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SECTION I: LEGISLATIVE AND ENVIRONMENTAL CONTEXT

 Legislative Context of the Community Plan

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

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

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

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

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

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

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

4)  Review and evaluate substance abuse programs;

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

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

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

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

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

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

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

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

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

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

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

Economic Conditions and the Delivery of Behavioral Health Care Services

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

Given the incredibly volatile environment, both economically and politically, it is difficult to know what to expect as far as the future of the behavioral health system in Ohio.  It does seem clear that at a minimum, we will be experiencing even greater reductions in funding from all fronts, due to extreme budget cutting occurring at the federal, state and local levels. We are quite relieved that ODMH focused on stability in funding for FY2012, and implemented a funding formula that sought to keep boards as close to “whole” as possible. Even with this emphasis on stability, the board still lost a significant amount of mental health funding.  On the AOD side, we were fortunate that funding remained relatively flat, at least at this point in time. 

Clearly, the wild swings in revenue cuts we have experienced over the past several years have made planning extremely difficult.  The only thing we do know is that we will most likely be losing more money in future years and our system is again going to have to continue to contract. Our overarching goal is to do so in a planful way that minimizes to the extent possible the impact on our most vulnerable consumers, the community and our agencies, while preserving core services to our most at risk/priority populations.   
State of the Board System Due to Economic Circumstances – Since early 2008, the ADAMH Board has been planning and preparing for, and then implementing, substantial budget cuts from the state.  The severe downturn in the economy coupled with a variety of state decisions resulted in the Board receiving approximately $400,000 in funding cuts in FY2009 and approximately $1.3 million in additional cuts in FY2010, including increases in bed day costs.  All told, the ADAMH Board had to reduce our overall budget by more than one million dollars in FY2010. This level of funding cuts was simply unprecedented and occurred at a time when the needs of the people we serve were actually increasing.  

As the Board anticipated these catastrophic cuts, it determined that there was an urgent need to move quickly and proactively to try to position our system to weather as best as possible these funding cuts in a way that was consistent with Board priorities and that minimized the impact to consumers and the community. The Board was well prepared and equipped to deal with these challenges as it has been planning for and anticipating such action since early 2008. The Board’s Executive Director was and continues to be actively involved at the state level with a host of budget and policy issues that have allowed us to impact critical funding decisions by the state. Additionally, our agencies continue to be well run and financially healthy, and we have excellent working relationships with our agencies that have allowed us to “all row in the same direction.”  
Despite our ability to successfully address the fiscal challenges of the past few years, we are now preparing for the serious challenges the Board is expecting as it begins to plan for FY2013.  We see a number of major issues looming on the near horizon: health care reform; additional catastrophic cuts from the state/feds; possible changes in the ODMH and/or ODADAS funding formulas; and the complete implementation of Medicaid elevation to the state.  

Historical Context – In FY2008 the Board anticipated major funding cuts from the state as the economy was spiraling down into a deep recession. As a result, the Board absorbed preliminary funding cuts that came through in FY2009 and used that year to plan a major system redesign, creating a smaller but more efficient and effective service system.  This transition time allowed the agencies the ability to plan and prepare for funding cuts from the ADAMH Board, which was critical in helping to minimize the impact on consumers and agency staff.

 At the contract provider level the Board reduced five contract agencies to three. The Board’s AOD/MH provider, Solutions Behavioral Healthcare, took on the intensive services for SED youth previously provided by the board’s large CSN, Medina County Child & Family Intervention Team (CFIT); and Alternative Paths, Inc., our agency that serves adults with severe mental illness, took on services in the Board’s supportive housing project previously provided by Coleman Professional Services.  CFIT, a state operated service, ceased to exist as a stand alone “agency,” as of July 1, 2009 and the board terminated its contracts with CFIT/ODMH, and with Coleman Professional Services.  Additionally, our agencies closed their satellite operations in Brunswick and Wadsworth cities and consolidated their operations in Medina City, which is in central Medina County.  By taking these actions the Board and our agencies:
1. Reduced administrative overhead within our system;

2. Improved clinical coordination of care;

3.    Improved clarity for consumers;

4. Strengthened, both financially and programmatically the agencies that took on the consolidation. 

The second part of the two pronged approach was realigning most of the board’s miscellaneous contracts. These contracts were held between the ADAMH board and the various smaller providers. There were historical reasons for some of this, but most of the reasons were no longer applicable, and especially so in an economically challenged environment. Moving contracts like NAMI, Laurelwood, Early Childhood, etc., under the three remaining Primary Contract Agencies:

1. Increased the clarity and relatedness of the programs to the contract agencies;

2. Helped the agencies shoulder overhead;

3. Improved cash management for the agencies as we can move these monies to the agencies in their quarterly allocations;

4. Provided for a more direct assessment of benefit as the contract agency is in a closer proximity to evaluate.

This consolidation of the Medina County ADAMH Board service system consumed most of the Board’s and agencies’ time throughout FY2010. We had anticipated that the integration of CFIT services into Solutions would take Solutions approximately two years to normalize and stabilize its overall operations, which has proven to be the case. One of the main goals of the transition was to minimize the disruption to clients and the community as much as reasonably possible, and given what has transpired, Solutions has done that quite successfully.  It was a huge, complex undertaking for the agency and for the Board, but one that has successfully positioned our system to better weather the financial storm that is wreaking havoc in our environment.  

Being proactive in this way put the Board and our agencies in a relatively stable place; although we ended up with $1.3 million in funding cuts over two years and were able to minimize the impact on the community and our consumers as much as possible. Additionally, the system reorganization actually helped to strengthen Solutions and Alternative Paths, which are both financially and programmatically strong and healthy.  The steps taken in FY2009-FY2010 allowed the Board to sustain current levels of service in FY2011, and provided the Board and agencies with the ability to again, proactively plan for the major challenges in FY2012 and FY2013, as described below. 

Impact Assessment December 2010/January 2011 - the Board’s Executive Director and staff met with each of our three main agency directors numerous times to discuss the impact of possible funding cuts ranging from 10% - 30%+ in FY2012.  We conveyed the Board’s intention to adhere to its priorities in this process, and to ask them to begin assembling a response based on such priorities and the range of possible cuts to their FY2012 allocations. We engaged in extremely sensitive but open and frank dialogues with agency directors and their staff. These dialogues and the materials they provided allowed us to formulate a Preliminary Impact Assessment analysis. In summary, our analysis illuminated the fact that our two primary agencies, Alternative Paths and Solutions Behavioral Healthcare, have essentially “pulled all the rabbits out of their hats;” the significant cuts they have taken over the past two years required them to engage in intensive reviews of their entire organizations resulting in reorganization, restructuring, and significant reductions in administrative costs.  Both agencies are operating at a very high level of efficiency and are as lean as they can possibly be without compromising the quality of the services they provide.  In fact, based on the major reorganization of our system over the past several years, Solutions, as it is configured today, is the integration of what was three agencies just a few years ago. Given this reality, the enactment of any additional funding cuts is now going to directly impact the core services that each of these two agencies provide and thus the priority populations they serve. 

This impact assessment caused the Board to closely examine its level of funding to Catholic Charities Community Services, a third agency that has contracted with the Board for more than twenty years, albeit on a much smaller scale than Alternative Paths and Solutions. Although Catholic Charities provides valuable services to the community, the agency does not serve the priority populations of the Board and does not provide the kinds of intensive, core services Alternative Paths and Solutions provide. Although Catholic Charities has been a partner for many years, the Board ultimately determined that it is in an environment where the present level of funding was no longer sustainable. What the impact assessment illuminated was that for both Alternative Paths and Solutions, was that any additional cuts of the magnitude we anticipated would begin dismantling core services these two agencies provide to the ADAMH Board’s priority populations. It was inconsistent with our priorities and client needs to continue funding lesser priority services at Catholic Charities while simultaneously enacting funding cuts on our two, primary agencies. 

The Board ultimately reduced its allocation to Catholic Charities in FY2012 to six months and will terminate its non-Medicaid contract with the agency as of December 31, 2011. Sadly, the community may be losing an alternative source for general mental health services in the public system, although the agency has committed to continuing to bill Medicaid services. As a result of terminating the contractual relationship with Catholic Charities, waiting lists will most certainly increase at Solutions Behavioral Healthcare impacting all our community partners who refer to our system.  

Given the thoughtful and logical process we have used to review our entire system, the populations served, services provided, etc., it is our belief that we have prioritized those needs which are most urgent/critical.  Because we have already made massive changes to our system in order to implement major cost efficiencies (as delineated above), any additional cuts will be all the more painful. Our agencies and the Board are already working at red line; there are very few additional cost-saving measures and operational efficiencies left.  The reality is, you cannot eliminate the enormous levels of funding we have had to sustain over the past several years without consequences; there will be persons who will be in need of services who will have to wait longer for those services or who will not receive the services they need.  The safety net has been shredded. As we anticipate additional cuts in funding in the years to come, we will continue to focus remaining resources on our most severe and high risk populations.  This unfortunately leaves the more general mental health client on their own; our system is increasingly unable to serve this population.
Implications of Health Care Reform on Behavioral Health Services
Question 2: Based upon what is known to date, discuss implications of recently enacted health care reform legislation on the Board’s system of care.

With the election last fall and what we are seeing on the federal level, it would appear that the implementation of health care reform has become more confusing and less certain. In fact, appellate courts have recently found some of the central tenets of this legislation to be unconstitutional, calling into question the future of this health care reform initiative. Coupled with a multitude of challenges by a host of states (including Ohio) it does seem more doubtful at this time.  Additionally, to date, we have very little concrete information with respect to what impact healthcare reform will really have.  To stay as informed as possible, we are taking advantage of webinars and other educational/informational opportunities provided by our Board Association; however, much of this has been mostly speculation.
One of the more unanticipated impacts we are already experiencing is to our agencies and the associated costs with healthcare for agency staff. They are reporting that their healthcare brokers have told them to plan for increases in premiums; insurance carriers are bracing for cost increases since more people will be covered and expenses will be higher due to elimination of pre-existing conditions, lifetime maximums, etc., which previously allowed carriers to manage costs. Along with increasing premiums, the agencies will also have an increase in their costs as they are required to allow staff to keep children on their plans longer, up to age 26 or 27, depending upon federal vs. state requirements on coverage.  The agencies will also experience increased costs related to higher numbers of 1099s that will have to be filed each year as well as additional costs related to reporting required on W-2s.

Early on in our assessment, we do not believe that our priority population of adults living with SMI will see a dramatic impact from the new legislation as these clients are typically not employed on a full-time basis and many already have Medicaid or Medicare as their benefits.  We are hopeful that the more general mental health/AOD client will have equal healthcare benefits for MH and AOD issues, which would decrease the number of “indigent” clients utilizing ADAMH funds.  The increase in insurance coverage will require the agencies to diligently work with insurance providers to get on their panels, however.  Additionally, it remains to be seen how well or equitably the insurance carriers will pay for each service provided.  We do hope that better benefits for these clients will improve access to medications.

The move toward integration of behavioral health and physical health care appears to be a major focus and we are interested in the concepts of the medical home and how it will play out in the behavioral health field.  One of our agencies has made a strong foray into this model and is partnering with a local hospital to provide behavioral health services along side traditional medical care.  The initiative has been a tremendous success and they are looking to expand the model to another hospital in the county. Clearly the model has benefits and in this instance has been fairly easy to implement. It should be noted, however, that the behavioral health services they are providing are to the general population and NOT to persons living with severe and persistent mental illness.  We suspect that integrating services for this population may tend to be considerably more challenging.

Ultimately, we look to the Departments for leadership in this area and are ready and willing to partner as implementation of this new health care reform law takes place.  

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

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

MEDINA COUNTY DEMOGRAPHICS – There has been explosive growth in Medina County in the last decade. We are one of the fastest growing counties in the state of Ohio; in fact we are the fifth fastest growing county in Ohio. In 1990 the population was 122,354; as of the 2010 census, it was 172,332, a 40% increase.  Population is projected to continue this rapid growth into the next decades with an estimated 191,850 in 2020. This growth has changed the character of our county from a mostly rural, small-town environment to a much more suburban/urban city environment with different sets of problems, issues, needs, etc.  Additionally, because we are a “bedroom community” of Cleveland and Akron, we do experience a “spill over” of some of the urban issues that affect these major urban centers.  
Medina County is fairly affluent, currently having the second lowest poverty rate (5.9%) in the state, as in comparison to 15% for the State of Ohio, per the ODOD April 2011 Ohio Poverty Report. Counties contiguous to Medina (Cuyahoga, Lorain, Summit Wayne and Ashland) have poverty rates that are more than double that of Medina (e.g., Cuyahoga is currently at 16.4%). However, with the current state of the economy, the jobless rate increased 45% in FY2009 to 9%, although it is has come down to 7% as of June 2011.  Although this is not as high as most of our neighboring Northeast Ohio counties, it is shockingly high for Medina. We have not seen unemployment this high since 1987. Demand for public assistance and supports have skyrocketed over the past several years. We are seeing an increasing number of persons without any resources – persons who have lost their jobs and their health insurance, do not have Medicaid and have little if any ability to pay even a portion of the cost of services.  As such, the Board is having to pick up more and more of the cost of services.  

The county has three major cities; Medina, located in the center of the county, Brunswick, which borders Cuyahoga County, and Wadsworth, which borders Summit County.  We are clearly a “bedroom community” for both of these major urban areas, and as such, many persons choose to seek services out-of-county for a variety of reasons including privacy, proximity to the services, and the fact that these urban areas tend to have a much richer array of services available than a county our size.  Medina County is also a highly homogeneous county with a total minority population of only 4%. This has actually increased slightly over the past two decades.  Transportation is often an issue as the county does not have a public transit system.  There is transit available for the elderly and persons living with serious and persistent mental illness, however it is limited.  

CHARACTERISTICS OF CLIENT SERVED 
The Medina County ADAMH Board currently has non-Medicaid contracts with two main providers and one small provider.  These agencies are Alternative Paths, Inc. which serves adults living with SMI and provides Emergency Services/PreScreening; Solutions Behavioral Healthcare, Inc., which serves the general mental health and AOD populations as well as our most at-risk SED youth and their families; and Catholic Charities Community Services, which provides very limited mental health services to the general population. (As noted above, the board’s contract with Catholic Charities for non-Medicaid services will end as of December 31, 2011.)   Until FY2010 the agencies had satellite offices in several areas of the county; with the major cuts in funding that occurred over the last two years, the satellites were closed and all services now emanate out of the main Medina city offices.  In FY2010 our system served 3,320 persons. [NOTE: As of this writing, we do not yet have final FY2011 data.] The following is a breakdown of the numbers of people seen.

Substance Abuse Treatment & Recovery Services

Youth/Child (0-17)   108

Adults (18 – 64)
856

Seniors (65+)
    7

Males 

604

Females

354

Medicaid

316

Non-Medicaid
696
Mental Health Services

Youth/Child (0-17)    665 

Adults (18 – 64)
1,918

Seniors (65+)
   124

Males 

1,175

Females

1,486

Medicaid

1,560

Non-Medicaid
1,329
TRENDS IN SERVICE  
Socioeconomic status - As Medina has grown in the past years we have found that the growth has brought increasing number of people who have more diverse socioeconomic status as well as increased demands on services for the indigent or low income.  Medina many years ago, seemed to be a community of fairly affluent residents who for the most part had resources to take care of themselves and their family members. While we may remain one of the more affluent areas in comparison with surrounding counties, our population has become more diversified in economic status, family systems, and ability to access needed resources.  Financial stress has become a more common precipitating factor to an individual’s crisis and or need for mental health and/or AOD services.  Often these are individuals that have minimal or no past mental health history. The financial stress can be a trigger for depression and even suicidal ideation or attempts.  We have also seen an increase in clients coming into contact with Emergency Services who have substance abuse issues.  This population can place high demands for time on our system’s Emergency Services clinicians as they present in crisis and want immediate detoxification or other AOD services, but in the end often show very poor compliance or follow through.  

Increase in unemployed/indigent - We have seen a large increase in the number of clients who have become unemployed and have no access to health care. This is causing more and more persons who are indigent having to access ADAMH Board funding for services, creating an increasing demand on our resources at a time when resources are being cut.  Indigent persons present many challenges when discharged from inpatient settings, especially with prescriptions but not actual medications.  Follow-up appointments can take a week to two weeks following discharge.  Persons on medication may have no means for filling the script before being seen by one of our agencies’ psychiatrists.  Additionally, persons who are referred by Emergency Services to our agency serving more general mental health clients are finding longer and longer waiting times to access services.  This results in increased pressure and stress on Emergency Services as they try to provide “bridge” services to these persons until they can access more appropriate long term services.  

Increase in homeless - Our agency serving the general mental health and AOD populations reports that clients who present to their agency are becoming more transient than in previous years; they may be seen for one or two sessions then leave town with their whereabouts unknown. Additionally, clients are also presenting with the multiple needs associated with being homeless.  There are limited resources in the community to eliminate this severe stressor.  Homelessness contributes to increased mental health, AOD and forensic issues.  Medina County does not have a shelter to care for the homeless.  Additionally, psychiatric hospitals are reluctant to discharge a person that is homeless into the community.  

Increase in medical resources - We have also seen significant change in the county with respect to the tremendous growth of medical resources, particularly when it comes to emergent medical care. Medina has become a target growth area for northeast Ohio medical powerhouses including: 
· Cleveland Clinic;

· Summa;

· University Hospitals; and 
· Akron General.  
This explosive growth in medical resources brings both new opportunities and new challenges.  Whether we look at this as competition or opportunity, it means that the ADAMH Board and its agencies must stay on top of their game in terms of being present in the community, maintaining a leadership role in behavioral health, and working to always provide the highest level of quality services possible in the community. It does present an immediate challenge with respect to Emergency Services/PreScreening in that our agency now has to move toward providing crisis response to a larger number of emergency rooms, with the same level of staffing that it has maintained for over 20 years.  To Alternative Paths’ credit, they are seeking to develop and grow relationships with all of the hospital entities, which is a time consuming, yet interesting process. It has definitely led the ADAMH Board and our agencies to feel like “a little fish in a very big ocean” at times!  In order for us to remain a viable and trusted resource within the community, however, we must continue to develop our relationships with these healthcare entities and maintain a seat at the table, so to speak, when it comes to competing in what seems to be a new healthcare marketplace in Medina County.
Heavily court referred AOD population - Like most boards throughout the state, the majority of clients seen in our AOD system are court referred.  In fact, we have seen a significant increase in referrals from the courts over the past five years; approximately two-thirds of clients seen by our primary AOD agency are court referred.  This speaks to the excellent working relationship the board and agency have cultivated with the courts, particularly the Juvenile Court with which it is partnering for the Juvenile Drug Court program.   
High demand for Detox Services - As discussed in our previous Community Plan, we continue to experience high demand for detoxification services.  We recognize that there are a myriad of issues that contribute to this demand for detox and that many of our neighboring counties are experiencing this same high demand. Much of this appears to relate to an increased use of opiates.  The number of people we have seen with opiate addictions has increased substantially from several years ago when alcohol was the primary drug of choice.  There were many years in which we had few, if any IV drug users present for detox/treatment. A number of years ago the increase in clients presenting with opiate additions and the costs associated with opiate detox were creating a significant challenge for the board in trying to balance its limited resources between treatment/prevention services and the increasing demand AND increasing cost for detox services (i.e., we went from $33,000 in detox costs in FY2006 to $118,000 in FY2008!).  This level of expenditure was simply not sustainable, especially given current economic circumstances.
 The ADAMH Board initiated a comprehensive review of detox services and consulted with many of our colleague boards and the state.  As a result, we worked with our agency to revise protocols to more appropriately address the increasing demand for these high cost services. As we closely reviewed and monitored detox utilization, one of the frustrating issues that emerged was the fact that more than two thirds of the persons who presented for detox were NOT currently receiving services at a provider (i.e., they are not known to our system), and the majority did not follow up with treatment services upon completion of detox.  In order to address this critical issue, our AOD agency, Solutions has implemented ways to strengthen the linkage between detox and outpatient services to increase the percentage of persons who are successfully engaged in appropriate follow up treatment services via a case management position that works with these persons to help make the linkage back to outpatient treatment at the agency. It goes without saying, however, that the client must be willing to participate in this “direct link” to the agency or it will not happen, no matter how much we facilitate the linkage.     

Dually Diagnosed SMI Clients - One specific area that the ADAMH Board and our providers believe needs to be better addressed is the provision of services specifically for persons with SMI who also have AOD issues – i.e., MH/AOD.  Programming to address these unique needs has been lacking in our system. The agency serving this population believes that treatment effectiveness would be improved if they had the capacity to place similar clients in the same group that could address their comorbid concerns in a direct manner, and to provide substance abuse programming.
Demand for Med/Som Services – Our providers are seeing an increased demand for Med/Som services and medication as a primary focus on treatment, creating waiting lists.  

Adolescents transitioning to the adult system - Our agency serving adults with severe mental illness has experienced an increase in the number of very young adults transitioning from our agency serving SED youth, or who are experiencing their first episode of psychosis between ages 18 and 25.  This agency has begun to staff cases at our agency serving high risk youth when these youth turn 17 and are headed for the adult system.  This has provided excellent results and ensured a smooth transition to the adult agency.  In fact we have several extremely high risk/high profile clients that are aging out of the youth system in the coming year and transitioning to our agency serving adults living with SMI, Alternative Paths. Alternative Paths finds that these young clients generally need a high amount of CPST services to help develop skills that they have not acquired to date through parents, etc. There appears to be a real lack of independent living/coping skills and general resources. This age group can be highly challenging to stabilize, decrease use of crisis services, and ultimately, encourage compliance with treatment overall.

Elderly Population – The elderly typically comprise a very small number of the overall clients served in our system of care, whether AOD or MH services. The percentage of adults 65+ years and older is 4.0% of an unduplicated client count of 3,320 for FY2010.  This is most likely occurring for a number of reasons, including lack of transportation and/or reluctance to use the county’s transit system for older adults; physical impairments that inhibit mobility; reluctance of the older generation to utilize helping services; stigma regarding substance abuse and mental health issues; fear of losing independence; and lack of awareness of the problem.

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

Question 4: Describe major achievements.

Major System Redesign - Our major achievement over the past two years has been the Board’s complete system redesign, creating a smaller but more efficient and effective service system. This was essentially the Board’s  and our agencies’ singular focus for the past two year and was based on a variety of factors, including but not limited to the severe budget cuts, worsening economy, and anticipated changes in the funding formula. Our early anticipation of major reductions in revenues and our ability to absorb the first rounds of cuts without passing them onto our providers allowed our agencies time to carefully plan and prepare for these reductions. This was critical in helping to minimize the impact on consumers and agency staff.  From the Board on down to our agencies, we have analyzed every aspect of our organizations and our system of care and have implemented strategies designed to:

1. Reduced administrative overhead within our system;

2. Improved clinical coordination of care;

3. Improved clarity for consumers;

4. Strengthen both financially and programmatically, the agencies that took on the consolidation. 

This major system redesign has been a huge, complex undertaking for our agencies and for the Board, but one that has successfully positioned our system to better weather the financial storm that is wreaking havoc in our environment.  Indeed, we are bracing for even worse cuts in the coming biennium.

Other achievements include the following:

Integrated MH and AOD Services within One Agency – As the Medina County ADAMH Board has discussed at length in its last Community Plan, our behavioral healthcare system underwent another important system redesign a number of years ago.  Our primary AOD provider expanded its mission to include mental health services and our general mental health agency ceased operations and dissolved its corporation.  (In other words, the AOD agency absorbed the MH services previously provided by another agency.)  This system redesign was the result of a comprehensive planning process with a Strategic Alliance Group. 
The impetus for such an initiative was to better meet the needs of the community and, more urgently, to address the serious organizational issues facing the mental health agency. This entailed a major redesign of the ADAMH Board’s service system.  The goals of merging disparate AOD and MH resources were delineated in the planning process as follows:

1. To expand services to meet the needs of the community (i.e., creating a more accessible, effective, seamless prevention/intervention, treatment and recovery services continuum of care from childhood through adult).

1. To achieve financial and operating efficiencies and increase diversity of revenue sources to support/expand services.

1. To follow/increase the use of best practices/research based practices in the provision of services.

1. To attract and retain quality staff in order to ensure a highly effective workforce.

We cannot over-emphasize how profound this change has been for our service system. Although it took a few years to fully realize the integration of both AOD and MH services, our agency, now called Solutions Behavioral Healthcare, Inc., has more than met the initial goals delineated above.  It has expanded programmatic offerings, developed strong linkages to other community partners (i.e., schools, courts, etc.) and positioned the agency to better serve the community and client needs. The ADAMH Board believes the integrated MH/AOD agency is a major enhancement of the service system and has been good for the community, strengthened our system and emanated from a best practices planning model.
Supportive Housing - Without question, one of the the single most important achievements  of the Medina County ADAMH Board over the past fifteen years has been the creation of an array of housing and housing supports for our consumers who are living with SMI. The Board started with essentially nothing other than our small HAP allocation back in the mid-1990’s and now has almost 50 housing units ranging from independent living to intensive supportive housing. The Board also has an array of housing grants that provide critical supports for this population. We have committed literally millions of dollars to creating this housing array and have aggressively pursued various capital grants and housing  grants to support the housing needs of our community as well as leverage ADAMH Board dollars committed to housing development. The Board developed unique partnerships with our County Commissioners and Medina Metropolitan Housing Authority to further our efforts in housing development. Listed below is a description of the Board-owned or controlled housing resources currently available in Medina County:

   * Washington Place Apartment Building - Semi-Independent Housing (ODMH Capital Grant)

         - 10-unit apartment building purchased by the ADAMH Board in 1995

         - Located just off the main square in Medina City

         - Provides semi-independent living (onsite resident manager)

         - The Board applied for and received capital funds from ODMH for the purchase of the building

         - Engaged in significant renovation of the building

         - Property is managed by a unique partnership with Medina Metropolitan Housing Authority, the Board's Property Management company

* Jefferson Place Apartments - Independent Housing  (ODMH Capital Grant)

         - 16-unit apartment complex owned by Medina Metropolitan Housing Authority

         - ADAMH Board provided gap funding in 2000 in exchange for 4 units to be used over the  next 40 years exclusively for persons who are SMI

         - Independent living

 - ADAMH Board/MMHA received a capital grant from ODMH and CDBG funds from our County Commissioners  for this project

          - MMHA has provided an additional 3 units above and beyond the contracted 4

  - Prime location in Medina, withing easy walking distance to services,supports, shopping, employment, entertainment, etc.

   * New Manhattan Place Apartments - Independent Housing

- The Board entered into another agreement with MMHA in 2002 to provide funding to MMHA in exchange for a 6-unit apartment building at MMHA's New Manhattan Place apartment complex           

         - Six units are available  over the next 40 years exclusively for persons who are SMI 

- Over the years we have used HAP funds to help provide temporary rental assistance for persons moving into NMP

         - In 2007 the Board expanded the agreement for an additional 4 units in exchange for some funding for renovation purposes

- MMHA has provided several additional units at NMP beyond the contracted 10

   * Northland Place I - Supportive Housing  (ODMH Capital Grant)

         - 11-unit apartment building with a full time Resident Manager onsite, constructed by the ADAMH Board in 2002

- The ADAMH Board engaged housing consultant, Tammy Weaver, to assist in developing a comprehensive housing plan and to assist with the planning for our first supportive housing project.

 - The Board applied for and received ODMH capital dollars, and CDBG dollars from our County Commissioners

 - The Board developed a contract with Coleman Professional Services to provide the intensive  supportive services (Intensive Case Management, Resident Manager, etc.)  Two years ago these services were transitioned to Alternative Paths, Inc., our agency that serves adult SMI in our county, significantly enhancing clinical care and coordination for consumers living in this building.
 * Northland Place II - Supportive Housing  (HUD Grant/ODMH Capital Grant/NAMI-Ohio Grant)

- After the resounding success of Northland Place I, the Board determined that a second supportive living on the same site, with the same design was needed.

       -  The Board applied for and received a $1,017,625 HUD grant that provided capital funds for construction as well as service and operating funds.  Received capital match money from  ODMH, a $50,000 NAMI-Ohio grant, and CDBG grant funds from our County Commissioners

        - The Board constructed an 11-unit apartment building in 2006/2007 based on our plans  from Northland Place I
        - MMHA provides the property management services

  - Alternative Paths provides the clinical and supportive services (Intensive Case Management, Resident Manager, Vocational Specialist)
   * ADAMH Board Rental Assistance - temporary rental subsidies that are a cornerstone in our  housing supports for the SMI.  These subsidies have assisted scores of persons since 2003 who never have been able to afford housing on their own, and provided rental subsidies for some of the Board's properties as we brought our housing projects online.

* Ohio Department of Development Homeless Prevention Grant - provides funds to assist persons who are SMI who are at risk of homelessness and need  assistance with rent payments, utility payments, security deposits, etc.  The Board is on its  fourth award from ODOD for this grant which has been a critical resource for consumers.  Unfortunately, this grant will be ending as of December 31, 2011.  The Board is currently looking at ways to sustain a small fund to provide this type of emergency assistance for consumers.
 * Ohio Department of Development Rental Subsidy/Vocational/ Employment Grant – This grant provides temporary rental assistance for adults with SMI for up to two years in exchange for participants engaging in employment services that will help lead to gainful employment.  To date the grant has assisted 12 persons, some of whom are living at the Board's New Manhattan Place and Jefferson Place apartments (a nice bit of synergy).  We are currently in the process of reapplying for this grant through ODOD.
   * Shelter Plus Care Program - Although not a Board program, MMHA has worked very closely with the ADAMH Board and agency staff to ensure that our consumers are primary recipients of this rental subsidy program. Currently, all the persons going into our Northland Place II project have been able to utilize this rental subsidy - again, a nice example of the synergy we have with our partner, MMHA. 

   * ADAMH Board Housing Plan - The Board spearheaded a formal housing planning process in 2003 with its housing consultant Tammy Weaver.  She assisted in information gathering and provided a prioritized list of the top housing needs in our county based on community feedback and consumer input.  This plan has guided the Board's development of its two supportive  housing projects and our application for the HUD grant as well as ODOD grants.

   * ADAMH Board Partnership with Medina Metropolitan Housing Authority - The Board recognizes MMHA as its strategic partner in housing and in fact, our partnership with MMHA  was recognized as a best practice by ODMH.  MMHA has been instrumental in our  progress and have assisted our consumers in ways that far exceed our actual contracted services.  MMHA is the Board's property management company and also administers our housing grants and rental subsidy program.  We are in constant communication with MMHA staff on an almost daily basis regarding a host of housing issues.  We meet frequently to brainstorm and discuss ways to better meet the needs of our constituents.  We think you would have to look long and hard to  find a more productive, more synergistic partnership than our relationship with MMHA.  

   * Medina County Housing Network – The ADAMH Board spearheaded a HUD Continuum of Care Plan with our local Housing Task Force back in 2002 that would enable the ADAMH Board and other local organizations to apply for HUD funds.  The Housing Task Force changed its name to the Medina County Housing Network, expanded its membership to include representatives from governmental, social service and non-profit and for profit organizations throughout our county.  Since its inception in 2003 the Housing Network has met monthly, and several sub-committees were developed to focus on an array of issues including membership, goals and objectives, point-in-time surveys, general data collection, public relations and communication, administration, and an ICAT (clinical) team to specfically focus on issues pertaining to people who are homeless.  Housing for special populations, including the severely mentally ill, has been a primary focus of the Housing Network.  The Housing Network has been a big part of the ADAMH Board’s success in housing and we continue to utilize them as a key resource in our planning. 

  * Medina County Senior Housing Pathway – The Medina County ADAMH Board funded the creation of The Pathway, a set of tools to be used by service providers serving elderly populations, which educates and provides for greater access of existing housing resources within our community.  Implementation of this initiative met our county senior’s #2 need, housing issues, as defined by the Medina County Senior Needs Assessment of 2008.  By creating this knowledge and improved access to services, our county’s service providers can practice more efficiently and our senior population will be served in a more holistic manner. In addition, The Pathway will streamline and create a cost-effective community process to aid seniors with housing issues. The set of tools includes:  a comprehensive housing inventory, an inventory quick tool, and referrals tool as well as a community process/informed navigator who will be the agencies’ “go to” person for resource updates and questions.  
The board believes that safe, decent, affordable housing is the cornerstone to recovery, and as such, the housing resources we have been able to develop over the past fifteen years have greatly enhanced the recovery process for some of our most at risk consumers. Our supportive living projects were planned and developed utilizing technical consultation from one of our state's most experienced and knowledgable housing consultants so as to conform with best practices, and to provide maximum flexibility and independence for consumers.  

Supportive Employment - Employment services have been something that the Board has long acknowledged as an important component to recovery but which we have not had the financial resources to support.  When the Board developed its HUD grant for supportive housing, an Employment Specialist position was included in the service component of the grant.  We now have a full time Employment Specialist working with our most at-risk consumers at Northland Place II.  We have been able to expand the services of this position to our Northland Place I building and then to other consumers in our system. Additionally, our ODOD Rental Assistance/Vocational/Employment grant is also providing employment services. These initiatives are the Board's first foray into employment services; although they are incredibly valuable, without these additional grant resources we would be unable to financially support employment services in our system.  
Care Team Model - Over the past several years, the ADAMH Board and all of its contract providers were involved in a comprehensive community planning process called Partnership for Success.  Medina County was one of five counties awarded a Partnership for Success (PfS) grant in 2005 by the state.  The Partnership for Success planning process identified that gaps in behavioral healthcare services in our county were not programmatic, geographic, or related to any one target population.

The gaps identified, particularly with respect to adolescents, appeared to be more process related rather than program related. The PfS Resource Assessment Workgroup determined that there needs to be an awareness built among parents, agencies, and the community regarding behavioral health issues and the resources available. The participating school districts in this process indicated that identifying youth with issues is not the challenge.  Getting youth the needed services was at times difficult.  In translation, what they found was that services are for the most part, readily available in our community; however, parents do not consistently follow through with services for a variety of reasons.  For example, they often do not believe their adolescent needs such services; they find it inconvenient to take their child to such services, particularly if they are intensive in nature and require a strong commitment to getting the youth to and from services on a frequent basis; they are overwhelmed by other issues in their lives and cannot or will not prioritize the needs of their adolescent, etc.  

With this understanding, “access” to services suggests a very different meaning and context. It has more to do with encouraging/motivating families to consistently access available services.  Addressing the way in which our various systems link and refer youth and families to needed behavioral healthcare services became the major focus of this planning process.  

Given the findings of the Resource Assessment Workgroup, the Strategic Action Identification Workgroup narrowed the risk, protective and asset factors to:

(1)  Provision of a caring school climate;

(2)  Improvement of links to quality behavioral healthcare; and

(3) Improvement of parental awareness, monitoring and involvement in youth behavioral health.

To address these, three CARE Teams have been established in middle schools in Wadsworth and Medina city schools.  Clearly, the CARE Team model encompasses a broad spectrum of activities that range from prevention activities on one end of the spectrum to treatment on the other. The CARE Team model, an evidenced based program, is a school based program comprised of school personnel and other specific community organization representatives that meet weekly to discuss services for students who have been referred.  The CARE Team approach is flexible which has allowed Medina County to develop it to reflect Medina County’s risk, protective and asset factors that are associated with the targeted impact area of reducing behaviors associated with behavioral health. It has been implemented in several school districts throughout the State of Ohio and is showing positive results. The CARE Team provides service coordination, linkage, family advocacy, technical assistance to teachers and guidance staff and some direct services such as counseling and social skills, anger management and life skills groups. 

AOD Prevention Resources – Our County boasts a comprehensive array of Prevention activities meeting all categories of Prevention. We are one of the only counties in the state with a substantial AOD prevention levy bringing in more than $1,100,000 for drug prevention and interdiction. In addition to the Medina County Drug Abuse Commission (MCDAC) drug levy, we also have a very active SHARE Cluster; and complementary programming provided by the ADAMH Board’s primary AOD provider. The three entities work in extremely close collaboration to avoid duplication of efforts, pool resources and reach the widest audience possible.  Prevention activities focus on both at risk/high risk populations as well as the general population, and many activities are researched based. We believe AOD Prevention is a major strength of our county. 

Juvenile Drug and Mental Health Court – The Medina County Juvenile Drug Court is an alternative for juveniles whose criminal justice involvement stems from alcohol or drugs.  It was implemented by the Juvenile Court in 2004 in collaboration with the ADAMH Board and our provider, Solutions Behavioral Healthcare. The program offers the alternative of treatment in lieu of punishment, and provides monitoring, intervention, treatment and structure to juveniles while emphasizing public safety and accountability.  The program reduces recidivism, protects the community and shows juveniles how to lead a healthy lifestyle.  Youth must meet the eligibility requirements.  Upon successful completion the participant’s case is expunged.

The Drug Court serves youth between the ages of 13 and 18 who are adjudicated of an alcohol and/or drug charge or related charge, excluding drug trafficking.  The type of offender served ranges from low to high risk who are diagnosed as being drug abusers or dependent.  The length of the Drug Court program varies dependent on which component the juvenile is ordered to complete.  The non-intensive component takes approximately 2-3 months.  The intensive component takes approximately 8-11 months to complete.

The treatment services are provided by the Board’s provider, Solutions, whose Drug Court staff work as part of a Juvenile Drug Court Team comprised of the Juvenile Court Judge, Prosecutor, Defense Bar, and JDC Probation Officer. A school representative from the juvenile’s home school also works in collaboration with the JDC Team. Although the ultimate decision making authority resides with the Judge, the JDC Team works in collaboration toward the common goal of rehabilitating the juveniles and providing intensive services to the families involved in the JDC.  In fact, the heavy involvement of families is one of the most important components of the program.  

The program has been extremely successful and was expanded several years ago to include mental health treatment services, as many of the youth and their families present with mental health needs in addition to their AOD issues.  The ADAMH Board provides funding to help support the Juvenile Drug Court and believes this is a major success for our county.  The Juvenile Court Judge and his staff are highly collaborative and interested in implementing “cutting edge,” evidenced based programs with a community approach that build strong community partnerships and enhance the capacity of community partners to assist those juveniles involved in the Juvenile Justice System and who have MH and AOD problems.  In fact, this program has received national recognition.
Law Enforcement/Court Programs – Alternative Paths, Inc., our agency that serves adults with SMI and provides Emergency Services/Prescreening, has forged a strong alliance with our county’s law enforcement and court system.  The agency has developed a robust array of services in conjunction with the County Jail, courts, and law enforcement and has obtained significant funding from the county and from individual grants to support many of these programs.  The agency is under contract with the county to provide MH and AOD services at the County Jail and the Juvenile Detention Center.  Some of the highlights pertaining to their array of forensic services are as follows.

· CIT – Alternative Paths, with funding from the ADAMH Board and law enforcement, continues to provide CIT training to Medina County law enforcement.  The CIT program, by request of local police chiefs, has been held twice a year by the agency in the past two years. They have trained over 200 officers and law enforcement professionals in the county and are THIRD in the state in the actual number of trained law enforcement officers. Feedback about the program remains very favorable and allows Alternative Paths to maintain very positive, collaborative relationships when working on emergent situations as they arise in the community.

· Common Pleas Court - In the fall of FY2010 Alternative Paths began a new program with the Medina County Common Pleas Court. Grant funding was secured to provide assessment and counseling services on site at the courthouse to individuals on probation at the felony level.  The focus of the grant is to reduce recidivism and keep at least 60 people each year from being sent to prison.  In the first fiscal year of the program the agency worked with over 80 people and met the goal on recidivism reduction.  The grant was renewed for a second year and the program has expanded to serve more individuals.  Along with serving probationers, a secondary gain in the program is that the Alternative Paths clinician has been able to work closely with probation officers to help them gain understanding of mental illness, chemical dependency, unique needs of people with these issues as well as the treatment resources available within the community.

· Pre-trial Diversion – Two years ago Alternative Paths took over the Pre-trial Diversion Program from the county.  The program was in jeopardy of being eliminated due to county funding cuts when the agency stepped in and took it over.  In the first 12 months of the program, approximately 210 people were served.  In many cases a defendant who is in trouble for the first time may be referred to the Pre-Trial Diversion Program with consent of the prosecuting attorney in the case. If the Pre-Trial Diversion Program is successfully completed, the charges against the defendant will be dismissed. The goal is to try to work with an individual through the counseling process so that he/she will hopefully make decisions in the future, which will keep them out of the legal system and free from a life of criminologic thinking and criminal behavior. 

Suicide Prevention Coalition - In August of FY2011 the ADAMH Board, collaboratively with our agency, Alternative Paths, initiated the development of the Medina County Suicide Prevention Coalition. The development of this Coalition is meant to be a catalyst to bring about change in attitudes and perceptions regarding the stigma attached to suicide, mental illness, alcohol and drug abuse and addiction. Our focus is to become a resource to educate community residents of all ages and agencies on how we can prevent suicide and support survivors in the aftermath of a death by suicide. Our foremost goal is to reduce the number of suicides in Medina County. 
The Medina County Suicide Prevention Coalition will provide the opportunity and structure for allied groups to pursue coordinated strategies to educate and increase public awareness that suicide is a public health problem. The coalition is committed to reducing stigma, which helps increase people's ability to seek help and ultimately prevent the loss of life.

To date Alternative Paths and the ADAMH Board have brought together coalition members which include Solutions Behavioral Healthcare, Catholic Charities, Medina County Health Department, Medina County Sheriff’s Department, Medina City Schools, Wadsworth City Schools, Medina County Juvenile Court, Cornerstone Wellness, The Hands Foundation, Medina County Juvenile Detention Center, Robertson Bereavement and NAMI.  We are currently in the development stages of the members of the coalition and have extended the opportunity to participate to a number of additional key resources within the county.
Senior ICAT - The Medina County Senior Inter-Systems Collaborative Assessment Team (ICAT) was implemented in 2000 and until 2010 the ADAMH Board was the sole funder of this innovative initaitive. Senior ICAThas been an enormously successful collaborative that has made a major impact on the lives of some of our county’s most at-risk seniors.  It has provided a “visibility factor” to senior issues in the county and kept these issues at the forefront of our major social service entities. This collaborative consists of representatives from Catholic Charities Services (that coordinates this initiative); the Medina County Office of Older Adults; Adult Protective Services; DD; Medina General Hospital; Medina Metropolitan Housing Authority; the ADAMH Board’s MH and AOD agencies; probate court; Society for Handicapped Citizens; as well as nursing homes, and local attorneys  who act as court-appointed guardians. The Senior ICAT identifies, assesses, educates, coordinates, monitors, evaluates, advocates for and serves to empower older adults and their families.  The collaborative works with seniors and their families who are involved in two or more service systems; that “burn out” service providers; who do not/cannot cooperate with service providers due to emotional, cognitive, and/or daily living difficulties; who require assistance though a multi-service collaborative approach; who are “at-risk;” and with seniors who are involved in situations where the community asserts authority or has the potential to do so. Often these are the most difficult, complicated cases in Medina County.  If intervention is not rapid and timely, these cases become extremely high risk, even requiring a crisis level of intervention.  The goals of Senior ICAT are to:

1.  Advocate for multi-service delivery plans for older adults which are family-focused and community based.


2.  Promote cooperation and collaboration among system providers and resources.


3.  Promote the development of user-friendly access to services.


4.  Strive to maintain the independence, safety and well being of older adults.

Question 5: Describe significant unrealized goals and briefly describe the barriers to achieving them.
Because the Board was required to eliminate approximately $1.3 million from its system over the past two years, we have had to scale back services at our main agencies and eliminate funding for some excellent community collaborative initiatives.  Funding cuts have clearly impacted our array of programs.  Additionally, just as the funding cuts were enacted by the state, we were on the cusp of initiating some much needed programming that had to be immediately sidelined for lack of funding.  

Young Adult Services – Alternative Paths had hoped to develop specialized CPST services to target the needs of young adults (ages 18-25) within their SMI population.  Two years ago the agency began providing group case management services with this age group to specifically address stigma of mental illness, while also teaching the necessary independent living skills to equip them to live on their own.  Due to budget constraints and staffing, this group has had to be discontinued.  Youth who had been active in the specialized group were integrated into other case management activities with only minimal success and follow-through. The power of belonging and peer support is essential in assisting this population and further assessment of resources would be helpful.  

Integrated Dual Diagnosis Treatment (IDDT) for Adults with SMI - IDDT has been high on the list of needed services for several years. Our agency serving adults with SMI has approached the Board a number of times about their desire to develop an integrated dual diagnosis treatment approach, but unfortunately, funding has not been available to do so.  We see the need only increasing as more and more clients are entering our system with substance abuse and mental health disorders/issues.
Provider Employee Compensation – Funding cuts have greatly impacted our agencies and as noted, the services they are able to provide. Additionally, our agencies want very much to remain competitive in the marketplace with salaries for their staff but have been unable to provide much in the way of salary increases over the past two years.  Although we realize they are not alone (in fact the ADAMH Board also eliminated staff raises) in that many companies are facing lay-offs and pay cuts, it does impact their ability to attract and retain the highest quality and experienced professionals.  

Electronic Medical Record – The Medina County ADAMH Board provides the IT systems for our two main provider agencies.  For the past several years they have been very focused on the use of technology to enhance/improve their overall business practices.  Of particular interest is the Electronic Health Record.  Just as the ADAMH Board and our agencies were preparing to implement an Electronic Health Record system, our billing/clinical software company was sold and we are now in the midst of finding an appropriate alternative. Although the medical field has begun implementing this technology more and more, it is relatively new in the behavioral health field.  This lack of experience coupled with uncertainty regarding where state billing systems are going and the divergent software currently available for behavioral health, to date we have been unable to settle on a perfect solution. It is our hope that over the next biennium we will be able to implement an appropriate software solution for billing and clinical operations that includes an Electronic Health Record.  
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SECTION II: NEEDS ASSESSMENT

Process the Board used to assess behavioral health needs

Question 6: Describe the process the Board utilized to determine its current behavioral healthcare needs including data sources and types, methodology, time frames and stakeholders involved. 
Community Input - The board is continually assessing the need for treatment and prevention services.  We do not have a formal “needs assessment process” that is routinely undertaken. Instead, the board and our providers rely heavily on the experience and judgments of our collaborative partners throughout the community for feedback regarding service needs/gaps/trends.  This is ongoing and, we believe, is the best way in which to determine community needs.  As demonstrated in Section IV. Collaboration, we are heavily involved with the community and as such, receive consistent and “real time” input as to how our system is meeting the needs of the community.  We are quick to hear if a judge or commissioner or superintendent has a problem with the types of services that are provided, where they are provided, how they are provided, etc.  In addition, we have frequent meetings with community partners, meet one-on-one with them as issues/ideas arise, and spend an enormous amount of time reaching out to our community partners.   
Provider Input - The Board has also relies heavily on its providers to identify service needs/gaps. Our primary providers provided significant input into this plan, which has been incorporated throughout.  The Executive Directors of these agencies are very attuned to evidence based practices and have identified needs, advocated for changes, and implemented treatment practices that reflect research findings.  Additionally, the ADAMH Board historically participated in several major strategic planning initiatives with our providers over the years. These include our AOD agency’s formal strategic planning process as well as the comprehensive Strategic Alliance Group planning process that resulted in the re-design of our services system and the creation of Solutions, a comprehensive behavioral health agency. Additionally, we convened a Strategic Alliance Planning Group to explore the possibility of one of our primary providers taking on the services that were provided by the board’s CSN, the Medina County Child & Family Intervention Team (CFIT). All of these planning initiatives were facilitated by an outside consultant with expertise in such planning. This Community Plan continues to draw upon all these initiatives.   
Partnership for Success (PfS) Planning Process – The board was a key participant in the comprehensive PfS planning process that has occurred over the past decade.  Because the focus was on behavioral healthcare, the ADAMH Board participated in every phase of this comprehensive community planning process, including the following phases:

1.  Needs assessment;

2.  Resource assessment;

3.  Strategy development; and

4.  Implementation.

We spent literally hundreds of hours attending meetings, collecting data, evaluating materials and completing assignments.  It was an incredibly rich, collaborative process that allowed the ADAMH Board to obtain valuable feedback and input from just about every conceivable referral source, be it schools, courts, the criminal justice system, the health system, community representatives, etc.  We consider this to have been one of our major planning processes over the past several years, and one that continues to enrich the Board’s planning as we look to the future.  

Medina County Children & Family First Council (FFC) Strategic Planning – Closely related to the PfS process is the comprehensive FFC Strategic Planning process.  The ADAMH Board has been involved in this process and was a participant on the oversight/planning committee.  There are two goals that in particular have relevance to AOD and MH planning, as follows:

1.  Adopt a PfS style logic planning model; and 

2.  Develop a Lifespan FFC.

We believe we are one of only a few Family First Councils that are attempting to really cover the youth, elderly and now more recently, the middle age generation.  This middle age collaborative was the most recent goal of our FFC. 
Currently, the FFC is initiating a follow up needs assessment process to be conducted in the coming year. The ADAMH Board is participating in this process and sits on the Needs Assessment Committee.   
Utilization Data - The board is also constantly monitoring the performance of our providers against budgeted expectations and investigating significant deviations. We rely heavily on this utilization data to identify trends in services, and to corroborate what we learn from our collaborative partners/the community.   

Board Members with AOD and MH Expertise/Experience - The ADAMH Board relies on the experiences and expertise of our board members.  These board members bring an important perspective to overall board planning and can provide helpful feedback on issues and programs that are brought before the board.  In addition, the board staff utilizes many former board members with specific expertise/experience as resources/contacts for issues that may arise.   

Outside Consultants - When issues, needs, gaps, etc., percolate to our attention, we often utilize outside consultants such as, Robert Smedley (Associate Director of the Wayne/Holmes Mental Health and Recovery Board), or Tammy Weaver, Housing Consultant from Coleman Professional Services, to provide perspective and guidance. We have found these consultants to be particularly helpful in framing issues for us and providing alternative perspectives as we examine a particular issue. Robert also does the board’s annual Peer Review of our primary AOD provider and provides us with a written report that offers recommendations that address service needs, gaps, etc., among other things.  

Additionally, as noted above, the ADAMH Board has utilized an outside consulting firm to facilitate a variety of formal strategic planning processes described above. The outside consultant brought considerable expertise in strategic planning for non-profits, and non-profit mergers and as such, brought a valuable perspective to these important planning processes.  

Needs Assessment - The board also participates in and monitors the needs assessments done by our community partners and obtains information from these types of initiatives.  For example we have been heavily involved in the Partnership for Success (PfS) process in our county, having participated in every phase of this process.  Another example is our Family First Council conducted a Medina County Senior Needs Assessment in 2008 and the results have been shared with the community, including the ADAMH Board.  As noted above, Family First Council is embarking on a new needs assessment process kicked off by the Medina County Health Department and the board is a participant in this initiative. We share such information among community partners whenever possible. 
Findings of the needs assessment

Question 7: Describe the findings of the needs assessment identified through quantitative and qualitative sources.
AOD Prevention Needs – (Not listed in any particular order)

Tertiary Prevention - Of particular interest and focus at this time is the need to continue shifting from solely primary prevention activities to those initiatives that involve tertiary prevention.  Such a shift would allow our AOD provider to address the problems faced in trying to engage clients in ongoing care following a detoxification episode as well as assisting those already in treatment remain in treatment. Without flexibility to creatively meet needs of consumers all arenas of prevention and treatment are in jeopardy, especially in the difficult financial environment we are working in.
Facilitating Access to Treatment Services - Our local PfS planning process identified access to care (linking/referral process) and a caring school climate as the most important needs to be addressed.  It was determined through a survey process that services are generally readily available in our community but parents are not always accessing services because they do not see their youth as having a problem.  Additionally, high risk youth are often alienated by a school environment that is not always as supportive and caring as it could be. The CARE TEAM model that was implemented over the past several years to address these issues covers an array of activities that cross the spectrum from prevention to treatment.  Funding for this successful initiative has been a challenge, however.
Continue to Provide and Build Upon a Comprehensive Array of AOD Prevention Initiatives for the Children and Adolescents of Medina County - Data from both Solutions and ODADAS indicates that during the past few years, marijuana has become a primary drug of choice among adolescents presenting for AOD treatment services. This supports the need to continue targeting the youth of Medina County with comprehensive AOD prevention and Early Intervention services. We want to continue our focus on a risk reduction prevention model, targeting those persons who are at high risk of substance abuse.  A system of prevention needs is reaching the population of children experiencing loss, trauma and anxiety.  Research has indicated that children within this population lack coping skills and turn to alcohol and/or other drug abuse.   
Our review of the Board’s prevention service array finds that the services the Board is purchasing conform to the risk reduction model and tend to complement the services being provided throughout the county. It is imperative, with the county’s large prevention levy (MCDAC), to continue to planfully coordinate services so as to avoid duplication.

Additional Support for School Based Prevention/Intervention - Many school systems have had major reductions in budget funds, to include failure of recent district levies and consequently there is a need for additional external staff to support school-based prevention/intervention efforts. Although Solutions presently provides prevention and treatment services in the schools, there is a growing need for additional groups such as life skills development which would assist students in learning valuable techniques to deal with current issues within their environment.

Tobacco Prevention Cessation - Local school systems have voiced concern over the state’s shifting in funding related to tobacco prevention cessation previously offered to them.  
Services Targeted to the Adult Population - Medina has a comprehensive array of prevention services for children and adolescents due to the prevention activities of our primary AOD agency, the Medina County SHARE Cluster, and the existence of the Medina County Drug Abuse Commission (MCDAC), a drug levy that generates approximately $1,100,000 a year for drug enforcement and prevention activities. Almost all of the prevention activities of these entities are currently targeted to children and adolescents.  For this reason, there is a need for initiatives aimed at the adult population in our county.  Efforts to date have not met with much success. 
Services Targeted to Senior Citizens - Over the past several years our community implemented the Screening Ohio’s Seniors initiative through a grant from our Board Association. The community partners directly involved in this effort included Catholic Charities, The HANDS Foundation, Medina General Hospital, Wadsworth Center for Older Adults, and Cornerstone Wellness, Inc. The Medina County ADAMH board was instrumental in guiding the grant development process. These five organizations worked closely to examine the current state of older adults and substance use problems in Medina County.  Working together the collaborative developed a tool to help identify risk factors in older adults that could help caregivers and service providers better identify those who needed further intervention.  The goal was to increase awareness of the scope of the concern that currently existed in Medina’s older adult population regarding substance and medication risks as well as mental health issues such as depression. Additionally, this project afforded an opportunity to gather baseline data on older adults in Medina, for the sake of comparison to national trends in older adults regarding medication and substance use risk and mental health needs. Finally, this project established the beginning of community efforts to better define a clinical pathway of intervention for older adults who show risk signs for medication, substance related problems or mental health issues.  
Community Partners want to further engage the community in developing a clinical pathway that would define a more appropriate venue of intervention and resources as well as identify methods to minimize barriers. Specific findings also suggest a greater need to educate providers about the importance of asking patients first instead of waiting for them to talk to the doctor about their use of alcohol. 
MH Prevention/Consultation/Education Needs – (Not listed in any particular order)
Care Team Model - Over the past several years, the ADAMH Board and all of its contract providers were involved in a comprehensive community planning process called Partnership for Success.  Medina County was one of five counties awarded a Partnership for Success (PfS) grant in 2005 by the state.  The Partnership for Success planning process identified that gaps in behavioral healthcare services in our county were not programmatic, geographic, or related to any one target population.

The gaps identified, particularly with respect to adolescents, appeared to be more process related rather than program related. The PfS Resource Assessment Workgroup determined that there needs to be an awareness built among parents, agencies, and the community regarding behavioral health issues and the resources available. The participating school districts in this process indicated that identifying youth with issues is not the challenge.  Getting youth the needed services was at times difficult.  In translation, what they found was that services are for the most part, readily available in our community; however, parents do not consistently follow through with services for a variety of reasons.  For example, they often do not believe their adolescent needs such services; they find it inconvenient to take their child to such services, particularly if they are intensive in nature and require a strong commitment to getting the youth to and from services on a frequent basis; they are overwhelmed by other issues in their lives and cannot or will not prioritize the needs of their adolescent, etc.  

With this understanding, “access” to services suggests a very different meaning and context. It has more to do with encouraging/motivating families to consistently access available services.  Addressing the way in which our various systems link and refer youth and families to needed behavioral healthcare services became the major focus of this planning process.  

Given the findings of the Resource Assessment Workgroup, the Strategic Action Identification Workgroup narrowed the risk, protective and asset factors to:

(1)  Provision of a caring school climate;

(2)  Improvement of links to quality behavioral healthcare; and

(3) Improvement of parental awareness, monitoring and involvement in youth behavioral health.

To address these, three CARE Teams have been established in middle schools in Wadsworth and Medina city schools.  Clearly, the CARE Team model encompasses a broad spectrum of activities that range from prevention activities on one end of the spectrum to treatment on the other.  The CARE Team model, which is an evidenced based program, is a school based program comprised of school personnel and other specific community organization representatives that meet weekly to discuss services for students who have been referred.  The CARE Team approach is flexible which has allowed Medina County to develop it to reflect Medina County’s risk, protective and asset factors that are associated with the targeted impact area of reducing behaviors associated with behavioral health. It has been implemented in several school districts throughout the State of Ohio and is showing positive results.

The CARE Team provides service coordination, linkage, family advocacy, technical assistance to teachers and guidance staff and some direct services such as counseling and social skills, anger management and life skills groups. Unfortunately, given the current economic environment, funding for the CARE Team initiative is a challenge. A Care Team Committee has been meeting for several years (of which the ADAMH Board Executive Director is a member) to explore and implement strategies that will keep this innovative program alive. 

Behavioral Health Screening for High Risk Youth and Adolescents –For more than a decade, the ADAMH Board was the primary funding support for the behavioral health services delivered through the Medina County Health Department’s innovative, multidisciplinary Well Child & Adolescent Health Care Clinics.  Unfortunately, the ADAMH Board had to terminate its support in FY2010 due to severe budget cuts.  As a consequence, the behavioral health component of this initiative was ended.  Given the tremendous success of this program, having to eliminate this collaborative was most unfortunate. The biopsychosocial approach used in these clinics involved the delivery of well-child care that integrated both physical and behavioral health. The behavioral health services delivered through the clinics were not traditional mental health services.  Behavioral health services in the Adolescent Clinic included (but were not limited to):

   - Screening and referral of all youth for behavioral health problems

   - Education, prevention and youth asset building

   - Crisis intervention and referrals for smoking cessation

   - Behavioral health support for patient goal setting around medical intervention

   - Health psychology techniques for addressing sleep and diet issues.

Parents were also encouraged to participate in the screening process and were provided parenting tools related to risk factors identified. Parents were able to discuss behavioral health concerns regarding their minor children. While some of the services provided in the Adolescent Health Clinic were specifically related to Health Psychology, traditional "mental health problems" were also identified.  
Behavioral health services provided in the context of the Well Child Clinic included (but were not limited to):

   - Screening for developmental delays;

   - Screening for emotional and behavioral disorders (w/ the ASQ SE and the DECCA);

- Brief intervention regarding feeding problems, sleep problems, discipline problems, homework, toileting problems;

- Screening for DSM IV diagnoses (e.g., autism, ADHD, ODD, anxiety disorders, attachment and bonding problems, learning disorders);

   - Referral for school evaluation or mental health services;

   - Consultation around abuse and neglect;

   - Identification of and support for family stresses.

Parents were given feedback on assets and risks identified in the screening and were given specific information tailored to their child's profile. Screening for emotional and behavioral wellness with an ODMH recommended instrument was also part of the standard assessment.  

Having to end this program due to funding issues has left a significant gap in our ability to screen and refer as appropriate, the high risk population that utilizes the Health Department’s Well Child & Adolescent Health Clinics.

Services Targeted to Senior Citizens – Please see immediately above under AOD Prevention Needs.

****************************************

AOD and MH Treatment Needs are incorporated in the categories listed in 7 a. – 7 i below.

In the discussion of findings please be specific to:

a. Adult residents of the district hospitalized at the Regional Psychiatric Hospitals (ADAMHS/CMH only);

For the most part, our system does an excellent job with crisis intervention, pre-screening, admissions and discharges at the state psychiatric hospital as well as private hospitals that we utilize.  Our bed day utilization is quite low overall, we are generally within our target days at Heartland, lengths of stay for admissions for acute care are appropriate, and we are not experiencing clients cycling in and out of hospitals or inappropriately utilizing Emergency Services.  We do have two long term residents of Heartland who are extremely high risk and for whom we have been unable to find appropriate placements within the community. Our provider who manages such placements made a concerted effort over the past two years to explore a variety of possible options for these individuals; however, every possible facility they investigated ended up declining to accept these clients due to the extraordinary risk factors.  We are currently at a loss as to how to move forward with these two individuals and would welcome any technical assistance the Department could provide.

Immediate Access to Psychiatric Services - Most psychiatric hospitals discharge clients with two weeks’ worth of medications, or prescriptions that the client cannot afford.  This creates a major stressor on our agencies as they try to provide timely access to Med/Som services and link clients with available medication subsidies.

b. Adults with severe mental disability (SMD) and children and Youths with serious emotional disturbances (SED) living in the community (ADAMHS/CMH only);
Young Adult CPST - Our agency serving adults with severe mental illness has focused on the young adult population that is transitioning from our agency serving SED youth.  These are youth who are experiencing their first episode of psychosis between ages 18 and 25.  They are finding that these clients generally need a high amount of CPST services to help develop skills that they have not acquired to date through parents, etc.  There appears to really be a lack of independent living/coping skills and general resources.  This age group can be more challenging to stabilize, decrease use of crisis services, and ultimately help be compliant with treatment overall.  Having a dedicated CPST worker who works exclusively with this population would greatly enhance the transition for these young adults as well as help the agency work with young adults already in their care.  Alternative Paths’ current waiting list for CPST along with the influx of young adult cases will be challenging without increasing staff time.
Therapeutic Foster Care/Respite Alternatives – For many years, the Partners Therapeutic Foster Care was a jointly developed therapeutic foster care initiative between Medina County Job & Family Services, the ADAMH Board and its provider, the Medina County Child & Family Intervention Team (CFIT).  The program provided needed respite for youth and their families. CFIT shared the administrative leadership role with JFS, facilitating the planning of placements, providing clinical oversight and supervision on cases, and serving as the liaison from CFIT to the funders (ADAMH Board and Medina JFS).  CFIT home based staff and therapists also provided a great deal of support to these placements. When CFIT was terminated as a CSN in FY2010, the project ended for a variety of reasons, including fiscal and administrative stressors at JFS.  The loss of this valuable resource has greatly affected timely access to foster care/respite for our high risk youth.  

Local Option for Crisis Beds, Crisis Respite and Local Stabilization - For many years the Board had a contract with Coleman Professional Services for Crisis Beds; however, the distance to Ravenna to use the Crisis unit is prohibitive. Our agency providing Emergency Services and serving adults with severe mental illness has explored possible options with Summa St. Thomas in Akron, which is much closer for Medina. Summa does not currently offer Crisis Beds/Respite in their array of services but it is on their radar as other counties have made similar requests.  They currently offer a 23 hour observation bed, but a crisis bed is really a different level of care.

Access to Medical Healthcare Services - One of the challenges that our providers have faced for many years, particularly with clients with severe mental illness, has been accessing medical healthcare for clients who do not have any entitlements.  Many times we find that these clients have medical conditions such as hypertension, diabetes, etc., or are in need of even preventative care such as Pap test, mammograms, prostrate exams and have no way to access such services. We believe that integrated healthcare is optimal in terms of a care model and Alternative Paths has been looking at other agencies in the state that have put medical doctors into behavioral healthcare settings to provide limited screening, assessment, and treatment of medical conditions.  As always, funding for such initiatives is challenging to secure.

Supportive Housing/Assisted Living - Please refer to Question 4 Major Achievements for a description of the many housing options/housing supports available in Medina County.  Despite our fairly comprehensive array of housing and housing supports, we are seeing more persons presenting with needs that exceed even the level of supportive housing that we have put in place over the last decade. As such, we have more persons in placements at local assisted living facilities than ever before, which obviously stresses resources.  The increased placements reflect the fact that we have seen our bed days decrease consistently over the past two decades; persons who previously would have spent months in the state hospital are now living in less restrictive settings in our community. Our dollars are invested in placements, supports, housing, etc. that allow them to live more independently.

Persons in need of assisted living require a high level of daily supervision along with assistance with daily living skills and medications.  Many of them have physical health needs that exceed the services that can safely be provided in supportive housing.  Additionally, we see more and more persons who as they age, have more complex needs related to physical health issues and dementia. In many instances, the mental health issues are well under control; it is these other factors that complicate the ability to assist them in less restrictive settings. 

In the past several years our agency serving adults with severe mental illness has frequently utilized the services of New Bridge Place in Lodi for clients who need a highly supervised setting.  The owner of New Bridge has worked very well with Alternative Paths and provides a critical service for our clients.  It should be noted that at times, she as well as two other assisted living facilities our system uses have been full, which creates a challenge for our provider in getting people that need that intense level of supervision out of the hospital or crisis bed.
Medication Management/Access to Psychiatry – Over the past several years, the ADAMH Board’s agencies providing Medical/Somatic services have worked aggressively to meet increasing demand.  We have worked with the agencies to get a better handle on the increasing demand, reviewed ways in which the agencies are triaging access to this service, and to explored ways to increase access to this critical service. Alternative Paths, in particular, has taken an in depth look at its Medical/Somatic services and implemented what we consider to be appropriate steps in trying to increase the efficiency of the services while not affecting the quality.  For example as the agency began experiencing a high demand for psychiatry time, it took steps to alter its psychiatrists’ schedules so that appointments went from 30 minutes to 20 minutes in an effort to create more appointment slots in the schedule. In conjunction with this strategy, the psychiatrists were asked to schedule appointments with clients with a greater period of time between appointments if clients were stable and the level of stability would not be compromised.  Its alteration of scheduling practices has been effective in creating more availability of psychiatry time.  

Our general mental health agency, Solutions Behavioral Healthcare, is also working aggressively to meet increased demand and is utilizing an APRN in conjunction with its psychiatrists to help provide a more cost effective and efficient access to Medical/Somatic services. The agency is struggling with the fact that many persons request ongoing psychiatric services but do not want to participate in other services the agency provides.  At this time the agency does not see persons who only need psychiatric services.  The agency believes there is a need for increased psychiatric services and access to indigent medications.
Access to Indigent Drug Programs – The ADAMH Board provides funds to our agencies that subsidizes the nursing staff time to facilitate applications for indigent drug programs – an enormously time consuming task.  Both persons who are non-SMI and persons who are living with SMI (adults and children) have difficulty accessing indigent drug programs in order to receive free/low cost medications.  The agencies have been able to obtain a significant amount of free/low cost medications for consumers. In fact, in FY2010 Alternative Paths brought in a staggering $370,487 in medications for its adult consumers.  We continue to work with the agencies to facilitate their ability to access these critical medications and consider these programs to be crucial resources for our consumers.   Our agency serving AOD clients is also experiencing the need for payment assistance for medication assisted treatment for substance abuse issues.
Dually Diagnosed SMI Clients - One specific area that the ADAMH Board, Alternative Paths, Inc. and Solutions believe needs to be better addressed is the provision of services specifically for SMI clients with dual disorders – i.e., MH/AOD.  Many of the consumers living with serious and persistent mental illness also have AOD issues. Programming to address these unique needs has been lacking in our system.  Additionally, persons suffering from comorbid disorders such as anti-social personality are also in need of specialized treatment.  Presently, persons with Axis II disorders are mixed in with groups provided by our AOD provider.  Solutions believes that treatment effectiveness would be improved if they had the capacity to place similar clients in the same group that could address their comorbid concerns in a direct manner.

Vocational/Employment Services - Clients with severe mental health disabilities and those being discharged from Heartland often present with complex mental health and situational factors that include joblessness and homelessness.  They often have a limited support system to assist them at discharge and therefore rely heavily on the agency to provide all these resources.  Our agency serving these clients needs to link, advocate and utilize other agencies such as MMHA and BVR to help get these needs met.  Although the agency has begun to assist clients with prevocational issues, having the full range of vocational tools and resources is critical to helping a client secure gainful employment.  Clients are only eligible for BVR services that meet the strictest definition of having a disability.  The others “fall through the cracks,” i.e. they struggle with getting and maintaining employment because of mental health symptoms but do not have access to vocational tools and assessments that promote employment.   
Through the Board’s HUD grant that provides supportive housing we have an Employment Specialist who works with residents of our supportive housing projects as well as with an ODOD rental assistance grant. Although we have long recognized the value of vocational/employment services in the recovery process for adults living with severe mental illness, the lack of resources has kept us from implementing such services.  The HUD grant has been our first foray into Employment Services.  It has been such a great success we would like to see this service expanded to other clients. Funding for such services continues to be a major obstacle. 

Peer Support - Having a paid “Peer Support” program would enhance the continuum of services for clients.  They could assist with transportation needs to medical and local community appointments, provide mentoring and support to newly diagnosed individuals to help them accept and overcome the stigma of mental illness.  Peer supports also improve a client’s sense of connectedness and belonging, while decreasing their isolation.

c. Individuals receiving general outpatient community mental health services (ADAMHS/CMH only);
The greatest challenge facing our local system of care in meeting the needs of the community through general outpatient community mental health services is the continual reduction in funding we are experiencing.  At the very time our funding is decreasing we are experiencing increasing demand.  Given the limited resources available, the ADAMH Board must increasingly prioritize core services to our more severe and high risk populations and away from the more general mental health population; there are simply fewer dollars available to serve the general public. As delineated elsewhere in this plan, the board is ending its 20+ year relationship with Catholic Charities Services, which sees the general population, as of December 31, 2011.  Our primary agency serving the more general mental health population, Solutions Behavioral Health, has experienced increasing severity in those they serve as well as increasing demand for services.  The agency has done an exceptional job in developing alternative methods to try and meet demand.  These include walk-in clinics, emergency slots, increasing the time between appointments, decreasing the length of appointments, etc.  Additionally, Solutions works closely with our agency providing Emergency Services in order to provide immediate access to persons who are in crisis or who are being discharged from a psychiatric hospital.  Unfortunately, as resources dwindle, it puts more and more pressure on these types of services and the agency’s ability to adequately meet the need.  
Case Management Services – Our providers continue to see more and more persons with increasingly severe and complex problems, requiring staff to spend increasingly longer periods of time with clients, both in length of stay and frequency of visits. This is particularly true for our agency providing general mental health and AOD services.  They do not currently provide case management for this population but believe that this service would greatly enhance the agency’s ability to respond to the increasing severity of clients who are presenting.
Demand for Med/Som Services – With the increasingly severe problems they are seeing, our providers are also seeing an increased demand for Med/Som services and medication as a primary focus on treatment.  Solutions is finding it more and more difficult to meet the needs of both adults and youth in need of psychiatric services.  

Access to Indigent Drug Programs – The ADAMH Board provides funds to our agencies that subsidizes the nursing staff time to facilitate applications for indigent drug programs – an enormously time consuming task.  Both persons who are non-SMI and persons who are living with SMI (adults and children) have difficulty accessing indigent drug programs in order to receive free/low cost medications.  The agencies have been able to obtain a significant amount of free/low cost medications for consumers. In fact, in FY2010 Alternative Paths brought in a staggering $370,487 in medications for its adult consumers.  We continue to work with the agencies to facilitate their ability to access these critical medications and consider these programs to be crucial resources for our consumers.   Our agency serving AOD clients is seeing a need for payment assistance for medication assisted treatment.
d. Availability of crisis services to persons without Medicaid and/or other insurance. (ADAMH/CMH only)
Demand for Emergency Services – Our Emergency Services provider is seeing a higher number of people who are ending up in crisis as a result of job loss, housing foreclosure, general financial pressures as well as relationship problems.  More ES clients appear to need a brief intervention to work through the crisis whether it is follow up counseling or brief hospitalization. These persons typically do not have much in the way of resources so fall to the ADAMH Board subsidy.
e. Adults, children and adolescents who abuse or are addicted to alcohol or other drugs (ADAMHS/ADAS only)
Continued Integration of AOD and MH Services - Five years ago the ADAMH Board redesigned its services system through our primary AOD agency’s expansion into MH services, combining AOD and MH services within one agency. The goal has been to provide a more effective, accessible, seamless prevention/intervention, treatment and recovery service system that would better meet the needs of the community.  Although this appears to be working quite well at the client level, it is far more complex behind the scenes. The agency has faced significant challenges in trying to balance revenues; accurately project MH and AOD service units and maintain an appropriate balance between MH and AOD services; provide separate reporting for each Department; etc.   At the state level, funding, certification and oversight remain very separate and as such, it is far from “seamless” for agency operations. Solutions’ addition of a new service array in FY2010 - intensive services for SED youth - has complicated the picture even further. 
Residential Options for Females with Addictions - Cathy’s house, a local, sober living environment for men who are actively pursuing recovery, has been a great resource for males, yet we have significant need for a similar residence for females. This has become apparent through Alternative Paths’ Emergency Services work as well as its comprehensive jail services.  Finding appropriate resources for females is an ongoing challenge.

Case Management Services - Our experiences over the past several years with the increasing demand for detox services illuminated the fact that many of the persons who come out of detox do not follow up with treatment.  Our primary AOD provider, Solutions, believed that there were clients who would greatly benefit from intensive contact in non traditional ways. To this end, the agency was awarded a grant that provides case management services for adults as well as adolescents to help clients link back to treatment services as they leave detox.  This case management also assists those who have not typically succeeded in the traditional programming provided by the agency.  Given the success we have seen with detox clients, Solutions believes that case management services for other clients facing significant challenges would enhance access and retention to treatment services.
Strengthening and Expanding our Local Continuum of Care - Given the Board’s major system redesign, creating a smaller but more efficient and effective service system (as described in Question 1 above), and the looming specter of additional funding cuts, it is imperative that the Board and our providers continue developing collaborative relationships with community partners and seeking out new and innovative ways to address community needs.  Collaborative partnerships are more critical than ever in this impoverished economic environment. 

Indigent Detox Services – Currently, the Board provides limited dollars for indigent detox services.  Additionally, the providers our AOD agency contracts with, Glenbeigh and Oriana House, often have waiting lists making access to these services difficult.  

Payment Assistance for Medication Assisted Treatment – Currently there are no subsidies for such medications, keeping it out of reach for many who might benefit.

f. Children and Families receiving services through a Family and Children First Council; 
Therapeutic Foster Care/Respite Alternatives – For many years, the Partners Therapeutic Foster Care was a jointly developed therapeutic foster care initiative between Medina County Job & Family Services, the ADAMH Board and its provider, the Medina County Child & Family Intervention Team (CFIT).  The program provided needed respite for youth and their families. CFIT shared the administrative leadership role with JFS, facilitating the planning of placements, providing clinical oversight and supervision on cases, and serving as the liaison from CFIT to the funders (ADAMH Board and Medina JFS).  CFIT home based staff and therapists also provided a great deal of support to these placements. When CFIT was terminated as a CSN in FY2010, the project ended for a variety of reasons, including fiscal and administrative stressors at JFS.  The loss of this valuable resource has greatly affected timely access to foster care/respite for our high risk youth.  
Access to Psychiatric Services – For youth who are receiving services from private practices or out of county agencies, the availability of such services is very limited.  Our provider serving youth does not provide psychiatric services to individuals who are not also receiving other services from their agency due to continuity of care, liability and risk issues. 
Access to Intensive Homebased Therapy and CPST- For youth who are receiving services from private practices or out of county agencies, the availability of such services is limited.

g. Persons with substance abuse and mental illness (SA/MI); 

IDDT (Integrated Dual Diagnosis Treatment ) for SMI Clients - The need for such services has been amply demonstrated over the years as persons with severe mental illness do not do well in the services provided by the Board’s primary AOD provider.  Our agency serving persons SMI has a strong interest in developing this type of programming, and identified an increased demand for treatment of comorbid or dual disorders, and simultaneously, the need for staff with dual certification/ability.  Given that approximately 55%-60% of those who present with an AOD disorder also have a coexisting MH concern and some 65% of those who present with MH concerns also have problems of an AOD nature, it seems imperative to develop programming to meet this need. The challenges to doing so are inherent in the two very distinct and separate MH and AOD systems and the disparate requirements of each. Additionally, just as we began to explore the implementation of IDDT this past year at Alternative Paths, we began receiving significant cuts in funding that have preempted our ability to initiate new programming such as this.  

Access to Psychiatric Care and Treatment Groups Coupled with Intensive Case Management Services - Our provider serving both AOD and general mental health clients sees a need for more intensive, targeted services for persons with substance abuse and mental illness (SAMI). 

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

Stable Housing/Homeless Shelter – Currently housing is a major challenge for adults involved with the criminal justice system.  Medina County does not have a homeless shelter and there are few, if any, rental subsidies available to persons with a criminal background. This makes it exceedingly difficult for these persons to succeed in the community.

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

Better Access to VA Services - We find that clients are often resistant to receiving services through the VA. This is usually due to lengthy waiting times for services, the distance to such services and the lack of transportation. Our agencies have reached out to our local VA in an attempt to discuss becoming providers of VA services in our county, but there has been little interest from the VA.  We have, however, been able to establish more informal relationships with the local VA, and their ability to work within their own channels can facilitate the access to VA services for clients that come to us through Emergency Services.
Access to Services

Question 8:

a) Identify the major issues or concerns for individuals attempting to access behavioral health prevention and treatment services in the Board area.  In this response please include, when applicable, issues that may exist for clients who are deaf or hard of hearing, veterans, ex-offenders, problem gamblers, and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility. 

Overall, funding obviously lags behind need, and the number of persons seeking access to services is outstripping available resources.  This is particularly true given the bleak funding environment we are in and that will most likely continue for years to come.  Funding for mental health services has been impacted significantly and as such, almost all of the budget cuts the ADAMH Board has had to enact over the past two years have been in mental health services.  Obviously such significant budget cuts directly impact access to services; many persons will wait much longer for services and many more will not be able to obtain the services they need. This is particularly true for persons seeking general mental health services; our system is becoming less and less able to serve this population.
Listed below are some specific issues pertaining to access.
Adults with SMI - There is a very consistent theme among most agencies that provide any social services in the county. We hear clients saying that they lack transportation, prescription coverage, medical coverage, income in general, jobs, social supports. This is no surprise given the current economic climate.

Individuals discharged from State Psychiatric Hospitals without Medicaid Eligibility - A crucial issue for many of our clients, including those discharged from HBH, is lack of medical insurance. The lengthy process and stringent criteria in obtaining Medicaid limit the access for clients to get this needed resource.  The cumbersome process can be overwhelming; this also increases the essential need for Emergency Case Management to assist them through the process.

Individuals leaving correctional facilities - This has been a priority population for for the Board’s agencies.  The agencies ensure that if such persons are appropriate for the agencies’ services, they accommodate times for intake and psychiatry to ensure that the care is not disrupted as the inmate leaves the correctional setting and re-enters the community.  There are efforts within the state prisons to complete Medicaid applications prior to prison release to expedite securing needed medical coverage but to date we have not seen individuals coming out with benefits at the point of being active.

For those people leaving prison that are not Medicaid eligible, there seems to be limited ability to secure any type of medical coverage and they fall to the ADAMH Board as the sole payor source for services.  The criminal history creates a significant deficit in the ability to get gainful employment, especially employment that may offer healthcare benefits.

Transportation Issues for AOD Clients - Because our primary AOD provider receives most of its referrals from the county’s municipal and common pleas court systems, many of the agency’s clients have their drivers licenses under suspension, so transportation to treatment services often times becomes a major issue.  This has been exacerbated by the closing of satellite office sites in northern, and in southern Medina County; services are now centrally located in Medina City. This centralization of services has impacted clients in both AOD and mental health services.  

Heavily Court Referred Population - Approximately two thirds of the clients seen in the Medina County AOD service system are court referred.  Obviously persons involved with the criminal justice system have relatively little problem accessing AOD services in our system.  In fact, our system has made significant progress over the years establishing collaborative relationships with the courts and criminal justice system.  This is evidenced by the innovative Juvenile Drug Court program that was implemented several years ago by the Juvenile Court in collaboration with the ADAMH Board and our provider, Solutions Behavioral Healthcare.  
Behavioral Health Services in the County Jail - The County Commissioners support a strong behavioral health program in the County Jail which is provided by one of the board’s contract agencies, Alternative Paths, Inc.  The programs provided at the jail work hard to link persons identified in the jail setting with services available in the community at Solutions Behavioral Healthcare.  Unfortunately, current economic conditions are eroding these services.

AOD Services for Females and Adolescents - The ADAMH Board has monitored for years the relatively small number of females and adolescents that access services provided by our system; however, our statistics are fairly similar to those of ODADAS’ for the state.  

We believe that there are females and adolescents in need of services who have more difficulty (or reticence) accessing the public AOD services provided by our primary AOD provider.  The agency has worked hard over the past several years to tailor its services to meet the needs of persons referred by the criminal justice system, and in fact, we have encouraged our provider to work closely with the courts in order to meet these needs;  however, females and adolescents from the non-criminal sector may find it difficult to associate with the majority of clients seen at Solutions, who are overwhelmingly male and court referred. 

Solutions strives to match the needs of persons who are non-court referred with the most appropriate level of care.  For example, a number of years ago the agency experienced a change in the adolescent population and felt that the traditional IOP approach needed to be modified in order to better meet the needs of this population. Like many other providers around the state, Solutions found that many adolescents and their families were unable/unwilling to commit to group treatment three days per week.  Solutions found that this population responded best to a format that holds group two times per week, supplementing with individual/family sessions as needed.  This approach seems to have been more palatable to this population as it allows the adolescent to continue participation in pro-social activities throughout the school year. Additionally, feedback from families caused the agency to develop alternative groups for youth who were referred by sources  that had probable cause to suspect AOD issues, but for whom there was no definitive proof. These youth had previously been mixed in with youth with hard core AOD problems.  Families had significant problems with having their adolescents associating with “harder core” adolescents; they did not do well in this mixed group.  The alternative groups have proven to be much more effective for this population.

Solutions has worked hard to continually adjust its programming to match persons with the most appropriate level of care, and to utilize state of the art/best practices to do so. The agency is utilizing the stages of change in conjunction with the Cenaps model of care, one of the three most recognized models of service in the country.  They apply a comprehensive biopsychosocial approach that is very individualized and matches clients to appropriate levels of care. This approach includes Assessment and Treatment Planning, Denial Management Counseling, Primary Recovery Counseling, Relapse Prevention Counseling, Relapse Prevention Therapy and Dual Disorder Counseling.  

Access to Behavioral Healthcare Services for At-Risk Youth - Our local Partnership for Success planning process identified that gaps in behavioral healthcare services in our county were not programmatic, geographic, or related to any one target population. The gaps identified, particularly with respect to adolescents, appeared to be more process related rather than program related.  The PfS Resource Assessment Workgroup determined that there needs to be an awareness built among parents, agencies, and the community regarding behavioral health issues and the resources available. The participating school districts in this process indicated that identifying youth with issues is not the challenge.  Getting youth the needed services was at times difficult.  In translation, what they found was that services are for the most part, readily available in our community; however, parents do not consistently follow through with services for a variety of reasons.  For example, they often do not believe their adolescent needs such services; they find it inconvenient to take their child to such services, particularly if they are intensive in nature and require a strong commitment to getting the youth to and from services on a frequent basis; they are overwhelmed by other issues in their lives and cannot or will not prioritize the needs of their adolescent, etc.  With this understanding, “access” to services suggests a very different meaning and context. It has more to do with encouraging/motivating families to consistently access available services.  Addressing the way in which our various systems link and refer youth and families to needed behavioral healthcare services became the major focus of this planning process.  
CARE Teams for High Risk Youth – Please refer to Question 7 above for a review of the CARE Teams initiative.  This program was implemented to address the Access to Behavioral Healthcare Services for At-Risk Youth discuss above.
Elderly Population - Statistically, the elderly appear to be under-represented in our system.  Less than 2% of referrals to our primary AOD provider are age 55+. This is most likely occurring for a number of reasons, including lack of transportation and/or reluctance to use the county’s transit system for older adults; physical impairments that inhibit mobility; reluctance of the older generation to utilize helping services; stigma of addiction; fear of losing independence; and lack of awareness of the problem.

Hearing Impaired – All of the Board’s providers maintain relationships with persons/organizations that can provide interpretive services. To date, we have not experienced any major issues with respect to access for this population.

Ex-Offenders - At times ex-offenders face difficulties due to ongoing legal involvement which can make it difficult for them to respond without fear of legal repercussions and at times it is difficult for them if they are seeking treatment at the same location as a person with whom they many have offended or if the other parties may be receiving treatment from a location/person who may hold differing view regarding treatment and expected outcomes.

Veterans – Our agencies periodically receive requests for services from veterans because of complaints about lengthy wait times for services at the VA and concerns about the distance to services and lack of transportation.  In general they are directed back to the VA for follow up mental health services.  Our agencies have tried to develop a relationship with the local VA and discuss becoming providers for VA services in our county but there has been no interest in developing such a relationship.  The response has been that there are sufficient services within a certain radius to accommodate the behavioral health care needs of Medina County Veterans. We have, however, been able to establish more informal relationships with the local VA, and their ability to work within their own channels can facilitate the access to VA services for clients that come to us through Emergency Services.
b) Please discuss how the Board plans to address any gaps in the crisis care services indicated by OAC 5122-29-10(B). (ADAMHS/CMH only);
Local Option for Crisis Beds, Crisis Respite and Local Stabilization -  For many years the Board had a contract with Coleman Professional Services for Crisis Beds; however, the distance to Ravenna to use the Crisis unit is prohibitive. Our agency providing Emergency Services and serving adults with severe mental illness has explored possible options with Summa St. Thomas in Akron, which is much closer for Medina. Summa does not currently offer Crisis Beds/Respite in their array of services but it is on their radar as other counties have made similar requests.  They currently offer a 23 hour observation bed, but a crisis bed is really a different level of care.  We will continue to work with Alternative Paths, our agency providing Emergency Services, to facilitate the identification of and contracting for crisis beds in closer proximity to Medina County.
Demand for Urgent/Crisis Care - The Board’s agency serving the general mental health population, Solutions Behavioral Healthcare, has experienced increasing requests for urgent and crisis care services. These requests have encompassed children, adolescents, and adults with presenting concerns that include major depression, bipolar disorders, major cognitive disorders, significant behavioral concerns for children and adolescents as well as requests for care related to acute situational concerns.  To help cope with the demands for services, Solutions, an agency serving both AOD and MH populations, has expanded its original AOD concept of set emergency appointment slots to include persons with mental health concerns.  The agency has daily slots that are set aside for scheduling of crisis/urgent cases with these appointment times scheduled the vast majority of the time.  Additionally, there are many instances when the emergency slots are filled when an additional request(s) for services are received and the client may come in, complete opening paperwork and are seen by the first available clinical staff member who may have an opening due to a no show or cancellation.  

The ADAMH Board is working with Solutions and Alternative Paths as we have seen systemic issues emerging as Alternative Paths has tried to tighten up its approach to serving persons in crisis and has been increasing referrals to Solutions.  As a result, Solutions has seen an increased number of persons needing psychiatric care with increased numbers of crisis contacts of persons with significant mental illness who are not being seen by Alternative Paths.  Although Alternative Paths may be triaging appropriately, it is creating stressors for Solutions in terms of access and capacity.  Given budget cuts over the past two years, handling these referrals is increasingly difficult with Solutions limited psychiatric coverage  and relatively small mental health staff.

CIT Trained Officers - As noted previously in this Plan, having numerous CIT trained officers in our county has made a positive impact on the response to crisis situations.  Recent statistics showed that Medina County ranks 3rd in the state in the number of officers who have completed a CIT training. Having such officers, who are frequently first responders on the scene, can often de-escalate a situation until appropriate mental health intervention can occur.  The ADAMH Board funds annual training for CIT officers, and at the request of local law enforcement officials additional CIT trainings have been made available to our community, paid for by local law enforcement.
Suicide Prevention Coalition - In August of FY2011 the ADAMH Board, collaboratively with our agency, Alternative Paths, initiated the development of the Medina County Suicide Prevention Coalition. Alternative Paths provides Emergency Services/Pre-Screening for Medina County and is perfectly situated to take on the local Suicide Prevention Coalition.  The development of this Coalition is meant to be a catalyst to bring about change in attitudes and perceptions regarding the stigma attached to suicide, mental illness, alcohol and drug abuse and addiction. Our focus is to become a resource to educate community residents of all ages and agencies on how we can prevent suicide and support survivors in the aftermath of a death by suicide. Our foremost goal is to reduce the number of suicides in Medina County. The Medina County Suicide Prevention Coalition will provide the opportunity and structure for allied groups to pursue coordinated strategies to educate and increase public awareness that suicide is a public health problem. The coalition is committed to reducing stigma, which helps increase people's ability to seek help and ultimately prevent the loss of life.

To date Alternative Paths and the ADAMH Board have brought together coalition members which include Solutions Behavioral Healthcare, Catholic Charities, Medina County Health Department, Medina County Sheriff’s Department, Medina City Schools, Wadsworth City Schools, Medina County Juvenile Court, Cornerstone Wellness, The Hands Foundation, Medina County Juvenile Detention Center, Robertson Bereavement and NAMI.  We are currently in the development stages of the members of the coalition and have extended the opportunity to participate to a number of additional key resources within the county.
Warm Line – Clients can often be in an emotional crisis but not necessarily a psychiatric crisis, i.e., they are not homicidal/suicidal.  It would be helpful to have a warm line for individuals to talk with after hours to process current stressors and life events.  This could potentially be provided by a combination of paid staff and well-trained volunteers.  

Electronic Medical Records – On-call night and weekend staff have limited access to clinical information that could provide better decision making, i.e., clinical documentation or access to available appointments. Additionally, as health care reform moves forward, the EMR is a critical component of this initiative. The ADAMH Board provides the IT hardware and software for our providers and is in the process of researching a new software program for billing and clinical services and are including specifications for EMR in their search.
c) Please discuss how the Board identified and prioritized training needs for personnel providing crisis intervention services, and how the Board plans to address those needs in SFY 2012-13. (ADAMHS/CMH only);
The Board has not identified or prioritized training needs for personnel providing crisis intervention training services and has no plans to address this in SFY 2012-13.  Our agency that provides these services has done an excellent job keeping its staff appropriately trained.  For example, one of the current issues the agency is focused on is individuals seen in crisis who frequently present with alcohol and drug use issues.  Crisis staff must sort out whether the primary presenting problem is AOD vs. MH.  Alternative Paths is facilitating training in chemical dependency to assist staff in the assessment process.  Another area of focus is on the increasing referrals for seniors.  The Emergency Services staff is interested in obtaining additional training in aging issues, i.e., signs and symptoms of dementia, Alzheimer’s, etc.  This training will occur in the coming year.

Workforce Development and Cultural Competence

Question 9: Workforce Development and Cultural Competence*:

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

Staff Recruitment - The ADAMH Board views this as a critical area, but frankly, one that is multifaceted and cannot be addressed solely by the Board or agencies. The field is essentially drying up.  Locally, the ADAMH Board has long encouraged agencies to look at internship possibilities with area universities.  To date, most of our agencies have cultivated strong relationships with a number of universities, and in addition to recruiting at such institutions, they also have student field placements and internship programs at their agencies. Internships often lead to employment and provide a steady recruiting source for the agencies. Our agencies continue to recruit staff from a variety of sources including print publications, and the Internet via such sites as careerboard.com, and through contacts with local universities.  Additionally, agency staff has been encouraged to refer individuals for possible employment to their agency or to other appropriate agencies within our system.    

A noted trend is that staff recruitment continues to be a challenge.  Agencies often find it difficult to find appropriately licensed and experienced staff with the expectations of direct care being high and the salary range generally low. As funding has remained flat at best, it has become increasingly difficult to compensate existing staff on a level that would even match inflationary costs let alone manage the drastically increasing costs for health insurance coverage.  When it comes to recruitment, our agencies find that it is often individuals who are just completing their graduate degrees and working toward the lower levels of licensing that are applying for vacant positions. These staff members then often leave upon completing supervisory hours needed for terminal licensure for other agency jobs where compensation and benefit packages may be higher.  We believe that this is a trend that will continue within agencies in the coming years.  We also recognize that compensation alone is not the sole factor that attracts and retains the best workers. One of our agency Executive Directors astutely observed that a fatal trend in our field has been to focus on all types of customers/clients such as courts, community, hospitals, law enforcement, and consumers of services; however, the field has, to a great degree, neglected one of our most important customers, our staff.  As such, the field is beginning to pay a price that will have long term consequences on our system of care.

The Board will continue to work with its agencies to assist in addressing the above concerns. These are important issues to the stability and continuity of care within our system; however, many of these issues are endemic to the field and will require solutions that are beyond the Board’s and our providers’ control.  We believe it will take a strong, collaborative partnership between the Departments, Boards and Providers to address many of these issues.
Staff Training - All of our agencies continually assess training needs and solicit input from their staff regarding what they perceive as training needs. Their Quality Improvement Committees actively work on training issues and process identified areas of need. All the agencies also hold regularly scheduled training sessions.  Additionally, most agencies reimburse eligible staff for a portion of their professional development, although as funding is continually reduced, this is a benefit that is gradually being suspended. Last year Alternative Paths sponsored an ethics seminar providing continuing education credits for mental health professionals that was open to our system and to other professionals in the community.  The response was so positive an annual offering of this seminar is now held.  The Board encourages such system-wide trainings and will provide funding to help support the costs in order to make it economically feasible for the agencies. We also encourage our agencies to take advantage of state sponsored trainings whenever possible.  

Cultural Competence is a set of attitudes, skills, behaviors, and policies that enable organizations (e.g., Boards and Providers) and staff to work effectively in cross-cultural situations (*see Appendix D for State of Ohio definition).

b) Describe the Board’s current activities, strategies, successes and challenges in building a local system of care that is culturally competent. Please include in this response any workforce development and cultural competence issues, when applicable, related to serving the deaf and hard of hearing population, veterans, ex-offenders, problem gamblers and individuals discharged from state Regional Psychiatric Hospitals and released from state prisons without Medicaid eligibility.
It is important to note that although the ADAMH Board clearly recognizes the importance of cultural competence as defined above, it really has not been a major focus of the Board because of the lack of cultural diversity in our county as compared to other areas of Ohio.  Currently, Medina County has less than a 4% minority population (i.e., 1.2% African American, 1.6% Hispanic, 1.0% Asian/Pacific).  The ADAMH Board and its providers are composed of members and staff who closely mirror the population of our county. The Board encourages our providers to participate in staff development activities aimed at enhancing cultural competence. The providers regularly monitor consumer statistics so that they are aware of the demographic composition of our constituents. They all provide workshops with culturally diverse populations to increase sensitivity and skills and include such topics as dwarfism, hearing impaired, veterans, obesity, ex-offenders, problem gamblers, etc.  A utilization review study is conducted annually by the Quality Improvement Committees at our providers to evaluate services provided to minority populations.  Additionally, consumer satisfaction studies, specifically eliciting input from minority consumers, are conducted to evaluate the cultural competence of our delivery system. All of the ADAMH Board’s agencies provide annual Cultural Competency/Diversity Training for all staff. The agencies also have written Cultural Competency and Diversity Plans in place, which are reviewed annually.  This includes an analysis of the current cultural make-up of the organization and community to ensure that the organization is able to meet the needs of the community. Some steps our agencies have taken over the past year with respect to Cultural Competency and Diversity:

· Trainings on addressing disparities for cultural groups in access and outcomes.
· Agencies have developed and implemented Cultural Competency and Diversity plans.
· Agency Accessibility Plans are in force and are reviewed regularly; barriers are identified and corrective methods identified and implemented when possible.  This includes providing priority assistance to individuals discharged from state psychiatric hospitals or released from state prisons without Medicaid eligibility.
· Annual reviews of minority consumers’ needs and service barriers are conducted, outcomes communicated to stakeholders, and feedback is integrated into Accessibility Plans.  
· Staff vacancies are advertized in publications seen and used by minorities.

Consumer Satisfaction - All of the ADAMH Board’s providers regularly conduct consumer satisfaction surveys and incorporate the findings into their Quality Improvement processes.  These are reviewed quarterly by the ADAMH Board in the agencies Quarterly Quality Improvement Reports.  All of our providers have consistently reported high satisfaction with agency services.  For example, Alternative Paths, the Board’s agency serving persons with severe mental illness, solicits feedback in the following areas:  Service Quality, Accessibility, Effectiveness and Overall Satisfaction.  Results are communicated to administration, staff and stakeholders. Specific comments are communicated to responsible parties in order to improve services.  The agency’s  goal is to earn at least a 90 percent satisfaction rating for each service.  All outpatient programs have met or exceeded this benchmark since FY2007.  

Additionally, Alternative Paths staff feedback is solicited formally and informally.  The agency enjoys a culture of open communication, which is maintained by keeping lines of communication open via group and individual methods (email, staff meetings, and individual/group meetings with supervisory staff). An anonymous staff satisfaction questionnaire is distributed annually and results are shared with all staff and board members.  The administration takes these recommendations into account when planning for the agency.

Over the course of a year, Solutions Behavioral Healthcare, which serves both MH and AOD clients, continually updates, monitors and reviews no less than six different consumer satisfaction surveys, including its Driver Intervention Program survey, Staff Satisfaction, and Referral Source Satisfaction.  These surveys are provided and/or available throughout the course of treatment for all service recipients.  Referral Sources and Staff are evaluated annually.  Survey results are included in all reports provided by Quality Improvement.  Data is tracked utilizing the SPSS Statistical Analysis Program.  

Solutions’ Staff Satisfaction Surveys are conducted regularly as well as annual Referral Source Satisfaction Surveys.  The rate of return for these surveys is small;  alternative methods of obtaining this information will be explored for future surveys; however, of the surveys returned the majority felt that their interaction with Solutions was positive and that those they referred received good service. 

Staff Recruitment – See Question #9(a), above.
Capital Improvements
Question 10: Capital Improvements:  For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.
One of our most pressing agency space requirements is the need for additional office and treatment space in the Human Services Center where the ADAMH Board and our two major providers are located.  This is particularly true given the consolidation of our service system over the past two years and the fact that Solutions Behavioral Healthcare’s satellite offices were closed and services moved back to the central Medina location of the Human Services Center.  Additionally, within this consolidation, Solutions also took on services for SED youth previously being provided by the Medina County Child & Family Intervention Team (CFIT), which were located in an old MR/DD school building.  Solutions moved these services to its main location in the Human Services Center. Suffice to say, the building is bursting at the seams!  It should be noted that the Human Services Center, which was built with ODMH capital dollars, is 30 years old and showing its age.  Space is very limited and certainly not configured to allow much growth or flexibility.  

Because of the need for additional group space, Solutions has “taken over” the common multi-purpose meeting room space on the first floor of the Human Services Center for as many as four AOD treatment group sessions/evening during the week.  The small group meeting rooms within Solutions’ two office suites are more suitable for family counseling (3-5 persons) than for treatment of 10 clients plus one or two staff facilitators. Current office space allows for no additional administrative/support or clinical staff and frequently doubles as work areas for group co-facilitators and student intern staff. HIPAA has brought a number of logistical problems such as ensuring that our agencies have a reception area that is HIPAA compliant, and providing space for a HIPAA compliant financial interview.  Another major need is more efficient space for clinical records maintenance and a need for additional administrative support that would be capable of working with the developing computerized system of financial and clinical management as well as to serve the medical records technology. 
Some other capital needs identified by the agency:

· Painting, carpeting and blinds;
· Electronic clinical records;

· Laptops for Solutions’ FIRST staff (serving high risk SED youth and their families);
· An agency van for transportation of clients – an ongoing issue for Solutions.
The Board has been an advocate for improving the physical infrastructure of our behavioral healthcare providers, providing capital grants over the years to help maintain and upgrade providers’ physical surroundings and equipment.  In fact the Board provided substantial funding to both Solutions and Alternative Paths over the past year for new, technologically sophisticated phone systems, which both desperately needed. Unfortunately, the availability of capital improvement funds is very limited and given the current economic environment, does not appear to be something that will be readily available in the coming biennium.  The Board will continue to entertain reasonable requests for capital dollars that could assist agencies in addressing capacity issues.  

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

A. Determination Process for Investment and Resource Allocation

B. Goals and Objectives: Needs Assessment Findings

C. Goals and Objectives: Access and State Hospital Issues

D. Goals and Objectives: Workforce Development and Cultural Competence

E. Goals and Objectives: ORC 340.033(H)Programming

F. HIV Early Intervention Goals

G. Civilly and Forensically Hospitalized Adults

H. Implications of Behavioral Health Priorities to Other Systems

I. Contingency Planning Implications



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

Process the Board used to determine prevention, treatment and capacity priorities
Identify the Board’s priorities for capacity, prevention, and treatment and recovery services.

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

The Board determines service priorities by weighing information from a number of sources. One of our primary sources of information is our primary AOD and MH agencies, Alternative Paths, Inc. and Solutions Behavioral Healthcare.  Each agency has provided substantial input into the development of this community plan.  As discussed at length under Question 1 Economic Conditions, over the past several years the ADAMH Board went through a massive system redesign and spent the better part of two years with a laser focus on its priorities and creating a system that could address these priorities. To reiterate, in FY2008 the Board anticipated major funding cuts from the state as the economy was spiraling down into a deep recession. As a result, the Board absorbed preliminary funding cuts that came through in FY2009 and used that year to plan a major system redesign, creating a smaller but more efficient and effective service system.  This transition time allowed the agencies the ability to plan and prepare for funding cuts from the ADAMH Board, which was critical in helping to minimize the impact on consumers and agency staff.
At the contract provider level the Board reduced five contract agencies to three. Additionally, the agencies closed their satellite offices in Brunswick and Wadsworth cities and consolidated services in their main offices in Medina City.  Although this was a major cost saver, it has impacted client access to services in our county, particularly as there is very limited public transportation available.   The Board’s AOD/MH provider, Solutions Behavioral Healthcare, took on the intensive services for SED youth previously provided by the board’s large CSN, Medina County Child & Family Intervention Team (CFIT); and Alternative Paths, Inc., our agency that serves adults with severe mental illness, took on services in the Board’s supportive housing project previously provided by Coleman Professional Services.  CFIT, a state operated service, ceased to exist as a stand alone “agency,” as of July 1, 2009 and the board terminated its contracts with CFIT/ODMH, and with Coleman Professional Services.  In so doing the Board:
1. Reduced administrative overhead within our system;

2. Improved clinical coordination of care;

3. Improved clarity for consumers;

4. Strengthened, both financially and programmatically the agencies that took on the consolidation. 

The second part of the two pronged approach was realigning most of the board’s miscellaneous contracts. These contracts were held between the ADAMH board and the various smaller providers. There were historical reasons for some of this, but most of the reasons for doing were no longer applicable, and especially so in an economically challenged environment. Moving contracts like NAMI, Laurelwood, Early Childhood, etc., under the three remaining Primary Contract Agencies:

1. Increased the clarity and relatedness of the programs to the contract agencies;

2.  Helped the agencies shoulder overhead;
3.  Improved cash management for the agencies as we can move these monies to the agencies in their quarterly allocations;
4.  Provided for a more direct assessment of benefit as the contract agency is in a closer proximity to evaluate.
This consolidation of the Medina County ADAMH Board service system consumed most of the Board’s and agencies’ time throughout FY2010. We had anticipated that the integration of CFIT services into Solutions would take Solutions approximately two years to normalize and stabilize its overall operations, which has proven to be the case. One of the main goals of the transition was to minimize the disruption to clients and the community as much as reasonably possible, and given what has transpired, Solutions has done that quite successfully.  It has been a huge, complex undertaking for the agency and for the Board, but one that has successfully positioned our system to better weather the financial storm that is wreaking havoc in our environment.  

Being proactive in this way has put the Board and our agencies in a relatively good place; we ended up with $1.3 million in funding cuts over two years and were able to minimize the impact on the community and our consumers as much as possible. Additionally, the system reorganization actually helped to strengthen Solutions and Alternative Paths, which are both financially and programmatically strong and healthy.  

The steps taken in FY2009-FY2010 allowed the Board to sustain current levels of service in FY2011, and provided the Board and agencies with the ability to again, proactively plan for the major challenges in FY2012 and FY2013. 

In December 2010 – January 2011 the Board conducted an impact assessment with our agencies with respect to anticipated funding cuts in FY2012 and FY2013.  The work the Board has done regarding priorities will certainly inform the process as we move forward in planning for the coming biennium.
Impact Assessment Analysis December 2010/January 2011 - the Board’s Executive Director and staff met with each of our three main agency directors numerous times to discuss the impact of possible funding cuts ranging from 10% - 30%+ in FY2012.  We conveyed the Board’s intention to adhere to its priorities in this process, and to ask them to begin assembling a response based on such priorities and the range of possible cuts to their FY2012 allocations. We engaged in extremely sensitive but open and frank dialogues with agency directors and their staff. These dialogues and the materials they provided allowed us to formulate a Preliminary Impact Assessment analysis. In summary, our analysis illuminated the fact that our two primary agencies, Alternative Paths and Solutions Behavioral Healthcare, have essentially “pulled all the rabbits out of their hats;” the significant cuts they have taken over the past two years required them to engage in intensive reviews of their entire organizations resulting in reorganization, restructuring, and significant reductions in administrative costs.  Both agencies are operating at a very high level of efficiency and are as lean as they can possibly be without compromising the quality of the services they provide.  In fact, based on the major reorganization of our system over the past several years, Solutions, as it is configured today, is the integration of what was three agencies just a few years ago. Given this reality, the enactment of any additional funding cuts is now going to directly impact the core services that each of these two agencies provide and thus the priority populations they serve. 

This impact assessment caused the Board to closely examine its level of funding to Catholic Charities Community Services, an agency that has contracted with the Board for more than twenty years. Although Catholic Charities provides valuable services to the community, the agency does not serve the priority populations of the Board and does not provide the kinds of intensive, core services Alternative Paths and Solutions provide. Although Catholic Charities has been a partner for many years, the Board ultimately determined that it is in an environment where the present level of funding was no longer sustainable. What the impact assessment illuminated was that for both Alternative Paths and Solutions, was that any additional cuts of the magnitude we anticipated would begin dismantling core services these two agencies provide to the ADAMH Board’s priority populations. It was inconsistent with our priorities and client needs to continue funding lesser priority services at Catholic Charities while simultaneously enacting funding cuts on our two, primary agencies. 

The Board ultimately reduced its allocation to Catholic Charities in FY2012 to six months and will terminate its non-Medicaid contract with the agency as of December 31, 2011. Sadly, the community will be losing an alternative source for general mental health services in the public system, although the agency has committed to continuing to bill Medicaid services. As a result of terminating the contractual relationship with Catholic Charities, waiting lists will most certainly increase at Solutions Behavioral Healthcare impacting all our community partners who refer to our system.  
**********************************************
 Other ongoing ways in which the board obtains input regarding the establishment of priorities include the following. As discussed previously, the ADAMH Board participated in major strategic planning initiatives with Solutions over the past several years. These included the agency’s formal strategic planning process which resulted in a new mission, vision and direction for the agency, as well as a comprehensive Strategic Alliance Group planning process that resulted in the merging of our AOD and general MH agencies. We also engaged in a focused planning process with our agency that provided intensive services to SED youth (Medina County Child & Family Intervention Team (CFIT), a state operated service) and Alternative Paths when it became clear that CFIT could no longer function as a stand alone agency.  Although Alternative Paths ultimately did not take on these services, the consultant-facilitated planning process helped the Board determine that Solutions Behavioral Healthcare could and should take over these services when the Board engaged in its system redesign two years ago.  This resulted in the creation of Solutions’ Family Intervention ReSponse Team (FIRST) that provides intensive homebased services to our most at-risk youth and their families. 

These strategic planning initiatives were facilitated by an outside consultant with expertise in such planning. This Community Plan continues to draw upon these important initiatives from which emanated many of the issues/needs identified within this plan. Additionally, throughout the year, our agencies’ Executive Directors and staff can informally approach Board staff to discuss possible service needs, ideas, issues, problems, etc. Based on available resources, the Board may also request proposals for new or expanded services from the agencies, based on its perception of need. Agencies may also bring forward proposals for more formal review by the ADAMH Board.  [NOTE: given the current economic environment and enormous funding cuts we have endured, new or expanded programming has not been considered unless it can clearly enhance the efficiency and effectiveness of our system and save money in the long run; we are basically trying to maintain a core array of services.]
Also discussed previously, the Partnership for Success (PfS) comprehensive planning process provided a rich and dynamic collaboration with a multitude of community partners who provided direct feedback and input to the ADAMH Board regarding behavioral healthcare services. The process was designed to take the community participants through a very rigorous and planful process that ultimately led to the identification of service needs/gaps and the development of strategies to address these needs/gaps.  The Care Team model that is discussed in this Plan is a direct outcome of this planning process.  
Additionally, as we have emphasized throughout this Community Plan, one of the most crucial ways in which the ADAMH Board determines its priorities is through our continual collaboration and working relationships with human services, judicial, health, law enforcement, mental health, schools and numerous other agencies throughout our county. This is particularly true during these challenging times when we are all reeling from funding cuts and bracing for even worse times. We have many representatives from these entities serving on the Board and they are invaluable in educating and illuminating the entire Board on issues pertaining to the populations they serve.  For example, one of the ADAMH Board’s past Chairpersons was the Medina County Deputy Sheriff. He was invaluable in helping us access the criminal justice system, law enforcement and the courts.  He routinely provided us with valuable feedback regarding the behavioral health needs of the jail and criminal populations.  Additionally, he was also a member of Brunswick City Council for many years and was able to provide input from this perspective also.  We currently have the Medina City Mayor (and former Police Chief) as a board member and he is able to provide a similar perspective on law enforcement and the criminal justice system as well as the needs of our general community.  Our current Board Chairperson provides a unique perspective on AOD issues as he is the former executive director of the Medina County Drug Abuse Commission, our county’s drug levy. He now works for the county’s vocational school.  Another former board member is the sister of a client living with severe and persistent mental illness; her insight and experiences over the past several years were extremely valuable to the rest of the board, particularly as the board wrestled with massive funding cuts and deliberated priorities for limited funding. These types of contacts provide a rich tapestry of perspectives, ideas, and experiences to draw upon, and represent strong ties to the community effectively helping to act as the Board’s “eyes and ears.” 

By relying on the expertise of Board staff; our agencies and their consumers; community partners; special consultants; and Board members with specific expertise or those in advocacy roles, Board staff and Board leadership cull through the myriad service needs and issues that have been identified. This is an ongoing and dynamic process; it is not a one time, static event with a beginning and an end. Anecdotal information is supplemented with statistical and demographic information and research as necessary.  The following key criteria/requirements are used to help in determining what issues should be brought to the Planning Committee of the Board for review and to help them in their decision making and determination of priorities: 
 A.  Legal Mandates – First and foremost, the Board needs to fulfill its legal requirements as briefly delineated above. In a related manner, each Department promulgates rules and guidelines regarding what we can spend their dollars on.  For example, ODADAS still requires an 80%/20% split on Treatment and Prevention. We might otherwise WANT to do more treatment, given our county’s major drug levy (MCDAC), but the Department will not permit it. The ADAMH Board’s decisions incorporate adherence to these guidelines as well as basic legal requirements.
  B.  Provider Input – Throughout the past year board staff has worked closely with our main providers (Alternative Paths, Catholic Charities and Solutions) to elicit their specific recommendations regarding how they could reduce their overall budgets to reflect major budget cuts. These recommendations were refined as we obtained more definitive information about funding cuts from ODMH and ODADAS. This  information was used to help shape the ADAMH Board’s final decisions about FY2012. As discussed previously in this plan, the Board is terminating its contract with Catholic Charities as of December 31, 2011 as we again contract our system to reflect actual and anticipated revenues.  We have been able to hold allocations flat for Alternative Paths and Solutions. 
 D.  Cost Effectiveness – This is a concept that is used in many different but important ways. We continue to strive for cost effectiveness in the methodologies by which we purchase services.  We will endeavor to ensure that our services our purchased in a manner consistent with this principle.
  E.  Ensure Adequate Infrastructure - Some reductions in certain areas would take organizations below a certain level thereby leaving them unable to perform their function.  Our Board itself is a good example of this. 
     F. Do any other organizations have responsibility/additional resources for these populations or program? – This criterion simply deals with whether or not any other organization has a clearer statutory or organizational responsibility to perform the given function.  We may do a certain function, but if another organization has this responsibility and/or is doing this function we may be able to reduce our involvement.  In a related manner, other political subdivisions may be in a place better able to afford the program.
     G.  Does this sustain local collaboration? – We are always looking to see if programs leverage positive benefits to others and conversely if they were substantially reduced would it cause more than linear harm.  Emergency Services is a good example of this.  Without adequate emergency services, clients would languish in our local hospitals, decompensate further, and or be transferred to our local jails. 

Additionally, the following questions are consistently asked:
1.)  How many people will this service benefit?

2.)  Will this benefit more than one agency in our system, or the system as a whole?

3.)  Does this service involve a multi-agency initiative?

4.)  Does this service fill a stated/inferred need?

5.)  Does this service help fill a gap in the desired continuum of care?

6.)  Does this service flow from our mission and strategic planning?

7.)  Is this service cost effective?

8.)  Is the cost per client too high?

9.)  Is this service a shared responsibility/cost?

There is no “right answer” or “threshold” which automatically determines yes, or no.  All of these things factor into the decision, and depending on what the service is, what need is being met, the cost of the service, etc., some criteria may hold more or less weight with each decision (i.e., this is less a “science” than “art”).  Sometimes there are very compelling “political” reasons for moving forward with an initiative. The Planning Committee may be comfortable with recommendations coming from Board leadership and Board staff, or it may request additional information, clarification, etc.  Often, representatives from the Board’s agencies, or entities in the community expressing a need, meet with the Planning Committee to discuss the issue in more detail. Once consensus is achieved in committee, a recommendation is made to the full Board, which either endorses or rejects the recommendations of committee.  It is through this process that service priorities are established.  It is important that the Board adhere to a planning model that is flexible and realistic, incorporating the realities of the environment in which we operate. For example, outside forces frequently mandate service priorities/development regardless of whether they are a local priority.  And finally, setting priorities is critical at a time when we are CUTTING services and cannot address all needs and priorities. 
Clearly, the ADAMH Board has a fiduciary responsibility to the residents of our county to ensure the viability of our system of care, not only for the next two years, but into the future. The economic conditions that present to us today likely will continue for years to come. As is the challenge for most businesses today, we have had to continually  rethink how we do business and create new and viable models and strategies that will ensure that our consumers receive the services they need to the extent resources are available.

PRIORITIES:

The highest targeted priority populations for mental health services funded by the ADAMH Board include:

· Severely mentally disabled adults;

· Seriously emotionally disturbed youth;

· Persons who are at risk of, or are currently receiving local or state inpatient psychiatric care;

· Individuals who are in immediate crisis/emergency situations;
· Mentally ill and/or chemically dependent adults/youth;

· Mentally ill and/or chemically dependent individuals who are homeless or at risk of homelessness;

· Adults and youth who are involved with the criminal justice systems;
· At risk youth and adults.
The highest targeted priority populations for AOD services funded by the ADAMH Board include:

· Pregnant women;

· Women;

· Injecting drug users;

· Clients and staff at risk of tuberculosis;

· Individuals at risk for HIV disease;

· Individuals involved in the child welfare system (H.B. 484);

· Children and adolescents;
· Adults and youth who involved in the criminal justice system.
The Board’s prevention and treatment priorities are as follows:

AOD Prevention Priorities:

· The provision of Tertiary prevention activities.

· Utilizing a risk reduction model, focusing prevention efforts on high risk populations, targeting those persons who are at high risk of substance abuse.

· Addressing access to behavioral healthcare services via better linkages/referrals through the PfS planning process Care Team Model.

· Prevention services targeted to the adult population, including senior citizens.

· Supporting school based prevention/intervention efforts.

· Increasing the use of evidenced based prevention programming funded by the ADAMH Board.  

· Continuing to provide and build upon a comprehensive array of AOD prevention initiatives for the children and adolescents of Medina County.
MH Prevention, Consultation and Education Priorities:

· Addressing access to behavioral healthcare services via better linkages/referrals through enhancing/expanding capacity of the local Care Team Model.

· Integrated physical health/behavioral health screenings/consultation services for children and adolescents.

· Prevention/consultation efforts targeted at the elderly.

· Increased community awareness/education regarding behavioral health issues and available services.

AOD Treatment Service Priorities:
· Strengthening and maintaining our local continuum of care.

· Services for dual diagnosed clients.

· Continued development of programming based on evidenced based models of care/best practices.

· Case Management services.
· Residential options for females with addiction issues.
· Payment assistance for medication assisted treatment.
MH Treatment Service Priorities

· Strengthening and maintaining our local continuum of care.

· More immediate access to psychiatric services/maintaining strong psychiatric services.

· Young Adult CPST.
· Local options for crisis beds, crisis respite and local stabilization.
· IDDT (Integrated Dual Diagnosis Treatment).
· Maintaining strong counseling and CPST services.
· Expanded intensive case management services.

· Access to supervised living options.
· Peer support programs.
· Access to behavioral health services for the general population.
Behavioral Health Capacity, Prevention, and Treatment and Recovery Support Goals and Objectives

Question 12: Based upon the priorities listed above and available resources, identify the Board’s behavioral health capacity, prevention, and treatment and recovery support goals and objectives for SFY 2012—2013.

Behavioral Health Capacity Goals & Objectives:

· GOAL:  Promote and sustain the use of “evidenced based” policies, practices, and strategies pertaining to supportive housing.
· Objective: Continue to contract with a housing consultant (Coleman Professional Services) with expertise in housing development and services who can work with the Board to continue implementing the most current evidenced based policies, practices and strategies pertaining to supportive housing.

· Objective:  Continue monthly meetings of the ADAMH Board, Alternative Paths and Medina Metropolitan Housing Authority Housing Committee, which oversees the operation of the Board’s supportive housing units.  

Prevention Goals & Objectives:
· GOAL:  Programs that increase the number of customers who perceive ATOD use as harmful.

· Objective:  Continue to fund an array of prevention programming at the Board’s primary agency providing prevention services and coordinate those services with the county’s drug levy (MCDAC) to avoid duplication of efforts.

· Objective:  Continue to support and focus on a risk reduction prevention model targeting those persons who are at high risk of substance abuse.

· GOAL:  Programs that decrease the number of persons at risk of developing mental health problems and/or at risk for suicide.
· Objective:  Continue to support and participate in the newly created Medina Suicide Prevention Coalition as it expands activities into FY2012.

· Objective: Reapply for funding from the Ohio Suicide Prevention Foundation to support the continued activities of our local Suicide Prevention Coalition.  
AOD Treatment & Recovery Support Goals & Objectives:

· GOAL:  Increase the number of persons who are abstinent at the completion of AOD programming.

· Objective:  Continue to support and promote the array of evidenced based AOD treatment programs provided by Solutions Behavioral Healthcare.

Mental Health Treatment & Recovery Support Goals & Objectives:
· GOAL:  Decrease criminal and juvenile justice involvement.

· Objective: Maintain funding in FY2012 for the collaborative Juvenile Drug/MH Court program which provides treatment in lieu of punishment for youth adjudicated by the court.
· Objective:  Address access to behavioral healthcare services via better linkages/referrals through enhancing/expanding capacity of the local Care Team Model.

· Objective:  Continue to participate in the Youth ICAT process which utilizes a collaborative model consisting of the ADAMH Board and its child-serving agency, Juvenile Court, DD and JFS to coordinate care for our most high risk youth.  Additionally, continue to contribute funding to the Youth ICAT pooled funding process.
· GOAL:  Decrease homelessness within the SMI population. 
· Objective:  Continue to seek out and obtain funding to support an array of housing supports and services, including the renewal application for ODOD Transitional Housing Rental Subsidy Program and Bridge Funding for 2012. 
Access to Services 

Question 13: What are the Board’s goals and objectives for addressing access issues for behavioral health services identified in the previous section of the Plan? 
· GOAL:  Improve access to behavioral healthcare services for at-risk youth.
· Objective:  Enhance/expand the current CARE Team model within the Medina City Schools via the Board’s provider, Solutions Behavioral Healthcare.

Workforce Development and Cultural Competence

Question 14: What are the Board’s goals and objectives for SFY 2012 and 2013 to foster workforce development and increase cultural competence?  Please discuss the areas of most salience or strategic importance to your system.  What are the Board’s plans for SFY 2012 and 2013 to identify, increase and assess cultural competence in the following areas:  Consumer satisfaction with services and staff, staff recruitment (including persons in recovery) staff training, and addressing disparities in access and treatment outcomes. (Please reference Appendix D for ODMH definition of cultural competence.) 

· GOAL:  Maintain and support agency strategies to address cultural competency issues pertaining to consumer satisfaction with services and staff; staff recruitment (including persons in recovery); staff training; and addressing disparities in access and treatment outcomes. 

· Objective:  Continue to monitor agency activities pertaining to cultural competence via review of quarterly and annual QI reports and share these results with the Board’s Planning Committee.

· Objective:  Provide a training to ADAMH Board members regarding cultural competency and the strategies agencies utilize to identify, increase and assess cultural competency within their organizations.  

As discussed previously in this plan, it is important to note that although the ADAMH Board clearly recognizes the importance of cultural competence as defined in Appendix D, it really has not been a major focus of the Board because of the lack of cultural diversity in our county as compared to other areas of Ohio.  Currently, Medina County has less than a 4% minority population (i.e., 0.7 African American, 0.6 Hispanic, 0.6 Asian/Pacific).  The ADAMH Board and its providers are composed of members and staff who closely mirror the population of our county. The Board encourages our providers to participate in staff development activities aimed at enhancing cultural competence. The providers regularly monitor consumer statistics so that they are aware of the demographic composition of our constituents. They all provide workshops with culturally diverse populations to increase sensitivity and skills and include such topics as dwarfism, hearing impaired, veterans, obesity, ex-offenders, problem gamblers, etc.  A utilization review study is conducted annually by the Quality Improvement Committees at our providers to evaluate services provided to minority populations.  Additionally, consumer satisfaction studies, specifically eliciting input from minority consumers, are conducted to evaluate the cultural competence of our delivery system. All of the ADAMH Board’s agencies provide annual Cultural Competency/Diversity Training for all staff. The agencies also have written Cultural Competency and Diversity Plans in place, which are reviewed annually.  This includes an analysis of the current cultural make-up of the organization and community to ensure that the organization is able to meet the needs of the community. Some steps our agencies have taken over the past year with respect to Cultural Competency and Diversity:

· Trainings on addressing disparities for cultural groups in access and outcomes.
· Agencies have developed and implemented Cultural Competency and Diversity plans.
· Agency Accessibility Plans are in force and are reviewed regularly; barriers are identified and corrective methods identified and implemented when possible.  This includes providing priority assistance to individuals discharged from state psychiatric hospitals or released from state prisons without Medicaid eligibility.
· Annual reviews of minority consumers’ needs and service barriers are conducted, outcomes communicated to stakeholders, and feedback is integrated into Accessibility Plans.  
· Staff vacancies are advertized in publications seen and used by minorities.

Consumer Satisfaction - All of the ADAMH Board’s providers regularly conduct consumer satisfaction surveys and incorporate the findings into their Quality Improvement processes.  These are reviewed quarterly by the ADAMH Board in the agencies Quarterly Quality Improvement Reports.  All of our providers have consistently reported high satisfaction with agency services.  For example, Alternative Paths, the Board’s agency serving persons with severe mental illness, solicits feedback in the following areas:  Service Quality, Accessibility, Effectiveness and Overall Satisfaction.  Results are communicated to administration, staff and stakeholders. Specific comments are communicated to responsible parties in order to improve services.  The agency’s  goal is to earn at least a 90 percent satisfaction rating for each service.  All outpatient programs have met or exceeded this benchmark since FY2007.  

Additionally, Alternative Paths staff feedback is solicited formally and informally.  The agency enjoys a culture of open communication, which is maintained by keeping lines of communication open via group and individual methods (email, staff meetings, and individual/group meetings with supervisory staff). An anonymous staff satisfaction questionnaire is distributed annually and results are shared with all staff and board members.  The administration takes these recommendations into account when planning for the agency.

Over the course of a year, Solutions Behavioral Healthcare, which serves both MH and AOD clients, continually updates, monitors and reviews no less than six different consumer satisfaction surveys, including its Driver Intervention Program survey, Staff Satisfaction, and Referral Source Satisfaction.  These surveys are provided and/or available throughout the course of treatment for all service recipients.  Referral Sources and Staff are evaluated annually.  Survey results are included in all reports provided by Quality Improvement.  Data is tracked utilizing the SPSS Statistical Analysis Program.  

Solutions’ Staff Satisfaction Surveys are conducted regularly as well as annual Referral Source Satisfaction Surveys.  The rate of return for these surveys is small;  alternative methods of obtaining this information will be explored for future surveys; however, of the surveys returned the majority felt that their interaction with Solutions was positive and that those they referred received good service. 
Given the strong focus our agencies have on issues pertaining to cultural competence and the stategies they have employed to date to address these issues, the Board currently has no additional plans for FY2012.  
When addressing treatment and recovery services goals for ODADAS, please address the following:

ORC 340.033(H) Goals

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

· GOAL:  Number of referrals from the JFS system to the Board’s primary AOD provider.
· Objective: Continue to support the collaborative deployment of Solutions Behavioral Healthcare AOD staff to JFS offices in order to provide AOD treatment services for parent, legal guardians, etc. of children who are assessed to be at risk of abuse because of parental/guardian AOD abuse or dependency problems.
· Objective:  Continue to fund outreach, intervention and training services within the JFS facility and community environment.
Question 16: ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.

Not applicable.
When addressing treatment and recovery services goals for ODMH, please address the following:
Addressing Needs of Civilly and Forensically Hospitalized Adults
Question 17: ADAMHS and CMH Boards only: Address how the Board will meet the needs of civilly and forensically hospitalized adults, including conditional release and discharge planning processes. How will the Board address the increasingly high number of non-violent misdemeanants residing in state hospitals?
Alternative Paths, our agency that serves persons with severe mental illness, has done an exceptional job in working with persons who are civilly hospitalized. For the most part, our system does an excellent job with crisis intervention, pre-screening, admissions and discharges at the state psychiatric hospital as well as private hospitals that we utilize.  Our bed day utilization is quite low overall, we are within our target days at Heartland (even after significantly lowering them by 1,165 days over the past decade), lengths of stay for admissions for acute care are appropriate, and we are not experiencing clients cycling in and out of hospitals or inappropriately utilizing Emergency Services. We do have two long term residents of Heartland who are extremely high risk and for whom we have been unable to find appropriate placements within the community. Alternative Paths, who manages such placements made a concerted effort over the past two years to explore a variety of possible options for these individuals; however, every possible facility they investigated ended up declining to accept these clients due to the extraordinary risk factors.  We are currently at a loss as to how to move forward with these two individuals and would welcome any technical assistance the Department could provide.
It is important to note that as resources become more and more scarce and we experience continued reductions in funding, it will become much more difficult to continue to effectively meet the needs of persons who are hospitalized. Obviously, persons who are hospitalized are one of the highest priorities of the Board and our system, and we will continue to shift resources to meeting these needs; however, as the infrastructure of our system is shredded, the ability to engage in effective and efficient discharge planning will diminish.  There have to be adequate services in the community in order to discharge persons to these services on an appropriate and timely basis.
The ADAMH Board and our agency, Alternative Paths, believe that the forensic client is a priority population.  Alternative Paths has a large number of programs that work with forensic clients and we believe this is one of their main areas of specialization.  The Forensic Monitor tracks clients that are involved in the courts by a plea of NGRI, those undergoing restoration to competency, and those who have been found NGRI and committed to the state hospital.  The county does not have a high number of clients found NGRI, but we do have an average of 2-5 that enter the original plea and may have some involvement in restoration.

To plan for clients that may be on conditional release at some point, the Forensic Case Manager and the Forensic Monitor attend treatment team at the state hospital to track a client’s status.  We have not had anyone on conditional release in the community for a number of years but we remain involved in ongoing oversight of any client who someday may be placed on conditional release.

A major concern has arisen over the past several months as our county has recently privatized medical services at our County Jail.  Alternative Paths has a major contract with the county to provide behavioral healthcare services at the Jail.  For many years Alternative Paths’ staff has worked closely with the medical staff at the jail to educate them on the costs of psychiatric hospitalization, to demonstrate the ability to effectively manage persons experiencing psychiatric crises at the Jail, and to advocate the need for particular psychotropic medications even if they are more costly than some others available.  The relationship has worked extremely well and kept utilization of the state hospital to a minimum.  Now that the county has contracted with an out-of-state company to run the medical services at the Jail, we are concerned that the collaborative efforts we have experience over past years may disappear.  Clearly, for a company that has been retained to reduce medical costs at the Jail, the state hospital could become a relief valve for them.  We will be monitoring this situation very closely over the next year.

Implications of Behavioral Health Priorities to Other Systems

Question 18: What are the implications to other systems of needs that have not been addressed in the Board’s prioritization process?
Given the bleak economic environment and the significant reductions in funding into the next biennium, the lack of adequate funding for other identified needs is the most obvious barrier in addressing these needs.  A realistic goal at this time is to try and stabilize the system that is currently in place and preserve as much of the service array as possible.  Our providers and the ADAMH Board have been resourceful in obtaining collaborative grants from other systems/sources to enhance the overall behavioral health service system. We will continue seeking out additional funds/resources; however, given the state of the economy, other fund sources are drying up as well.  
Given the thoughtful and logical process we have used to review our entire system, the populations served, services provided, etc., it is our belief that we have prioritized those needs which are most urgent/critical and as such, the impact to other systems regarding any unmet needs will be minimized as much as possible.  The reality is, however, you cannot eliminate such enormous levels of funding without consequences and there will be persons who will be in need of services who will have to wait longer for those services or who will not receive the services they need.  The safety net has been shredded.  As we continue to have to cut resources from our systems, we continue to focus remaining resources on our most severe and high risk populations.
Impact Assessment - In December 2010/January 2011 the Board’s Executive Director and staff met with each of our three main agency directors numerous times to discuss the impact of possible funding cuts ranging from 10% - 30%+ in FY2012.  We conveyed the Board’s intention to adhere to its priorities in this process, and to ask them to begin assembling a response based on such priorities and the range of possible cuts to their FY2012 allocations. We engaged in extremely sensitive but open and frank dialogues with agency directors and their staff. These dialogues and the materials they provided allowed us to formulate a Preliminary Impact Assessment analysis. In summary, our analysis illuminated the fact that our two primary agencies, Alternative Paths and Solutions Behavioral Healthcare, have essentially “pulled all the rabbits out of their hats;” the significant cuts they have taken over the past several years required them to engage in intensive reviews of their entire organizations resulting in reorganization, restructuring, and significant reductions in administrative costs.  Both agencies are operating at a very high level of efficiency and are as lean as they can possibly be without compromising the quality of the services they provide. In fact, based on the major reorganization of our system over the past several years, Solutions, as it is configured today, is the integration of what was three agencies just a few years ago. Given this reality, the enactment of any additional funding cuts would directly impact the core services that each of these two agencies provide and thus the priority populations they serve. 

This impact assessment caused the Board to closely examine its level of funding to Catholic Charities Community Services, an agency that has contracted with the Board for more than twenty years. Although we recognized that Catholic Charities provides valuable services to the community, the agency does not serve the priority populations of the Board and does not provide the kinds of intensive, core services Alternative Paths and Solutions provide. Although Catholic Charities has been a partner for many years and we have valued the relationship for its ability to provide the Board and our community with alternatives, it was clear that we were now in an environment where the present level of funding for Catholic Charities was no longer sustainable. What the impact assessment illuminated for both Alternative Paths and Solutions, is that any cuts of the magnitude we anticipate in future years will begin dismantling core services these two agencies provide to the ADAMH Board’s priority populations. It would be inconsistent with our priorities and client needs to continue funding lesser priority services at Catholic Charities while simultaneously enacting funding cuts on our two, primary agencies. 

Given this impact assessment, and the very real need to contract our system to meet current and expected revenues, the ADAMH Board decided it would terminate its non-Medicaid FY2012 contract with Catholic Charities as of December 31, 2011. Although the agency will continue to bill for Medicaid services, to a large extent the community will be losing an alternative source for general mental health services in the public system. As a result of this action, waiting lists will most certainly increase at Solutions Behavioral Healthcare impacting all our community partners who refer to our system.  

Contingency Plan: Implications for Priorities and Goals in the event of a reduction in state funding
Question 19: Describe how priorities and goals will change in the event of a reduction in state funding of 10 percent of the Board’s current annual allocation (reduction in number of people served, reduction in volume of services, types of services reduced, impact on monitoring and evaluation etc).  Please identify how this reduction in services affects specific populations such as minorities, veterans and “high-risk” groups.
Over the past year, the Board had been anticipating significant reductions in mental health funding from the state in FY2012 and FY2013.  We had hoped that alcohol and drug funding would remain “relatively stable” given that most of ODADAS’ funds are federal in nature, and a substantial portion of the allocation has always been distributed per capita. Medina is one of the fastest growing counties in the state, and as such, increases in our per capita funding would hopefully help offset any potential cuts in AOD funding.  Our major concerns regarding funding were with ODMH and issues pertaining to Medicaid elevation, funding formulas, hospital bed day formulas, etc.  And of course we were cognizant of the potential for catastrophic cuts due to the way in which the Governor and legislature balanced the state budget. 
Given the tremendous volatility and uncertainty over the past year, the Executive Director and the Board have had a laser focus on Columbus and budget issues. The Board’s Executive Director regularly informed the ADAMH Board about potential funding issues; met frequently (often daily) with our providers; engaged in preliminary planning with providers with respect to possible funding cuts; apprised the County Commissioners of our situation on a regular basis; as well as met frequently with the County Administrator to elicit support and possible strategies.  In addition, our Director has been actively involved at the state level, meeting with the Directors of the Ohio Department of Mental Health and the Department of Alcohol and Drug Addiction Services as well as representatives from the Governor’s office and state legislators regarding funding formulas, budget cuts and policy issues that could have substantial funding impact on our system. As such, the ADAMH Board utilized the most current and timely information available upon which to base its funding decisions for FY2012.    

As discussed in detail above in question #18, the ADAMH Board has engaged in an impact assessment with our providers regarding possible funding cuts over the next biennium. We kept our ear to the ground for the past year, and determined the need to be proactive regarding what could have been catastrophic funding cuts. The Board determined the need to immediately begin looking at potential reductions in funding and determining the impact on its primary agencies. Staff has also obtained written, preliminary contingency budget/impact assessments from each agency for FY2012. Their ability to convey to us how they would operationalize various levels of funding cuts helped the Board assess the impact and determine how it wanted to proceed.  This was just the starting point in a planning process that took place over an approximately five month period.   
The Board committed to adhering to its priorities and making tough decisions rather than enacting cuts on a pro rata basis to its three contract agencies. Additionally, the Board was in a position to help mitigate any cuts to the agencies by utilizing reserves, minor deficit financing and savings strategies.  In fact, the Board determined it could potentially absorb a minimum 10% cut for each year of the biennium, alleviating the impact on our agencies and their consumers. If we had received cuts significantly greater than this, it would have resulted in substantial cuts to the agencies.  
It is important to emphasize that the Board approached the most current round of funding cuts in the context of its previous planning as described in Question 1 Economic Conditions of this Plan. The Board’s ultimate goal is to minimize impact on priority populations and particularly, on high risk groups. Over the past two years, funding cuts have been spread across almost all categories of programs/ populations so as to “spread the pain” in a way so that there were no catastrophic impacts on any one agency/program/population during this period of time. The real losers were our community partners/collaborators.  As we discussed at length in our last Community Plan, we essentially dismantled a system of care that took 20+ years to build. We had to tear apart collaborative partnerships throughout our community and shred the safety net that had been planfully and systematically woven over the years to protect our most vulnerable citizens.  
Throughout this planning process, staff reviewed the Board’s system and operating budgets line by line, considering each provider’s programming and populations served in light of the Board’s legal requirements, priorities, and key criteria. We also evaluated any other miscellaneous programs and contracts utilizing the same. This process was made all the more challenging due to the complexity of funding sources, restricted use of dollars, matching requirements, mandated uses, etc. Other than these imposed priorities/requirements, it is important to emphasize that there are no “right answers” or “threshold” that automatically determined the level of cuts the Board would make or what programs and/or agencies would be cut. There were a number of important variables that factored into this decision, and depending on what the program was, what need was being met, what population was being served, etc., some criteria could hold more or less weight with each recommendation. In other words, this is less a “science” than an “art.”  

As we learned more from the state about what our allocations were going to be in the coming biennium, we were able to dial in more specifically with the agencies regarding their FY2012 budgets/programs submissions. Each agency utilized the spring to develop their actual FY2012 budgets with their preliminary allocation figures, and provide more detailed information to Board staff about their budgets. Board staff helped cultivate and shape what ultimately came to the ADAMH Board for review and approval. The goal was to achieve a mutually determined plan that is cognizant of Board priorities as well as agency needs and realities.  
As we discussed previously, the following are Key Criteria/Requirements we are utilized in this planning process -
 A Legal Mandates – First and foremost, the Board needs to fulfill its legal requirements as briefly delineated above. In a related manner, each Department promulgates rules and guidelines regarding what we can spend their dollars on.  For example, ODADAS still requires an 80%/20% split on Treatment and Prevention. We might otherwise WANT to do more treatment, given our county’s major drug levy (MCDAC), but the Department will not permit it. The ADAMH Board’s decisions incorporate adherence to these guidelines as well as basic legal requirements.
  B.  Provider Input – Throughout the past year board staff has worked closely with our main providers (Alternative Paths, Catholic Charities and Solutions) to elicit their specific recommendations regarding how they could reduce their overall budgets to reflect major budget cuts. These recommendations were refined as we obtained more definitive information about funding cuts from ODMH and ODADAS. This  information was used to help shape the ADAMH Board’s final decisions about FY2012. As discussed previously in this plan, the Board is terminating its contract with Catholic Charities as of December 31, 2011 as we again contract our system to reflect actual and anticipated revenues.  We have been able to hold allocations flat for Alternative Paths and Solutions. 
 D.  Cost Effectiveness – This is a concept that is used in many different but important ways. We continue to strive for cost effectiveness in the methodologies by which we purchase services.  We will endeavor to ensure that our services our purchased in a manner consistent with this principle.
  E.  Ensure Adequate Infrastructure - Some reductions in certain areas would take organizations below a certain level thereby leaving them unable to perform their function.  Our Board itself is a good example of this. 
     F. Do any other organizations have responsibility/additional resources for these populations or program? – This criterion simply deals with whether or not any other organization has a clearer statutory or organizational responsibility to perform the given function.  We may do a certain function, but if another organization has this responsibility and/or is doing this function we may be able to reduce our involvement.  In a related manner, other political subdivisions may be in a place better able to afford the program.
     G.  Does this sustain local collaboration? – We are always looking to see if programs leverage positive benefits to others and conversely if they were substantially reduced would it cause more than linear harm.  Emergency Services is a good example of this.  Without adequate emergency services, clients would languish in our local hospitals, decompensate further, and or be transferred to our local jails. 

Additionally, the following questions are consistently asked:
1.)  How many people will this service benefit?

2.)  Will this benefit more than one agency in our system, or the system as a whole?

3.)  Does this service involve a multi-agency initiative?

4.)  Does this service fill a stated/inferred need?

5.)  Does this service help fill a gap in the desired continuum of care?

6.)  Does this service flow from our mission and strategic planning?

7.)  Is this service cost effective?

8.)  Is the cost per client too high?

9.)  Is this service a shared responsibility/cost?
Given the thoughtful and logical process we have used to review our entire system, the populations served, services provided, etc., it is our belief that we have prioritized those needs which are most urgent/critical and as such, the impact to other systems regarding any unmet needs will be minimized as much as possible.  The reality is, however, you cannot eliminate such enormous levels of funding without consequences and there will be persons who will be in need of services who will have to wait longer for those services or who will not receive the services they need.  The safety net has been shredded.  As we continue to have to cut resources from our systems, we continue to focus remaining resources on our most severe and high risk populations. This unfortunately leaves the more general mental health client on their own; our system is increasingly unable to serve this population.
	IV. Collaboration

A. Key Collaborations

B. Customer and Public Involvement in the Planning Process

C. Regional Psychiatric Hospital Continuity of Care Agreements

D. County Commissioners Consultation Regarding Child Welfare System




SECTION IV: COLLABORATION

Key collaborations and related benefits and results
Question 20: What systems or entities did the Board collaborate with and what benefits/results were derived from that intersystem collaboration? ADAMHS and CMH Boards should include discussion regarding the relationship between the Board and private hospitals. 
The most significant way in which the ADAMH Board determines mental health and AOD service needs for the county is through our continual collaboration and working relationships with social services, judicial, law enforcement, the criminal justice system, schools, and numerous other agencies throughout our county. Our constant interaction with these entities provides continual feedback on our current service system, identifies service gaps, identifies problems in accessing services, presents service needs, and generally works as a constant monitor/evaluator of our system. This is a very “grass roots,” dynamic dialogue that provides us with the kind of information that is critical to our identification problems, issues, service gaps, etc.  The environment is so dynamic; this process is ongoing and, we believe, it is the best way to obtain input regarding local community needs.

Some select examples of inter-system collaboration in the realm of the criminal justice system include the following:

Juvenile Court - The ADAMH Board has a highly productive, close partnership with the Medina County Juvenile Court.  The ADAMH Board’s Executive Director talks two to three times a week with the Juvenile Court’s Program Director on a variety of issues.  Based on specific needs identified by the Court, Solutions Behavioral Healthcare has forged a strong alliance with the Court through the development of the Juvenile Drug Court which offers a compelling choice to juveniles and their families, whose criminal justice involvement stems from alcohol and other drug use, to include participation in treatment through the Juvenile Drug court program.  The design of the Juvenile Drug Court provides for immediate intervention, treatment, and structure in the lives of juveniles while emphasizing public safety and accountability. The Juvenile Drug Court Team consists of the JDC Judge, Prosecutor, Defense Bar, JDC Probation Officer and AOD Clinicians.  These are master’s level clinician from Solutions who provide direct therapeutic services for identified youth.  The program was such a success that the Court expanded the program to include a mental health component, also provided by Solutions.
Adult Justice/Court Coordination, Recidivism and Diversion  - In addition to hosting and staffing an annual CIT program, the Board’s provider, Alternative Paths continues to provide a number of trainings for law enforcement staff throughout the past year.  Topics such as Understanding Mental Illness, Uses of Psychiatric Medication, Suicide Prevention, Stress Management, The Etiology and Profiles of Sex Offenders, Substance Abuse, Identification of Symptoms of Chemical Abuse Withdrawal, as well as general training about the metal health and substance abuse treatment services within the county are offered.  Staff from Alternative Paths’ Jail Services teach twice yearly for the corrections academy sponsored by OPOTA (Ohio Peace Officer’s Training Academy).  Each academy provides approximately 25 hours of mental health and substance abuse related class work, all of which is taught by AP staff.

Diversion - One of the Board’s primary providers, Alternative Paths, has developed a significant focus on diversion in the local court system, more so than in the state prison system due to the difference in volume. During FY2007 Alternative Paths worked in conjunction with the Medina and Wadsworth Municipal Court Probation Departments to secure funding for a second diversion clinician who works with offenders who are on probation and are at risk of incarceration or recidivism.  The diversion clinician position in the first 18 months was so successful that the courts found a need to develop a second position. Blending funding with IDAT dollars held by the court, and Community Corrections Act grant dollars has afforded the opportunity to develop and implement the diversion program in the past four years.  The diversion program serves over 120 clients per year with an average length of stay of 6 months.

Participation in Community Corrections Planning Initiatives - The ADAMH Board’s Executive Director and Forensic Monitor (the Executive Director of Alternative Paths) have remained active on the local Community Corrections Board as well as sub-committees that have formed to explore programming that would impact current needs in the community.  Due to Alternative Paths’ provision of a robust array of mental health and substance abuse services within the Medina County Jail, as well as in the community, the agency is well positioned to identify needs and gaps within the current system for forensic clients.  
**********************************************

Partnership with Medina Metropolitan Housing Authority (MMAHA) - The Board recognizes MMHA as its strategic partner in housing and in fact, our partnership with MMHA was recognized as a best practice by ODMH.  MMHA has been instrumental in our  progress with housing and has assisted our consumers in ways that far exceed our actual contracted services.  MMHA is the Board's property management company and also administers our housing grants and rental subsidy programs.  We are in constant communication with MMHA staff on an almost daily basis regarding a host of housing issues.  We meet frequently to brainstorm and discuss ways to better meet the needs of our constituents.  We believe you would have to look long and hard to  find a more collaborative, productive, more synergistic partnership than our relationship with MMHA.  
Another example of successful collaboration includes our participation in the Medina County Family and Children First Council. We participate on many of the committees of Family First and have been a participant in all Strategic Planning processes over the years, which provides a wealth of feedback regarding behavioral health services in our county as well as identifying possible gaps and needs seen by the various members of Family First.
Additionally, another example of intersystem collaboration comes from the ADAMH Board’s close working relationship with the Medina County Job and Family Services which facilitated our primary AOD provider, Solutions, in placing an AOD counselor at JFS on a part-time basis, to work directly with JFS clients onsite and in their homes.  We are utilizing HB484 funds to support this initiative.  This was an important issue with JFS staff who believed that services needed to be provided where the clients are located. 
We believe our high visibility in the community and the close working relationships we have with so many entities in the county provides the best method for collaboration and coordination of services.  

The ADAMH Board solicits from our community partners continual feedback and input into our service system in order to utilize this information to determine service needs and priorities. We believe this ongoing dialogue is extremely current and an effective method in determining community needs.  The most difficult aspect about our continual collaboration and coordination with the many entities in our county is the multitude of meetings and initiatives we need to constantly be involved with in order to monitor community feedback and allow input into our planning process. It takes an enormous amount of time and effort to establish visibility in the community and to network and collaborate with other parties.  Although we believe this is obviously essential to having a strong and responsive service system, it does require a philosophical commitment on the part of the Board and a conscious decision to make ourselves available to the community.  To exemplify the time consuming nature of this kind of visibility, here is a listing of the initiatives and meetings routinely attended by Board staff, or which are attended periodically for feedback.

· Meetings/discussions with Contract Provider Directors and staff – occurs on an almost daily basis as we are all located within the same county building.

· ADAMH Board Contract Providers Directors Meeting – these are more formal monthly meetings with the Directors.
· CARE Team Committee
· CIT Trainings
· Family First Council

· Family First Administrative/Operations Committee

· Family First ICAT Administrative Meetings
· Family First ICAT Meetings (as necessary)

· Family First Ad Hoc Committee on Service Coordination Mechanism
· Heartland Behavioral Health Services Collaborative

· Heartland Executive Directors’ Meetings

· Housing Committee with our provider and MMHA
· IDAT meetings with Medina Municipal Court Judge (as requested)

· Juvenile Court Advisory Board

· Juvenile Court Drug Court Committee

· Medina County Jail Breakfast
· Medina County Child Fatality Review Board
· Medina County Youth Advisory Committee
· Medina County Housing Network (and related activities)

· Medina County Housing Network Ad Hoc Committee on Populations with Special Needs
· Medina County Housing ICAT

· Medina County Community Corrections Board

· Medina County Drug Abuse Commission Board Meetings (as requested)
· Medina County Suicide Prevention Coalition
· National Alliance for the Mentally Ill – Medina
· OACBHA (our Board Association) General Membership meetings
· OACBHA Executive Council/Board of Trustees
· OACBHA/ODMH Formula Committees

· OACBHA Hospital Workgroup

· OACBHA/ODMH Residency Dispute Workgroup

· ODMH/ODADAS Community Plan Workgroup

· ODMH/ODADAS 2014 Committee
Relationship between the ADAMH Board and private hospitals - Medina County ADAMH Board no longer contracts directly with any private hospitals.  Alternative Paths, our agency that serves adults living with SMI has taken on this responsibility and contracts with several hospitals, the primary one of which is Summa/St.Thomas in Akron. Summa provides inpatient psychiatric care, and works with dual diagnosed clients. One of the major advantages of utilzing the private hospitals is the fact that they will serve persons who are dual diagnosed or who may have medical issues; something that Heartland does not currently do. We have also found that private hospitals are able to provide significantly shorter lengths of stay than Heartland Behavioral Healthcare, with good outcomes (i.e., we do not see persons cycling back to the hospital). The time it takes our pre-screening agency to admit to private hospitals is usually less than the time it takes to admit to Heartland.  Essentially Alternative Paths utilizes private hospitals for more acute psychiatric episodes and for persons who are dual diagnosed, and Heartland for persons with more chronic/severe conditions. The ADAMH Board and our agency seek to match the needs of the consumer with the appropriate facility. Utilizing private hospitals in addition to HBH has been a major enhancement for our system and provides options for the Emergency Services staff who are handling the pre-screening.  
Additionally, Alternative Paths has a contract with Summa for psychiatrists who work on location at Alternative Paths’ office in Medina providing outpatient psychiatric services. This allows for continuity of care when clients are hospitalized at Summa/St. Thomas.   

It is important to note that in addition to purchased days, the staff of our pre-screening agency, Alternative Paths, works with individuals who have insurance to help facilitate their admissions to private psychiatric hospitals in our area.  This is not something all counties do. We consider it to be an extremely valuable service and the agency’s Emergency Services department works very closely with Medina Hospital, our local hospital, and the Emergency Department staff.  
Involvement of customers and general public in the planning process
Question 21: Beyond regular Board/committee membership, how has the Board involved customers and the general public in the planning process (including needs assessment, prioritization, planning, evaluation and implementation)?
The general community is apprised of all board public meetings via publication in the local newspaper. Committee and board agendas are sent in advance to all provider agencies. Additionally, the local Family First Council includes a number of consumers who participate in all levels of Family First activities.  We also participate in a variety of planning activities hosted by other organizations (e.g., DD, United Way, Medina Metropolitan Housing Authority, etc.) at which consumers are represented.

Consumer and family board members also provide ongoing input/feedback regarding our service system.  They have been very helpful in identifying service needs for this population. Our primary providers also conduct periodic satisfaction surveys of their clients and referral sources and the board receives summaries of these surveys through the providers’ quarterly and annual QI reports.  Most recently, our Board Association held regional meetings around the state regarding the future of the behavioral healthcare system in Ohio and invited consumers, family members, providers, and other behavioral health advocates to attend and provide direct feedback to ADAMH Boards and state legislators who were also in attendance at these regional forums. We are pleased to report that Medina had the most participants at our regional forum in Stark, including the most consumers. This was an effective way in which to obtain valuable and timely input from key constituents as the Board began another round of contingency planning in anticipation of further funding cuts.

 Beyond this, accessing the clients of AOD treatment services has been a very difficult and ongoing challenge and we continue to struggle with how best to accomplish this task. Any guidance ODADAS could provide would be most welcome.

Regional Psychiatric Hospital Continuity of Care Agreements

Question 22: ADAMHS/CMH Boards Only: To ensure a seamless process to access and improve continuity of care in the admissions, treatment and discharge between state hospitals and community mental health providers, describe how Continuity of Care Agreements have been implemented and indicate when and how training was provided to pre-screening agency staff.  Please indicate the number of system staff that has received training on the Continuity of Care Agreements.
The Continuity of Care Agreement went through numerous revisions and the final document was implemented as of July 1, 2009.  All Health Officers in Medina County are trained annually by Alternative Paths, Inc. (our county’s pre-screening/Emergency Services agency).  This includes three full time Emergency Services staff plus five to seven on call staff (the number fluctuates depending on demand).  All new Emergency Services staff is provided an orientation that includes a review of the Continuity of Care Agreement and the processes and procedures contained within.  
Consultation with county commissioners regarding services for individuals involved in the child welfare system
Funds available for parents/caregivers in the child welfare system

Question 23: ADAMHS/ADAS Boards Only: Describe the Board’s consultation with county commissioners regarding services for individuals involved in the child welfare system and identify monies the Board and county commissioners have available to fund the services jointly as required under Section 340.033(H) of the ORC.
The ADAMH Board has worked closely in conjunction with the County Commissioners and Job & Family Services for many years to monitor JFS clients in need of high intensity services. Key personnel representing the key parties meet on a monthly basis. The ADAMH Board Executive Director and the County Commissioners also communicate through a variety of structures to ensure good collaboration.  For example, the Corrections Board, Jail meetings, Family First Administrative/Ops meetings, periodic meetings with the County Administrator, and/or the Commissioners, etc.  Finally, the County Commissioners are the fiscal agent for Family First which also facilitates collaboration/communication.  
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SECTION V: EVALUATION OF THE COMMUNITY PLAN
Ensuring an effective and efficient system of care with high quality

Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge (other than funding cuts) in meeting the requirements of ORC 340.03(A)(4).  Please reference evaluation criteria found in Appendix C with regard to your discussion of successes and challenges with measuring quality, effectiveness and efficiency.  Note: An inability to audit services funded by Medicaid does not preclude examination and appraisal (evaluation) of those services in terms of their quality, effectiveness and efficiency.
Despite funding cuts and the resultant downsizing of our system (described previously in this community plan), the ADAMH Board continues to have a strong focus on the evaluation of the services it purchases. In fact, given the resource impoverished environment, a focus on effectiveness, efficiency and quality is more important than ever. The Board utilizes a variety of PROCESSES, MEASURES, and RESOURCE METRICS to review and evaluate the quality, effectiveness, and efficiency of services provided.  The Board’s evaluative paradigm can best be understood within a quadrant concept. The quadrants are conceptually divided into SMD ADULTS, SED CHILDREN, and NON SMD ADULTS, and NON SMD CHILDREN.  Because of the formatting limitations, the tables will have to be presented vertically as follows.

SMD ADULTS (High acuity)

PROCESSES

-Placement Request Forms (047’s)

-Emergency Services Staffing

-Inpatient Diversion Committee

-Mental Health/AOD Collaboration Committee

-Senior ICAT Collaborative

-Heartland Collaborative

MEASURES

-Hospital Bed Days

-Hospital Lengths of Stay

-Hospital Admission Rates

-Heartland Behavioral Healthcare Statistics (Provided by HBH)

-Community Tenure

-Recidivism

-Reduction in inappropriate placements and overuse of resources

RESOURCE METRICS  (These measures are reviewed, compared, trended, etc. at least monthly)
-Monies spent per facility

-Monies spent per episode of care

-Overall resources consumed by client

-High cost utilizers

SED CHILDREN (High acuity)

PROCESSES

- Our provider’s admissions team

- Youth ICAT TEAM (System Clinical reps)

- Youth ICAT Admin Team (System Directors)

- CARE Teams

- Juvenile Drug/MH Court

- JFS/MH Medicaid Tracking Team

MEASURES

-Community Tenure

-Out of home days

-Residential days

-Residential admissions

-Residential Lengths of Stay

-Academic grades, suspensions

-School based risk measures (Care Team)

-Agency referrals and referral patterns

-Access times

-Recidivism

RESOURCE METRICS (These measures are reviewed, compared, trended, etc. at least monthly)
-Monies spent per child

-Pooled Fund (Youth ICAT) expenditures

-Pooled fund utilization by JFS, MH, Juvenile Court, and DD

-Costs per day

-Overall resources consumed

-High cost utilizers

-Cost of Program divided (/) by children in program

NON SMD ADULTS (Lower acuity)

PROCESSES

Agency specific and Board specific measures (see below)

MEASURES (These measures are more global and cover large numbers of clients)

-Access and use Statistics

-Time to first appointment

-Number of Emergency walk-in slots

-Units produced by service

-Clients served

RESOURCE METRICS (These measures are reviewed, compared, trended, etc. at least monthly)
-Review of total actual costs by service category

-Review of actual service unit costs within and across agencies

-Review overall costs spent within and across agencies

-Tracking of actual unit costs across agencies

-Review of revenue against budget targets

-Review of agency revenue by service categories

-Review of agency revenue per unit per service category

-Review of agency financial statements

-Review of overhead, support staff, etc. ratios

-Review productivity by service category within and across agencies

NON SED CHILDREN (Lower acuity)

Agency specific and Board specific measures (see below)
MEASURES (These measures are more global and cover large numbers of clients)

-Access and use Statistics

-Time to first appointment

-Number of Emergency walk-in slots

-Units produced by service

-Clients served

RESOURCE METRICS (These measures are reviewed, compared, trended, etc. at least monthly)
-Review of total actual costs by service category

-Review of actual service unit costs within and across agencies

-Review overall costs spent within and across agencies

-Tracking of actual unit costs across agencies

-Review of revenue against budget targets

-Review of agency revenue by service categories

-Review of agency revenue per unit per service category

-Review of agency financial statements

-Review of overhead, support staff, etc. ratios

-Review productivity by service category within and across agencies

AOD YOUTH/CHILDREN (High acuity)

PROCESSES

-Drug Court Initiative (Juvenile Court, ADAMH, Solutions)

-Relapse/Recidivism

-JFS/MH Medicaid Tracking Team

-Placement Request Forms (Joint MH/JFS)

- Youth ICAT Administrative Team

- CARE Teams

-Solutions Admissions team

MEASURES

-Relapse (recidivism)

-Community tenure

-School based risk measures (CARE Teams)

-Academic performance (grades in school, attendance, suspensions)

-Agency referrals and referral patterns

-Out of home days (respite) 
-Out of home placements (residential)

RESOURCE METRICS (Measures are reviewed, compared, trended monthly)
-Monies spent per child

-Resource metrics specific to Drug Court Program

-Pooled Fund (Youth ICAT) dollars spent per child

-Pooled fund dollars (JFS, MH/AOD, Juvenile Court)

-High cost utilizers

-Cost of programs/divided by children in program

AOD ADULTS (High acuity)

PROCESSES

-Relapse prevention

-Detox committee (ADAMH/Solutions Behavioral Healthcare)

-Placement request forms

-Senior ICAT

-Mid-CAT

-Housing Admission Committee

MEASURES

-Detox days

-Dual diagnosis days

-Inpatient LOS

-Residential Days

-Recidivism

RESOURCE METRICS  (Measures are reviewed, compared and trended monthly)
-Monies per episode

-Overall resources by client

-Detox costs 

-High utilizers

* Low acuity AOD Youth/Children and Adults would be quite similar to those outlined in Non-SMD Adults and Non-SED Youth. 

Determining Success of the Community Plan for SFY 2012-2013

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

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

Historically, the Board has shared data collected from the above identified methods on an individual provider level, and when applicable, to the system.  As appropriate, the board may share findings with community partners, such as Family First.  The ADAMH Board is located in the same building as its primary providers which makes information dissemination fairly easy. We meet at least weekly, if not more frequently on myriad issues that come up on a day to day basis.  The results and learnings from our evaluation of the above mentioned goals and objectives will be shared with the agencies through scheduled meetings to discuss these results. Additionally, we will incorporate these results in our annual budget/program process conducted each spring. Through our budget/program guidelines we communicate expectations to all our providers based on the results/learnings of our evaluation.  


In areas where we may discover negative findings or trends, ADAMH Board staff work closely with our providers on a timely basis to determine the causes and to implement ways to improve performance. We may ask for a plan of correction in order to address performance issues.  
b. What milestones or indicators will be identified to enable the Board and its key stakeholders to track progress toward achieving goals?
Covered under Question 24, above. 

Additionally, although service/program evaluation is ongoing throughout the year as described above, one of the ADAMH Board’s more formal service reviews occurs throughout the spring budgeting/ programming process with our providers. It is often through this review that we identify issues, questions, concerns, etc., regarding provider programs. Programs that are new, or are in the process of being implemented are monitored very closely throughout the year to ensure that they are performing to expectations. We also closely monitor programs/services that involve a high degree of risk and/or investment of resources (i.e., supportive housing, Emergency Services, hospitalizations, placements, Detox Services, etc.).  

c. What methods will the Board employ to communicate progress toward achievement of goals?
 Covered under Question 25.a. above.

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
	Solutions Behavioral Healthcare, Inc.
	Family-A-Fair coalition; Red Ribbon campaign; school classroom presentations; HUDDLE program
	Families and children in Medina County 
	Universal
	
	37
	 FORMCHECKBOX 
Yes   XNo
	XYes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

	Alternatives
	Solutions Behavioral Healthcare, Inc.
	SHARE Cluster; Extreme Challenge Teen Project; Youth to Youth; Ohio Wesleyan University project; Annual countywide Teen Leadership
	All grades
	Universal
	Risk & Protective Factor approach by Drs. Hawkins and Catalano
Too Good for Drugs Program from the Mendez Foundation
	14
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

	Education
	Solutions Behavioral Healthcare, Inc.
	HUDDLE: Wadsworth student groups & mentor programs; Kelly’s Island 4-H camp; 4-H activity groups; Red Flags depression awareness; Ohio Teen Institute
	Grades 3-12
	Selected
	Risk & Protective Factor approach by Drs. Hawkins and Catalano;

Too Good for Drugs Program from the Mendez Foundation;
Red Flags
	7 school districts
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

	Community-Based Process
	Solutions Behavioral Healthcare, Inc.
	Medina County Family First Coalition; Train the Trainer; Wadsworth Suicide Task Force; SHARE Cluster; Family First Council; MCDAC; Youth Violence Task Force; Youth Advisory Committee
	Families and Children in Medina County
	Universal
	
	20
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

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

	Problem Identification and Referral
	Solutions Behavioral Healthcare, Inc.
	H.B. 484 collaborative with JFS
	Adults 18+
	Selected/Indicated
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	PRE-TREATMENT (Level 0.5)
	Alternative Paths, Inc.
Solutions Behavioral Healthcare, Inc.
	Jail Outreach/Intervention Services
Driver Intervention Program


	Adults 18+
Adults 18+
	
	
	1
1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1997
1383

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	Solutions Behavioral Healthcare, Inc.
	1) Substance Abuse Counseling Group
2) Readiness to Change

3) Primary Recovery Counseling

4)Living Sober Groups
5) Parenting Programs
6) Addiction Free Pain Mgmt

7)Individual Counseling

8) Drug Court – Intensive Component
	 1) Adults 18+,       adolescents
2) Adults 18+,       adolescents

3) Adults 18+,       adolescents

4) Adults 18+,       adolescents

5) adolescents (parents of)

6) Adults 18+

7) Adults 18+,       adolescents

8) Adolescents


	
	1) CENAPS Model
2) CENAPS Model

3) CENAPS Model

4) CENAPS Model

5) CENAPS Model

7) CENAPS Model

8) Adolescent Recovery Plan - Hazeldon
	1
1

1

1

1

1

1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

	Intensive Outpatient
	Solutions Behavioral Healthcare, Inc.
	IOP
	Adults 18+
	
	CENAPS Model
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383

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

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

	Non-Medical
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	Medical
	Solutions Behavioral Healthcare (via contract with various residential providers in our regions)
	
	Adults 18+
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383 (actual residential facilities are out-of-county)

	SUBACUTE (Level 3)
	
	
	
	
	
	
	
	
	
	

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

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

	Sub-Acute Detoxification
	Solutions Behavioral Healthcare (via contract with various Detox providers in our regions)
	
	Adults 18+
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383 (actual detox facilities are out-of-county)

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	Solutions Behavioral Healthcare (via contract with various Detox providers in our regions)
	
	Adults 18+
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	1383 (actual Detox facilities are out-of-county)


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)
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	TF-CBT
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

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

	Supported Employment
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Supportive Housing
	 Alternative Paths, Inc.
	1997
	2
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adult SMI
	 30
	30

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

	Red Flags
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	EMDR
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Crisis Intervention Training (CIT)
	 Alternative Paths, Inc.
	1997
	2
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Law enforce-ment
	 50
	50

	Therapeutic Foster Care
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Transition Age Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Integrated Physical/Mental Health Svcs 
	 Alternative Paths, Inc.
	 1997
	1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	New -unknown
	 New - unknown

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

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

	Consumer Operated Service
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

	Peer Support Services
	 
	 
	 
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	 
	 

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

	Consumer/Family Psycho-Education
	 Alternative Paths, Inc./NAMI Medina
	 1997
	 1
	 
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Adult SMI & families
	 25
	25


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?
*** RESPONSES ARE HIGHIGHTED IN BLUE ***
	 
	SFY 2011
	SFY 2012

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

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

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

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

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

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

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

	
	 
	Don’t Know (DK)
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Pharmacological Mgt.
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	(Medication/Somatic)
	
	
	
	

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

	Assessment
	
	
	
	

	(non-physician)
	
	
	
	

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

	Interview (Physician)
	
	
	
	

	BH Counseling and
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Therapy (Ind.)
	
	
	
	

	BH Counseling and
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Therapy (Grp.)
	
	
	
	

	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)
	(Question 2)
	(Question 3)
	(Question 4)

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

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

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

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

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

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

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

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

	Consultation
	
	
	
	

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

	Clinical Supervisors
	
	
	
	

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

	Department
	
	
	
	

	Hospital contract for 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	 Crisis Observation Beds
	
	
	
	

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

	Hospital or Crisis Care 
	
	
	
	

	Facility
	
	
	
	

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

	24/7 On-Call Psychiatric 
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Consultation
	
	
	
	

	 
	SFY 2011
	                                               SFY 2012

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

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

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

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

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

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

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

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

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

	Clinical Supervisors
	
	
	
	

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

	less than 24 hr.
	
	
	
	

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

	Supportive Treatment
	
	
	
	

	(Ind.)
	
	
	
	

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

	Supportive Treatment
	
	
	
	

	(Grp.)
	
	
	
	

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

	Treatment (Clinical
	
	
	
	

	Activities)
	
	
	
	

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

	Treatment (Non-Clinical
	
	
	
	

	Activities)
	
	
	
	

	Intensive Home Based
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Treatment (Clinical
	
	
	
	

	Activities)
	
	
	
	

	
	
	
	
	

	 
	SFY 2011
	SFY 2012

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

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

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

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

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

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

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

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

	Intensive Home Based
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Treatment (Non- Clinical
	
	
	
	

	Activities)
	
	
	
	

	 
	
	
	
	

	Behavioral Health Hotline
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	Service
	
	
	
	

	Other MH Svc, not
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	otherwise specified
	
	
	
	

	(healthcare services)
	
	
	
	

	Other MH Svc.,
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	(non-healthcare services)
	
	
	
	

	Self-Help/Peer Svcs.
	Yes    No     DK
	Intro   E   I   D   NC   DK 
	I    D    NC    DK
	I    D    NC    DK

	(Peer Support)
	
	
	
	

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

	Service
	
	
	
	

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

	(Employment/Vocational)
	
	
	
	

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

	Service
	
	
	
	

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

	Service
	
	
	
	

	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)
	(Question 2)
	(Question 3)
	(Question 4)

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

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

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

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

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

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

	
	 
	Don’t Know (DK
	 
	 

	
	 
	Specify the answer for each category
	 
	 

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

	Service Adult (Private hospital only)
	
	
	
	

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

	Service Youth (Private hospital only) 
	
	
	
	


ODMH <2012 Community Plan Adult Housing Categories

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

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


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

           Sex Offender Sub-         

                Populations)
	  Number   of Units
	  Number   of Beds

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

· Crisis Residential 

· Crisis Stabilization Unit


	Total #: 5
	
	140 days

	
	
	· 
	Forensic #:  0
	
	0

	
	
	· 
	Sex Offender #:  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

	
	
	· 
	Forensic #: 0
	
	0

	
	
	· 
	Sex Offender #: 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 #:  15

	
	15

	
	
	· 
	Forensic #: 0

	
	0

	
	
	· 
	Sex Offender #: 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
	

	
	
	· 
	Forensic #: 0

	0
	

	
	
	· 
	Sex Offender #: 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 #:  4
	1
	

	
	
	· 
	Forensic #:  0
	0
	

	
	
	· 
	Sex Offender #: 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
	

	
	
	· 
	Forensic #: 0
	0
	

	
	
	· 
	Sex Offender #: 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
	

	
	
	· 
	Forensic #: 0
	0
	

	
	
	· 
	Sex Offender #: 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 #: 47

	47
	

	
	
	· 
	Forensic #: 0
	0
	

	
	
	· 
	Sex Offender #: 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 #:   385

	385
	

	
	
	· 
	Forensic #: 0
	0
	

	
	
	· 
	Sex Offender #: 0
	0
	


ODADAS Waivers

Waiver Request for Inpatient Hospital Rehabilitation Services
NOT APPLICABLE

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

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

	
	
	


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

	       B.AGENCY
	ODADAS UPID #
	      SERVICE
	  ALLOCATION

	
	
	
	


SFY 2012 & 2013 ODMH Budget Templates

     The final budget template, narrative template and instructions will be 
 

             posted on the ODMH website (http://mentalhealth.ohio.gov) on
                               December 1, 2010.  (ORC Section 340.03)


** SUBMITTED AS A SEPARATE ATTACHMENT **






    

Board Membership Catalog for ADAMHS/ADAS/CMHS Boards      
	Board Name        Medina County ADAMH Board


	Date Prepared

8/24/11

	Board Member    Diane Goins

	Appointment           Sex                   Ethnic Group 
ODADAS                 F                      White                                  

Officer                    Hispanic or Latino (of any race)
Member             No               

                  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)

9591 Spencer Lake Road

Spencer, OH  44275


	

	Telephone (include area code)

330-667-2575
	County of Residence

Medina
	

	Occupation

                   Retired Chemical Dependency Director
	

	Term

Third Full Term

	Year Term Expires

2015
	

	Board Name        Medina County ADAMH Board
	Date Prepared

8/24/11

	Board Member    Dennis Hanwell

	Appointment                      Sex                   Ethnic Group 
 Co. Commissioners            M                     White     

Officer                    Hispanic or Latino (of any race)
Finance Chair          No        

& Vice Chair                                    

                  Representation: select all that apply:

Mental Health                                  Alcohol Other Drug Addiction
 FORMCHECKBOX 
 Consumer                                    FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Family Member                           FORMCHECKBOX 
 Family Member

 FORMCHECKBOX 
 MH Professional                          FORMCHECKBOX 
 Professional

 FORMCHECKBOX 
 Psychiatrist                                   FORMCHECKBOX 
 Advocate

 FORMCHECKBOX 
 Other Physician



	Mailing Address (street, city, state, zip)

157 Hartford Drive

Medina, OH 44256


	

	Telephone (include area code)

330-722-6638
	County of Residence

Medina
	

	Occupation

                    Medina City Mayor
	

	Term

Second Full Term
	Year Term Expires

2013
	

	Board Name        Medina County ADAMH Board


	Date Prepared

8/24/11

	Board Member    Nancy Hudson

	Appointment                 Sex                   Ethnic Group 
Co. Commissioners         F                     White

Officer                            Hispanic or Latino (of any race)
Member                          No                  

                  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)

OSU Extension

120 W. Washington St., Suite 1-L

Medina, OH  44256


	

	Telephone (include area code)

330-336-9528
	County of Residence

Medina
	

	Occupation

                   Program Assistant; Extension Educator; County Extension Director;

                   District, Center and State Specialist
	

	Term

First Full Term
	Year Term Expires

2014
	

	Board Name        Medina County ADAMH Board


	Date Prepared

8/24/11

	Board Member    Christopher Kalina

	Appointment                 Sex                   Ethnic Group 
ODADAS                      M                     White

Officer                            Hispanic or Latino (of any race)
Chairperson                    No                  

                  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)

6966 Boneta Road

Medina, OH  44256


	

	Telephone (include area code)

330-336-9400
	County of Residence

Medina
	

	Occupation

                   School Admissions Coordinator
	

	Term

Third Full Term
	Year Term Expires

2015
	

	Board Name          Medina County ADAMH Board


	Date Prepared

8/24/11

	Board Member      Dennis S. Langdon

	Appointment                Sex                   Ethnic Group 
 ODMH                         M                     White

Officer                    Hispanic or Latino (of any race)
Member                  No               

                  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)

3252 Twain Circle

Brunswick, OH  44212


	

	Telephone (include area code)

330-225-2381
	County of Residence

Medina
	

	Occupation       Retired Finance Executive

	

	Term

Second Full Term
	Year Term Expires

2014
	

	Board Name         Medina County ADAMH Board
	Date Prepared

8/24/11

	Board Member      William Laux

	Appointment                  Sex                   Ethnic Group 
Co. Commissioners         M                    White
Officer                    Hispanic or Latino (of any race)
Member                  No
                  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)

4111 Williamsburg Ct.

Medina, OH  44256

	

	Telephone (include area code)

330-722-4759
	County of Residence

Medina
	

	Occupation

                      Investment Banker
	

	Term
First Full Term
	Year Term Expires

2012
	

	Board Name          Medina County ADAMH Board

	Date Prepared

8/24/11

	Board Member      Thomas Lockard


	Appointment               Sex                   Ethnic Group 
Co. Commissioners      M                    White
Officer                    Hispanic or Latino (of any race)
Member                  No
                  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)

5122 Rolling Ridge Dr.

Seville, OH  44273

	

	Telephone (include area code)

330-725-1288
	County of Residence

Medina
	

	Occupation

                     Sales Associate
	

	Term

First Full Term
	Year Term Expires

2014
	

	Board Name        Medina County ADAMH Board
	Date Prepared

8/24/11

	Board Member     Thomas Miller

	Appointment                  Sex                   Ethnic Group 
Co. Commissioners         M                    White
Officer                    Hispanic or Latino (of any race)
Planning  Chair       No
                  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)

3481 Hanover Drive

Brunswick, OH  44212

	

	Telephone (include area code)

330-225-0081
	County of Residence

Medina
	

	Occupation

                     Chief of Security - Metrohealth 
	

	Term

Second Full Term
	Year Term Expires

2015
	

	Board Name        Medina County ADAMH Board

	Date Prepared

8/24/11

	Board Member     Laura Nemeth

	Appointment                  Sex                   Ethnic Group 
Co. Commissioners          F                     White
Officer                    Hispanic or Latino (of any race)
Secy/Treasurer      No
                  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)

6301 Manor Glen

Medina, OH  44256

	

	Telephone (include area code)

330-239-6644
	County of Residence

Medina
	

	Occupation

                     Attorney
	

	Term

Second Full Term
	Year Term Expires

2014
	

	Board Name        Medina County ADAMH Board

	Date Prepared

8/24/11

	Board Member    Kent Patterson

	Appointment                     Sex             Ethnic Group 
Co. Commissioners           M               White         

Officer                    Hispanic or Latino (of any race)
Member                  No
                  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)

9036 Westfield Rd.

Box 156

Westfield Center, OH  44251

	

	Telephone (include area code)

330-416-3737
	County of Residence

Medina
	

	Occupation

                      Chief of Police
	

	Term

First Full Term
	Year Term Expires

2014
	

	Board Name        Medina County ADAMH Board

	Date Prepared

8/24/11

	Board Member    Chad Wise


	Appointment              Sex                   Ethnic Group 
Co. Commissioners     M                    White
Officer                    Hispanic or Latino (of any race)
Member                  No
                  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)

1169 Farmcote Circle

Medina, OH  44256

	

	Telephone (include area code)

330-764-3127
	County of Residence

Medina
	

	Occupation

                    School Principal
	

	Term

First Full Term
	Year Term Expires

2014
	


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

	Gail Carmon
	246 Northland Drive
	Medina
	44256
	330-725-9195
	gailcarmon@yahoo.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

	Gail Carmon
	246 Northland Drive
	Medina
	44256
	330-725-9195
	gailcarmon@yahoo.com


