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The Mental Health and Recovery Board of Union County

Mission Statement

The Mental Health and Recovery Board of Union County is comprised of citizens, commissioned under Ohio law to serve as the local mental health and substance abuse authority, responsible for planning, funding and evaluating services.  Our mission is to bring about positive mental health and to prevent, reduce or eliminate the limiting effects of mental illness and addictive behaviors through a community wide effort.

Statement of Values

W

e believe that the communities in Union County can provide a compassionate and supportive environment to enhance the quality of life of all citizens. Such an environment affords each of us an opportunity to attain his or her fullest potential.

W

e believe that each individual has a personal responsibility within his or her ability to work toward the improvement of their life and the communities’ well being.

W

e believe that the Board and the communities share the responsibility to offer programs, services, and a supportive environment for individuals and families who are affected by mental illness and substance abuse.
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Each Alcohol, Drug Addiction and Mental Health Services (ADAMHS) Board, Alcohol and
Drug Addiction Services (ADAS) Board and Community Mental Health Services (CMHS)
Board is required by Ohio law to prepare and submit to the Ohio Department of Alcohol and
Drug Addiction Services (ODADAS) and the Ohio Department of Mental Health (ODMH) a
plan for the provision of alcohol drug addiction and mental health services in its area. The plan,
which constitutes the Board’s application for funds, is prepared in accordance with procedures
and guidelines established by ODADAS and ODMH. The Community Plan is for State Fiscal
Years (SFY) 2012 — 2013 (July 1, 2011 to June 30, 2013).

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

The economic climate in Union County is similar to most any community with unemployment averaging 8.2% where traditionally it has been about 4.4%.  Union County has one of the highest rates of new foreclosure filings when comparing the top ten counties with the highest rate of 10-year growth.  Union County has experienced a 385% percent growth in filings between 1999 and 2008.  Recent budget reductions have cut across all sectors of the human service community and we are already seeing system-wide impacts of these economic realities. 

Relative to unemployment, most of the population that we serve are vying for scarce minimum wage jobs, most of which are in the service industry.  Even if they are lucky enough to obtain one of these jobs, minimum wage is not enough to afford the area’s available housing.  Accordingly, these individuals must rely on local social service agencies to help them maintain their housing (including utilities, food, etc.)  

Along with unemployment, housing is another indicator of the impact of the economic downturn.  The Board considers housing as one of the important safety net services for clients.  The Mental Health and Recovery Board relied on Budget Line 505 to fund our Housing Assistance Program (HAP).  However, this line item was reduced in FY 2009 and eliminated in FY 2010.  As a result, the Board chose to use local funds to continue the program (albeit at a much reduced amount) due to the importance of trying to prevent homelessness.  In FY 09, we served twenty-one (21) households.  This was reduced to fifteen (15) households in FY 10, when funding was eliminated, and we expect to serve approximately eight (8) households in FY 11 using local funds.  This service may be eliminated if further budget reductions occur.

The recent budget cuts have also impacted our local behavioral service delivery system.  The funding reductions for this biennium resulted in the reduction in one of the four staff positions at the Board.  The Board also implemented other cost saving measures, which include staff taking voluntary furlough days and reducing or eliminating all purchases that are not essential to the operation of the Board. 
From a customer perspective, more services will likely be needed in the community.  It is also likely that the ability for customers to participate in any offered programs would be reduced for economic reasons.  Economic downturns often result in increased drug and alcohol abuse.  “A large body of literature shows that economic downturns have negative effects on behavioral health.  Americans reported heightened levels of stress and anxiety during the recent financial downturns.  During times of recession and high unemployment mental health problems become more prevalent and are related to increases in binge drinking and adolescent substance abuse.  This increased need places additional demands on providers, as they experience budget cuts that result in forced reductions in services” (SAMHSA, 2010).  Despite the likelihood of the increased need for services, many community members are finding themselves without the ability to afford reliable means of transportation for themselves or their children, which would assist them in participating in community prevention and treatment services.  This has been observed as a significant factor in the northernmost part of Union County where free prevention services are offered to youth, yet many youth are unable to attend as their families are not currently able to afford transportation. 
Families who may have utilized child care in a center while they were employed may stay at home with their children during unemployment periods.  Several child care centers, who have reported decreased numbers of enrolled children, may have had to reduce staff themselves.  The fewer children enrolled in a center or preschool, the less access they have to behavioral health prevention strategies.
For several years, Union County has been a member of Behavioral Health Generations (BHG), which is a council of governance that includes six other Board areas.  Through our involvement with BHG, we have benefitted from several operational efficiencies as a result of the economies of scale realized through this collaboration.  BHG provides our entire MACIS enrollment and claims processing service.  BHG also contracts with an independent peer reviewer who conducts quarterly peer reviews for all of the participating Boards.  BHG has provided the funding for continuing education opportunities for Board member agencies, as well. In 2008, BHG sponsored a yearlong training of clinical staff in Cognitive Behavioral Therapy.  BHG just completed another yearlong training in the implementation of Motivational Interviewing and the Stages of Change, including how to document these practices in the client record. The focus of this training was the alcohol and drug treatment programs of the agencies.  
Effect on services:  During SFY 2009, the Board anticipated reductions in state funding.  The Board worked closely with the agency to look at positions that were unfilled due to attrition and encouraged caution in filling these positions.  As we saw decreases in funding, these positions remained unfilled.  In total, the agency reduced one administrative position and did not replace a second.  Two other clinical positions remained vacant, as well.
Another effect on service delivery that we anticipate is the increase in the number of individuals who have no insurance and are not yet eligible for enrollment in the Medicaid program.  Currently, we are giving priority to persons identified as priority populations, including Medicaid, and are putting others on a wait list.  Those services which are offered for a fee also pose a challenge for individuals who would benefit from services, but who have budgetary concerns. 

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.

Much of the answer to this question is still very speculative as the future and final structure of Health Care Reform is still unknown.  The answer also includes an overlay of the State’s plans to balance the budget, including the elevation of Medicaid to the State Level and the impact this will have over the next two years.
Expanded Medicaid Rolls:  Ohio will be expanding Medicaid eligibility to 138% of the federal poverty level, which will result in an estimated 275,000 newly eligible individuals.  We must also consider the estimated 279,000 people who are currently eligible, but not yet enrolled.  The Medicaid match for the newly eligible individuals is proposed to be paid for by the federal government at 100% from 2014 to 2016 then phased down from that point.  We estimate that a portion of the newly eligible individuals are currently being seen in our system, but we anticipate that many more individuals and families who become eligible will come to the public system for care.  It is also unclear how Medicaid will be managed and funded at both the national and state levels.  It is expected that when Ohio elevates Medicaid enrollment and claims processing, they will also need to finance the state match requirement.  It is still not known how this will reduce allocations coming to the local Boards.  Healthcare and Medicaid reform discussions have also looked at alternative methods of payment that may replace the current purchase of service model. 

Recent Federal parity legislation will result in mental health and substance abuse services being included in every new health plan.  Other factors that have to be considered are the expansion of Federally Qualified Health Centers (FQHC).  Currently, Ohio has thirty-seven FQHCs with over one hundred-fifty sites.  Only eight to ten of these offer behavioral health services, while the others outsource this service to providers.  (FQHCs have the ability to contract for behavioral healthcare services with practices that are not connected to public providers and who are not currently part of the state’s certified provider network or part of core service providers for the Board system.)  FQHCs also require that clients receive their health care from their center to be eligible for the behavioral health coverage.  Presently, there are plans to increase the funding of FQHCs in Ohio and around the nation in order to meet the anticipated increase in the amount of health care that will be required by the increase in eligible individuals.  The Union County Health Department is in the planning and development stages of establishing an FQHC.  Their plan is to begin with a health center that may begin operations as early as March of 2011.  They will then continue to work with the project to help shape the behavioral healthcare delivery between its system and the public behavioral healthcare system.

Another model of care that is being developed is the Medical Home, which aims to provide better integration of behavioral and physical health through several models of co-location of these services.  One of the designs (currently operating in several areas of Ohio) entails developing the capacity to provide healthcare within the public behavioral healthcare system.  Another model is to locate public or private behavioral healthcare within current medical practices.  The move to the Medical Home would clearly impact our service delivery as it would require a complete redesign of the public service delivery system, as well as a significant commitment from the medical field to assist in the redesign.  All of these models recognize the importance of integrating the total care of individuals and transforming our health care system to better treat co-occurring physical and behavioral health issues and to invest more resources toward activities that promote prevention.  These emerging trends will require policy, practice, and funding reforms.

The Affordable Care Act includes coverage expansions, integration projects, payment and delivery system reforms, quality requirements, and comparative effectiveness research programs that will all impact the behavioral health system.  As the federal government develops rules and regulations, and as the state government makes implementation decisions, the behavioral health system must remain involved to ensure that these decisions are made in the best interest of the consumers.  However, with the results of the recent election, changes in health care reform can be expected at both the federal and state level. 
Health Care Reform will impact the Board’s system of care as many individuals that we serve with non-Medicaid dollars become Medicaid eligible, and many will be eligible to purchase insurance through the health benefit exchange.  These new coverage options will include alcohol, drug addiction, and mental health treatment services, but the benefit package is not yet known.  The coverage expansions will impact how treatment services are financed, but will not fund recovery support services.  As we position ourselves for changes with health care reform, we will need to address how the community will continue to provide necessary recovery support services to individuals in need.  Additionally, the Affordable Care Act provides incentives that focus on the integration of physical and behavioral health care and begins to look at the workforce capacity necessary to serve individuals in need of behavioral health services. 
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.
Union County continues to grow with the current census estimating population topping 50,000.  Much of the subdivision growth has slowed due to the economy.  Social conditions affecting services have also been a result of the economic downturn, reflecting national trends.  The population demographics in the eastern part of the county trend toward higher income brackets, while the population growth in Marysville subdivisions are more middle class.  Unfortunately, the property tax from the higher tax valued properties in the eastern part of the county has a residential Tax Incentive Financing (TIF) that goes to Dublin.  The Board, therefore, does not receive additional levy revenue from this area. 
Description of client characteristics and service trends:  The following data sets are from an analysis of MACSIS data.  The data is separated between the general population and the SMD/SED groupings. 

	ALCOHOL AND DRUG 
	FY09
	
	FY10
	
	
	
	Change
	 

	 
	
	SEX
	 
	 
	
	 
	
	
	
	 

	 
	
	 
	Female
	141
	
	131
	
	
	
	-7%
	 

	 
	
	 
	Male
	259
	
	232
	
	
	
	-10%
	 

	 
	
	 
	Total
	400
	
	363
	
	
	
	(0)
	 

	 
	
	AGE
	 
	 
	
	 
	
	
	
	 
	 

	 
	
	 
	10-20
	57
	
	56
	
	
	
	-2%
	 

	 
	
	 
	20-30
	166
	
	144
	
	
	
	-13%
	 

	 
	
	 
	30-40
	85
	
	84
	
	
	
	-1%
	 

	 
	
	 
	40-50
	65
	
	53
	
	
	
	-18%
	 

	 
	
	 
	50-60
	24
	
	20
	
	
	
	-17%
	 

	 
	
	 
	Over 60
	3
	
	6
	
	
	
	100%
	 

	 
	
	 
	Total
	400
	
	363
	
	
	
	(0)
	 

	 
	
	RACE
	 
	 
	
	 
	
	
	
	 
	 

	 
	
	 
	African American  
	4
	
	8
	
	
	
	100%
	 

	 
	
	 
	Native American
	3
	
	2
	
	
	
	-33%
	 

	 
	
	 
	Pacific Hawaiian
	1
	
	 
	
	
	
	-100%
	 

	 
	
	 
	Unknown
	3
	
	3
	
	
	
	0%
	 

	 
	
	 
	White
	389
	
	350
	
	
	
	-10%
	 

	 
	
	 
	Total
	400
	
	363
	
	
	
	(0)
	 

	 
	
	Diagnosis
	 
	
	 
	
	
	
	 
	 

	 
	
	 
	Opioid
	96
	
	124
	
	
	
	29%
	 

	 
	
	 
	Alcohol Dep.
	161
	
	134
	
	
	
	-17%
	 

	 
	
	 
	Cannabis
	53
	
	28
	
	
	
	-47%
	 

	 
	
	 
	Cocaine
	6
	
	13
	
	
	
	117%
	 

	 
	
	 
	Other Drug
	84
	
	64
	
	
	
	-24%
	 

	 
	
	 
	Total
	400
	
	363
	
	
	
	(0)
	 

	 
	
	Diagnosis by Costs
	 
	
	 
	
	
	
	 
	Cost/Client FY10

	 
	
	 
	Opioid
	100,465
	
	170,622
	
	
	
	70%
	$1,376

	 
	
	 
	Alcohol Dep.
	101,892
	
	65,241
	
	
	
	-36%
	$487

	 
	
	 
	Cannabis
	21,101
	
	39,899
	
	
	
	89%
	$1,425

	 
	
	 
	Cocaine
	12,312
	
	6,102
	
	
	
	-50%
	$469

	 
	
	 
	Other Drug
	33,727
	
	25,119
	
	
	
	-26%
	$392

	 
	
	 
	Total
	269,497
	
	306,983
	
	
	
	14%
	$846


	Mental Health General Population
	FY09 
	
	FY10 
	
	
	
	Change 

	 
	
	SEX
	 
	
	
	
	
	
	
	

	 
	
	 
	Female
	226
	
	199
	
	
	
	-12%

	 
	
	 
	Male
	232
	
	221
	
	
	
	-5%

	 
	
	 
	Total
	458
	
	420
	
	
	
	-8%

	 
	
	AGE
	 
	 
	
	 
	
	
	
	 

	 
	
	 
	Under 10
	29
	
	32
	
	
	
	10%

	 
	
	 
	10-20
	63
	
	54
	
	
	
	-14%

	 
	
	 
	20-30
	144
	
	123
	
	
	
	-15%

	 
	
	 
	30-40
	95
	
	90
	
	
	
	-5%

	 
	
	 
	40-50
	68
	
	70
	
	
	
	3%

	 
	
	 
	50-60
	43
	
	39
	
	
	
	-9%

	 
	
	 
	Over 60
	16
	
	12
	
	
	
	-25%

	 
	
	 
	Total
	458
	
	420
	
	
	
	-8%

	 
	
	RACE
	 
	 
	
	 
	
	
	
	 

	 
	
	 
	African American
	10
	
	11
	
	
	
	10%

	 
	
	 
	Asian
	3
	
	3
	
	
	
	0%

	 
	
	 
	Native American
	3
	
	1
	
	
	
	-67%

	
	
	
	
	
	
	
	
	
	
	

	 
	
	 
	Unknown
	8
	
	7
	
	
	
	-13%

	 
	
	 
	White
	434
	
	398
	
	
	
	-8%

	 
	
	 
	Total
	458
	
	420
	
	
	
	-8%

	 
	
	Diagnosis by Clients
	 
	
	 
	
	
	
	 

	 
	
	 
	Infantile Autism
	7
	
	7
	
	
	
	0%

	 
	
	 
	Depressive Disorder
	183
	
	174
	
	
	
	-5%

	 
	
	 
	Prolong Post-trauma
	30
	
	31
	
	
	
	3%

	 
	
	 
	Attn Deficit
	23
	
	22
	
	
	
	-4%

	 
	
	 
	Adjustment Reaction
	84
	
	64
	
	
	
	-24%

	 
	
	 
	Anxiety State
	31
	
	13
	
	
	
	-58%

	 
	
	 
	Affective Psychosis
	12
	
	13
	
	
	
	8%

	 
	
	 
	Other
	88
	
	96
	
	
	
	9%

	 
	
	 
	Total
	458
	
	420
	
	
	
	-8%


	 
	
	Diagnosis by Total Costs
	FY09 
	
	FY10
	
	
	
	Change 

	 
	
	 
	Infantile Autism
	126,195
	
	164,400
	
	
	
	30%

	 
	
	 
	Depressive Disorder
	156,576
	
	113,479
	
	
	
	-28%

	 
	
	 
	Prolong Post-trauma
	18,609
	
	19,273
	
	
	
	4%

	 
	
	 
	Attn Deficit
	14,253
	
	12,935
	
	
	
	-9%

	 
	
	 
	Adjustment Reaction
	36,235
	
	32,443
	
	
	
	-10%

	 
	
	 
	Anxiety State
	16,536
	
	10,760
	
	
	
	-35%

	 
	
	 
	Affective Psychosis
	6,338
	
	13,475
	
	
	
	113%

	 
	
	 
	Other
	81,193
	
	56,648
	
	
	
	-30%

	 
	
	 
	Total
	455,935
	
	423,413
	
	
	
	-7%

	 
	
	Procedures for Gen Pop
	 
	
	 
	
	
	
	 

	 
	
	
	MH ASSMT – PHYSICIAN
	9,960
	
	7,419
	
	
	
	-26%

	 
	
	
	MH PHARM MGMT
	59,887
	
	34,468
	
	
	
	-42%

	 
	
	
	BH COUNS/THERAPY
	107,430
	
	100,351
	
	
	
	-7%

	 
	
	
	BH GROUP COUNS
	23,656
	
	21,947
	
	
	
	-7%

	 
	
	
	MH ASSMT - NON PHYSICIAN
	52,756
	
	37,339
	
	
	
	-29%

	 
	
	
	MH COMM PSYCH SUPPORT
	144,286
	
	184,547
	
	
	
	28%

	 
	
	
	MH GROUP COMM SUPPORT
	21,037
	
	10,957
	
	
	
	-48%

	 
	
	
	CRISIS INTERVENTION
	36,922
	
	26,385
	
	
	
	-29%

	 
	
	 
	Total
	455,934
	
	423,413
	
	
	
	-7%


	Mental Health SMD/SED
	FY09 
	
	FY10
	
	
	
	Change 

	 
	
	SEX
	 
	FY09
	
	FY10
	
	
	
	Change

	 
	
	 
	Female
	347
	
	355
	
	
	
	2%

	 
	
	 
	Male
	313
	
	287
	
	
	
	-8%

	 
	
	 
	Total
	660
	
	642
	
	
	
	-3%

	 
	
	AGE
	 
	 
	
	 
	
	
	
	 

	 
	
	 
	Under 10
	111
	
	113
	
	
	
	2%

	 
	
	 
	10-20
	194
	
	190
	
	
	
	-2%

	 
	
	 
	20-30
	114
	
	96
	
	
	
	-16%

	 
	
	 
	30-40
	91
	
	94
	
	
	
	3%

	 
	
	 
	40-50
	69
	
	79
	
	
	
	14%

	 
	
	 
	50-60
	56
	
	43
	
	
	
	-23%

	 
	
	 
	Over 60
	25
	
	27
	
	
	
	8%

	 
	
	 
	Total
	660
	
	642
	
	
	
	-3%


	 
	
	RACE
	 
	FY09 
	
	FY10
	
	
	
	Change 

	 
	
	 
	African American
	11
	
	14
	
	
	
	27%

	 
	
	 
	Asian
	1
	
	1
	
	
	
	0%

	 
	
	 
	Native American
	3
	
	2
	
	
	
	-33%

	 
	
	 
	Pacific Hawaiian
	1
	
	2
	
	
	
	100%

	 
	
	 
	Unknown
	7
	
	9
	
	
	
	29%

	 
	
	 
	White
	637
	
	614
	
	
	
	-4%

	 
	
	 
	Total
	660
	
	642
	
	
	
	-3%

	 
	
	Diagnosis by Clients
	 
	
	 
	
	
	
	 

	 
	
	 
	Affective Psychosis
	69
	
	66
	
	
	
	-4%

	 
	
	 
	Oppositional Disorder
	52
	
	41
	
	
	
	-21%

	 
	
	 
	Depressive Disorder
	246
	
	246
	
	
	
	0%

	 
	
	 
	Attention Deficit
	49
	
	68
	
	
	
	39%

	 
	
	 
	Schizophrenia
	28
	
	34
	
	
	
	21%

	 
	
	 
	Bipolar
	65
	
	48
	
	
	
	-26%

	 
	
	 
	Adjustment Reaction
	49
	
	83
	
	
	
	69%

	 
	
	 
	Other
	102
	
	56
	
	
	
	-45%

	 
	
	 
	Total
	660
	
	642
	
	
	
	-3%

	 
	
	Diagnosis by Total Costs
	 
	
	
	
	
	
	

	 
	
	 
	Affective Psychosis
	61,502
	
	46,120
	
	
	
	-25%

	 
	
	 
	Oppositional Disorder
	68,064
	
	42,602
	
	
	
	-37%

	 
	
	 
	Depressive Disorder
	251,118
	
	221,792
	
	
	
	-12%

	 
	
	 
	Attention Deficit
	40,659
	
	41,836
	
	
	
	3%

	 
	
	 
	Schizophrenia
	49,843
	
	49,544
	
	
	
	-1%

	 
	
	 
	Bipolar
	78,370
	
	50,599
	
	
	
	-35%

	 
	
	 
	Adjustment Reaction
	50,870
	
	60,576
	
	
	
	19%

	 
	
	 
	Other
	97,411
	
	96,822
	
	
	
	-1%

	 
	
	 
	Total
	697,837
	
	609,891
	
	
	
	-13%

	 
	
	Procedures for SMD/SED
	 
	
	 
	
	
	
	 

	 
	
	
	MH ASSMT – PHYSICIAN
	13,939
	
	17,597
	
	
	
	26%

	 
	
	
	MH PHARM MGMT
	74,338
	
	68,145
	
	
	
	-8%

	 
	
	
	BH COUNS/THERAPY
	273,939
	
	262,264
	
	
	
	-4%

	 
	
	
	BH GROUP COUNS
	33,315
	
	32,658
	
	
	
	-2%

	 
	
	
	MH ASSMT - NON PHYSICIAN
	88,202
	
	73,933
	
	
	
	-16%

	 
	
	
	MH COMM PSYCH SUPPORT
	133,930
	
	109,352
	
	
	
	-18%

	 
	
	
	MH GROUP COMM SUPPORT
	3,354
	
	1,760
	
	
	
	-48%

	 
	
	
	MH PARTIAL HOSPITALIZATION
	17,522
	
	1,051
	
	
	
	-94%

	 
	
	
	CRISIS INTERVENTION
	59,297
	
	43,132
	
	
	
	-27%

	 
	
	 
	Total
	697,836
	
	609,892
	
	
	
	-13%


Alcohol and Drug Treatment Service Trends:  Despite funding cuts, alcohol and drug services increased 14% from FY 2009 to 2010 with a 50% increase for general population Medicaid services and a 26% decrease in general population non-Medicaid.  The total clients served decreased 9% from FY 2009 to 363 in FY 2010, accounting for a 28% increase in the cost per client.  To meet requests from local courts, we began an Intensive Outpatient Program to meet the billing requirement of three hours a day for three days a week.  The demographics of the clients served remained similar between FY09 and FY10 with 64% being male (40% were 20-30 years old, 15% were under the age of 20, and 96% were white). 
In FY09, 40% of the clients served had a diagnosis of Alcohol Dependence and 24% were Opioid Dependent.  During FY10, Alcohol Dependence was 37%, but Opioid use rose to 34%.  The Opioid Dependency diagnosis accounted for 56% of the total service costs rendered in FY10, with the Alcohol Dependency diagnosis amounting to 19% of services.  One individual (21 years old) with an opioid dependence diagnosis used 15% of the services.  The trend toward opiate addiction parallels trends seen across the state, impacting not only the public behavioral healthcare provider, but also the courts and child welfare services.
Dual Diagnosis:  During FY 2010, there were 1,258 unique clients receiving services; of those, 150 received both mental health and alcohol/drug services.  Eighteen were ages 10–20 years, 57 were 20-30 years, 38 were 30-40 years, 24 were 40-50 years, and 13 were over 50.  There were 70 females and 80 males.  Ninety five percent were Caucasian, 3% were African American, and 2% were listed as Unknown.  Thirty three were married, one third of the SA/MI had an Opioid Dependence Diagnosis and 39% had a Depressive Disorder.

Crisis services:  During FY 2010, 115 of the 210 clients who received crisis intervention services were non-Medicaid.  Fifty six were female, 59 were male, 112 were Caucasian, 1 was African American, 1 was Hawaiian, and 1 was listed as Unknown.  Twelve were under 20 years old, 39 were 20- 30 years old, 24 were 30–40 years old, 24 were 40-50 years old, 12 were 50-60 years old, and 4 were 60-80 years old.  Twenty-six had a Depressive Disorder diagnosis and 21 had a diagnosis of Recurring Depression Psychosis, split between moderate and severe.  Fifty percent were SMD, 5% were SED, and 45% were General Population.

General Population:  The general population was 47% female (8% were under the age of 10, 13% were 10-20, 29% were 20-30, 38% were 40-50, and 12% were over the age of 50.  In 2010, 95% of the clients served were Caucasian, 3% were African American, and 1% were Asian American.  Union County had 420 unique general population mental health clients in FY 2010, a decrease of 8% from FY 2009.  Overall, there was a 7% decrease in total services provided from FY 2009 to FY 2010 with a decrease in all procedures, except for a 28% increase in Community Support services for six children diagnosed with Infantile Autism.  Despite being only 2% of the children served, community support services for Infantile Autism accounted for 39% of the services rendered during FY 2010, an increase of 30% from the previous fiscal year.  The total Medicaid cost for services to this group in FY 09 and FY 10 were $126,195 and $164,400 in FY ’10, respectively.
Forty one percent of clients had a Depressive Disorder diagnosis and used 27% of the total services.  Fifteen percent were diagnosed with Adjustment Reaction and 7 % with Prolong Postpartum Depression.  Forty-four percent of the services were for Community Support with 24% for Individual Counseling.

Adults and Youth (SMD –SED):  In FY 2010, Union County served 642 unique SMD/SED clients, a client decrease of 3% with a 13% decrease in services from FY 2009.  There was a decrease in all service procedures except for a 26% increase in Physician Mental Health Assessment.  Fifty-five percent of the clients were female with 18% being under the age of 10.  Thirty percent were 10-20 years old, 15% were 20-30 years old, another 15% were 30-40 years old, 12% were 40-50 years old, and 11 % were over the age of 50.  Ninety six percent of clients served were Caucasian and 2% were African American.
The top diagnosis for the SMD/SED population in FY 2010 in both number of clients and cost for services was Depressive Disorder (38% of clients) followed by Adjustment Reaction at 13% and Attention Deficit at 11%.  BH Counseling accounted for 43% of services rendered in FY 2010, followed by MH Community Psych Support at 18% and Non- Physician MH Assessment at 12%.
There was a 4% increase in SED clients under 10 years of age in FY2010.  Sixty two percent of the clients under 10 years old were male, 95% Caucasian, and 2% were African American.  The top diagnoses for those clients both in numbers and in total services were Adjustment Reaction at 40% and Attention Deficit at 34%.  Individually, the highest user of services in this age group had a diagnosis of Obsessive Compulsive Disorder.  Fifty three percent of the services for this age group went toward behavioral healthcare counseling.

Prevention:
· The current population served by Prevention programming is youth K-12.  This population is the easiest to access as they are a captive audience in school classrooms. The community has recognized, however, that parents and young adults are increasingly important to reach as economic factors are perhaps influencing the increase in AOD abuse as well as suicide in our community. 

· As drug use trends continue to change, prevention services are also continuously changing to meet the most current needs of the community.  Presently, prevention efforts in the community have been centralized on opiate abuse, including prescription narcotics and heroin abuse.  This is a shift from drug trends as early as five years ago.  The community is also seeing an increase in the use of methamphetamines, and this will likely become a strong focus point in the foreseeable future. 

· As the economy continues to struggle, an important aspect of prevention that needs to be addressed is drug and alcohol prevention through stress management and self-care.  Youth respondents to the 2010 Youth Risk Behavior Survey reported high levels of stress, representing a trend in high stress.  These changes, due to external factors, will certainly influence service delivery. 

· Child care centers, preschools and Help Me Grow have indicated there seems to be an increase in young children that have been fetal alcohol spectrum disorder or who are living with family members that have substance abuse issues.  They also report that children are living with extended family members in greater numbers because one or both parents are in prison for substance abuse. 

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

Question 4: Describe major achievements.

These are the major achievements of the Union County Mental Health & Recovery Board during the SFY 2009 – 2010:

· Housing:  Continuum of Care/HUD successfully renewed two of our projects (i.e., Transitional House and Permanent Supported Housing) and we were also awarded a five year Shelter Plus Care grant.

· Consumer Employment:  In the Spring of FY 2009, we saw the successful launch of our consumer operated employment project. 
· Training:  In FY 2009, we provided a two-day CIT training for over 75 first responders.
· Drug Court:  Over the past two years, we have worked closely with the Juvenile Court to successfully launch this project, which is closely aligned with our treatment programs.
· Pilot Integrated Behavioral and Physical Healthcare Project (BHPH):  For the past two years, we have laid the foundation for an integrated BHPH project.  This past year, we saw the pilot project come into operation with a local pediatric practice. 
· Early Childhood Behavioral Health: We had successful implementation of the Maternal Depression pilot project and successful implementation of an Early Childhood Behavioral Health at Preschool Programs and a local pediatric practice. 
· Partnerships for Success (PFS):  Union County was one of seven counties selected to participate in the PFS project. 
· Expanded our prevention programming to the North Union school district by creating a summer and afterschool drop-in center for youth.

· WRAP Training of Trainers (five trainers trained in Union County
· Peer Respite:  We continue to successfully use peer respite through our peer organization. 
· Restructuring our In Home Based Treatment program now includes ages from three through high school for youth and their families using evidence-based practices. 
· Senior Outreach:  A fulltime senior outreach professional was hired through a grant from our local Union County Seniors Program.

· Prevention Services offered in Union County continue to expand each year.  In SFY 2010-2011, the following achievements occurred: 
North Union School District

· ATOD Education Program, previously offered only to 9th grade students, was expanded to include all 6th and 7th grade students.  

· 40 Developmental Asset Program, previously not offered in the district, was delivered for 40 hours, reaching all 4th grade students in the district. 

· After school and summer programming, centered on alternative activities to high-risk behaviors, including ATOD use/abuse, reached 200 youth and over 500 hours of direct service.  This is the only free service of its kind offered to youth in this portion of the county. 
Marysville School District

· 40 Developmental Asset Program, previously delivered for 10 weeks, was invited to expand to 12 weeks.  Voluntary participation in this program for 4th grade youth increased by 67% from FY 2009-2010. 
Union County Community

· December 2009 marked the creation of the Union County Drug Free Youth Coalition, which aims to reduce the prevalence of youth (and adult) abuse of drugs, specifically opiates including prescription narcotics and heroin. 

Question 5: Describe significant unrealized goals and briefly describe the barriers to achieving them.
The Board had hoped to continue several of the programs developed during the past biennium.  We were not able to continue the pilot project at the local pediatric practice, but did gain valuable insight into a co-location model of integrated care.  In 2009, Union County was one of eight counties selected to participate in the Partnership for Success.  This project was able to lay the foundation for a countywide youth behavior survey.  The barrier to achieving these goals was a result in deceased funding at the local level and the state not funding any of the second year of the two PFS projects.

· Prevention Services have not experienced any direct unrealized goals in FY 2009-2010. The department’s overall goal is to increase knowledge of the dangers of alcohol and drugs and increase prevention efforts community wide, and the department continues to work towards this goal.  The only factor which limits the department from working more fervently towards this goal is the small number of staff (2) with which to serve the entire county. 
· The department surpassed its goal for number of customers served, though it was recognized that some programs had lower attendance than hoped for (Alternative Activity Super Teen Sunday at the YMCA) which was likely due to difficulty in communicating event information to the public and transportation issues.  Events held in the County Seat of Marysville often have few participants from the northern part of Union County (Richwood) or the southwestern village of Milford Center. 
· The prevention program also had to decline providing services after school in the Marysville School District due to an inability to staff the project. 
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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. 
The process the Board uses to determine behavioral healthcare needs is done in several ways.  Being a small county, the Board participates with the other partners in reviewing the needs of the county.  The Union County Council for Families (Family Council) is an important partner in this process.  Additionally, during the past biennium, the Board has worked closely with the Juvenile and Common Pleas Courts as they developed and implemented their special docket programs.  Key informants from those courts provided the assessment of need based on court documents and case reviews.  The assessment looked at the overall needs of the individuals (both youth and adult) coming through the court system, identifying those with multiple problems and in greatest need.  In the Juvenile Court’s specialized docket Family Treatment Court program, individuals with child abuse or neglect filings were reviewed and those with the most challenging circumstances were asked if they would like to participate in the Courts twelve month program.  All of the individuals who participate in the court’s focus group meetings have co-occurring mental health and substance abuse problems.  Structured treatment programming within the Court and with the community mental health agency resulted from this planning.  This same process was used with the juveniles coming through the Court.  The focus group analyzed the court records, and based on this information and knowledge of the juvenile offender, developed programming that included both court and agency professionals.
The Union County Common Pleas Court used a similar process to develop their specialized docket program.  The major concern of the Common Pleas Court’s program development was the significant increase in felony offenders with significant drug abuse, specifically opiate abuse. In many of their cases, the court identified that the offender also had a co-occurring psychiatric disorder.

Our Early Childhood Mental Health professional is actively involved in Family Council’s Early Childhood Committee.  This committee is a key when looking at the current behavioral healthcare needs of young children and how the range of county service providers can collaborate to best meet the needs of children and their families.  The Board Director participates in the Child Fatality Review Team, the Community Corrections Board, the North Union School District Advisory Committee, the Executive Committee of Family Council, the Drug Free Youth Collation (a community organized group), and was the Chairman of the Assessment Committee for Family Council’s Partners for Success project.  Union County has an active housing coalition that evaluates the housing needs of vulnerable populations.  This coalition consists of several stakeholders including (but not limited to) our Board, United Way, Legal Aid, Salvation Army, the Department of Job and Family Services, Community Action, Senior Services, the Sheriff’s Department, representatives from the ministerial association, consumers, and our behavioral health provider.  This interaction involves the various stakeholders of these organizations as well as family members, consumers and concerned citizens.
The Board also collaborated with the Council for Union County Families in their Partnership for Success (PFS) process, with the Board Director serving co-chair of this committee.  Throughout the yearlong process, the committee met monthly, coordinating and conducting formal and informal needs assessments.  The Board’s participation in PFS allowed us to be involved in a process that provided coordination of information thus maximizing the cross-system requirements for needs assessment data.  This process took advantage of several sources and modes of data collection.  We used the internet and Survey Monkey to collect parent identified needs.  Both paper and electronic methods were used to survey students in our 2009 Youth Behavior Survey.  The survey obtained information from 548 students primarily in the 9th and 11th grades.  In 2010, 7th, 9th and 12th grade students were surveyed for a total of 2,331 students.  Both surveys encompassed the three primary districts for the county.
The Board worked with the Drug Free Youth Coalition to distribute a Behavioral Health Survey of needs.  This was accomplished through their email network, which consists of a wide variety of individuals including teachers, stakeholders, and community members.  This survey was distributed through the electronic mail network during July and November of 2010 and gathered input about the perceived behavioral health needs of youth and families.
The process also included a review and analysis of monthly productivity and service reports from our provider agency and statistical reports from Behavioral Health Generations (BHG) that compared services by provider, diagnoses, and costs per client.  Fiscal Year 2009 and 2010 actual services and client demographics were combined with information from the MACSIS Billing System, the states Data Mart, and the Patient Care System.  This provided the basis for discussions with the provider that fit into the decisions regarding service delivery. 

In order to determine appropriate programming for community prevention, staff reviewed the following data sources (organized from large scale to small):
· National data on drug trends (SAMHSA)

· 2009 Youth Risk Behavior Survey results

· Customer Satisfaction Surveys collected during programming the previous fiscal year

· Pre and post tests collected during programming the previous fiscal year 

In addition to data, staff utilized the following methodology to best serve the community:

· Small group discussion – with school administration regarding population specific information, trends in the school micro-community, tailored program options for specific school schedules
· Time Frame – discussions held before programming began (in fall) and after program concluded (in spring) to discuss, review data, make changes for following year
· Work Group – the prevention staff worked on the local Anti-Drug Coalition to discuss the trends and factors that contribute to drug abuse in this community
· Time Frame – monthly meetings of the coalition and monthly meetings of the steering committee for the coalition
Findings of the needs assessment

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

In the discussion of findings please be specific to:
a.
Adult residents of the district hospitalized at the Regional Psychiatric Hospitals (ADAMHS/CMH only);
In Fiscal Year 2010, there were 11 adults admitted to the State Psychiatric Hospital from Union County for a total of 202 bed days.  Seven were SMD, 4 not identified as SMD; 8 Males and 3 Females.  Three were 20–30 years old, five were 30-40 years old, and 3 were 40-50 years old.  All were Caucasian and only 1 was married.  One hundred and five days were used by 2 clients with the diagnosis of Affective Psychosis and another 28 days were used by an individual with a schizoaffective diagnosis.  Four of the individuals also had a diagnosis of Opioid Dependence or Alcohol Dependence.

During the first 4 months of fiscal year 2011, there have been 14 clients hospitalized at the State Psychiatric Hospital for a total of 207 days.  None of those who were hospitalized in FY 2011 had been hospitalized in the prior year and six of the admissions had not previously received public outpatient services before being hospitalized.  Eight of those hospitalized had co-occurring alcohol or drug diagnosis and two were referred by law enforcement.
Of the eight who had received ongoing outpatient services, five were SMD, three were not identified as SMD; four Males and four Females, seven were Caucasian with one unknown race.   Five were 20-30 years old and three were 30-60 years old.  Two were married.

The six who did not receive public outpatient services before being hospitalized used 55% (113) of the total days.  Two were 20-30 years old, two were 40-50 years old, and two were 50-80 years old.  Four were female, two males, all were Caucasian and one was married.

A follow-up review was done on the continuity of care after discharge.  Quality care should indicate that all clients were provided with follow-up services after discharge from the hospital and attempts were made to engage them in treatment.  The review indicated that while all clients received appropriate follow-up, not all were successfully engaged.
b.
Adults with severe mental disability (SMD) and children and Youths with serious emotional disturbances (SED) living in the community (ADAMHS/CMH only);
In FY 2010, Union County served 642 unique SMD/SED clients, which represents a client decrease of 3% with a 13% decrease in services from FY 2009.  There was a decrease in all service procedures except for a 26% increase in Physician Mental Health Assessment.  Fifty-five percent of the clients were female with 18% being under the age of 10.  Thirty percent were 10-20 years old, 15% were 20-30 years old, another 15% were 30-40 years old, 12% were 40-50, and 11 % were over the age of 50.  Ninety six percent of clients served were Caucasian and 2% were African American.
The top diagnosis for the SMD/SED population in FY 2010 in both number of clients and cost for services was Depressive Disorder (38% of clients) followed by Adjustment Reaction at 13% and Attention Deficit at 11%.  Behavioral Health Counseling accounted for 43% of services rendered in FY 2010, followed by Mental Health Community Psych Support at 18% and Non- Physician Mental Health Assessment at 12%.
There was a 4% increase in SED clients under 10 years of age in FY2010.  Sixty two percent of the clients under 10 years old were male, 95% Caucasian and 2% African American.   The top diagnosis for those clients both in numbers and in total services were Adjustment Reaction at 40% and Attention Deficit at 34% although individually, the highest user of services in this age group, had a diagnosis of Obsessive Compulsive Disorder.   Fifty three percent of the services for this age group went toward behavioral healthcare counseling.

During the last fiscal year, the Board focused their qualitatively review on the two evidenced based practices of FFT and MST.  This information includes youth and family outcomes. The MST program deals with individuals and families that fall into the SMD/SED categories while the FFT participants typically have problem areas that are better described in the general outpatient community mental health services. 

Home and Community-Based Services Treatment (MST) Program Outcomes:
The HCBT program currently has two main target populations.  These include younger youth (ages 6-14) with significant behavioral and emotional issues, and youth with sexual acting out behaviors, including youth who are adjudicated juvenile sexual offenders.  Because of the many differences in these two populations, outcomes are reported separately.

6-14 Youth Program:  In 2009, the total number of cases was 23 and programmatic outcomes were:

· Families with no placements after or during treatment: 21 (91%)

· Youth with no charges after or during treatment: 20 (87%)

· Families involved with Wraparound Services in 2009: 8 (35%)

Of the fourteen active youth involved in this program at the time of this report, seven were considered high risk for out of home placement due to either a recent past history of placement or very serious combinations of behavioral and emotional concerns.  Six of these seven youth are involved in the Family Council’s Wraparound program, as well as our services, and four are also involved with the Union County Board of Developmental Disabilities.  It is likely that these youth, if placed, would require residential treatment services, not foster care. 

Sexually Acting Out Youth Program:  This program offered assessment services to youth who were involved with Juvenile Court and who had some type of sexual acting out behavior.  Nine youth participated in this service in 2009. 
· Youth with only J-SOAP Assessments: 3 (33%)
· Youth with open cases with no further charges or placements: 9 (100%)

· Youth with J-SOAP Assessments only in placement: 2 (67%)

Both youth were in an out of home placement (one thru DJFS, one thru court) and were assessed previously after sexual acting out and treatment was recommended. Because no charges or courts filings were made, no treatment was mandated. Both youth later sexually acted out again, were charged, and ordered into placement. While it cannot be assumed that neither would have re-offended if they had had treatment, none of 30 youth who has ever received treatment for sexually acting out behaviors from the HCBS department (including youth served by the MST program) has re-offended to date.

c.
Individuals receiving general outpatient community mental health services (ADAMHS/CMH only)

Functional Family Therapy Outcomes Measures
The total number of cases for the period reviewed were 91 and the programmatic outcomes were:

· Youth with no new charges during or after FFT:  79 (87%)

· Youth new charges during or after FFT:  12 (13%)

· Youth in placement during or after FFT:  4 (4%) 
· All youth placed after FFT were recidivists, 2 were also New Path’s clients.
FFT, Inc. uses several outcome measures based on reports from family members and therapists.  The family member’s evaluations include the Com-A (Client Outcome Measure- Adolescent) and Com-P (Client Outcome Measures – Parent). These measure six areas of family functioning on a scale of “0” (things are worse after family counseling) to “5” (things are very much better after family counseling)

The data from families’ evaluations in 2009 are summarized below. These scores indicate that by FFT standards, family members reported that on average many to most of the changes tried in counseling were successful and that family members are getting along significantly better. 

Outcome Area
Com-A
Com-P
General Family Improvement
4.67
4.86

Improved Communication
4.67
4.29

Youth Behavior Improved
4.56
4.43

Improved Parenting Skills
4.61
4.43

Improved Parental Supervision
4.50
4.52

Decreased Family Conflict
4.89
4.48
FFT uses these reports from families as well as information reported on youth delinquency, use of drugs or alcohol, instances of youth running away, violent behavior and school removal (suspension, expulsion or emergency removals) to determine an outcome category score. The results are listed below. This data indicates that by FFT standards, 77% of our closed cases achieved a significant positive change. These changes are correlated with reductions in recidivism, school removal and substance abuse.

Outcome Category
Pct. Of Closed Cases
No Positive Change
9%
Non-Significant Positive Change
14%

Moderate Positive Change
33%

Positive Change
23%

Satisfactory Positive Change
21%
d.
Availability of crisis services to persons without Medicaid and/or other insurance. (ADAMH/CMH only)
During FY 2010, 115 of the 210 clients who received crisis intervention services were non-Medicaid.  Fifty six were female, 59 were male, 112 were Caucasian, 1 was African American, 1 was Hawaiian, and 1 was unknown.  Twelve were under 20 years old, 39 were between  20 and 30 years old, 24 each were between 30 – 40 years of age and 40-50 years old, 12 were between 50 and 60 years old and 4 between 60 and 80 years old.    Twenty six had a diagnosis of Depressive Disorder and 21 had a diagnosis of Recurring Depression Psychos split between moderate and severe.   Fifty percent were SMD, 5% were SED and 45% General Population. 

e.
Adults, children and adolescents who abuse or are addicted to alcohol or other drugs (ADAMHS/ADAS only)
An adolescent substance abuse treatment program (New Paths) involving the Juvenile Court resulted in the following outcomes.  There were 81 New Paths cases during the review period.  Positive outcomes were measured in terms of new Juvenile Court charges for youth in the program.  Sixty-one (75%) of the youth who participated did not receive new charges after or during their participation.  Seventeen (21%) did have new charges filed and three youth (4%) were in an out of home placement by the end of the program.  Two of the seventeen youth were also involved in the FFT program. 

The New Paths program also completed 45 additional assessments of youth.  Of these, 32 did not meet criteria for any treatment services and 13 were referred to a higher level of treatment than was available in Union County.  Of the 13 referrals, eight are known to have followed through with recommendations and four were unable to locate affordable intensive outpatient treatment.  Sixty-nine youth assessed were served in the Cannabis Youth Treatment program and 12 were served for an extended length of care in the program.  This treatment program was designed for higher risk youth.  The extended group met twice per week in group session as compared to once per week for the CYTS group.
Outcomes for the groups are compared below:

Measure
CYTS
Extended
Clients
69
12

No Recidivism
58 (84%)
6 (50%)

Recidivism
11 (16%)
6 (50%)

Placements
1 (1.5%)
2 (17%)

The significant difference in treating higher risk youth, even with additional treatment sessions, was one of the key factors in determining the need for the Juvenile Treatment Court program, which began in early 2010.  While youth in the extended group were generally as compliant in treatment activities as CYTS groups, they did experience more struggles outside of the group:

· More reported or tested positive for substance use 

· Fewer participated pro-social activities 

· More had school suspensions

· Had less family support as evidenced by lower family participation in family therapy (FFT)

Ten of the 12 youth had families referred to FFT, but only 4 (40%) families agreed to participate, and only one family (25%) successfully completed FFT.  Of the other New Paths involved youth, 33 of 37 (89%) who were referred to FFT were opened and 28 of the 33 (85%) families successfully completed FFT.

f.
Children and Families receiving services through a Family and Children First Council;
The Union County Family Council does not focus on the direct provision of services to families and children, except for the services they provide through the Wraparound program.  Through this program, families involved with multiple social service agencies are brought together with those service providers to help better facilitate the needs of the families.
Family Council conducted a countywide Youth Behavioral Survey in both 2009 and 2010.  The information obtained through these student surveys has key in determining the needs of youth in the county.
g.
Persons with substance abuse and mental illness (SA/MI); 
During Fiscal Year 2010, there were 1,258 unique clients receiving services.  Of those, 150 received both mental health and alcohol and drug services.  Eighteen were 10–20 years old, 57 were 20-30 years old, 38 were 30-40 years old, 24 were 40-50 years old, and 13 were over 50.  There were 70 females and 80 males.  Ninety five percent were Caucasian, 3% were African American, and 2% were unknown.  Thirty three were married.  One-third of the SA/MI clients had an Opioid Dependence Diagnosis and 39% had a Depressive Disorder.  While the drug, alcohol and mental health treatment services are coordinated and integrated, it is not accomplished using IDDT approach. 

h.
Individuals involved in the criminal justice system (both adults and children);
The Juvenile and Common Pleas Courts have created special docket courts for offenders.  The Court of Common Pleas found 33% of court cases have drug related charges.

i.
Veterans, including the National Guard, from the Iraq and Afghanistan conflicts;
The Board has not conducted a study of this population as the numbers of service members engaging our system has not been specifically identified.  

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.

Two major concerns in accessing behavioral health are the current availability of personnel and their capacity to meet the needs of the community. 

Prevention:  There are only two prevention specialists providing prevention services to all of Union county.  Other access concerns include:
· Over the past 18 months, there has been an increased focus on the underserved youth population in the Northern part of Union County.  Working with the schools and community organizations, a summer and afterschool program was developed.  Community youth who would benefit from prevention services, at times, do not have the ability of accessing their own transportation.  The northernmost part of the county is rural and many families live on farms, often a great distance from the school or downtown area.  Afterschool programming offered in the downtown area is thus not easily available to those youth who live far away.  Youth are not allowed to walk from school to an afterschool program because there are not sidewalks near the school.  Therefore, youth have little choice but to ride the bus to their home, even if no parent is there.  In cases such as these, they do not often have an adult who will drive them back to town to participate in free afterschool activities.
· Union County is predominantly rural so community prevention events are often located in the centralized county seat of Marysville.  This deters many community members from attending if they live in the outlying areas of the county due to the distance they must travel to Marysville.  Yet, if countywide events were offered in a more rural area, this would simply cause the same problem for the other residents of the county.  There are simply not enough resources or staff to provide events in each area of the county so these centralized programs are often all that can be offered even though it is too difficult for some to attend. 
· Stigma is another major issue that prevents those who would benefit from access to behavioral health prevention and treatment programming.  Though prevention staff continues to strive towards addressing the stigma attached to behavioral health prevention and care, Union County is a rural area, which is known to be closed-mouthed.  At community events where behavioral health prevention materials are made available, it has been noted few individuals will step forward to ask questions or even pick up printed materials.
Treatment:  Several issues regarding access to behavioral healthcare services have been expressed by individuals and agencies, as psychiatric coverage for adults has been reduced over the past two years.  The closing of our local inpatient psychiatric unit resulted in a reduction in the availability of psychiatric care as the provider agency was unable to compensate the psychiatrists for their lost time.  This reduction in availability has also created wait times as long as six weeks.  Children’s psychiatric care has also become difficult for families and pediatric practices to access.  Priority is given to Medicaid eligible clients, which makes access for others even more difficult.  Another emerging concern is our agency’s decreasing availability of professional staff that are paneled by local employers’ insurance companies.  This is due in part to the attrition of the agency’s paneled staff.  The loss of these staff can be attributed to the agency’s inability to provide competitive salary commensurate with the required experience.  The competitive market for insurance paneled professionals makes it difficult to attract and retain this level of staff.  The agency is able to make services available to the deaf and hard of hearing through their consulting contracts with qualified interpreters.  Unfortunately, these interpreters are located in Franklin County and access to scheduling appointments is the single most difficult task in serving this population.  We have not, as yet, served Veterans or problem gamblers in large numbers, although problem gambling seems to be part of other addictions being treated.  We have found ex-offenders difficult to engage in treatment following their incarceration and they occasionally seek housing.  Our HUD-sponsored transitional housing can accept all but sexual offenders; however, a waiting list of several months is typical.  The Board has received some housing requests for individuals being released from state prisons during the past biennium, but the issue has been in having the level of care needed (which often a half-way house).  In response, we have made arrangements to cover the costs for Union County residents going to another county after release, although this has only occurred on a few occasions. 
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);
Currently, our crisis care services have two full time crisis care professionals who provide coverage from 8:00 p.m. to 8:00 a.m., Monday through Thursday, and until 5:00 p.m. on Friday.  Crisis coverage during normal business hours is provided by the professional crisis staff on duty.  Individuals in crisis take priority over scheduled appointments and are seen either immediately or as soon as professional staff is available.  This may require ending a session early or rescheduling an appointment.  From Friday at 8:00 p.m. until Monday at 8:00 a.m., licensed staff who are credentialed to provide emergency services are on call; professional staff rotates this responsibility.  During the business day, most individuals go directly to the provider agency for crisis services, only occasionally presenting at our local emergency room.  After business hours, all individuals go to the Memorial Hospital Emergency Room where our staff will be called to respond.  By using this model, we are not currently experiencing any gap in crisis services.  Contact information for the Crisis Hotline is provided by the agency from 8:00 a.m. until 8:00 p.m. Monday through Thursday and from 8:00 a.m. to 5:00 p.m. on Friday.  
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);
Identifying training needs is done in consultation with our behavioral healthcare provider.  Crisis services are provided by staff who are specifically assigned to crisis intervention (as described above).  The Board recognizes the turnover in clinical staff over the past eighteen months.  Accordingly, the Board will work in collaboration with the agency to establish training priorities that focus on determining the competency of their professional staff in the area of crisis intervention; this will be included in their Continuous Performance Improvement plan.  This training may be provided as part of their in-service trainings or in special outside training events as their training budget allows.  The Board will require that the provider include in their CPI plan how they will determine which staff need training in this area and how this training will be provided. The training should include the core elements of crisis intervention identified in the Ohio Revised Code, including risk assessments, de-escalation techniques/suicide prevention, mental status evaluation, available community resources, and procedures for voluntary/involuntary hospitalization.  Mental health, crisis intervention providers shall also have current training and/or certification in first aid and cardio-pulmonary resuscitation (CPR).
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. 

Currently, the Board and provider attempt to attract the best qualified, direct service staff positions within existing resources.  This requires offering competitive salaries, job security, a supportive work environment, and opportunities for continuing education.  Typically, the provider has experienced very little turnover in their professional staff, but over the past eighteen to twenty-four months, the agency has seen a turnover in staff who have the most experience.  Since Union County is close to the urban area of Franklin County, the agency has been able to recruit independently licensed staff to fill the vacant positions.  Currently, the provider agency has seven staff that are dually credentialed or have a scope of practice that includes both mental health and alcohol and drug treatment.  

The Board and provider look for training opportunities that are provided and/or sponsored by each state department as a cost effective way to meet some of the staff’s training needs.  While there is sufficient staff currently in place to provide services, there isn’t always a match of staff trained in specific treatment modalities to match the needs of individuals seeking treatment.  Areas of concern include the treatment of youth and adults with prescription and opiate addictions.  Training needs emerge as our system looks toward the needs of younger children and families.  
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 ODMH 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.
Even though there are a small number of ethnic groups represented in Union County, we realize that this does not lessen our need to address cultural competency.  The provider agency has had the opportunity to hire staff with multi-cultural backgrounds, staff trained in GBLT competencies, staff with military background, and several staff trained in Bridges Out of Poverty.  They currently have two male clinical staff members, the most they have had in three years.  While this is not a cultural concern, it is an important concern that creates a balance and insight into gender differences.  The Board has encouraged and the provider agency staff has taken the opportunity to attend training events sponsored by both state departments that address the understanding of cultural differences in clinical treatment.  The challenge in continuing to build a system that promotes skill growth is the need for continuing education.  With cutbacks in training budgets, the provider agency is offering e-learning and in-service trainings over the next biennium to help address their training needs.  The Board, in collaboration with the agency, will include a focus on cultural competence in these trainings.  Also, recent technical assistance was provided by cultural competency specialists with ODMH.  The specialists emphasized the roll of policy that supports the importance of staff training at both the Board and provider levels and how Board policies lay the foundation for a system’s need to understand cultural differences.  To this end, the Board will be developing a policy that supports the importance of understanding cultural differences and integrating this understanding into training and staff development. 

Question 10: Capital Improvements:

For the Board’s local behavioral health service system, identify the Board’s capital (construction and/or renovation) needs.
In SFY 2009, the inpatient unit, which occupied about one-third of the available building space, was discontinued leaving the left side of the building unoccupied.  The building is the primary site for all of the county’s behavioral healthcare services.  Requests to use the unoccupied space for our Common Pleas Drug Court were made to the State, but were denied.  This makes the area available for future growth and expansion of our existing services so we do not anticipate the need for future clinical space.  Although, expanding clinical services into this area would require some renovations, the scope of these renovations would be determined at a future time based on the needs at that time.  If alternative behavioral healthcare options were developed using this area, more extensive renovations may be necessary. 
Permanent supported housing and transitional housing continue to be a growing need.  In the past, we have been able to use local funds to leverage state and federal capital grants and we would like to be in a position to take advantage of future opportunities when they become available.  However, the Board would need to have the available resources to meet match requirements.  
Additionally, a permanent supported housing project that would serve both individuals and families is identified in our Capital Plan as the Boards first priority.  We would either rehab a facility we currently own or purchase and rehab another facility(s).  The target populations would be homeless individuals and families with severe mental illness, severly mentally ill criminal justice presons, and transitiona-aged youth with severe mental illness.  Support services would be from a variety of agencies who currently assist our clients in other housing/homeless projects.  These include Legal Aid, The Salvation Army, Consolidated Care, Inc., the Marysville Area Ministerial Association, The Wings Enrichment Center (consumer organization) and, the Union County Department of Job and Family Services.  The array of services would include a full scope of social services that are provided by the specific agency.  
Our second Board capital priority would expand the physical space currently occupied by our consumer organization or obtain additional space that would be employment focused.  This project would integrate more fully with our RSC program (which we anticipate contiuning).  Our consumer organization, the Wings Enrichment Program, currently operates a small consumer run business in a portion of the building that would be considered for expansion. Services would be targeted to individuals with mental illness, co-occurring disorders, ex-offenders and transitional youth.  Employment is an important part of recovery and also an important part of ex-offender reintegration.  Being able to expand our consumer operated employment program would enable more individuals to participate.
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Section III: Priorities, Goals and Objectives for Capacity, Prevention, Treatment and Recovery Services

Process the Board used to determine prevention, treatment and capacity priorities
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? 

Since the beginning of the biennium, the Board has followed State funding trends, including both reductions and restoration of funding.  During the current fiscal year, we have spent time in each Board meeting reviewing and following information related to the State’s next biennium anticipated fiscal shortfall.  The Board has taken these realities and projections into consideration when establishing priorities.  With the uncertainty of the next biennial budget, the Board staff has presented to the Board of Trustees the services the Board currently supports by Medicaid and non-Medicaid groups.  Anticipating that Medicaid responsibilities, including claim processing, will be elevated to the State, the Board has projected the loss of these match funds.  Additionally, the Board has taken into consideration the increase in bed days purchased from the State, both with and without the SCUD.  The Board also looks at the funds used our housing (HUD) match requirement, as well as setting the continued support for our consumer operated services as a priority.  The Board and provider have obtained funding from other entities (i.e., County Commissioners, United Way, Union County Senior Services) to support our priorities for treatment of young children and their families, senior citizens, and support for our youth prevention efforts.  

Relative to setting priorities SFY 2012 – 2013, the Board has stressed the importance of remaining consistent in establishing priorities for this next biennium in consideration of the current fluctuation in funding and the potential future reductions in state and local revenues.  The Board has also attempted to align these priorities with both Department’s Behavioral Health Capacity Treatment and Prevention Goals by funding areas that we have historically prioritized and have found successful.  These include funding for our Functional Family Therapy service, which is also supported by funding from the County Commissioners.  Services to seniors are another priority population and we were able to apply to the Union County Seniors Services for a fulltime social worker for outreach to seniors and education to the community.  Early childhood prevention and treatment has also been identified as a priority by the board.  There is one full time professional who focuses on early childhood treatment (usually children ages 2 to 7).  She uses an in-home base model and works closely with DJFS Children’s Services.  We also have an agency based professional who specializes in working with young children and families; she has had training in reactive detachment treatment.  ODMH and Board funding is used for many community based prevention activities.  The provider agency has offered several trainings in recognizing depression, suicide prevention, and inter-system training on the behavioral health services that are provided.  ODADAS, Board and United Way funds have supported prevention priorities that include working with our Health Department’s prenatal clinic to identify and educate women regarding the harmful use of alcohol, drugs, and tobacco during pregnancy.  The prevention staff has been very successful in developing youth led prevention programs and has worked closely with community volunteers in establishing a Union County Drug Free Youth project.  They have also successfully established an afterschool and summer program for youth in a historically underserved portion of the northern part of the county.  The Early Childhood Behavioral Health specialists are also serving the priority children with emerging behavioral problems in targeted pre-school programs.  Mental Health America of Union County has provided community education that is directed toward reducing stigma and has conducted depression screenings open to the community.
The Board staff also provided the Board of Directors with an analysis of the priority populations of the Departments and the funds designated toward these priorities, as well as the funds and services for the Medicaid eligible clients.  Based on FY 10 final budget figures, historical funding, and services provided, the Board staff estimated the amount needed for Medicaid match, inpatient care, residential services, prevention services, and all of the other specially designated department funds.  We then determined the amounts we would need as match for current HUD grants and for other special purpose grants.  Once we determined the total amount of funding over which we have little discretion, we estimated the total funds available for the next biennium and the funds that would be available to support clinical services to other clients not covered under other public and private programs.  We presented the Board with two scenarios in this regard, one that we will have flat funding at the FY11 level less any one time only funds, and one where federal funds will remain at the FY11 level, but all state funds will be reduced by 10%.  By subtracting the funds we have already committed for specific purposes and populations from the estimated total available, we estimated the amount of discretionary funds available.  From this point, we analyzed the clients using services by reviewing their demographics, diagnosis, and services actually provided to determine past trends versus newly emerging needs.  We looked historically at FY10 to determine the actual needs and services used by the SMD/SED populations.  We also need to look at the demographics of the county itself and the other resources that are available.  After the analysis of this information and based on the recommendation by the staff, the Board determined that it was important to keep in place the current priorities as much as is possible with an eye on developments in the state’s budgeting decisions.  The Board has also established a committee that is looking at options based on the State’s fiscal decisions, as well as the impact the emerging healthcare will have on public behavioral healthcare.
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.
While the true answer to this and other questions remain unknown, the Board’s response is based on funding remaining at current levels.  Some of the projects, their goals and objectives identified herein are funded with a combination of local and state (prevention) funding, as well as funding from other sources as identified in other sections of this plan, and may not experience the same impact of future funding cuts and changes that may occur.  The Board’s goal is to see that services are provided to meet the needs of individuals and families over the lifespan for all populations, including all priority populations and the general population to the extent that our funding can provide.
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? 

The response to this question is incorporated in the answer for Question 12.  The primary concerns of maintaining access to services are:
1.
Projecting the funds that will be available;

2.
Determining what populations will be funded by Boards;

3.
Determining what funds would remain and what priorities we will be able to address

Question 12 - Behavioral Health Capacity – Goal 1
Reduce Stigma (e.g., advocacy efforts)

Infrastructure Development Goal:  The Board will continue to support current stigma reduction efforts through a combination of provider agency funded activities and active support of community sponsored activities that promote a greater acceptance of mental illness and addiction.

Infrastructure Development Objective: 

· Support our Peer program that provides opportunities for consumers (mental health, drug, and alcohol) to interact with the public through the creation and sale of a variety of products.  The Board will continue to support these stigma breaking, peer activities as they market their products through numerous craft and open market events throughout the year. 

· Support the Senior Outreach community education services.

Question 13 – Access to Services – Goal 1
Access Goal:  To assure stigma reduction efforts reach all areas of the county.

Access Objectives:

a.
Peer Support:  Access to peer support programs requires consistent presence at a variety of community events.  This access objective is to continue to enable the peer support organization to have access to the resources necessary to remain visible throughout the community and provide technical assistance in the development of promotional materials.
b.
Senior Outreach:  Continue to be an advocate for continuation of Senior Outreach to the primary funder (Senior Services of Union County).
Question 12 - Behavioral Health Capacity – Goal 2
Mental Illness and Addiction are health care issues with an appropriate and necessary continuum of care that includes prevention/intervention and treatment and recovery services.

Infrastructure Development Goal:  Support current activities that address maternal depression, seniors who are depressed and isolated and are vulnerable due to their dementia.
Infrastructure Development Objective: 

· Continue to collaborate with the Health Department (through grant funding) to sustain clinical outreach maternal depression services.

· Continue to collaborate with the Union County Seniors program through the services of the senior outreach professional to identify and link seniors with needed medical services and identify and link seniors who are identified with alcohol and drug abuse (usually prescription medication) with appropriate medical and BH treatment services.

Question 13 – Access to Services – Goal 2
Access Goal:  Outreach services to vulnerable populations continue to be available.
Access Objectives:

a.
Funding for the maternal outreach program will be sustained through the collaboration with the Children’s Trust Fund grant.

b.
Senior Outreach:  continue to be an advocate for continuation of Senior Outreach to the primary funder (Senior Services of Union County).

Question 12 - Behavioral Health Capacity – Goal 3
Promote and sustain the use of “evidence-based” policies, practices, strategies, supportive housing, peer support, and other programs.

Infrastructure Development Goal:  Continue the current efforts at the same level in the In-Home Based services.

Infrastructure Development Objective:  Advocate for sustained funding for these programs through outside resources.
Question 13 – Access to Services – Goal 3
Access Goal:  Sustain access to in-home based services without any reductions.

Access Objectives:  Advocate for continued funding for the program with the County Commissioners.

Question 12 – Alcohol and Other Drug Prevention Priorities – Goal 1
Fetal Alcohol Spectrum Disorder

Goal:  Educate at risk expectant mothers of the detrimental effects of alcohol, tobacco and drug use during pregnancy.

Objective:  Continue the ATOD Education Session Program at the Union County Health Department’s Rainbow Clinic.

Question 13 – Access to Services – Goal 1
Access Goal:  Sustain current access through a reduction of hours invested in this program.

Access Objectives:  Advocate with the Health Department to continue to integrate these services with their Rainbow Clinic.

Question 12 – Alcohol and Other Drug Prevention Priorities – Goal 2
Childhood/Underage Drinking

Goal:  Continue to see the education of parents and youth about the risks associated with underage drinking.
Objective:
· ATOD Education Program provided in 6th, 7th and 9th grade classrooms in North Union School District, and 9th grade classrooms in Fairbanks School District.

· Alternative activities to alcohol/other drug use (Community Events, Youth After-School Programming, and Field Trips for Youth)

· 40 Development Asset Program

· Offered to all 4th grade students in Marysville Elementary Schools

· Delivered to all 4th grade students in North Union Elementary

· Delivered to all 5th grade students in North Union Elementary

· Offered to all 4th grade students in Fairbanks Elementary
Question 13 – Access to Services – Goal 2
Access Goal:  Sustain current staffing levels.
Access Objectives:  Advocate for continued funding from United Way for the school-based programming.
Question 12 – Alcohol and Other Drug Prevention Priorities – Goal 3
Youth Led Prevention

Goal:  Continue youth led prevention efforts at current levels

Objective:  Provide afterschool programming at the underserved area of northern Union County through afterschool and summer activities at the North Star Center.

Question 13 – Access to Services – Goal 3
Access Goal:  Support youth led prevention by providing facilities for the operation of the North Star Center.

Access Objectives:  Advocate for community support through public relation efforts in the northern part of the county.

Question 12 – Alcohol and Other Drug Prevention Priorities – Goal 4
Evidenced-Based Practice

Goal:  Continue to support the use of evidenced-based prevention practices.

Objective:  Continue to use the evidenced-based practices:

· Prevention Research Institute’s Prime for Life (Driver’s Intervention, Adult Risk Reduction)

· Search Institute’s 40 Development Assets

· Phoenix Resources’ – A New Freedom Curriculum

· Community Intervention’s Tobacco Education Group (TEG)

· American Cancer Society’s Fresh Start Tobacco Cessation Program
· CADCA’s Guidelines for Coalition Development
Question 13 – Access to Services – Goal 4
Access Goal:  Support the current services that will sustain the current access to the above evidenced-based practices
Access Objectives:  Continue to serve the current level of participants and activities through the use of evidenced-based prevention practices.
Question 12 – Mental Health Prevention Priorities – Goal 1
Suicide Prevention

Goal:  Decrease suicides in Union County by increasing the communities’ awareness of how to access emergency psychiatric services and to continue to provide continuing training to community service organizations.  It is imperative in these difficult times that the community knows how to access emergency services.   Through continuing prevention training and education and by increasing awareness, we will decrease suicide attempts.
Objective: 

· Continue to support the Here for Hope community-based suicide prevention and survivors of suicide project.

· Continue to fund and support the approach to suicide prevention by the provider agency through hotline services, community continuing education, and crisis intervention professionals specifically trained in suicide prevention.

· Increase the awareness of the Survivors of Suicide family support group

Question 13 – Access to Services – Goal 1
Access Goal:  Assure that everyone needing crisis intervention has ready access to this service.  

Access Objectives:  Sustain current programming through supporting the community based efforts, including the dissemination of public information throughout the community regarding these services.
Question 12 – Mental Health Prevention Priorities – Goal 2
Depression Screenings, including Maternal Depression Screenings

Goal:  Identify the data baseline for depression screenings in the new Senior Outreach program.
Objective:  Track the number of depression screenings for seniors, successful interventions and successful linkages for additional services.
Target Population:  New mothers identified through the Health Department’s Healthy Start program and seniors identified through the providers agency’s Senior Outreach Program.
Question 13 – Access to Services – Goal 2

Access Goal:  Assure all individuals in the target population have access to depression screening.  

Access Objectives:  Sustain current funding through the grant from Union County Senior Services through our advocacy efforts.
Question 12 – Mental Health Prevention Priorities – Goal 3
Early Intervention Programs

Goal:  Develop funding resources that will continue the programming of the Early Childhood Mental Health / Child Welfare special grant.
Objective:  Successfully continue this early intervention program by restructuring or redirecting existing funding.
Question 13 – Access to Services – Goal 3

Access Goal:  Assure that children are protected through access to early childhood intervention programing that was begun under the ECHG Demonstration Grant. 
Access Objectives: Obtain system funding through Family Council to continue to support this program.
Question 12 – ODADAS Treatment and Recovery Goals and Mental Health Prevention Priorities – Goal 1
Goal:  Increase the number of clients who successfully complete treatment and are abstinent at the completion of treatment and become employed.  A specific focus will be on individuals with a prescription and opiate abuse diagnosis.

Objective:  Through the implementation of the RSC Employment project we will reach our identified goals for successful employment and treatment of opiate addicted clients.

Question 13 – Access to Services – Goal 1
Access Goal:  Provide access to all eligible clients throughout the community including the clients in court programs.
`Access Objectives:  Train treatment court personnel and DJFS staff in the eligibility and referral process for the RSC Employment program. 
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.) 

Areas of most salience or strategic importance to our system:  While Union County’s current minority populations are small, it is of strategic importance that we must look to the future with the understanding that the numbers of cultural diversity will grow.  Therefore, the Board will emphasize the importance of continually supporting the development of skills necessary for present and future needs.  The Board’s short term goal in workforce development is to support the provider in identifying training opportunities that are cost effective.  We will then collaboratively determine which trainings are most important to meet the needs of the client populations seeking services.  In these times of financial shortfalls, it will be important to balance these training opportunities with e-learning models and affordable training opportunities that are offered by the state departments, the agency association, and the Board association, as well as other local or regional training opportunities that are available.
Also of strategic importance is the Board and provider commitments to continue to recognize the significance of providing training opportunities in the area of understanding treatment approaches that can demonstrate success with the growing cultural diverse population.  The Board recognizes that this is not a short term goal, but requires an emphasis that has to be woven into the fabric of our system.  Cultural competence is a developmental process that evolves over an extended period.  To that end, the Board and provider must articulate this priority in their respective policies.
Cultural Competence Goal:  Establish Board and system policy that promotes the values of cultural competency throughout the Union County system.  This policy will support the long term and continuing efforts through a variety of workforce development approaches.  These workforce development efforts in both alcohol and other drug and mental health treatment will include:

Objectives:
1.
Increase the ability of counselors to effectively interact with people of difference cultures.

2.
Develop a set of congruent behaviors and attitudes that come together as a system to enable the agency and professionals to work effectively in cross-cultural situations.

3.
Through workforce development opportunities, we will support, increase and develop the skills necessary to be effective in the delivery of culturally competent treatment.

4.
Through workforce recruitment, we will look for opportunities to hire clinical team professionals that represent a diversity of cultural backgrounds.  These individuals will have a training background in this area and also have a background in substance abuse treatment and recovery.

5.
The Board and provider will look at the current client satisfaction instrument to assess client satisfaction with services and track survey responses that can be sorted for cultural differences, specifically areas of cultural issues, thus addressing the changing racial demographics that are seen over time.
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.
The Department currently provides the Board $14,331 in funding for this category.  The Board leverages much of these funds for the required match for Medicaid, but not all funds are used in this way (as documented on the Board’s year-end report).  The Board specifically allocates these funds to the provider for the specific population and allowable services.  The traditional practice has been that the provider will work closely with DJFS around the referral of eligible clients, as well as the level of care needed (including the need for residential care).
The Board also identifies the Department’s funding that is directed at specific treatment for women ($13,109).  Often the eligibility requirements overlap and the small amount of the funds can be best used by looking at the pool of available dollars (including levy funds).  Each specific funding category is tracked by the fiscal department at both the Board and the provider to assure the proper use of the funds.  With this explanation, the Board identifies the following goal and objective.  (While this question does not ask to identify funds specifically earmarked for women, it is important to understand the collaborative relationship we have with others in treating populations that qualify for both or either funding streams.)
Goal:  To address the substance abuse and dependency treatment needs of individuals where there is an imminent risk of abuse or neglect to their children through collaborative planning and determine the appropriate level of care and type of substance abuse treatment that is needed.

Objectives:
1.
Determine the specific treatment needs, including the level of care, for the addicted parent, guardian, custodian, caregiver, or child through collaboration with DJFS and other county systems that are directly involved with the individuals.

2.
Develop treatment goals and document the progress of the individual through this process.

HIV Early Intervention Goals
Question 16: ADAMHS and ADAS Boards receiving a special allocation for HIV Early Intervention Services need to develop a goal with measurable objective(s) related to this allocation.
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?
Our Forensic Monitor takes a lead role in interfacing with the forensic hospital in the area of conditional release and discharge planning.  During the past biennium, there had been two individuals who have been provided with these services.  One individual had been on conditional release, but violated his release and was readmitted.  The needs of this individual required looking for a residential placement, often outside of this community.  The Forensic Monitor worked with the community support staff who, in turn, coordinated the clinical care needed for the individual who violated his conditional release, which also included his admission to a group home.  The Forensic Monitor also would work with all individuals in this category in a similar way.  Housing and continued clinical care are key components in discharge planning.  At this time, there are two individuals in forensic care at the state’s forensic unit.  The Forensic Monitor periodically inquires about the clinical status of these individuals with the hospital staff, identifying about the individual’s release date.  These contacts will continue and the discharge procedures described herein will be a part of all discharge planning and conditional release services.  The Board and provider closely monitor the persons entering the civil side of hospital admissions, but do not identify a high number of Union County residents who are non-violent, misdemeanants residing in the state hospital.
Implications of Behavioral Health Priorities to Other Systems
Question 18: What are the implications to other systems of needs that have not been addressed in the Board’s prioritization process?
Any system can approach the Board about the unmet needs they identify and the Board will look at the need and potential funding to address the need and apply appropriate resources if deemed appropriate and if additional resources are available. 
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.
If funding is reduced by ten percent the Board would have to reevaluate the state’s priorities to determine if their priorities have changed.  If they have changed the Board would adhere to these changes and reduce funding according the states directive.  Otherwise the Board would prioritize services to the most vulnerable populations and those populations who do not have insurance regardless of status.  Crisis intervention/prescreening services would be a priority. 
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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. 

Private Hospitals:  During the past biennium, the Board discussed with Memorial Hospital their closing of Union County’s psychiatric unit.  Ultimately, the hospital determined that they could no longer operate the unit at a loss.
Union County Court of Common Pleas:  The Board and provider participated in the discussions and planning of the Drug Court.  Part of these discussions included ODMH and centered on using the vacant inpatient psychiatric unit for the treatment component of this project.  ODMH subsequently did not approve the use of this space for that purpose.  The court, in turn, found an alternative location and began to provide an array of services through a grant for the project.
Union County Probate and Juvenile Court:  The Board and provider continue to collaborate in the provision of treatment and treatment planning for the court’s special docket programs.  These projects are collaborations between DJFS, the court, and the provider.  There is a clear recognition that participants have serious co-occurring mental health and drug addiction problems.  The Juvenile Court has also been successful in obtaining grant funding for elements of their programs.  The Board is also participating in establishing a volunteer guardianship program.  This project recognizes the need to increase the county’s capacity to address the lack of guardians for several populations, including the mentally ill.

Union County Senior Services:  Collaboration with this county program resulted in the funding of a Senior Outreach Behavioral Health position.  This person’s responsibilities center on outreach to seniors who are identified as needing behavioral healthcare services.  The individual also provides community education about their services.
Family Council:  The Board has collaborated with our Council for Union County Families on several projects.  Family Council received a one year Partnership for Success grant.  The board actively participated in this project and co-chaired the Assessment workgroup.  The Board also participates in the Children’s Trust Fund Committee and Executive Committee.  The Board actively participated in the design and implementation of a countywide youth behavior survey – 2010 was the second year for this survey, which was expanded to include additional grade levels.
Union County Drug Free Youth Coalition:  The community organized and leads this group who has come together to address drug and alcohol abuse in our youth population.  The Board and provider have participated in numerous organizational meetings and fund raising events, as well as educational sessions.  

Community Collaborations:  The Board networks and collaborates with agencies and organizations in Union County, including but not limited to:

· Council for Union County Families 

· Fairbanks School District

· Marysville School District

· North Union School District

· Richwood Civic Center (Senior Community Center)

· Union County Retired Teachers Association

· Union County Rotary Club

· Union County Senior Services

· Caregiver’s of Alzheimer’s Behavioral Health Care Event Committee

· Union County Family YMCA

· Union County Health Department

· Rainbow Prenatal Clinic

· Women’s Health Luncheon

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)?
During the past biennium, the Board involved consumers and the general public in the following ways.  The Board initiated two town hall meetings to address the concerns of suicide and unintentional drug overdose.  The Board was promoted to do this as a result of two incidents that occurred within months of each other; both incidents involved teenagers.  Both town hall meetings were well attended by a cross section of individuals, family members, law enforcement (Sheriff and Police Departments), the County Prosecutor’s office, and city and county officials.  In each meeting, the participants discussed the impact of the suicide and drug abuse on families.  As the follow-up to these meetings, two ongoing task force coalitions were established, one to address the issue of suicide prevention and one to focus on drug abuse.  The Board and the provider staff has been involved in both of these coalitions, who continue to meet.
The suicide prevention coalition established themselves around two areas.  One is called Here for Hope, who provided two days of community based education around the issue of suicide.  The other activity involved the creation of a Survivors of Suicide group (family support).  The drug taskforce helped to create the ongoing Drug Free Youth Coalition.  These two groups have played an important role in the Board’s assessment of needs, planning, prioritization, and implementation.  These community groups and their volunteer membership has been augmented by Board and provider staff and have not required significant investment of dollars at a time when funding has been reduced in many areas.
The Board has collaborated with our Council for Union County Families in looking at the needs of the community and ways to prioritize, plan, evaluate, and implement programming and services through a variety of service providers.  The Council’s yearlong Partnership for Success project brought together several key partners (i.e. schools, DD, DJFS, Health, behavioral health, and others) who worked in committee structures to accomplish the tasks of the first year (funding was not available for second year implementation).  The Assessment Committee and the Gaps Analysis committee were active in assessing needs and gaps in services across all service organizations.  The primary focus of this project was in addressing the six areas of Ohio’s long-term Commitment to Child Wellbeing.
The Board works closely with our consumer organization in the planning process, and the Executive Director of the peer organization meets regularly with the Board staff.  Through these meetings, there is a fluid process of assessing needs that impact the array of services they offer.  During the past year, the consumer organization developed and administered two surveys -- one about consumer satisfaction and one about peer support groups.  Included in the satisfaction survey were question about satisfaction with programming and an opportunity to provide input on other programming that could also be implemented to address needs they feel could benefit them.

In the area of prevention services, the assessment of needs, planning, prioritization and implementation of community prevention services are based in large part on one-on-one discussion with community stakeholders, including educational administration, authorities in the judicial system, and directors of other local social service agencies.  Other areas of influence include the 2010 Youth Risk Behavior Survey, self-reporting from parents in the community, and data from local law enforcement, which depicts the current drug abuse trends.

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.

In late summer/early fall of 2009, the Board hosted a meeting with our provider’s President and Union County Site Manager (who supervises the agency’s crisis and pre-screening staff) and representatives from the Twin Valley Behavioral Health administrative team.  The primary need for this meeting was to discuss the Continuity of Care Agreement.  This meeting focused on fundamentals of the agreement that dealt with admissions, discharge planning, and elements related to the flow of both.  The Board discussed with the provider’s Site Manager the necessity to train the crisis and pre-screen staff on the elements of the Continuity of Care Agreement and issues related to the discussion of admissions and discharges.  The Site Manager has confirmed that the Continuity of Care Agreement was reviewed with all staff during staff meetings.  As a follow-up, the Board had several interactions with the provider Site Manager related to admissions to TVBH and the Board helped to resolve these concerns with TVBH administration.
Consultation with county commissioners regarding services for individuals involved in the child welfare system
Question 23: ADAMHS/ADAS Boards Only: Describe the Board’s consultation with county commissioners regarding services for individuals involved in the child welfare system and identify monies the Board and county commissioners have available to fund the services jointly as required under Section 340.033(H) of the ORC.

The Board continues to consult with the Union County Commissioners regarding services for individuals involved with the child welfare system.  The Commissioners have been very supportive of innovative programming to address the needs of the children in the welfare system, especially those children who are being placed outside of the home for care.  In the past and current calendar years, the Commissioners helped to fund our in-home based treatment project with an annual contribution of $226,000; our Board contributed $109,171.  This is a collaborative project between the County Commissioners, DJFS, the Juvenile Court, and our service provider.  This project has allowed Union County to implement an FFT program, home-based services to young children and their families, and collaborative services with the Juvenile and Probate Court.
	V. Evaluation of the Community Plan

A. Description of Current Evaluation Focus 

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

C. Engagement of Contract Agencies and the Community

D. Milestones and Achievement Indicators

E. Communicating Board Progress Toward Goal Achievement




SECTION V: EVALUATION OF THE COMMUNITY PLAN
Ensuring an effective and efficient system of care with high quality
Question 24: Briefly describe the Board’s current evaluation focus in terms of a success and a challenge (other than funding cuts) in meeting the requirements of ORC 340.03(A)(4).  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.

During the past biennium, the Board, along with other member boards of our MACSIS data management agency (Behavioral Health Generations-BHG), reviewed an extensive cost analysis of data related to the mental health, alcohol and drug treatment for Medicaid and non-Medicaid populations.  This review looked at the amount and cost of services.  The BHG members also had extensive discussions around how to measure quality, effectiveness and efficiency as they related to the findings of this data.
The MACSIS data review consisted of numerous reports and the refinement of those reports, analyzing the type of services provided across all providers.  Service providers included Medicaid-only providers, as well as those provider agencies that have contracts with Boards beyond Medicaid.  The data analysis also reviewed Medicaid providers that the Boards had a contract with and those providers who had a state Medicaid contract, but not specifically with the Board.  The analysis further refined the type of services by cost and by provider.  Further analysis looked at similar services provided and the costs of those services by different providers in each Board system and across all Boards in BHG.  This comparison allowed the Boards to compare by diagnosis the cost of the same mental health, drug and alcohol service categories between providers.  Further reports refined the analysis by comparing the amount of treatment given by diagnosis compared across providers and compared among Board areas.  The most recent data reports looked at the outliers in terms of cost and diagnosis.  BHG Boards set these reports to reflect two and three standard deviations from the mean for their review.  All of these reports separated Medicaid and non-Medicaid data.
Measuring quality, effectiveness and efficiency.  The sorting and analysis of the data described above lays the foundation for linking this data to other processes for measuring quality in terms of effectiveness and efficiency.  The challenges we have experienced and discussed in our BHG meetings are determining how to take the next steps in our analysis.  As defined in Appendix C of the Community Plan Guidelines, a cost effectiveness measure is defined as the ratio of cost to non-monetary units, and is used when both outcomes and costs are expected to vary.  Cost efficiency is the analysis used when differing services are known to produce the same outcome, and therefore the intent is to find the lowest cost way of producing the outcome.  The difference between cost effectiveness and cost-efficiency is that, to use cost-efficiency, the outcomes equivalence of various programs must first be established.  The Board and BHG focus, in terms of challenges to the next steps in assessing the quality of services, is to analyze the cost analysis data of MACSIS with the other data sources, Patient Care System, and the Ohio Behavioral Health database.
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.

The Board’s plan identifies two Behavioral Health Capacity goals:  The Board’s behavioral health capacity goals are infrastructure goals and objectives that support continued access to services to the broadest cross section of the population.  Reduce stigma (e.g., advocacy efforts) and sustaining a diversity of local revenue sources of support are the two capacity targets identified in the plan.  Reducing stigma is addressed in a number of ways through a variety of Board and provider activities.  The specific objective identified in this plan focuses on the programs of the Consumer Operated Center.  The Board selected this specific program as it is a visible representation to the community of the success and achievements of individuals in recovery.  Measures and indicators of the success in reducing stigma, in the context of the objectives of the outreach activities of the peer organization, would be in tracking the number and type of events where the organization is involved.
The Board’s plan identifies three Alcohol and Drug Prevention Goals and two Mental Health Prevention goals.  The process for measuring the Alcohol and Drug Prevention goals and objectives are outlined in the Web-based Prevention Service Plan that has been developed in collaboration with the Board and approved for implementation.  The Board will track the progress of these goals and objectives as they are reported through the state prevention reporting system.  Additionally, educational programming will be measured by pre and post tests.  Results of these tests will be delivered to stakeholders (Example: the teacher in whose class we taught) after completion of the program, and to funding sources quarterly and/or annually.  One-on-one programs will be measured through participation, demonstration of knowledge, and self-report.  Subjective results will be compiled by service providers and communicated to funding sources and stakeholders quarterly and/or annually.  The objectives of prevention programming will be measured countywide with each annual Youth Risk Behavior Survey.  A decrease in the number of youth reporting high risk activity will indicate success.  The results of this survey will be communicated to the county through schools and other community events.
The two Mental Health Prevention goals of suicide prevention and depression screenings would track the number of community based events directly related to these two areas.  Tracking the direct impact of these prevention efforts may show up in the tracking of successful suicides and tracking the number of persons who seek services for depression.  It would be difficult to make a direct correlation between the prevention efforts and the statistics since there are many other factors that may contribute to this data.  The Maternal Depression project has data related to SFY 09 when the demonstration project was funded.  Recently, a renewed effort to provide these services has begun through a grant from Union County Council on Families.  If the funding for this project and/or the activities of the project can continue through a Family Council grant, then the tracking of results and comparing them to FY09 will be part of this evaluation.
The Board has identified two ODADAS and ODMH Treatment and Recovery Service Goals.  The Board will use the State’s behavioral health module data source and indicators to measure clients who complete treatment and are abstinent, with a specific focus on persons identified with a prescription and/or opiate drug abuse/dependency.  The independent peer review is done on a quarterly basis and the Board will instruct the provider agency to have a selection of case records that will be representative of the population identified in this goal.  The Board will also work with the provider’s continuous performance improvement department to make sure that the counselors and supervisors understand the proper completion of the information that goes into the data collection for the behavioral health module.  The Board tracks a number of indicators related to the HUD Transitional Housing project; employment is one of these outcomes.  The Board will compare historical trends with the current state goal.
a.
How will the Board engage contract agencies and the community in evaluation of the Community Plan for behavioral care prevention and treatment services/
The Board will provide the contract agency and the consumer operated center with a copy of the Community Plan and review with them the plan and specific components that impact their service delivery and continuous performance improvement plans.  The Board always makes the Community Plan available through our public library.  In addition, the Board will schedule public meetings for review and comment of the plan and publish this event through local publications including newspapers, emails, and newsletters of various organizations.
b.
While milestones or indicators will be identified to enable the Board and its key stakeholders to track progress toward achieving goals?

Many of the elements of the Community Plan will have to be updated as the new Governor releases State budgets and priorities.  As this takes place, implementation of the Community Plan will become better defined.  This will allow the Board to assess the milestones that will be achievable and work with other community wide agencies in determining how the county will achieve not only the Board’s goals, but also how we will address the challenges that everyone will face through a collaborative effort.
c.
What methods will the Board employ to communicate progress toward achievement of goals?

The Board will use different methods with different groups to communicate the progress toward achievement of the goals identified in the plan.  Stakeholders will be informed though various meetings where the plan’s goals are of concern to the stakeholder.  For example, senior goals will be communicated with the Union County Senior Services program, schools and school boards will be involved in communicating and evaluating the goals that are directed toward their interests.  This will be the method used to communicate our progress with the various groups with whom the Board collaborates and with the partners for the achievement of not only the Board’s goals, but also with the goals we share with the other entities serving Union County citizens.
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
	Consolidated Care, Inc.
	Health Fairs
	General
	Universal
	
	5+
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Alternatives
	Consolidated Care, Inc.
	Drug Free Events
	Youth
	Universal
	
	3+
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Education
	Consolidated Care, Inc.
	Student Education


Adding Assets
	Youth


Youth
	Universal


Universal
	Life of an Athlete, TEG, Prime for Life

OSU Search Institute’s 40 Developmental Assets
	4


7
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No



 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No



 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No



 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Community-Based Process
	Consolidated Care, Inc.
	Community Collaboration
	General
	Universal
	
	3+
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Environmental
	Consolidated Care, Inc.
	Union County Drug Free
	General
	Universal
	SAMSHA SPF
	3+
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Problem Identification and Referral
	Consolidated Care, Inc.
	Risk Reduction-Youth

Risk Reduction-Adult

AWARE
	Youth

Adults

Adults
	Indicated

Indicated

Indicated
	Prime for Life

Prime for Life

Prime for Life
	1

1

1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No



 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No


 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

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

	OUTPATIENT (Level 1)
	
	
	
	
	
	
	
	
	
	

	Outpatient
	Consolidated Care, Inc.
	Women’s Recovery 

Domestic Violence Treatment

Youth Cannabis Program
Risk Reduction
Action Group

P/C/P Group
	Adult Women

Adult Men

Male & Female
Adult Men & Women
Adult Men & Women

Adult Men & Women
	
	Helping Women Recover Curriculum & Behavioral Health Recovery Management Model
Emerge Model

Motivational Enhancement Therapy (MET) & CBT
Prime for Life

CBT, Transtheoretical, Motivational Enhancement Therapy

CBT, Transtheoretical, Motivational Enhancement Therapy


	1
1

1

1

1

1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

	Intensive Outpatient
	Consolidated Care, Inc.
	IOP
	Adult Men & Women
	
	12-Step Psycho-Educational, Matrix Model
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

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

	COMMUNITY RESIDENTIAL (Level 2)
	
	
	
	
	
	
	
	
	
	

	Non-Medical
	Consolidated Care, Inc.
	Contract w/ Women’s Recovery Center
	Adult Women
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434

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

	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
	
	
	
	
	
	
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	

	ACUTE HOSPITAL DETOXIFICATION (Level 4)
	
	
	
	
	
	
	
	
	
	

	Acute Detoxification
	Consolidated Care, Inc.
	Contracts w/St. Ritas, Upper Valley Medical Center & Maryhaven
	Adult Men and Women
	
	
	1
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No
	8434


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
	Wings Enrichment Center
	
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Mentally Ill and/or AoD Addicted
	
	

	Supportive Housing
	Wings Enrichment Center

Consolidated Care
	8434
	1

2
	
	Yes   No

Yes   No
	Yes   No

Yes   No
	Yes   No

Yes   No
	Yes   No

Yes   No
	Homeless with Mental Illness and/or AoD Addiction
	6

43
	6

40

	Wellness Management & Recovery (WMR)
	Wings Enrichment Center
	
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Mentally Ill and/or AoD Addicted
	
	

	Red Flags
	
	
	
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	
	

	EMDR
	
	
	
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	
	

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

	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 
	
	
	
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	
	
	

	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
	Wings Enrichment Center
	
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Mentally Ill and/or AoD Addicted
	240
	260

	Peer Support Services
	Wings Enrichment Center
	
	1
	
	Yes   No
	Yes   No
	Yes   No
	Yes   No
	Mentally Ill and/or AoD Addicted
	240
	260

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

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


Please complete the following ODMH Service Level Checklist noting anticipated changes in service availability in SFY 2012:
ODMH SERVICE LEVEL CHECKLIST: This checklist relates to your plan for SFY 2012.  The alignment between your planned and actual service delivery will be determined using MACSIS and Board Annual Expenditure Report (FIS-040) data during February 2012.

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

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

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

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

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

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Pharmacological Mgt.

(Medication/Somatic)

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

	Mental Health

Assessment

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

	Psychiatric Diagnostic

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

	BH Counseling and

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

	BH Counseling and

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

	Crisis Resources & Coordination
	
	
	
	

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

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

	Police Coordination/CIT

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

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

	School Response

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


	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

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

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

	Crisis Face-to-Face Capacity for Adult Consumers
	
	
	
	

	24/7 On-Call Psychiatric 
Consultation

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

	24/7 On-Call Staffing by 

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

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

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

	Crisis Central Location Capacity for Adult Consumers
	
	
	
	

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

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

	Hospital contract for 

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

	Transportation Service to 

Hospital or Crisis Care 

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

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

	24/7 On-Call Psychiatric 
Consultation

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

	



	SFY 2011
	                                               SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	24/7 On-Call Staffing by 

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

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

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

	Crisis Central Location Capacity for C&A Consumers
	
	
	
	

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

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

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

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

	
	
	
	
	

	Partial Hospitalization,

less than 24 hr.

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

	Community Psychiatric

Supportive Treatment

(Ind.)

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

	Community Psychiatric

Supportive Treatment

(Grp.)

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

	Assertive Community

Treatment (Clinical

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

	Assertive Community

Treatment (Non-Clinical

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

	Intensive Home Based

Treatment (Clinical

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


	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)

Offered Service

Yes/No/Don’t Know

Circle the answer for each category
	(Question 2)

Plan to:

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 3)

Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category
	(Question 4)

Non-Medicaid Consumer Usage:

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

	Intensive Home Based

Treatment (Non- Clinical

Activities)

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

	Behavioral Health Hotline

Service

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

	Other MH Svc, not

otherwise specified

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

	Other MH Svc.,

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

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

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

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

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

	Consumer Operated

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

	Employment

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

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

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

	Occupational Therapy

Service

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

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

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

	Social & Recreational

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

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

	Crisis Care/Bed Adult  [see service definition below]


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

	
	SFY 2011
	SFY 2012

	Service Category
	(Question 1)
Offered Service

Yes/No/Don’t Know

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

Introduce (Intro)

Eliminate (E)

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

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

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

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

Increase (I)

Decrease (D)

No Change (NC)

Don’t Know (DK

Circle the answer for each category

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

	Foster Care Adult


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

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

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

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

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

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

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

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

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

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

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

	Inpatient Psychiatric

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

	Inpatient Psychiatric

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


[image: image4.jpg]ODMH 2012 Community Plan Adult Housing Categories

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

a sub-population of SPMI/SMI.

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

sponsorship and/or provision of some
degree of on-site supervision for residents
living in an apartment dwelling. Treatment|
services are billed separately.

« No leases: NOT covered
by Ohio tenant landlord
law

Housing Categories Definition Examples Number of SPMI/SMI Number | Number
(Please include Forensic & Sex Offender sub_of Units | of Beds
Crisis Care Provision of short-term care to stabilize « Crisis Bed [Total Number: 0 0
person experiencing psychiatric « Crisis Residential Forensic Sub-Population Total: 0 0
lemergency. Offered as an alternative to « Crisis Stabilization Unit |Sex Offender Sub-Population Total: 0 0
inpatient psychiatric unit. Staff 24 hours”
day/7 days a week. Treatment services
j paratel
(ODMH Licensed Residential JIncludes room and board, and personal « Licensed as Type I, I
Care care 24/7 if specified in license. Rules in or III (Residential Facility
[program or service agreement attached to|  Care) Total Number: 0 0
« Residential Support |[Forensic Sub-Population Total: 0 0
[Tvoe 1: Room & Board; Personal Care; « Supervised Group Living
Mental Health Services Sex Offender Sub-Population Total: 0 0
‘ype 2: Room & Board; Personal Care « Next-Step Housing from
psychiatric hospital and/or|
prison
[Type 3: Room and Board
(ODH Licensed Residential |Includes room and board, and personal « Adult Care Facilities Total Number: 1 5
Care care 24/7 if specified in license. Rules in » Adult Family Homes |Forensic Sub-Population Total: 0 0
[program or service agreement attached to| Group Homes
housing are applicable. Treatment services
are billed separately. Usually operator
lowned and staffed; provides 24-hour
supervision in structured environment.
Sex Offender Sub-Population Total. 0 0
Respite Care [Short-term living environment, it may or « Placement during
may not be 24-hour care. Reasons for this |  absence of another
type of care are more environmental in caretaker where client
nature. May provide supervision, services usually resides [ Total Number: 0 0
land accommodations. Treatment services = Respite Care |[Forensic Sub-Population Total: 0 0
are billed separately Sex Offender Sub-Population Total: 0 0
' Temporary Housing Non-hospital, time limited residential « Commonly referred to
program with an expected length of and intended as time-
loccupancy and goals to transition to limited, short term living  fTotal Number: 0 0
permanent housing. Includes room and « Transitional Housing
board, with referral and access to Programs Forensic Sub-Population Total: 0 [
treatment services that are billed « Homeless county
separately. residence currently
receiving services Sex Offender Sub-Population Total: 0 0
« Persons waiting for
housing
« Boarding Homes
« YMCA/YWCA (not part of
a supportive housing
program)
Board/Agency Owned Person living in an apartment where they » Service Enriched
'Community Residence entered into an agreement that is NOT Housing Tolal Number: 2 9
covered by Ohio tenant landlord law. « Apartments with non-
Rules in program or service agreement clinical staff attached |Forensic Sub-Population Total: 0 0
2ttached to housing. Refers to financial |, supervised Apartments fSex Offender Sub-Population Tolal: 0 )
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[image: image5.jpg]Housing Categories Definition Examples Number of SPMI/SMI Number | Number
(Please include Forensic & Sex Offender sub{ of Units | of Beds
Permanent Supportive Person living in an apartment where they | « HAP Total Number: 6 6
with Primary Supportive entered into a lease with accordance to « Housing as Housing [Forensic Sub-Population Total: 0 0
Ohio tenant landlord law or a mortgage « Supervised Apartments "
and, in instances where ODMH allocated i _ Sex OffenderSub-Fopulation Total 0 ¢
funds have been used, an exit strategy for| * Supportive Housing
the subsidy has been developed. = Person with Section 8 or|
| Treatment services are billed separately. Shelter Plus Care Voucher
(The landlord may be a housing agency « Tenant has lease
that provides housing to mental health « Supportive Services
consumers.) 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
recnureac
Permanent Supportive Person living in an apartment where they * HAP Total Number: 8 19
with Supportive Services er;tered into a lease v;:ith accordance to + Housing as Housing Forensic Sub-Population Total: 0 0
Ohio tenant landlord law or a mortgage % i »
and, in instances where ODMH allocated : zzperovrltsi\e/: :za::!ents Sex Offender Sub-Population Total: 0 0
funds have been used, an exit strategy for PP i u . 9
the subsidy has been developed. = Person with Section § o
[ Treatment services are billed separately. Stiltet. Plss Care Voucher
(The landlord may be a housing agency « Tenant has lease
that provides housing to mental health * Supportive Services
consumers.) 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.
Independent Community  [Refers to house, apartment, or room « Own home Total Number: 0 0
(Rent or Home Ownership) Jwhich anyone can own/rent, which is not « Person with Section 8
sponsored, licensed, supervised, or Voucher (not Shelter Plus
otherwise connected to the mental health Care) |Forensic Sub-Population Total: 0 0
system. Consumer is the designated head| « Adult with roommate
of household or in a natural family with shared household
lenvironment of his/her choice. expenses Sex Offender Sub-Population Total: 0 0

= 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.
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ODADAS Waivers

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

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

	
	
	


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

	
	
	
	


Additional ODMH Requirements

(Formerly Community Plan – Part B)
[image: image6.jpg]Notification of Election of Distribution — SFY 2012

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

X The Board plans to elect distribution of 408 funds.

The Board plans not to elect distribution of 408 funds

Signed: 4\

Exec[ltlve Dlrecto?j @é
Alcohol, Drug Addiction Mental Health Services Board or
Community Mental Health Board

o 2u/y

Date:
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[image: image7.jpg]State Hospital Inpatient Days

BOARD NAME: Mental Health & Recovery Board of Union County

2012 Planned Use of State Hospital Inpatient Days By Hospital/Campus

1. Regional Psychiatric Hospital Name

Twin Valleys — Columbus Campus

530

Total All State Regional Psychiatric
Hospitals Inpatient Days

530

* When specifying a Regional Psychiatric Hospital, please indicate a

particular campus.

Signed 6\/\4

ADAMH/CMH Board BXecutive Director

CSN Services

I anticipate renewing contracts for CSN services.

P67




Board Membership Catalog for ADAMHS/ADAS/CMHS Boards 

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Robert Ahern, Ph.D.
	Appointment           Sex                   Ethnic Group 
     ODADAS            M                       Caucasian
Officer                    Hispanic or Latino (of any race)
       No                                         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)

260 Grove Street, Marysville, OH  43040

	

	Telephone (include area code)

937-645-3029   ext 3409

	County of Residence

 Union
	

	Occupation

Therapist, Social Service Administration
	

	Term

First Full Term
	Year Term Expires

2013
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Deborah Lee Crawford
	Appointment           Sex                   Ethnic Group 
    County                   F                         Caucasian
Officer                    Hispanic or Latino (of any race)
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)

14105 Maple Ridge Road, Milford Center, OH  43045

	

	Telephone (include area code)

937-349-9584

	County of Residence

 Union
	

	Occupation

Self Employed
	

	Term

First Full Term
	Year Term Expires

2015
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Sandra DeBlanc-Robbins
	Appointment           Sex                   Ethnic Group 
 ODADAS                F                      Caucasian
Officer                    Hispanic or Latino (of any race)
Vice Chairman                                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)

9946 Ketch Road, Plain City, OH  43064

	

	Telephone (include area code)

614-733-0378

	County of Residence

 Union
	

	Occupation

Mediator
	

	Term

First Full Term
	Year Term Expires

2013
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Charles R. Dyas, Jr.
	Appointment           Sex                   Ethnic Group 
   County                    M                     Caucasian
Officer                    Hispanic or Latino (of any race)
Chairman                                    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)

Barnes & Thornburg LLP
Fifth Third Center
21 East State Street, Suite 1850
Columbus, OH  43215-4219
	

	Telephone (include area code)

614-628-1408

	County of Residence

Union
	

	Occupation

Attorney
	

	Term

Second Full Term
	Year Term Expires

2013
	


	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Dr. Mary Applegate
	Appointment           Sex                   Ethnic Group 
   County                   F                         Caucasian
Officer                    Hispanic or Latino (of any race)
       No                                        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)

945 Walker Woods, Marysville, OH  43040

	

	Telephone (include area code)

937-645-5466

	County of Residence

Union
	

	Occupation

Physician
	

	Term

First Full Term
	Year Term Expires

2012
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Lisa Highberger
	Appointment           Sex                   Ethnic Group 
     ODADAS             F                       Caucasian
Officer                    Hispanic or Latino (of any race)
       No                                          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)

884 Wedgewood Drive, Marysville, OH 43040

	

	Telephone (include area code)

937-738-7232

	County of Residence

Union
	

	Occupation

Receptionist
	

	Term

First Full Term
	Year Term Expires

2015
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Kyle Kent
	Appointment           Sex                   Ethnic Group 
        ODMH             M                     Caucasian
Officer                    Hispanic or Latino (of any race)
     No                                       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)

15525 Hagenderfer Road, Marysville, OH  43040

	

	Telephone (include area code)

614-873-2280

	County of Residence

Union
	

	Occupation

Nutritionist 
	

	Term

First Full Term
	Year Term Expires

2012
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Noreen Runyan
	Appointment           Sex                   Ethnic Group 
    ODMH                 F                       Caucasian
Officer                    Hispanic or Latino (of any race)
No                                       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)

361 Wilderness Road, Marysville, OH  43040

	

	Telephone (include area code)

937-243-2242

	County of Residence

Union
	

	Occupation

Registered Nurse
	

	Term

First Partial Term
	Year Term Expires

2013
	


	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Kevin Decot
	Appointment           Sex                   Ethnic Group 
      County               M                        Caucasian
Officer                    Hispanic or Latino (of any race)
  No                                                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)

463 Calvary Road, Marysville OH  43040

	

	Telephone (include area code)

937-642-0626

	County of Residence

Union
	

	Occupation

Human Resource Manager
	

	Term

Partial Term
	Year Term Expires

2015
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Charles Sattler
	Appointment           Sex                   Ethnic Group 
  County                    M                    Caucasian
Officer                    Hispanic or Latino (of any race)
 No                                           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)

1571 Saffron Drive, Marysville, OH  43040

	

	Telephone (include area code)

937-644-1916

	County of Residence

Union
	

	Occupation

Geneticist 
	

	Term

First Full Term
	Year Term Expires

2014
	

	Board Name

Mental Health & Recovery Board of Union County
	Date Prepared

08-01-2011

	Board Member

Anthony Smith
	Appointment           Sex                   Ethnic Group 
     County                  M                      Caucasian
Officer                    Hispanic or Latino (of any race)
      No                                            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)

10300 McBride Road, Marysville, OH  43040

	

	Telephone (include area code)

937-707-8754

	County of Residence

Union
	

	Occupation

Electronic/Computer Engineer
	

	Term

Partial 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

	Jennifer Burrows
	715 S. Plum Street
	Marysville
	43040
	937-644-9192
	jburrows@ccibhp.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

	Andrea Ropp
	715 S. Plum Street
	Marysville
	43040
	937-644-9192
	aropp@ccibhp.com




INSERT ADDITIONAL BOARD APPENDICES AS NEEDED

[image: image1.jpg]RESOLUTION

The Mental Health & Recovery Board of Union County hereby approves and authorizes the
Executive Director to submit to the State of Ohio the plan the Community Plan for SFY 2012-
2013, which includes the two capital project components of increasing permanent supported

housing units and renovating space for vocational services.

Accepted this 18th day of August, 2011 by approval of the Board of Trustees.
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Sandra DeBlanc-Robbins, Chairman
August 18,2011
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