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EXECUTIVE SUMMARY

The Division of Behavior al Heal t h Ser bothces (D
Mental Healthand Substance Abuse Treatment/Preventionicesv DBHS discharges its
responsibility for the provision of public mental health services by operating the Arkansas State
Hospital (ASH) and the Arkansas Health Center skilled nursing facility, by contracting with
fifteen local, private noiprofit Commuity Mental Health Centers (CMHC), and by certifying
three private nomrofit specialty Community Mental Health Clinicstach CMHC serves a
designated geographic area and serves as the-pmigkof-entry to the public mental health
system for its catehent area. DBHS is part of the Department of Health and Human Services
and provides formal leadershipr the public mental health systetirough its participation in

the executive functions of state governmerit.also allies itself with other organizams to
advance the cause of public mental health, including the Arkansas Mental Health Planning and
Advisory Council (AMHPAC).

Areas of previous state plan focus and related achievements include: data system development,
the role of Medicaid in financingnental health services, furthering the integration of mental
health and substance abuse treatmamtnotion of the greater availability of evidenced based
practices (EBP), expansion of access to local acute inpatient care for adults, CASSP
Coordinating ©uncil focus on early childhood, and the expansion of sebhaséd mental health
services.

New developments and issues affecting the public mental health system include: increased
funding for local inpatient care for adults, ongoing developments in Mdd{ga particular

efforts to control costs for h i | dnergah leath servicgsplans to replace the existing state

hospital with a new facility, preparation for implementation of the Medicare Part D prescription

drug benefit, merger of the DepartmehHealth and the Department of Human Services to form

the Department of Health and Human Services, further enhancements in the data system, and
recent | egislation to provide for enhanced co

The primary strength of thehild and adult comprehensive commuriigsed system of care is

the existence of a well established, stable group of public mental health provider$s
CMHCs and three Mental Health Clinics. All of the CMHCs provide the basic array of crisis
interventon/stabilization, clinical and rehabilitative services. Of course, the breadth of services
within the basic array varies among Centers, and with few exceptions evidersszti practices
(EBP) with known fidelity to the practice model are not in places dtpriority goal of DBHS to
promote the initiation and dispersal of EBPs more widely throughout the system of care while
maintaining current programs that support the goals of a comrmruesgd system of care. With
regard to chil drnmredidbibasel Biéhtal health serdcesthave heénaa priority
of DBHS. Al l C MHuased serpice® w ithdirecatchroemtoaceds with most
planning to increase these services in the next year. DBHS and the Department of Education are
combining funddor five grants to support the expansion of scHmaded mental health services
and implementation of positive behavioral suppoiteese grantiseganin the 2004 fall term.

A strength of Arkansasdé public meshawhoudingal t h
programs, some quite extensive. CMid@ntrolled housing options are readily available to



SMI/SED individuals that have become homeless or amslatof homelessness. Another
strength of the public men ble mentalehealthtsysters wast e m
developed and continues to serve its rural population through a widely disbursed system of care.
Also a strength in the public mental health system is the Child and Adolescent Service System
Program (CASSP), which was estabéd by Arkansas Law. The influence of CASSP has
increased in the past few years, with the statewide Coordinating Council having an active
membership bmore than forty representatives from state agencies, family members, advocacy
groups, and private agaas. The CASSP Coordinating Council has had an impact on
determining priorities for development in the system of care. As a result, an early childhood
mental health initiative was implemented in the past year. This initiative has included specific
training made available to the public mental health system to increase the workforce expertise in
mental health for young children on a statewide basis. Funding has been established for three
demonstration projects in mental health consultation in early datilh

As noted, DBHS has been involved in ongoing efforts to improve its data system. In monitoring
this yeaés goals, DBHS willfor the first time be able tadetermine the unduplicated counts of
individuals served and will have available the resultsaostatewide uniform consumer
satisfaction survey based on a random saroplsufficient size to yield valid resultsIn a
number of areas where DBHS had previously set specific numeric targets, it will this year be
utilizing its new data capacities tetgrmine baseline performance which will then be used to set
targets for future years.

DBHS plans to maintain a comprehensive commdipétsed adult mental health system of care

t hat mi ni mizes inpatient hospi t aand tsat delivess, i n
services to clients that are viewed by the clients (as measured by consumer satisfaction surveys)
as being accessible and effective. DBHS plans toftakieer steps to move the system of care
towards the delivery of care using evidentaded practices.

Inpatient stays will be minimized by providing timely aftercare to those leaving the Arkansas
State Hospital and by providing responsive ongoing case management to those clients most at
risk for hospitalization. In terms of EBP exparsm, the first focus will be on increasing the
number of individuals who are provided Assertive Community Treat(AeZit).

DBHS will continue to monitor the penetration of the public mental health system in terms of
providing services to its target poptibn of adultsvith serious mental illnessnd childrenwith
serious emotional disturbancBBHS plans to continue its emphasis on and monitoring of the
level of services in rural areas and to the homelessurther these goal®BHS will increase

the percent of funds under its control directed to community serviéesnoted, for this year it

will be possible to determine the unduplicated numbers of individuals served.



PART B. ADMINISTRATIVE REQUIREMENTS, FISCAL PLANNING, AND
SPECIAL GUIDANCE

Immediately following are the documents listed below

(1)
(2)
(3)
(4)
(5)

Block Grant Funding Agreement

Certifications

Disclosure of Lobbying Activities

Assurances

Description of Opportunity for Public Comment on State Pan



COMMUNITY MENTAL HEALTH SERVICES BLO CK GRANT FUNDING
AGREEMENTS

FISCAL YEAR 20

| hereby certify that Arkansas agrees to comply with the
following sections of Title V of the Public Health Service Act [42 U.S.C. 3D8kseq]

Section 1911:
Subject toSection 1916, the Stdteill expend the grant only for the purpose of:
i. Carrying out the plan under Section 1912(a) [State Plan for Comprehensive
Community Mental Health Services] by the State for the fiscal year involved:
ii. Evaluating programs arskrvices carried out under the plan; and
iii. Planning, administration, and educational activities related to providing services under the
plan.

Section 1912
(c)(1)&(2) [As a funding agreement for a grant under Section 1911 of this title] The Secretary
establishes and disseminates definitions for t
Achildren with a severe emotional di sturbanc
[standardized methods, established by the Secretary] in making estiofatee incidence and
prevalence in the State of serious mental illness among adults and serious emotional disturbance
among children].

Section 1913:
(@)(1)(C) In the case for a grant for fiscal year 2005, the State will expend for such system [of
integated services described in section 1912(b)(3)] not less than an amount equal to the amount
expended by the State for the fiscal year 1994.

[A system of integrated social services, educational services, juvenile services and substance
abuse services thaggether with health and mental health services, will be provided in order for
such children to receive care appropriate for their multiple needs (which includes services
provided under the Individuals with Disabilities Education Act)].

(b)(1) The Statewill provide services under the plan only through appropriate, qualified
community programs (which may include community mental health centers, child ‘nealil
programs, psychosocial rehabilitation programs, mental healthsppport programs, and
mertal-health primary consumefirected programs).

(b)(2) The State agrees that services under the plan will be provided through community mental
health centers only if the centers meet the criteria specified in subsection (c).

(C)(1) With respect to mentlakalth services, the centers provide services as follows:

(A) Services principally to individuals residing in a defined geographic area
(referred to as a fiservice areao)

21. The term State shall hereafter be understood to include Territories.



(B) Outpatient services, including specialized outpatient services for children, the
elderly, individuals with a serious mental iliness, and residents of the service
areas of the centers who have been discharged from inpatient treatment at a
mental health facility.

(C) 24houra-day emergency care services.

(D) Day treatment or other pat hospitalization services, or psychosocial
rehabilitation services.

(E) Screening for patients being considered for admissions to State mental health
facilities to determine the appropriateness of such admission.

(2) The mental health services of the enters are provided, within the limits of the
capacities of the centers, to any individual residing or employed in the service area of the
center regardless of ability to pay for such services.

(3) The mental health services of the centers are availableecessible promptly, as
appropriate and in a manner which preserves human dignity and assures continuity and
high quality care.

Section 1914:

The State will establish and maintain a State mental health planning council in accordance with

the conditionglescribed in this section.

(b) The duties of the Council are:
(1) to review plans provided to the Council pursuant to section 1915(a) by the State
involved and to submit to the State any recommendations of the Council for
modifications to the plans;
(2) to serve as an advocate for adults with a serious mental illness, children with a severe
emotional disturbance, and other individuals with mental iliness or emotional problems;
and
(3) to monitor, review, and evaluate, not less than once each year, ttetiaticand
adequacy of mental health services within the State.

(c)(1) A condition under subsection (a) for a Council is that the Council is to be composed of
residents of the State, including representatives of:

(A) the principle State agencies with pest to:
() mental health, education, vocational rehabilitation, criminal justice, housing,
and social services; and
(i) the development of the plan submitted pursuant to Title XIX of the Social
Security Act;
(B) public and private entities concernediwibhe need, planning, operation, funding, and
use of mental health services and related support services;
(C) adults with serious mental illnesses who are receiving (or have received) mental
health services; and
(D) the families of such adults or familiegchildren with emotional disturbance.

(2) A condition under subsection (a) for a Council is that:
(A) with respect to the membership of the Council, the ratio of parents of children with a
serious emotional disturbance to other members of the Coursifffisient to provide
adequate representation of such children in the deliberations of the Council; and
(B) not less than 50 percent of the members of the Council are individuals who are not
State employees or providers of mental health services.



Section1915:
(a)(1) State will make available to the State mental health planning council for its review under
section 1914 the State plan submitted under section 1912(a) with respect to the grant and the
report of the State under section 1942(a) concerningrdeeding fiscal year.
(2) The State will submit to the Secretary any recommendations received by the State from the
Council for modifications to the State plan submitted under section 1912(a) (without regard to
whether the State has made the recommemnaadifications) and comments on the State plan
implementation report on the preceding fiscal year under section 1942(a).

(b)(1) The State will maintain State expenditures for community mental health services at a level
that is not less than the averageelenf such expenditures maintained by the State for 4eaP
period preceding the fiscal year for which the State is applying for the grant.

Section 1916:
(a) The State agrees that it will not expend the grant:

(1) to provide inpatient services;
(2) tomake cash payments to intended recipients of health services;
(3) to purchase or improve land, purchase, construct, or permanently improve (other than
minor remodeling) any building or other facility, or purchase major medical equipment;
(4) to satisfy anyequirement for the expenditure of nBaderal funds as a condition of
the receipt of Federal funds; or
(5) to provide financial assistance to any entity other than a public or nonprofit entity.
(b) The State agrees to expend not more than 5 perceng¢ gfraht for administrative
expenses with respect to the grant.

Section 1941:
The State will make the plan required in section 1912 as well as the State plan implementation
report for the preceding fiscal year required under Section 1942(a) public thigh8tate in such
manner as to facilitate comment from any person (including any Federal or other public agency)
during the development of the plan (including any revisions) and after the submission of the plan
to the Secretary.

Section 1942:
(a) The Stee agrees that it will submit to the Secretary a report in such form and containing such
information as the Secretary determines (after consultation with the States) to be necessary for
securing a record and description of:

(1) the purposes for which thgrant received by the State for the preceding fiscal year
under the program involved were expended and a description of the activities of the State
under the program; and

(2) the recipients of amounts provided in the grant.

(b) The State will, with respe to the grant, comply with Chapter 75 of Title 31, United Stated
Code. [Audit Provision]

(c) The State will:
(1) make copies of the reports and audits described in this section available for public
inspection within the State; and



(2) provide copies ofhie report under subsection (a), upon request, to any interested
person (including any public agency).

Section 1943:

(a) The State will:
(1)(A) for the fiscal year for which the grant involved is provided, provide for
independent peer review to assdss quality, appropriateness, and efficacy of treatment
services provided in the State to individuals under the program involved; and
(B) ensure that, in the conduct of such peer review, not fewer than 5 percent of the
entities providing services in thea® under such program are reviewed (which 5 percent
is representative of the total population of such entities);
(2) permit and cooperate with Federal investigations undertaken in accordance with
section 1945 [Failure to Comply with Agreements]; and
(3) provide to the Secretary any data required by the Secretary pursuant to section 505
and will cooperate with the Secretary in the development of uniform criteria for the
collection of data pursuant to such section

(b) The State has in effect a system totgub from inappropriate disclosure patient records
maintained by the State in connection with an activity funded under the program involved or by
any entity, which is receiving amounts from the grant.

SIGNED COPY ON FILE 7-26-05
Governor Date




OMB Approval No. 09260428

CERTIFICATIONS

1. CERTIFICATION REGARDING DEBARMENT

AND SUSPENSION

The undersigned (authorized official signing for the
applicant organization) certifies to the best of his o
her knowlege and belief, that the applicant, definec
as the primary participant in accordance with 45 CF|
Part 76, and its principals:

(@) are not presently debarred, suspended, propos
for debarment, declared ineligible, or voluntarily
excluded from covered trargmns by any
Federal Department or agency;

(b) have not within a Jear period preceding this
proposal been convicted of or had a civil
judgment rendered against them for commissio
of fraud or a criminal offense in connection with
obtaining, attemptingto obtain, or performing a
public (Federal, State, or local) transaction o
contract under a public transaction; violation of
Federal or State antitrust statutes or commissic
of embezzlement, theft, forgery, bribery,
falsification or destruction of recosd making
false statements, or receiving stolen property;

(c) are not presently indicted or otherwise
criminally or civilly charged by a governmental
entity (Federal, State, or local) with commissior
of any of the offenses enumerated ir
paragraph (b) of ik certification; and

(d) have not within a -year period preceding this
application/proposal had one or more public
transactions (Federal, State, or local) terminate
for cause or default.

Should the applicant not be able to provide thi
certification, @ explanation as to why should be
placed after the assurances page in the applicati
package.

The applicant agrees by submitting this proposal th
it will include, without modification, the clause titled
"Certification Regarding Debarment, Suspensiom, |
eligibility, and Voluntary ExclusionLower Tier
Covered Transactions" in all lower tier coverec
transactions (i.e., transactions with sulgrantees
and/or contractors) and in all solicitations for lowel
tier covered transactions in accordance with 45RCF
Part 76.

2. CERTIFICATION REGARDING
WORKPLACE REQUIREMENTS

DRUG -FREE

The undersigned (authorized official signing for t
applicant organization) certifies that the applici
will, or will continue to, provide a drufree workplace
in accordance witd5 CFR Part 76 by:

(a) Publishing a statement notifying employees that
unlawful manufacture, distribution, dpensing,
possession or use of a controll
substance is pr ohi bplacee
and specifying the actions that will &
taken against employees for violation of su
prohibition;

(b) Establishing an ongoing drdgge awarenes!
program to inform employees abeut

(1) The dangers of drug abuse in t
workplace;
2 The granteeobs pol i

drugfree workplace;

(3) Any available drug counseling, rehahdtion,
and employee assistance programs;
and

(4) The penalties that may be imposed ug
employees for drug abuse Vviolatiol
occurring in the workplace;

(c) Making it a requirement that each employee
be engagedni the performance of the grant |
given a copy of the statement required
paragraph (a) above;

(d) Notifying the employee in the statement required
paragraph (), above, that, as
condition of employment under the grant, t
employee will-

(1) Abide by the terms of the statement; a

(2) Notify the employer in writing of his or he
conviction for a violation of a crimina
drug statute occurring in the workplace

later than five calendar days after su
conviction;

(e) Notifying the agency in witing within ten

calendar days after receiving notice unt

paragraph (d)(2) from an employee or otherw
receiving actual notice of such convictio
Employers of convicted employees must prov
notice, including position title
to every grant officer 1 other designee
on whose grant activity the convicted employee \
working, unless the
Federal agency has designated a cer

1C



point for the receipt of such notices. Notice shg
include the identification number(s) of eacl
affected grant;

() Taking one of the following actions, within 30
calendar days of receiving notice unde
paragraph (d) (2), with respect to any employe
who is so convicted
(1) Taking appropriate personnel action again

such an employee, up to and includin
termination, consistent with the
requirements of the Rehabilitation Act of
1973, as amended; or
Requiring such employee to participat
satisfactorily in a drug abuse assistance
rehabilitation program approved for sucl
purposes by a Federal, State, or local heal
law enforcement, or other appropriats
agency;

(g) Making a good faith effort to continue to
maintain a drugree workplace through imple
mentation of paragraphs (a), (b), (c), (d), (e), ar
(®.

For purposes of paragraph (e) regarding agen
notification of criminal drug convictions, the DHHS has
designated the following central point for receipt ¢
such notices:

)

Office of Grants and Acquisition Management

Office of Grants Management

Office of the Assistant Secretary for Management and
Budget

Departmentf Health and Human Services

200 Independence Avenue, S.W., Room-b17

Washington, D.C. 20201

3. CERTIFICATION REGARDING LOBBYING

Title 31, United States Code, Section 1352, entitle
"Limitation on use of appropriated funds to influenc

certain Federal  antracting and financial
transactions," generally prohibits  recipients
Federal grants and cooperative agreements fr(

using Federal (appropriated) funds for lobbying tt
Executive or Legislative Branches of the Feder
Government in connection with a BEIFIC grant or
cooperative agreement. Section 1352 also requil
that each person who requests or receives a Fed

grant or cooperative agreement must disclo
lobbying undertaken with neRederal (norappropriated)

funds. These requirements apply ti
grants and cooperative agreements EXCEEDIN

$100,000 in total costs (45 CFR Part 93).

The undersigned (authorized official signing for th
applicant organization) certifies, to the best of his
her knowledge and belief, that:

(1) No Federal appropriatedurids have been paid
or will be paid, by or on behalf of the unéder

signed, to any person for influencing or attempt
to influence an officer or employee of any agency
Member of Congress, an officer or employee
Congress, or an employee of a Memlwdr Congress
in connection with the awarding of any Fede

contract, the making of any Federal grant,

making of any Federal loan, the entering into of ¢
cooperative agreement, and the extens
continuation, renewal, amendment, or modificati

of ary Federal contract, grant, loan, or cooperat
agreement.

(2) If any funds other than Federally appropriated fu
have been paid or will be paid to any person
influencing or attempting to influence an officer
employee of any agency, a Member ofn@mess, an

officer or employee of Congress, or an employee

a Member of Congress in connection with tl
Federal contract, grant, loan, or cooperat
agreement, the wundersigned shall complete
submit  Standard ForbLL, "Disclosure of
Lobbying Activites,” in accordance with it
instructions.  (If needed, Standard Fell,
"Disclosure of Lobbying Activities," its

instructions, and continuation sheet are included

the end of this application form.)

(3) The undersigned shall require that the language
this certification be included in the award docume
for all subawards at all tiers (includin
subcontracts, subgrants, and contracts under gr
loans and cooperative agreements) and that

subrecipients shall certify and disclose accordingly.

This certification is a material representation of fact
upon which reliance was placed when this transactior
was made or entered into. Submission of this
certification is a prerequisite for making or entering into
this transaction imposed by Section 1352, U.SCode.
Any person who fails to file the required certification
shall be subject to a civil penalty of not less thar
$10,000 and not more than $100,000 for each suc
failure.

4. CERTIFICATION REGARDING PROGRAM
FRAUD CIVIL REMEDIES ACT (PFCRA)

The undersiged (authorized official signing for th
applicant organization) certifies that the stateme
herein are true, complete, and accurate to the be:
his or her knowledge, and that he or she is av
that any false, fictitious, or fraudulent statements
claims may subject him or her to criminal, civil,
administrative  penalties. The undersigned agt
that the applicant organization will comply with tt

Public Health Service terms and conditions
award if a grant is awarded as a result of t
applicaton.

11



5. CERTIFICATION REGARDING
ENVIRONMENTAL TOBACCO SMOKE

Public Law 103227, also known as the Phildren
Act of 1994 (Act), requires that smoking not be
permitted in any portion of any indoor facility owned
or leased or contracted for by an &ntand used
routinely or regularly for the provision of health, day
care, early childhood development services,
education or library services to children under the
age of 18, if the services are funded by Federa
programs either directly or through State ocal
governments, by Federal grant, contract, loan, or loa
guar ant ee. The | aw al s
services that are provided in indoor facilities that are
constructed, operated, or maintained with suct
Federal funds. The law does not apply td é¢hd r e
services provided in private residence, portions o
facilities used for inpatient drug or alcohol treatment,
service providers whose sole source of applicabls
Federal funds is Medicare or Medicaid, or facilities
where WIC coupons are redeemed.

Falure to comply with the provisions of the la
may result in the imposition of a civili moneta
penalty of up to $1,000 for each violation and/or -
imposition of an administrative compliance order
the responsible entity.

By signing the certification, the undersignec
certifies that the applicant organization will comg
with the requirements of the Act and will not allc
smoking within any portion of any indoor facilit
used for the provision of services for children
defined by the Act.

The applicantorganization agrees that it will requil
that the language of this certification be included
any subawards which contain  provisions
childrenobs services and
certify accordingly.

The Public Health Services strongly encmes all
grant recipients to provide a smekee workplace
and promote the neuse of tobacco products. Th
is consistent with the PHS mission to protect ¢
advance the physical an mental health of
American people.

SIGNATURE OF AUTHORIZED  CERTIFYING
OFFICIAL

SIGNED COPY ON FILE

TITLE

Governor State of Arkansas

APPLICANT ORGANIZATION
Department of Human Services
Division of BehavioralHealth Services

DATE SUBMITTED
09-01-05
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DISCLOSURE OF LOBBYING ACTIVITIES

Approved by OMB
0348-0046

Complete this form to disclose lobbying activities pursuant to 31 U.S.C. 1352
(See reverse for public burden disclosure.)

Type of Federal Action: 2. Status of Federal Action 3. Report Type:
a. contract a. bid/offer/application a. initial filing
b. grant b. initial award b. material change
c. cooperative agreement c. post-award )
d. loan For Material Change Only:
e. loan guarantee
f. loan insurance

Year Quarter

date of last report

Name and Address of Reporting Entity:

|:| Prime

|:| Subawardee

Tier , if known:

Congressional District, if known:

5. If Reporting Entity in No. 4 is Subawardee, Enter Name and
Address of Prime:

Congressional District, if known:

Federal Department/Agency:

7. Federal Program Name/Description:

CFDA Number, if applicable:

Federal Action Number, if known:

9. Award Amount, if known:

$

10.

a. Name and Address of Lobbying Entity
(if individual, last name, first name, Ml):

b. Individuals Performing Services (including address if different
from No. 10a.) (last name, first name, MI):

No lobbying activities to disclose

11.

Information requested through this form is authorized by
titte 31 U.S.C. section 1352. This disclosure of lobbying
activities is a material representation of fact upon which
reliance was placed by the tier above when this transaction
was made or entered into. This disclosure is required
pursuant to 31 U.S.C. 1352. This information will be reported
to the Congress semi-annually and will be available for
public inspection. Any person who fails to file the required
disclosure shall be subject to a civil penalty of not less than
$10,000 and not more than $100,000 for each such failure.

SIGNED COPY ON FILE

Signature:

Print Name: Mike Huckabee

Tite:  Governor, State of Arkansas
501-682-

Telephone No.: 2345 Date: 7-26-05

Federal Use Only:

Authorized for Local Reproduction
Standard Form - LLL (Rev. 7-97)




ASSURANCES - NON-CONSTRUCTION PROGRAMS

Public reporting burden for this collection of information is estimated to average 15 minutes per response, including time for
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and
reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to the Office of Management and Budget, Paperwork Reduction
Project (0348-0040), Washington, DC 20503.

PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT AND BUDGET.
SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.

Note:

Certain of these assurances may not be applicable to your project or program. If you have questions,

please contact the awarding agency. Further, certain Federal awarding agencies may require applicants to
certify to additional assurances. If such is the case, you will be notified.

As the duly authorized representative of the applicant | certify that the applicant:

1.

N

Has the legal authority to apply for Federal
assistance, and the institutional, managerial and
financial capability (including funds sufficient to pay
the non-Federal share of project costs) to ensure
proper planning, management and completion of
the project described in this application.

. Will give the awarding agency, the Comptroller

General of the United States, and if appropriate, the
State, through any authorized representative,
access to and the right to examine all records,
books, papers, or documents related to the award;
and will establish a proper accounting system in
accordance with generally accepted accounting
standard or agency directives.

Will establish safeguards to prohibit employees
from using their positions for a purpose that
constitutes or presents the appearance of personal
or organizational conflict of interest, or personal
gain.

Will initiate and complete the work within the
applicable time frame after receipt of approval of
the awarding agency.

Will comply with the Intergovernmental Personnel
Act of 1970 (42 U.S.C. 884728-4763) relating to
prescribed standards for merit systems for
programs funded under one of the nineteen statutes

or regulations specified in Appendix A of OPM

Standard for a Merit System of Personnel
Administration (5 C.F.R. 900, Subpart F).

Will comply with all Federal statutes relating to
nondiscrimination. These include but are not limited
to: (a) Title VI of the Civil Rights Act of 1964 (P.L.
88-352) which prohibits discrimination on the basis
of race, color or national origin; (b) Title IX of the
Education Amendments of 1972, as amended (20
U.S.C. 881681-1683, and 1685- 1686), which
prohibits discrimination on the basis of sex; (c)
Section 504 of the Rehabilitation Act of 1973, as
amended (29 U.S.C. 88794), which prohibits
discrimination on the basis of handicaps; (d) the
Age Discrimination Act of 1975, as amended (42
U.S.C. 886101-6107), which prohibits discrimination
on the basis of age;

(e) the Drug Abuse Office and Treatment Act of
1972 (P.L. 92-255), as amended, relating to
nondiscrimination on the basis of drug abuse; (f) the
Comprehensive Alcohol Abuse and Alcoholism
Prevention, Treatment and Rehabilitation Act of
1970 (P.L. 91-616), as amended, relating to
nondiscrimination on the basis of alcohol abuse or
alcoholism; (g) 88523 and 527 of the Public Health
Service Act of 1912 (42 U.S.C. 88290 dd-3 and 290
ee-3), as amended, relating to confidentiality of
alcohol and drug abuse patient records; (h) Title VIII
of the Civil Rights Act of 1968 (42 U.S.C. 883601
et seq.), as amended, relating to non- discrimination
in the sale, rental or financing of housing; (i) any
other nondiscrimination provisions in the specific
statute(s) under which application for Federal
assistance is being made; and (j) the requirements
of any other nondiscrimination statute(s) which may
apply to the application.

Will comply, or has already complied, with the
requirements of Title Il and Il of the Uniform
Relocation  Assistance and Real Property
Acquisition Policies Act of 1970 (P.L. 91-646) which
provide for fair and equitable treatment of persons
displaced or whose property is acquired as a result
of Federal or federally assisted programs. These
requirements apply to all interests in real property
acquired for project purposes regardless of Federal
participation in purchases.

Will comply with the provisions of the Hatch Act (5
U.S.C. §81501-1508 and 7324-7328) which limit the
political activities of employees whose principal
employment activities are funded in whole or in part
with Federal funds.

Will comply, as applicable, with the provisions of the
Davis-Bacon Act (40 U.S.C. 88276a to 276a-7), the
Copeland Act (40 U.S.C. 8276¢c and 18 U.S.C.
8874), and the Contract Work Hours and Safety
Standards Act (40 U.S.C. 88327- 333), regarding
labor standards for federally assisted construction
subagreements.
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10.

11.

12.

Will comply, if applicable, with flood insurance
purchase requirements of Section 102(a) of the
Flood Disaster Protection Act of 1973 (P.L.
93-234) which requires recipients in a special flood
hazard area to participate in the program and to
purchase flood insurance if the total cost of
insurable construction and acquisition is $10,000
or more.

Will comply with environmental standards which
may be prescribed pursuant to the following: (a)
institution of environmental quality control
measures under the National Environmental Policy
Act of 1969 (P.L. 91-190) and Executive Order
(EO) 11514; (b) notification of violating facilities
pursuant to EO 11738; (c) protection of wetland
pursuant to EO 11990; (d) evaluation of flood
hazards in floodplains in accordance with EO
11988; (e) assurance of project consistency with
the approved State management program
developed under the Costal Zone Management
Act of 1972 (16 U.S.C. 881451 et seq.); (f)
conformity of Federal actions to State (Clear Air)
Implementation Plans under Section 176(c) of the
Clear Air Act of 1955, as amended (42 U.S.C.
887401 et seq.); (g) protection of underground
sources of drinking water under the Safe Drinking
Water Act of 1974, as amended, (P.L. 93-523);
and (h) protection of endangered species under
the Endangered Species Act of 1973, as
amended, (P.L. 93-205).

Will comply with the Wild and Scenic Rivers Act of
1968 (16 U.S.C. 881271 et seq.) related to
protecting components or potential components of
the national wild and scenic rivers system.

13.

14,

15.

16.

17.

18.

Will assist the awarding agency in assuring
compliance with Section 106 of the National
Historic Preservation Act of 1966, as amended (16
U.S.C. 8470), EO 11593 (identification and
protection of historic properties), and the
Archaeological and Historic Preservation Act of
1974 (16 U.S.C. 88 469a-1 et seq.).

Will comply with P.L. 93-348 regarding the
protection of human subjects involved in research,
development, and related activities supported by
this award of assistance.

Will comply with the Laboratory Animal Welfare
Act of 1966 (P.L. 89-544, as amended, 7
U.S.C. 882131 et seq.) pertaining to the care,
handling, and treatment of warm blooded animals
held for research, teaching, or other activities
supported by this award of assistance.

Will comply with the Lead-Based Paint Poisoning
Prevention Act (42 U.S.C. 884801 et seq.) which
prohibits the use of lead based paint in con-
struction or rehabilitation of residence structures.

Will cause to be performed the required financial
and compliance audits in accordance with the
Single Audit Act of 1984.

Will comply with all applicable requirements of all
other Federal laws, executive orders, regulations
and policies governing this program.

SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL

SIGNED COPY ON FILE

TITLE

Director, Division of
Behavioral Healtlservices

APPLICANT ORGANIZATION
Department of Human Services
Division of Behavioral Health Services

DATE SUBMITTED

9-01-05




(5) Description of Opportunity for Public Comment on Plan.

The primary forum for public comment on the State Plan is through the Arkansas Mental

Heal th Planning Advisory Counsavdilabiityfé&ceddi ti on
review and comment i s posted on DBHSO&6s web
daily newspaper.

Il. SET ASIDE FOR CHILDRENG S MENTAL HEWIES REPORT
Data Reported by:

State FY X Federal FY

State Expenditures for Mental Health Services

Calculated FY 1994 Actual FY 20& Actual FY 20®

$_ 2,955,792 $ _ 3,683,246 $ 3,248,470

[II. MAINTENANCE OF EF FORT REPORT

MOE Reported by:
State FY X Federal FY

State Expenditures for Mental Health Services

Actual FY20( Actual FY 20& Actual/Estimate FY 200
$ 57,027,374 $ 61,498,223 $ 64,369,127

IV. STATE MENTAL HEALTH PLANNING COUNCIL REQ UIREMENTS

(1) Membership Requirements

Membeship requirements are stated in Article IV of the Arkansas Mental Health
Planning Advisory Council (AMHPAC) Byaws. See document below.

(2) State Mental Health Planning Council Membership List and Composition

See TABLES 1 & 2, following the AMHPAC Biaws.
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(3) Planning Council Charge and Role

Planning council charge and role are stated in the AMHPAG®g below. See
especially Articles Il and 11l

(4) Planning Council Activities

See AMHPAC Activity Report following TABLE 2, below.

(5) State Mental Health Plamg Council Comments and Recommendations

See Letter from AMHPAC following the AMHPAC Activity Report, below.
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ARKANSAS MENTAL HEALTH PLANNING ADVISORY COUNCIL
BY-LAWS

Article I. Name
Section 1.01

The name of the organi zadli tom PRlIsanrhien gi AAkvainsarsy Mezonurmdi |
Collectively, all persons who are appointed as members comprise the Arkansas Mental Health Planning

Advisory Council. Each of these persons is also a member of one of five geographic Regions, which
correspond with he Depart ment of Human Servicesd geographical

Article Il. Duties
Section 2.01

As mandated in Public Law 122 1 , cited from Section 1914, i(a) ... th
maintain a State mental health planning council in accaoaaith the conditions described in this section.

(b) ...the duties of the Council are: (1) to review plans provided to the Council pursuant to section 1915(a)

by the State involved and to submit to the State any recommendations of the Council for trordifice

the plans; (2) to serve as an advocate for adults with a serious mental illness, children with a severe

emotional disturbance, and other individuals with mental illnesses or emotional problems; and (3) to

monitor, review, and evaluate, not lekan once each year, the allocation and adequacy of mental health
services within the State. o

Definition: Throughout these Byl aws, the term ACounci
The AState ment al heal t h pnlealnihreg Ao kramislas fMemt Al k Hresae
Advisory Council. o6 AExecutive Committeeod means the E>
Health Planning Advisory Council.

Article Ill. Responsibilities
Section 3.01
The Arkansas Mental Health Planning Advis@o unci | 6 s responsibilities to impr

in the public mental health system have been identified as:

9 to act on concerns that are paramount commonalities in each region, as identified during a series of
mental health forums that targginsumers and families;

1 to identify and assist in the design of pilot programs for specialized services, including prevention
services, within their respective region;

fto present position papers to the Diwnce)i one@dr dBenhgav i
recommendations for implementation of such specialized programs and/or services;

9 to assist the Division to design a system of care to meet the needs of the consumers by matching
resources and choices to quaktyoflifej ze the consumer sé hea

1 to build a more comprehensive and appropriate network for future needs;

i to plan and advise on policies, procedures, mandates, and regulations set forth by the Division of
Behavioral Health Services / Department of Human Services.

1 to advocate for the provision of mental health services to persons of all ages with serious mental illness
and other mental health needs, particularly as it relates to managed care and the imminent changes in
national mental health systems; and

1 to netwok with local communities (i.e., municipal leagues, chambers of commerce, church groups,
volunteer agencies, et al.) to help assure the accessibility of services for clients of the mental health
system throughout the state.

Article IV. Membership and General Structure

Section 4.01 Composition
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As mandated in Public Law 1621, cited from Section 1914 © Membershipi ( 1) I n» Bener al

Council [will] be composed of residents of the State, including representatives of

(A) the principal State agencies with respect-tgl) mental health, education, vocational rehabilitation,

criminal justice, housing, and social services; anadlfgé development of the plan submitted pursuant to the

Title XIX of the Social Security Act;

(B) public and private entities concerned with the need, planning, operation, funding, and use of mental

health services and related support services;

© adults with serious mental illnesses who are receiving (or have received) mental health services;

and (D) the families of such adults or families of <cft

As mandated by the same Public Law, (a) the ratio indicating parents drechilith a serious emotional
disturbance to other members of the Council shall be sufficient to provide adequate representation of such
children in the deliberations of the Council. At least one member may be a representative from the Child
and AdolescenService Systems Program (CASSP). Each Region shall recruit parents of children with a
serious emotional disturbance to provide adequate representation of such children in the deliberation of the
Council; and (b) at least 50 per cent of the members ofthecil shall be individuals who are not State
employees and not providers of mental health services. This 50 per cent requirement will be applied to the
Council as a whole, although each Region is encouraged to attempt to maintain a similar balance.

Secton 4.02: Appointment of Members

It shall be the responsibility of the Director of the Division of Behavioral Health Services to authorize
appointments to the Council. Each Region shall submit nominations of prospective members to the

Director, Division of Behavioral Health Services. The Nominating Committee of the Region shall

recommend prospective members to the Region, and additional nominations will be accepted from the body

during Region meetings. The Region members will vote whether to submit eclpgrac t i ve member 6s
name as the Regionds recommendation to the Director,

Section 4.03: Terms of Membership

Terms of membership in the Arkansas Mental Health Planning Advisory Council shall be for three years.
Two conseutive terms are allowed for each member. If the member requests reappointment, their Region
votes to whether to recommend their reappointment, the Executive Committee recommends their
reappointment to the Director, Division of Behavioral Health Senfimeapproval.

In order to encourage stability as the Council grows and expands, membershiystSec. 4.03 involving

terms of membership will be suspended from now through June 30, 2000. Members of record between July
1, 1997 through June 30, 2003 Mik allowed to serve until June 30, 2003 with those members of record

on June 30, 2000 drawing lots to determine length of terms and beginning rotations. The first third will
rotate off July 2002, the second third will rotate off July 1, 2003, and ilaéthird will rotate off July 1,

2004.

Afteraoney ear 6s absence, a former member of the Council n

A member may resign before the end of his or her term by sending written notice to the Chair of their
Region. The Chair may atke member to reconsider, but if the member does not wish to withdraw the
resignation, the Chair will immediately notify the State Chair, who will notify the Executive Committee
and the Director, Division of Behavioral Health Services of the resignation.

Section 4.04: Voting Powers
Within each respective region, members of that region have power to vote. For meetings of the Council as a
whole or of the Executive Committee, each Region has a single vote. Members of each Region must decide

by majority vote ooy consensus, what instructions to give thei
vote.
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Section 4.05: Membership Meetings

The Arkansas Mental Health Planning Advisory Council membership will meet four times per year, or as
needed, for purposes suds: member education, systems planning, development of policies and
procedures, and such other purposes as benefit from the participation of the entire group. These meetings

are open to the public. Two weeks éhavienaliHeattheServioeot i c e

to all Council members before such a meeting. At these meetings, each Region has a single vote, and time
may be provided during the meeting for each Region to caucus and determine how to cast its vote.

In emergency situations, aemting may be called by teleconference. Written information may be faxed,
transmitted by computer, or mailed and telephone response given.

Section 4.06: Executive Committee

Each Region will vote to appoint one of its members to the Executive Committee @founcil. (See

Article VI.) Meetings of this Executive Committee may coincide with Arkansas Mental Health Planning
Advisory Council membership events or may occur at other times. (The representative elected by the
Regi on may be t hevicedarjooanétler representatiye evatesl bynthe membership.)
The term of Executive Committee members will be one year, and a maximum of four consecutive years
may be served. Terms shall run from July 1lthrough June 30. The Former State Chair Iy strong
encouraged to attend and participate in Executive Committee meetings. This is an ex offioddimpn
position, unless the State Chairbdés Region elects

The Executi ve Commitodisass @msergingpsoplems,do tdké quéstiogs baclks to their
Region for discussion, to bring concerns from their region, and to advise the Director, Division of
Behavioral Services in situations where a meeting of the whole Council is not feasible.

At meetings of the Executive Committee, each Region has one vote, and three of the five Regions must
have a representative present. The Division of Behavioral Health Services will send written notice to all
members of the Council two weeks before the meetimguding notice of the agenda to be discussed
and/or questions to be addressed. (Any member of the Council may attend these meetings.) If the regular
representative is unable to attend a meeting, he
vote: the Region chair, the viodair, or another representative voted by the membership.

If a Region is not represented for two consecutive meetings, the State Chair shall notify the officers and
others members of that Region, and request that repriéserite arranged before the next meeting of the
Executive Committee. After three consecutive absences, a member of the Executive Committee may be
asked to resign from the Committee. However, each absence and circumstance should be considered
separately. Before recommending a member be removed from the Committee, the State Chair shall
contract the member, consider the circumstances and ask the Committee to vote whether to recommend
termination.

In the event of an emergency, a meeting by teleconferencéenhgld. If no representative of a particular
Region can attend, a written proxy vote may be sent from the Region to the Chair of the Executive
Committee by fax or mail to cast a vote on the issues to be discussed.

If neither representative nor writtemgxy is sent by one Region, then the Chair of the State Council may
cast one vote to break a tie between regions

Section 4.07: Meetings of Regions

Each of the five Regions will use their own discretion in scheduling region meetings. All members are
expecte to attend meetings of their own Region. After three consecutive absences, a member may be

asked to resign. However, each absence and circumstance should be considered separately. Before

recommending a member be terminated, the Region shall contact tifeemeonsider the circumstances,

and vote whether to recommend termination. Recommendations will be presented to the Executive
Committee, who will vote whether to recommend to the Director of the Division of Behavioral Health
Services if that person shdube removed from the Council membership.
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Article V. Minutes of Meetings

Section 5.01: Minutes of Executive Committee Meetings

The Chair of the Executive Committee Council will lead the meetings and ensure accurate minutes of
maintained. Meetings shall becorded and transcribed by support staff of the Division of Behavioral
Health Services. Minutes shall be faxed to each member of the Committee for review, and after minutes
are approved by the Executive Committee, they shall be mailed by the DivisiBahavioral Health
Services to all Council members and added to the archive of Council minutes.

Section 5.01a. Minutes of Region Meetings

The Secretary of each Region shall ensure an accurate summary of region meetings is maintained. Minutes
of each meetig will be sent to all members of the region, copied to the other members of the Executive
Committee for dissemination as needed, and copied to the Division of Behavioral Health Services, who
shall maintain an archive of all regional minutes.

Article VI. E lection of Officers
Section 6.01 Region Officers

Each Region shall elect a slate of officers for a term to be effective July 1through June 30. Officers shall
include a Chair, a Vic€hair, and a Secretary. A @hair may additionally be elected if theegton

prefers to share presiding duties among two individuals during a given term. The Region shall also elect a
representative to the Executive Committee, who may be the same person as any of these officers or any
other voting member of the Region. Itricognized that some regions may find it efficient to have their
Chair also represent them on the Executive Committee, while in other regions no single individual may
have time for the combined duties.

Each Region may appoint a Nominating Committee or a@ept nominations from the floor at a Region
meeting. The current officers of the Region shall educate members as to the general duties and
requirements of each office, and communicate with individual members to determine their interest and
willingness b serve in various offices. Although no quotas are set, efforts should be made to encourage as
many consumers and family members as possible in leadership positions. If a Nominating Committee is
used, the additional nominations may be made from the #otire election meeting. Election shall be by
majority vote at a meeting of the Region membership, with notice of the time and place of the voting
meeting mailed to all Region members at least four weeks in advance.

The Chair of the Region (or designebpls report Region activities to the State Chair and the Executive
Committee, who will report as needed to the Director of the Division of Behavioral Health Services for
information and/or approval.

Section 6.02 Officers of the Statewide Council and of tHexecutive Committee

State Chair. A Chair of the Arkansas Mental Health Planning Advisory Council will be elected from
among the current members in good standing. Nominations may be offered from the floor or by petition,
except that no agpear anoha Balot umtd three individupal has accepted the nomination.
Candidates shall have the opportunity to present statements to the membership, and an election shall be
held with each Region casting one vote. Procedures for the election shalldbepddvby the Executive
Committee with the approval of the Director, Division of Behavioral Health Services.

The term of the Council Chair will be two years, and four consecutive years may be served. To coordinate
with the schedule of the State Legisla, the term shall begin July 1 of each @aohbered year and end
June 30 of each evarumbered year.

To shift the tweyear term to synchronize with this schedule, a special election shall be held for a single
oneyear term to run July 1, 2002 througimé& 30, 2003
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This Chair will preside over meetings of the statewide Council membership, preside over meetings of the
Executive Committee, and carry out such other responsibilities as are requested by the Director, Division of
Behavioral Health Services. Aixecutive Council meetings the Chair shall cast a vote only if needed to
break a tie among the Regions voting.

Taking into consideration the abilities, interests, and resources available among the 5 persons serving on
the Committee and among other Coumagmbers, the Executive Committee or the Director, Division of
Behavioral Health Services may assign other specific functions to the Chair as needed.

Chair-Elect/Vice Chair. The election for the next State Chair shall be held one year before the new

Chadms term begins. (That i s, i f t henumberedyeaGthent e Chai r
the election shall be held so that he or she can assume the office eE(@#lice Chair on July 1 of the

preceding evemumbered year.) Duringhis year the ChaiElect attends meetings of the Executive

Committee and generally apprentices to learn the role of Chair and to become familiar with issues currently

facing the state mental health system. During this year the -Eleait is not a votingnember of the

Executive Committee, unless he or she has also been selected by his or her Region to carry the vote of that
Region.

Article VII. Amendments to Bylaws
Section 7.01

Amendments to these Bylaws may be proposed at any regular meeting of thévEx€ommittee. The
Executive Committee shall appoint and ad hoc committee to review the entire Bylaws and to recommend
changes. The ad hoc committee shall prepare a description of changes being proposed, along with a list of
all persons who participated the review and revision. This shall be mailed to all AMHPAC members,
along with a notice of date, time, and place that the Executive Committee will vote on the revisions. This
notice shall be mailed no less than thirty days before the Executive @emmieeting.

At that meeting of the Executive Committee, any or all of the proposed revisions may be
adopted. A majority vote for this purpose shall be affirmative votes from no less than

three Regions of the AMHPAC. (That is, regardless of the nunfdRegions present, a

minimum of three affirmative votes are needed, and for this purpose the Chair may vote

to break a tie only if the representative frr
revised Bylaws shall be immediately forwarded to thee@uwr of the Division of

Behavioral Health Services for final approval.

The State Chair shall ensure that the Bylaws are routinely reviewed at least every two years, if no changes
have been proposed in that time.

Article VIII. Committees

Section 8.01 Arkaxsas Mental Health Planning Advisory Council Committees

The Council shall have the power to establish committees to work on specific topics or issues. The
committees can be abolished or created, as needed. Persons who are not voting members of the Council
may serve on committees at the recommendation of a region with approval by the State Chair. The
committees may include, but will not be limited to (a) Legislative; (b) Education and Community
Relations; © Advocacy; (d) Employment and Vocational Rehabditat(e) Transportation; and (f)
Housing.

Section 8.02: Region Committees
Each Region shall have the power to establish and disband Region committees as needed. Persons who are

not members of the Council may participate in these committees, as long akthey vote in Region
deliberations.
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TABLE 1. LIST OF PLANNING COUNCIL MEMBERS

(Type of Membership counted in Table 2 is in bold, if more than one type is listed in Table 1 below)

REGION |
Type of Agency or Addr ess Phone &
Name Membership Organization Fax
Represented

Robert Allured

Family Member of
Children w. SED
Therapeutic Foster
Care Provider

AMHPAC State
CHAIR

4320Dean Springs Rd.
Alma, AR 72921
479632-3956

FAXT 4796323819
raallured@cox.interrieccom

Sharon Allured

Family Member of
Children w. SED
Therapeutic Foster
Care Provider

N/A

4320 Dean Springs Rd.
Alma, AR 72921
479-632-3956

FAXi 479632-3819

Cris Arias

Provider

N/A

1125 N. College
Fayetteville, AR 72703
479443556 7-Home
479530-2574Work
479713 718FFax
carias@wregional.com

Sheri L. de Grom

Family Member of
Adult w/ SMI;
Consumer

Region | Chair

1208 Lake Street

Bull Shoals, AR 72619
8704452929 Home
8704453365 Office
870-405-0380-Cell
sdegrom@coxet

Tommy L. de Grom

Consumer

N/A

1208 Lake Street

Bull Shoals, AR 72619
8704452929 Home
8704453365 Office
870-405-0381-Cell
tdegrom@cox.net

John D. Falkner, Jr.

Provider

Ozark Guidance
Center

P.O. Box 6430

Springdale, AR 72766
4797502020 ext: 741
John.falkner@ozarkguidance.

'q

Mae Green

Consumer

N/A

P. O. Box 1025

Mountain Home, AR 72654
870-4259657-Home
87042457793 Fax
maeinar@cox.net

John Greer

Provider

Executive Director

P.O. Box 1776
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of Ozark
Counseling
Services, Inc.

Mountain Home, AR 72654
8704256901
ocsadm@centerytel.net

Bobbie D. Hackler

Family Member of
Adult w/ SMI

N/A

4317 Hewitt Road
Charleston, AR 72933
4799657990Home
479806-1058Cell
4799657990 FAX
bdhack@direcway.com

Lisa A. Huckelbury

Family Member of
Adult w/ SMI

N/A

1005Fir Drive

Van Buren, AR 72956
479471-1385Home
479471-8072Work
4794146726Cell
4794741194 Fax
Lisah3855@aol.com

L. Gayle Luther

Family Member of
Adult w/ SMI;
Consumer

N/A

905 2% Terrace

Barling, AR 7223
479-8833507#Home
4794841632 ext. 27AWork
4794841638 FAX
gluther@bost.org

Scott Mashburn, MY

Consumer

N/A

935 N. Highland Avenue
Fayetteville, AR 72702016
479 4439571
s.mashburn@sbcglobal.net

Ellen Mitchell

Family Member of
Child w/SED

N/A

624 Riverview Place
Norfork, AR 72658
87049972793 Home
870-405-3395Cell
1nmitchel@hotmail.com

Darin D. Morgan

Provider; Family
Member

N/A

P. O. Box 23047
Baring, AR 72923
4797199118Home
479452-5040Work
479-35316693Message
dmorgan@pbhm.com

Barbara M. Neece

Family Member of
Adult w/ SMI

N/A

4008 E. Hwy. 45

Fort Smith, AR 72916
4796481203Home
4796481203 Fax on request
Barb6319@aol.com

George W. Neece

Family Member of
Adult w/ SMI

N/A

4008 E. Hwy. 45

Fort Smith, AR 72916
4796481203 Home
Buzz037@aol.com
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Tracy Pennartz

Provider

Associate Director
of Western
Arkansas
Counseling &
Guidance Center

P.O. Box 11818

Fort Smith, AR 72917
4794526650 ext: 139VNork
479452-5847-Fax
pennartz@wacgc.org

Courtney Lee Pruitt

Consumer

N/A

1331 S. 4B #16

Fort Smith, AR 72903
479522-229- Home
479452-4054 Work
479522-2299 Message
pruittcl@hotmail.com

Marcia Sanders

Family Member of
Adult w/SMI

N/A

412 Meyer Drive

Van Buren, AR 72956
4794143347 Home
teach4285@yahoo.com
marcias@waesc.wsc.k23.ar.u

Wesley Charles
Robbins

Family Member of
Adult w/ SMI

N/A

109 South East Avenue
Fayetteville, AR 72701
479751-627FHome
4799732992Work
479-841-8428Cell
479251-986F-Fax
wrobbins@dayspringbhs.com

William Don
Thompson

Special interest in
Chil drend
Issues

N/A

1105 N Street

Barling, AR 72923
479452-35793Home
479452-1361-Fax
4798831151 Cell
donpolyl1869@earthlink.net

Joe Tobin

Consumer

N/A

P.O. Box 1025

Mountain Home, AR 72654
870-4256957-Message
joeinar@cox.net

REGION I

Name

Membership

Agency or
Organization

Address Phone &
Fax

Mark David Bogart

Consumer

N/A

480 Tortoise Bay Road
Higdin, AR 72067
501-8257667~Home
501-825667F+Work
501-825-6235 Message

Lon Paul Booker

Provider

Families, Inc.

P.O. Box 176
Cherokee Village, AR 72525
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870-257-4938Home
870-856-3021-Work
870-856-3024 Fax
pbokker@familiesinc.net

Janice Falk Family Member of N/A HC77, Box 330
Adult & Child w/ Brockwell, AR 72517
SED; 870-368-3096Home
Consumer Janicefalk72517 @yahoo.com
Janice A. Johnson Family Member of N/A P. O. Box 264
Adult w/ SMI; Diaz, AR 72043
Consumer 8705236328
Vonda Boston Keasle| Family Member of Families, Inc. | 5511 W. Kings Highway
Adult & Child w/ Paragould, AR 72450
SED; 870-236-7613Home
Consumer 870-3356881-Work
FAX-870-9339395
familiesvonda@yahoo.com
Region 11l
Agency or Address Phone &
Name Membership Organization Fax
John Allen State Representative | Division of Children | P.O. Box 1437 Slot
Social Services & Family Services S570
Little Rock, AR
722031437

John.Allen@arkansas.gov

Bruce M. Cohen

Provider

Director, Office of
Special Projects,
UAMS Department

of Psychiatry

4301 West Markham,
#755

Little Rock, AR 72205
(501)3127662
(501)6607507 work

CohenBruceM@exchange.uams.¢

Vanessa Davis

State Representative
Mental Health

Division of Behavioral
Health Services,
Asst. Director

u

4313 W. Markham
Suite 300

Little Rock, AR 2205
(501) 6869106

FAX: (501) 6869182

Vanessa.davis@arkansas.go

Linda Donovan Consumer PEER Specialist Self | 2401 N. University
Direction Committee | Little Rock, AR 72207
Chair (501)66321351 Home
(501)66110001 Work
Linda_Donovan4945@msn.com
Andrea Eberle, M.D. | Provider/ Staff Psychiatrist of | 1401 Stanphil Rd.
Family Member of PCA Apt. 2026
Adult w. SMI Jacksonville, AR
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72076
(501)2412375i Home
(501)9827515i Work

ajeberle312@aol.com

Georgia RuckeKey

Family Member of
Children w. SED

Region Il Vice Chair

P.O. Box 45402
Little Rock, AR 72214
(501) 2232714 home

501/9442764
Mrucker@sbcglobal.net

Kerry C. Masterson

Family Member of
Adult w/ SMI;
Consumer

N/A

15209 Crystal Valley
Little Rock, AR 72210
(501) 4551200 Home

kerrymasterso69@yahoo.com

Karen A. Moix

Family Member of
Adult w/SMI;
Consumer

Disability Rights
Center

1100 N. University,
Ste. 201

Little Rock, AR 72207
(501) 2961775 Home
(501) 2961775 Work
karenmoix@arkdisabili
tyrights.org

Michael D. Nash

Provider/Family
Member/Consumer/
Parent of Consumer

Executive Director of
Professional
Counseling Associate

P.O. Box Drawer
24210

Little Rock, AR 72211
501-221-1843

FAX T 501-221-2376
Michael.Nash@pca.ar.org

Esther May Poulin

Family Member of
Adult w. SMI

Region IlI Chair

7316 Grace Road
Little Rock, AR 72209
(501) 5621571

501-280-0222fax
May_poulin_222@hotmail.com

J.B. Robertson

State Representative
Education

AR Dept. of Educatior

#4 Capitol Mall
Little Rock, AR 72201
(501) 6824354

jrobertson@arkedu.k12.ar.us

William Shumaker Consumer N/A 811 Spruce Street
Little Rock, AR 72205
rockshoe501@yahoo.com

Susan Perry Simpson| Family Member of N/A 30 Shady Valley Drive

Child w/ SED;
Consumer

Conway, AR 72034
(501) 3368367

Dr. Melinda Smith

Provider; Family
Member

LRSDi Education
Day Treatment

5300 Halifax Drive
Little Rock, AR 72209
(501) 5685842 Home

(501) 4476355 Work
Melinda.Smith@Irsd.org
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Joyce Soularie

Family Member of

State Vice Chair

40 Collins Road

Adult w. SMI Jacksonville, AR
72076
(501) 9859711
mrmrssoul@msn.com
Rhonda Rouch Straus| Consumer N/A 28 Compass Point

North Little Rock, AR
72120
(501) 8353794 Home

Marilyn Strickland

State Representative
Medicaid

Division of Medical
Services

P.O. Box 1437
Little Rock, AR 72203
(501)6821671

Mark Sullivan

Family Member of

Peer Counselor

2500 Kavanaugh-&

Adult, Consumer Volunteer Little Rock, AR 72205
501-663-6026Home
501-562-5284Message
Mksullivan48@yahoo.
com

Jo Ann Sullivan Family Member of N/A 19 Purdue Circle

Adult w. SMI Little Rock, AR 72204

501-562-5284
Gwendolyn Thompsor| Family Member of N/A 3212 Elam

Children w. SED Little Rock, AR 72204
(501) 2277217 Home
gthurston@sbcglobal.net

Moseley Lee Walls | Family Member of N/A 2500 Willow Street,

Adult, Special interest
in Childre
Issues

Apt. 211

North Little Rock, AR
72118
501-771-5559Home

Sandra Wilson

State Representative
Housing

Executive Director,
Arkansas Supportive
Housing Network

P. O. Box 165858
Little Rock, AR 72216
(501)3725543

Frank nMic

Provider

Senior Vice President,
Living Hope Institute

Living Hope Institute
600 South McKinley
Suite 400

Little Rock, AR 72205
1-800-829-4673-Work
(501)83407661 Home
(501)5192109i Cell

Micw@livinghope.com
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Region IV

Agency or Address Phone &
Name Membership Organization Fax
Ray A. Brown State Representative | Hot Springs 105 Reserve Avenue
Vocational Rehabilitation P.O. Box 1358
Rehabilitation Service Hot Springs, AR 71902
501-624-4411

FAX 1T 501-624-4098
R.Brown@ARS.state.ar.us

Esther Burton

Provider

Dayspring Behavioral
Health Service

297 Bowser Road
Monticello, AR 71655
(870) 3677279 Home
(870) 3672141 Work
eburton@dayspringbhs.con

Junie Cumblidge Family Member of N/A 11001 Donnie Drive
Adult w. SMI Shannon Hill, AR 72103
501-4552174
501-9859711MESSAGE
Karen Kagllerin Provider Small Group Work 311 Whittington Ave.
Therapy Hot Springs, AR 71901
Kenny Whitlock Provider Executive Director of | 501 Woodland, Suite 220
MH Advocate/Family | MHCA Little Rock, AR 72201
Member of Adult w. 501-372-7062
SMI FAX 501-372-8039
KennyW@mhca.org
Debra Wilson Family Member of N/A 2988 Little Blakley Creek
Children w. SED Rd.
Jessieville, AR 71949
(501) 9847679
Region V
Agency or Address Phone &
Name Membership Organization Fax

Myra Jarmon

Provider

N/A

1216 Missouri Street
Pine Bluff, AR 71601
(870) 5363958

(870) 44720081 Work
MJ101756@.com

Shirley Lowe

Family Member of
Adult w. SMI/
Consumer

Region V Chair

3509 Walls Rd
White Hall, AR 71602
(870) 5356682
(870) 2676215
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lowesaf@sbcglobal.net

Bob Parker State Represatative- | AR Dept. of P.O. Box 8707
Criminal Justice Corrections Pine Bluff, AR 71611
870-357-8277
870-247-6326
FAX T 870-247-3700
Evelynn A. Interested in Adult N/A 708 Maul Road NW
Washington Issues Camden, AR 71701

870-836:5278Home
Evelynn.washington@msn.com
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TABLE 2. PLANNING COUNCIL COMPOSITION BY TYPE OF MEMBER

Type of Membership

Percentage of
Total

Number Membership

TOTAL MEMBERSHIP 60 W
Consumers/Survivors/Expatients (C/S/X) 9 M
Family Members of Children with SED 10 K\"
Family Members of Adults with SMI 18 i&&&
Vacancies (C/S/X & family members) 0 M
Others (not state employees or providers) 1 M
TOTAL C/S/X, Family Members & Others 38 63%

NN
TOTAL State Employees & Providers 22 37%
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ARKANSAS MENTAL HEALTH
PLANNING ADVISORY COUNCIL

Ms. Pat Dahlgren, Director
DBHS

4313 W. Markham

Little Rock, AR 72205

August 9, 2005
Dear Ms. Dahligren:

The Arkansas Mental Health Planning Advisory Council (ARKC) would like
to take this opportunity to share with you the activities that we have been involved in the
past FY.

A few AMHPAC members were involved during the legislative session, but
AMHPAC did not develop a legislative advocacy agenda. AMHPAC \essed to see
the wealth of activity this year in mental health bills, particularly those pertaining to
childrends ment al heal th issues.

As you know, all of AMHPAC regions have not been very active in the last few
years. As AMHPAC prepared to change kathip on July 1, 2005 an effort was made
to try and revitalize the regions. Working toward that goal, training was held for
members and perspective members of Region | on May 3rd. The meeting was held at the
Jones Center in Springdale, with 14 peoplattendance and each of the three CMHC
had representatives in attendance. After the training, which covered the Federal law and
the duties and responsibilities of AMHPAC a regular Region | meeting was held and
officers elected. Region | is currently agtiand is holding meetings every other month.
Each meeting has time on the agenda for training, a report back from the state AMHPAC
meetings and time for new business as it arises. Our attention was then turned to Region
Il. After a discussion with theurrent members of Region Il it was decided that this
region while actually functioning as one region would hold meetings as Redidkdst
and Region If East. On the 0of June, Region H East met at the CMHC in
Jonesboro. The meeting was attehllg 10 people, 7 were professionals. Then on the
17th of May, Region IT West met in Batesville, also at the CMHC. This meeting was
attended by 6 people, of which only 1 was a professional. The same training used in
Region | was used in Region Il. f@krs were elected in Region Il. The chair is from
Region IlT East and the vice chair is from Regiori NVest. It will be interesting to
watch how splitting the region works and if this model will work in other regions. At this
time no meetings arelseduled in Regions IV and V. | have met with the Executive
Directors of the CMHCO6s and the State CASSP
individuals in those regions of the state, who might be interested in participating in
AMHPAC. The plan is to Hd trainings in those areas and to get those regions up and
running.
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The block grant committee was active again this year and has met 7 times since
April 25™. We had significant consumer and family member involvement from around
the state.

On August &, the National Association of Mental Health Planning Advisory
Councils (NAMHPAC) conducted the first of two trainings around Transformation and
Evidenced Based Practices. Judy Stange, NAMHPAC Executive Director and Stephanie
Townsend, Ju debothin atsndance.t Gscat Morgan was the keynote
speaker for this training. Also attending was Melody Reifer, the Director of Consumer
Affairs of the Oklahoma Mental Health Authority. The event was attended by over 40
individuals.

AMHPAC looks forwad to an active and productive year. Pat, thgmk to you
and your staff for your support of AMHPAC activities.

Sincerely,

SIGNED COPY ON FILE
Joyce Soularie, State Chair
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ARKANSAS MENTAL HEALTH
PLANNING ADVISORY COUNCIL

Governor Mike Huckabee
Stae Capitol
Little Rock, AR 72201

August 10, 2005
Dear Governor Huckabee,

The Arkansas Mental Health Planning Advisory Council (AMHPAC) is pleased
to present the CMHS Block Grant for FY06. The AMHPAC Block Grant Committee has
worked with the Division oBehavioral Health Services (DBHS) in producing this
document. The Block Grant Committee was made up of consumers, family members and
professionals from across the state.

The work of the committee began in April, 2005 and this letter is the final step in
fulfilling AMHPAC block grant responsibilities listed in P.L. 1321. Most of the
recommendations that this committee made to the DBHS were accepted by the staff of
DBHS. The block grant process was, again this year, a collaborative experiencd. Part o
the recommendations that the committee made was to request two additional staff
persons. The committee felt that it would benefit AMHPAC to have a staff person
dedicated to planning council state and regional needs. The council also recommended
that the DBHS Director Pat Dahlgren add an Office of Consumer and Family Affairs to
the current staffing pattern. Due to other issues that have taken precedent, Ms. Dahlgren
has not had time to meet with AMHPAC. As time permits the issue of the additional
staffwill be discussed.

AMHPAC is excited about the ndflugata syst
and the opportunities it will hold for the future. Another exciting development of this FY
will be the exploring of the transformation process in ArkangeddHPAC thanks you,
Governor Huckabee, for the involvement of your staff person, Beth Garison in the
transformation process. Having her at the table was a valuable asset.

If AMHPAC can be of assistance to you or your staff about the block grant or any
other issues concerning the Arkansas mental health system, please feel free to contact us.

Sincerely,

SIGNED COPY ON FILE
Joyce Soularie
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PART C. STATE PLAN

|. DESCRIPTION OF STATE SERVICE SYSTEM

OVERVI EW OF PSBLEETENTAL HEALTH SYSTEM

The Dvi si on of Behavior al Heal t h -SaterAgencydfs ( DBH
Mental Health. The Division of Behavioral Health Services is part of the Department of Human
Services (DHS), an umbrella agency that includes ten other Divisions respdosieviding

social and human services, including those for the developmentally disabled, the elderly,

adjudicated youth, and-ati sk chi l dren and families. Al so
Authority agency, the Division of Medical Services. Tbieector of DHS is appointed by the
governor and sits in the governoro6s cabinet.
of DBHS.

Priority populations to be served by the system are: individuals found not guilty by reason of
mental disease atefect; individuals assessed as potentially violent; other forensic clients; adults

with serious mental illness (SMI) and children/adolescents with serious emotional disturbance
(SED). Additionally,to the extent that funds are availalé&ers with matal health problems

are eligible for the services of the public mental health system.

The Division of Behavioral Health Services discharges its responsibility for the provision of
public mental health services by operating the 202 bed Arkansas Stg#aHEASH) and the

325 bed Arkansas Health Center skilled nursing facility, by contracting with fifteen local, private
non-profit Community Mental Health Centers (CMHCs), and certifying (and partially funding)
three privatenon-profit specialty CommumytMental Health Clinics. The Division also contracts
with a private for-profit company to operate a 4@d, secure residential treatment facibryd
related aftercare services, to provitgegrated duatliagnosis treatment (mental health and
substance kase) to individuals found not guilty by reason of mental disease or defect.
Additionally, DBHS provides training and research support for the system through the Research
and Training Institute (RTI) operated in collaboration with the adjacent UniveifsAykansas

for Medical Sciences (UAMS).

Effective July 1, 2003, the statebds alcohol é
Abuse Prevention (ADAP) , was moved from the
combined with the former Division of M¢al Health Services to form the new Division of
Behavioral Health Services. DBHS is, thus, now thelsistate agency for both public mental

health services and public alcohol and drug abuse prevention and treatment services.

AREAS OF PREVIOUS SATE PLAN FOCUS AND RELATED ACHIEVEMENTS

Having data to adequately monitor the public
notedas acontinuing challenge in the past several block grant applications. During the past
year, significant progress has beemade in meeting this challenge. DBHS currently collects

both client level (Client Data File and Services Data File) and aggregate level data (Basic
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Services Program report) from its Community Mental Health Centers and Clinics. The client

level data doesiot contain a unique identifier, so it is not possible to produce unduplicated
counts of clients served. Also, for client level data, except for the basic demographic fields of
race, gender, age and county of residence, the reliability of the data biéuged has not been
established, and there is no link between the client and services data fields. The aggregate data
coll ected does provide information for tracki
also does not have unique client ideeti$i and does not permit breakdown of data into desired
subcategories, such as the basic demographic areas just noted. Client satisfaction data is only
available through the aggregate data collection system and the instruments used in the surveys
vary amowg the CMHCs.  Some improvements in the data systems have been made over the
past few years. For SFY 2004, the aggregate collection of adult and child data was integrated
and a previous separate data col | eDuringdghis syst €
past year, in part with funds provided througk Data Infrastructure Grants (DIG), DBHS has

entered into a contract with a private vendor to collect, store and sstem wideclient and

service data. This effort has built on a datasmibn initiative independently developed through

the CMHCOGs provider trade association, t he Me
initiative allowed DBHS to move ahead in developimgiraproved data system much quicker

than would have otherwiskeeen possible. The system being put in place operates through a
secure encrypted wdiased application. During the past yeeontractual issues with both

vendor and providers were worked through and data fields and their specifications determined

The gstem includes unique client identifiers which will allow determination of unduplicated
counts served, allow the linking of | | edatd gith service data, and enable the tracking of

clients across the systenmcluding as they move from community caretteatment in the

Arkansas State Hospital and vigersa. Providers have been submitting test data files during the

past few monthsand the system is scheduled to become operational July 1, 2005. Planning is
currently underway to develop enhancementhi¢osystem in the next two years that will permit

tracking of clients during episodes of local inpatient carel the tracking of the provision of
Evidenced Based Practices (which cannot now be tracked because they are not tied to specific
unique billingcodes). Client Satisfaction Surveying is also being significantly improved over the
aggregated, CMH&@Gpecific system described above. DBHS has contracted with a private
vendor with extensive experience in tootoducti:r
conduct a statewide uniform survey with a random sample of sufficient size to yield valid and
reliable results. Four hundred returngabrable surveys from each population is required for

results reliable at the 95% confidence level. With inpomfrsystem stakeholders, DBHS

decided to use the SAMHS#ecommended MHSIP adult and child/family surveys with the
addition to each of items of local interest. A random sample of 1,600 adult clients and 1,600
child/family cliens was drawn, yielding slightl over 1,300 valid addresses in each sample.
Surveying is currently nearing completion. Already over 500 adults surveys have beeedretu

and over 400 child/family surveys have been returned. Scoring will begin shortly and results

will be available inNSeptember2005.

The significance of Medicaid fundirfgr Arkansa$ public mental health system has been noted
extensively in previous block grant applications. Medicaid provides approximat&yob

CMHCs 6 f un dunds gdministdred theough DBHState general revenue dollars and

federal block grant funds) account for approximat&86l1 of t hei r fundi ng. Th
Authority, the Division ofMedical ServicedDMS), is a sister Division of DBHS within the
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stateds Depart mesrf{OHS)o DBHE mamsaims o8goingvcontact with DMS to

work through issues related to Medicaid fundi
Assistant Director for Adult Services and Ass
Quality Improvement Committee that oversees the operation of tedicaid contractor
providing ©prior aut horization of services un
Services for Persons with Mental lliness (RSPMI). Medicaid forwards to DBHS staéviexw

and comment all proposed policy and procedure changes in this RSPMI program. DBHS senior
staff meet with Medicaid staff monthly, or more frequentty review and provide answers to

provider questions regarding the application of these ipslend procedures. The focus of

greatest mutual concern to DBHS and DMS is the rapidly increasing level of reimbursements
under this program in the past few years, par
been occurring even with the prior autization programs noted aboveast yeaés Block Grant
application noted that DBHS was exploring witht
implementing a Medicaid waiven order to address these issues of appropriate utilization and

cost contol. This exploration is ogoing.

As reported in previous block grant applications, the former Division of Mental Health Services
(DMHS) and former office of Alcohol and Drug Abuse Prevention (ADAP) were merged into
the Division of Behavioral Hedlt Services (DBHS) effective July 1, 2003. Division level
administrative staffs were docated on October 1, 2003. AJsas noted inprevious
applicationsthe staffs from both Mental Health and ADAP worked together to sub@@aG

grant proposal fomfrastructure development to provide integrated mental health and substance
abuse services. DBHS was informed in the fall of 2003 that it had received this grant in the
amount of $1.1 million a year for three years, with lesser amounts in years fodivand
Implementation of this grant has been the primary vehicle though which initial steps are being
taken to integrate the service delivery systems of these aggdwthavioral health care. The
primary focus of the grans to implementsystem widesaeening for ceoccurring disorders

with the goal being thaall mental health (MH) providersill use a common instrument to
screen for substance use disorders and all substance (8#)geeatment providersvill use a
common instrument to screen for nedrhealth disorders. The grant has supported planning and
training activities attended by both mental health and substance abuse providers. There have
been some reports of enhanced communication, referral and cooperation between SA and MH
providers resiiing from these joint activities Plans are also underway to link the MH and SA
data system (each using SSN as common unique identifiers) so as to be able to track client
movement between the systems.

Last vyear 0sDBpSpaanity of dagianthg td rhoee the system to greater availability

of evidenceebased practices (EBP). The COSIG grant activity to develop the infrastructure to
provide integrated treatment fao-occurring substance abuse and mental heaisorders
(described immediately alie) is oneaspect of carrying out this priorityAssertive Community
Treatment (ACT) is the EBP that DBHS has had the longest standing and most direct financial
role in supporting. DBHS funded the stapgandinitial several years of operation oftteat e 6 s
first ACT program (GAIN). Over time, as has been the case with other elements of the public
mental health system, GAIN moved to greater reliance on Medicaid for its funding. However,
DBHS continued to provide some state general revenue fundin@AI®Dl to support the
provision of ACT services for individuals without Medicaid, especially such individuals with
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multiple Arkansas State Hospital admissions The level of funding to GAIN had remained
constant over the past several years and with inateesst, the case rate was no longer
adequately funding the services provided. DBHS is increasing its funding to GAIN for SFY
2006 to support an increased case ratbe community providers in the public mental health
system, Community Mental Health Cerstand Clinics (CMHC), are all independeptivate
nonprofit organizations. Some of these CMHCs have undertaken the developmentsafrEBP
their own initiative, without DBHS mandate or financial support, although with DBHS informal
encouragement anddhnical support. In this manner, three additional A@framshave been
developed, including one starting up within the past ye@milarly, several CMHCs have
implementedSupported Employment programs without direct financial support from DBHS.
EBPs for children includetherapeutic foster care prograroperated by eight of the fifteen
CMHCs for children with serious emotional disturbande the custody of the Division of
Children and Family ServiceAs noted inlast yeats plan, DBHS plans to systatically survey

the implementation status of all EBRcross the system. The draft of this survey has been
developed and reviewed by some staff in the field. DBHS does note that there are significant
definitional issues to be addressed in the survepaiticular, with being able to specify a
required level of model fidelity and being able to distinguish between programs providing EBPs
versus aspects of some EBPs (such as lliness Management and Recovery) that have become part
of routine clinical care.DBHS anticipates conducting this survey in the first quarter of SFY
2006 and being able to cite results in the 2005 Implementation Report.

As noted inpreviousy e a r s @larB, dewdloping capacity and access for local acute inpatient
carehasbeena significantproblemfacing the adult system of carEhe origin of this problem
was descr i bed. innspbnaestdtheyneed fornere acliteaacare captuitptate
legislature appropriated $5.8 million for SFY 2004. DBHS initiated a lacale care program

in November of 2003Funding for this program was increased to $9.3 million for SFY 2005 and
has been increased to $11,550,000 for SFY 2aDéring this past yeathe primary focus has
been on addressing ongoing operational impleatemt issues of this progranfrunds are
distributed to CMHCs on an adult per capita basis. During SFY,2085program paidfor
12,154days of local inpatient care admissions. CMHCs contract with local hospitals for this
care and serve as the pointagtesdo this serviceand as the utilization managers of the benefit.
The CMHCs also provide alternatives to inpatient care when this is possibleorovide the
aftercare when those hospitalized are discharged.

Asinthepr evi ous ChaeslPldnmenitdiirsg M8decaifunded mental health services

for the undeitwenty-one population hasontinued to beani mpor t ant i ssue for
mental health system of care. DBHS wsdiosely with the Division of Medical Services

(DMS) and theMedicaid utilization management company, APS Healthcare, to advocate for
system changes to improve accessihibtyailability and accountabilityf outpatient services for

the Medicaid population. DBH&1dDMS includeda component to the utilization mageanent

contractt o pr GareCadceer dii nati ono to assist in transitd.@i
to communitybased servicesThe DMS contract for BY 2006 will increase the level of care
coordination for Medicaid eligible childreifhe purposef Care Coordinatioms to assure that
services occur in the least restrictive setting aodtain an appropriate array cbmmunity
basedservices at the necessary level of inten€ligre Coordinatorfollow children that fall into
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Aout |l i er o f chiditere gvioor have sreceived inpatient services. Examples of these
categories include recipients under the age of six years, recipients that have had two or more
hospitalizations in a year, and recipients with length of stay exceeding six months intigside
treatment. Care Coordinators insure that chiladveh serious emotional disturbanaee referred

for CASSP local service teams that are coordinated by each CMHC forageittcy plans of
service(MAPS). From October of 2003 through March of 20@3ptal of 226 children received

care coordination from APS. As a result, MAPS have been developed for 65 children statewide.
APS will continueto provide data to DBHS on systems issues, services, gaps in service, and
strengths and weaknesses in the nidmalth field.Issues that have been brought faritthe

past yeaiinclude the need for specialized services for the chaidlgnosed population (mental
health/substance abuse and mental health/developmentally disabli@étejcoordinationand
communicationbetween inpatient and outpatiesdrvices, andhe need for more intensive case
management for children in the custody of DCHSe Division of Behavioral Health Services
chairs a Quality Improvement Committee that meets regularly to provide tmphe State on
Medicaidutilization management and othissues that impact the system of care.

The CASSP Coordinating Coundilas continued st focus on early childhood as a priority
population over the past year. The DHS Division of Child CareEamty Childhood Education
(DCCECE) and the Arkansas Head Start State Collaborative Project are working with DBHS on
an initiative to implement evidendmsed prevention, early intervention and treatment services
for young children, birth to eight yearsaje. DCCECEunded a series dfainings for CMHC

mental health professionalsDBHS hasa contract performance indicator for the CMHCs to
appoint an early childhood liaison that would participate in training provided by the state and
produce a specificlan for early childhood services in each catchment area for SFYA64a
resul t, e ac h o tliniciams drain€dvi Fhs$S@&ssmertt artdeatment of the young
child and consultation with child caree provi
clinician certified in administering the Devereux Early Childhood Assessme@linical
(DECA-C). These ttaining sessions havaccomplishedthe goal of increasing the level of
expertise for this population on a statewide baSistee pilot projects, fuded by DCCECE, for

early childhood mental health consultation by CMHCs for licensed childcare prograras
awarded and implemented in the past yé@acontract for an independent evaluation has also
been awarded to monitor and report outcomes of thegecs. Training in early childhood
mental healthwill continue over the next year, along with monthly conference calls for all
CMHC early childhood liaisons that focus on sharing imfation and technical assistance that
address topicérom systems issigeto casespecific interventionsThis collaborative endeavor

has been an important partnership that will strengthen the public mental health system.

Schootbased mental health services amother priority for DBHS. All community mental
health centersrpvide schoolinked or schocbased services. Most of the CMHCs are planning
to increase these services for the next school year. DBHS ai@NHd C érs continuing to
collaborate with schools and the Department of Education/Special Education inratodfaove

a consistent approach in schdalsed mental health programs within the Arkansas public school
system. Schodbased mental healtervices werexpanded with the block grant increase from
FY04. These dollarsereawarded in fivegrants toCMHC/school partnershipground the state.
DBHS and the Department of Education combirfieading to expand SchoeBased Mental
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Health Programs by CMHCs. Two of the grants were awarded a CMHC partnership with
schools for speciateeds populations, the Schéat the Deaf and the School for the Blind.

NEW DEVELOPMENTS ANDISSUES AFFECTING THEBMENTAL HEALTH SYSTEM

DBHS has been notified that, in the upcoming state fiscal year (SFY) starting 2AQ95Lan
additional $2,250,000 will be available for the lodaacute care program described above,
bringing the total funding for the program t&1$550,000. DBHS is continuing to allocate these
funds to CMHCs on an adult per capita basis. However, the legislation granting this funding
increase also mandates tHaBHS work with CMHCs to develop an equitable acute care
distribution plan which considers utilization of State Hospital beds, clarifies target population
and other pertinent demographic factors to ensure maximum equitable utilization of public funds.
DBHS is required to report this distribution plan to the Legislative Council by July 1, 2006.
Some CMHCs have exhausted the fundsienavailable to them for local acute care without
meeting all the demand for local inpatient care presented by the residdres oftchment area.
Some of hese Centers present that they are serving a higher risk population and should
therefore be allocated more fundsSomeCenters not exhausting funds in this program to pay
for local inpatient care contdrhat this result$rom ther effecive crisis intervention work and

other diversion activity financed from the savings not spent on inpatient care. These Centers
contend that cutting any funding to them in this program would result in a curtailment of these
diversion actrities and bring about an increase in hospitalizationSome local hospitals
operating inpatient psychiatric usitlso question the distribution formula, the terms of the
contracts under which it is distributed and the enforcement of the contract femese hospitals
generally present that they are unfairly put in a position of absorbing indigent care costs.

Ongoing developments in Medicaid, he | argest funding source for
mental health systeincontinues to present is that significantly affect the mental health

system. Medicaid expenditures for mental health services ltarginued to increasi@a recent

years. Under the rehab opti®@EPMI program Medicaid expenditures f@FY 2004 were up

12% over SFY2003;SFY 23 expendituresvere up 12% over SFY 2002 whidh turn, were

up 28% over SFY 2001. The increaseherether e mo
increases wer&5% form SFY 2003 to SFY 20043% from SFY 2002 to SFY 2003, and 50%

from SFY 2001 to S¥ 2002. This increase is primarily a result of the expansion of the provider

pool beyond the CMHCs to include both other 4poafit providers and feprofit providers. The
unfortunate result has been to increase the percentage of indigent clients fofHIgs @ith

more private providers providing services for clients with Medicaid reimbursement. DBHS is

also tracking the impact on the workforce within the public mental health system as a result of
more mental health professionals being hired into theagissector. Although increased
Medicaid spending has the positive effect of providing more services to more,ctlemts
increases also jeopardize future funding of the program if there are future state budget shortfalls

or other state budget prioritiesThere is also the issue of ensuring that the funding available is

being used for those most in need and that, when possible, services are being provided in the
community rather than inpatient settings noted in last ye& plan, inorder to address ¢ise

issues of appropriate utilization and cost conibBHS i s expl oring with t|
authority the possibility of implementing a Medicaid waiver. This exploratorttinues.
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DBHSG Centr al Admini strati ve iQlfsit adjaeest toathed t he
University of Arkansas for Medical Sciences (UAMM) Little Rock. DBHS has recently

entered into an agreement with UAMS to deed to it a portion of the grounds on which its
facilities sit in exchange for UAMS having constructed D[BHS a new State Hospital facility.

This will be part of a larger building project by UAMS to expand its teaching hospital and
related facilities. The new State Hospital will have the same number of beds as in the existing
facility, however, it will ke anew modern facility providing a nicer environment for patients and

staff and will be much better configured to supporttibspitats active treatment model. Also,

asa partof its expanded hospital, UAMS will open a 40 bed acute psychiatric inpatént

These beds will be an additional response to the above noted need for local acute care beds.

During the past year, ASH has been the subject of investigation of allegations of patient abuse by
the stateds Disabil ity Rmegthassackmowledged instafcBsR C) .
failure to following established procedure in investigating allegations of abuse. ASH is in the
process of developing and implementing corrective action plans to address these issues. DRC
indicates that it plans to cantie to monitor activity at ASH.

The initiation of the Medicare Part D prescription drug benefit is anticipated to have a significant
impact onthe public mental health system, particularly for those individuals with both Medicare
and Medicaid (duagligible). These individuals currently have their prescriptions paid for by
Medicaid with only a nominal epayment. It is our understanding that most of these individuals
wi || be eligible for AExtra Hel po andndt hat
automatically enrolled for the extra help so tlimieffect their cost of getting prescription drugs

will remain the same. DBHS is appointing a senior staff member to coordisgttesn wide
training and education approach to be able to accuratielym clients about this new program

and give them assistance in taking any needed enroliment and/or plan election decisions. At this
point, plans include arranging for a general orientation and overview of the progréme at
annualMental Health Institte. This will be followeeup with a one or twalay Trainthe-

Trainer session for CMHC case manager supersigbo will, in turn, train the case managers at

their Centes.

In themost recent session of the state General Assendgjiglation was pasdthat merged the

State Health Department with the Department of Human Services (of which DBHS is a division),
creating the Department of Health and Human Services. This merger takes place during SFY
2006, with Central Administrative functisnsuch as psonnel and accounting, being the initial

focus of the merger. DBHS currently has a working relationship with the Department of Health,
however, it is anticipated that the merger will strengthen this relationship and facilitate
cooperative efforts. Futungossible implications of this merger include a greater focus on the
Apublic healtho aspects of ment al heal th and
heal th care. As not e dhe Sthis Repantraenteof Health hadea®BH S 6 r e
to consider including optional modulHQ 8 (a measure of the prevalence of anxiety and
depressiojin its next Behavioral Risk Factor Surveillance System (BRFSS)

DBHSO new, enhanced data system, goi ng onl i |

de<ribed in several other sections of this plan. DBHS anticipates that the new system will
permit better monitoring of system performance, including revealing aspects of the system that
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could benefit from quality improvement initiatives. Thew, enhancedystem wil| in turn,
allow tracking of the results of these initiatives.

LEGISLATIVE INITIATI VES

The Arkansas State Legislatuneet in regular sessiodanuary through May of 2005 The

Legislature provided some funding increases to DBHS. Local Acate Funding, including
funds to be used by | ocal CMHCOG6 s whsoncrgaged c h as e
twenty-four percent from $9,300,000 to $11,550,000. General program support to CMHCs was
increased 4.75% from $8,381,881 to $8,780,d0@ Arkansas State Hospital received approval

to pay nurses enhanced shift differentials so that it can be more competitive with other area
hospital s. DBHS did not receive requested
management informatiogystem, hwever, some system improvements are béimgledfrom

other program savings.

As a result of increased interest ly¢ | egi sl atureds Chil dren an
childrends ment al h etlze lfotlowinglawssvere massed muritipe 2005p a sty
sessiot hat i mpact the childrenbds ment al heal t h s

1. Act 1958: An Act to Amend Reporting on Emotionally Disturbed Youth. This law
requires Arkansas to collect munkeded data regarding thestate and outf-state placement
of children in psychiatric programs funded by Medicaid. DHS is required to prowié¢aded
monthly report to the House Interim Committee on Aging, Children and Youth, Legishative
Military Affairs and the Senate Interim Committee on Children and Youth.

2. Act 2079: An Act to Make Appropriations for CASSP. For the first time since
CASSP was established in 1990, an appropriations bill was passed which could provide four
million dollars to DBHS for CASSP. This funding is outside the revenue stabilization
requirements and will only be appropriated if funding is found outside afutrentapproved
state budget.

3. Act 1959: An Act to Ensure the Continuity of Mental Health Services for Juveniles in
Their Communities; To Address the @aftState Placemendf Children for Mental Health
Services and Treatment; To Clarify the Requirements for an Assessment or Screening. This is a
new law written to help ensure that children receive mental health services in their communities
whenever possibjand in the leasestrictive placement consistent with their needs. It requires
DHS to assess any child that is ordered by a juvenile towany owtof-state inpatient mental
health services to determine the appropriate level of care necessary.

4. Act2209: AnAct o Create the Comprehensive Child
of Care PlanThis law provides for increased representation of private providers on the CASSP
Coordinating Council. It alsadesignates DBHS as the state agency responsible for the
coordinaton and oversight of s&ehaviorahpleakhhSystes iofvCare Chi |
Plan. All state agencies that receive funding, either state or fettetlsupports behavioral
health services, are mandated to participate in collaborative planning feystieen of care. It
requires that in July, 2005, collaborative agreements must be established between DBHS and all
other stateagencies regarding responsibilities for the development and implementation of the
System of Care Plan. It also requires thdtaglencies provide all pertinent informatioo
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DBHS, including expenditures and programming detat is necessary to develop the plan,
which must be completed by April, 2006.

REGIONAL PROGRAMS: OMMUNITY MENTAL HEAL TH CENTERS

Services are providedtadewide through contractual relationships between DBHS and 15
certified community mental health centers (CMHCSs) situated throughout the state. All of these
CMHCs are privatenon-profit organizations with local Boards of Directors. All CMHCs are
accredied by either CARF or JCAHO. Each CMHC serves a designated geographic catchment
aregand have service sites in 69 of the stateos
services (as mandated by law), which are described in detail under varfoesrcri a i n t he !
Plan. In SFY2004 these CMHCs servetd,056mental health clients, of which9,803were

adultsand 24,920 where childrefithis number represents a slight increase over ZF8when

72,821were served, of whom8,500were adultand24,458 were childreThe CMHS Uniform
Reporting System: 2003 State Report indicates
a higher penetration rate than the national average (25.83.56 per 10@00) and a lower rate

of utilization of StateHospital beds 1.01 vs. 1.07 perOJ@0). On the other hand, as a percent

of its total expenditurethe StatéMental Health Agency expenditures on community services are

lower than the national average (32% vs. 49%). Some caution is warranted in making
comparison of any state with the national average since states vary in the populations served by
thar public system and in the structure tbk systems financing, in particular whether or not
Medicaid funds are controlled by the State Mental Health Agexscthey are not in Arkansas.

The CMHCs are the singlgoint-of-entry to thepublic mental healtlsystem. Once admitted to

the system, the CMHC maintains responsibility throughout the course of treatment. Entry into
the Arkansas State Hospital or tatstfunded local inpatient care is also through the CMHC, and
the CMHCs provide aftercare when these individuals are discharged from the hospital.

In addition to the 15 CMHCs, DBHS also certifies three specialty Community Mental Health
Clinics and contrats with a privatefor-profit company to operate a program for those fouoid

guilty by reason of mental disease or defebb have cepccurring mental illnesand substance
abuse disordersThe clinics are all privat@on-profit organizations, and asecredited by either

CARF or JCAHO. These specialty clinics provide programs for persons with severe and
persistent mental illness who require intensive levels of service. These clinics accept referrals
from throughout the state, including from the CM3$1C

DBHS LEADERSHIP ROLE

DBHSG6 f or mal | eadership role is exercised thr
state government, particularly within the Department of Human Services. Within DHS, and
through DHS t o t h ®iregtar ane otmeosenios staft 6f DBHS advocatehfar

the needs of the public mental health system. This includes both policy and budget advocacy.
This advocacy is carried out in both regularly scheduled and ad hoc meetings of DBHS senior
staff with theéader shi p of DHS, and occasionally mee
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office. There are also frequent meetings, particularly on budget and personnel matters, with
other executive departments of state government such as the Department of Finance and
Administration.

Within DHS, DBHS staff is active in advocating for the public mental health system and
bringing its expertise to the tableith other DHS Divisions, such as the Division of
Developmental Disabilities, Division of Family and Children Segsi Division of Youth
Services and Division of Adult and Aging Services. Staff of DBHS meet frequently with staff of
these other DHS Divisions involved with providing public human services, many of which have
mental health components.

The most importanDHS Division with which DBHS works is the Division of Medical Services
(DMS), the stateds Medicaid agency. As noted
services actually flows through DMS than through DBHS. DBHS has developed a good
working relationship with DMS. The Directors of the two Divisions are in frequent contact and
senior staff of the two Divisions meetsegularly, with several meetings a week not being
uncommon.

DBHS also involves itself with other Departments of state governmbah issues of public

mental health services are on the table. The Departments with which DBHS is most frequently
involved include the Department of Education
Rehabilitation Services), Department of @ation, and the Arkansas Development Finance
Authority (housing).

Act 2209 of 2005 designates DBHS as the state agency responsible for the coordination and
oversight of the Childrenés Behavioral Heal tt
April of 2006. This legislation formalizes the leadership role of DBHS, requiring collaboration

and data sharing by all other state agencies. This Act puts DBHS is a position to be more
effective in providing vision and directidor the Stateegardinghechi | d rbehaviosl health

system of care.

In addition to its formal role of leadership on public mental health issues within state
government, DBHS meets, consults and allies itself with other organizations to advance the
cause of public mental healthThis includes involvement witlthe Arkansas Mental Health
Planning and Advisory Council (AMHPACYhe Mental Health Council of Arkansas (the
CMHCs trade association), The University of Arkansas for Medical Sciences (especially its
Department of PsychiatryNAMI-Arkansas and the Arkansas Hospital Association.
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1. a. | DENTI FI CTI ON AND ANANYSI S OF THE SERVI
STRENGTHS, NEEDS, AND PRIORITIES-ADULT MENTAL HEALTH SYSTEM

COMPREHENSIVE COMMUN ITY -BASED MENTAL HEALTH SYSTEM

The primary strength othe adult comprehensive communiigsed system of care is the
existence of a well established, stable group of public mental health prevtterss CMHCs

and three Mental Health Clinics. These 18 providers have all been serving their communities
(CMHCy) or special populations (Clinics) for at least 15 years, and many have been providers for
over 30 years. These providers, with local boards of directors, generally have high visibility in
their communities and broad community support. From the poivieaf of clients, especially
those with severe and persisting mental illness, the CMHCs and clinics provide for continuity of
care over extended periods of time. All of the CMHCs provide the basic array of crisis
intervention/stabilization, clinical andhrabilitative services (described in detail below).

As noted i n,thedreadth gf seavicas svithip theabasic array varies among Centers,
and with few exceptions evidencbdsed practices (EBP) with known fidelity to the practice
model are noin place. For example, all providers offer some type of intensive case management
to clients with a history of extensive previous inpatient care and high risk of relapse, however,
only four have established formal Assertive Community Treatment Progratestionally
following the EPB model. All providers offer 2abur crisis intervention/stabilization of some
type, but only four operate a residential crisis stabilization unit in which a client can reside
overnight if needed. All providers offer som@éyof assistance with housing and employment.
However, this varies from assessment and referral for services, to providers operating an
extensive range of housing options or offeringhouse staff dedicated to providing supported
employment. All Centerprovide services to the dualtiiagnosed (mental health and substance
abuse), but these range from coordinating services with a separate substance abuse provider to
offering inrhouse integrated dudiagnosis treatment.

The service system need, andoatinuing priority for DBHS, is that Evidenced Based Practices

be more widely available throughout the service system. DBHS funded the gtarto f t he st &
first Assertive Community Treatment prograimis program has indicated that it will require an

increase in funding to offset increased costs for next year to pravdatrease in program

capacity. It is a priority of DBHS to at least maintain, if not increadee capacity of this

program. Since the last plan was submittetle number of ACT progmas in the state has

increased from two to four. One of the two npmgramsreceives some of its funding from

DBHS. DBHS also provides some of the funding for a small program that provides integrated
mental health and substance abuse treatment for didile found not guilty by reason of mental

disease or defect.

In recent yearsDBHS has been successful in two grant applications related to implementing
EBPs. It received a thregar $100,000 per year planning grant related to implementing
standarized pharmacological treatment, and it received a theee $1.1 millionCOSIG grant

(with lesser amounts in years four and five) to develop the infrastructure for implementing
integrated treatment for those dualljagnosed with mental health and substarabuse
disorders. The standardizegharmacological planning grant has been partially implemented. A
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st a k e hadVisdrg comittee was formed, providers were surveyed and focus groups of
providers and consumergere conducted. Contrary to initiakpectations that polgharmacy

would be identified as the area of greatest need, access to medications has been identified as the
most pressing issue to be addressed. The planning effort will now focus on thig\sssoéed

above, the primary focus tiie COSIGgrant has been to implement system wide screening for
co-occurring disorders with all mental health (MH) providers using a common instrument to
screen for substance use disorders and all substance abuse (SA) treatment providers using a
common infrument to screen for mental health disorders. The grant has supported planning and
training activities attended by both mental health and substance abuse providers. There have
been some reports of enhanced communication, referral and cooperation befwaed MH
providers resulting from these joint activities. Plans are also underway to link the MH and SA
data system (each using SSN as common unique identifiers) so as to be able to track client
movement between the systems.

A significant issue DBHS faes in promoting the initiation and dispersal of EBPs is difficulty in
tracking their implementation, including counting how many individuals are receiving EBPs.
This, in turn, is partly related to difficulties in defining EBPs. The challenges in apfBig
definitions have been noted in the process of implementing the CMHS data infrastructure grants
(DIG). While DBHS has providedomeleadership irthe limitedimplementation ofome EBPs

some CMHCs have developddaBP practicesor elements ofEBPs on their own initidive.
However, the extent of this development of EBPs through local imgidias not been
systematically tracked=or example, CMHCs report to DBHS on both employment and housing
services they provide to clients. However, with the curreporting systemit is not possible to
determine the extent to which any of thesevices meeEBP guidelines andence how many

clients are actually receiving EBPs in these areas (supported employment and supported
housing). Tracking EBP is furthecomplicated by the fact that they are not systematically and
uniquely associated with specific billing coddsis a priority of DBHS to determine the current

level of implementation of EBPs across the system and to be able to track the numbertsof clien
receiving these services.

While seeking to promote the implementation of EBPs it is also important to monitor and
support the maintenance of current practices that support the goals of a conbraseityservice

system. A basic goal of this system lmtt inpatient psychiatric hospitalization be kept to a
minimum. This goal is particularly supported by an assertive aftercare program for those being
discharged from the state hospital and an extensive case management system that includes taking
the servtes to the client.

MENTAL HEALTH SYSTEM DATA EPIDEMIOLOGY

The state of Arkansas uses the federal definition to identify persons with a serious mental illness
(SMI). During SFY 2000DBHS developed an operational definition of serious mental illness
and instituted a physician certification procedure to identify those meeting the federal criteria.
The new procedure was phased in during the last quarter of SFY 2000. Since then providers
report semiannually on the number of individualgth a serious mntal illness who arserved.

This reporting does not have unique client identifiers that allow determinations of unduplicated
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numbers served. The reporting is an aggregate report, rather than client level, and thus it is not
possible to partial out submups ofpersons with a serious mental illness whosa®ed on such

criteria as gender, race or ethnicitpeveloping a systerthat will permitthis detailed level of
tracking is a priority oDBHS.

In addition to tracking the number of individualsth a serious mental illneserved, DBHS

tracks a subgroup othis population that receives caseanagement and, as needed, other
community support services. This group would typically ntaet definitionfor severe and
persistent mental illness (SPMIHowever, with the adoption of the federal definition of SMI,
there has no longer been a standardized method for identifying this SPMI population that needs
case management and other community support services. The current identification of this
populationis by clinical functional assessment using methods and definitions adopted by each
provider. In addition to questions of reliably raised by this process, Medicaid utilization patterns
are raising the possibility that some more uniform method may needlitestituted to identify

this population. When Medicaid was initially tapped in the 1980s as a primary funding source
for public mental health services, the predominant recipients of sewaresadultsvith SPM|,

and there was a package of communitypsupservices that were restricted to this population.
With the adoption of the federal SMI definition by DBHS, eligibility for this restricted package

of services in effect was extended to a broader population. Also, over time an increasing number
of non-SMI adults have been receiving services in the public mental health system, including
those with Medicaid as a funding source. As noted above, those with serious mental iliness are
among the priority population to be served by public mental health systenders and others
identified as priority populations (individuals found not guilty by reason of mental disease or
defect; individuals assessed as potentially violent; other foretisits) would, in almost all
instances meet the federal definitiofor having a serious mental illness. However, as also
not ed, al | ot hers needing ment al heal th servi
the extent resources are availabledo after mee
in Medicaid expenditures for public mental health services have been noted above. DBHS is
working with Medicaid to control costs and ensure appropriate utilization of services. ,In part
these efforts may need to include adoption of some uniform definifioand method of
identifying thepopulationwith SPMI that would be eligible for a restricted package of services.
Similar issues are raised by the use of the federal definition of Serious Emotional Disturbance
(SED).

With the limitations noted above, DEBHis able to track penetration rates of numbenseotons

with SMI served as a percent of the total federal estimated prevalence. However, it is not able to
track unmet need since it does not currently have an estimation of the nunpleesais with

SMI who are in need of service during any particular time period, nor the number of these
individuals that are receiving needed care outside the public system.

TARGETED SERVICES TO RURAL AND HOMELESS P OPULATIONS
A strength of Ar k amsgstem & that a umbecof progidets adve housiagl t

programs, some quite extensive. To the extent these housing opti@vaitable homelessness
of atrisk individualswith serious mental illnessan be averted. CMH€ontrolled housing
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options are alsoeadily available tandividuals with serious mental illnesaho have become
homeless. DBHS has a staff member that devotes a significant portion of her time to assisting
CMHCs and other providers in developing housing optidnetherstrength of the stem is the

use of a competitive RFP process for distribution of PATH funds. This pracgesst depends

on demonstrating need and helps focus the use of funelewhey are most needed and will be
most efficiently utilized. DBHS has allied with othemaller states to attempt to secure
increases in PATH funding. This effort is ongoing and is a DBHS priority.

All services of the public mental health system are potentially availatblent@less individuals
with serious mental illnessiowever, acceds these services is frequengyoblematic CMHCs
with PATH grants have dedicated outreach efforts to the homeless. For all Clsi¢¢€ss of
the homeless to services is frequently through its crisis intervention/stabilization program.

Being a rurh st at e, Arkansasdé public ment al healt
population. Although becoming somewhat more urbanized, Arkansas continues to have a
significant rur al popul ati on. The stateds CM

headquarters in a rural community. Service sites are even more disbursed, being in 69 of the
statéds 75 counties. Even those few counties without a Cemerated service site, have
services delivered there through-effe case management and othersitf programming such

as services provided in local schools, human service agencies or correctional faSlitres.
CMHCs also use an extensive transportation system to help reach the rural population.

It is challenging to bring certain services to theal population, especially those where
efficiency dependsin part upon economy of scale. This issue, for example, has presented
barriers to extending Assertive Community Treatment in rural areas.

MANAGEMENT SYSTEMS

Financial Resources

The publc mental health system in Arkansas has grown increasingly dependent on Medicaid as
its primary funding source. In SF¥4, the Community Mental Health Centers and Clinics had
revenues from Medicaid of approximatel¥d® million. This compares with approxately $32

million in revenue from DBHSontrolled funds, including the approximately $4 million federal
block grant. Acess to Medicaid funds has had the positive effect of greatly expanding the
financial resources available to the system beyond whatl t@ye been possible depending on
state general revenue funding distributed through DBHS. However, the system is also
vulnerable to potential Medicaid funding shortfalls, attdsome extentpublic mental health
policy 1is more i nfddioaarageecy, thé Rivisiorhad Meslitah $epribes M
(DMS), than by DBHS.

DBHS has developed a good working relationship with DMS, and is regularly consulted with on
mental health issues by DMS. The sestaff of DBHS and DMS meet an ongoing frequent
basis. DBHS is currently exploring with DMS the possibility of a waiver under which DBHS
would assume responsibility for Medicaid funds expended on public mental health services.
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Although such an arrangement would present some risk to the DBHS budgetldt give
DBHS the final say in policy for the most significant funding source for public mental health
service.

General revenues and other support to the public mental health system through DBHS have
remained relatively constant for the past sevgealrs. Howeverthe 2005legislature provided

for an increase ofZ225,000for the localacute care program for S”2X006 There was also a

4.7%% increasén general program support to CMHCs.

Staffing Resources

The number of budgeted staff position<CMHCs increased foSFY 2005 to 2,898 from 2,528
budgeted for SFY 2004. However, most of this increase (283 of 370) is accounted for by adding
into the total for SFY 2003he staffof an affiliate of one the CMHCs whose numbers had not
been included iprevious year reports. Without this affiliatee increase is three percemhich
approximately parallels the increase in the number of clients being served. There are anecdotal
reports of significantly higher salary levels being paid in thepfofit sector attracting away

staff from the public system, which presents the prospect of erosion of staff resources available
for the public mental health systemDBHS was succefid during the past year in getting
Medicaid to accept Advance Practice Nursggh pyschiatirc specialities as recognized
providers of medication management services reimbursable under the RSPMI program.

Training Resources

A significant strength of the public mental health system is the armelzvioral Health
Institute, of which DBHS is a major sponsor, includilagb10,000 grant funding allocated from
the federal block grant. This Institute has been held annually for th82gsars andin recent
years has drawn over 1,000 participants to a wide variety of training appoes.

Although the Institute has provided a number of training opportunities related to evidenced
based practicesmuch more extensive training will be required to make these practices more
widely available throughout the systerAs noted in last ye& plan a step in this direction is
provided by the recently awarded State Incentive Grant for Treatment of Persons with Co
occurring Substance Related and Mental Disorders (COSIG grant) that has a significant training
component related to screeniagd &sessmenbf co-occurring mental and substance abuse
disorders.Several related training sessions were conducted this past year.

With the initiation of Medicare Part D, DBHS is anticipating the need to train a large segment of
the CMHC staff in the detisi of this benefit and its application, especially to the dual eligibles
covered by both Medicare and Medicaid. DBHS is coordinating a presentation on this topic at
the Mental Health Institute and plans to also sponsor even more extensivehditaaine
sessions for Community Support and Case Management Staff.
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1 . b. | DENTI FI CATI ON AND ANALYSI S OF THE SER
STRENGTHS, NEEDS, AND PRIORITIES-CHI LDRENGS MENTAL
HEALTH SYSTEM

The vision of the Division o Behavioral Health Servicesas well as other mental health
stakeholdersi s t o strengthen the childrends ment al
supporting children and their families. Priorities have been set that include passage of key
legislaton in the 2005 legislative session, changes in policy, and planning and implementation of
services and programs that move more responsibility and decision making to the local level.
DBHS continues to focus on forming partnerships with stakeholders aniéesawho can help

identify the needs of each community, and define what the system of care for children and
adolescents with serious emotional disturbance and their families should look like through a
continuum of care that combines traditional servigggventive services and specialized
services.

A The CASSP Coordinating Council has identified goals to increase consistency and quality in
the CASSP process on a statewide basis for Service Teams, Regional Planning Teams and
the Coordinating Council. Theg®als will help to ensure that the CASSP process functions
according to legislation, and that the Division of Behavioral Health Servaesthe
coordinating agengyncreases accountability and support for CASSP on a statewide basis.

A The CASSP Coordinaig Council has recently verified appointments andppointments of
44 positions for the 2008006 state fiscal year. The Directors of the Departments of Human
Services, Health and Education made these appointments. Revised CASSP legislation has
increaed the involvement of a wide array of ste
and has increased the quality of the Council

A The Executive Committee continues to meet at least monthly to work on issues identified by
the full Council, ad has provided strong leadership and focus on issues that have recently
i mpacted the childrends ment al heal th systen

A The Coordinating Council publishes a CASSP Newsletter and Report Card to raise awareness
about CASSP and cur r é&rissuesdnhhe Istdte. #ghnsthewsletter mrida | h
report card are included as part of the quarterly report to the Children and Youth
Subcommittee of the Arkansas Legislature.

A Coordinating Council members work individually on various committees and task force
groups to help improved the system of care for children and families. Council members
participated in the Childrends Ment al Healt
The issues identified by this group closely relate to the major issues idehtiftad CASSP
Coordinating Council.

A The CASSP Coordinating Council has led the effort to expand services aimed at early
identification and treatment for the needs among younger children before those needs
escalate to a | evel ceffort fas eequied ¢hé buitbingsdf new b a n c e
collaborative partnerships with several types of expertise such &slpyel and day care
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providers, Head Start programs, pediatricians, family physicians and other public health
entities.

A The CASSP CoordinatingcCu n ¢ i | has wupdated the AChil dr el
Arkansaso CASSP Position Paper and developed

A Schootbased Services have been developed and expanded through partnerships between the
community mental health centersdaschool districts with some funding from the Division of
Behavioral Health Services. These initiatives have proven to have positive outcomes for the
children and the schools involved. Some community mental health centers in collaboration
with the Deparnhent of Education have also joined a network of providers to do evidence
based schodbased mental health services.

A The Division of Behavioral Health Services has worked closely with the current utilization
management system to improve services forlkgl Medicaid population and insure that
outcomes are consistent with the CASSP system of care principles. Care Coordinators have
been utilized in the community to work closely with each community mental health center to
prevent children in need of sergi& from falling through the cracks. Many of these children
are referred for individualized staffings through the CASSP process.

A Case management has been expanded and utilized to help families and the system manage
services for those children and familiegth the most complex, severe, and complicated
service needs. Case managers are extremely important to the success ebasgand
homebased services, especially in the most rural areas of the state.

A The Division of Behavioral Health Services hasrkeal closely with the Arkansas Medicaid
Division to look at potential modifications to the Arkansas Medicaid State Plan to improve
availability and access to services.

A Sever al chil drenos ment al heal th bilthas wer e
dealt with issues such as

1. Continuity of mental health services for juveniles in their communities when possible
in the least restrictive placement consistent with their needs.

2. Revision of the CASSP law to include developing and implementing a
comprdnensi ve chil drenbds behavior al heal t h s

3. An Act to amend reporting on emotionally disturbed youth through the collection of
much needed data that should enable the Legislature to have a clearer idea of the
number of children being placed iresidential placements, and the amount of
Medicaid dollars being spent on children placed inside and outside the state of
Arkansas.

The unmet service needs and critical gaps within the current system have been discussed and
analyzed through data collemt from the community mental health centers, Arkansas Medicaid,
and the managed care company.
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The following issues have been at the forefront of these discussions:

A Systemic problems with a lack of coordination and collaboration in regard to planning.
There should be better coordination between mental health, children and family services,
education, substance abuse, and juvenile justice to close some of the information and service
gaps.

A lack of qualified mental health professionals with expertiseihchr e n6s ment al
meet the current need, especially in rural areas of the state, and especially minority providers.
General access and availability issues, specifically in the most rural areas of the state.

Need for a clear vision and mandate toedédvop an ef fective system
mental health services.

Adequate resources including funding are needed for a comprehensive system of care

Priority recognition of the need for wraparound and commtatsed services, and the cost
savings iwvolved (both human and financial) when these services are utilized prior to
hospitalization.

> >> >

In addition, the Arkansas Mental Health Planning Advisory Council gave recommendations for
the FY06 Block Grant that included concerns about what is needed ¢artieat system. Their
concerns were:

A A lack of support services across the state for children and adolescents identified as SED
or mentally ill and their families. This population does not usually fit into existing
support services offered in the state.

A There are not enough beds across the state and no access in the rural areas.

A Increased hospitalizations for theA1 population.

A How diversity issues are handled in our statgguage and trauma issues.
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lll.a. PERFORMANCE GOALS AND ACTION PLANS TO IMPROV E THE
SERVICE SYSTEM-ADULT PLAN

1) CURRENT ACTIVITIES

i. COMPREHENSIVE COMMUNITY -BASED MENTAL HEALTH SYSTEM

OVERVIEW OF SERVICE SYSTEM PROVIDERS

The public community mental health system in Arkansas is a statewide system of services, with
service sites in 69 of Arkansaso6 75 counties.
CMHCs provide services i t e i n <clients6 homes, school s,
client job sites. In this manner, services are providedinatl ¥15 t he st atebés coun
are provided through 15 comprehensive Community Mental Health Centers (CMHCs), and three
Community Mental HealtlClinics serving clients with special needs. In SFY 20this public

community mental health system servggpr@ximately74,000mental health clients of which
approximately50,000were adults All providers are private nedbr-profit agencies that provide

services funded primarily through Medicaid and contracts funded by state general revenue. All
have nationahccreditation through either CARF or JCAHO.

Each CMHC provides the basic array of services described below to the residents of its
geographic catchment area. The CMHCs serve as the-pioigieof entry into the public mental
health system, including aeded admission to the Arkansas State Hospital (ASH) and to local
publicly financed acute inpatient care.

HEALTH, MENTAL HEALTH, REHABILITATION :

Upon entry into the system, the client is assessed by a mental health professional who determines
approprateness for mental health services and, if determined to be needed, develops a treatment
plan in conjunction with the client. Each CMHC offers a full array of clinical mental health
services and psychosocial rehabilitative services. Each CMHGeaises for physical health
problemsof each client and provides needed physical health care directly or refers for such care
as needed.

Clinical mental health services include the following: diagnostic assessment and treatment
planning psychological testingmedication management, individual psychotherapy, group
psychotherapy, marital/family therapy and acute day treatment

Psychosocial Rehabilitative Services include the following: community support needs
assessment and development of a plan of care, casagement services including bothte

and offsite intervention, crisis intervention and crisis stabilization, psychosocial rehabilitative

day services, collateral intervention involving consultation with other caregivers and persons
involved in the dkents life, and other rehabilitative and support services described below.
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EMPLOYMENT SERVICES

All CMHCs provide vocational screening as a routine part of the assessment of all clients. All
CMHCs also refer to the state Vocational Rehabilitation Sesvand/or other employment
service providers. Nine of the CMHCs are certified by Arkansas Rehabilitation Services as a
vendor for providing supported employment services. However, the activity of some of these
centers in actually providing this serviceéatively low. This is an area in which DBHS hopes

to increase activity. To this end, DBHS has participated with a local independent supported
empl oyment provider, the stateds Development a
RehabilitationServices in providing grargupported training in supported employment. Also,

the DBHS has an interagency agreement with Arkansas Rehabilitation Services to promote
supported employment services within the public mental health system by explicitly zinthori

use of its funds to provide mental health support service to those who have received or are
receiving supported employment services. A few CMHCs also proviteugse workcrew
employment and sheltered workshop employment for clients.

HOUSING SERVCES

The CMHCs offer housing supports ranging from unsupervised independent living to supervised
living in group homes. Each CMHC designs its housing support to meet local needs. Support
may include assistance with utility deposits to assistance with @e purchasing basic
necessities such as food or furniture. Several CMHCs have been very successful in obtaining
Section 811 funds and/or rental vouchers. Five CMHCs are recipients of PATH grants.

EDUCATIONAL SERVICES

Many CMHCs offer general educatial services such as GED or literacy classesiterthrough
arrangements with the Department of Education or through their own staff as part of
psychosocial rehabilitative day programs. Other services are accessed through a referral to local
community pograms offered by vocational technical colleges or other educational institutions

SUBSTANCE ABUSE SERVICES

As detailed below, the most frequent focus of substance abuse services by CMHCs is the
provision of services for individuals with @xcurring matal health and substance abuse
disorders. Additionallyglevenof t he st ateds CMHCs are also |
abuse treatment and prevention authority (ADAP) which itself was merged into DBHS as of July

1, 2003. These CMHCs provide arragr of educational, outpatient treatment, residential
treatment and detoxification substance abuse services. Those CMHCs that are not ADAP
licensed providers refer to ADAP licensed providartheir community

MEDICAL AND DENTAL SERVICES

Medical serices are provided both {mouse by CMHC employed nurses and physicians and
through referral to other community providers:hlouse services focus particularly on ongoing
monitoring of the physical health status of clients on psychotropic medications. pfe aufu
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CMHCs are also providers of community (physical) health servicesaarglich, provide a very

broad array of physical health serviceshuse to its clients. Dental health servifghich are

not covered wunder tdreprogsicddaddr thidwgh rbferrdli Forathedargp | a n)
portion of CMHCs® clients with Medicaid, acce
easy. For persons without Medicaid or other tipiagty payment, access to these services is

more difficult. To meet thphysical health care needs of these individuals, case managers within

the CMHCs have become very adept at locating physicians or dentists who will provide services

free or at a reduced rate.

SUPPORT SERVICES

Obtaining needed support services, includmgpme support and the housing support described
above, is one of the primary responsibilities
for a description of case management.

DBHS also encourages peer support services through a grant to -Aikiisas, which

sponsorgeerrun support groups for both consumers and family mem&x&HCs refer clients
to these support groups for services.

CASE MANAGEMENT SERVICES

Case management is the heart of the Community Support Program (CSP) servicettgtstem
assists persons with severe and persistent mental illness to maintain themselves in the
community. For SFY2005 the public mental health system budgeted 856 case managers

(102 mental health professionals aBf4 mental health paraprofessionatspviding services to
persons with a severe and persisting mental illness. The average caseload is appr@8mately
clients per case manager. The DBHS requires that persons with a severe and persistent mental
illness receive, on the average, a minimur dfteenminute units of case management services

per month. However, the data for SB¥04indicates that the system provided an average of 9
fifteen-minute units per month with more th&7% of those units delivered effiite from the

CMHC.

Case maagement is defined as assisting the client in assessing needs, obtaining services,
treatments and supports, and in preventing and managing crisis. Together with the client, the
case manager plans, coordinates, monitors, adjusts, and advocates for aad/isepports to
achieve the ultimate goal of independent community living.

SERVICES FOR PERSONS WITH GOCURRING MENTAL HEALTH /SUBSTANCE
ABUSE) DISORDERS

All CMHCs provide services to individuals with-ozcurring mental illness and substance abuse
disorders. The assessment of substance abuse issues is a routine part of the screening,
comprehensive assessment and treatment planning for all mental health clients. The
comprehensiveness and level of integration of treatment services for those withuaing
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mental illness and substance abuse disorders varies among centers. A few centers with limited
resources provide only limited -imouse treatment with a focus on the substance abuse
component of the <clientds prsebstancetabusegssupsas &l e ms
part of individual therapy, group therapy and case management). These centers then refer out to
and coordinate additional treatment with a substance abuse provider. Many centers provide a
significant level of integrated ihouse treatment of eoccurring mental illness and substance

abuse disorders. Some integrated services are provided by staff that is dually certified as mental
health professionals and substance abuse counselors. Other centers have staff that are certified
substance abuse counselors, and coordinate treatment being provided by these counselors with
that being provided by the mental health professional staff. Many mental health professional
staff, although not formally certified as substance abuse coundsdmes continuing professional
education in this area. Integrated services include Mentally Il Chemically Abusing (MICA)
groups, irhouse AA and NA groups, and education groups fenislt populations. Several

centers offer comprehensive programs adingsthe needs of those with-oocurring mental

illness and substance abuse disorders. In addition to those integrated services described, these
centers provide such services as detoxification, inpatient and intensive residential treatment
programs, muitfamily groups, and chemical fréiwing environments. In addition to providing

mental health services and integrated mental health/substance abuse services, as noted above, ten
of the CMHCs either have contracts with or are certified by the AlcoholCang Abuse
Prevention (ADAP) to provide services for persons with primary substance abuse disorders. As
already noted, effective July 1, 2003 the st
(ADAP) was combined with the former DMHS to form the newiflon of Behavioral Health
Services. The integration of these two agencies at the state administrative level is now in
process, and it is anticipated that the future will see a much higher level of integration of services

at the provider/recipient levelAs described above, implementation of a COSIG grant has been

the primary vehicle ttough which initial steps are being taken to integrate the service delivery
systems othese aspectsf behavioral health care. The primary focus of the grant has been to
implement system widescreening for caccurring disorders with all mental health (MH)
providers using a common instrument to screen for substance use disorders and all substance
abuse (SA) treatment providers using a common instrument to screen for meatttadisorders.

The grant has supported planning and training activities attended by both mental health and
substance abuse providers. There have been some reports of enhanced communication, referral
and cooperation between SA and MH providers regulirom these joint activities. Plans are

also underway to link the MH and SA data system (each using SSN as common unique
identifiers) so as to be able to track client movement between the systems. Also, efforts are
currently underway to add languagett he Medi cai d Provider6s manu
that clarifies that mental health treatment for those witocmurringdisorders will be paid for

by Medicaid even though the statebés Medicaid
disorderghemselves

OTHER SERVICES LEADING TO REDUCTION OF HOSPITALIZATION

The ASH aftercare program and the local acute care program are two other services that
contribute significantly to the reduction of hospitalization. Additionally, there are threakpeci
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Mental Health Clinic programs focused on those with multiple previous hospitalization and high
risk of rehospitalization.

The ASH aftercare program is a coordinated effort between the social work staff of ASH and the
CMHCs. Prior to discharge of ampatient from ASH the social work department is in contact

with a designated liaison at the CMHC in whose area the client will be residing post discharge.
The ASH staff communicates the course of the
follow-up that will be needed. The CMHC is expected to provide an appointment for the client
within two weeks of discharge from ASH. Coordinated and responsive falioveads to

reduced risk of rehospitalizatiods noted above, the newly initiated data systeiih track

clients from treatment at ASH to community care which will allow tracking not just the number
given appointmentdut also the number of such appointments actually kept.

The local acute care program reduces hospitalization by providing foitdlizsgion in the
clientds community wer e -ugismareckasityatccomplishedthanit ar e
the client is hospitalized at ASH. In one instance the coordination of care is to the extent of the
psychiatric staff of the CMHC directlymangi ng t he clientds inpatient
care program began in November of 2003. Preliminary data on its operation durinZ08%Y

indicates that lengths of stay will average about 5 days per epaodempared to the 20+ day

lengths of tay for an acute hospitalization at ASH. Some of this difference is possibly
accounted for by a risk selection factor of who is referred to ASH rather than for local care, but
likely some of the decrease in length of stay is the product of better matodi of care made
possible with hospitalization in the <cliento
hospitalization is the provision in the local acute care program that funds not expended to pay for
inpatient care can be spent on providing sewit reduce the need for inpatient care. CMHCs

have used this provision to fund additional crisis stabilization programming and to purchase
medications for those in acute crisis.

Specialized Community Mental Health Clinic programs are programs foorgewgith a severe

and persistent mental illness who require a more intensive level of service intervention. The
programs offer psychiatric services, case management, supervised community housing, day
treatment, job coaching, medication monitoring, transpion, assistance with finances,
assistance with daily living skills, and 2Hour crisis intervention and emergency services. All
specialized community programs are either CARF or JCAHO accredited. Specialized
community programs include:

Birch Tree Communities Birch Tree Communities is a communltgsed residential program

that offers specialized services to persons with a severe and persistent mental illness. Originally
based on the Benton Services Center campus, the program has now exparidegetpartion

of the state, with nine different service sites. Birch Tree has been instrumental in creating a

community living environment for persons with mental illnesses that have in the past been very

difficult to maintain in the community. Birch Teeserved®90persons in SF2004

Small Group Work Therapysmall Group Work Therapy has been in operation since 1964 and is
based on the Fairweather model of group living and group degisatemg. In SFY2004
SGWT served143 individuals. Also in SFY @03, SGWT added Assertive Community
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Treatment as a service component.

GAIN Program The GAIN program (Greater Assistance for Those in Need) is an assertive
community treatment program located in Little Rock. In SE§04 GAIN served 182
individuals. Theprogram places special emphasis on serving clients with multiple inpatient
admissions or those for whom traditional services have not been adequate.

In additionto theabove three specialty prograni3BHS contractswith Liberty Healthcare to

operate a smireresidential program for persons who have been found not guilty by reason of
mental disease or defect and who also have a substance abuse disorder. Upon discharge from the
residential program, clients are followed an Assertive Community Treatmentrdgjram

operated by LibertyHealthcaren cooperation with a local CMHC.

Closely related to efforts to reduce psychiatric hospitalization are efforts to reduce unnecessary
nursing home placement of individuals with mental illness. Arkansas maintainy aciee
Preadmission Screening Resident Review (PASRR) program for Medicaid recipients seeking
admission to a nursing home or presenting a mental status change while residing in a nursing
home. A DBHS employee devotes approximately fifty percent ofitver to doing level two
PASRR reviews. In Calend@004 this staff member conductéd 9 reviews,which compares

to 416 reviews conducted in calenda®03 In addition to determining the appropriateness of
nursing home placementhe review determines ithe individual needs any mental health
services, either in the nursing home or in order to be able to be maintained in a less restrictive
community setting. Individuals are referred to their local CMHC for any mental health services
that are determined tme needed

i. MENTAL HEALTH SYSTEM DATA EPIDEMIOLOGY
Arkansasé tot al population is 2.7+ million of

The 2000 census data stothat 80% of the population is white; 15.7% is black or African
American; less than 1% is American Indian and Alaska Native; Asian; Native Hawaiian and

Ot her Pacific Islander, and,; 3.2% is Hispani c
Hispanic population has significantly increased. In 1990, the state total was a48¢Bir62000,
the total was 86,8@an i ncrease of 66, 990. Uu. S. Census

is divided between 49% urban and 51% rural residents. There are 75 counties in dh&Ztate
which would be considered urban and 63 considexeal.r The per capita income was reported
to be $19,595 in the 2000 censurkansas uses the latest (2D@ederal prevalence estimate of
serious mental illness of 1,B23

As described above, the state of Arkansas uses the federal definition toyigergidns with a
serious mental illness. In SF2004 the public mental health system provided services to
approximately74,000mental health clients of whodD,800were adults. Approximatel®s,800

of these adult persons served are identified as havsegiaus mental illness. Of thb,800
approximatelyl 3,300are identified as needing case management and other community support
services. This later group generally meets the federal definition for severe and persistent mental
illness (SPMI).
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iii. NOT APPLICABLE TO ADULT PLAN

iv. TARGET SERVICES TO RURAL AND HOMELESS POPULATIONS

SERVICES TO HOMELESS POPULATION

The current estimate of homeless SMI adwlith a serious mental illness Arkansas is 2,981.

The 2000 census reports a total stateupaipn of 2,673,400. Of this number, 17.5 %, or
467,845, are reported to live below the federal poverty level. Children are reported to represent
25.4% of the total population (679,044), and 25% of these children (169,761) are reported to live
below thefederal poverty level. The number of adults living below the poverty level is
calculated to be 298,084 (467,845.69,761). It is estimated that 2% of the adults living in
poverty, or 5,962, are homeless. It is estimated that 50% of these homelessoad@,881, have

a Serious Mental lliness.

Al | CMHCs provide services to the homel ess. A
time of admission. However, several, especially those without a PATH grant, report difficulty in
tracking servicesotthis population. The major initiative for providing mental health services to
homeless persons is through the CMHCs receiving a PATH Grant. The DBHS issues a request
for proposals to providers of public mental health services to fund services sfigcffica
persons who are suffering from serious mental illness or serious mental illness and substance
abuse and are homeless origk of becoming homeless. The PATH Grant ($300,000) funded

five programs in SFY2005 These programs use assertive outréadhomeless individuals by
seeking them out in the places where they tend to gather. Once identified, needed services can
be provided at a location where the person feels comfortable and safe. PATH Grant recipients
collaborate with other service ageri® coordinate services and facilitate outreach. For the
most recent grant year reporting cycle (0BL/ 8/3104), 816 adultswith a serious mental iliness

were provided services through a PATH grant.

At the DBHS level, a staff person is a member of ltiteragency Council on Homelessness,
participates in the Community Homeless Assessment Local Education Networking Group
(CHALENG), a Veterans Administration committee coordinating services among homeless
providers, and participates in the consolidated plad continuum of care planning activities.

SERVICES TO INDIVIDUALS IN RURAL AREAS

Although becoming somewhat more urbanized, Arkansas continues to have a significant rural
population. Based on the United States census definition of Standard NMe&trofsatistical

Areas, Arkansas has 12 counties that are considered urban and 63 that are considered rural.
According to the 2000 census, the 63 counties considered rural are home to 51% of the adult (18
years of age and older) populatioata for SFY2004 indicates that 61% of the adult SMI
population served resided in the 63 rural counties, indicating good access for rural residents.
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As previously noted, CMHCs have service sites in 69 of the states 75 counties and deliver
services in all 75 counte To further increase access by those in rural areas, many CMHCs run
fleets of vans to pick up those clients needing services and many case managers transport clients
in their private automobiles. For SFX005 CMHCs projected that they would oper&s0

vehicles (with a total seating capacity 917 to provide client transportation. CMHCs
projected that these vehicles would travel a tot&,889,570miles during the year.

v. MANAGEMENT SYSTEMS

Financial Resources

DBHS controlled funds budged for SFY6 are shown in TABLE 1 below.

TABLE |. SFY 2006DBHS CONTROLLED FINANCIAL RESOURCES

COMMUNITY PROGRAM FUNDING

CMHCs grants for basic services to priority populations 7,409,209
CMHCs per capita grants for basic program operations 8,780,603
CMHCs grants for alternative to ASH utilization 2,653,236
CMHCs grants for local acute cacentinuing 5,800,000
CMHC grants for local acute canew 5,750,000
CMHCs grants foCASSPactivities 1,240,000
CMHC federal block grant allocation 3,355,812
CMHC PATH grants 300,000
Outpatient Forensic Evaluatiofise for service 410,000
APP-Residential & ACT for cenccurring disorders for NGRI population 1,657,250
GAIN for Assertive Community Treatment (ACT) 981,120
Community Program Subtotal 38,337,230
NON-COMMUNITY PROGRAM FUNDING

Arkansas Research and Training Institute 1,285,844
Arkansas State Hospital 23,354,991
Arkansas Health Center Skilled Nursing Facility 6,951,392
Non-Community Subtotal 31,592,227
GRAND TOTAL 69,929,457
Community Program Funding as Percent of Total Funding 55%

The total budget for mental healtiontrolled byDBHS is approximately70 million per year.
DBHS-controlled funds budgeted for communbigsed programs for SFY6 total $38,337,230
or approximately55% of the DBHS budget. However, budgeted funds are subject to being
reduced if the state experiences a revenue shortfall, as occurred in SFYN2il@3Ihat DBHS
has made significant changes in the methodology for computing BB olled Financial
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Resources Medicaid funds, which are not controlled by DBHS, have been excluded in the
calculation of both Community and N@&@ommunity program budgetk past yearsthe totals

for Community Programs did not include Medicaid fundimgpich is not under the controf

DBHS. However, Medicaid funds weirgcluded inthe calculation of Not€ommunity Program

Funding, even though these Medicaid funds al®® not controlled by DBHSThe new
methodologymore accurately reflecBBHS 6 act ual aoditedll@atoh priorities.f un d s

The public mental health system in Arkansas relies heavily on Medicaid funding. 1845t¢
Community Mental Health Centers and Clinics received approximat&g0 $nillion in
reimbursements under the Medicaid rehab option. The botdgets for Community Mental
Health Centers and Clinics for SR2004was approximately B/4 million.

Specific to this application, Block Grant funds are allocated on a per capita basis to fifteen
CMHCs to support services to targeted clients as mandhgtede law. In addition to funding
services through the community mental health centers, the Block Grant is used to support some
administrative and training activities. THetails of the allocation of these Block Grant funds are
shown in TABLE 2. below.

TABLE 2. SFY 2006 FEDERAL BLOCK GRANT ALLOCATIONS

COMMUNITY MENTAL HEALTH CENTERS SMI Adult SED Child Total

Community Counseling Services $144,365.98 $78,414.03 $222,780.01
Counseling Associates $183,361.31 $117,951.16 $301,312.47
Counseling Clinic $71,296.55 $45,756.75 $117,053.30
Counseling Services of Eastern Arkansas $120,122.89 $94,872.77 $214,995.66
Delta Counseling Associates $71,459.17 $48,593.43 $120,052.60
Little Rock Community Mental Health Center $154,762.75 $98,079.36 $252,842.11
Mid-South Health System $213,631.96 $137,889.63 $351,521.59
Health Resources of Arkansas $195,664.96 $110,666.98 $306,331.94
Ozark Counseling services $94,316.50 $49,442.92 $143,759.42
Ozark Guidance Center $298,355.67 $194,008.10 $492,363.77
Professional GBunseling Associates $206,179.69 $135,655.12 $341,834.81
South Arkansas Regional Health Center $106,386.51 $68,903.95 $175,290.46
Southeast Arkansas Behavioral Healthcare Systems $123,137.24 $79,650.63 $202,787.87
Southwest Arkansas Counseling and Gon@aCenter $97,581.66 $66,820.00 $164,401.66
Western Arkansas Counseling and Guidance Center $201,937.60 $135,515.38 $338,452.98
CMHC Subtotal $2,282,560.44 $1,463,220.21] $3,745,780.65
ADMINISTRATION $102,146.35
GRANT TO AR. COUNCI L OF $10,00.00
GRANT TO NAMI-ARKANSAS $85,000.00
TOTAL $3,942,927.00

Staffing Resources

For SFY 2005 the communitybased public mental health system employs approximai8g0
staff. All staff providing direct services through the community system idrer dicensed or
certified by the State. All CMHCs have psychiatrists, with support from psychologists, social
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workers, licensed professional counselors, registered nurses, licensed psychiatric nurses, case
managers, and various administrative staff. e TBMHC system offers approximately 65
internships in various disciplines including psychology, social work, and nursing. Recruiting
and retaining mental health professionals is always challenging and the challenge has recently
taken on increasing propastis. Psychiatrists are always in short supply and locating those
willing to work in rural areas is difficult. For SF2005 there are a total 069.2 FTE
psychiatrists50.6 FTE doctoral psychologists, af®0.3FTE mental health professionals of all

type (doctoral and masters level) employed by the CMHCs.

Training of Service Providers

The DBHS makes significant efforts to provide training opportunities for the mental health
system. The state hospital is certified as an irttarning site for three gychologists pursuing a
doctoral degreeand also serves as an intern site for second year social workers. The psychiatry
residents at the University of Arkansas Medical Sciences Campus rotate through the inpatient
units at the state hospitaednd at vawus communitypased sites in the public mental health
system. The DBHS sponsors yearly training related to conducting both children and adult
forensic evaluations.

Through the Arkansas Research and Training Institute (RTI), DBHS collaborates with
communiy providers and various training schools to promote the use of-cttie-art
practices. The Institute has consultation teams available to assist providers with innovative
treatment approaches particularly in the area of services for persons withad ithregss and a
substance abuse disorder. Rdlso has been awarded grant to undertake planning for
implementation of best practices in the area of medication management.

In addition to the DBHSponsored activities, the CMHCs provide regulasernvie training to

staff and other providers to keep them informed of current mental health practices and policies.
Participants include clinical providers, law enforcement personnel, local hospital staff,
emergency room staff, and others who may come intpuéet contact with persons with mental
illness. The Council of CMHCs, with support from DBHS, sponsors an annuald&yur
BehavioralHealth Institute that provides extensive training opportunities to over 1,000 attendees,
including staff of CMHCs, clientdamily members and advocates.

Training of Emergency Health Services Providers Reqgarding Mental Health

Staff from the Division of Behavioral Health Services (DBHS) provides training at the Law
Enforcement Training Academy for persons seeking to becocengfied law enforcement
officers. As part of a SAMHSA grant, DBHS and a partner CMHC provide training to Little
Rock, Arkansas police officers on crisis managemdritrough the local acute care programs
CMHCshave regular, frequent and-going conact with staff of hospital emergency rooms that
includes educating these staff regarding appropriate referrals to the public mental health system
and the procedures for making these referrals.
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2) GOALS, TARGET AND ACTION PLANS

The Performance Indicator €scriptionsand thePerformance Indicator Tabfer the Goals listed

for the four criteria areas below appear at the end of this sedsmlescribed above, for SFY
2006, which will serve as the reporting period for this plan, DBHS is initiating a nesh m
enhanced cliengnd services data system and a statewide uniform consumer satisfaction survey.
For this reasonin several of the goal areas belo@BHS will be collecting and establishing
baseline performanc#atarather than setting a numeric target had been set in previous year
plans. The specifics of each baseline data collection will be detailed below.

i. COMPREHENSIVE COMMUNITY -BASED MENTAL HEALTH SYSTEM

DBHS plans to maintain a basic comprehensive commibaised adult mental health systef

care that minimizes inpatient hospital stays (includingparticular readmissionso ASH) and

that delivers services to clients that are viewed by the clients as being accessible and effective.
DBHS plansto movethe system of care towards theidety of care using evidencdzhsed
practices in particular increasing the numbers of those receiving Assertive Community
Treatment. DBHS will also make a determination of the level of availability of other evidenced
based practices and develop datstay capability to reliably measure the numbers of clients
receiving these services.

Inpatient stays will be minimized by providing timely aftercare to those leaving the Arkansas
State Hospital and by providing responsivegming case management to thatients most at

risk for hospitalization.lt is noted that the goal regarding timely aftercare appointments set here
refers to timeliness of appointments made. The curreatsyatem does not allow DBHS to
collect data on the percentage of these ayppuwnt actually kept. However, the new data
system referenced above links data from both ASH and the CMHCs which will allow such data
to be collected. DBHS anticipates being able to set goals related to percent of aftercare
appointments actually kept fature year plans.Case management services are made available
to those assessed mostiak of hospitalization and in need of this and other community support
services. These services are delivered both at the CMHCs facility sites asitk off the
community, including at the clientds home.
assessed in terms of the percentage of case management service units prossdedasff
compared to those delivered-site.

GOAL i. A. Eighty-percent of adws being discharged from the Arkansas State Hospital will
have an aftercare appointment scheduled within 14 days of date of discharge.

GOAL i. B. At least50% of units of case management will be deliveredsité from the
facilities of the community praoger.

The effectiveness of the above two strategies will, in part, be measured by the rate of
readmissions to the Arkansas State Hospital.

GOAL i. C. Fewer tharl0% of adult patients discharged from the Arkansas State Hospital will
be readmitted withi80 days of discharge
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GOAL i. D. Fewer thar25% of adult patients discharged from the Arkansas State Hospital will
be readmitted within 180 days of discharge.

Client satisfaction with the system of care will be monitorés described in previous plans,

until this year,each providewasconducing surveys andeporting resultéo DBHS. Providers

usal different survey instruments and different items to measure satisfaction with access and
outcomes of careln most instancegproviders used conveniencather than random samples.
With its data infrastructure grgnDBHS is in the process of implementing a standardized
statewide consumer satisfaction survey using the standard MHSIP Adult siResylts from

this new, much improved survey methodologyl e used to establish baseline performance to
serve as the basis for setting targets for future year.plans

GOAL i. E. Data on client rating of satisfaction with access to care will be collected from a
random sample ddt least 40@onsumers using a séavide uniform survey miebdology Data
from this survey will be used to establish a performdmaseline

GOAL i. F. Data on client rating of satisfaction with outcomes of care will be collected from a
random sample ddt least 40@onsumers using aagewide uniform survey miedbdology Data
from this survey will be used to establish a performdmasline

DBHS provided the funding to start up the
evidenced based program. DBHS continues to provide sorttee dinancial support for this
program and is increasing its funding to this program for SFY 2006, primarily to offset increased
costs. DBHS has provided some technical supporttothe develdp f t he st at eds
ACT programs, one of which stad up this past year. DBHS funds also support parteof th

operation of this newest ACT progr am. DBHSO

availability of ACT.

GOAL i. G. The number of adults receiving the EBP of Assertive Community Treatmébewil
increased b{%.

DBHS is in the process of conducting a survey to determine the extent to which other EBPs are
available within the state public mental health system. Challenages in conducting this survey, in
particular definitional issues, have beroted above. Also as noted aboldBHS is in the
process of developing enhancements to its new data system that will allow systematic reporting
of the number of clients receiving these EBFP&e primary challenge in this regard is that EBPs
arenot tied to unique specific billing codes. DBHS does anticipate being iablee future to
establish baseline performance levels for the provision ofskBRddition to ACT, and being

then able to establish targets for improving the availability to thess.EBP

ii. MENTAL HEALTH SYSTEM DATA EPIDEMIOLOGY
DBHS will continue to monitor the penetration of the public mental health system in terms of

providing services to its target population of adwitth a serious mental illnessAs described
above, the nevenhanced data system wilbr the first time have systemwide unique client
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identifiers that will allow the determination of the unduplicated numbers of clients served. The
amount of duplication in the previous counts reported is unknownfanthis reasonthe goal
for this plan is to establish a baseline of unduplicated served

GOAL ii. A. The public mental health system wdkétermine the unduplicated number of clients
with a serous mental illnesservedi n t he st ateds pubtd esablismant al
baselineof service penetration rate based on this unduplicated count.

As notedin last yeads plan currently services of the public mental health system are not
restricted to those who are seriously mentally ill, but may be provided ¢vsotfith mental

health problems to the extent resources are available after services have been provided to the
priority seriously mentally ill population. Als@s notedefore for reasons of cost containment

and concerns regarding appropriate utilizgtibBHS anticipates being in discussion with the
statebdbs Medicaid authority regarding defining
services, than is defined by the federal definitions of SMI and $&iS.discussion is ongoing.

At the requs t of SAMHSA, DBHS initiated contact Wi
requested that it include in its next Behavioral Risk Factor Surveillance System (BRFSS) the
optional module PHQ 8 (a measure of the prevalence of anxiety and depression. The Heal
Department has included this module in its preliminary draft of the survey. The final survey
content will not be set until the fall of 2009However, DBHShas every reason to believe that

this module will be includein the survey when it is conducted2006. DBHS anticipates being

able to use information from this survey to begin assessing the extent of unmet need.

iii. NOT APPLICABLE TO THE ADULT PLAN

iv. TARGETED SERVICES TO RURAL AND HOMELESS POPULATIONS

Arkansaso6 publ i c alkhosystemwes largely degefoped fto sdrve rural
population and continues tave a significantocus on serving this population. Although there

has been some urbanization of the state, over half of the state is still considered to be rural as
definedby residingin a county that is not part of a Metropolitan Statistical Area. DBHS plans to
continue its emphasis on services in rural areas including the wide dispersal of service sites, the
provision of oftsite services and the provision of extensivegpantation services.

GOAL iv. A. As a percentage of the population of the county in which they reside, the number of
adults with a serious mental illnessrved in rural countiewill at least equal that for urban
counties In effect this means that thersice penetration rate in rural counties will at least equal
that in urban counties.

Al |l of Arkansas6é CMHCs provide services to t|
supported by PATH grant funding. Arkansas plans to continue its metlbstrbuting PATH

funds through a competitive RFP process that includes demonstration of need. This method
helps focus the additional support of PATH funding in the areas of most kkrghing status
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includinghomelessnesss one of the fieldnDBHSO new enhanced data syst
first time DBHS will be able to determine unduplicated counts of homeless clients served. The
amount of duplication in the previous counts reported is unknownf@anthis reasonthe goal

for this plan is to @ablish a baseline of unduplicatedmelesserved

GOAL iv. B. The public mental health system will determine the unduplicated number of
homel ess clients served in the stateds public
number of homelesserved.

v. MANAGEMENT SYSTEMS

As noted aboveDBHS has made significant changes in the methodology for computing PBHS
Controlled Financial Resources. Medicaid funds, which are not controlled by DBHS, have been
excluded in the calculation of both @munity and NorCommunity program budgets. In past

years the totals for Community Programs did not include Medicaid funding, which is not under

the control of DBHS. However, Medicaid funds were included in the calculation of Non
Community Program Fundingeven though these Medicaid funds are also not controlled by
DBHS. The new rmethodologymor e accur ately reflects DBHSO6 a
allocation priorities.

GOAL v. A. At leastfifty per cent of the funds unddto DBHSO
communitybased programming.
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Performance Indicator Description

Goali. A.

Target:

Population:

Criterion :

Brief Name:

Indicator :

Measure

Sources(s) of
Information :

Special
Issues:

All persons being discharged from the Arkansas State Hospital will have timely
access to aftercare services.

80% percent of adults being discharged from the Ades State Hospital will
have an aftercare appointment scheduled within 14 days of date of discharge.
Adults being discharged from the Arkansas State Hospital.

Comprehensive, communityased mental health system.

Aftercare Appointments.

Percentage of adults discharged from the Arkansas State Hospital who have an
aftercare appointment scheduled within fourteen days of date of discharge.

Numerator: Number of adults discharged from the ArkaBsai® Hospital who
have an aftercare appointment scheduled within fourteen days of date of
discharge.

Denominator: Number of adults discharged from the Arkansas State Hospital.

Arkansas State Hospital Social Work Departmextabase report.

None.

Significance: Prompt aftercare reduces risk of rehospitalization and promotes community

tenure.
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Performance Indicator Description

Goali. B.

Target:

Population:
Criterion :
Brief Name:

Indicator :

Measure

Sources(s) of
Information :

Special
Issues:

Provide case management services in an assertively responsive manner.
At least50% of units of case management will be deliveredsit# from the
facilities of the community provider.

Adults with a serious mental illness receiving case management services.
Comprehensive, communityasedmental health system.

Off-site Case Management.

Percentage of all units of caseanagement that are delivered-site from the
facilities of the community provider.

Numerator: Number of 15 minute units of case mamege delivered ofbite.
Denominator: Number of 15 minute units of case management delivered both off
site and orsite.

DBHS Enhanced Data Reporting System

None

Significance: Providing services of§ite make them more accessible to clients and support

community integration.
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Performance Indicator Description

Goali. C.

Target:

Population:
Criterion :
Brief Name:

Indicator :

Measure

Sources(s) of
Information :

Special
Issues:

Shortterm readmission to the Arkansas State Hospital will be reduced to the
extent possible.

Fewer tharL0% of adult patientslischarged from the Arkansas State Hospital
will be readmitted within 30 days of discharge.

Adults discharged from the Arkansas State Hospital.
Comprehensive, communityased mental health system.
30-Day ReadmissioRate.

Percentage of adults readmitted within 30 days of discharge from the Arkansas
State Hospital.

Numerator: Number of discharges of adults followed by readmission within 30
days of the discharge.

Denominator: Number of dischargef adults from the Arkansas State Hospital.

Arkansas State Hospital Data System.

In order to be able to report 180 day readmissions, and for tday3@nd 18@ay
readmissions to be based on the same digehpopulation, the reporting time
period for this indicator target will be the most recent calendar year (calendar
200b) rather than the most recent state fiscal yearg2@bich serves as the time
period for other indicator targets in this plan. Deges include those
discharged to another facility for acute medical care. System changes are being
undertaken to allow these discharges for acute medical care to be excluded in
future years.

Significance: A hallmark of an adequate aftercare with compnshe communitybased

services is the ability to avert rehospitalization within a brief period following
discharge
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Performance Indicator Description

Goali. D.

Target:

Population:

Criterion :

Brief Name:

Indicator :

Measure

Sources(s) of

Information :

Special
Issues:

Significance:

Intermediate term readmission to the Arkansas State Hospital will be reduced to
the extenpossible.

Fewer thare5% of adult patients discharged from the Arkansas State Hospital
will be readmitted within 180 days of discharge.

Adults discharged from the Arkansas State Hospital.
Comprehensive, communityasedmental health system.
180-Day Readmission Rate.

Percentage of discharges of adults followed by a readmission within 180 days of
discharge from the Arkansas State Hospital.

Numerator: Number of discharges of adult$deied by readmission within 180
days of the discharge.

Denominator: Number of discharges of adults from the Arkansas State Hospital.

Arkansas State Hospital Data System.

In order to be able to report 8@y readmissions, and for the -8@ay and 180

day readmissions to be based on the same discharge population, the reporting time
period for this indicator target will be the most recent calendar year (calendar
200b) rather than the most recent state fiscal y2@@) which serves as the time
period for other indicator targets in this plan. Discharges include those
discharged to another facility for acute medical care. System changes are being
undertaken to allow these discharges for acute medical care toclelezk in

future years.

A hallmark of an adequate aftercare with comprehensive comrnased

services is the ability to avert rehospitalization within an intermediate time period
following discharge
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Performance Indicator Description

Goali. E. Maintain a high level of satisfaction with access to service by agaksving
servicedfrom the public mental health system

Target: Data on client rating of satisfaction with access to care will be collected from a
random sample of consunseusing a statewide uniform survey matology.
Data from this survey will be used to establish a baseline performance.
Population: Sample of adults receiving public mental health services.
Criterion:  Comprehensive, communityased mental health system

Brief Name: Client Satisfaction with Access.

Indicator : Percentage of adults sampled that express positive satisfaction with access to
services.

Measure Numerator: The numbef adultssurveyed who rated access to care positively.

Denominator: Nmber of adults surveyed who responded to survey items
regarding satisfaction with access.

Sources(s) of
Information : Statewide, random sample, uniform consumer satisfaction survey

Special

Issues: In previous yearsthis datawas based on aggregatedatd from provider
administered surveys, which ved in specific content among providersor this
year, a statewidauniform MHSIP adult survewill be administered to a random
sample of adult consumers. Based on this methodplmageline performance
will be established.

Significance: Persons satisfied with access to care are more likely to follow through with
receivingneeded services
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Performance

Goali. F.

Target:

Population:

Criterion :

Brief Name:

Indicator :

Measure

Sources(s) of

Information :

Special
Issues:

Significance:

Indicator Description

Maintain a high level of satisfaction with outcomes of sertsigaduls receiving
servicef the public mental health system

Data on client rating of satisfaction with outcomes of care will be collected from a
random sample of consumers using a statewide uniform surveyodnktgy.

Data from this survey will based to establish a baseline performance

Sample of adults receiving public mental health services.

Comprehensive, communityased mental health system.

Client Satisfaction with Outcomes.

Percentage ofdalts sampled that express positive satisfaction with outcomes of
care.

Numerator: The number o&dults surveyed who rated outcomes of care
positively.

Denominator: Number of adults surveyed who responded to survey items
regarding satisfactiowith outcomes.

Statewide, random sample, uniform consumer satisfaction survey

In previous yearsthis data was based on aggregated data from provider
administered surveys, which vary in specific content agnamoviders. For this

year, a statewidauniform MHSIP adult survey will be administered to a random
sample of adult consumers. Based on this methodology baseline performance will
be established.

Persons satisfied with outcomes of care ragge likely to follow through with

receiving needed services. Achieving consuwaued outcomes is the ultimate
objective of a communitpased system of care.
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Performance Indicator Description

Goali. G.

Target:

Population:
Criterion :
Brief Name:
Indicator :

Measure

Sources(s) of
Information :

Special
Issues:

All adult clients needing Assertive Communitge&tmen (ACT) will receive this
service.

Thenumber of adults receiving the EBP of Assertive Community Treatment will
be increaseby 5%.

SMI adults receiving ACT.

Comprehensive, communityased mental health system.

EvidencedBased Treatment: Assertive Community Treatment.

Percent increase ulients receiving ACT.

Numerator: The number of adults that received ACT in SFY 2006 minus the
number that received the service in SFY 2005

Denominator: Number of adults that received ACT in SFY 2005

Ad Hoc provider reports.

None

Significance: Assertive Community Treatment is an evidenbaded treatment with proven

efficacy in reducing rebspitalization in those at significant risk and in improving
their community functioning.
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Performance Indicator Description

Goalii. A.  Maintain or expand access to mental health services for the population of adults
with serious mental illness.

Target: The public mental health system wdiétermine the unduplicated numberaoiilts
with a serious mental ilnesser ved i n the stateds publii
establish a baseline service penetration rate based on this unduplicated count.

Population: Adultswith a serious mental ilinessceiving services in the public mental health
system.

Criterion:  Prevalence and treated prevalence of mental iliness.
Brief Name: Treated prevalence of serious mental iliness.

Indicator : Percent of adults estiated to have a serious mental iliness that receive treatment
in the public mental health system.

Measure Numerator: Number of adults with a serious mental iliness that received services
in the public mental health system.

Denominator: Estimated preeace of adults with a serious mental illness.

Sources(s) of
Information : DBHS6Enhanced Data Reporting Syste@MHS supplied prevalence estimate.

Special

Issues: In previous yearghis data was basexh reporting that did not have unique client
identfiers, so it was not possible to calculate unduplicated counts of those.served
The new enhanced data system Wk the first time have systenwide unique
client identifiers that will allow the determination of the unduplicated numbers of
clients seved. The amount of duplication in the previous counts reported is
unknown and for this reasqrhe goal for this plan is to establistparformance
baseline.

Significance: Setting quantitative goals for the number of adults with a serious mentakitime
be served in the public mental health system is a key requirement for the mental
health block grant legislation. Quantitative goals in this area also serve as a
benchmark for assess to the system.
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Performance Indicator Description

Goaliv. A.

Target:

Population:
Criterio n:
Brief Name:

Indicator :

Measure

Sources($ of
Information :

Special
Issues:

Significance:

Maintain or expand access to mental health services for the population of adults
with serious mental illness that reside in rural areas.

As a percentage of the population of the county in which they reside, the number
of adults with a serious mentdlhessserved in rural countiesill at least equal

that for urban counties. In effect this means that the service penetration rate in
rural counties will at least equal that in urban counties

Adults with a serious mental illness

Targeted Services to Rural and Homeless Populations.

Services to rural population.

Percent of treated aduligth a serious mental illnesssiding in rural counties as
compared to percent of treated adwlish a serious meat illnessresiding in

urban counties.

Numerator: Percent of treated aduligh a serious mental illnessesiding in
rural counties.

Denominator: Percent of treated adultish a serious mental illness residiiny

urban counties.

DBHS6Enhanced Data Reporting System

Urban counties are those that are part of a Metropolitan Statistical Area. There
are currently twelve such counties in Arkansas.

More than hal f ionfresiderinkraah sseassadd itpsongpaortiara to
continue to assurecaesdo services to this population.
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Performance Indicator Description

Goaliv. B. Persons who are homeless and have a serious mental illness will have access to
public mental healtkervices.

Target: The public mental health system will determine the unduplicated number of
homel ess clients served in the stateds
baseline of the number of homeless served.

Population: Adults with a serious meal illness who are homeless.
Criterion:  Targeted Services to Rural and Homeless Populations.
Brief Name: Services to homeless.

Indicator : Percentage of homeless adultith a serious mental illness receivimqblic
mental health services.

Measure Numerator: The number of homeless persarih a serious mental illnessho
receive public mental health services.

Denominator: The estimated number of homeless persons with serious mental
illness.

Sources(s) of
Information : DBHS6Enhanced Data Reporg System

Special

Issues: In previous yearghis data was basexh reporting that did not have unique client
identifiers, so it was not possible to calculate unduplicated counts of those. served
The new enhanced data system Wk the first time have systerwide unique
client identifiers that will allow the determination of the unduplicated numbers of
clients served. The amount of duplication in the previous counts reported is
unknown and for this reason the goal for this plan is to establprfarmance
baseline.

Significance: The homeless are an especially vulnerable and hard to reach population, and
require special effort to assure access to servidesseriously mentally ill are at
significant risk for homelessness.
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Performance Indicator Description

Goalv. A. Maintain or increase the percentage of State Mental Health Authority (SMHA)
controlled funds available to communibgsed programs.

Target: At leastfifty per cent of the funds wunder DBHS®O
community based programming.

Population: Persons receiving public mental health services.

Criterion : Management systems.

Brief Name: Communitybased funding.

Indicator : Percentage of SMH&ontrolled funds available to communibased programs.

Measure Numerator: The total SMHAontrolled funds available to communibased
programs.

Denominator: Total SMHA controlled funds.

Sources(s) of
Information : SMHA management data system.

Special

Issues: Note that DBHS has made significant changes in thédadetogy for computing
DBHS-Controlled Financial Resources. Medicaid funds, which are not controlled
by DBHS, have been excluded in the calculation of both Community and Non
Community program budgets. In past yedng totals for Community Programs
did not include Medicaid funding, which is not under the control of DBHS.
However, Medicaid funds were included in the calculation of-Rommunity
Program Funding, even though these Medicaid funds are also not controlled by
DBHS. The new rethodobgy more acacuat el y refl ect s DBHSO
funds and its allocation priorities.

Significance: This percentage isa measureof the commitment of the SMHA to supporting and
strengthening a communityased system of care.
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Performance Indicator Table for State Plan-Adults

Name of Performance Indicator: i. A. Aftercare Appointments
Population: Adults Discharged From ASH
Criterion: Comprehensive Community-Based Mental Health Service System.

1) (2) 3) (4) (5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 90% 92% 80% 80%
Indicator
Numerator 642 611 640 640
Denominator 714 663 800 800

Name of Performance Indicator: i. B. OftSite Case Management
Population: Adults with SMI Receiving CSP Service
Criterion: Comprehensive Community-Based Mental Health Service System.

(1) (2) 3) (4) ©) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 58% 56% 50% 50%
Indicator
Numerator 796,463 | 746,43 733,000 733,000
Denominator 1,383,958 | 1,316,628 1,466,000 | 1,466,000

Name of Performance Indicator: i. C. 36Day Readmission Rate
Population: Adults Discharged From ASH
Criterion: Comprehensive Community-Based Mental Health Service System.

(1) (2) 3) (4) ) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 7.9% 51% 10% 10%
Indicator
Numerator 79 49 98 98
Denominator 997 954 975 975

Name of Performance Indicator: i. D. 188Day Readmssion Rate
Population: Adults Discharged From ASH
Criterion: Comprehensive Community-Based Mental Health Service System..

1) (2) 3) (4) (5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 20.1% 17.0% 25% 25%
Indicator
Numerator 200 162 244 244
Denominator 997 954 975 975
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Name of Performance Indicator: i. E. Consumer Satisfaction With Access
Population: Adult Clients of the public mental health system
Criterion: Comprehensive Community-Basedl Mental Health Service System.

1) (2) 3) (4) (5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 91% 89% 80% Establish
Indicator Baseline
Numerator 2,986 3,010 2,080 New
Denominator 3,283 3,371 2,600 Measure

Name of Performance Indicator: i. F. Consumer Satisfaction With Outcomes
Population: Adult Clients of the public mental health system
Criterion: Comprehensive Community-Based Mental Health Service System.

(1) (2) 3) (4) ©) (6)
Fiscd FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 88% 90% 80% Establish
Indicator Baseline
Numerator 2,893 3,207 2,080 New
Denominator 3,290 3,581 2,600 Measure

Name of Performance Indicator: i. G. EBP- Assertive Community Treatment
Population: Adults receiving ACT
Criterion: Comprehensive Community-Based Mental Health Service System.

1) (2) 3) (4) (5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Perfomance Establish 5%
Indicator Baseline
Numerator New 15
Denominator Measure 300
Name of Performance Indicator: ii. A. Treated Prevalence
Population: Adults with a serious mental illness
Criterion: Mental Health System Data Epidemiology.
(1) (2) 3) (4) ) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 28% 24% 20% Establish
Indicator Baseline
Numerator 26,076 25,837 22,072 New
Denominator 93,398 107,304 110,360 Measure
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Name of Performance Indicator: iv. A. Services To Rural Population
Population: Residents Of Rural Counties
Criterion: Targeted Services to Rural and Homeless Population.

1) (2) 3) (4) ) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 1.1% 15% 1.0% 1.0%
Indicator
Numerator 1.37 1.54 1.30 1.30
Denominator 1.24 1.04 1.30 1.30

Name of Performance Indicator: iv. B. Services To Homeless
Population: Homelessadults with a serious mental illness
Criterion: Targeted Services to Rural and Homeless Population.

(1) (2) 3) (4) (5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 54% 35% 35% Establish
Indicator Baseline
Numerator 1,605 1,258 1,043 New
Denominator 2,981 2,981 2,981 Measure

Name of Performance Indicator: v. A. Community Services Funding

Population:
Criterion: Management System.

1) 2) 3) (4) 5) (6)
Fiscal FY2003 FY2004 FY2005 FY 2006 FY 2007
Year Actual Actual Projected Target Target
Performance 37% 37% 40% 50%
Indicator
Numerator 29.6(m) 32.0(m) 37.2(m) 35.0(m)
Denominator 80.0(m) 87.0(m) 93.0(m) 70.0(m)
*FY 2006 wi || use new met hodol ogy for

detailed explanabin.

computii
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Ill. b. PERFORMANCE GOALS AND ACTION PLANS TO IMPROVE THE SERVICE SYSTEM -
CHI LDRENG6S PLAN

1) CURRENT ACTIVITIES
i. COMPREHENSIVE COMMUNITY -BASED MENTAL HEALTH SYSTEM

OVERVIEW OF SERVICE SYSTEM PROVIDERS
The public community mental health syt in Arkansas is a statewide system of services, with

service sites in 69 of Arkansaso6 75 counties.
CMHCs provide services i t e i n <clients6 homes, school s,
clientjobsi t es . I n this manner, services are pr o\

are provided through 15 comprehensive Community Mental Health Centers (CMHCSs). In SFY
2004, the public community mental health system served approximately 74,004 iresaith

clients of which approximately 25,000 were children (some counted in both categories when they
turn 18 during the year. All providers are privatet-for-profit agencies that provide services
funded primarily through Medicaid and contracts fedhcby state general revenue. All have
national accreditation through either CARF or JCAHThe fifteen private, noprofit
community mental health centers in Arkansas provide the majority of direct care services
through contract with the Division of Behaval Health Services. These centers have assumed
the leadership role in organizing and developing a full array of commbaggd mental health
services for children. Chi | cdrestahleath systeminclude s o f
traditional aut-patient services, assessment and plan of care, crisis stabilization intervention, on
site/off-site intervention, rehabilitation day service and crisis interventiSeven of the fifteen
community mental health centers have therapeutic foster careapr®gfor children and
adolescents in state custody with serious emotion&dirdence Other services available are
case management, hothased services, as well as wraparound services and dxds®sa mental

health servicesThreecommunity mental healtbenters provide psychiatrresidential treatment
services. One of these residential programs serves adolescentsdigilysed with substance
abuse and mental health diagnosgsecialized programs for children and adolescents are also
available in sme areas of the state such as alcohol treatment programs, both on an outpatient
and inpatient basis, juvenile diversion programs, and supervision for juveniles discharged from
the youth services center.

Available Services and Resources in A Comprehensi@ystem of Care

Arkansas remains committed to building a mental health care system that supports the individual
child and his/ her needs. The childds family
informal supports. The following support semscare available in Arkansas. Many of the listed
available services and resources have a representative on the CASSP Coordinating Council.
Agencies and stakeholders, both public and privaéet monthly to plan and implement a
coordinated system of carerfchildren and adolescents with serious emotional disturbance and
their families.

Child and Adolescent Service System Program (CASSP)

The childrenés ment al health system in Arkans
of care. Act 964 of 199&stablished CASSP. Act 1517 of 2001 and Act 2209 of 2005 made
revisions to the law to better meet the needs of children in our mental health system. The
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pur pose for creating CASSP included t he nee

devel opmégand mprasmldensi ve planningodo in regard to
Arkansas. Specifically, an intentd oams oweltlhi a
Adesign and i mpl ement a coordinatedredandvi ce
communityb as ed . 0 CASSP is based on values for a

services for children and families.

CASSP Regional Planare revised and reviewed each eweimbered year by the CASSP

Teams to identify and recommend prag initiatives to the CASSP Coordinating Council,

based on area and commurigsed needs. In addition, Act 2209 2005 designags the

Division of Behavioral Health Service@©BHS) as the state agency responsible for the
coordination and oversight of aoGnpr ehensi ve Chil drenés Behavio
Plan The plan is to be completed by April 2006. This legislation reqaitestate agencies to

provide financial data regarding funds that support behavioral health servintsragency
agreemets between DBHS and all other state agenbe#e been complete@ublic and private
stakeholders as well as parents and families will take part in the development and
implementation of this planHaving this comprehensive, collaborative approach to dpuetnt

of a plan for childrends behavioral heal th se
within the system of care.

The state level CASSP Coordinating Council identified the following service priorities as a focus
for 20052006:

A Early diildhood, Head Start population.

A Discharge planning for children and adolescents in hospitals, residential treatment facilities,
and those transitioning from other placements and returning to community, and availability
and access to appropriate servicgsrudischarge.

Special populationgivenile justice, therapeutic foster care, adjudicated delinquents, hearing
impaired.

Dually-diagnosed mental health/mental retardation and mental health/sulzdtasee

Work force issues hiring and retaining both mentahealth professionals and
paraprofessionals.

A Schootbased mental health services.

> >

Arkansas Rehabilitation Services

The General Field Program provides a wide array of services designed to assist individuals with
disabilities in obtaining and keeping emyateent. Federal, state, and local partnerships have
been developed with public schools and interested individuals and agencies that serve persons
with disabilities. The ARS Field Program operates 20 statewide offices for persons with
physical, mental, cogtive or sensory disabilities. There are components within the
rehabilitation system that provide specialized programs, such as transition services for students
who are finishing school; services to help those who are presently receiving public assistance
become employed, and therefore able to provide for themselves, and services for people with
special communication needs.
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Arkansas Department of Health

As of July 1, 2005, the Department of Health will be placed under the Departnitésalth and

Human ®rvices as the Division of Health Services. The Hometown Health Improvement Project
under the Department of Health brings together a wide range of people and organizations in the
community to identify their health problems and develop and implement wags/®them. On

the local level this initiative stresses collaboration, coalition building, community health
assessment, prioritization of health issues and the development and implementation of
community health strategies that are locally designed astdisad.

Arkansas Department of Education

Arkansans have continually demonstrated a strong commitment to providing public school
students with education opportunities. In 2004, the Arkansas Legislature went into special
session to overhaul the public sch system as a result of a lawsuit filed to ensure fairness and
equity across the state for all school districts. The Lake View School District No. 25 of Phillips
County led to a ruling by the Arkansas Supreme Court that the State violated the state
consttutional provisions guaranteeing equal protection of the laws insofar as it denied equal
educational opportunity to the public school students. The Legislature met to settle school
funding issues, which led to consolidation of some small school distaiots an increase in
funding for the public education system. The increase in funding for education has had a
financial impact on available funding for other state agency progranBBHS and the
Departmentof Education/Special Education continue to dwodieate on the development of
schootbased mental health services.

DHS Divisions and Offices Serng SED Clients In the Public Mental Health System:

Division of Child Care and Early Childhood Education

The Division of Child Care and Early Childhood Ediumat(DCCECE) isresponsible for the
regulation and inspection of all child care facilities and home day care in Arkansas. It also
oversees the Special Nutrition Program, the Arkansas Better Chance Program, offers staff
support to the Arkansas Early Childitb Commission, and guarantees there is an educational
component in childcare programs throughout Arkan€d6€CECE is providing fundindor the

public mental health systefior training and three demonstration projects for early childhood
mental health serves.

Division of Children and Family Services

The Division of Children and Family Services (DCFS) protects children and helps preserve
Arkansadamilies, througlchild protection services, intensive family services, juvenile services,
adoption, fostecare, and residential licensin@urrently, DCFS has agreements with all fifteen
community mental health centers to provide mental health services for cluldtaeir caseload

with specific requirements addressing accessibility and process for inteyaggnmunication.

Division of County Operations

The Division of County Operations helps those in need. It also helps people get jobs by giving
them the support and training they need to become independent. To do this, DCO has staff
working in every couty in the state. Some of the services provided by the division include
Medicaid, food stamps, Transitional Employment Assistance, and emergency services.
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Division of Medical Services

The Division of Medical Services (DMS) provides care through a netwbrgroviders to
approxi mately 15% of the statebs popul ation t
Medical Services program. The division provides a range of care from physician services to
institutional care.

Division of Behavioral Health Serges

The Division of Behavioral Health Services (DBHS) provides an integrated system of public
mental health care to Arkansas residents. Services provided by this division are forensic
psychiatric services, adolescent inpatient services, adolescent sedenfervices, research and
training. Comprehensive, contracted services are also offered by fifteen independent community
mental health centers located throughout the state.

Division of Behavioral Health ServicesSubstance Abuse Services

Alcohol and Dug Abuse Prevention is under the Division of Behavioral Health Servites.
mission of Alcohol and Drug Abuse Prevention is to help Arkansas citizens live productive lives,
free from the abuse of alcohol, tobacco, and other drugs.

Division of Developmetal Disabilities Services

Developmental Disabilities Services (DDS) helps people with developmental disabilities and
their families in their homes, communities, or residential programs. The primary developmental
disabilities are mental retardation, ceadlpalsy, epilepsy, and autism. Among those services
provided are diagnosis and evaluation, early intervention, case management, family support,
residential care, and habilitation and education.

Division of Youth Services

The Division of Youth ServicedXYS) protects public safety while helping youthful offenders
choose productive lives and stay out of trouble by providing diagnostic and evaluation services
for delinquent youth committed to DYS by a juvenile judge. It also provides residential
treatmentfor youth that do not require serious offender programs and operates the serious
offender program.

Other Support Services

Arkansas Mental Health Planning and Advisory Council

The Arkansas Mental Health Planning Advisory Council is set up by five regidhs. total
membership of the Advisory Council is 61. Nine of those members are family members of
children withSED. There are alstne mber s who have special, inter
who serve on the CASSP Coordinating Council.

National Alliance for the Mentally Il - Arkansas

NAMI-Arkansas is a neprofit, grassroots organization dedicated to improving the lives of
those affected by mental illness, their families and their communities through advocacy,
education, and support. NAMI places the Hagt priority on medical treatment, services,
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education, and rehabilitation for persons with brain disorders, as well as research aimed toward
the ultimate prevention and cure of these disorders.

1 NAMI-Arkansas participates as a member of the CASSP Coamdjr2ouncil and was a
supporter of specific legislation regarding mental illness during this past Arkansas
Legislative session.

1 NAMI-Arkansas provides education for facilitators of its support groups at no cost to the
participants.

1 The NAMI-Arkansas State Office provides educational materials through-8901
information line in which callers can request information about specific illnesses.

1 NAMI-Arkansas provides an informational website.

1 NAMI-Arkansas assisted UAMS as part of the committee wmaked on the Nickey
Neuron video project that is now part of t

T NAMI-Ar kansas is a partner in the annual AET

May for Mental Health Month. NAMArkansas members particigaas panelists during
the broadcast, help man the phowesing the broadcast, and mail the information
packets following the broadcast.

1 NAMI-Arkansas sponsors an annual candlelight vigil held at the state capitol on the first
week in October meing the beginning bMental lliness Awareness Week. @ctober 3,
2004, a teryearold student from Jacksonville, was featured in the programs as she rea
her poem A Re melmher ytehae hekiledfar.Qatober 20685. s ¢

Disability Rights Cente

The Disability Rights Center is the Protection and Advocacy system and Client Assistance
Program for people with disabilities in Arkansas. Each state and territory has a P&A and CAP
responsible for pursuing legal, administrative and other appropria@iedres under federal and

state statutes to protect the rights of individuals with disabilities. Investigation of allegations of
abuse and neglect of persons with disabilities residing in facilities or in the community is another
function. DRC, a nonprdfiagency, is independent from state or local government. DRC
focuses on broad areas of emphasis and develops priorities and objective each year in these
areas. In general the DRC areas of emphasis are in education, abuse and neglect and quality
assuranceemployment, access to services, and community integration. During this current fiscal
year, DRC is maintaining a presence in facilities and community programs for people with
mental illness, developmental disabilities and other disabilities to moniteestigate and
attempt to remedy adverse conditions and situations. DRC is devoting considerable resources to
advocate for access to inclusive educational programs, medical coverage, competitive
employment, accessible affordable housing and restaurants.

Arkansas State Hospital

In addition to funding provided for community mental health programs, the Department of
Human Services operates one State Hospital that hasedlénit for adolescents, ages 13
Admissions are comprised of adolescents frdnar@as of the state. Community mental health
centers have been designated as the single point of entry for adolescents being considered for
admission to the Adolescent Inpatient Treatment Unit (AITU) of the Arkansas State Hospital.
Through single pointfoentry, these youth are required to be assessed at the community mental
health center to determine the most appropriate and least restrictive level of care required. If
admission to AITU is determined to be appropriate, discharge planning should bigirpaint
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of admi ssion with the | ocal community ment al
smooth transition back to the home community when the youth is discharged. If an adolescent is
screened for admission to AITU and hospitalization isnaed inappropriate, the community

mental health center coordinates, in cooperation with other-sbildng agencies/divisions,

more appropriate services for the adolescent and family.

In Arkansas, psychiatric hospitalizations for children are primauitgléd through Medicaid and

are provided by private hospitals. ASH has only a sixbezhadolescent program, that can be
utilized as either acute care or longer term residential tezdtmDue to the low number of
adolescentshospitalized in the statein facility, the number of readmissions to the ASH
adolescent unit is not statistically significant. In addition, due to the fact that many adolescent
admi ssions to ASH are considered Atreatment f
in private programs, the population tends to be some of the most severely disturbed children in
the state. Iran effort to move these adolescetttdesser restricted services in the community,

the ASH adolescent unit has developed agreements with communitgdeysothat ASH will

readmit for stabilization if those clients decompensate while in the community programs. This
practice may increase the number of readmissiauisfollows the goal to reduce hospitalization

by reducing the number of days and lengtlisstay for those childrenThe Division of
Behavioral Health Services, Arkansas State Hospital receives funding from the Department of
Human Services to operate a 16 bed residential Sex Offenders Program for adolébeents.
overall rates for the unit sh@n85% of these adolescents graduate from the program. Another
23% are discharged, but have made some progress, and 42% are discharged for no progress.
DHS also contracts with private providers to provide residential and outpatient services to this
populaton. These programs and others located throughout the state are utilized to decrease the
number of children who are sent out of State for treatment.

CASE MANAGEMENT SYSTEM

Arkansas has targeted its system of care services, including case managemihteto with

serious emotional disturbance and their families. To maintain and/or increase these services is a
primary goal for us as well as of the mental health block grant Téne. CASSP population
subgroup should receive case management services befatleir substantial use of public
resources (funding and services), the complexity of their mental health and other service needs,
and the benefit of case management in assuring desirable-drinegt outcomesPersons
receiving substantial amounts ptiblic funds include children and adolescents eligible for
Medicaid, as well as those children in the child welfare system that have been diagnosed as
having a serious emotional disturbance by a mental health professional at a community mental
health cente Statistics show that approximately 25,000 children and adolescentsereceiv
services through a community mental health center. Case management services were provided to
more than 9,400 children and adolescents of the 16,588 diagnosed with serious amotion
disturbance.

Since resources are not available to adequately serve the population of children falling within the
SED guidelines, it is necessary to prioritize resources to subgroups of the popOiBtitthand

the community mental health centers wdctis on serving children and adolescents within the
target population who are at imminent risk of being removed from their families and those who
have been referred by community mental health centers to psychiatric hospitals, psychiatric
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residential treatmnt facilities, and therapeutic foster care programs. Currently, Therapeutic
Foster Care (TFC) is the only evidendsaised practice that has been implemented in Arkansas
on a statewide basis. Seven CMHCs and an affiliate program out of twelve proviglers ar
providing TFC. There were 237 children and adolescents served by the community mental health
programs in SFY 2004DBHS worked closely wh the Medicaid system and thd-21
Utilization Management Company to drrserddesop a
This involves the expectation that all Medicaid recipients, who are hospitalized, whether in acute
or residential facilities, will be referred to CASSP local service teams for the development of a
multi-agency plan of services.
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PERFORMANCE INDICATOR DESCRIPTION

Goal: To monitor the number of skterim readmissions to the Arkansas State
Hospital.
Target: Percentage of adolescents readmitted to the Arkansas State Hospital within

30 days of discharge.
Population: Adolescents who areadmitted to the State Hospital
Criterion: Comprehensive, commuritgsed mental health system
Brief Name: 30 Day Readmission Rate

Indicator: Percerga of adolescents readmitted within 30 days of discharge from the
Arkansas State Hospital.

Measure: Numerator: Number of discharges of adolescents followed by readmission
within 30 days of the dischge.
Denominator: Total number of discharges of adolescents from the Arkansas
State Hospital.

Sources of
Information: Arkansas State Hospital Reporting System

Special

Issues: In order to be altb report 180 day readmissions, and for the@pand 180day
readmissions to be based on the same discharge poputhe reporting time
periodfor this indicator target will be the most recasdendar year rather than the
most recent state fiscal year. Discharges will inchhdsedischarged torsother
facility for acute medical care. System changesanegundertaken t@llow
thesedischarges for acute medical care to be excluddtie future years. The
Adolescent Unit of the Arkansas State Hospital onlydmagen beds, which will
impact the validity of the readmission rateported.

Significance:Development of more intensiadtercareservicesvith comprehensive

communitybased mental health servicesuldreduce readmissions to
the Arkansastate Hospital.
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PERFORMANCE INDICA TOR DESCRIPTION

Goal: To monitor the number of 180 day readmissions to the Arkansas State
Hospital.
Target: Percentage of adolescents readmitted to the Arkansas State Hospital

within 180 days of discharge.
Population: Adolescents who are readmitted to the State Hospital
Criterion: Comprehensive, communityased mental health system
Brief Name: 180 Day Readmissions Rate

Indicator: Percentage of adolescents readmitted within 180 days of discharge from
the Arkansas State Hospital.

Measure: Numerator: Number of discharges of adolescents followed by readmission
within 180 days of the discharge.
Denominator: Total number of discharges of adolescents from the Arkansas
State Hospital.

Source of

Information: Arkansas St& Hospital

Special

Issues: In order to be able to report 180 day readmissions, and for ttay3@nd 180

day readmissions to be based on the same discharge population, the reporting
time period for this indicator target will be the most recent calendar ytear ra
thanthe most recent stafiscal year. Discharges will include those discharged

to another facility for acute medical care. Systdmanges are being undertaken
to allow these discharges for acute medical careetexdtluded in future years.
Theadolescentinit of the Arkansas State Hospital only hastasen beds, which

will impact thevalidity of the readmission rates reported.

Significance: The number of readmissions to thArkansas State Hospital could be reduced

with more intensive aftercare services throaglmprehensiveommunitybased
mentalhealth services
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PERFORMANCE INDICATOR DESCRIPTION

Goal: To increase active involvement in the CASSP process, of caregivers of children and
adolescents with SED.

Target:  80% of caregivers of childreamd adolescents with SED wgo through the CASSP
process will have a multi agency plarof service developed.

Population: Childremnd adolescents with SED who receive services through local CMHCs
Criterion:  Comprkensive, communitpased mental health system
Brief Name:Caregivers actively involved in theASSP process

Indicator: Percentage of caregivers of children and adolescents with SED, and are actively
involved in the multagencystaffing and treatment planning process.

Measure: Numerator: Number of mulagency servicelans completed.
Denominator: Number of parents/caregivers of children and adolescents
with SED who are actively involved in the CASSP maljency staffing.

Sources of

Information: CMHC contract reportingystem on treatment planning and the CASSP
Multi-Agency Plan of Services (MAPS)

Significance: Aprimary goal of the CASSP Coordinating Council and Mental Health Planning
Advisory Council is to have more familyvolvement on both the state and local
levels in decisions regarding treatment, monitoring and evaluation of the public
mental health system.
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Goal:

Target:

Population:
Criterion:
Brief Name:

Indicator:

Measure:

Sources of
Information:

Special
Issues:

PERFORMANCE INDICATOR DESCRIPTION

To monitadhe number of children and adolescents served by evidersesl
therapeutic foster care programs within the public mental health system.

The number of children and adolescents in the custody of the Arkansias Divi
of Children and Family Services (DCFS) who are served in evidesmsed
therapeutic foster care programs through community mental health centers.

Children and adolescents in theraptagter care
Comprehensive, commuHritgsed mental health system
EvidencBased Treatment: Therapeutic Foster Care

Percentage of DCFS children and adolescents in therapeutic foster care programs
through community mental health centers.

Numerator: Number of children and adolescents in therapeutic foster care
provided by community mental health centers programs.
Denominator. Number of DCFS children and adolescents in therapeutic
foster care programs.

DHS Annual Statistical Reporting System, Basic Services Plan Report

DBHS will establighiteria for identification and reporting of the number
of children and adolescents receiving evidebased therapeutic foster
care through the community mental health centererapfeutic foster
careprograms are funded through the DCHfgrefore DBHS does not have
control overbudget issues that might effébe number of therapeutioster homes
that arefunded.

Significance: Tlerapeutic Foster Care is an effective treatment model and should be maintained

or increased in order to meet the mental health needs of SED children and
adolescentan foster care.
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PERFORMANCE INDI CATOR DESCRIPTION

Goal: To maintain or increase case management ssvar children and adolescents
who receive servicabrough thdocal community mental health centers.

Target: To assess the number of chhddand adolescents receiving casanagement
servicedo use as a basis feetting future targets for expanding services.

Population: Children and adolescents diagnosed with SED at the local CMHCs
Criterion:  Comprehensivesommunitybased mental health system
Brief Name: Number receiving case management

Indicator:  Percentage of children and adolagsevho receive case management
servicesthrough thdocal communitymental health centers.

Measure: Numerator: Number of children and adolescents with SED who are receagag c
managemengervices througthe CMHCs during the fiscal year
Denominator: Number of children and adoksts diagnosed wi SED through
the CMHCs.

Sources of
Information: Contract reporting system, CMHC client information system

Significance: Assuring thabppropriatecase management serviaes availabldor children and

adolescents diagnosed wilserious emotionalsturbance could result in
decreased dependence on inpatient services for children in Arkansas.
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Goal:

Target:

Population:

Criterion :
Brief Name:

Indicator :

Measure

Sources(s) of

Information :

Special
Issues:

Significance:

PERFORMANCE INDICATOR DESCRIPTION

Maintain a high level of satisfaction with outcomes of service by children and
adolescent&mily with SED receiving services.

Data on client rating of satisfaction with outcomes of care will be collected from a
random sample of consumers using a statewide uniform survey metrology. Data
from this survey will be used to establish adis® performance.

Sample of caregivers and children/adolescents with SED receiving public mental
health services

Comprehensive, communityased mental health system
Client Satisfaction with Outcomes

Percentage of caregivers and children/adolescents sampled that express positive
satisfaction with outcomes of care.

Numerator: The number of caregivers and children/adolescents surveyed who
rated outcomes of care positively.

Denominator: Numbensveyed who responded to survey items regarding
satisfaction with outcomes.

Statewide, random sample, uniform consumer satisfaction survey

In previous years this data was based on aggregatettatatarovider

administered surveys, which vary in specific content among providers. For this
year a statewide uniform survey will be adistered to a random sample of
consumers/family. Based on this methodology baseline performance will be
established.

Persons satisfied with outcomes of care are more likely to follow through with

receiving needed services. Achieving consuwadued outcomes is the ultimate
objective of a communitpased system of care.
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i MENTAL HEALTH SYSTEM DATA EPI DEMIOLOGY

Arkansas6 tot al popul ation is 2.7+ million of
age of eighteen. The 2000 census data show that 80% of the population is white; 15.7% is black

or African American; less than 1% is American Indiamd aAlaska Native; Asian; Native

Hawaiian and Other Pacific Islander, and; 3.2% is Hispanic or Latino. Over the last eleven years,
Arkansas6 Hispanic population has significant
and in 2000, the totalwas 866an i ncrease of 66, 990. Uu. S. Ce¢
population is divided between 49% urban and 51% rural residents. There are 75 counties in the
statel2 of which would be considered urban and 63 considered rural. The per capita income

was reported to be $19,595 in the 2000 census.

Estimate of the incidence and prevalence in the State of serious emotional disturbance

among children.

There are approximately 344,715 children and adolescents;Bg@&9Arkansas. The estimated
SED populatia for this group is calculated to be between% or 24,130 on the lower end and
31,024 on the upper end for children with a LOF of 50. With a bO60, the estimated SED
population is 1113 percent of the number of youthl9 years old. The lower end 87,919
children with the upper end of 44,813 children. The community mental health centers served
approximately 25,000 children and adolescents during SFY 05, of which approximately 16,500
were diagnosed as SED.

The growth in the minority population $ianostly come from the Hispanic community. In an
attempt to overcome barriers which have surfaced in the formal mental health system, efforts
have been focused on trying to increase hiring of minorities in the local community mental
health centers when tleeare job openings and encouraging client use of the network of natural
support systems such as extended family members, friends, churches, aheélpself
organizations. The goal is to provide services that are culturally sensitive and responsive to the
special needs of these children and families. The mental health system should encrubage

the state and local levels, early educational opportunities for children and eliminating any
disparities in availability and access to mental health care. Awicethinority representative
serves on the CASSP Coordinating Council, and the Council has provided cultural diversity
presentations to its members. The community mental health centers pros@lwiae training

on cultural issues as a part of their stafientation. In addition, the Annual Mental Health
Institute agenda as a practice include sessions on cultural diversity issues. In rural Atkansas
Community Mental Health Centers have increased services to the rural population and minorities
through heir schoolbased mental health programs, after school and summer programs. They
have found that the demand is much greater than the financial and human resources that are
available in most areas of the state.

Estimates of incidence and prevalence of sevemotional disturbance in children and
adolescents in Arkans@sessential for the system of care. The new data system currently under
development will be able to provide much more accurate data to utilize for system planning and
improvement.
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Data-Management, Reporting, and Analysis System

DBHS currently collects both cliei¢vel and aggregatevel data from the community mental
health centers. The clieldvel data does not contain a unique identifier, so it is not possible to
produce unduplicated¢ounts of clients served. The aggregate data collected does provide
information for tracking many aspects of the
client identifiers and does not permit a breakdown of data into desired subcategdrgzd. C
satisfaction data is only available through the aggregate data collection system and the
instruments used in the surveys vary among the community mental health centers. During the
past yearin part with funds provided through the SAMHSA Data Infinasture Grant (DIG),

DBHS has entered into a contract with a private vendor to collect, store and report system wide
client and service data. For SFY 2004, the aggregate collection of adult and child data has been
completely integrated and a previoussepat e data coll ection system
eliminated. The system being put in place operates through a secure encryptedsedtb
application. It includes unique client identifiers which will allow determination of unduplicated
counts sered, allow the linking of client data with service data, and enable the tracking of clients
across the system including as they move from commibaised care to treatment in the
Arkansas State Hospital and vice versa. Client satisfaction surveying iseatg) significantly
improved over the aggregated, CMHC specific system described above. With input from system
stakeholders, DBHS decided to use the SAMHSA recommended MHSIP adult and child/family
surveys with the addition to each of items of local neéé A random sample of 1,600
child/family clients was drawn. Surveying is currently nearing completion. Already over 400
child/family surveys have been returned.
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PERFORMANCE INDICATOR DESCRIPTION

Goal: To provide an estimate based on fisderal methodologies.
Target: Percentage of children and adolescents with SED who receiveesetiirough
the CMHCs.

Population: Children and adolescents diagnosed with S&I0 can be expected to require
services in the public system

Criterion: Estimates of Prevalence and Treated Prevalence and Mental Health Systems Data
Brief Name:Estimates of Prevalence

Indicator: Available estimatesf incidence and prevalence of severeotianal disurbance
in childrenandadolescents irArkansas who received publiclynded services.

Measure: Numerator: Number of children anda@escents with SEEhrough the local
CMHCsduring this fischyear.
Denominator: Estimatedumber of SED pagation who should be receiving
sewvices through theublic mentahealth system

Sources of
Information: CMHC reporting system, DBHS data support

Significance: Accurate prevalence and service utilization data is central to planning a system of
care that meets the needs of children and adolescents, who have serious emotional
disturbance. DBHS im the third year of &AMHSA Data Infrastructur&rant
that will be very instrumental in that effort.
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[ T CHI LDRENO6S SERVI CES

CASSP

In 1991, Act 964 was enacted establishing the Child and Adolescent Service System Program
(CASSP) in Arkansas. The purpose of the Act is to establishuetgte for coordinated policy
development, comprehensive planning, and collaborative budgeting for services to children with
emotional/mental disorders and their families. It is further the intention of Act 964 to build on
existing resources, and to desigmd implement a coordinated service system that is child and
family-centered and communityased. Act 964 also established a CASSP Coordinating Council,
which includes44 representativeBom State agencies and local providers of services to the
target ppulation, as well as family members, and child advocates. The Council has met
guarterly since July 1991 for the purposes of providing specific guidelines for the development
of regional services and plans based on the guiding principles of the CASSP alystgm and

for review and approval of regional plans developed by CASSP Regional Teams and

i ncorporation of the Regional Pl ans into the
CASSP legislation was revised in 2001 and 2005 to better reflect whetuglly happening in

childrends ment al heal th services in Arkansas
Comprehensive Childrenos Behavior al Heal th S

implemented with representatives of all state agenreceiving funding, either state or federal.

For SFY @6,thé Arkamsds Legislature continued state funding through the Divisions of
Behavioral Health Services, Developmental Disabilities Services, and Children and Family
Services for CASSP tiurther implement communitipased services such as interagency service
coordination, short term crisis intervention, single point of entry into the public mental health
system and wraparound services. In its commitment to an integrated service system, th
Department of Human Services6 Directords Of fi
coll aboratively on t hwhiclii¥ lbaged onhCASSP Wancipldhaered pr o]
are currently 36 counti es wi trehused forangiedudiseamd We C
their families to preserve the family unit and enable the individual to function in his/her home
environment and community. The participating agencies meet the needs of this population
through individualized, coordinated, mutfisciplinary interagency processes, sharing cost and
expertise. The collaborative -@enphasizes service categories in favor of creating and wrapping
service categories around each family.

Early Childhood Mental Health

The Division of Childcare and EarlZhildhood EducatiofDCCECE) and the Head Start
Collaboration Project are working witbBHS to promote early childhood mental health
services. DCCECE is currentlynding three demonstration projecésd training to increase
expertise in community menthealth centers on a statewide basis.

Substance Abuse

The Division of Behavioral Health Servieésl ¢ o h o | and Drug Abuse Pre
philosophy is that the most effective services are commibaised and commun#gupported.

They contract witHocal programs to establish an effective network of services. The area that
helps children and adolescents most is the Prevention, Education and Early Intervention Unit.
ADAP uses approximately twenty (20%) percent of the Substance Abuse Prevention and
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Treatment Block Grant funds for the alcohol, tobacco and other drug abuse prevention
programming. The ADAP funds thirteen regional Prevention Resource Centers to provide
ATOD prevention programming services necessary to facilitate community empowerment in
addressing these issues. In addition to prevention programming utilizing Substance Abuse
Prevention and Treatment Block Grant funds, prevention programs are administered using the
Governor 6s port i-leree Schbols Sna Cenmanities AdD fundgis office
provides funding, through competitive grants, to assist communities in establishing local
coalitions to reinforce their drug and alcohol abuse prevention efforts. These coalitions are
made up of representatives from a wide range of agenetesrganizations at the local level.
These coalitions provide a more coordinated effort by combining resources to more effectively
provide alcohol, tobacco and other drug education/prevention/intervention programs and
services.Through funding from ADAPgne of the community mental health centers operates a
24-bed residential adolescent chemical dependency treatment program. Horizon utilizes a
strong multidisciplinary approach in the treatment of chemical dependency and concomitant
psychiatric problems$or youth ages 1:38. ADAP also funds Dunston Adolescent Treatment
Center, a 1bed treatment program for male and female adolescents with chemical dependency.
Other programs with funding through ADAP can treat adolescents 16 and above on an
outpatient bsis.

Juvenile Services

The Youth Services Centers serve the juveniles of Arkansas who have either come in contact
with the judicial system or are in danger of coming in contact with the judicial system. To
accomplish this endThe Division of Youth Seices (DYS) moved toward small wilderness
programs for serious offenders and commubiged alternatives to incarceration. The
communitybased programs teach life skills and improve educational levels to help juvenile
offenders before their offenses estal DYS is also building on a system of community
providers to divert juvenile offenders to day treatment, therapeutic group homes, electronic
monitoring, and independent living and restitution programs in their own communities. DYS,
DBHS, and theC M H G dave worked on strengthening their relationships to better serve the
mental health populations who are adjudicated through the juvenile court system. DYS also
utilizes Medicaid funds to provide mental health services to their populatitmough a
rehahlitation option waiver Four of the 18C M H C éostract with DY Sfor diversion programs

for adolescents providing the following services: targeted case work management, therapy,
diagnosis and evaluation, intensive case work management, intensive caseamagement
serious offender, interstate compact and residential treatment. In addition, the confrasedty
providers provide emergency sheltand sanction services that included restorative justice,
intensive supervision and trackingpmpliance monitaong, drug screening, day services and
crisis residential treatmenthere were 531 commitments to youth services centers in SFY 2004.
Four community mental health centers provided services to 1,891 youth in comirasety
(diversion) youth services progns.

Mental Health Needs of the Child Welfare Population

Due to the prevalence of mental health issues for the child welfare population, emphasis has been
placed on developing services to meet the special needs of this vulnerable target group. The
Arkansas Department of Human Services Division of Children and Family Ser{ix@gS)

through grants and state general revenue, help families avoid unnecessafyh@ute
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placement of their children, reunite children who have been previously placed, or provide
support to permanent alternate living arrangements such as adoptions. According to the
comprehensive assessment done within 90 days of entering care, ninety percent of foster children
school age and above are referred for mental health services. DBHS fdagaing initiatives

with DCFS to help meet the mental health needs of this vulnerable population. A letter of
agreement between DCFS and the CMHCG6s address
as the functions and responsibilities of each egenn addition, DCFS has a mental health

liaison thatserveson the CASSP Coordinating Council and participates in CASSP site visits and

ot her coll aborative efforts on childrends men

Arkansas Department of EducationSpecial Education

The Special Education Unit is responsible for the oversight, administration and implementation
of educational services for all eligible students with disabilities, ages 3 to 21. The unit is
responsible for working with public and private agencies invoingte education and financing

of educational services for this population.

The unit provides financial support to public agencies for the implementation of educational
services, oversees the Stateds Comprehensi ve
technical assistance through consultation and professional development and manages the dispute
resolution systems under the Individuals with Disabilities Education Act (IDEA) of 1997. Under

this law, students are receiving an education in the leasictiestrenvironment that includes
evaluations, individualized education programs where parents and students participate in the
decision making on the service plans and due process.

The unit, acting under House Resolution 5520, has developed the Arkansaselensive
System of Personnel Development program, which is a vital component of IDEA. ACSPD helps
in assuring that all personnel serving toddlers, children and youth, birth to 21 years of age, are
adequately prepared and trained.

To further addresshe IDEA requirements, the Division of Behavioral Health Services and the
CMHCs have worked closely with the Department of Education Special Education Unit to
develop and expand the Schd&#dsed Mental Health Network. The development of the Sehool

Based Menh a | Heal th Network is supported by the A
accountability, without regard to student or family Medicaid or third party enroliment.
Participation in the Network is based upon the guidelines summarized in the -Selsedl

Mental Health Model. This model accentuates the importance of developing partnerships
between schools, mental health agencies, and other community resources.

The number of children identified as emotionally disturbed under The Education for the
Handiapped Act P.L. 9442, is very low compared to the national average, with 718 children
and adolescents age2f and 8 children ages33identified statewide through the 2004 Child
Count. According to Arkansas education officials, this low identificatate can be attributed to
several factors: 1) few specialized services are available for children with serious emotional
disturbance; 2) significant delays are experienced in completing evaluations of children referred
for P.L. 94142, further diminishingthe motivation to identify children as needing special
education certification; and 3) limited federal funding subsidies to cover the increased costs for
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special education services. An assessment specialist with the Department of Education/Special
Educatia assists local school districts in serving students.

Department of Health

The Hometown Health Improvement Project brings together a wide range of people and
organizations in the community to identify their health problems and develop and implement
waysto solve themThis locally controlled initiative stresses collaboration, coalition building,
and community health assessment, prioritization of health issues and the development and
implementation of community health strategies that are locally desigmtdswstained. The
Department provides preventive health services under the Office of Disabilities Prevention
(ODP). They promote the elimination of barriers for all persons with disabilities throughout
Arkansas, in partnership with other state, local, aachmunity agencies, and persons with
disabilities and their familiesPublic health dentists work to improve dental health through
preventative measures and dental health education

The MCH Block Grant makes funds available to the state of Arkansas: dgstoe quality
maternal and child health services to mothers and children (targeting especially the low income
families; 2) to reduce infant mortality and the incidence of preventable and handicapping
diseases; 3) to provide rehabilitation to children &ger below who are blind and disabled; 4)

to locate and provide care for children with special health n€eagently, the Division of Child

Care and Early Childhood Education is implementingadernal child health grant that focuses

on socialand emotional wellbeing of young children and utilizes a mtdtiency approach for

the planning and implementation for as@®m of care for young childre®n July 1, 2005, the
Department of Health will become the Division of Health Services under the Depadment
Health andHuman Services.

Defined Geographic Area

The defined geographic area for the provision of comprehensive community mental health
services for children with a serious emotional disturbance is the State of Arkansas. The system
provides childra's mental health services through 15 private-mafit community mental

health centers. Each community mental health center is responsible for the provision of services
in a geographical area defined by counties, and has a defined CASSP Regional theagaah

mental health center catchment area populated. Through the CASSP Regional Team process,
each "community" is allowed the flexibility to develop and expand services in ways that reflect
local needs and existing resources.
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PERFORMANCE INDICATOR D ESCRIPTION

Goal: To maintain or increase access to scHmsed mental health services for children
and adolescents with SED.

Target: The percentage of children and adolescents with SED that are receiving school

based services
Population Children and adolescents diagnosed as.SED
Criterion:. I ntegration of. Childrenbés Services

Brief Name: Children and adolescents receiving scHoaded services

Indicator:  The percentage of ddren and adolescents that are receiving sehased
Mental health services

Measure: Numerator: Number of children and adolescents who receive sbheetl menta
health servicethrough thdocal CMHCduring the fiscal year.
Denominator: Number of children and adolescents with SED who are served
through the CMHCs.

Sources of

Information: Contract reporting system, CMHC client information system

Significance: Mental health services provided in the school setting increasessibility,

espeaclly in a primarily rural state where transportation has been identified as a
major barrier of services.
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PERFORMANCE INDICATOR DESCRIPTION

Goal:  To monitorthe number of children and adolescents who are involved with the juvenile
justice systenthroughCMHC contracts with DYS Communilased Youth Services
Programs.

Target: To assess the number of chddrand adolescents that are receiving DYS services
through contracts with theommunity mental health centers.

Population:Children and adolescents diagnosed with SED that are involved in the juvenile
justice system

Criterion:. I nt egration of. Childrends Services
Brief Name: Children and adolescents involved in the juvenile justice system

Indicator: Percentage of children and adolescents that are involved in the juvenile justice
system who are receiving diversiservices through the community mental health
centers.

MeasureNumerator: Number receiving diversion services through theramitymental
health centers durintpe fiscalyear.
Denominator: Number of children and adolescents thed weolved with thguvenile
justice system througdliversion services.

Source of Information: CMHC contract repagisystem, Basic Services Plan Report
Significance: One of the goals of the CASSP system has beeflaborae with the
juvenile justice systerno develop increased mental health services for this

population. The juvenile justice population has a high incidence of mental illness
(approximately 70 to 80 percent, according to national statistics).
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iv: TARGETED SERVICES TO RURAL AND HOMELESS POPULATIONS

HOMELESS POPULATION

Using the latest census data, it is estimated that approximately 9,357 or more individuals can be
described as being homel es ©Of thiscmomber,rapproxgmatelg n n i ¢
3,395 or 36%are children. An estimated 1,698o0meles children are SEDThe Division of
Behavioral Health Service is the recipient of Projectorf Assistance in Transition From
Homelessness (PATH) Grant. The State of Arkansas receives $300,000 in funds each fiscal
year.DBHS distributes PATH funds through competitive basis to CMHCs who serve mental
health clients. DBHS, includngst af f f r om c¢ hconduwttedesitedvssits svithrithe i c e s
CMHCs that received funding. Arkansas is participating in the Policy Academy on Improving
Access to Mainstream 8aces for Homeless Families with Children. DBHffong with eleven

other state and private agencieave been involved in the development of a strategic action plan

for improving access to mainstream resources for homeless families with children and
unacompanied homeless youtfThis plan was submitted in June, 2005 and outlines actions,
expected outcomes, and benchmarks that are to be completed within the next two years by the
policy Academy Team.DBHS will be involved in developing an inventory of dahble
behavioral health services and service needs for this population and promoting the development
of necessary services to address gaps in the service continuum in the various regions of the state
Efforts are being made to better assess the gaps\iteseras well as improve them, for the
homeless population. The Interagency Council for the Homeless, of which the Division of
Behavioral Health Services is a member, sponsors an annual conference addressing homeless
i ssues. Thi s vy eleldidSeptenabar200%, wilhinclde a separate &ack related

to education and all Department of Education homeless liaisons in the state will be required to
attend. One full day will be devoted to presentations by HUD staff relating to funding and
progam issues. The Interagency Council is also working to identify the special homeless
population within their own area of expertise. Once identified, individual programs are being
designed to help in meeting those needs. Through the Emergency Shelter Rsognésn,
Emergency Community Services Homeless Grant Program, PATH, Mental Health Block Grant,
Adult Education Homeless Program, Education for Homeless Children and Youth Program,
Emergency Food and Shelter Program, Continuum of Care activities, Tempaonangency

Food Assistance Program, Food Stamps, Supplemental Assistance for Facilities to Assist the
Homeless, and the Veteran Domiciliary Care Program, many of these special needs of the
identified homeless population, such as families with children,p@agle with mental illness

and emotionatlisordersare being addressed. It is our goal to increase the number of homeless
children and families receiving services through PATH and other resolncgsptember 2004,

a homeless outreach event was sponsoydatie Arkansas Policy Academy as well as local, state

and federal government agencies, businesses, andb&ém#d and noprofit organizations.
Trained professionals offered medical, dental, and eye examinations and mental health
screenings. Participesalso received information on housing, job readiness, shettergal

health ad substance abuse services. There were 714 participants registered. The number of
children and adolescents seventeen and under served was $tited previously, on anyvgn

night in Arkansas there are approximately 3,395 children who are homeless, and of that number
approximately 1,698 of them are SED. Grants have been awarded to school districts throughout
the state under the McKinnd¥ento Homeless Assistance Act. Tdefinition of Homeless
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Youth includes an individual who lacks a fixed, regular and adequate place of residence. The
Department of Education has developed linkages among providers by linking homeless service
liaisons in schools to the state Health Managenieformation System. There is also training
provided in school districts to remove enrollment barriers and to improve access to community
resources. School districts will also be surveyed to determine the number of children who are
homeless that they arserving. All participating local educational agencies (LEAs) are
authorized to provide and implement services and activities which include services to ensure that
homeless children and youth enroll and succeed in sclihication and training prograrase

offered to parents of homeless children and youth regarding the rights their children have as
homeless individuals and the educational and other resources available. While some of the
obstacles faced by this population have been addressed by schaotsdibarriers to the
enrollment, attendance and success of these children in school persist. The goal is to do a better
job with identification, outreach and support.

Barriers include:

A lack of identifying homeless students within the district;

A difficulty in obtaining prior school and health records;

A school district misinterpretation of residency issues, guardian issues;

A risk of danger to children fleeing domestic violence.

RURAL POPULATION

Of the total population, 46.5% live in rural counties. Basedhis) it is accurate to state that

much of our services are provided to persons living in rural counties. The system currently
provides services in different service sites in 69 of the 75 counties. The counties without service
sites are very sparsely pdated. The system will either transport children to service,sites
neededor make services avail abl laouasmalltrunakcouaties, | d 6 s
a major problem affecting care is lack of adequate transportation. This included [adiic
transportation, poor roads, extremely long distances to services, and a lack of economic means to
have private transportation. Many consumers live in very isolated places with no telephones. In
some cases, t he f ami | spdhss neighkors,offfends and athemfiamily s u p |
members, is common. The CASSP teams recognize the need for more staff at both the
professional and paraprofessional level to work with children in rural areas of the state, and with
minorities. However, it is ofin very difficult to recruit professionals to go into rural ar¥dkile

a lack of staff and financial resources is seen as a barrier, mental health providers in small
communities feel they have a good working relationship wither community agencies.
Reasons given for this collaboration includes the factthi®at often see each other at community
functions and events away from the work place. They often work together to provide what is
needed for their community with limited resources. Providers lagid $taff usually have a good
working knowledge of existing community resources. Rural counties report having a number of
volunteers in their areas who participate in community projects. The local law enforcement
agencies have also been known to befhklp supporting community agencies working with
children and adolescents with SED.

CASSP Regional Teams report on progress in expanding and developing seawdaess
schootbased and summer programs in rural Arkansas for children and adolescerdgsriwitls
emotional disturbance. Services are coordinated and reviews held with Together We Can teams
in rural counties where this program is offered to pool resources. These teams are now available
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in 36 countiesln some counties, the CASSP local sertieams meet in conjunction with the
TWC team. CASSP Team members have become active in providing health fairs and other
community activities that involve families who would not ordinarily come in to a clinic for
outpatient service®ther areas in need development and expansion have been identified by
the CASSP Regional Teams. Some needs are unique to the area, while sutblerss
transportationcontinue to be a problem throughout the State, but is especially problematic in the
more rural areas. Comunity -based services for dudlagnosis (MH/@ and MH/DD) clients

are still very limited. Very few options for responding to a crisis (e.g., observation beds) are
available other than referral to inpatient services
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PERFORMANCE INDICATOR DESCRIPTION

Goal: To increase identification of children and adolescents who are homeless and are
receiving servicethrough thdocal community mental health center.

Target: Awareness of the percentage of children and adolescents who ales®end
are receiving services throufgical community mental health center will increase

Population: Children and adolescents who are diagnosed with SED and are homeless
Criterion:  Targeted Services to Homeless anddR&opulation
Brief Name: Homeless and Rural Populations

Indicator: The percentage of children and adolescents with SED who are homeless and are
receiving servicethrough thdocal community mental health center.

Measure: Numerator: of children and adolescents with SED who are identified addssme
and are receiving servicdwough the local community mental health center during
the fiscal year.

Denominator: Estimated count of homeless children and adolescents with SED.

Sources of
Information: PATH Grant Coordinator, CMHGCASSP, Department of EducatiddBHS
Enhanced Data Reporting System

Significance: There is a need to irgase identification of the numbers of children and
adolescents who are homelemsd whoare recaiing services through the local
communitymental health center, and to begin collecting daténose children
and adolescents who are identified through the Department of Education.
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Goal:

Target:

Population:
Criterion:
Brief Name:

Indicator:

Measure:

Sources of
Information:

PERFORMANCE INDICATOR DESCRIPTION

To increase the number of children/adolescents with SED and their families in
rural counties who are receiving services through the locaiC84

The percentage of children and adolescents with SED and families in rural areas
that are receiving services wilicrease.

Children/adolescents diagnosed with SED and their families
Targeted Seices to Homeless and Rural Populations
Homeless and Rural Populations

The percentage of rural children/adolescents and their families who are receiving
services through the local CMHCs.

Numerator: Number of rural ddren/adolescents with SED and their families
receiving services through the local CMHCs during the fiscal year.
Denominator: Number of children/adolescents with SED whoesreving
services through the latCMHCs.

CMHC contract reporting syster®BHS Enhanced Data Reporting System

Significance: Assuring access and availability of services of the SED rural population.



v. MANAGEMENT SYSTEMS

The presentation of aomplete picture of the sources and levels of financing for children and
adolescents with serious emotional and mental disorders is difficult because each of the key
agencies serving the population has its own unique budgeting and expense monitoring
proceduwes. Further, services for children with serious emotional and mental disorder are not
program or costenter specific, but are provided within programs that serve a broader population
of clients. For example, outpatient services are frequently not traeledtately for children and
adults. In addition, the development of an accurate financial presentation is complicated by the
fact that definitions of children and adolescents with serious emotional and mental disorders
differ among agencies, thus creatidgditional difficulties for crosagency comparisons. Given
these limitations, the following table documents the major funding sources for the target
population.

FUNDING SOURCES AND AMOUNTS FOR CHILDREN AND ADOLESCENTS
WITH SERIOUS EMOTIONAL DISTURBAN CE

- Division of Behavioral Health Services $4,682,579

- Division of Chidren & Family Services$13,500,000

- Division of Developmental Disabilities $200,000

- Division of Medical Services (Medicaid)1$8,540,000 (SFY2004, SFY 2005 is
expectedo have at least a 20% increase)

The primary sourceof funding for mental healthservices for children and adolesceigs
Medicaid, which is administered by tli#vision of Medical Services. Title XIX (Medicaid)
supports a substantial level of sergder the target population. THgivisions d Behavioral
Health Services and Children and Family Services also receive funds for children and
adolescents with emotional disordefsinds managed by these Divisions come primarily from
two sources, state gemé revenues and federalnis. All contracts through DHS are now
performancebased, which includes theontractswi t h CMHCs f or chil dr enc¢
services.The dataavailable to DBHS is limited regarding total financing of mental health
servicesin the Arkansas First, no private insurance or selly resourcesnformation is
available SecondPBHS has had unreliable data from the CMHCs in the past. This information
should be dramatically improved with the DBbi&hhance data system that is cutsebieing
implemented.

Staffing and Human Resource Development

Recognizing that the issues of labor force development, training and retention are critical,
Arkansas has implemented several strategies that are designed to address these problems that are
common to a number of states. Collaboration with other agencies and programs is an important
strategy being used by Arkansas to address staffing and human resource issues. Emphasis has
been put on building the system by hiring more paraprofessionals, amitipgo the
opportunities for preservice and irservice training to staff from multiple systems that work with

the target populatiolhere is some concern about the managed care authorization process that is

in place for the k21 Medicaid eligible populain. CMHCs have had to hire additional staff to

deal with the Aprocesso which calls for the u
that are working with children. In some are@MHCs have lost staff that they can not afford to
replace. This has led to loss of resources, which negatively affects access and availability of
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servicesWith the use of block grant funds, changes in the system are gradually taking place to
accommodate the movement to least restrictive commbaggd servicesNew roles require
training of staff, development of cooperative relationships with programs that can provide that
training, the use of consumers as full participants in the system and interagency collaboration
with other agencies and systems that impadtiegn and adolescents with serious emotional
disorders. The following activities are being offered to promote staffing and human resource
development:

Training Activities
A The CASSP Coordinating Council meets monthly at the DivisioBedfavioralHealth

Services. The Council has 44 members who are appointed by the Directors of the
Departments of Human Services, Health and Education. These members represent state
agencies, consumers and family members, advocacy groups, mental health providers
(bothpuble and private), and other stakehol ders
continued their CASSP Presentation Series in ZIWb as irservice training for the
Council. Members of the Council and other invited speakers provided mini workshops

on men a l heal th i ssues, and how Counci l me r
health.

A During 20042005, CASSP site visits were held at all community mental health centers in
the State.

A Staff participates in a di s ab-BelievetAchiege awar e
Campaign. o This committee makes presentat

removing the stigma of people with disabilities.

A CASSP publishes a quarterly newsletter on mental health issues of children and
adolescents.

A CASSP staff hasasticipated in four PATH site visits this FFY. These visits are helpful
in knowing if children and families are benefiting from the homeless grant.

A The Division of Child Care and Early Childhood Education provided funding in the
Spring of 2004 for pilot mjects to support an evidenbased system of care through
prevention, early intervention, and treatment services. In addition, the Division of
Behavioral Health Services, Division of Child Care and Early Childhood Education, and
the Head Start Collaborag provided ongoing training for community mental health
center early childhood liaisons to improve mental health services for young children.

A The Statewide Conference on Juvenile Justice and Delinquency Prevention was held in
September 2004. Several ohet workshops dealt with mental health issues.
Approximately 700 participants attended.

A The Annual Mental Health Institute is held in August of each year. Participants always
share in the latest information pertaining to behavioral healthcare deliveryresment
and service management technologies, and skills for effective diagnostic and treatment
interventions. The conference provides pe¢
Institute brings together over 1,000 mental health consumers, famimpens, providers,
and policy makers from Arkansas and surrounding states.

Emergency Services

Provisions are made by each CMHC to arranggenvice training and training for providers of
emergency health services regarding mental health. Local hosmigency rooms have
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