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Section I1: Planning Steps — Step 1: Assess the strengths and needs of the service
system to address specific populations

Provide an overview of the State's behavioral health prevention, early identification, treatment,
and recovery support systems. Describe how the public behavioral health system is currently organized
at the state and local levels, differentiating between child and adult systems. This description should
include a discussion of the roles of the SSA, the SMHA and other state agencies with respect to the
delivery of behavioral health services. States should also include a description of regional, county,
tribal, and local entities that provide behavioral health services or contribute resources that assist in
providing the services. The description should also include how these systems address the needs of
diverse racial, ethnic and sexual gender minorities.

Overview and Organization of the Public Mental Health Service Delivery System

The Alabama Department of Mental Health (DMH) was created under Act 881 of the
1965 legislature and was charged with the responsibility of establishing a public mental
health system. The Department is responsible for mental illness, intellectual disability,
and substance abuse services. The Department serves as both the Single State Authority
(SSA) for the Substance Abuse Prevention and Treatment Block Grant, as well as the
State Mental Health Authority (SMHA) for the Community Mental Health Services
Block Grant (SAPT/CMHS). The Department is responsible for operating state
psychiatric facilities, establishing standards for community services, and is empowered to
contract for services. The Commissioner of DMH, and other Departmental staff
coordinate services with other state agencies such as the Department of Human
Resources (child welfare — adult and child protective agency), Department of Youth
Services (juvenile justice), Department of Corrections, Department of Public Health, and
Medicaid. DMH is involved in coordinating services with these agencies through
multiple committees, workgroups, and daily contacts. Services are coordinated both for
individuals and for systems of care.

The Commissioner of the DMH is a cabinet member appointed by the Governor.
Gubernatorial elections were held for the 2011-2014 term. Upon taking office in January
2011, newly elected Governor Robert Bentley appointed Zelia Baugh as the
Commissioner for the Department of Mental Health which dismissed the standing
Commissioner, John Houston. Commissioner Baugh changed many of her executive staff
positions, to include the Associate Commissioner of Mental Iliness (Acting Dr. Beverly
Bell-Shambley), Associate Commissioner of Substance Abuse (Dr. Tammy Peacock),
and Associate Commissioner of Developmental Disabilities (Ann White-Spunner).

Commissioner Baugh set forth a new vision which included merging the long separated
Mental IlIness Division and Substance Abuse Division. Historically the DMH Division of
Mental IlIness, under the direction of the Associate Commissioner, has responsibility for
operation of state psychiatric hospitals and the development and coordination of the
system of community treatment services for mental illness. This responsibility includes
contracting for services with local providers and monitoring those service contracts,
evaluation, and certification of service programs in accordance with statutory standards,
implementation of a joint hospital and community Performance Improvement Plan, and
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planning for the development of needed services. In addition to the Offices of
Community Programs, Certification, and Performance Improvement, the Division of
Mental Iliness includes an Office of Consumer Relations and an Office of Deaf Services.

With the merging of the Division of Mental Iliness and the Division of Substance Abuse
Services, DMH went from having three service divisions (MI/SA/DD) to two services
divisions — the Mental Health Substance Abuse Services Division and the Developmental
Disabilities Services Division. The newly appointed Associate Commissioner, Dr.
Tammy Peacock, became the Associate Commissioner of the Mental Health Substance
Abuse Services Division. Much work occurred to break down “service silos” that have
long existed between the traditionally separate Mental Iliness and Substance Abuse
Divisions while at the same time providing better recovery-oriented services for those
individuals with mental illnesses, substance use disorders, and co-occurring disorders.

On June 2012, Commissioner Zelia Baugh tendered her resignation with this being
effective June 30, 2012, as well as the departure of two of the Associate Commissioners,
Ann White-Spunner — Developmental Disabilities Service Division and Dr. Tammy
Peacock — Mental Health and Substance Abuse Services Division. Governor Bentley
appointed as the new Commissioner of Mental Health Jim Reddoch, effective July 2012.
Commissioner Reddoch appointed three new positions — Associate Commissioner of the
Developmental Disabilities Division, Courtney Tarver; Associate Commissioner of
Mental Health Substance Abuse Services Division, Dr. Beverly Bell-Shambley; and
General Council of DMH, Tommy Klinner.

There were six state-run mental illness inpatient treatment facilities serving adults in
Alabama. Bryce Hospital in Tuscaloosa operates an acute unit and an extended care unit.
In October 1, 2010, the Department of Mental Health contracted with the University of
Alabama Department of Psychiatry and Behavioral Neurobiology to operate the
Adolescent Unit that was formerly operated by Bryce Hospital. Two other facilities
operate in Tuscaloosa: Taylor Hardin Secure Medical Facility providing services for
Alabama’s male forensic psychiatric population and the Mary Starke Harper Geriatric
Psychiatric Center, providing specialty geriatric services. Searcy Hospital in Mt. Vernon
(near Mobile) operated an acute care unit and an extended care unit. North Alabama
Regional Hospital in Decatur, AL operates acute care units. Greil Hospital in
Montgomery, AL operated acute care units.

Due to severe budget reductions and a decrease in state dollars for DMH by
approximately $40 million over a four year period of time, FY12 provided unique
planning opportunities for DMH and its long-standing partners (consumer and family
advocate groups, providers, etc.). Through two DMH Administrations, much direct focus
and planning was given to determining to most effective way to move toward a
transformed system that could be provided with such funding cuts. This planning process
led to a restructuring in how DMH would provide post commitment care to consumers
civilly committed (Probate Court commitments) to DMH and the process would have to
occur over a multiple year process to achieve true statewide restructuring. However to
address the budget demands in FY12, most all of the efforts of DMH was focused on the
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closure of two state-run mental illness inpatient treatment facilities serving adults in
Alabama. To accomplish this meant building an infrastructure within communities of
Region 3 and Region 4 (both in the southern portion of Alabama) which included an
array of services to include Designated Mental Health Facilities (DMHF) to provide post-
commitment care that would replace this service being provided in a state-run psychiatric
hospital. By implementing this process, DMH was able to close Searcy Hospital in Mt.
Vernon (near Mobile) operating an acute care unit and an extended care unit and Greil
Hospital (in Montgomery) operating acute care units.

As of November 2012, there are four state-run mental illness inpatient treatment facilities
serving adults in Alabama:
e Bryce Hospital in Tuscaloosa operates an acute unit and an extended care unit.
e Taylor Hardin Secure Medical Facility in Tuscaloosa operates units for
Alabama’s male forensic psychiatric population
e Mary Starke Harper Geriatric Psychiatric Center in Tuscaloosa operates units
providing specialty geriatric services.
e North Alabama Regional Hospital in Decatur operates acute care units.

Through the Juvenile Code in Alabama, the courts have the authority to commit
adolescents to DMH for psychiatric stabilization in cases where the criteria outlined in
the juvenile law is met. As these are adolescents, through the Juvenile Commitment, the
minor is placed in the custody of DMH for the purposes of providing psychiatric
treatment. Once the committed youth consumer has met maximum benefit from
commitment to DMH, the court releases DMH from commitment and re-establishes
custody with an entity other than DMH. Prior to October 2010, the care for committed
youth was provided in a state-run mental illness inpatient treatment facility serving
adolescents at Bryce Hospital in Tuscaloosa. With appropriate amendments to the
Juvenile Code, the Commissioner of DMH was provided the authority to have such
committed youth consumers served in a state-run mental illness inpatient treatment
facility or with a contracted inpatient treatment facility. In October 1, 2010, the
Department of Mental Health contracted with the University of Alabama Department of
Psychiatry and Behavioral Neurobiology to operate the DMH Adolescent Psychiatric
Unit at UAB.

The public community mental health services system is based upon 22 service areas.
There are 22 public, non-profit regional mental health boards (called 310 Boards based
on ACT 310 of the 1967 Regular Session of the Alabama Legislature). There are 25
community mental health centers in the 22 service areas. The Birmingham area has a
regional 310 Board and three mental health centers. Outside of the Birmingham area, the
mental health centers are organized with a main center in the most populous county or
city in their catchment area and satellite offices in outlying counties/areas. Each one of
the 67 counties, with the exception of one, has a full-time office. The mental health
centers provide a continuum of services to all ages with a focus on adults who have a
serious mental illness and youth who have a severe emotional disturbance. In some areas,
the mental health center also provides services for those who have intellectual disabilities
and/or substance use disorders. In addition to the community mental health centers, the
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Department contracts with two specialty child and adolescent service providers: 1)
Brewer-Porch in Tuscaloosa and 2) Glenwood, Inc. in Birmingham.

Community services are funded through a mix of resources including federal MH Block
Grant funds, state funds, Medicaid, Medicare, other third party (insurance), local
government, donations, and client fees generated under a sliding fee scale. The level of
city and county support for these providers varies significantly across the state. In
addition to contracting with DMH, providers may also enter local arrangements with the
Department of Human Resources, the Department of Youth Services, and local education
agencies. In FY 2014, block grant funds will account for approximately 2.5% of DMH
contracts for Community Mental Health services while state sources such as the General
Fund, Special Mental Health Fund and other state sources accounted for 52.8% of total
resources. Medicaid reimbursements and other federal funding account for an additional
45.7% of the DMH Community Mental Health budget. This does not include support
that is provided by local sources, the proportion of which varies greatly from center to
center.



Community Mental Health Service Aras

m CMHC Main Centers

Hospitalization

(Downsizing effort for community integration)
Adults

In 1970 Alabama faced a lawsuit, Wyatt vs. Stickney, which brought the “right to
treatment” for state psychiatric hospital patients into the foreground. This litigation
significantly influenced fundamental changes in architectural features of this States’
mental health service delivery system. Upon the filing of the suit, the longest running
mental health lawsuit in US history, DMH started shifting focus from providing mental
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health treatment within the confines of large- scale institutional walls towards creating a
new vision and thus, constructing the foundation necessary for community based mental
health treatment. The 1999 Olmstead “integration mandate” decision further inspired the
pursuit of building more appropriate and effective mental health service models within
the community mental health landscape. As DMH continues pursuing the development
and expansion of new and enhanced community supports, great effort and commitment to
reflect the desires of consumer partners and to be guided by the voices of those we serve,
remain at the core of its design.

DMH has moved steadily towards less reliance upon state psychiatric inpatient services
by shifting funding to less costly, but more effective community services and supports.
Since 1971, the census at Bryce alone dropped from over 5,000 patients to less than 400
in 2004. In order to meet the requirements of the Wyatt settlement, DMH made
provisions to utilize a census reduction model in which the care of individuals housed
within the States’ extended care wards would be transferred to the community provider
network. Moreover, strides to better serve consumers outside of inpatient settings
continued beyond those prompted by the settlement leading to a statewide reduction in
hospital census as well as closures of state operated facilities. Through the dedicated
efforts of state psychiatric hospitals and community partners, DMH can boast nearly a
44% statewide reduction in total state psychiatric hospital census from FY09 to present
(June 2013).

In 2007, with the establishment of an appointed taskforce, transferring acute care
operations from state hospital admission units to the community was the primary focus.
Four regional planning groups composed of consumers, family members, mental health
centers, state hospital directors, Probate Judges, and private providers, developed “acute
care plans” for the establishment of new services. Increased funding in FY07 and FY08
supported the recommendations of the four regional planning groups specifically to
reduce use of state psychiatric hospitals as well as to promote system transformation.
Whenever possible, local providers work with hospitals to secure local psychiatric
inpatient services for indigent consumers. Probate judges can also make involuntary
commitments to local inpatient units or residential programs that request and receive
‘designated mental health facility’ status per the 1991 commitment law. These additions
to the service array included purchase of additional local inpatient care, increased
psychiatric time, and development of a psychiatric assessment center:

e Inpatient — Twelve centers proposed some type of local inpatient/psychiatric
emergency service to increase/enhance local inpatient or acute care services (the
Psychiatric Emergency Room proposed for Birmingham was eliminated in FY09
due to budget cuts - it had not opened)

e Residential — 325 new residential beds ranging from apartments to specialized
medical homes (24 Supportive Housing units that had not opened were eliminated
due to budget cuts)

e Assertive Community Treatment Teams — Six new teams

e Community Support Specialists — five positions designed to assist consumers with
development of daily living skills

e Adult In-home Intervention Teams — ten new two person teams
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e Bridge Teams — two new teams in the Mobile area
e Psychiatric Assessment Center- Montgomery

In 2010, DMH again pursued the implementation of a census reduction model to address
critical overages in state hospitals with a primary focus on Regions 2 and 4. The initial
planning for the “Downsizing Project” started during FY09 at which time residents of
Bryce and Searcy who were living in Extended Care units or who had a length of stay
greater than 90 days were evaluated in order to determine what community services
would be needed to promote discharge from the hospital. The evaluation teams were
composed of hospital staff, community staff, and advocates. Based on the evaluation and
the input of the consumer, community services were proposed to support discharge of
these individuals. The planning process continued into FY10 and was incorporated into
planning for the sale of Bryce Hospital to the University of Alabama and subsequent
construction of a smaller state of the art hospital. Final plans were developed and
approved by the Bryce Consumer Transitioning Work Group, the Mental IlIness
Coordinating Subcommittee, and the Commissioner. Nontraditional financial models
were utilized such as incentive and risk barring contracts based on regional outcomes and
performance. The community provider network in Regions 2 and 4 established Board of
Supervisor groups for the purposes of promoting service coordination and monitoring of
project goals at a regional level. New services began in June 2010 in Region 2 (Bryce)
and in August 2010 in Region 4 (Searcy).

The plans included the development of the following community services in the Bryce
Hospital area (Region 2):
e 84 Supportive Housing Units
60 Medication, Observation, and Meals (MOM) beds
30 Augmented existing residential beds
12 beds in 3 bed group homes
Peer Bridger Team
Clinical Support Team
Flex Funds for Support

The plans for community services in the Searcy area (Region 4) included the following:
60 Supportive Housing Units

40 Medication, Observation, and Meals (MOM) beds

56 Augmented existing residential beds

12 beds in 3 bed group homes

16 Assisted Living Beds in scattered sites

Peer Bridger Team

Flex Funds for Support

In May 2011, the maximum capacity for Bryce’s and Searcy’s extended care units were
formally reduced further underscoring DMH’s commitment to operate smaller inpatient
facilities and shift budgetary funds traditionally from state hospitals, to the expansion of
services and supports better constructed to promote independence and inclusion into the
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community for consumers. As a result of the Downsizing Project, there was a reduction
of the census at Bryce Hospital by 116 from a FY09 baseline average daily census of 318
to 202, exceeding the target goal of 222; and a reduction in the census at Searcy by 70
from a baseline average daily census of 351 to 245 exceeding the project target of 255.

In the wake of the above described initiatives, the financial atmosphere of FY11/12 and
desire to advance a more responsive system of care prompted an acceleration of the
Department’s goals to further reduce the number of acute care psychiatric beds and to
bring about the closure of some state operated facilities. The 2012 Hospital Closure
Project resulted in the Department closures of Greil Memorial Psychiatric Hospital
(Montgomery County) August 31, 2012 and Searcy Hospital (Mobile County) October
31, 2012. Collectively, these two hospitals served a total of 1,231 individuals in FY11.
Over ninety percent of Greil and Searcy’s inpatient capacity has been shifted to local
communities. As a means of supporting this shift, an innovative framework for
processing inpatient commitments was born from the Hospital Closure Project.  The
dedicated and unprecedented cooperation between state government, local provider
agencies, and local probate courts resulted in a new Department of Mental Health
Commitment Procedure specifically for Regions 3 and 4 and for which the success of this
project hinged. A pivotal element to the newly established commitment procedure was
the development of the Gateway System which permits for the tracking of probate
committed individuals to be served within the community at a Designated Mental Health
Facility or Willing Hospital Participant locals. This process allows for ongoing
flexibility, customization, and movement within less restricted levels of care outside of
state operated institutions.

The plans included the expansion and/or development of the following community
services in the Region 3 area (with closure of Greil Hospital):

e Local inpatient psychiatric treatment provided in a hospital setting for either

pre/post-commitment care.

e Medication cost provision for indigent population with loss of IDP.

e One ER screening system with partnership between a community mental health

center and local hospital.

e Two Crisis Residential treatment facilities (31 beds) to provide psychiatric
stabilization treatment in a DMHF non-hospital setting for either pre/post
commitment care.

Psychiatric access and care

One probate liaison

24 Supportive Housing Units

22 Medication, Observation, and Meals (MOM) beds
2 Respite beds

3 crisis mobile teams

The plans included the expansion and/or development of the following community
services in the Region 4 area (with closure of Searcy Hospital):
e Local inpatient psychiatric treatment provided in a hospital setting for either

pre/post-commitment care.
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e Four Crisis Residential treatment facilities (64 beds) to provide psychiatric
stabilization treatment in a DMHF non-hospital setting for either pre/post
commitment care.

Psychiatric access and care

60 Supportive Housing Units

25 Medication, Observation, and Meals (MOM) beds

e One Centralized Service system with a community mental health center.

Presently DMH is pursuing a similar effort for Regions 1 and 2 in which the utilization of
community inpatient capacity will supplement or supplant acute care functions at North
Alabama Regional Hospital (NARH) and Bryce Memorial Hospital respectively. This
initiative is referred to as the “Hospital Repurposing Project.” In FY12, NARH served
728 individuals with an acute inpatient bed capacity of 74. Bryce served 897 individuals
with an acute and extended care inpatient bed capacity of 268.

The current plans include the expansion and/or development of the following community
services in the Region 1 area:

e Local inpatient psychiatric treatment provided in a hospital setting for either
pre/post-commitment care.

e Four Crisis Residential treatment facilities (64 beds) to provide psychiatric
stabilization treatment in a DMHF non-hospital setting for either pre/post
commitment care.

e One augmented residential care home (12 beds)

The current plans include the expansion and/or development of the following community
services in the Region 2 area:
e Local inpatient psychiatric treatment provided in a hospital setting for either
pre/post-commitment care.
Medication cost provision for indigent population with loss of IDP.
One preventive urgent behavioral health care facility
16 beds in a Specialized Medical group home
30 beds dedicated to the care of forensic consumers
21 beds in 3 bed group homes (15 positioned in Region 1)
36 Supportive Housing Units
5 crisis mobile teams

Although the overall state hospitals’ census operates above capacity in some areas, the
effort over the past four years to reduce hospital census is generating significant results.
The number of patients in residence at end of the year, the number of
admissions/readmission, and the total served by state hospitals all show reductions. In
FYQ9, prior to the implementation of the latest series of census reduction projects, the
statewide average daily census for all state operated facilities serving adult geriatric,
forensic, extended care, and acute care populations totaled 1,054.  Compared to this
FYQ9 baseline end of year average daily census, DMH reduced the total statewide
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hospital census in FY12 by nearly 24%. DMH demonstrated nearly a 44% statewide
reduction in total state psychiatric hospital census from FYQ09 to present (June 2013).
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In regard to adolescents, the inpatient beds operated by the Mental Health system in
Alabama for adolescents were located at Bryce State Hospital Adolescent Unit serving
the state’s child and adolescent population. In March of 2004, the original 40 bed unit for
adolescents at Bryce Hospital was reduced to a 20 bed unit. While this reduction was in
part a cost saving measure, it was possible because of the significant census reduction
experienced by the unit. A total of 19 adolescents were admitted and 28 served at the
Adolescent Unit at Bryce Hospital during FY10. This number represented a decrease in
total number admitted and in total number served from the previous years. The unit
remained below capacity. The ability to keep census below capacity is attributed to the
expansion of community services and the development of a service referred to as a
Juvenile Court Liaison. Juvenile Court Liaisons work closely with the state child and
adolescent services staff, with the sole mission of appropriately diverting mental health
and juvenile court commitments in lieu of more appropriate community based services.
Children or adolescents are not placed in out-of-state programs by DMH, Division of
Mental Iliness and Substance Abuse Services.

During the FY09 legislative session, an amendment to the Juvenile Code was signed by
the Governor in May 2009 that affirmed the DMH Commissioner’s ability to designate a
hospital/facility outside of the Department to provide services to minors and children
with SMI or intellectual disabilities and to place these minors and children who have
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been committed to the Department in said hospital/facility. These changes were in line
with the recommendations of the Child and Adolescent Workgroup of the Systems
Reconfiguration Task Force. A contract transferring the operation of the DMH
Psychiatric Adolescent Unit from Bryce Hospital into a smaller (10 bed) unit at the
University of Alabama in Birmingham Department of Psychiatry and Behavioral
Neurobiology was signed. The transfer was effective in October, 2010. Since moving
into the new location at UAB, the unit has continued to remain at or near capacity most of
the time, even though the number of beds is half of that at the Bryce Adolescent Unit.
This has been due to continued success in expanding and improving access to less-
restrictive community-based treatment options for children and adolescents, and
continued effective collaboration between child-serving agencies at the state and local
level.

DMH Adolescent Unit - Admissions and Number Served
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Community Based Mental Health Services

The services eligible for reimbursement for the adults who are severely mentally Il
(SMI) and children and adolescents who are severely emotionally disturbed (SED)
throughout the state, via contractual relationships between the Department and the 310
Boards, are shown below. Many of these service categories apply to both adult and child
populations. The contract eligibility criteria specify that funds should be used to serve
individuals who cannot afford to pay, are not insured, and who meet the criteria for
Serious Mental Illness and Severe Emotional Disturbance as well as those individuals
presenting in an emergency situation.
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32.
33.
34.
35.
36.
37.

Mental Iliness Ambulatory Services

Intake/Evaluation

Diagnostic Testing

Individual Counseling or Psychotherapy

Group Counseling or Psychotherapy

Family Counseling or Psychotherapy

Crisis Intervention and Resolution
Pre-Hospitalization Screening/Court Screening
Physician/Medical Assessment and Treatment (to include telemedicine)
Medication Administration

. Medication Monitoring (Non-Physician)

. Partial Hospitalization Program (adults only)

. Adult Intensive Day Treatment

. Adult Rehabilitative Day Program

. Child and Adolescent Mental Illness Day Treatment
. Adult In-Home Intervention

. Child and Adolescent In-Home Intervention

. Assertive Community Treatment (ACT) (adults only)
. Program for Assertive Community Treatment (PACT) (adults only)
Mental Iliness Basic Living Skills

Family Support Education

Treatment Plan Review

Mental Health Consultation

Case Management Services
Case Management
Residential

Adult Small Capacity (3 bedroom) Residential Care Home

Adult Residential Care Home

Adult Residential Care Home with Specialized Basic Services
Adult Residential Care Home with Specialized Medical Services
Adult Residential Care Home with Specialized Behavioral Services
Adult Therapeutic Group Home

Intermediate Care Program (adults only)

Crisis Residential Program (adults only)

Psychiatric Assessment Center (adults only)

Child/ Adolescent Residential Care Program

Child/ Adolescent Residential Care Program — Intensive

Child/ Adolescent Diagnostic and Evaluation Residential Care Program
Transitional Age Residential Care Program
Medication/Observation/Meals (MOM) Program (adults only)
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Minimum Continuum of Care

Expectations for providing minimum continuum of care services for a community mental
health provider or a community mental health center is outlined fully in the Alabama
Department of Mental Health Mental Illness Community Programs within the
Administrative Code — Chapter 580-2-9, Program Standards. A provider that meets the
respective requirements will be issued one of two types of certificates depending upon
the number and type of services delivered by the provider.

(@) Mental Health Services Provider — A provider may be certified as a Mental
Health Services provider if it provides one or more (but not all) of the services as listed
below in compliance with the DMH standards.

General Outpatient

Child and Adolescent In-Home Intervention
Adult In-Home Intervention

Emergency Services

Partial Hospitalization Program

Adult Intensive Day Treatment

Adult Rehabilitative Day Program

Child and Adolescent Day Treatment

Case Management

Residential Services

Designated Mental Health Facility
Consultation And Education

Assertive Community Treatment

Program for Assertive Community Treatment
Child and Adolescent Seclusion and Restraint
Adult Seclusion and Restraint

Therapeutic Individualized Rehabilitation Services

(b) Community Mental Health Center — A provider will be certified as a
Community Mental Health Center (CMHC) if the requirements listed below are met. The
requirements are designed to assure that any provider certified as a CMHC provides the
array of services defined below either directly or through specific arrangement with
another agency/individual to a broad array of recipients in an identified service area
without regard to age, race, language of preference, sex, and degree of psychiatric
disability. The services must be coordinated in a manner that assures access to inpatient
and residential care and to community supports for adults with serious mental illness and
children and adolescents severe emotional disturbance.

The provider must provide the following services directly through its employees. In
addition to the specific criteria listed below, the provider must also comply with the
applicable sections of the program standards for each program element.
e Emergency Services.
e Qutpatient Services (to include specialty services for children and elderly),
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Consultation and Education Services,

Specialty services for persons discharged from an inpatient psychiatric setting and
for persons with a serious mental illness/severe emotional disturbance and must
include the following:

o Evaluation and medication monitoring by a psychiatrist.

o Outreach capability to provide services to consumers in their usual living
situation.

o Provision of case management services in accordance with the program
standards either directly or through an arrangement approved by the
Alabama Department of Mental Health.

o Screening for admission to state psychiatric hospitals as evidenced by a
written agreement with the local 310 Board (if not a 310 Board), relative
to coordination of screening petitions for involuntary inpatient
commitment for consumers of the CMHC.

Partial Hospitalization/Intensive Day Treatment/ Rehabilitative Day Program,
and

Must provide residential services either directly through its employees or through
agreement with other certified providers.

Because Community Mental Health Centers are expected to offer a broad array of
services to a demographically and psychiatrically diverse population, the following
additional requirements regarding the overall operation of the agency must be met:

Staff capable of providing specialty outpatient services to children, adolescents,
adults, and older adults.

Should be able to demonstrate community outreach efforts designed to promote
access from all age groups with particular emphasis on those who are seriously
mentally ill or severely emotionally disturbed.

The number of recipients both total and by service type and the services provided
are acceptable for the time period that the agency has been operational and are
roughly proportionate to the number of consumers and types of services provided
by agencies similarly certified.

The provider can demonstrate appropriate response to consumers for whom a
petition for involuntary commitment has been issued and/or who have been
hospitalized at a state psychiatric hospital.

At the end of the first year of operation, the agency must have served at least 100
consumers and the services provided should be proportionate to the average of
those agencies that are similarly certified.

Child and Adolescent Development of Continuum of Care

The Levels approach to a minimum continuum of care for mental health services
delineated in 1985 by the Alabama CASSP Definition Committee and revised in 1998
and 2004 by the Strategic Plan Workgroup provides a sound framework for prioritizing
service development and expansion. The structure (by delineating statewide, regional,
and local levels) intends to strike a realistic balance between a minimal service set,
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economy of scale, and fiscal reality. It is assumed that DMH, in conjunction with the
community mental health centers, will not necessarily create and/or operate the total
system, but will exhibit the leadership necessary to assure development, effective
operation, and coordination. The continuum as envisioned is as follows:

Level I: (Community/County-Based)
Diagnosis and Evaluation (screening)
Outpatient (Individual, Group, Family)
Family Support (Consultation, education, training, networking to
build a support system)
Level 11: (Community/Catchment Area-Based)
Diagnosis and Evaluation (comprehensive)
Case Management
Day Treatment
Respite Care
In-Home Intervention
Behavioral Aide
Child and Adolescent Psychiatric Services
Level 111: (Regional/Shared)
Respite Care Beds
Crisis Residential
Residential Treatment
Acute Hospitalization
Level 1V: (Statewide)
Short Term Treatment and Evaluation Program (STTEP)
DMH Psychiatric Adolescent Unit at UAB

Mental Health and Rehabilitation Services

Alabama continues to develop a comprehensive system of care for children and
adolescents with serious emotional disturbances that extend across the state. In addition
to the main offices in the 25 community mental health centers, services are available in
most of the state’s 67 counties through the satellite programs of the CMHCs. The
services available vary across the catchment areas (See table below).

-19 -



2013 Alabama C&A MI Programs by County (8/25/2013)

Youth | Family
Peer Peer
Out- Case In- Tele- SBMH | Spt Spt
PROVIDER | patient | JCL | Mgt | Home Day Tx Respite | med | Resid | Collab | Spec Spec | Crisis
AltaPointe
Mobile X X X X C/IA/SC/SA X X X X X
Washington X X X
Baldwin
County MHC X X X X C/IA X X
Brewer-Porch X C X X
Cahaba MHC
Dallas X X X X X X
Perry X X X X X X
Wilcox X X X X X
Calhoun-
Cleburne
Calhoun X X X X C (X2) X X
Cleburne X X X X X X
Cheaha MHC
Clay X X X X X X
Coosa X X X X
Randolph X X X X X
Talladega X X X X
CED MHC --- --- --- --- ---
-20 4
Cherokee X X X X
Etowah X X X X C X
Dekalb X X X X




Youth | Family
Peer Peer
Out- Case In- Tele- SBMH | Spt Spt
PROVIDER | patient | JCL | Mgt | Home Day Tx Respite | med | Resid | Collab | Spec Spec | Crisis
Chilton-Shelby
Chilton X X X X
Shelby X X X X C (X2) X
Cullman MHC X X X X X X
East Alabama
Chambers X X X X AC/SC X X
Lee X X X X AC/SC X X
Russell X X X AC/SC X X
Tallapoosa X X X X AC/SC X X
East Central
Bullock X X X X X X
Macon X X X X X X
Pike X X X X X X
Eastside MHC X SC
Gateway X X
Glenwood MH X P/SCICA X
Indian Rivers
Bibb X X X X X X
Pickens X X X X X
Tuscaloosa X X X X X X
J-B-S MHA X X X X X X
MHC of
Madison Co. X X X X P/SP X X

-21-




Youth | Family
Peer Peer
Out- Case In- Tele- SBMH | Spt Spt
PROVIDER | patient | JCL | Mgt | Home Day Tx Respite | med | Resid | Collab | Spec Spec | Crisis
Montgomery
Area
Autauga X X X X X
Elmore X X X X X
Lowndes X X X X X X
Montgomery X X X X X X X
Mountain
Lakes
Jackson X X X X AC/SC X
Marshall X X X X X
North Central
Lawrence X X X P/SP/SC/ SA X
Limestone X X X X SC/SA X
Morgan X X X X SC/SA X
Northwest
Fayette X X X SC/SA X X
Lamar X X X SC/SA X X
Marion X X X SC/SA X X
Walker X X X X SC/SA X X
Winston X X X P/SP X X
Riverbend
Colbert X X X X P/SC/SA X
Franklin X X X X P/SC/SA X
Lauderdale X X X X P/SC/SA X
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Youth | Family
Peer Peer
Out- Case In- Tele- SBMH | Spt Spt
PROVIDER | patient | JCL | Mgt | Home Day Tx Respite | med | Resid | Collab | Spec Spec | Crisis
South Central
Butler X X X X X X
Coffee X X X X X X X
Covington X X X X X X X
Crenshaw X X X X X X
Southwest
Clarke X X X X
Conecuh X X
Escambia X X A X
Monroe X X X X
SpectraCare
Barbour
Dale
Geneva X X X X X
Henry X X X X X
Houston X X X X X X X
UAB MHC X P/C/IA/SP/SA X
West Alabama
Choctaw X X X X X
Green X X X X X
Hale X X X X X
Marengo X X X X X
Sumter X X X X X
Western MHC X X
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Abbreviations

Outpatient - Individual/Family
Therapy

Day Tx — Day Treatment

SP-Summer Preschool

JCL — Juvenile Court Liaison

P — Preschool

SC-Summer Child

Case Mgt — MI Case Management

C - Child

SA-Summer Adolescent

In-Home — In-Home Intervention
Team

A — Adolescent

AC-After School DTx Child

Telemed. — Telemedicine

Resid — MI Residential

SBMH Collab-School-Based Mental Health
Collaboration

Youth Peer Spt Spec-Youth Peer Support Specialist

Family Peer Spt Spec-Family Peer Support Specialist

--- For Informational Use Only ---

Case Management

Through the implementation and evaluation of two federal Community Support Program
(CSP) grants which provided brokerage type case management services to adults who
were seriously mentally ill (1983), and adults who were homeless and seriously mentally
ill (1987), and an Office of Substance Abuse Program (OSAP) local demonstration grant
which focused on case management to children and adolescents with serious emotional
disturbances (1987), the Alabama DMH was ready in FY88 to begin statewide
implementation of case management services. The demonstration grants provided
expertise and techniques to organize and deliver effective case management services, as
well as staff with the training skills to disseminate the service statewide.

Two events converged to give impetus to the development of case management services
in FY88. One was the funding of a CSP systems development grant which provided
funding support for training 100 new case managers in the state. The other critical event
was the addition of the Targeted Case Management Option to the Alabama Medicaid
Plan beginning on October I, 1988. Optional Targeted Case Management provided a new
funding source specifically for services to adults who are seriously mentally ill (SMI),
and children and adolescents who have serious emotional disorder (SED).

The mental health centers work with a variety of public and private resources to obtain
services and supports needed by SMI and SED consumers in the community. Case
Management services are essential to successful maintenance of persons who have SMI
and SED in the community. Adult case managers and supervisors are trained either
locally through an approved training curriculum or at training sessions provided by
Jefferson-Blount-St. Clair Mental Health/Mental Retardation Authority (JBS). All Child
and Adolescent case managers and their supervisors are trained through an approved
training curriculum provided by JBS. In addition to mastering material specific to adults
with serious mental illness and children and adolescents with serious emotional
disturbances, trainees must also complete a module required by Medicaid for all case
managers. These sessions held by JBS, to include C&A In-Home Intervention, occur
about every two months. The certification standards require successful completion of this
training prior to provision of services, with additional one day training on legal issues and
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psychotropic medications necessary to be fully certified in C&A case management. In
FY12, 11,501 adults and 4,072 children and adolescents had received case management
services. Every community mental health center has case management services for adults
and children and adolescents.

Children and adolescents with serious emotional disturbances are provided case
management services in several ways in the state. First, there are Family Integration
Network Development (FIND) projects, now referred to as In-Home Intervention (IHI),
currently operating in twenty-one of the state’s twenty-two mental health regions, which
include dedicated case managers and two-person in-home intervention teams. The in-
home teams also provide case management services as part of their 12-week intervention.
At present, every community mental health center catchment area has a least one
designated children's case manager. Children and adolescents may also receive case
management from qualified CMHC staff who has been cross-trained in the delivery of
case management to both adults and youth.

RESIDENTIAL CARE

Adult community residential is a key service in the community that supports discharge or
diversions from state hospitals. The table below shows the current availability of
residential treatment programs and housing programs listed on the Mental IlIness
Community Residential Placement System (MICRS) by community service area by type
of program. MICRS residential slots have increased from 1,253 in FY1991 to 2,542 units
to date.

Community Residential Beds

July, 2013
SEMINT/ INTMD 3 EBP

CMHC THOME RCH RCSPEC CRISIS SHOUS MOM FOSTER CARE BED SHP
Baldwin 14 14 29 20 3 12
Cahaba 22 33 8 3
Cal-Cleb 14 16
CED 24 91 12
Cheaha 15 41 6 12
Chil-Shel 30 24
Cullman 13
East Al 30 11 12 2
East C 14 60 15 11
Huntsville 22 10 72 33 3 12
Indian
Rivers 17 16 10 29 20 5 12
JBS 30 80 66 80 41 18 36
Mt. Lakes 12 8 50 12
Mobile 143 85 106 32 12 48
Montgomery 10 54 32 55 12 10 3 12
North C 34 20
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92
66
30
127
74
54
13
55
100
152

109
351
82
426
188
54



Northwest 113 66

Riverbend 16 39 11 3

South C 10 16 3 24
Southwest 14 25 24
Spectracare 32 32 27 16 60
West Al 10 16 12
TOTAL 69 169 673 78 571 168 390 64 48 312

THOME = Therapeutic Group Home, RCH = Residential Care Home, RCSPEC = Residential Care Home with
Specialized Services, CRISIS = Crisis Residential, SEMINT= Semi-independent living with intensive supervision,
SPHOUS = Supported Housing, FOSTER = Foster Care Facility, INTMD= Intermediate Care, MOM=Medication,
Observation, and Meals,
EBP SHP= Permanent Supportive Housing

This list represents the number of housing units for seriously mentally ill adults that are
provided by community mental health centers (CMHC) or are under contract with
CMHCs. There are also numerous consumers who reside in housing supported with
Section 8 Rental Assistance and Alabama Housing Finance Authority units that are not
tracked since they are not operated by the CMHC or under contract.

In addition to the beds listed above, annually there are 179 individuals residing in nursing
homes under contract with the local community mental health center via subcontract with
the DMH. Also, a small pilot program was initiated in FYQ7 to purchase local Assisted
Living Facility (ALF) for individuals being placed out of the state geriatric psychiatric
hospital. Due to the success of the pilot, the program was expanded. In FY12, 38
individuals were served in these ALF slots.

For Children and Adolescents, residential services do not exist in all catchment areas.
However, there is access statewide to the following components:

Short Term Treatment and Evaluation Program

A 10 bed short-term treatment and evaluation program fills gaps in the service system for
comprehensive evaluation outside of inpatient psychiatric hospitals. STTEP offers
comprehensive diagnostic and evaluation services and short-term (7-90 days) residential
treatment to the statewide population of children and adolescents, ages 5-12 years, with a
serious emotional disturbance. This program is jointly funded by the Department of
Mental Health (DMH) and the Department of Human Resources (DHR).

Children’s Residential Treatment

Two intensive residential programs, located in Birmingham, serves children with serious
emotional disturbances from across the state, ages six through fourteen. Contract beds are
jointly funded by the DMH and DHR. An intensive residential program located in Mobile
has 8 contract DMH beds and serves children and adolescents with serious emotional
disturbances from across the state. A transitional age residential program, located in
Mobile, serves consumers age 17-22. The 10 contract DMH bed group home has as its
priority population young adults who currently need transitional placement from the state
hospitals.
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SUPPORT SERVICES

As described earlier, a comprehensive system of community mental health services is
being developed for adults with serious mental illness and children and adolescents with
serious emotional disturbances. The primary mental health service that ties consumers to
other needed services is case management. Case managers, through their assessment of
consumer needs, development of comprehensive service plans, and linkage of consumers
to needed services through referral, active assistance and advocacy, and monitoring of
service utilization, are responsible for assuring access to the broad range of needed
community services.

Consumer outcome research conducted as part of the program evaluations of
demonstration case management programs for adult SMI, homeless SMI, and SED
children and adolescents in the state have all found case managers to be successful in
significantly increasing the use of the broad range of services needed by consumers.
Research results also suggest that the level of functioning of consumers increased with
the increased use of services. These outcomes suggest that increased participation in a
variety of needed services not only improve the quality of life of consumers, but can also
increase the adaptive functioning of consumers in areas of everyday life that are critical
to their community tenure. The following are the types of housing, health, rehabilitation,
employment, education, medical, dental, and support services that, in addition to mental
health services described earlier, are needed in order for consumers to function in their
home communities.

Housing Services

Housing is one of the State’s critical gaps. It is the Department’s hope that “all services
will be provided from a person-centered treatment planning perspective driven by family
and consumer needs and that consumers will receive not only high quality treatment
services, but will receive the necessary supports to achieve the highest degree possible of
independent living in safe and decent housing, to be employed, and to engage in social
interaction with friends and family.”

Alabama is the ninth poorest state in the nation (September 2011 24.7 Wall St.
Publication), with a population of 4.8 million (2012 Census estimate), one in six
individuals live below the federal poverty level. The availability of safe and affordable
housing remains a challenge for consumers with mental illness and limited or no income.

Governor Robert Bentley assumed office January 2011. In February 2011, he announced
the creation of Hardest Hit Alabama (HHA), a new program providing $162 million to
the Alabama Housing Finance Authority to provide targeted assistance for Alabama's
unemployed homeowners for the prevention of foreclosures. This program is considered
an important step in the prevention of homelessness due to widespread unemployment
and risk of foreclosures in Alabama.

October 2012, ALHousingSearch, Alabama’s premier housing locator service, was
launched leading to multiple demonstrations of this new statewide resource created to
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help people list and find safe, decent, and affordable and accessible housing, in addition
to emergency housing across the state. This web based service, supported by a toll-free
call center, provides information for the general public as well as for housing
professionals seeking vital resources for their clients. This project was initially funded by
the Alabama Council on Developmental Disabilities and is supported by Disability
Rights and Resources, Collaborative Solutions, Inc., the Low Income Housing Coalition
of Alabama (LIHCA) and the Montgomery Center for Independent Living.

The Department holds Board and general membership to the Low Income Housing
Coalition of Alabama (LIHCA), which is a statewide coalition consisting of housing
advocates, elected officials, banking institutions, nonprofit service providers, legal
services groups, and low income persons and whose mission is to increase housing
opportunities for individuals with the greatest financial need. LICHA reported that the
state lacks almost 90,000 affordable and available homes for residents with extremely
low incomes. Alabama residents with an SSI income of $698 per month will likely have
to pay up to 81% in rent for a modest one bedroom apartment. The Low Income Housing
Coalition of Alabama (LICHA) observed that Alabama has historically relied solely on
federal funding for the development of affordable housing and that public funding is
critical for the future development of affordable housing. LIHCA advocated for passage
of the National Housing Trust Fund and campaigned for the establishment of an Alabama
Housing Trust Fund. LICHA is currently designing a statewide Housing Needs
Assessment for safe and affordable housing. This assessment will consider all low
income and disability groups.

In May 2012, Governor Bentley signed into law House Bill 110 (HB 110) which
established a state housing trust fund. This trust fund is meant to be a flexible source of
funding for use in developing and maintaining safe and decent rental and ownership
options for families, elderly, persons with disabilities, and others who cannot afford
housing. Alabama is one of six states to have created housing trust funds legislatively but
do not currently have public revenues committed to the funds.

Given the issues related to stigma and limited housing options available for citizens with
serious mental illness, especially those with limited or no income transitioning from
institutions or from homelessness, the Department has historically relied on expanding
housing programs within its’ own continuum of care in an attempt to meet this need.
Currently, the Department contracts roughly 30 million dollars with the community
mental health provider network to contribute to the provision various living arrangements
such as community residential treatment settings, semi-independent living arrangements,
and supportive housing models. Even with this effort, housing opportunities fall short of
the projected numbers estimated to meet the needs of our consumer populations.

The Housing Advisory Council (HAC), established by the Department’s Office of MI
Community Programs, is made up of housing stakeholder and advocacy group
representatives. This Council serves as an advisory body around the areas of housing and
strategies for development. Through a NAMI-Alabama contract and in collaboration with
HAC, a housing needs assessment was conducted in 2007 and a statewide supportive
housing plan was developed through the efforts of two expert housing consultants. Using
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gaps analysis, 8600 units of temporary and permanent housing were projected to be
needed. As a result, a Supportive Housing Plan was developed and clearly laid out
objectives and guiding principles. In 2011, this plan was revised with the goal to
establish housing necessary to support consumers living successfully in the community
and to realize the Department’s plan for reducing inpatient census by closing facilities
and transitioning consumers from state facilities and from community group homes to
more integrated settings. This year, in continued recognition of the importance of housing
as an essential part of treatment and recent hospital closures, the housing needs
assessment is in the process of being updated this fiscal year 2013.

A preliminary comparison of 2007 and 2013 data listed in the Mental Illness Community
Residential Placement System (MICRS), reveals significant changes in the number and
type of community living alternatives for persons with mental illness. Although some
types of housing programs historically used within the mental health continuum, such as
foster homes and therapeutic group homes, have decreased, overall housing programs
have increased by 35.6%. This represents an increase in 750 community beds of various
types. Most notably evidence based permanent supportive housing were adopted post
2007 and of which there are now 312 units to date. Also realized since the initial needs
assessment is the establishment and expansion of pilot programs such as the MOM
(Medication, Observation, Meals) Semi-Independent model which equates to 168 units.
In addition to the evidence based supportive housing units and MOM units, there has
been a 47.6% increase in crisis residential beds, 150% increase in small 3 bed home beds,
25.2% increase in specialized residential treatment beds (medical and behavioral), and
116% increase in intermediate care facility beds. Again, these increases represent those
beds reflected the MICRS system reported to the ADMH in 2007 compared to 2013;
however, there are other supportive housing beds operated by, or available to, community
mental health centers that may not be reflected in the MICRS system. Those units may
include supportive housing units funded by the U.S. Department of Housing and Urban
Development through the Continuum of Care Homeless Assistance Programs.

Additionally, the Department continues to maintain $250,000 Housing Support Funds,
available statewide for mental health providers to use in order to assist consumers with
obtaining and maintaining more independent and stable housing.

Alabama participated as a pilot site for SAMHSA’s Permanent Supportive Housing
Toolkit and provided training around supportive housing principles. To date, there are
312 permanent supportive housing units in operation consistent with the evidence based
model. The original 108 pilot units are directly supported by ADMH funds. The
remaining numbers of units are supported by “bridge funds” obtained from the 2009
downsizing project and, most recently, the hospital closure project in which funds used to
support hospitals were transferred to expand community services.

The Department continues a partnership with the Alabama Housing Finance Authority
(AHFA) to focus attention on the housing needs of persons the Department serves.
AHFA established HOME and Low Income Tax Credit set-aside units with reduced
rental rates. These units have subsidized rents of $180 (one-bedroom unit) and $240
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(two-bedroom unit). To date, all 498 units remain filled. Housing is also available at
reduced rental rates through USDA Farmers Home developments. A Housing Advocate
employed by the Department, works to ensure that priority for vacancies as they develop
are given to individuals with serious mental illness, developmental disabilities, or
substance abuse disorders.

HUD has remained a dedicated supporter to the Department in an effort to expand
housing options for the individuals we serve. In 2011, upon hearing of the plan to close
state facilities, the Alabama HUD Field Office located in Birmingham, of which Michael
German is the Director, graciously extended an offer to assist the Department in efforts to
transition persons from institutions. As a result, a series of meetings transpired with key
leadership from HUD, Fair Housing, and Public Housing Authorities. In March 2012,
the Department participated in HUD’s Community Planning and Development Statewide
panel discussion as a first step of many to create a framework from which to build
collaborations at a local level as well as state level. Ongoing efforts include identifying
cohort populations within state institutions and those living in congregate settings who,
with adequate supports and access to affordable housing options, could move to more
integrated settings. HUD is leading an effort to identify vacancies in set-aside units and
other housing projects within their continuum available for which individuals with
disabilities would qualify.

ADMH is the grantee for two HUD Shelter plus Care grants, the first of which has been
longstanding within the urban area of Mobile. This grant supported a total of 54
individuals.  In 2011, the Department was awarded rural based Shelter plus Care grant
allowing four mental health providers to expand housing in their rural service area to
approximately 52 individuals.

LICHA is sponsored by Collaborative Solutions, Inc. (CSI), an approved technical
assistance consultant of the Alabama HUD Field Office. The Department has partnered
with CSI to pursue Rural Housing and Economic Development (RHED) grants. CSlI is
the state lead for Rural Supportive Housing Initiative (RSHI) striving to establish Peer
Networks linking emerging community-based organizations interested in the provision of
supportive housing with experienced supportive housing developers. Through this Peer
Network, CSI provides the leadership, support, and training necessary to help providers
address the affordable housing challenges in their communities.

The Department acknowledges the lack of adequate affordable housing stock for
Alabama residents and the need for a statewide policy and strategy to address this issue.
DMH representatives will continue to work in all venues to access new housing resources
for individuals we serve.

As part of the overall Housing initiative, it is anticipated that a small number of housing
units may be identified and developed to assist with transition services from child and
adolescent services to adult services (17-22 years of age). Due to the unique
developmental, social, and educational/vocational needs of the 17-22 year old consumer
population, it makes sense to offer residential services that are designed to address these
needs programmatically.

-30-



DMH service delivery system recognizes adults at 18 years of age. A consumer is
eligible for all adult services if they also meet the SMI criteria. At present, there is a gap
in the service delivery system around residential and day treatment needs. This appears
to be not one of eligibility on the part of the young consumer, but rather a perceived
inappropriateness based on the developmental issues of each consumer population. This
transitional population (17 — 22) presents with additional challenges in regards to legal
status. Often these consumers may be under the jurisdiction of a juvenile court until they
are 21, or in the legal custody of the Department of Human Resources. System wide
accommodation will take some time. Until then, consumers who have needs greater than
outpatient and case management are handled on an individual basis.

Transitional Age Service

An emerging issue for child and adolescent mental health services is the unique unmet
needs of those adolescents transitioning from the child mental health system and entering
the very different adult mental health system. In an effort to better address these needs, a
work group was developed by the Child and Adolescent Task Force, which includes adult
advocates and mental health professional and planners from adult services. . In FYQ7,
recommendations were made by this workgroup, adopted by the Child and Adolescent
Task Force, and approved by the Mental Iliness Coordinating Sub-Committee to RFP for
a Transitional Age Group Home, a Transitional Age In-Home team, and a Transitional
Age Case Manager, all within a Pilot Demonstration Site. These services are to be
operational by fall 2008. The workgroup continued its efforts on the development of
parameters for the Transitional Age Supporting Housing Model and other
outpatient/community based Transitional services. In FYQ09, due to budget cuts, the
Transitional Age Supported Housing project lost its funding. Data is being collected on
the programs. Also, based on these models, the information was utilized to develop
standards around Transitional Age Residential and standards were incorporated in the
revised M1 Certification Standards that became effective in October 2010.

Outreach to Homeless Individuals

DMH is a recipient of the Projects for Assistance in Transition from Homelessness
(PATH) Formula Grant Program for which it was most recently awarded $547,000 in
funds allocated to support five community mental health providers located in the most
metropolitan areas which reflect the highest homeless point in time counts within the
state. PATH funds are the only source of dedicated funding specifically targeted to
serving homeless individuals who are seriously mentally ill and/or have a co-occurring
disorder. The Department proposes to contact 1,110 individuals in FY13 through
outreach efforts.

For FY13, Statewide mental health service data indicates approximately 74,930 adults
received mental health services from community mental health providers and of that total
approximately 1,272 individuals identified their living arrangements as shelter or
homeless at the time of entry into mainstream mental health services. The highest
concentrations of these individuals were located in the most populated areas of the state
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with the Birmingham area comprising 37% of the statewide total adults receiving
community mental health services. In less populous regions of the state not receiving
PATH funds, regular case management is offered to those who are homeless and have a
serious mental illness and/or co-occurring disorder.

The Department remains committed to supporting all plans for addressing homelessness
and for increasing affordable housing opportunities and understands system wide
partnerships are necessary to effectively end homelessness in Alabama. At present, the
Alabama Alliance to End Homelessness (ALAEH) is steadfastly pursuing a new
Executive Order for the purposes of reestablishing an organized statewide effort in the
areas of homelessness and housing. Efforts are underway with representatives in the
Governor’s office in pursuit of this action. If signed, the Executive Order will revoke and
supersede Executive Order #31 signed in 2005 under previous administration. As stated
in the draft order, “the prior Governor’s Statewide Interagency Council will be
reestablished as the Governor’s Statewide Commission on Homelessness & Housing
(“the Commission”) for the purpose of serving as a planning and policy development
resource for the Governor, the State and its various departments and agencies and for the
private sector specifically on issues related to homelessness and housing relative to issues
of prevention of homelessness and rapidly re-housing in Alabama...” Upon the
establishment of the Commission, the 2007 Blueprint towards a Ten-Year Plan to End
Homelessness in Alabama will be revisited and strengthened for 2014.

The Department is supportive of all 8 instate Continua of Care in Alabama. Continua
stationed in Montgomery, Mobile, and Birmingham have published local plans to address
homelessness and are in various stages of implementation. The State PATH contact
serves on the Boards for the Alabama Rural Coalition for the Homeless (ARCH) and on
the Alabama Alliance to End Homelessness (ALAEH). As an ARCH board member,
state level coordination of homeless services targeted for individuals in rural areas can be
accomplished. ADMH representation on the ALAEH Board assures statewide planning
and policies pertaining to homelessness consider the needs of those individuals with
serious mental illness.

ALAEH holds membership from all Continua of Care and the Alabama HUD Field
Office affiliates. This agency provides statewide training, networking opportunities, and
resource information by providing conferences for which those who serve homeless
populations. ALAEH, LICHA, and Collaborative Solutions, Inc. co-sponsor an annual
statewide conference targeted towards service providers and individuals with lived
experience. Through application, the PATH technical assistance center has partnered on
numerous occasions with the Department and with ALAEH to conduct joint trainings at
this conference.

Alabama has implemented SOAR training statewide. In 2007, The Department’s Office
of Policy & Planning partnered with the former Governor’s Office of Faith Based and
Community Initiatives (GFBCI) to initiate the SSI/SSDI Outreach, Access and Recovery
(SOAR) Initiative in Alabama. SOAR has been instrumental in providing the skills
needed for service providers to directly impact homelessness and to move forward in
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accomplishing the overall arching goal of the States’ Plan to End Homelessness, the
States’ Comprehensive Mental Health Service plan, PATH outcome targets, as well as
local plans to end homelessness.

It should be noted that children and adolescents are served, when part of a homeless
family, by PATH case managers and by specialized children's case managers in the
mental health regions, which have dedicated children's case management. The major
provider of homeless services for children and adolescents is the Department of Human
Resources (DHR), the child welfare agency. Runaway youth are also identified and
referred for other mental health services, including case management, by runaway
shelters located across the state. The DMH staff also participates in the training of the
state’s law enforcement personnel. Since the police are frequently the first to encounter
runaway youth, a considerable amount of time is allocated for discussion of identification
and referral for mental health services.

Medical, Dental, and Health Services

For consumers who are Medicaid or Medicare eligible, almost every type of medical care
is provided. Very often the only barrier to service is finding providers who serve
Medicaid consumers. Other, non-Medicaid eligible clients have typically exhausted
health care resources such as insurance, and must rely on health care available in their
community on an indigent basis. Typically, local Public Health departments and
community health clinics are the main referral resources used by case managers to meet
the primary health care needs of their consumers. Local hospitals provide a very limited
amount of inpatient care to indigent consumers. Because of historical practices among
indigent consumers, many emergency rooms provide the only primary health care some
consumers get. Individuals with mental illness have wrestled with the health care issue
for years and in general this is one of the few areas where children and adolescents fare
better than the adults. For example, Medicaid benefits for persons under 21 can exceed
usual limits when indicated by the Early and Periodic Screening, Diagnosis, and
Treatment (EPSDT) Program. Children and adolescents in the care of DHR and DYS
receive medical care from these agencies, as well as through school nurses where
available. In addition to coverage by Medicaid, dental services are covered by AllKids,
Alabama’s SCHIP program.

The importance of improving coordination and collaboration with primary medical
providers is underscored by the finding that persons with mental illness die on the
average 25 years earlier than the general population, due in large part to un- or under-
treated primary medical conditions. The Department received a Transformation Transfer
Initiative Grant in FY08 and in FY10 to support efforts to improve integration of primary
and mental health care. The following partners were convened to assist in planning grant
activities: Alabama Medicaid Agency, Department of Public Health, Alabama Hospital
Association, Alabama Academy of Family Physicians, Alabama Primary Health Care
Association and American Academy of Pediatrics — Alabama Chapter. In FYO08 ten
regional meetings were conducted to obtain ideas from both primary and mental health
providers relative to barriers and opportunities to improve collaboration. The findings
from the regional meetings provided the foundation for the efforts funded in FY10. There
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are three elements to the current grant: 1) expert panels of physicians to discuss their
perspectives on collaboration; 2) provide grants to six areas to develop written plans for
improving collaboration locally; and 3) support for the Child and Adolescent Psychiatric
Institute focusing on primary care collaboration.

Consumers who are in state hospitals are provided medical care as part of their
involuntary confinement where there is no insurance or other source of coverage for
medical expenses. The state hospitals became tobacco-free on January 1, 2010.
Consumers who have no health insurance and who reside in DMH community residential
programs have minor medical services paid by the provider. There is a limited statewide
fund for residents of foster homes to pay for incidental medical expenses when there is no
other source of revenue.

Most of the adults with serious mental illness and youth with serious emotional
disturbances have Medicaid coverage for medical and dental services. However, it is a
challenge to find providers in some areas who will accept Medicaid. Case managers
provide a vital service by linking consumers to individual practitioners who will accept
Medicaid or who will agree to see consumers on a sliding scale or no fee basis.
Community mental health providers routinely receive training in universal precautions.
Consumers in day treatment and residential programs receive health education on general
nutrition, personal hygiene, exercise, and healthy lifestyle, as well as receiving health
monitoring and general health advice from staff nurses. Individuals in outpatient, day
treatment, and residential services who are also receiving medication services routinely
have vital signs monitored with referrals for necessary medical care. Recommendations
for routine health screenings are incorporated in all services. Community resources such
as health fairs, free blood pressure checks, flu vaccines, etc. are utilized when available.
Additionally, people are referred to school health nurses, public health clinics and
Federally Qualified Health Centers, as appropriate and when available. Administration of
medications prescribed by community mental health psychiatrists is coordinated with
school personnel.

Access to dental care is often cited as an unmet need for consumers. The University of
Alabama in Birmingham School of Dentistry also provides free clinics around the state.
The waiting list for these clinics is very long. Case managers assist consumers in getting
on the waiting list for any available free clinics. In some areas of the state, local dentists
volunteer time for free clinics. Again, the amount of time and the range of services are
limited.

In recognition of the 25 year earlier mortality rate and health disparities suffered by
individuals with serious mental iliness disorders, the Department has promoted health and
wellness education and activities. During the last several years, the annual Consumer
Recovery Conference has provided a platform for conducting wellness screenings for a
significant sample of consumers in attendance from all over the state. The 2013
Consumer Recovery Conference had approximately 123 consumers to volunteer for
screenings. Screening methods included checking blood pressure for hypertension, body
mass index for obesity, and blood glucose for diabetes. Due to restrictions in funding, no
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lipid tests were conducted to check for high cholesterol. DMH acknowledges that
research suggests smoking prevalence among U.S adults with mental illness or serious
psychological distress ranges from 34.3% (phobias or fears) to 88% (schizophrenia).
This was the first year in which the Fagerstrom Index was utilized to screen for nicotine
dependence. Screenings were provided in partnership with Pfizer. The results of the
screenings show a high degree of co-morbidity with diabetes, obesity, and hypertension.
Health information and smoking cessation information was disseminated at this event.
(see attachment)

RURAL ACCESS

For purposes of classifying catchment areas as rural, the criterion was that the area not
include a Standard Metropolitan Statistical Area (SMSA population =/> 50,000) There
are 10 community mental health center catchment areas that currently meet this criterion:
Baldwin, Cahaba, Cheaha, Cullman, East Central, Mountain Lakes, Northwest, South
Central, Southwest, and West Alabama. In the past, North Central was included.
However, there is now a city that is classified as a SMSA in the North Central Catchment
area. The table below lists the ten rural mental health regions and the number of adults in
the region who were SMI and children and adolescents in the region who were SED and
who were served by the local mental health centers during FY12. A total of 65,513 adults
who were SMI were served by the local mental health centers during FY12, and 19,670
or 30.02% were served in the ten rural regions. A total of 25,321 children and
adolescents who were SED were served by the local mental health centers during FY12,
and 7,879 or 31.12% were served in the ten rural regions. This relationship indicates that
adult with serious mental illness and children and adolescents with serious emotional
disorders in rural regions continue to have the same access as in previous years. The two
most frequently identified areas of need in rural areas are transportation to needed
services and child and adolescent psychiatric services.  Medicaid coverage of
transportation services should assist in maintaining treatment access in rural areas.
Services available to children and adolescents in rural areas will be maintained, and
efforts will be made during the year to increase services by equal inclusion of rural areas
in the implementation of legislation for the "Multi-Need Child”. Each county facilitation
team receives funds under the Children’s First legislation to assist with wrap-around
services for children in their county. The amounts of these vary as a function of their
2000 census for children and adolescents under 18 years of age. In regard to “mini
grants” awarded to county facilitation teams under the previously funded CASSP
Infrastructure Grant, all counties had equal access to grant funds.

Rural Regions # of SMI # of SED

Served FY 12 Served FY 12
Baldwin County 2,224 1,441
Cahaba 1,726 559
Cheaha 2,440 530
Cullman County 1,177 732
East Central Alabama 1,618 765
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Marshall — Jackson
North West Alabama
South Central Alabama
Southwest Alabama
West Alabama

Total

Total SMI/SED Served
%o Rural of Total SMI/SED

Served Statewide

1,684
2,355
2,607
2,192
1,647

19,670
65,513
30.02%

626
1,542
393
794
497
7,879
25,321
31.12%

Medicaid coverage of the centers as providers of Non-Emergency Transportation assists
community mental health centers to maintain/expand transportation services, particularly
those in rural areas. The chart below shows the number of consumers for whom
transportation services have been billed to Medicaid through for FY12.

Medicaid Transportation Units (One/Consumer/Day) for FY12

Center FY12 FY12
Consumers Units
AltaPointe (Mobile) 688 13,745
Baldwin 47 4,836
CED 217 2,305
Cahaba 285 8,610
Calhoun-Cleburne 368 18,614
Cheaha 54 116
Chilton-Shelby 99 1,611
Cullman 134 4,171
East Alabama 383 25,844
East Central 153 5,586
Huntsville 177 1,723
Indian Rivers 90 525
JBS 480 25,772
North Central 495 29,625
Montgomery 339 11,686
Northwest 635 51,860
Riverbend 518 21,965
South Central 153 12,054
Southwest 152 6,999
Spectracare 245 28,013
West Alabama 59 6,686
Total 5,783 282,346
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Bristol-Myers Squibb Foundation

Bristol- Myers Squibb partnered with the Department in providing the financial
resources critical for the expansion of services within rural areas. Not only did BMS
funds provide the foundation for Telemedicine within this state, funds were also used to
address the specific and unique needs of hard to reach subpopulations living within rural
communities. The BMS Foundation awarded Serious Mental IlIness Initiative Current
Partnerships and Grants. The Alabama Coalition for a Healthier Black Belt provided
$2,465,553 coalition partners to reduce stigma and mobilize target communities to
engage in the care and support of people living with serious mental illness; to conduct
pilots for telemedicine in order to increase access to psychiatric expertise in rural
communities; and to build capacity for integrated mental health and primary care
services. A gem of this project continues to be the mobile health unit developed through
the creative and thoughtful efforts of a local mental health agency. This unit is designed
to address health disparities in the black belt area by providing health and mental health
screenings. The University of Alabama’s Rural Medical Scholars Program remains a
resource for manpower to assist in conducting surveys. Surveys are used to screen for
cholesterol, diabetes, mental health services, housing needs and prescription assistance.
AIDS Outreach service providers are partners conducting HIV screenings, as well. The
local Women, Infants, and Children’s (WIC) organization also provides educational
materials. Between 2008 and 2010, a total of 3,573 contacts have been made through the
mobile health clinic. An additional BMS grant in the sum of $97,005, was awarded to a
mental health provider to support a faith leadership summit and other training and
outreach efforts targeting African American churches to strengthen their capacity to
become mental health recovery and referral resources for their congregations and
communities.

Through previous partnership with Sprint, and informal arrangements with Sorenson
Communications, and ZVRS, the number of videophones in use by deaf people with
mental illness through the state had grown substantially. A vast majority of
our consumers now have videophones, which are much better suited to their needs than
older and increasingly obsolete text-based TTY devices. These connections allow who
are deaf and have mental illness more rapid response to their needs and more ready
access to therapist than they had previously. The same network also allows Office of
Deaf Services (ODS) staff interpreters to more efficiently serve deaf and hearing
consumers through remote video interpreting. ODS has a formal contract with Birnbaum
Interpreting Service based in Washington, DC> for video Remote Interpreting to cover
times and slots when staff or contract interpreters are not available. Another emerging
benefit from this network is more ready access to peer support as consumers in recovery
in one part of the state can mentor those in another — a tremendous advantage in a low-
incident, widely dispersed population. ODS is working to expand its ability to tap into
telecom health and psychiatry networks, some of which use equipment that is not cross-
compatible.
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Increased use of telecommunication technology makes services available in more
locations and decreases travel time. Many of the centers are using telecommunication
equipment to participate in treatment team meetings at the state hospitals, screen hospital
residents for residential placement, and to provide families an opportunity to visit. Initial
poor connectivity issues have been addressed with a resulting improvement in quality of
interaction. The use of telecommunication equipment has been well-accepted by most
clinicians and consumers. The Medicaid Agency, based in part on experience in the
mental health system, now covers telepsychiatry under the Physician’s Program in
addition to the Rehabilitation Option.

OLDER ADULTS/ELDERLY

Community based services are provided to older adults through the existing community
mental health center service structure. There were 17,027 individuals aged 55 or older
who had received services from a mental health center for FY12. The following list
shows the duplicated number of recipients aged 55 or older by service type:

Residential 1,504
Day Treatment 1,337
In-home Intervention 233
ACT 336
Case Management 2,629
Outpatient 16,211

Based on these numbers, older adults are receiving a variety of services through
community mental health centers. Mental health centers provide both direct services to
residents of nursing homes as well as case consultation to the operators.

During the second half of FY07, a small pilot project was started to purchase local
Assisted Living Facility beds for individuals appropriate for this level of care who were
residing in the state-operated Mary Starke Harper Geriatric Hospital. This pilot was
successful enough that the pilot was expanded statewide. In FY12, 38 individuals have
received services through contract Assisted Living Facilities.

In July, 2009, DMH closed its last nursing home, the 30 bed Alice Kidd facility. Most of
the residents were placed in the community. Those who could not be placed in the
community were transferred to the Mary Starke Harper Hospital. The Director of Mental
Iliness Facilities and the former director of the Kidd facility both have extensive contacts
in the nursing home and assisted living industries that can be used to assist in locating
proper community resources for the older residents who need to transition out of state
hospital care. DMH was directly involved in planning for a Money Follows the Person
grant application directed to improving discharge opportunities for residents of the Mary
Starke Harper Geriatric Hospital and is working closely with the Alabama Medicaid
Agency on the implementation of Money Follows the Person.
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Evidence-Based Practices
Evidence-based practices are under development in Alabama through a variety of
mechanisms.

Assertive Community Treatment (ACT) and the Program for Assertive Community
Treatment (PACT)

ACT and PACT have served as a critical element in the diversion of adults considered to
be at high risk for readmission to a state psychiatric facility. Alabama began developing
ACT and PACT services in 2001. The model used is based upon the principles of PACT
as outlined in the SAMHSA Toolkit. However, when the model was adopted, the DMH
EBP Workgroup modified the national model to focus on mental health services using
primarily a three member team in addition to a part-time psychiatrist. Mental IlIness
Program Standards require that the 3 full-time equivalent positions include at least 1 full-
time master’s level clinician, at least one half time registered nurse or licensed practical
nurse, and one fulltime case manager. The remaining half time position could be filled at
the agency’s discretion by a master’s level clinician, a nurse, or a case manager. The
Substance Abuse Division (SA) funds SA treatment specialists for 5 of Assertive
Community Treatment (ACT) Teams. The role of this specialist is to provide both direct
services and expert guidance in how other team members can improve skills in the
recognition of and treatment for substance abuse disorders. There are currently 18
certified ACT and 2 certified PACT programs in operation. For the consumer to staff
ratio for the modified team is 1:12. The size of the team was based on the minimum
necessary to meet the treatment and support needs of consumers while maintaining
conformance to the core principles. Given the predominantly rural nature of the State,
there are few areas that could support a full fidelity PACT team costing approximately $1
Million per year. The two PACT teams are currently located in our most urban city,
Birmingham.

IlIness Management and Recovery (IMR)

The University of Alabama Department of Psychiatry and Behavioral Neurobiology
submitted the winning proposal to be a Center of Excellence to assist DMH to implement
evidence-based practices for adults with serious mental illness. The Alabama Institute for
Mental Health Services (AIMHS) was created and provided training and monitoring for
eight pilot sites on implementation of Iliness Management and Recovery (IMR). The
trainer, Patricia Scheifler, is a national expert. For a variety of reasons, the contract for
the Center of Excellence was not renewed in FY10. DMH did not have the capability to
continue the training and monitoring necessary to assure acceptable fidelity to the model.
For that reason, the provision of IMR services is not reported.

Permanent Supportive Housing (PSH)

As stated previously, housing continues to remain a critical gap. As a means to offer
housing opportunities in a manner most in keeping with the latest evidence for best
housing practices and to foster community integration, DMH dedicated funding to
support the development of evidence-based housing projects. In FY08, nine pilot sites
were selected to implement Permanent Supportive Housing (PSH) projects creating
housing capacity of this type by 108 beds. Additional projects have become operational
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as a result of the community service expansion efforts of the downsizing and closure
projects resulting in a total of 312 Permanent Supportive Housing beds.

Supported Employment

Employment opportunities for consumers are not well developed within the mental
illness service milieu and are identified as a system weakness. In Alabama, 74,857 adults
with mental illness were served by community programs in FY12. Of those served, only 10%
reported being employed either part time or full time. Nearly 20% reported being unemployed
but looking for work, 14% claimed unemployment without looking for work in the past 30days,
and approximately 44% identified themselves as Disabled. In comparison of data, full time
employed individuals receiving services dropped from 8,049 in 2007 to 4,998 in 2012. Rates of
unemployment also increased significantly from 2007 to 2012.

Outside the limited funds dedicated for the employment of certified peer specialists
(CPS) within the provider network, little has been done in the way enhancing
employment opportunities for individuals with serious mental illness. Traditionally
community mental health programs focus on job readiness training and referrals to
Vocational Rehabilitative Services. Due to the lack of a dedicated funding source, the
means for offering evidence-based Supported Employment services as a vehicle to obtain
competitive employment within the community at large remains undeveloped.

However, the receipt of an Employment Development Initiative (EDI) grant in FY11, has
allowed DMH to initiate planning activities with will serve as a framework to foster
increased employment opportunities for individuals with serious mental illness and/or
substance use disorders. EDI grant funds also supported Train the Trainer technical
assistance for the end purpose of creating the capacity to conduct its own in-state
Certified Peer Support Specialist Training thus permitting growth of the CPS pool.
Sponsored by EDI grant funds, experts on the Individual Placement and Support (IPS)
supported employment evidence-based model served as keynote speakers at the EDI
grant sponsored Alabama’s Supported Employment kick-off event in 2011. These initial
activities have uniquely positioned MI Community Programs to foster a relationship with
Dartmouth IPS Supported Employment Center. Dartmouth continues to provide
guidance and education about the IPS model and possible utility for Alabama
implementation. It is the desire of Ml Community Programs in strong partnership with
Alabama Department of Vocational Rehabilitation (ADRS) to join the Dartmouth
Learning Collaborative. ADMH and ADRS have a longstanding collaboration in serving
disabled populations. Both state agencies are actively exploring the financial, program
and infrastructure requirements necessary to pilot the IPS model within the mental health
provider network.

Within the Department of Mental Health, the Division of Mental Health and Substance
Abuse works closely with the Developmental Disabilities Division where is housed an
employment specialist who works exclusively towards the development and expansion of
competitive employment programs for the Intellectually Disabled population. Through
cross Division collaboration, staff within Ml Community Programs has invitation to
participate in some of the ID supported employment planning and development activities
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and initiatives. These activities include participation in the DD Supported Employment
Workgroup, Alabama Association of Persons for Supporting Employment First
conferences, Employment First State Leadership Mentoring Program community of
practice, and Supported Employment Leadership Network (SELN) opportunities.

An Employment First Bill was introduced in this year’s legislative session. Although it
was well received, the legislative session ended before the Bill was adopted. Plans are
underway to again introduce Employment First legislation in next year’s session. The
Department recently established the formation of the Alabama Interagency Planning
Committee for Supported Employment. This interagency team is made up of
representatives from the Alabama Department of Rehabilitation Services (VR), the
Alabama Department of Economic and Community Affairs (ADECA), the Alabama
Medicaid Agency, Post-Secondary Education, and Workforce Development.

Consumer Operated Services

Consumer driven recovery, such as consumer run drop-in centers and support groups are
seen as essential elements of the continuum of care, but these services are not covered in
the Department’s contract with community mental health centers. The Block Grant is
used to support the development of consumer-operated services as well as the annual
consumer conference. There are five operational drop-in centers serving on average an
approximate total of 102 consumers on any given day. Within the state, there are twenty-
four support groups, 4 statewide consumer organizations, and six NAMI connection
groups.

Certified Peer Specialists

DMH has long valued the power of peers to support fellow consumers and promote
recovery. DMH first established the position of peer support specialist in 1994 at Greil
Hospital and later expanded the program to all state facilities. In 2008 provisions were
made to expand peer support services to the community provider network. Funding cuts
restricted full expansion of peer services to every provider agency; however, due to the
2011 efforts of shifting hospital funds to community services, peer support services has
once more found an opportunity to flourish. Not only has the movement towards peer
services lead to the credentialing requirements for the certification of peer specialists, but
it has evolved in the creation of specialty peer specialists training such as peer bridger
services and peer specialists funded to assist in promoting health and wellness for
consumers with chronic physical illnesses in addition to serious and persistent mental
illness. Efforts continue in pursuit of Medicaid funding for this service reflective of it’s
true worth. Currently there are 45 certified peer specialists/peer Bridgers employed at
community mental health centers, and three others serving in mental health related
positions. Several previously employed specialists used their knowledge, experience, and
skill gained from CPS training and employment to enhance their prospects and obtain
higher paying positions outside of the mental health realm or to return to college.
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Evidence Based Practice Estimated Number
Served in FY12

Assertive Community Treatment 1,083

Family Psychoeducation 0

Integrated Treatment for Co-occurring Disorders (MH/SA)* 0

Iliness Management and Recovery 0

Medication Management 0

Permanent Supportive Housing 172

Supported Employment 0

Peer Support Services** 72

*There are four programs that identify themselves as specifically treating individuals
with co-occurring disorders. Mental health centers address the co-occurring treatment
needs of consumers through parallel and sequential mental illness and substance abuse
services, but largely not in programs that would meet fidelity measures for co-occurring
treatment.

**Although DMH created reportable activity codes to capture the services provided by
CPS/Peer Bridger’s, the number reported does not accurately reflect the actual number
served and is only representative of peer activities at two mental health organizations.
Fourteen community mental health centers are providing peer support services. At
present, there is no incentive to report individual episodes of peer services since no
reimbursement mechanism exists. The Office of Consumer and Ex-patient Relations
estimates numbers served at a much higher rate.

In regard to children and adolescents, a number of evidence-based practices (EBP) have
been under consideration in Alabama. The Core Performance Indicators include
Therapeutic Foster Care as the one of the required EBP for Uniform Reporting System
requirements. In Alabama, Therapeutic Foster Care is funded and licensed by child
welfare, the Department of Human Resources (DHR). Because the Department of Mental
Health cannot regulate or monitor these services, there are no goals listed below related
to it. It is important to note that DHR has contracted with a Multi-Systemic Therapy
(MST) provider in several areas in Alabama and DYS has contracted with a MST
provider in one region. Funding services that have been demonstrated to be effective
were considered by DMH. In FY06 and FY0Q7, the C&A EBP Workgroup worked toward
formal recommendations regarding the selection and implementation of appropriate
evidence-based practices. In FYQ7, the EBP workgroup recommended the following:
Cognitive Behavior Therapy (CBT) in the form of developed models be considered for
implementation. One such CBT model recommended by the workgroup was Coping
Power. The EBP workgroup also recommended securing outside assistance in any
implementation of a child and adolescent focused EBP and that a Center of Excellence be
considered for the request for proposal process similar to the course of action currently
being incorporated by DMH with the adult SAMHSA Toolkits (this Center of Excellence
no longer exists). The EBP workgroup further recommended that C&A In-Home
Intervention be evaluated/assessed by a Center of Excellence as to work toward this
service being recognized as a “best practice”. These recommendations were submitted to
the Mental Iliness Coordinating Sub-Committee. In FY08 and FYQ9, the EBP workgroup
focused on the “A Guide for Selecting and Adopting Evidence-Based Practices for
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Children and Adolescents with Disruptive Behavior Disorders” Guidelines issued by
SAMHSA to assist in making further recommendations on C&A EBP’s. During the same
timelines, DMH was working with NASMHPD on the C&A EBP reporting issues and a
National movement to have additional New Optional Table to URS for Reporting Child
and Youth EBP’s. The first priority of focus for the C&A EBP workgroup and the
National workgroup that DMH was involved was reviewing the EBP’s from the
SAMHSA’s Guide which have a specific focus on treatment (versus prevention) and have
demonstrated a good level of evidence. From those reviewed, the C&A EBP workgroup
identified both prevention and intervention programs to be recommended. These were a
smaller list than those being recommended by the NASMHPD workgroup. Because the
EBP’s in the SAMHSA’s Guide primarily focused on disruptive behavior disorders, the
C&A EBP Workgroup and the NASMHPD Workgroup researched other EBP’s for
consideration. The C&A EBP Workgroup identified the other EBP’s for recommendation
which mirror the recommendations of the NASMHPD Workgroup. The C&A EBP
Workgroup encountered more difficulty around developing implementation strategies for
recommended EBP’s. With C&A EBP’s, they are created and owned by an entity, usually
a University. So, implementation is based on ability to work with the defined EBP entity.
This has to be done with each EBP. For future implementation, the C&A Workgroup
recommended to the MI Associate Commissioner the following, as funding permits:

1. Develop a DMH approved C&A EBP menu that would allow community
providers to determine which EBP best works in their community as to best move
toward transformation.

2. Contact each EBP entity approved and determine all necessary steps for
implementation to include, but not limited to, training, ownership of data,
certification, and all costs.

3. Consider a Center of Excellence concept similar to what has been implemented
with Adult EBP’s. To properly implement C&A EBP’s, a Center of Excellence
concept is what has been utilized in other states to effectively and efficiently
implement EBP’s due to complex training demands, certification demands, and
data/outcome demands.

4. Consider exploring avenues to have C&A In-Home Intervention
evaluated/assessed as a service that could be recognized as a “promising practice”
or “best practice”. To do this would only be accomplished by either working with
a Center of Excellence or University.

5. As funding is the driving force for Implementation, next steps for implementation
are even more complicated. Monies would have to be secured to do so either
within the DMH budget, with collaborations with other State Agencies, and/or
through grant opportunities.

In FY10, efforts continued to identify and develop opportunities to implement the
recommended EBPs. In FY08, DMH partnered with the University of Alabama (UA) and
Dr. John Lochman, creator of Coping Power to apply for a research grant. Dr. Lochman
is the Director of the Center for the Prevention of Youth Behavioral Problems on the UA
campus. Coping Power is an EBP recognized by SAMHSA. Dr. Lochman applied for a
research grant that would partner with community mental health centers in the use of
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Coping Power. This would be in partnership with UA, DMH and community mental
health centers. The grant was submitted in July 2008 but was not awarded. Collaboration
continues to work toward securing funding to demonstrate this EBP. DMH also
participated with the UA in the application of a NIH research grant. This grant
opportunity would allow for the gathering of baseline data from mental health providers
over a two year period of time as to assess C&A In-Home Intervention (IHI) services.
This baseline data would be utilized as a platform to move toward IHI being recognized
as a “promising practice”. The UA, in collaboration with DMH, applied for this grant in
June 2010 but it was not awarded. In October 2010, DMH received notification that the
SAMHSA Child Mental Health Initiative Grant (SOC) application was awarded. This
grant application represented a unique opportunity to develop a system of care that would
serve children with serious emotional disturbance and their families in a three county
rural community. DMH contracted with a community mental health center for the
implementation with DMH working closely with this system of care process. After year
three of the SOC grant, ECCHO met sustainability. Several EBPs were being considered
for implementation within this System of Care (SOC) Grant to include: Wraparound,
Coping Power, Dialectic Behavioral Therapy (DBT), Positive Behavior Support (PBIS),
Bright Futures, Assuring Better Child Development (ABCD), and Cognitive Behavior
Therapy and Motivational Enhancement Therapy (CBT-MET).Only Coping Power had
been initiated for implementation. Funds from other streams will be utilized to continue
the efforts to fully implement Coping Power in the three county area served through
ECCHCO. Meetings have occurred on how to capture the data within the DMH data
system once Coping Power is fully implemented through ECCHCO. In August of 2013,
Dr. Lochman at UA applied for a three-year Patient-Centered Outcome Research Institute
grant that would partner with DMH and community mental health centers to train up to
120 mental health clinicians to implement Coping Power and establish Coping Power
programs at multiple sites across the state.

Evidence Based Practice # Served FY12 # Served FY13 # Served FY14
Actual Actual Target
Multi-systemic Therapy 0 0 0
Functional Family Therapy 0 0 0
Therapeutic Foster Care 0 0 0

SAMHSA Child Mental Health Initiative/System of Care (SOC) Grant (The
ECCHCO Project) was awarded to DMH in October 2010. This grant application
represented a unique opportunity to develop a system of care that would serve children
with serious emotional disturbance and their families in a three county rural community.
DMH contracted with a community mental health center for the implementation with
DMH working closely with this system of care process. This project addressed the
comprehensive needs of child and adolescents with SED and their families by
implementing a s