0

	0

	 Respite Care 

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

·  Respite Care 
	Total #: 0
	0
	0

	
	
	· 
	Forensic #:0

	0
	0

	
	
	· 
	Sex Offender #: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) 
	Total #:0
	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	Board/Agency Owned Community Residence 


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

· Apartments with non-clinical staff attached 

· Supervised Apartments 

· No leases: NOT covered by Ohio tenant landlord law


	Total #:0
	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	Permanent  Supportive Housing (Subsidized Supportive Housing)

with Primary Supportive Services On-Site


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

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

Supportive Services staff primary offices are on-site and their primary function are to deliver supportive services on-site; these staff many accompany residents in the community to access resources.
	Total #:0
	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	Permanent  Supportive Housing (Subsidized Supportive Housing)

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

· Housing as Housing

· Supervised Apartments

· Supportive Housing

· Person with Section 8 or Shelter Plus Care Voucher

· Tenant has lease

· Supportive Services staff primary offices are not on-site; supportive serve staff may come on-site to deliver supportive services or deliver them off-site. (In this model a primary mental health CPST worker may be delivering the supportive services related to housing in addition to treatment services.
	Total #:57

	57
	57

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0

	
	
	· 
	
	
	

	Independent Community Housing

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

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

· Adult with roommate with shared household expenses

· Apartment without any public assistance

· Housing in this model is not connected to the mental health system in any way.  Anyone can apply for and obtain this housing.
	Total #:0

	0
	0

	
	
	· 
	Forensic #:0
	0
	0

	
	
	· 
	Sex Offender #:0
	0
	0


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

	NA
	NA
	NA


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

	NA
	NA
	NA
	NA


Additional ODMH Requirements

(Formerly Community Plan – Part B)
Board Membership Catalog for ADAMHS/ADAS/CMHS Boards 

	Board Name

Ashtabula County MHRS Board
	Date Prepared

04/02/2010

	Board Member

KAY BROUGHTON
	Appointment           Sex                   Ethnic Group 
   ODMH                  F                          WHITE

Officer                    Hispanic or Latino (of any race)
      NA            

                  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)

161 ELM STREET

GENEVA, OHIO   44041


	

	Telephone (include area code)

440-466-6624
	County of Residence

ASHTBAULA
	

	Occupation

RN; VETERAN’S ADMINISTRATION
	

	Term

07/01/2008-06/30/2012
	Year Term Expires

2012
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

Candace Arcaro
	Appointment           Sex                   Ethnic Group 
  County                       F                  WHITE

Officer                    Hispanic or Latino (of any race)
     NA          

                  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)

796 Grove Street

Conneaut, Ohio   44030


	

	Telephone (include area code)

440-593-3611


	County of Residence

Ashtabula
	

	Occupation

Retired
	

	Term

12/15/2009-06/30/2013
	Year Term Expires

2013
	

	Board Name

ASHTBULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

Kim Whitcroft-Parker
	Appointment           Sex                   Ethnic Group 
    County                      F               WHITE 

Officer                    Hispanic or Latino (of any race)
NA                

                  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)

4257 Carpenter Road

Ashtabula, Ohio  44004
	

	Telephone (include area code)

440-964-2181
	County of Residence

ASHTABULA
	

	Occupation

Community Volunteer and Activist
	

	Term

12/15/2009-06/30/2011
	Year Term Expires

2011
	


	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

10/12/2010

	Board Member

THERESE WEREB
	Appointment           Sex                   Ethnic Group 
    MH                        F                        WHITE

Officer                    Hispanic or Latino (of any race)
       NA           

                  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)

5927 Jefferson Ave., Apt#17

ASHTABULA, OHIO   44004


	

	Telephone (include area code)

440-992-7885
	County of Residence

ASHTABULA
	

	Occupation

NA
	

	Term

07/01/2010-06/30/2014
	Year Term Expires

2014
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

PASTOR FREDERICK GRIMM
	Appointment           Sex                   Ethnic Group 
      COUNTY           M                  WHITE

Officer                    Hispanic or Latino (of any race)
  VICE-PRESIDENT             

                  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)

321 SUSAN DRIVE

JEFFERSON, OHIO   44047


	

	Telephone (include area code)

440-576-0364
	County of Residence

ASHTABULA
	

	Occupation

PASTOR-LUTHERAN CHURCH
	

	Term

07/01/2009-06/30/2013
	Year Term Expires

2013
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

MARIE LANE
	Appointment           Sex                   Ethnic Group 
    COUNTY             F                   WHITE

Officer                    Hispanic or Latino (of any race)
     NA             

                  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)

6035 LAKE ROAD  #424

ASHTABULA, OHIO   44004


	

	Telephone (include area code)

440-964-9086
	County of Residence

ASHTABULA
	

	Occupation

ATTORNEY
	

	Term

08/29/2008-06/30/2010

07/01/2010-06/30/2014
	Year Term Expires

2010

2014
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

ALFRED MACKEY
	Appointment           Sex                   Ethnic Group 
       COUNTY             M               WHITE

Officer                    Hispanic or Latino (of any race)
           NA       

                  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)

25 W. JEFFERSON STREET

JEFFERSON, OHIO   44047


	

	Telephone (include area code)

440-576-3683
	County of Residence

ASHTABULA
	

	Occupation

COMMON PLEAS JUDGE
	

	Term

08/29/2008-06/30/2012
	Year Term Expires

2012
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

TERRY MOISIO
	Appointment           Sex                   Ethnic Group 
     COUNTY            M                    WHITE

Officer                    Hispanic or Latino (of any race)
  PRESIDENT                

                  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)

1012 MAIN STREET

CONNEAUT, OHIO   44030


	

	Telephone (include area code)

440-599-7663
	County of Residence

ASHTABULA
	

	Occupation

LT. ASHTABULA CO SHERIFF’S DEPT.
	

	Term

07/01/2009-06/30/2013
	Year Term Expires

2013
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

MARJORIE (RADDATZ) MURRAY
	Appointment           Sex                   Ethnic Group 
    COUNTY             F                      WHITE

Officer                    Hispanic or Latino (of any race)
       NA        

                  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)

5923 Hillcrest Avenue.

ASHTABULA, OHIO   44004


	

	Telephone (include area code)

440-812-8338
	County of Residence

ASHTABULA
	

	Occupation

RETIRED
	

	Term

10/10/2006-06/30/2010

07/01/2010-06/30/2014
	Year Term Expires

2010

2014
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

SANDRA RANCK
	Appointment           Sex                   Ethnic Group 
   COUNTY              F                      WHITE

Officer                    Hispanic or Latino (of any race)
    NA              

                  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)

2118 PLEASANTVIEW AVE. 

ASHTABULA, OHIO    44004


	

	Telephone (include area code)

440-964-2497
	County of Residence

ASHTABULA
	

	Occupation

RN
	

	Term

07/01/2008-06/30/2012
	Year Term Expires

2012
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member


	Appointment           Sex                   Ethnic Group 
Officer                    Hispanic or Latino (of any race)
        NA          

                  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)


	

	Telephone (include area code)


	County of Residence


	

	Occupation


	

	Term


	Year Term Expires


	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared

04/02/2010

	Board Member

TIFFINE SIZEMORE
	Appointment           Sex                   Ethnic Group 
     ODMH                 F                 WHITE

Officer                    Hispanic or Latino (of any race)
       NA        

                  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)

1505 W. 8TH STREET

ASHTABULA, OHIO   44004


	

	Telephone (include area code)

440-536-4798
	County of Residence

ASHTABULA
	

	Occupation

Unemployed
	

	Term

04/07/2009-06/30/2012
	Year Term Expires

2012
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared



	Board Member

ALICE MILLER
	Appointment           Sex                   Ethnic Group 
       ODADAS          F                  WHITE

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)


	

	Telephone
	County of Residence

ASHTABULA
	

	Occupation

RETIRED
	

	Term

12/09/2010-06/30/2013
	Year Term Expires

2013
	

	Board Name

ASHTABULA MHRS BOARD
	Date Prepared



	Board Member

Janie Gildersleeve
	Appointment           Sex                   Ethnic Group 
   COUNTY               F                   WHITE

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)

563 FOOTVILLE RICHMOND RD E

JEFFERSON, OHIO 44047


	

	Telephone (include area code)

440-576-4782


	County of Residence

ASHTABULA
	

	Occupation

TRUANT OFFICE/HOME SCHOOL COORDINATOR/SUPERVISOR/LATCHKEY PROGRAM
	

	Term

04/19/2011-06/30/2014
	Year Term Expires

2014
	

	Board Name


	Date Prepared



	Board Member


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

Mental Health                                  Alcohol Other Drug Addiction
 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)


	

	Telephone (include area code)


	County of Residence


	

	Occupation


	

	Term


	Year Term Expires


	



Board Forensic Monitor and Community Linkage Contacts

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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Vincent Arduin
	5212 Mahoning Ave., Suite 317
	Youngstown
	44515
	330-792-1918
	forensicctrvfa@choiceonemail.com


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

	Name
	Street Address
	City
	Zip
	Phone Number
	Email

	Miriam Walton
	4817 State Road, Suite 203
	Ashtabula
	44004
	440-992-3121
	ashtabadmhbd@suite224.net




INSERT ADDITIONAL BOARD APPENDICES AS NEEDED
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