ANNUAL REPORT FISCAL YEAR 2010

INTRODUCTION TO ANNUAL REPORT

The contents of the Annual Report summarize the duties and the accomplishments of the Anne Arundel County Mental Health Agency in its role as “Core Service Agency (CSA).  This CSA:

· Monitors mental health services being provided in the County and assures that feedback to the public, providers, and managers occurs in a timely manner. 

· Designs and Offers an ideal continuum of services and coordinates these services to maximize their use.

· Strives to fill identified service gaps by obtaining additional resources or identifying more efficient delivery methods.

· Educates the public, service providers, advocacy and community groups and the government about the cost of mental illness, the effectiveness of treatment, the potential for improving the community through health and behavioral health promotion and wellness thereby reducing the stigma and discrimination shown towards persons with behavioral health disabilities.

· Anticipates new trends in treatment and health care delivery and responds to opportunities for community betterment that may result from these changes rather than reacting and opposing trends and developments. 
Three areas of accomplishment are emphasized because they provide proof of the importance of solid local leadership and governance in behavioral health:

1. Ending State Hospital Admissions except for criminally involved persons through local development and coordination of Crisis, Hospital Diversion and Entitlements procurement for individuals.

2. Demonstrating the effectiveness of coordinated behavioral health treatments by culturally competent, co-occurring disorders trained staff with cost analysis and outcome measurements.

3. Preparing the local system for the immense changes in the next few years related to National Health Care Reform.

An effective service delivery system does not just happen; it is the result of years of planning, measurement, collaboration building, and accountability.  The Anne Arundel County Mental Health Agency is proud of its role in making this community a better place.  

Agency Overview

The Anne Arundel County Mental Health Agency, Inc. (AACMHA) is a private non-profit 501(c) 3 organization located at 1 Truman Parkway, Suite 101, Annapolis, MD. As the Core Service Agency (CSA) for the County, the AACMHA is the local mental health authority responsible for planning, managing, and monitoring public mental health services at the local level. These services are provided as stipulated by the Health General Article, 10-10-1203, Annotated Code of Maryland. The AACMHA is established by State Law (HG£10-1201-1203) and enabled by County Ordinance (Article 2, £2A-102).

When the AACMHA was established, Anne Arundel County officials chose a not-for-profit management structure with a Board of Directors appointed by the County Executive, and accountable to the County Council for its activities. The Board of Directors consists of county officials, consumers, advocates, and other citizens.  The Board of Directors oversees the operations of the AACMHA. Executive Director, Francis A. Sullivan, LCSW-C, directs day-to-day operations with the assistance of several committees composed of board members and staff.
The AACMHA functions as the local single point of accountability, planning, funding and coordination for the care of eligible residents in Anne Arundel County. The AACMHA continuously raises the standards of care, drives the implementation of Evidence-Based Practices (EBP’s), and achieves extraordinary outcomes for those in the Public Mental Health System (PMHS). AACMHA regularly develops and implements innovative services that provide quality care and result in positive outcomes for consumers while ensuring effective stewardship of public mental health dollars. 

The AACMHA has increased fiscal accountability and program outcomes to a level that has often allowed for new service provision without additional funding. AACMHA has established a comprehensive planning process that has led to changes in state budget priorities. These changes have resulted in more responsive services at the local level.

Mission

The mission of the Anne Arundel County Mental Health Agency is to provide leadership and collaboration for planning, monitoring, and managing of a comprehensive continuum of mental health care to eligible residents of all ages.

Vision

The AACMHA works to create and continuously improve a public mental health system that is flexible, responsive, and meets the needs of the people it serves. A single point of entry, a single point of decision-making, and the ability to access needed services from any point in any system, are crucial to responsive, individualized, and coordinated care, focused on wellness and recovery.

Values

The AACMHA believes that residents with mental health problems have the right to:

· Receive culturally sensitive and diverse services;

· Choose from an array of services, providers and locations;

· Live in the least restrictive environment feasible;

· Retain the fullest possible control over their lives;

· Be treated fairly and equitable;

· Be free of discrimination based on their disability;

· Be fully involved in decision-making regarding their care; and 

· Provide input that effects the overall operations of the Public Mental Health System.

HIGHLIGHTS OF ACCOMPLISHMENTS AND SIGNIFICANT ACTIVITIES IN THE PREVIOUS YEAR

Leadership & Collaboration Activities

Involvement in organizations, such as:

· Board of Directors of the National Association of Behavioral Health and Developmental Disabilities (NACBHDD), 
· Board of Directors of the International Critical Incident Stress Foundation (ICISF), 
· Anne Arundel Community College, Allied Health Division Advisory Committee, 
· Maryland Association of Core Service Agency (MACSA) 
· MHA Data Committee, 

· Maryland Association of Certified Public Accountants Government and Non-Profit Workgroup

· Step Down and Diversion Work Group

· MACSA Data Committee

· Child and Adolescent Coordinators Group
· Emergency Management Committee for People with Disabilities 
· Community Resource Initiative

· Anne Arundel and Annapolis Community Partnership to End Homelessness 
· Community College Advisory Committee 
· Commission on Disability 
· Aids Coalition 
· Anne Arundel County Partnership for Children, Youth and Families 
· Workgroup for People with Disabilities-Emergency Management Issues
· Suicide Prevention Workgroup
· Criminal Justice Coordinating Council (CJCC)

· Lighthouse Shelter Building Advisory Committee  (completion of a new Homeless shelter

Promoting Community Partnerships in Anne Arundel County:

· Co-Chair, with the Anne Arundel County Department of Health-Division of Mental Health and Addictions, Co-occurring Disorders Leadership Group with the mission of implementing and coordinating a consistent approach to persons with co-occurring substance abuse and mental illness
· Leadership for the Implementation of a Comprehensive Continuous Integrated System (CCISC) for co-occurring treatment
· Training development  - some agencies are beginning to utilize the CCISC model in treatment
· Staff representation  (Chief Financial Officer) in the  Maryland Association of Certified Public Accountants’ (MACPA) Government and Not for Profit (NFP) Committee
Providing Regional Coordination:

· Five-County Project, known as the Crownsville Project, which has been operational since January 2005
· State-Wide Network of Care for Behavioral and Mental Health and Veterans and Service Members

· Mental Health First Aid

· Cultural Competency

· Studies through University of Maryland Outcome Study – Psychotropic Meds for Kids 

· Study through University of Maryland, Foster Care Standardized Treatment

· Health Management Group Data Analysis

· Workforce Development; study and analysis through John Hopkins Sar Levitan Center
 Conducting Trainings and In-Service Activities:

Presentations regarding the PMHS and Network of Care to:

· Human Services Coordinating Committee
· Department of Aging
· On Our Own
· NAMI

· Health Department
· Criminal Justice Coordinating Council
· Public School Guidance Counselors
· Department of Social Services County DDA Managers 
· Hospital Emergency Personnel
· County Government Officials
· Co-Sponsored with NAMI and the Anne Arundel Medical Center “Minds on Edge:  Facing Mental Illness”  Training
As an update, the plan section focuses on changes in goals.  The Annual Report section is a recap of accomplishments and is presented in greater detail.
Annual Report of Activities during Previous Plan (FY2010) Period:

· Monitor grantees; regularly review, prepare and consolidate monthly vendor service reports for State and Federal Government
· Provide annual program activity audits where follow-up action is taken, if necessary, and documented as appropriate
· Collect and provide monthly data to the Core Service Agency Board of Directors 
· Monitor consumer complaints – Complaints are processed in accordance with the Agency’s policies and procedures. This system was unchanged in FY10.

· Review psychiatric appeals through a contract with the Anne Arundel County Department of Health using a board certified psychiatrist.  IN FY2010 no appeal was overturned.

· Administer and score consumer satisfaction using the Behavioral Healthcare Rating of Satisfaction scale (University of Southern Florida) in the four Residential Rehabilitation Programs (RRPs). The overall results in 2010 for the programs surveyed ranged from 5.3 to 6, with a score of six being maximum satisfaction or “strongly agree”.
· The fourth quarter monitoring by the state in fiscal year 2010 concluded with the following: “…the Mental Hygiene Administration (MHA) congratulates the CSA for its active monitoring and problem-solving throughout the year. There is no follow-up necessary.
· Conduct consumer satisfaction surveys with patients funded under the Crownsville Hospital Program Community Placement Funds with equally favorable results. Thanks are also extended to our out-of-county providers for their assistance in completing these surveys.
· Follow up with program management to address any concerns raised after the Consumer Quality Team (CQT) of Maryland visits each of the Psychiatric Rehabilitation Programs (PRPs) within the county. The CQT Team provides a report to the PRP and the CSA. If an individual consumer has raised a specific concern, then the CSA follows-up to assure there is a satisfactory resolution.
· The fourth quarter monitoring by the state in fiscal year 2010 concluded with the following: “…the Mental Hygiene Administration (MHA) congratulates the CSA for its active monitoring and problem-solving throughout the year. There is no follow-up necessary.

Therapeutic Mentoring Program
 Since 2000, the CSA has offered clinically-based, therapeutic mentoring services to youth actively participating in traditional therapy services. Youth who are consistently attending individual and family therapy are referred to this program by their therapist, in consultation with the CSA’s Child and Adolescent Specialist. Long term and short term clinical goals are established which become part of the youth’s Treatment Plan. Weekly documentation by the mentors captures progress for each participant toward the goals, and is shared with the therapist. The goal for all participants was to keep these youth in their community and able to work on their therapeutic issues without relying solely on more intensive mental health services.  The program was on site at the YWCA three nights a week offering a scheduled program of group activities and individual mentoring. Transportation and a meal are provided as well as a monthly social outing that can include the mentees’ families. In 2010, 18 mentors participated in the program and 43 children were served.
As part of the CSA’s routine procurement process, this program was rebid for the fiscal year 2011 contract period. Building Communities Today for Tomorrow, Inc. (BCTT) was the successful bidder.  
Case Management

In fiscal year 2010 Case Management returned to Fee for Services after being grant-funded fiscal years 2008 to 2010.  The primary focus for General Case Management has been linkages to services and entitlements. Those meeting criteria for intensive Case Management receive services focused on relapse prevention and recovery.

Flexible Funding

Children and Adolescents (C&A)
A new vendor was added to provide C & A Case Management in fiscal year 2010 with two additional providers beginning in fiscal year 2011. All three vendors will provide services to both C & A and Adults, offering more consumer choice. 

Flexible funding was used for 31 children and adolescents. 19 youths were able to attend summer therapeutic programming and other therapeutic programs during the school year. The CSA spent $8,363 on flexible spending for the C & A program; a decrease from fiscal year 2009 when $16,956 was spent.
Adults
Adult flexible funding provides a low-cost, high-return service that fills a gap not able to be addressed elsewhere in the system and may prevent the use of a much costlier service, such as hospitalization. For example, these funds allowed individuals to use Handi Cab vouchers through the Department of Aging so they could maintain their stability and independence in the community. They were also used to obtain birth certificates and state IDs which were vital to receiving benefits. In fiscal year 2010, 29  consumers were served with flexible funding totaling $21,259, a decrease of $3,893 from fiscal year 2009 ($25,152.49).

Medication Bridge Program

In fiscal year 2010, the Medication Bridge Program provided medications to more than 100 consumers and over 158 prescriptions were filled. It also provided laboratory tests for 42 consumers covering 114 tests. These numbers represent a decrease from fiscal year 2009 when 174 patients received medications, accounting for 388 prescriptions, and 46 people had lab tests that resulted in 110 tests. The decrease in numbers is primarily due to changes in the eligibility requirements which placed an increased emphasis on monitoring benefit applications. 
Children’s After Care Worker
The CSA funds a full-time staff member to provide Information and Referral services to anyone who calls seeking assistance. The worker specializes in navigating the county’s Continuum of Care (the complex system of C & A services). This project was developed several years ahead of statewide initiatives for Single Points of Access within communities.  In fiscal year 2010, 1,683 individual children were served through this service. This represents an increase of over 200 children from fiscal year 2009. As more children become uninsured as their parents lose their jobs, and possibly their health care coverage, it is expected that the number of calls and the need level will intensify.
Transition Age Youth (TAY) Program 
In May, 2010, the CSA had a change in provider for the TAY program.  Partnership Development Group (PDG) was awarded the contract. A total of 25 youths were enrolled in the TAY program in fiscal year 2010. Highlights from the program for this year include that three youth enrolled in the local community college, four youths graduated from high school, one with honors, and all 25 youths remained in mental health treatment.  The program now operates at half of its original funding level established FY2002.
Waxter Children’s’ Center 
In fiscal year 2010, Department of Juvenile Services funding was managed by the CSA to provide 920 hours of service from a licensed psychologist at the Waxter Center and 562 hours of psychiatric time by a licensed psychiatrist. The funding provided adolescent girls involved with the criminal justice system a total of 382 hours of assessment time and 398 hours of direct service. The number of youth benefitting from this service averaged 39. This program is an example of the goal of the CSA to identify gaps in service and introduce programs to fill these gaps through its partnership with all agencies. 

Shelter Plus Care
The Shelter Plus Care program is a Federally Funded Housing Program which is comprised of two separate grants from the MHA Division of special Populations.  It provides tenant-based housing to 26 clients and their 18 children. 11 units are targeted to chronically homeless individuals coming from the detention centers. The Shelter Plus Care program received an increase in the fair market rent amount as mandated by HUD (Housing and Urban Development), allowing the agency to increase the amount of rental subsidy. The case managers are spending more non-billable time locating appropriate units with landlords who are willing to work with this population. 
An increase in administrative requirements and a change in Case Management funding has led to more time requirements and assistance from the CSA staff with no corresponding increase in funding for CSA administration.  In FY2011, the MHA is permitting an additional 1% of rents paid to help offset the increased administrative burden.
Supported Housing Opportunities Program (SHOP)

The CSA receives federal grant funds through the Arundel Community Development Services (ACDS) to provide housing for chronically mentally ill consumers and their families who are homeless.  The monies cover nine units, eight of which are filled. Consumers often find their own apartments and work with their case managers to meet the requirements for occupancy. No increase in the amount of rental subsidy was available again this year. The result is that CSA staff is offering more assistance to these participants without any increase in administrative or operational funding.

The philosophy of wellness and recovery is paramount in working with these consumers. This is another example of the CSA’s ability to leverage service dollars and provide additional supports to Anne Arundel County consumers that would otherwise be unavailable.

Supported Housing Developers (SHD), Inc.

This program provides 36 units serving a total of 63 consumers.  Of those 36 units, 32 are double units and four are single. All of these consumers also have obtained Section 8 vouchers. In order to qualify for the program, consumers must be actively participating in mental health services.  The CSA provides 50% of the funds for a program manager to serve the program. 
Omni House provides the remainder as an in-kind donation. This service is an excellent transition option for consumers ready to leave a Residential Rehabilitation Program (RRP) but not able to live completely independently.  As of June 30, 2010, all units were filled and a steady demand for the program remains.
Samaritan Housing Bonus 
The Samaritan Housing Bonus program is new to Anne Arundel County. This federally funded program providing rental support for up to five chronically homeless individuals. By the end of fiscal year 2010, all five beds were filled. Funding is through Arundel Community Development Services (ACDS) and the funding received was for bed capacity only.  Current CSA staffing levels have been adequate for this additional workload. 

Adult After Care Specialist

Adult Services in the Public Mental Health System are very complex and require extensive oversight to ensure that a range of quality services are available to our residents. The Adult Aftercare Specialist acts in the capacity of a liaison with the State Hospitals and various other Community Agencies and organizations to facilitate a smooth transition for consumers entering community services. This full-time staff member employed by the CSA responded to 1,050 referral calls in fiscal year 2010. The total number of persons served for the year was 941. 
SOAR (SSI/SSDI Outreach, Access and Recovery)

The CSA has partnered with the Mental Hygiene Administration’s Office of Special Needs Populations to promote and expand the SOAR training initiative to Case Managers in Anne Arundel County. The program assists the mentally ill and co-occurring homeless residents of Anne Arundel County through the difficult and often lengthy Supplemental Security Income (SSI) application process.  It provides these individuals with the tools needed to obtain benefits, including affordable housing, access to health care and mental health resources. 
The CSA collects and enters data received from Case Managers into the State’s SOAR database on a monthly basis. The program also arranges for monthly meetings of the SOAR Case Managers to assist with any issues that may arise during this application process.

Second Genesis Dual Diagnosis Program

The Second Genesis Dual Diagnosis Program provides psychiatric services within a residential substance abuse program to individuals with co-occurring mental illnesses who are court-ordered to receive substance abuse services.  The grant funds a portion of the psychiatrist’s salary. In fiscal year 2010 the grant funded 312 hours of psychiatric care for 24 unduplicated consumers. 

Signing Therapist

Arundel Lodge continues to be the primary service provider for the deaf and hard of hearing in Anne Arundel County initiating ties with the local deaf community in the County and in Baltimore and normalizing the lives of these consumers by increasing their social network. In 2010, 14 individuals were served by Arundel Lodge in their residences. The addition of interns and a professor from Gallaudet University has enhanced the therapeutic and social programming.  The CSA also provides interpreter services on an ad-hoc basis to providers/therapists requesting assistance in special situations as described above.  In March 2010, Omni, Inc. became a provider for one deaf resident, presenting challenges for Omni, Inc. and the CSA is assisting.
Medical Services at Arundel Lodge

MHA and the CSA recognizes the importance of medical supports to medically frail individuals who had been placed in Geriatric Group Homes. Funding continues for a part-time (.5) registered nurse and part-time (.5) recreational therapist. Services have been provided to 24 consumers.
 This program is extremely successful in supporting members of the Medically Compromised Mentally Ill group to function at their highest potential outside   hospital and nursing home settings. The CSA would be interested in any pilot programs funded by the state for home health care directed toward keeping patients such as these out of institutional care.1,227 nursing hours were available to this increasing fragile population who has complex medical conditions. 427 hours of rehabilitation supported the program. Without these supports, hospitalization with its high per diem would be inevitable for these patients. 

Spanish-Speaking Psychiatrist
A Spanish speaking psychiatrist provides 190 hours per year at the Stanton Center in Annapolis, Maryland. The hours available (190 per year) are far less than the need requires but cost and scarcity of medical personnel continues to be a problem. A 2010 review of patient records indicates the psychiatrist works well beyond his reimbursed hours.  Medical staff from the Anne Arundel Medical Center continues to treat uninsured residents of Anne Arundel County at the Center. 

Evidence-Based Practice (EBP) for Supported Employment

PDG, Arundel Lodge and Omni House are three Anne Arundel County EBP Providers for Supported Employment. In fiscal year 2010, this service was completely funded via Fee For Service (FFS). During the year the consumer count rose almost 38% to 208 persons served, up from 151 in 2009 demonstrating the increased demand for this service. The administrative burden to the providers has already caused one provider to relinquish its’ designation as an EBP provider. 

Veterans Mental Health

In fiscal year 2010, the CSA, in conjunction with Anne Arundel County Department of Health, linked 28 veterans and their families, who have been part of Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF), to mental health services. Funding was provided through a grant from the County’s Department of Health to enable veterans to receive ongoing mental health treatment in the communities in which they live. The following table is a summary of services received by veterans in fiscal year 2010. 
	Veterans’ Services

	No. of veterans served
	28

	No. of psychiatric evaluations
	28

	No. of medication management visits
	0

	No. of mental health therapy sessions
	229

	Total Cost Commitment
	$20,800


Co-Occurring Services

In fiscal year 2010, the CSA, in conjunction with the County Health Department, also linked 289 county residents to acute mental health treatment. The program provides psychiatric evaluations, mental health therapy and medication management for county residents who were uninsured, struggled with mental illness and/or substance abuse, and were at high risk of hospitalization or incarceration. The following table holds a summary of services for fiscal year 2010:
	Co-Occurring Services

	No. of co-occurring consumers service
	289

	No. of psychiatric evaluations
	198

	No. of medication management visits
	33

	No. of mental health therapy sessions
	608

	Total Cost Commitment
	$40,000


Approximately 60% of those in the program had either had a conviction in the past or were currently on some level of probation. In these cases, almost 100% of the time, the incarcerations were related to their co-occurring conditions. It was determined that nearly 100% of everyone who received services had been or was involved in some type of behavior that significantly increased the likelihood of being arrested and ending up in the justice system. For many of these consumers, receiving co-occurring treatment through this program was the first time they had been diagnosed and the first time they had received psychotropic medication. The program saw a decrease in recidivism and hospitalizations among those who received treatment.

Data collection and systems analysis of our existing Public Mental Health System (PMHS) 

University of Maryland

Two grants were awarded; for studies on the possible side effects of psychiatric medications for children and adolescents and for studies on the therapeutic foster care program.

Network of Care

The CSA serves as the contract monitor and liaison for the Network of Care statewide for both the Behavioral Health and Veterans’ websites. In fiscal year 2010 the CSA worked with Trilogy, the website provider, to update the Provider listings on each county site through a series of mass e-mails and telephone data clarification calls.   The URL for the Network of Care is www.networkofcare.org 
In 2010 the CSA developed a Behavioral health Research site for the University of Maryland, Baltimore. This site is a subset of the Network of Care and will be available for other university research institutions to add research projects that impact the mental health field.  Semi-annual user meetings are held with representatives of all counties to respond to issues, share marketing efforts, and provide updates/training on all new initiatives. The CSA continually monitors both the Veterans and Behavioral Health sites for usage. 
In the past year usage of the Network of Care site has increased remarkably both statewide and locally (see table).

Network of Care Usage 7/1/09 – 6/30/10

	
	Behavioral Health
	Veterans

	 Total Sessions
	198,250
	5,896

	Total Page views
	2,131,829
	16,865

	Total Hits
	3,339,529
	98,944


Employment Transformations Effort:  John’s Hopkins Sar Levitan Center
In 2010, the Employment Transformations Effort developed a pilot study of a Peer Resource Employment Specialist (PERS) Tool Kit and training sessions. The purpose of the sessions is to prepare consumers of Mental Health Services who are full or part-time staff of Mental Health organizations to learn how to assist other consumers to enter or reenter the labor market. 
A collaborative approach between three systems; the mental health system, the workforce development system and the community college system was developed in order to create a career path for entry level workers in the Mental Health System. The program was piloted at the Greater Baltimore Medical Center (GBMC) and was well received.
Through fiscal year 2011 these programs will be a focus for further development and extension as Transformations continues to look at reshaping our changing mental health system.
Mental Health First Aid Program
The mission of the Mental Health First Aid program is to educate every citizen to recognize behavioral health concerns and respond with a degree of competency to these concerns. In 2010, 112 Mental Health First Aid Manuals have been produced and distributed throughout Maryland and 163 people have been trained.
Jail Trauma Project

In fiscal year 2010, the Jail Trauma Project provided 140 assessments at the Jennifer Road Detention Center in Annapolis. This is an average of 16.7 assessments per month.  Additionally an average of 60.3 persons per month received individual therapy, exceeding the goal of unduplicated individuals per month that were referred and an average of four group sessions per month were held. 
Changes in the jail population and staff turnover have affected the number of services provided.  Additionally, the change in funding from grants to Fee-for-Services has had a dramatic, negative impact on this project.  The CSA is continuing to struggle with the loss of Case Management to this project. The grantee remained adequately staffed to handle all referrals for service within the Detention Center.  
Mental Health Jail Program
The Mental Health Jail Program provides social work, psychiatric and limited case management services to the detention facilities at both Jennifer and Ordnance Roads. In fiscal year 2010, a total of 861 mental health assessments were conducted.  Of those assessed, 108 were referred for case management services in the community. Mental Health assessments and referrals to Case Management were slightly below expectations. This is related to internal matters within the detention centers.  The CSA is taking the following measures:
· Continual refinement of the assessment tool and ongoing training for those doing the assessments.
· Reinforcement of the philosophy that  “discharge begins on admission” so that case management and therapy services are introduced quickly to the incoming inmate.
· Identification of system breakdowns quickly.
· Coordination with all parties to insure that resolution of issues becomes a team effort. 

· Training to new personnel.

All concerned are in agreement that everyone benefits from recognizing and treating the behavioral issues during incarceration to better prepare the inmate for discharge. Training is a key factor as staff changeover in a busy system is difficult. 

Crownsville Hospital Community Project

19 patients continue placement outside State Hospitals under the supervision of seven different providers. Patients are monitored through monthly progress reports routine calls and on-site annual satisfaction surveys. Without these funds, these patients would not have left the hospital system. All 19 individuals continue to live successfully in the community. The following vignettes illustrate the effect of local involvement on these difficult cases and the successful outcome of the community placements:

Example 1:  
The Consumer had spent his adolescent years in foster care during which he had seventeen hospitalizations. Concern for him resulted in a community meeting with the CSA sponsoring a case presentation to representatives of the psychiatric community field, Department of Social Services, Juvenile Justice, and the Health Department. His resulting placement has been stable for two years with no further hospitalizations.

Example 2:  
A young consumer with a history of brain trauma and bipolar illness received a rental subsidy and case management services to maintain him in the community along with strong family support.  This consumer was a very high-cost user to the PMHS but is no longer high cost.
Lakeview Hospital 
Two consumers continue successful placement in this Virginia hospital. Both have severe and complex medical illness co-occurring with their psychiatric illness.  No facility in Maryland would accept them even though both are relatively stable. Recently the monthly report on one patient indicated that the patient is now moving from the acute care facility to a step-down facility on the hospital grounds. The CSA continues to monitor.
On Our Own of Anne Arundel County
On Our Own is a non-profit, self-help, community-based organization that serves as a social, educational, and support center for mentally ill consumers. The Actual FY2010 hours taken from the On Our Own Annual Report and audited by this Agency is 1,219 hours.  Membership increased to 150 from last year’s 120.
The Wellness and Recovery Program (WRAP) was most successful with several of the new members being trained as “trainers”, and outreach extending to the Provider Programs.  Consumer interviews conducted indicated that the WRAP program was a significant component of their recovery process. 
Comprehensive Crisis Services

Since 1999, the Anne Arundel County Mental Health Agency has developed and secured various funding sources for an array of Mental Health Crisis Outreach and Support Services. The Crisis Response and Warm line, operated by the Affiliated Sante Group (ASG), features an Operations Center open 24 hours a day; a walk-in center open until 10:00 p.m. seven days a week; urgent care appointments with a psychiatrist; the Community Outreach Team of Anne Arundel (COTAA); and six police-based Mobile Crisis Teams. COTAA, operating with a part-time psychiatrist and part-time therapist, works with homeless and treatment resistant, severely mentally ill (SPMI) persons. The operations center uses the Network of Care community service listings to coordinate services and referrals. In fiscal year 2010, the crisis response system consistently met or exceeded its target goals in most areas of service provision. 

	Crisis Response System Data for 2010



	
	Target Annual Total 
	Actual Annual Total
	Target Monthly Average
	Actual Monthly Average

	No. Mobile Visits/Yr
	1,872
	1,391
	156
	108

	No. Trained/Yr
	40  
	54
	3.3
	49

	No. Calls Incoming/Outgoing/Yr
	16,800
	17,331
	1,400
	1,463

	No. Individuals Served/Yr
	3,600
	4,203
	300
	363.4

	No. Urgent Care Visits/Yr
	500
	700
	42
	61

	No. Persons Transported/Yr
	120
	291
	10
	25

	No. COTAA Visits
	40
	163
	3.3
	34.6

	No. of Bed Days of Temporary Housing /Yr
	100
	30
	8.3
	2.6


· In fiscal year 2010, CRS responded to an increase in the number of adolescents contemplating or committing suicide. CSA created a partnership with the public 
schools to respond to any crisis of this nature. The CSA Executive Director worked with the Public School System Superintendent and was able to receive a commitment of $70,000 from the school system to help fund this project in fiscal year 2012. The additional funding will help assure that the crisis response system is not overburdened by this additional demand for service.  Some of the foster children for whom services are available in their foster placements, are also interacting with the crisis staff during their school visits as an enhancement to their care. 

Partnership Program between Omni House and Baltimore Washington Medical Center
The CSA brokered a partnership program between Omni House and BWMC with the objective of bridging the gap between patients discharged from the emergency room or the psychiatric ward and initiating their treatment in the community. The .5 Social Work Specialist employed within the program guides the process from discharge to continuing care. More patients have been incorporated into the care system with this support than at any time in the past. It provides a seamless transfer from hospital care to outpatient clinic care.

Jail Services Under Diversion Program 
The Jail Services under Diversion Program assesses and links inmates with mental illness to treatment. It has expanded the existing hospital diversion program, utilizing services of various community mental health and substance abuse providers. Inmates determined to have mental illness get an evaluation, and a treatment recommendation is made to the judge at the bail hearing.  Inmates who are approved for pretrial supervised release with treatment are assigned a Case Manager who determines entitlement eligibility, assists with obtaining benefits, and ensures linkage to mental health and substance abuse services. Participation and compliance in treatment is tracked and reported to the pretrial supervised release supervisor.  In fiscal year 2010, 137 inmates were assessed with 25% receiving treatment.   This program was not funded for fiscal year 2011.

Hospital Diversion

Hospital Diversion is a partnership between the CSA, ASG, Greater Baltimore-Washington Hospital, Anne Arundel Medical Center, and over 80 community providers, including mental health and substance abuse providers. Over 70% of individuals referred have co-occurring mental illness and active substance abuse. The program uses the Minkoff-Cline Model for treating co-occurring disorders. Staff is trained to be co-occurring competent, allowing them to assess the individual holistically, determine appropriate care, and facilitate collaboration between mental health and substance abuse providers. The program has been shifted to FFS Systems for 2011.
	Fiscal Year 2010 Hospital Diversion Combined Demographic

	
	YTD

	
	#
	%

	Consumer Demographics
	
	

	Homeless Consumers
	123
	27.0

	Repeat Consumers
	128
	28.1

	Repeat Consumer Episodes
	253
	

	Service Level
	
	

	Mental Health Only
	108
	23.7

	Co-Occurring
	340
	74.6

	State Hospital Admissions
	
	

	Springfield
	0
	0.0

	Uppershore
	0
	0.0

	Diagnosis
	
	

	Major Depressive Disorder
	193
	42.3

	Bipolar Disorders
	112
	24.6

	Psychosis
	11
	2.4

	Schizophrenia
	8
	1.8

	Poly Substance Abuse
	26
	5.7

	Post-partum Depression
	0
	0.0

	Dissociative Disorder
	0
	0.0

	Traumatic Brain Injury
	0
	0.0

	Mood Disorder
	66
	14.5

	Schizoaffective Disorder
	14
	3.1

	Psychotic Disorder
	4
	0.9

	Explosive Personality Disorder
	0
	0.0

	Undetermined
	22
	4.8


Five-County Project

The five county project allows the five traditional Crownsville Hospital catchment area counties (Anne Arundel, Calvert, Charles, Prince George’s and St. Mary’s) to select services from a menu identified by the Crownsville Consolidation Task Force as being needed in the region. 
The funds are awarded to one lead county (Anne Arundel) for a set of deliverables jointly agreed to by the five county CSAs. Distribution is based on relative county population as a percent of the regional population. Each county identifies services from the list of needs at agreed to unit prices. Governance is by a Steering committee consisting of the five county CSA Directors, or their Designees. The program is implemented by the Five-County Coordinator.
Components of the Five County Project:

In-Home Intervention Program – Children (IHIP-C)

The University of Maryland conducted an evidence-based practice study on the In-home Intervention Program for Children. 57 youths who were at risk of out-of-home placement received services. The program is home-based and works with the entire family to strengthen skills that allows the family to better manage the child’s disruptive behaviors. Specialists work from a strength-based and family-centered approach in the identification of individual and family strengths and needs. 
A fidelity scale was developed by the CSA to assure program consistency among jurisdictions. Of the 2010 participants, only two children had a residential treatment center placement. Satisfaction surveys conducted with the parents of this program showed a very high success rate and overall high marks for every aspect of the family-centered approach.

Assertive Community Treatment (ACT)

In 2010, this menu option served 210 severely mentally ill consumers;  10% of those were directly admitted to the program from state hospitals.  The program focuses on services to enable consumers to remain in the communities in which they live.  One-third of the participants receive a housing subsidy as a bridge until they become employed or receive a Section 8 housing voucher from the housing commission. This element of ACT is directly managed by the CSA.
In 2010 the program added a nurse practitioner to the team to work with consumers’ medical needs. The CSA is able to assist with the referral process and assure that state funds are being used in the most appropriate manner. Last year the ACT program was recognized for their service as a training program for the state.  

Crisis Beds

The Southern Maryland Community Network (SMCN) in Calvert County provided 1,460 crisis bed days for the Five-County Project. In fiscal year 2010 total bed days utilized was 1,258 with an 86% bed occupancy, exceeding the national average by 6%. The length of stay for individuals was often longer than the target two week maximum due to the difficulty in finding appropriate after placements.  There have also been difficulties with differing county procedures and perspectives related to the use of crisis beds. However, the Five-County project coordinator worked diligently to reconcile these views and is continuing to monitor this process to identify improvements.
In-Home Intervention Program for Adults (IHIP-A)

IHIP-A uses the Illness Management and Recovery model (IMR). It provides intervention treatment services to adult clients who are homeless or treatment resistant. It was developed, specifically, to meet the needs of a rural community where an ACT program would not be cost effective.  The fiscal year 2010 capacity remains at 24 slots serving the three rural counties of Calvert, Charles and St. Mary’s.
Electronic Medical Record (EMR) as a Component of the Five-County Project

The Credible Wireless Electronic System was purchased by the Five-County Project to provide electronic medical records to record notes, treatment plans, scheduling, etc. in real time for ongoing Quality Improvement. The CSA Five-County Coordinator continues to work with Credible Wireless and the providers to improve all aspects of the data collection system.  Credible Wireless continues to be an excellent tool, especially with projects where service is delivered in an offsite location, such as the consumer’s residence or place of employment.  Having access to real time patient records is especially helpful when trying to engage very difficult patients. EMR is an important component of Health Care Reform.  Thus, AA County remains at the forefront of this development.

Noteworthy are the management reports developed by the CSA to assure maximum efficiency and accountability. 
Co-Occurring Disorders

The Anne Arundel County CSA has been a state leader in developing co-occurring education and treatment. The CSA has developed an organization of County Mental Health and Substance Abuse providers. Meeting quarterly, this group has grown in the past two years from five regular attendees to sixteen members comprised of representatives from the following: University of Maryland, Anne Arundel County Community College, Department of Health and Mental Hygiene, Maryland Courts, Anne Arundel County Detention Center, and the Anne Arundel County Department of Health and many others.  
Discussion has resulted in group agreement as to the role of Change Agents, as well as to the format for presenting Case Studies

· County-wide training was developed and carried out.

· Providers are examining their delivery systems to accommodate consumers who need treatment for both mental illness and substance abuse. 

· Better patient outcomes have resulted from the coordinated approach to care

· Aligned with principles in Health Care Reform.

Fee for Service

In 2010, total Medicaid cost for Anne Arundel County Behavioral Health Consumers  was $31,220,879. Of this, Medicaid State Funding has paid $3,756,653. Uninsured costs were $1,579,857. 
The highest user group at $21,428,040 is the 21 – 64 age groups which differ from the last few years when the largest user group was children. A concern for fiscal year 2011 is that there may be further cuts to the grants in order to fund this entitlement program due to the high State deficit. The Anne Arundel County Mental Health Agency will continue to provide quality care for this most vulnerable population and work efficiently with all levels of government. 

Summary
The Anne Arundel County Mental Health Agency continues to be successful in its efforts to provide the most appropriate level of mental health care to its target population. Through innovative leadership and partnering with other local agencies, the organization has been able to expand quality services while remaining within budget at all times. Additionally, our agency has provided leadership throughout the region, state and nationally to support implementation of Evidence-based Practices and helped other Core Service Agencies (CSAs) to benefit from the methods developed in Anne Arundel County. As the number of citizens served has continued to increase, the CSA has been able to increase service levels and significantly expand service options while ensuring high-quality care through leading edge management strategies and technologies. 
Having guided the process for the Crownsville 5-County Project for years, the CSA is well-positioned to support transformation initiatives as they spread throughout the state, demonstrating its expertise in working  with many partners and stakeholders while constantly maintaining the ultimate goal of effective, consumer-centered treatment. 

The CSA has continued to increase the number of contracts the agency oversees, both in its own jurisdiction and on behalf of other entities, allowing management efficiencies to benefit the system as a whole. The analysis of fiscal year 2010 validates the strategic thinking and operation of the CSA concept: Quality care provided with local control, maximum efficiency, and accountability. The organization’s focus on anticipating consumer and provider needs and expanding capacities in advance continues to position the Anne Arundel Mental Health Agency as a model system of care for the State of Maryland. 

The challenge in fiscal year 2011 will be to maintain these standards of care. The Agency continues to seek new areas of funding and partnerships in order to achieve this goal.

Section I (Program Plan) 
PLAN UPDATE                  
FY2012 – 2013

INTRODUCTION

Anne Arundel County’s demographics have remained relatively unchanged since our submission of the three year plan twelve months ago.  Perhaps the most significant change has resulted from the recent elections.  Our County Executive was re-elected, however, due to term limits, our county council has five new council members, with two returning incumbents.  Information that we have, at the time of this writing, is that our liaison with the county government (who is a member of our Board of Directors) will be remaining the same. 
The Anne Arundel  County population remains at approximately 520,000 residents (9% of the state population), with 23% under the age of 18 and 12% over the age of 65.  The racial make-up of the county remains almost 72% Caucasian, 16% African American, with Hispanic and Asian populations remaining at 5% and 3% respectively.  Our public school system has an enrollment of approximately 71,000 students, with 88% of the county population over the age of 25 being high school graduates, and 31% in the same age group holding a Bachelors degree or higher. 
Anne Arundel County has 14 psychiatric beds, which is about 20% of the capacity that other counties in Maryland with populations over 100,000 have available.  The Medicaid penetration rate is about 14%, a rate comparable to the statewide penetration.  Anne Arundel County consumers make up about 6% of the total number of consumers in the state public mental health system (PMHS) – using 6% of the total PMHS dollars.  There was an 18% increase in the number of consumers served, a total of 7,186. The largest increase of 25% was seen in the adult population, ages 22-64. However, dollars paid for these services was $36.5 million – an increase of only 10% from the year before. 
The county saw a decrease in the number of uninsured consumers, due in part to the implementation of the Primary Adult Care (PAC) waiver.  Additionally, there has been a significant drop (more than 33%) in dollars paid for services to the uninsured. Other changes that have occurred, have been a significant increase of 27% in consumers receiving inpatient services, which accounts for a 50% increase in expenditures for these services – these service increases have been more pronounced in the adult population.  There was a 38% increase in Supported Employment services, which corresponds to only an 18% increase in expenditures. The CSA worked diligently with its providers to maintain access to this needed service for our clients.  Finally, the average cost per consumer in Anne Arundel County is $5,087- which is comparable to the statewide average of $5,017.   The only outlier is Partial Rehabilitation Programs (PRP) for consumers age 65+ which is almost $5,000 more than the statewide average.  Due to data constraints it is difficult to determine the cause of this observation but the CSA is investigating it.
The Year Two Strategies included in this plan update are fluid and represent the most current demands within our County’s PMHS. However, these can be changed depending upon the needs of our consumer population, changes in the budgetary environment and/or changes due to National Health Care Reform. 

SERVICE INITIATIVE AND SPECIAL ACTIVITIES FOR PRIORITY POPULATIONS

Peer Employment Resource Specialist (PERS) Tool Kit and Training Sessions

Through a new round of federal grants in Maryland’s Transformation Initiative, a focus has been developed in combining Evidence Based Practices Supported Employment Services and Benefits Counseling, with Peer Support and Consumer Self Direction.  One of these components has been the PERS project, which prepares consumers of Mental Health Services who are full or part time staff of Mental Health Organizations to learn how to assist other consumers to enter or re-enter the labor market.  A collaborative approach was chosen to include three systems – Mental Health, Workforce Development and the Community College, which was encouraged to create a career path for entry level workers in the Mental Health System.  Throughout FY2012, these programs will be a focus for further development and extension.  

 SSI/SSDI – Outreach and Recovery (SOAR)

As the Mental Health Authority for the Public Mental Health System in Anne Arundel County, the Core Service Agency has taken the lead in initiating and implementing the county SOAR project.  Our project coordinator has become a certified “trainer”, and as such has conducted several county state-wide trainings. The intensive record gathering as part of the SOAR process and the completeness of the claims has enabled us to earmark these applications as “SOAR” for the Social Security Administration and the Department of Disability Services, thereby allowing the procedure to proceed more quickly through the system.  A successful application can now be processed in 90 days versus the current average of 360 days.
Medically Fragile Adults

The Anne Arundel County Mental Health Agency has secured funding for 20 adult consumers to receive nursing and medical support.  This service enables our county to continue services to this population without placing them in a high cost nursing home or other higher levels of care.  The results indicate a significant cost savings as the entire cost of the program is less than the cost of placing just one consumer in an institutional setting for one year. 
Waxter Psychiatrist Child and Adolescent Programming
The past year a change was made in the Waxter Center Program.  Although the Core Sercive Agency continues to directly hire the psychologist, a partnership was developed between the Core Service Agency, Department of Juvenile Services and the University of Maryland, for psychiatric services.  These services are now being provided through the University of Maryland, Department of Psychiatry, which is also working with Juvenile Services to develop tele-psychiatry programming.  Planning for and development of this new programming is continuing throughout this year.
Garrett Lee Smith - Suicide Initiative
Our child and adolescent after care specialist partnered with our Local Management Board and organized a Teen Summit at Annapolis Senior High School. Eighteen agencies and organizations participated in the summit with a total of over 250 participants gathering and sharing information.  

Jail Diversion 

Although funding is no longer available, the CSA will continue to seek opportunities to partner with the Anne Arundel County Detention Center to provide Jail Diversion-like services.  The Agency will continue to provide consultation and support on cases that could prevent individuals from re-entering the Justice System.  Comprehensive Case Management Services and entitlements support is provided to inmates who are released from the Detention Centers.  The Crisis Response System provides on-going Urgent Care 2012 services, including psychiatry and mental health therapy.  The primary focus for 2012 is on entitlements and ensuring inmates have access to health care and treatment as needed.

Samaritan Housing

As stated in the Annual Report, this project provides funding for five individuals to live in the community.  The plan for Fiscal Year 2012 is to continue this project with available funding for these individuals.  If additional funding becomes available, we would expand these services to additional consumers.

Veterans

In Fiscal Year 2012 the CSA, in conjunction with the Anne Arundel County Health Department will continue to provide oversight of mental health services for Veterans and the families, who have been part of Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF).  Therapists specializing in Post Traumatic Stress and Combat Fatigue related disorders will continue to provide services.  These services include psychiatric evaluations, medication management/follow-up and mental health therapy for individuals, families, couples, adolescent and children.  The program anticipates an increase number of Veterans and family members over 2011. 

Describe efforts that improve communication and support the implementation of health reform and coordination of care in the delivery of services to individuals with mental illness in your jurisdiction. 

The Anne Arundel County Mental Health Agency is striving to position the organization to be able to continue to assure quality Mental Health Care for our residents.  The Agency held a community wide program on Health Care Reform issues on January 5, 2011.  This four hour presentation was given by Dr. Ron Manderscheid of the National Association of County Behavioral Health Directors.  Representatives from the Local Health Department, the Department of Social Services, and several mental health providers were in attendance.  
AACMHA will continue to hold forums and education events regarding Health Care Reform.  AACMHA will also attempt to send representation to State meetings and planning forums regarding Health Care Reform issues in Maryland.
Describe special initiatives between the CSA and the State-operated psychiatric hospital, local general hospital(s), emergency rooms, activities related to discharge planning and to reduce hospitalization; and hospital diversion efforts, as applicable
Through the Crownsville Hospital Initiative the Anne Arundel County CSA partners with all the State hospitals in order to successfully transition consumers out of the state hospitals and into the community. The AA Co CSA contracts with other CSA’s as well as private vendors in order to implement highly individualized plans of care when needed.

Anne Arundel County also has Assertive Community Treatment and Crisis Intervention Services, both of which assist the CSA in moving persons out of State facilities and/or preventing initial hospitalizations.

Describe efforts to develop implementation of screening and early intervention services across the lifespan. 

The Anne Arundel County Mental Health Agency has been in negotiations with the Anne Arundel Community College to begin a cooperative effort of promoting, developing and providing Mental Health First Aid Training to specifically targeted personnel at the college (security staff, administrative support staff etc.) as well as to members of various county agencies.  As a result of these negotiations, the initial class will take place on March 2 and 3, 2011.

The CSA in partnership with the Board of Ed and the LMB has systematically been implementing the Systems of Care Initiative in AA Co. The System of Care includes the Community Resource Initiative, Systems Navigators and the Network of Care. This gives a vehicle for a family to research services via NOC, get help navigating the system via a systems navigator or for a family to bring a case forward to get additional services for any or all members of a family.

The CSA is also involved in the Coalition for Safe and Drug free schools. This is a community initiative that developed the annual Teen Summit as an informative fair for teens and their parents on substance use and abuse and prevention.

The CSA has also responded to the Anne Arundel County Department of Health requests for Child care trainings and outreach to programs who request workshops and consultation.

Describe activities that promote integration of care for individuals with co-occurring disorders.
The CSA and the Anne Arundel County Department of Health continue to co-chair the “Co-occurring Leadership Group” to apply Comprehensive Continuous Integrated Systems of Care (CCISC) Principals throughout the service system.

Change Agents have a monthly meeting to share efforts and ideas as well as identifying areas to be improved and request or conduct trainings.

The CSA promotes the pairing of mental health and substance abuse providers to facilitate “no wrong door” and/or treatment coordination using MOUs and other processes.

Ongoing meetings occur between the CSA and the Department of Health, Bureau of Behavioral Health to discuss local management structures with the goal of being prepared for larger system reorganization that is viewed as inevitable at the State and Federal levels. 

Through the encouragement of the Core Service Agency and our established Change Agent Committee, the Anne Arundel County Health Department has hired two Child/Adolescent/Family therapists who are dually licensed/certified in both mental health and substance abuse. With the Core Service Agency’s guidance, they are now looking at billing, service provision, and record keeping issues as they relate to consumers with co-occurring issues.

 Provide Update on CSA Consolidation and/or Reductions; denote any regional or collaborative activity; impact on case management.
A positive impact of the changes is the addition of coverage for case management by PAC. Case Management continues to be actively used services in AA Co and provides consumers with the vital link to entitlements, housing and MH services.  Any reduction or restrictions on the use of Case Management will have a dramatic negative impact on many of our systems of care with regard to housing; specifically SHOP, Samaritan and Shelter Plus Care.
Describe Efforts Which Promote Consumer, Family Advocacy and Provider Networks

Promoting consumer, family advocacy and provider networks in the Child and Adolescent System, in the Community Resource Initiative, and in the Adult System.  On Our Own and NAMI have been vital links between consumers, families, advocates and providers encouraging the use of the Network of Care as well as the Community Resource Initiative for Children/Adolescents and their families; have proven to be effective tools for Consumer Advocacy.

Describe Efforts or Initiatives to Maintain or Return Children and Adolescents from out-of-home to community-based care.

The IHIP- C program is being used consistently as a Residential Treatment Center (RTC)/Hospital Diversion Program for youth with significant behavioral health issues. The Transition Age Youth (TAY0 program for older youth has been used as a step down from RTC placement & hospitalization. The Local Coordinating Council (LCC) continues to provide Technical assistance with Admission and Discharge planning for all AA Co youth in RTC placements.

Describe services for transition-age youth (TAY).

TAY services focus on youth ages 16 to 22 in the Public Mental Health System (PMHS). TAY provides individualized opportunities for these youngsters to successfully transition into adulthood. The Anne Arundel County CSA has had many successes within our TAY program e.g., high school graduations, college acceptances and employment.  Without TAY services, these successes would not have been possible.  Although it is labeled intensive, this is clearly a relatively low cost program with excellent outcomes.

Describe efforts which promote affordable housing and how the CSA works with the local housing authority and other housing entities.

One of our programs has purchased a home that will be used as a step-down residence for those consumers who no longer need close supervision.  These consumers will pay rent to the program and will be responsible for their own needs.  The program will be available to assist them if they have situations when they need support.

The Supported Housing Developers (SHD) continues to work with the Housing Commission of Anne Arundel County in obtaining Section 8 vouchers for those consumers who are ready to transition to more independent housing.  Recently they have experienced some problems with one of their buildings and the Anne Arundel County Development Corporation has provided some grant money to offset the cost of repairs.  SHD continues to develop affordable housing for Anne Arundel County residents suffering with Mental Illness.

Describe efforts which promote employment services.

Two programs within the County have “Evidence-Based Practice” Supportive Employment programs.  Each of the programs has   someone specifically assigned to the task of obtaining more employers to work within the program.  They aggressively work with companies within the county to create a working relationship to provide jobs to the consumers.   Two companies that have been very active are Giant and Bow-Tie Cinemas.

Describe Services for Older Adults.

The CSA has been meeting with the Anne Arundel County Department of Aging & Disabilities regarding issues of chronic disease management. The Anne Arundel County Department of Aging & Disabilities is contemplating customizing their workshops for mentally ill consumers, who also manage chronic health diseases.  Although the Anne Arundel County Department of Aging & Disabilities has an extensive array of services, psychiatric Senior Centers are currently nonexistent.

AACHMA provides the elderly with a listing of psychiatrists who specialize in serving the geriatric community.  Arundel Lodge has opened a clinic at Burwood Gardens which is housing for seniors and disabled individuals.  Of great concern is the number of consumers already placed in RRP beds, who are in need of expanded nursing care, but who have not yet met the medical necessity criteria for entry into a nursing home.  Additionally, there is a category of consumers who need medical support, but who do not qualify for an assisted living bed due to lack of funds.  To possibly meet this need, we suggest a discussion regarding the development of funded Psychiatric Assisted Living Programs take place.

Describe local and interagency collaborative efforts, particularly how the CSA works with the following entities; local management boards. 

Staff of the Anne Arundel County Mental Health Agency represent the agency on approximately 65 local and state committees, councils and work groups.  Among these organizations are the Local Management Board, Local Coordinating Council, County Executive’s HIV/Aids Commission, Anne Arundel County Disabilities Workgroup, and Voluntary Placement Committee for the Department of Social Services, Criminal Justice Coordinating Council and the Child Fatality Prevention Council, as well as the Mayor of Annapolis’ Mobility Matters Transportation Committee. Membership on these various committees has enabled us to gain positive exposure throughout the county which enables us in turn to obtain the help of our community when we need their support in developing new resources.  

The CSA currently chairs the Disproportionate Minority Contact Committee, in an effort to reduce the number of minority youth in placements. In addition, the CSA attends court hearings for juvenile matters to assist the Department of Juvenile Services (DJS) with appropriate planning for youngsters with behavioral health issues. 

Describe and targeted services or initiatives, including pretrial evaluation, to service individuals who are court-ordered or court-committed to DHMH as Not Criminally Responsible, Incompetent to Stand Trial, and/or Conditionally Released

and 

Describe any special initiatives or Activities the CSA (or that the CSA is involved in with other county agencies) has implemented to divert individuals with mental illness from arrest, activities to divert individuals with mental from court involvement, activities to provide diversion or discharge planning from the local detention center.

One of our Providers, Omni House has priority beds for the Not Criminally Responsible (NCR) population.  In rare cases they have extra staff assigned during the transition period.  

· Anne Arundel County’s Mobile Crisis Teams respond with the police and acts as the first “intercept” point to divert people from the Emergency Departments and to get the person into community services.

· Due to the change in Diversion from grant to FFS, the third intercept point at pre-trial Detention had to be eliminated.  The Jail Project identifies some people with severe mental illness and attempts to provide medications and therapies if resources allow.  Co-occurring Quadrant IV individuals are prioritized for services.

· Case Management provides discharge planning and monitoring of linkages to any person who received mental health services either on the Mental Health Unit or from the Mental Health Jail Project if they consent.

· The CSA staff and Mental Health Jail Project Case Management staff participate in the quarterly “Community Services Resource Fairs” at the Ordnance Road Detention Center.  These fairs have been very helpful to consumers and promote the involvement of private and faith based groups.

· Targeted Case Management prioritizes persons leaving both of our of our Detention Centers.

· Linkages with the Drug Court have resulted in many admissions into mental health services for those meeting PMHS criteria.  
Describe efforts which promote a provider network that is culturally and linguistically diverse.

To promote diversity, the Anne Arundel County Mental Health Agency in the past year, has been successful in encouraging two minority owned behavioral health agencies in expanding their services into our county.  As a result of this encouragement we now have a new out patient mental health clinic ready to open their doors and a new provider of service for our Therapeutic Mentoring Program. In addition, through combined recruitment efforts, five of our county providers now have a total of seven bi-lingual (Spanish) therapists, providing services for adults, child/adolescent and family programs.    



PLAN DEVELOPMENT PROCESS

This plan update was developed in conjunction with both the Planning Sub-Committee of the Board of Directors, and with a full Board discussion and approval.  The sub-committee reviewed the results of our first year strategies for each of our five goals and objectives, as well as reviewing, discussing and making changes to our Year Two Strategies included in this report.   Changes to our Year Two Strategies are brought to your attention by font changes and printed in italics.
Anne Arundel County FY’10 Data Highlights
All data and analyses are based on Crystal Reports MARF0004 (74017.2.02 Run date 10/29/10) Claims paid through 9/30/2010 and State Hospital Data provided by the Mental Hygiene Administration

· Anne Arundel County consumers make up 6% of the total number of consumers served in the PMHS Statewide using 6% of the total PMHS dollars.

· The number of consumers served in FY’10 was 7,186 which is an increase of 18% from FY’09, the largest increase of 25% was seen in the adults (22-64).

· Dollars paid for services in FY’10 was $36.5 million; this is only an increase of 10% over FY ’09, compared to the 18% increase in the total number of consumers served. 

· Decrease in the number of uninsured from FY’09 to FY’10 is due to the implementation of the Primary Adult Care (PAC) waiver beginning FY ’07. There is a significant decrease of more than 33% in dollars paid for services to the uninsured. 

· Case Management services were paid through grants in FY’09 but paid through the fee for service beginning FY’10. 

· There is a significant increase of 27% since FY ‘09, in the number of consumers that received inpatient services, accounting for an increase of 50% in inpatient expenditures. This increase in expenditure is more pronounced in the adults (age 18 +).

· The number of consumers that received Supported Employment services increased 38% since FY’09 – this corresponds to an increase of 18% in expenditures.

· The average cost per consumer in Anne Arundel County is $5,087 – which is comparable to the statewide average of $5,017. However, among the elderly (65+) and for PRP services, Anne Arundel’s average cost per consumer is almost $5,000 more than the statewide average.

· Anne Arundel County’s Medicaid penetration rate is about 14%, comparable to the statewide penetration rate.
	Table 1a.Three Year Comparisons By Age

	 
	Persons Served
	 
	Expenditures

	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change
	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change

	Early Child (0-5)
	263
	292
	11.0%
	296
	1.4%
	 
	$471,470
	$528,521
	12.1%
	$613,294
	16.0%

	Child (6-12)
	1,148
	1,314
	14.5%
	1,430
	8.8%
	 
	$4,277,104
	$4,128,461
	-3.5%
	$4,390,716
	6.4%

	Adolescent (13-17)
	919
	959
	4.4%
	1,120
	16.8%
	 
	$5,967,650
	$7,452,268
	24.9%
	$7,609,116
	2.1%

	Transitional (18-21)
	363
	402
	10.7%
	480
	19.4%
	 
	$1,724,878
	$1,271,053
	-26.3%
	$1,823,869
	43.5%

	Adult (22 to 64)
	2,662
	3,059
	14.9%
	3,811
	24.6%
	 
	$17,854,641
	$19,475,100
	9.1%
	$21,428,040
	10.0%

	Elderly (65 and over)
	52
	49
	-5.8%
	49
	0.0%
	 
	$640,598
	$534,135
	-16.6%
	$692,356
	29.6%

	TOTAL
	5,407
	6,075
	12.4%
	7,186
	18.3%
	 
	$30,936,341
	$33,389,537
	7.9%
	$36,557,390
	9.5%

	*Based on claims paid through September 30, 2010
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	Table 1b. Three Year Comparisons By Service Type

	 
	Persons Served
	 
	Expenditures

	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change
	
	FY2008
	FY2009
	% Change
	FY2010
	% Change

	Case Management
	174
	0
	-100.0%
	209
	100.0%
	 
	$68,161
	$0
	-100.0%
	$216,825
	100.0%

	Crisis
	78
	82
	5.1%
	65
	-20.7%
	 
	$225,472
	$269,273
	19.4%
	$148,032
	-45.0%

	Inpatient
	400
	430
	7.5%
	548
	27.4%
	 
	$4,912,978
	$5,177,389
	5.4%
	$7,769,192
	50.1%

	Mobile Treatment
	128
	114
	-10.9%
	119
	4.4%
	 
	$1,102,172
	$1,117,433
	1.4%
	$1,128,810
	1.0%

	Outpatient
	4,815
	5,619
	16.7%
	6,715
	19.5%
	 
	$8,068,450
	$9,590,342
	18.9%
	$10,459,793
	9.1%

	Partial Hospitalization
	153
	127
	-17.0%
	128
	0.8%
	 
	$438,823
	$346,587
	-21.0%
	$424,149
	22.4%

	Psychiatric Rehabilitation
	706
	720
	2.0%
	848
	17.8%
	 
	$9,398,277
	$9,929,448
	5.7%
	$10,440,439
	5.1%

	Residential Rehabilitation
	367
	362
	-1.4%
	375
	3.6%
	 
	$1,053,981
	$1,061,967
	0.8%
	$1,093,161
	2.9%

	Residential Treatment
	56
	67
	19.6%
	57
	-14.9%
	 
	$4,041,815
	$4,708,081
	16.5%
	$3,858,207
	-18.1%

	Respite Care
	1
	7
	600.0%
	8
	14.3%
	 
	$3,140
	$9,281
	195.6%
	$15,005
	61.7%

	Supported Employment
	133
	151
	13.5%
	208
	37.7%
	 
	$218,135
	$259,995
	19.2%
	$307,197
	18.2%

	BMHS Capitation
	0
	5
	100.0%
	3
	-40.0%
	 
	$0
	$40,970
	100.0%
	$24,100
	-41.2%

	Emergency Petition
	38
	5
	-86.8%
	21
	320.0%
	 
	$17,996
	$1,785
	-90.1%
	$12,241
	585.8%

	Purchase of Care
	177
	116
	-34.5%
	100
	-13.8%
	 
	$1,386,940
	$876,986
	-36.8%
	$660,238
	-24.7%

	TOTAL
	5,407
	6,075
	12.4%
	7,186
	18.3%
	 
	$30,936,341
	$33,389,537
	7.9%
	$36,557,390
	9.5%

	*Based on claims paid through September 30, 2010.
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The largest percentage of funding via the PMHS FFS continues to be spent on the adult population.  This highlights the need for the supplemental grant funding contracted for and monitored by the CSA so that the very vulnerable population in the other age groups have access to the unique community supports that help them avoid hospitalization and more expensive types of treatment.

	Table 1c. Three Year Comparisons By Coverage Type

	 
	Persons Served
	 
	Expenditures

	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change
	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change

	Medicaid
	4,597
	5,346
	16.3%
	6,461
	20.9%
	 
	$25,128,987
	$28,147,671
	12.0%
	$31,220,879
	10.9%

	Medicaid State Funded
	519
	568
	9.4%
	911
	60.4%
	 
	$2,940,538
	$2,863,948
	-2.6%
	$3,756,653
	31.2%

	UnInsured
	952
	921
	-3.3%
	911
	-1.1%
	 
	$2,866,816
	$2,377,918
	-17.1%
	$1,579,857
	-33.6%

	TOTAL
	5,407
	6,075
	12.4%
	7,186
	18.3%
	 
	$30,936,341
	$33,389,537
	7.9%
	$36,557,390
	9.5%
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	*Based on claims paid through September 30, 2010.
	
	
	 
	
	
	
	
	


Overall this chart illustrates effective Case Management treatment and cost of services per person should go down.  Increase in medicaid persons and decrease in Uninsured is the effect of the SOAR Initiative and PAC.
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1.
Medicaid State Funds and number of person served and dollars spent rose dramatically - Due to emphasis on MA and PAC.

2.
Uninsured – number of persons served reamined flat but dollars spent descreased by almost 34% or almost $800,000.  This is due to the effects of getting people entitlements and PAC – shows demand for service remains strong.

3.
Medicaid continues to grow as would be expected given the bleak financial environment facing Anne Arundel County.  The concern is that as an entitlement, this must be funded thus putting even more strain on the few dollars the CSA is able to direct to the unisured and the MA State only funded services which has grown dramatically since 2009 demonstrating an increased need for services.

	Table 2a. Child / Adolescent - 0 – 17

	 
	Persons Served
	Expenditures

	 
	FY2008
	FY2009
	%
Change
	FY2010
	%
Change
	FY2008
	FY2009
	%
Change
	FY2010
	%
Change

	Case Management
	47
	0
	-100.0%
	48
	100.0%
	$20,053
	$0
	-100.0%
	$56,280
	100.0%

	Crisis
	0
	0
	0.0%
	0
	0.0%
	$0
	$0
	0.0%
	$0
	0.0%

	Inpatient
	149
	146
	-2.0%
	202
	38.4%
	$1,914,540
	$2,044,213
	6.8%
	$2,739,460
	34.0%

	Mobile Treatment
	2
	0
	-100.0%
	0
	0.0%
	$13,525
	$0
	-100.0%
	$0
	0.0%

	Outpatient
	2,280
	2,529
	10.9%
	2,808
	11.0%
	$4,264,925
	$4,901,616
	14.9%
	$5,293,769
	8.0%

	Partial Hospitalization
	43
	39
	-9.3%
	49
	25.6%
	$112,353
	$107,936
	-3.9%
	$173,579
	60.8%

	Psychiatric Rehabilitation
	131
	144
	9.9%
	190
	31.9%
	$301,010
	$362,530
	20.4%
	$447,821
	23.5%

	Residential Rehabilitation
	0
	0
	0.0%
	2
	100.0%
	$0
	$0
	0.0%
	$1,813
	100.0%

	Residential Treatment
	56
	65
	16.1%
	57
	-12.3%
	$4,041,815
	$4,587,716
	13.5%
	$3,858,207
	-15.9%

	Respite Care
	1
	7
	600.0%
	8
	14.3%
	$3,140
	$9,281
	195.6%
	$15,005
	61.7%

	Supported Employment
	0
	0
	0.0%
	0
	0.0%
	$0
	$0
	0.0%
	$0
	0.0%

	BMHS Capitation
	0
	0
	0.0%
	0
	0.0%
	$0
	$0
	0.0%
	$0
	0.0%

	Emergency Petition
	4
	1
	-75.0%
	0
	-100.0%
	$712
	$211
	-70.4%
	$0
	-100.0%

	Purchase of Care
	12
	10
	-16.7%
	4
	-60.0%
	$44,152
	$95,747
	116.9%
	$27,191
	-71.6%

	TOTAL
	2,330
	2,565
	10.1%
	2,846
	11.0%
	$10,716,225
	$12,109,250
	13.0%
	$12,613,126
	4.2%


· Case Management moved from grants to FFS thus 100% increase
· Inpatient up 38% for number of persons served and 34% in expenditures respectively by contrast, significant decreases in purchase of care.  Indicates success of Hospital Diversion and use of Bon Secours vs. Sheppard Pratt for intense services.
· PHP up 60.8% expenditures but up 31.9% for number of persons served indicating efficient delivery of services.
· PRP up 23.5% expenditure but up 31.9% for number of persons served indicating efficient delivery of services.
· Persons served in RRP for this age group is a rare instance and unusual circumstance.
· RTC down 15.9% In expenditures, a decrease of 729,509 illustrating the positive effects of the IHIP-C Program vs. the expensive RTC placements.  Also, DJS is using a similar model, Functional Family Therapy.
· Respite up 7 people or 14.3% and 61.7% in expenditures indicating longer length of stay.
· EP – CSA cannot control emergency petitions


	Table 2b. Adults - Ages 18 and Over

	 
	Persons Served
	Expenditures

	 
	FY2008
	FY2009
	% Change
	FY2010
	% Change
	FY2008
	FY2009
	% Change
	FY2010
	% Change

	Case Management
	127
	0
	-100.0%
	161
	100.0%
	$48,108
	$0
	-100.0%
	$160,545
	100.0%

	Crisis
	78
	82
	5.1%
	65
	-20.7%
	$225,472
	$269,273
	19.4%
	$148,032
	-45.0%

	Inpatient
	251
	284
	13.1%
	346
	21.8%
	$2,998,438
	$3,133,176
	4.5%
	$5,029,732
	60.5%

	Mobile Treatment
	126
	114
	-9.5%
	119
	4.4%
	$1,088,647
	$1,117,433
	2.6%
	$1,128,810
	1.0%

	Outpatient
	2,535
	3,090
	21.9%
	3,907
	26.4%
	$3,803,526
	$4,688,726
	23.3%
	$5,166,024
	10.2%

	Partial Hospitalization
	110
	88
	-20.0%
	79
	-10.2%
	$326,470
	$238,651
	-26.9%
	$250,571
	5.0%

	Psychiatric Rehabilitation
	575
	576
	0.2%
	658
	14.2%
	$9,097,267
	$9,566,918
	5.2%
	$9,992,618
	4.4%

	Residential Rehabilitation
	367
	362
	-1.4%
	373
	3.0%
	$1,053,981
	$1,061,967
	0.8%
	$1,091,348
	2.8%

	Residential Treatment
	0
	2
	100.0%
	0
	-100.0%
	$0
	$120,365
	100.0%
	$0
	-100.0%

	Respite Care
	0
	0
	0.0%
	0
	0.0%
	$0
	$0
	0.0%
	$0
	0.0%

	Supported Employment
	133
	151
	13.5%
	208
	37.7%
	$218,135
	$259,995
	19.2%
	$307,197
	18.2%

	BMHS Capitation
	0
	5
	100.0%
	3
	-40.0%
	$0
	$40,970
	100.0%
	$24,100
	-41.2%

	Emergency Petition
	34
	4
	-88.2%
	21
	425.0%
	$17,285
	$1,574
	-90.9%
	$12,241
	677.6%

	Purchase of Care
	165
	106
	-35.8%
	96
	-9.4%
	$1,342,788
	$781,240
	-41.8%
	$633,048
	-19.0%

	TOTAL
	3,077
	3,510
	14.1%
	4,340
	23.6%
	$20,220,116
	$21,280,287
	5.2%
	$23,944,264
	12.5%


· Case Management moved from grants to FFS thus 100% increase

· Crisis services decreased dramatically and inpatient services are increased

· Inpatient services – number of persons served and expenditures both increased but purchase of care decreased.  Due to Hospital Diversion Program and change to less expensive vendors e.g. (Bon Secours vs. Sheppard Pratt).  Increase demand seen in almost all service categories.

	Table 3a. Fiscal Year 2010 State & County Comparisons

	 
	Persons Served
	 
	Expenditures

	 
	STATE*
	COUNTY
	
	STATE*
	COUNTY

	AGE
	Number
	Per Cent
	Number
	Per Cent
	
	Number
	Per Cent
	Number
	Per Cent

	Early Child
	5,743 
	4.7%
	296 
	4.1%
	
	$13,642,103
	2.2%
	$613,294
	1.7%

	Child
	24,094 
	19.8%
	1,430 
	19.9%
	
	$109,144,133
	17.9%
	$4,390,716
	12.0%

	Adolescent
	18,614 
	15.3%
	1,120 
	15.6%
	
	$113,733,294
	18.7%
	$7,609,116
	20.8%

	Transitional
	7,948 
	6.5%
	480 
	6.7%
	
	$33,617,859
	5.5%
	$1,823,869
	5.0%

	Adult
	63,987 
	52.6%
	3,811 
	53.0%
	
	$329,460,708
	54.0%
	$21,428,040
	58.6%

	Elderly
	1,172 
	1.0%
	49 
	0.7%
	
	$10,201,090
	1.7%
	$692,356
	1.9%

	TOTAL
	121,558 
	
	7,186
	 
	
	$609,799,187
	
	$36,557,390
	 

	SERVICE TYPE
	 
	 
	 
	 
	
	 
	 
	 
	 

	Case Management
	2,918 
	2.4%
	209 
	2.9%
	
	$4,210,807 
	0.7%
	$216,825 
	0.6%

	Crisis
	1,589 
	1.3%
	65 
	0.9%
	
	$4,539,246 
	0.7%
	$148,032 
	0.4%

	Inpatient
	9,395 
	7.7%
	548 
	7.6%
	
	$137,013,550 
	22.5%
	$7,769,192 
	21.3%

	Mobile Treatment
	2,364 
	1.9%
	119 
	1.7%
	
	$18,141,329 
	3.0%
	$1,128,810 
	3.1%

	Outpatient
	113,772 
	93.6%
	6,715 
	93.4%
	
	$209,915,786 
	34.4%
	$10,459,793 
	28.6%

	Partial Hospitalization
	2,927 
	2.4%
	128 
	1.8%
	
	$12,900,502 
	2.1%
	$424,149 
	1.2%

	Psychiatric Rehabilitation
	17,308 
	14.2%
	848 
	11.8%
	
	$134,451,577 
	22.0%
	$10,440,439 
	28.6%

	Residential Rehabilitation
	4,218 
	3.5%
	375 
	5.2%
	
	$10,287,558 
	1.7%
	$1,093,161 
	3.0%

	Residential Treatment
	729 
	0.6%
	57 
	0.8%
	
	$55,177,147 
	9.0%
	$3,858,207 
	10.6%

	Respite Care
	438 
	0.4%
	8 
	0.1%
	
	$1,141,006 
	0.2%
	$15,005 
	0.0%

	Supported Employment
	2,657 
	2.2%
	208 
	2.9%
	
	$5,881,267 
	1.0%
	$307,197 
	0.8%

	BMHS Capitation
	376 
	0.3%
	3 
	0.0%
	
	$9,384,540 
	1.5%
	$24,100 
	0.1%

	Emergency Petition
	904 
	0.7%
	21 
	0.3%
	
	$380,809 
	0.1%
	$12,241 
	0.0%

	Purchase of Care
	870 
	0.7%
	100 
	1.4%
	
	$6,374,062 
	1.0%
	$660,238 
	1.8%

	TOTAL
	121,558 
	
	7,186 
	 
	
	$609,799,187
	 
	$36,557,390
	 

	COVERAGE  TYPE
	 
	 
	 
	 
	
	 
	 
	 
	 

	Medicaid
	110,539 
	90.9%
	6,461
	89.9%
	
	$539,793,146
	88.5%
	$31,220,879
	85.4%

	Medicaid State Funded
	14,168 
	11.7%
	911
	12.7%
	
	$44,456,139
	7.3%
	$3,756,653
	10.3%

	UnInsured
	14,226 
	11.7%
	911
	12.7%
	
	$25,549,902
	4.2%
	$1,579,857
	4.3%

	TOTAL
	121,558 
	 
	7,186 
	 
	
	$609,799,187
	 
	$36,557,390
	 

	*Based on claims paid through September 30, 2010.
	
	
	
	
	
	


Overall, AA County is very similar to the State in both number of persons served and expenditures in almost every category – no dramatic outliers

	Table 3b. FY 2010 Comparisons: Cost per Person Served

	 

	AGE
	State
	County
	Difference
	Per Cent

	Early Child
	$2,375
	$2,072
	-$303
	-14.6%

	Child
	$4,530
	$3,070
	-$1,459
	-47.5%

	Adolescent
	$6,110
	$6,794
	$684
	10.1%

	Transitional
	$4,230
	$3,800
	-$430
	-11.3%

	Adult
	$5,149
	$5,623
	$474
	8.4%

	Elderly
	$8,704
	$14,130
	$5,426
	38.4%

	TOTAL
	$5,017
	$5,087
	$71
	1.4%

	SERVICE TYPE
	 
	 
	 
	 

	Case Management
	$1,443
	$1,037
	-$406
	-39.1%

	Crisis
	$2,857
	$2,277
	-$579
	-25.4%

	Inpatient
	$14,584
	$14,177
	-$406
	-2.9%

	Mobile Treatment
	$7,674
	$9,486
	$1,812
	19.1%

	Outpatient
	$1,845
	$1,558
	-$287
	-18.4%

	Partial Hospitalization
	$4,407
	$3,314
	-$1,094
	-33.0%

	Psychiatric Rehabilitation
	$7,768
	$12,312
	$4,544
	36.9%

	Residential Rehabilitation
	$2,439
	$2,915
	$476
	16.3%

	Residential Treatment
	$75,689
	$67,688
	-$8,001
	-11.8%

	Respite Care
	$2,605
	$1,876
	-$729
	-38.9%

	Supported Employment
	$2,213
	$1,477
	-$737
	-49.9%

	BMHS Capitation
	$24,959
	$8,033
	-$16,926
	-210.7%

	Emergency Petition
	$421
	$583
	$162
	27.7%

	Purchase of Care
	$7,327
	$6,602
	-$724
	-11.0%

	TOTAL
	$5,017
	$5,087
	$71
	1.4%

	COVERAGE  TYPE
	 
	 
	 
	 

	Medicaid
	$4,883
	$4,832
	-$51
	-1.1%

	Medicaid State Funded
	$3,138
	$4,124
	$986
	23.9%

	UnInsured
	$1,796
	$1,734
	-$62
	-3.6%

	TOTAL
	$5,017
	$5,087
	$71
	1.4%

	*Based on claims paid through September 30, 2010.
	
	


AA County’s cost per child is significantly lower than the State average indicating the CSA has been successful in keeping children in their homes in the community due to programs such as in Home Intervention (IHIP-C) and Functional Family Therapy (FFT) and out of costly institutional care.

By Service Type:  In general, AA County’s cost per-service type is much lower that State average and the County is able to serve more people and move them to appropriate levels of care quickly.  A few variances in this area lie in Mobile Treatment.  This is due to the fact the AA County’s Mobile Treatment is provided by an Evidenced-Based Practice provider and the cost per-service is much higher in PRP and RRP.  This is primarily due to AA County’s commitment to move people from State Hospitals into the community.  These people generally require more intense services and consequently higher costs.

	Average Medical Assistance Eligibility, PMHS MA Participation, and PMHS MA Penetration Rates

	Fiscal Year 2010 - PMHS claims as of September 30, 2010

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Avg 2010
	PMHS MA
	Penetration
	
	
	
	
	
	
	

	COUNTY
	
	MA Elig
	Served
	Rate
	
	
	
	
	
	
	
	

	Allegany
	
	15,950
	3,001
	18.8%
	
	
	
	
	
	
	
	

	Anne Arundel
	51,699
	7,033
	13.6%
	
	
	
	
	Avg 2010
	PMHS MA
	Penetration

	Baltimore City
	217,734
	39,439
	18.1%
	
	
	
	
	MA Elig
	Served
	Rate
	

	Baltimore County
	106,694
	15,958
	15.0%
	
	
	
	
	
	
	
	

	Calvert
	
	9,797
	1,582
	16.1%
	
	Mid Shore
	Caroline
	
	8,251
	1,402
	17.0%
	

	Caroline
	
	8,251
	1,402
	17.0%
	
	
	Dorchester
	8,879
	1,673
	18.8%
	

	Carroll
	
	13,543
	2,532
	18.7%
	
	
	Kent
	
	3,425
	599
	17.5%
	

	Cecil
	
	16,683
	2,528
	15.2%
	
	
	Queen Anne's
	5,828
	932
	16.0%
	

	Charles
	
	16,967
	1,990
	11.7%
	
	
	Talbot
	
	5,258
	936
	17.8%
	

	Dorchester
	8,879
	1,673
	18.8%
	
	
	
	
	
	
	
	

	Frederick
	
	22,753
	3,567
	15.7%
	
	
	Mid Shore Total
	31,641
	5,542
	17.5%
	

	Garrett
	
	6,850
	1,046
	15.3%
	
	
	
	
	
	
	
	

	Harford
	
	25,765
	4,324
	16.8%
	
	Wicomico-Somerset
	Somerset
	
	13,809
	1,139
	8.2%
	

	Howard
	
	21,942
	2,389
	10.9%
	
	
	Wicomico
	
	21,514
	3,515
	16.3%
	

	Kent
	
	3,425
	599
	17.5%
	
	
	
	
	
	
	
	

	Montgomery
	102,441
	8,977
	8.8%
	
	
	Lower Shore Total
	35,323
	4,654
	13.2%
	

	Prince George's
	127,906
	9,497
	7.4%
	
	
	
	
	
	
	
	

	Queen Anne's
	5,828
	932
	16.0%
	
	
	
	
	
	
	
	

	St. Mary's
	
	5,984
	1,713
	28.6%
	
	
	
	
	
	
	
	

	Somerset
	
	13,809
	1,139
	8.2%
	
	
	
	
	
	
	
	

	Talbot
	
	5,258
	936
	17.8%
	
	
	
	
	
	
	
	

	Washington
	25,589
	4,394
	17.2%
	
	
	
	
	
	
	
	

	Wicomico
	
	21,514
	3,515
	16.3%
	
	
	
	
	
	
	
	

	Worcester
	8,393
	1,514
	18.0%
	
	
	
	
	
	
	
	

	Out of State/Unk
	10,252
	43
	
	
	
	
	
	
	
	
	

	Statewide
	
	864,678
	121,723
	14.1%
	
	
	
	
	
	
	
	


	Anne Arundel County
Inpatient Services Utilization Report

	
	
	
	

	Inpatient Consumer Counts and Expenditure


	Anne Arundel County PMHS
	FY 08
	FY 09
	FY 10 

	Consumer Count
	400 
	430 
	548 

	Expenditures
	$4,912,978 
	$5,177,389 
	$7,769,192 

	 
	 
	 
	 

	State PMHS
	
	
	

	Consumer Count
	7,650
	               8,529
	               9,395

	Expenditures
	 $ 91,234,035
	 $ 115,464,343
	 $ 137,013,550

	 
	 
	 
	 

	County % of State Utilization - Consumer Count
	5.2%
	5.0%
	5.8%

	County % of State Utilization - Expenditure
	5.4%
	4.5%
	5.7%


Number of persons served for Inpatient Services went up dramatically.  However, by contrast there were very few admissions to State Hospitals that were not court ordered.
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Needs to be viewed in association with State Hospital Data.  Although the number of persons served is up dramatically due to demand, AA County had very few admissions to State Hospitals and was able to serve these persons in the community at a lower cost and a more appropriate level of care.
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The expenditures are consistent with the dramatic increase in number of persons served.  However, coupled with the few admissions to State Hospitals there is likely a net savings to the State as persons had shorter length of stays in community facilities.
	Consumer Counts and Expenditure by Age

	Consumer Count by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	4
	1.0%
	                       2 
	0.5%
	4
	0.7%

	Child
	58
	14.5%
	53
	12.3%
	50
	9.1%

	Adolescent
	87
	21.8%
	91
	21.2%
	148
	27.0%

	Transitional
	50
	12.5%
	40
	9.3%
	47
	8.6%

	Adult
	201
	50.3%
	242
	56.3%
	296
	54.0%

	Senior
	0
	0.0%
	2
	0.5%
	3
	0.5%

	Total
	400 
	 
	430 
	 
	548 
	 

	
	
	
	
	
	
	

	Expenditure by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	 $         32,497 
	0.7%
	 $         30,922 
	0.6%
	 $      71,667 
	0.9%

	Child
	 $       990,644 
	20.2%
	 $       737,573 
	14.2%
	 $    918,193 
	11.8%

	Adolescent
	 $       891,400 
	18.1%
	 $   1,275,718 
	24.6%
	 $ 1,749,600 
	22.5%

	Transitional
	 $       603,928 
	12.3%
	 $       324,761 
	6.3%
	 $    934,054 
	12.0%

	Adult
	 $   2,394,509 
	48.7%
	 $   2,771,666 
	53.5%
	 $ 4,002,321 
	51.5%

	Senior
	 $                  -   
	0.0%
	 $         36,749 
	0.7%
	 $      93,357 
	1.2%

	Total
	$4,912,978 
	 
	$5,177,389 
	 
	$7,769,192 
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Utilization is consistent with prior years.
	Anne Arundel County Outpatient Services Utilization Report

	
	
	
	

	Outpatient Consumer Counts and Expenditure

	Anne Arundel County PMHS
	FY 08
	FY 09
	FY 10 

	Consumer Count
	4,815 
	5,619 
	6,715 

	Expenditure
	 $     8,068,450 
	 $    9,590,342 
	 $      10,459,793 

	 
	 
	 
	 

	
	
	
	

	State PMHS
	
	
	

	Consumer Count
	              90,579
	101,019
	113,772

	Expenditure
	$ 168,903,391
	$ 193,077,446
	$    209,915,786

	 
	 
	 
	 

	County % of State Utilization - Consumer Count
	5.3%
	5.6%
	5.9%

	County % of State Utilization - Expenditure
	4.78%
	5.0%
	5.0%


AA County’s rate of utilization by Consumer Count has risen higher than the State but has been constant by percent of State expenditure.  AA County has been effective in serving more people with relatively fewer dollars.
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Demonstrates consistent growth and high demand for services
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Reflects continued demand.  Due to data contraints unable to determine 

total effect of rates vs number of services and type delivered.
	Consumer Counts and Expenditure by Age
	
	
	

	Consumer Count by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	                    262 
	5.4%
	                       292 
	5.2%
	                       295 
	4.4%

	Child
	                 1,134 
	23.6%
	                    1,308 
	23.3%
	                    1,424 
	21.2%

	Adolescent
	                    884 
	18.4%
	                       929 
	16.5%
	                    1,089 
	16.2%

	Transitional
	                    332 
	6.9%
	                       391 
	7.0%
	                       462 
	6.9%

	Adult
	                 2,185 
	45.4%
	                    2,677 
	47.6%
	                    3,421 
	50.9%

	Senior
	                      18 
	0.4%
	                         22 
	0.4%
	                          24 
	0.4%

	Total
	4,815 
	 
	5,619 
	 
	6,715 
	 

	
	
	
	
	
	
	

	Expenditure by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	 $         422,061 
	5.2%
	 $            482,207 
	5.0%
	 $            505,730 
	4.8%

	Child
	 $     2,360,943 
	29.3%
	 $        2,731,749 
	28.5%
	 $         2,949,898 
	28.2%

	Adolescent
	 $     1,481,921 
	18.4%
	 $        1,687,660 
	17.6%
	 $         1,838,142 
	17.6%

	Transitional
	 $         419,104 
	5.2%
	 $            400,082 
	4.2%
	 $            529,139 
	5.1%

	Adult
	 $     3,371,552 
	41.8%
	 $        4,282,602 
	44.7%
	 $         4,624,147 
	44.2%

	Senior
	 $           12,869 
	0.2%
	 $                6,042 
	0.1%
	 $              12,738 
	0.1%

	Total
	 $   8,068,450 
	 
	 $     9,590,342 
	 
	 $    10,459,794 
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Senior services continue to be under represented.   However, all expenditures have remained fairly 

consistent by age group for the past 3 years with minimal fluctuations.
	Consumer Counts and Expenditure by Coverage Type
	
	

	Consumer Count by Coverage
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Medicaid
	                 4,253 
	88.3%
	                    5,063 
	90.1%
	                    6,187 
	92.1%

	Medicaid State Funded
	                      72 
	1.5%
	                       118 
	2.1%
	                       408 
	6.1%

	Uninsured
	                    664 
	13.8%
	                       708 
	12.6%
	                       682 
	10.2%

	Total
	4,815 
	 
	5,619 
	 
	6,715 
	 

	
	
	
	
	
	
	

	Expenditure by Coverage
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Medicaid
	 $     7,507,477 
	93.0%
	 $        8,997,438 
	93.8%
	 $         9,984,119 
	95.5%

	Medicaid State Funded
	 $           54,663 
	0.7%
	 $              65,799 
	0.7%
	 $            164,156 
	1.6%

	Uninsured
	 $         506,311 
	6.3%
	 $            527,105 
	5.5%
	 $            311,519 
	3.0%

	Total
	 $   8,068,450 
	 
	 $     9,590,342 
	 
	 $    10,459,793 
	 


[image: image9.png]Outpatient Services
FY 2010 Expenditure By Coverage Type

Medicaid, 95.5% Medicaid State
Funded, 1.6%

Uninsured, 3.0%





The Medicaid and Medicare State funded expenditures continue to swell causing concern for the CSA.  As MA is an entitlement, and the demand increases, it puts the remaining funding at great risk making this population even more vulnerable.
	Anne Arundel County Psychiatric Rehabilitation Services Utilization Report

	
	
	
	

	Psychiatric Rehabilitation Services
Consumer Count and Expenditure

	Anne Arundel County PMHS
	FY 08
	FY 09
	FY 10 

	Consumer Count
	                  706 
	720
	                    848 

	Expenditure
	 $   9,398,277 
	 $      9,929,448 
	 $   10,440,439 

	 
	 
	 
	 

	
	
	
	

	State PMHS
	
	
	

	Consumer Count
	               14,865 
	               15,565 
	               17,308 

	Expenditure
	 $ 121,227,056 
	 $ 127,319,872 
	 $ 134,451,577 

	 
	 
	 
	 

	County % of State Utilization - Consumer Count
	4.7%
	4.6%
	4.9%

	County % of State Utilization - Expenditure
	7.75%
	7.8%
	7.8%
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Number of consumers has increased dramatically but this is consistent with prior year’s county percent of State utilization; consumer count statewide has dramatically increased as well.
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Although overall costs went up, as a percentage, AA County percent of State Utilization in expenditure has actually gone down from 2009, and is the lowest level it has been in three years indicating very effective use of services.
	Consumer Counts and Expenditure by Age
	
	
	

	Consumer Count by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	                      5 
	0.7%
	                         9 
	1.3%
	                       9 
	1.1%

	Child
	                    86 
	12.2%
	                       81 
	11.3%
	                  123 
	14.5%

	Adolescent
	                    40 
	5.7%
	                       54 
	7.5%
	                    58 
	6.8%

	Transitional
	                    38 
	5.4%
	                       30 
	4.2%
	                    35 
	4.1%

	Adult
	                  508 
	72.0%
	                    519 
	72.1%
	                  593 
	69.9%

	Senior
	                    29 
	4.1%
	                       27 
	3.8%
	                    30 
	3.5%

	Total
	706 
	 
	720 
	 
	848 
	 

	
	
	
	
	
	
	

	Expenditure by Age
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Early Child
	 $           9,135 
	0.1%
	 $           15,169 
	0.2%
	 $         19,383 
	0.2%

	Child
	 $      204,145 
	2.2%
	 $         224,992 
	2.3%
	 $       273,550 
	2.6%

	Adolescent
	 $         87,730 
	0.9%
	 $         122,370 
	1.2%
	 $       154,888 
	1.5%

	Transitional
	 $      336,032 
	3.6%
	 $         286,065 
	2.9%
	 $       218,362 
	2.1%

	Adult
	 $   8,234,543 
	87.6%
	 $      8,882,956 
	89.5%
	 $   9,280,677 
	88.9%

	Senior
	 $      526,693 
	5.6%
	 $         397,897 
	4.0%
	 $       493,578 
	4.7%

	Total
	 $ 9,398,277 
	 
	 $   9,929,448 
	 
	 $10,440,439 
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Usage is very consistent with prior years.  No material variances.
	Consumer Counts and Expenditure by Coverage Type
	
	

	Consumer Count by Coverage
	FY 08
	FY 08 %
	FY 09
	FY 
09 %
	FY 10 
	FY 10 %

	Medicaid
	                  634 
	89.8%
	                    638 
	88.6%
	                  773 
	91.2%

	Medicaid State Funded
	                     -   
	0.0%
	                        -   
	0.0%
	                    50 
	5.9%

	Uninsured
	                  105 
	14.9%
	                    115 
	16.0%
	                  102 
	12.0%

	Total
	706 
	 
	720 
	 
	848 
	 

	
	
	
	
	
	
	

	Expenditure by Coverage
	FY 08
	FY 08 %
	FY 09
	FY 09 %
	FY 10 
	FY 10 %

	Medicaid
	 $   8,942,371 
	95.1%
	 $      9,395,681 
	94.6%
	 $   9,940,872 
	95.2%

	Medicaid State Funded
	 $                  -   
	0.0%
	 $                     -   
	0.0%
	 $       208,735 
	2.0%

	Uninsured
	 $      455,906 
	4.9%
	 $         533,767 
	5.4%
	 $       290,832 
	2.8%

	Total
	 $ 9,398,277 
	 
	 $   9,929,448 
	 
	 $10,440,439 
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Uninsured population has decreased and is the lowest percent that is has been in three years.                              Due to effects of PAC.
FY 2010 Anne Arundel County State Hospital Data

	Category
	Data
	Comments

	No. of residents in State Hospitals* 
	149
	20 readmits

	No. of Admissions

· Springfield 
– 45

· Spring Grove 
– 36

· Eastern Shore
 – 2

· Perkins

 -  1
	84
	Referred by:  

· Hospitals 

-12

· Justice system 
- 66

· ER


-  5

· Unknown

-  1 

	Age at time of admission
	Age 13– 7 = 24

Age 18-21 =  7 

Age 22-44 = 28

Age 45-63 = 25
	

	Demographics**
	Male              - 70

Female          - 14
	Native American/Alaskan Native–  2

African American

- 35

 White



- 42

Hispanic/Latino

-  3 

Other



-  5

Not Hispanic/Latino 

- 81

	Forensic Status
	Non-Forensic – 13

Forensic          - 71
	

	No. of Discharges

· Springfield

 – 48

· Spring Grove 
–  40

· Eastern Shore
 –   2

· Perkins 

-    5
	95
	

	Length of Stay (Days)

· Springfield 
    – 139

· Spring Grove 
–     294

· Eastern Shore 
–       58

· Perkins

 – 1,454
	Overall Length of Stay - 272 Days
	Based on actual discharges

	*As of 06/30/10, 55 Anne Arundel County residents remained in the following State Hospital facilities:

· Springfield 
 – 27

· Spring Grove 
 – 12

· Eastern Shore  – 2

· Perkins
 – 14

Individuals may be counted in more than one demographic group.


FY11 – FY13 Goals

GOAL #1
Persons with mental illnesses will retain control over their lives and be greeted with respect and dignity in all aspects of life.

Objective #1
The service system will facilitate individualized and culturally competent care, and offer choices.

Year 1 Strategy
Develop and provide Cultural Competency Trainings offered to all in Anne Arundel County PMHS providers, as well as individuals from consumer/advocacy groups and other County stakeholder agencies.  Continue ongoing conversations with County Government and providers regarding transportation issues for consumers.

Outcome:                     Provide one Cultural Competency Training

Outcome Met:
Training and assistance provided to On Our Own, VESTA, Arundel Lodge, Southern Maryland Community Network and Alliance staff

Year 2 Strategy
Review and monitor Consumer Satisfaction Survey (reports) regarding the areas of Cultural Competency and Transportation issues.

The Anne Arundel County Mental Health Agency will add an addendum to the survey, specifically adding two questions each for the areas of Cultural/Linguistic issues and Transportation issues, which are not included in the current survey

Year 3 Strategy
Identify those providers who have received improved consumer/family satisfaction surveys and co-partner with them in presenting their strategies to other providers.

Objective #2
The Anne Arundel County PMHS will be welcoming and encouraging self-help and recovery.

Year 1 Strategy
Provide the opportunity for Welcoming Training to all Anne Arundel County PMHS providers and consumers.

Outcome:
To keep the concepts of Wellness and Recovery in the forefront of all planning by county PMHS providers 

Outcome Met:      
(A) The Executive Director and Coordinator of Special Projects met with representatives of our county provider 

System and reviewed the concepts of Welcoming at a Quarterly all- provider meeting

(B) Wellness and Recovery (WRAP) workshops organized through our County’s On Our Own were well received and attended.  This has resulted in the number of consumers increasing to 130 members – who are now actively participating in WRAP discussions  
Year 2 Strategy
Co-Campaign with Anne Arundel County Consumer Advocacy Groups to increase the number of consumers in self-help/advocacy organizations.

Year 3 Strategy
Document the increase in Consumer/Family Satisfaction surveys.

Objective #3
Mental Health Services will be fully integrated and coordinated with other supports and services.

Year 1 Strategy
Continue to provide ongoing training with the Anne Arundel County PMHS Providers/Consumers in the area of co-occurring issues and medical issues for those with mental illness.

Outcome:
To keep providers informed of the latest trends and research in the areas of co-occurring and medical issues for those with Mental Illness
Outcome Met:        (A)  The regular meetings for the all provider Change Agent 



and Steering Committee occurred on schedule

            


(B)   Comprehensive Continuous Integrated Systems of Care 

                  

        (beginner to intermediate levels) Training took place for 

                                         Providers in June 2010

Year 2 Strategy
Negotiate with all Anne Arundel County PMHS providers to participate in CCISC Trainings.
Year 3 Strategy
Identify all providers who have completed these trainings by listing them on the Network of Care 

Objective #4
Services are visible and easy to find

 Strategies for Years 1, 2, and 3. 

 Encourage providers to list themselves on the Network of Care, by giving out information, at every training, sponsored by or attended by the Anne Arundel County CSA.  Also encourage the use of and listing on the Network of Care at every meeting attended by CSA Staff.

Develop a system and use the System to publish provider’s scores from Consumer/Family Satisfaction Surveys, to increase access to information by Consumers/Families

Outcome Met:
 (A) At every conference given by the Anne Arundel County Mental Health Agency, and every meeting hosted by or attended by the staff, literature was made available and encouragement was provided to research and join the Network of Care During the fiscal year, the CSA worked with Trilogy to update the Identifying information for each county site, through a series of mass emails and telephone conversations to clarify data and information

GOAL #2
Services will be goal oriented as measured by consumer Satisfaction and Wellness, not just reduction of symptoms.

Objective #1
All performance measures will include Consumer and Family Satisfaction 
Measures

Year 1 Strategy
Provide group training to all Anne Arundel County PMHS Providers regarding Consumer Satisfaction Reports (Surveys).  
Outcome:
Develop and provide one training regarding consumer satisfaction surveys.
To instill in our Providers that Consumer 

Satisfaction is more than just a “concept” and must be an integral part of their overall agency plan

Outcome Met:
Issue discussed at length with county providers attending the all provider meetings sponsored by the Core Service Agency
Year 2 Strategy
In conjunction with the county PMHS providers, develop baseline for Consumer Satisfaction Reports (Surveys) 

Year 3 Strategy
Begin to compare improved provider scores on Consumer Satisfaction Reports (Surveys)

Objective #2
Access to Care will be measured by timelines, affordability, geography and coordination with other Health/Support Services Indicators

Year 1 Strategy
Meet on a consistent basis with providers to determine the road blocks to increasing capacity and geographic distribution of services.

Outcome:
Meet with providers on a quarterly basis. 
Providers will begin to participate in discussion about solutions, rather than just listing obstacles 

Outcome Met:
 Co-occurring meetings led to identification of trainings, MOUs between providers, and case conferences led to two (2) successful outcomes for consumers.
Year 2 Strategy
Monitor the changes in provider wait lists for consumers to receive services.
Year 3 Strategy
Increase the number, capacity and geographic distribution of providers listed on www.networkofcare.org
Objective #3
Prevention, outreach and Community (verses institutional) Care will be a systemic measure of success. 

Year 1 Strategy
Increase the number of prevention and educational efforts with the CSA involvement.

Outcome:
Increase the number of CSA sponsored/co-sponsored training by 5%. Apply for funding for Suicide Prevention Activities to respond to local inter-agency interest in Suicide Prevention for Children and Adolescents.
Outcome Met:
An inter-agency application for Suicide Prevention Activities was made, and a grant was received from the Garrett Lee Smith Foundation.
Year 2 Strategy
Measure the reduction of persons presenting in EDs with Mental Illness (who are repeat users within the last six months) Include the influence of budget reductions /accessibility to information

Year 3 Strategy
Increase the number of persons engaged by the Crisis Response System who are homeless, increase the percent of Hospital Diversions and Jail Diversions while at the same time reduce the number of persons going to State Hospitals, acute in-patient psychiatric units.
Objective #4
Narrow the 25 year life longevity disparity and other health status measures                                         

Year 1 Strategy
Co-Develop training for consumers regarding substance abuse, medical issues and smoking cessation/reduction

Outcome:
Provide one training - training will be developed
Outcome Met:
Training developed and Comprehensive Continuous Integrated Systems of Care Training (CCISC),  presented to consumers with co-occurring disorders and county providers of services, by Frank Sullivan, Anne Arundel County Mental Health, and Tom Godwin of University of Maryland, Mental Health Training Center

Year 2 Strategy       Partner with the Anne Arundel County Department of Health  to   Provide consumer training regarding substance abuse, medical and smoking issues.

Year 3 Strategy
Begin gathering statistics from providers/consumers regarding substance abuse and smoking cessation/reduction improvements.

GOAL #3
Systems of Care are prioritized to assure access to the most vulnerable and disconnected consumers, those individuals/families in Crisis and those with the most severe needs.

Objective #1
Maintain a comprehensive, integrated, cultural competent, highly visible, Crisis Response System

Year 1 Strategy
Develop a report from documentation obtained from the Anne Arundel County Police Department and the Crisis Response Teams to be shared with the County Government, MHA and other identified stakeholders.

Outcome:
A report is presented to the County Government regarding an up-to-date review of the Crisis Response System. To obtain a report from the Crisis Response System 


Outcome Met:         Monthly reports were consistently received from

     

 the Crisis Response System 

Year 2 Strategy
Use the information from the Anne Arundel County Police Department and the Crisis Teams documentation to review the policies of CRS, Hospital Diversion, and Jail Diversion Systems of Care and make changes as necessary. Funding for the Hospital Diversion Project/Jail Diversion , changed in FY’11. Policies/procedures changed in FY’11.  Continued changes in these projects will be reviewed and monitored for consequences to consumers
Year 3 Strategy
Document and report on the two-year decrease or increase in the use of State Hospital, acute psychiatric inpatient, Detention Center and RRP use, depending upon the sustainability of these projects
Objective #2
Implement a reward system for service providers who use CCISC principals and “Evidenced-Based Practices” in their programs.

Year 1 Strategy
Renew the CCISC Charter Document for Anne Arundel County

Outcome:

Renew the CCISC Charter Document

Outcome Met:
CCISC Charter Document reviewed and renewed 




at the monthly Co-Occurring/Steering Committee  

Year 2 Strategy
Develop and carry out a campaign to increase the number of agencies participating in the CCISC Steering Committee and the number of Change Agents. Partnering with the new “Recovery Oriented System of Care” (ROSC) initiative of Anne Arundel County
Year 3 Strategy
Identify and document in the Network of Care, those agencies who have conducted COMPASS Assessments, CCISC Trainings, and Consumer Satisfaction Survey results regarding these issues.

GOAL #4
Technology will be used in accessing Mental Health Care and Information in Anne Arundel County

Objective #1
Form a partnership with consumers to use technology in mental health issues.

Year 1 Strategy
Consumers co-design trainings in the use of technology to facilitate consumer access to technology on a regular basis.

Outcome:
Design a technology training with Anne Arundel County On Our Own. Begin discussions with consumer advocacy groups regarding the use of technology as a tool to Recovery and Wellness
Outcome Met:
Monitoring Arundel Lodge’s System.  Assisted use of Credible by PEP to Baltimore City FAST Program.
Year 2 Strategy
Consumer of trainings in the use of technology occur

Year 3 Strategy
Begin to develop a baseline to measure consumer use of technology for mental health information and treatment

Objective #2
Maintain the Network of Care for Mental Health and Veterans, increase utilization throughout the county to increase information and access.

Year 1 Strategy
Develop consumer training for accessing the Network of Care.

Outcome:
Provide a review training for the Veteran’s Network of Care.  Initiate conversations with consumer advocate groups about developing consumer interest in Network of Care Training and responding to their issues and concerns about the use of the system
Outcome Met: 
Network of Care site completely updated, through a project which contacted every provider to update and clarify information 
Year 2 Strategy
Begin to develop a baseline of consumer use of the Network of Care.

Year 3 Strategy
Review baseline of consumer use of Network of Care

Objective #3
Support and promote the use of electronic health records and personal health information systems.

Year 1 Strategy
Review the national literature and local laws, policies, etc. regarding electronic health records.

Outcome:
Partner with a provider in reviewing literature/laws regarding electronic health records.  Obtaining information regarding electronic health records, especially as they relate to the new National Health Plan 

Outcome Met:
Dr. Ron Manderscheid, Executive Director of the National Association of County Behavioral Health Directors, (NACBHD) gave a brief overview of the New National Health Plan including the use of electronic health records to approximately 100 representatives of county government, provider networks and Advocacy Organizations

Year 2 Strategy
Develop plans for a pilot study using electronic health information. Contingent upon developments of the new National Health Care Plan and budgetary changes
Year 3 Strategy
Begin a small pilot study involving the use of electronic health information.

GOAL #5 Adequate and appropriate services will be available for Child/Adolescent  Populations

Year 1 Strategy  
Contracts for Adult and Child/Adolescent Case Management Services and Child/Adolescent Mentoring Services will be re-bid
Outcome: 
Case Management and Mentoring Services will be re-structured and enhanced – either by the existing contractors or new contractors

Outcome Met:
New providers for child and adolescent case management and 




Mentoring services were chosen and began providing services




in FY’11

Year 2 Strategy  
Partner with providers to develop new resources for the Child/Adolescent Population

Year 3 Strategy  
Develop and implement formal focus groups to investigate current Child/Adolescent Services and make recommendations for possible changes
GOAL #6 

(THIS IS AN ADDITIONAL GOAL SINCE THE January 2010 Plan)
As the Local Mental Health Authority, representing the Mental Hygiene Administration, the Anne Arundel County Mental Health Agency, Inc. will stay informed about the Mental Health Care Reform, and to the best of our ability, ensure that the information is disseminated to consumers and their families, local providers, local government officials and other interested individuals.

Objective:
To keep informed of the changes to National Health Insurance and its local impact.

Year 2 Strategy:
A.  The Staff of the Anne Arundel County Mental Health Agency, will attend as many pertinent informational sessions regarding National Health Care Reform as feasibly possible.


B.  The Anne Arundel County Mental Health Agency will provide as much information locally regarding the National Health Plan as feasibly possible, through educational sessions, meetings and written documentation

Year 3 Strategy:
Will continue with Year 2 Strategy and will implement Changes to local policies and procedures as necessary
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