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August 30, 2005

LouEllen M. Rice

Grants Management Officer

Division of Grants Management, OPS

Substance Abuse and Mental Health Services Administration

One Choke Cherry Road

Room 7-1079

Rockville, MD  20857

Dear Ms. Rice:

I am pleased to designate Kevin W. Concannon, Director, Iowa Department of Human Services, to administer the Center for Mental Health Services (CMHS) Performance Partnership Block Grant for the State of Iowa for the Federal Fiscal Year 2006.  If approved, Iowa’s share of federal funds shall be used to implement the State Mental Health Plan during the State Fiscal Year 2007.  Mr. Concannon will function as my designee for all activities relative to the CMHS Performance Partnership Block Grant application.

Additionally, I designate Mary Nelson, Division Administrator, Division of Behavioral, Developmental and Protective Services for Families, Adults and Children, Iowa Department of Human Services, to prepare and submit the State’s application to the Center for Mental Health Services, and make modifications to the application, if needed.

On behalf of Iowa, I appreciate the opportunity to apply for financial support and technical assistance from your agency to help us establish an organized system of care for children, adults and families in need of mental health services and supports in Iowa.

Sincerely,

Thomas J. Vilsack

Governor

TJV/LS:kh

cc:  Kevin W. Concannon

       Mary Nelson

 

 

 

August 30, 2005

 

Lou Ellen Rice

Grant Management Office

Division of Grants Management, OPS

SAMHSA

1 Choke Cherry Road

Room 7-1091

Rockville, MD  208507

For overnight and express mail, zip is 20850

 

Subject:  CMHS Performance Partnership Block Grant, FFY 2006

(State Fiscal Year 2007) 

 

Dear Ms. Rice:

 

Please accept the following document as Iowa’s CMHS Performance Partnership Block Grant application for FFY 2006. The Mental Health Planning and Advisory Council (MHPC) in a meeting on August 1, 2005 reviewed this document in draft form.  It has also been updated and available for MHPC and public input and comment regularly on the web site of the Iowa Consortium for Mental Health, while in development.  It has also been available for public comment throughout the past year, on the DHS web site, as well as the web site of the Iowa Consortium for Mental Health, www.icmentalhealth.org.  Iowa is submitting a one-year plan using the five (5) consolidated criteria. If approved, funds available under this grant shall be used to implement the proposed activities during the State Fiscal Year 2007.

 

Questions regarding this submission can be addressed to:

 

Ms. Lila P.M. Starr, Adult Mental Health Specialist, Olmstead Coordinator

Iowa Department of Human Services, Division of BDPS

Hoover State Office Bldg., 5th Floor N.E.

Des Moines, Iowa 50319-0114

Tel: 515/ 281-7270

Fax: 515/281-4597

E-Mail:  Lstarr@dhs.state.ia.us
 

Sincerely,

 

 

 

Kevin Concannon, Director
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Executive Summary

The mental health community in Iowa continues its efforts to transform its mental health delivery system.  It has been gratifying and reinforcing to see how many of the efforts being pursued here over the past few years are concordant with the goals set forth in the President’s New Freedom Commission report.  Highlights of some of the accomplishments in this regard over the past year are summarized below and further detailed in the body of this report.  

Parity bill passed

Mental health parity was first proposed in the Iowa legislature in the late 1970’s, and some form of parity legislation has been put forward almost every year since, each time being defeated.  Until 2005, that is.  Iowa now joins the vast majority of states in mandating equivalent insurance coverage of many “biologically-based” mental illnesses with those of physical illnesses.  While the bill was more limited than many advocates had hoped, specifically excluding coverage for substance-abuse, it was seen as a critical step in what is hoped to be an ongoing process towards full parity.  

Medicaid reform and Children’s SED waiver

Under the leadership of Gene Gessow, Iowa’s Medicaid Director, an extensive reform of Iowa’s Medicaid system was developed, and has recently been approved at the federal level by CMS.  (Senate File 841, also known as the Iowacare Act) One aspect of that proposed reform is a new waiver for children with serious emotional disturbance.  This will allow for Medicaid-eligible children who would otherwise require residential or institutional-level care to be served in community settings.  While still at a demonstration phase to include only up to 300 children at this point, this is seen as a major step forward in Iowa’s response to the Olmstead Decision in particular, and to the state’s broader effort to increase consumer and family choice in the location and types of services they receive.  

Evidence-based practices initiative 

Over the past several years, we have indicated in our block grant proposal that a major goal was to enhance the effectiveness of community-based mental health services by promoting the implementation of evidence-based practices.  This goal has been significantly advanced over the past year through changes in the way block grant dollars are being utilized.  As of July 1, 2005, all community-based provider agencies that receive block grant funding are required to use these funds for evidence-based practices for adults with SMI and children with SED.  This is, of course, much easier said than done, as it requires a definition of just what is meant by evidence-based practice, and how a provider agency demonstrates compliance with this vague mandate.  An ongoing work-group composed of planning council members, mental health center directors, and staff from DHS and the Iowa Consortium for Mental Health have developed application and review processes as well as capacity for oversight and technical assistance to allow this initiative to go forward.  A key element of this process includes the collection and reporting of standardized outcomes for all block grant funded programs serving adults with SMI and children with SED.  

Integrated treatment of co-occurring disorders

Stakeholders in both the mental health and substance abuse treatment communities have been increasingly aware of the need to optimally integrate treatment for the large number of consumers who have co-occurring disorders.  Sparked by a SAMSHA supported “policy academy” on this issue, initiatives are now underway to enhance integration in areas including assessment, documentation, credentialing, training and funding across mental health and substance abuse agencies.  

Standardized functional assessment initiatives

An overriding goal of Iowa’s mental health redesign effort has been to make access to quality mental health services more equitable around the state.  The type of mental health services a person receives should be driven by their needs rather than by the availability of local resources.   One strategy to address this issue on a systems level is to promote standardized functional assessment processes that would begin to track the match (or mismatch) between needs and services in a consistent manner.  Efforts have been ongoing on both the adult and child sides of mental health redesign to identify such processes, and pilot their use in various settings in terms of feasibility, reliability and validity.  

Preserving access to a full array of psychoactive medications

Like many states, Iowa enacted a preferred drug list (PDL) this year in an effort to curb ever-increasing pharmacology expenses within its Medicaid system.  At this point, psychoactive medications have been mostly exempted from this process.  However, given that psychoactive medications reflect a large and growing percentage of overall drug costs across all systems, this exemption may not be sustainable over time.  Educational and feedback efforts are being directed at prescribers to enhance their capacity to provide pyschopharmacological treatment in an evidence-based manner.  

Recovery-Oriented services

Increasing attention is being paid to the notion of enhancing recovery-oriented services in Iowa.  One part of this effort involves more clearly defining the core elements of a recovery-oriented mental health system, and then evaluating areas of strength and need within our existing system in this regard.  This year’s annual mental health conference, entitled “Recovery:  How do we walk the talk?” is an effort to keep this issue at the forefront of Iowa’s mental health community, and to identify concrete steps to move the system in this direction.  

We are hopeful that these and other ongoing initiatives described herein will enhance equitable access to effective mental health services for all Iowans.  

 

Children's Set Aside
	
	
	
	
	
	
	

	State Gross Expenditures for Mental Health Services
	Calculated SFY1994
	SFY2001 Actual
	SFY2002 Actual
	SFY2003 Actual
	SFY2004 Actual
	SFY2005 Estimated
	SFY2006 Projected

	Community Mental Health Block Grant*
	 $    700,000 
	 $ 1,175,045 
	 $ 1,561,038 
	 $   1,573,031 
	 $  1,721,072 
	 $ 1,909,400 
	 $ 1,909,400 

	10% of FFY1993 Grant
	 $    204,710 
	 
	 
	 
	 
	 
	 

	10% of FFY1994 Grant
	 $    204,719 
	 
	 
	 
	 
	 
	 

	State Share of Medicaid Managed Behavioral Health Care (Children)**
	 $ 9,302,733 
	 $ 8,967,455 
	 $11,233,002 
	 $ 11,252,346 
	 $ 12,087,676 
	 $13,143,922 
	 $ 13,143,922 

	TOTAL
	 $10,412,162 
	 $10,142,500 
	 $12,794,040 
	 $ 12,825,377 
	 $ 13,808,748 
	 $15,053,322 
	 $ 15,053,322 

	Source:
	
	
	
	
	
	
	

	      *The total for SFY1994 represents 50% of the block grant, where the totals for 2001, 2002, 2003  and 2004 represents the total block grant funds spent on children's mental health
	
	

	 services. 
	
	

	     **DHS Medicaid Staff
	
	
	
	
	1718063.685
	1718063.685


Maintenance of Effort

	Gross expenditures for mental health services to children and adults by funding source: FY 2000 through FY 2004

	State Gross Expenditures for Mental Health Services
	
	SFY 2002 Actual
	SFY 2003 Actual
	SFY 2004 Actual
	SFY 2005 Estimated
	SFY 2006 Projected

	State Expenditures to Adults with Mental Illness through County System*
	
	 $10,037,038 
	 $  10,601,034 
	 $  10,901,224 
	 $  11,314,007 
	 $  11,507,517 

	State Expenditures to Adults with Chronic Mental Illness through County System*
	
	 $27,020,865 
	 $  25,722,941 
	 $  26,451,339 
	 $  27,452,937 
	 $  27,922,480 

	State Funded Mental Illness Housing Services (Adults Only)**
	
	 $     121,200 
	 $               -   
	 $               -   
	 $               -   
	 $               -   

	State Share of Medicaid Managed Behavioral Health Care (Adults & Children)***
	
	 $25,616,507 
	 $  25,693,874 
	 $  26,643,973 
	 $  28,673,764 
	 $  28,840,909 

	State Payment Program for Mental Health Services (Adult Only)****
	
	 $  6,196,321 
	 $    6,167,779 
	 $    6,749,250 
	 $    6,552,113 
	 $    7,430,052 

	State Share of Medicaid Adult Rehabilitation Option*****
	
	 $     642,370 
	 $    1,658,084 
	 $    1,776,007 
	 $    2,310,418 
	 $    2,310,418 

	TOTAL
	
	 $69,634,302 
	 $  68,185,627 
	 $  70,745,787 
	 $  73,992,821 
	 $  75,700,958 

	Source:
	
	
	
	
	
	

	      *County Management Information System (CoMIS) data 
	
	

	     **Appropriation discontinued after SFY 2002
	
	
	

	    ***DHS Medicaid Staff
	
	
	
	

	   ****DHS Financial Services
	
	
	
	

	 *****New Medicaid Service in SFY 2002
	
	
	


Iowa Mental Health Planning and Advisory Council Bylaws

ARTICLE I – NAME

The name of this organization shall be the Iowa Mental Health Planning and Advisory Council.

ARTICLE II – DUTIES AND ACTIVITIES
The purposes of the Iowa Mental Health Planning and Advisory Council (the Council) shall be as set forth in federal law (42 USC 300x-3, Pub. Law 102-321, July 10, 1992, ADAMHA Reorganization Amendments, Public Health Service Act, 106 State. 382.).

Section 1. Duties

A.  To review mental health plans provided to the Council pursuant to 42 USC 300X-4 (a) for Iowa and to submit to the state of Iowa any recommendations of the Council for modifications to the plans;

 

B.  To serve as an advocate for adults with serious mental illness, children with a serious emotional disturbance, and other individuals with mental illnesses or emotional problems;

 

C.  To monitor, review, and evaluate, not less than once each year, the allocation and adequacy of mental health services within Iowa; and

 

D.  To affiliate, join, and collaborate with groups, organizations, and professional associations that the Council may designate or choose to advance its stated purposes under these bylaws and federal law; and, specifically, to join the National Association of Mental Health Planning and Advisory Councils.

Section 2. Activities

A.
To organize as an effective council;

B.
To participate in the development of the state’s Center for Mental Health Services (CMHS) Performance Partnership Block Grant application;

C.
To provide recommendations on state goals according to criteria of the CMHS Block Grant;

D.
To advise on the allocation of monies received by the Mental Health Authority under CMHS Performance Partnership Block Grant funding;

E.
To review the State Medicaid (Title XIX) Plan and make recommendations to the Mental Health Authority;

F.
To advise the Mental Health Authority on matters that may affect the stated purposes of this Council;

G. 
To report to the director of the Center for Mental Health Services;

H.
To report to the governor of the state of Iowa; and

I.
To perform other duties as required by federal regulations.

ARTICLE III – MEMBERSHIP
Section 1. General

To the extent feasible, the membership of the Council shall represent the diverse population of the state of Iowa.

In each category specified in this Article III, Section 3, Subsections A-E, the listed entities shall be allowed ongoing representation.  The individuals appointed by the principal state agencies (subsection A) and the public and private entities (subsection B) must be confirmed by the Council.

Section 2. Requirements

The Mental Health Planning and Advisory Council shall abide by the following federal requirements:

A.
The ratio of parents of children with a serious emotional disturbance to other members of the Council shall be sufficient to provide adequate representation of such children in the deliberations of the Council; and
B
Not less than 50 percent of the members of the Council shall be individuals who are not state employees or providers of mental health services.


(1) A provider is someone who receives money, from any source, to provide direct services.

(2) Advocacy, education, and training organizations and their employees shall not be considered providers of mental health services under these bylaws.

(3) Volunteers and advisory and other members of governing board shall not be considered as providers solely because of such status. They must meet the definition of "provider" in B (1).

(4) Volunteers and advisory board members shall not be considered as providers solely because of their status as board members.

Section 3. Membership Categories

Membership shall be the following:

A. The principal state agencies with respect to Mental Health, Education, Vocational Rehabilitation, Criminal Justice, Housing, Social Services, and Medical Services (Title XIX); Eight (8) members:
Mental Health

Education  

Vocational Rehabilitation

Criminal Justice

Juvenile Justice

Housing

Social Services

Medical Services —Title XIX

 

The Council must confirm individuals appointed by the above organizations.

B.
Public and private entities concerned with the need, planning, operation, funding, and use of mental health services and related support services; Six (6) members, including at least:
Iowa State Association of Counties

Iowa Association of Community Providers

Judicial Advocates

Iowa Protection and Advocacy

 

The Council must confirm individuals appointed by the above organizations.

C.
Adults with serious mental illnesses who are receiving (or have received) mental health services; Six (6) members.

D.
The families of such adults or families of children with emotional disturbance; Ten (10) members – (Four (4) representing Adults; Six (6) representing Children):

Adult representatives: 

    NAMI Iowa 
Children representatives:

    NAMI Iowa

    Iowa Federation of Families for Children’s Mental Health

 

E. 
Other individuals or organizations determined by the Council: Four (4) members.

ARTICLE IV – MEETINGS
Section 1. General

A. Regular and special meetings of the Council shall be called by either:

(1) the chairperson; or

(2) eight (8) or more members

A. The Council shall meet no less than four (4) times a year.

B. Meetings shall be conducted according to “Roberts Rules of Order (Revised)” and comply with Iowa Code ch.21 (Open Meetings) and Iowa Code ch.22 (Open Records).

C. Members shall be given at least two weeks advance notice of regular meetings. Special meetings may be called and noticed if necessary. Meeting notices must include place, date, and hour. Agendas shall be posted as required by law.

D. The Council’s annual meeting shall take place at the next regular meeting following the annual federal review of the Iowa State plan.

Section 2. Voting Rights

A. 
Each Council member in attendance shall hold one vote. 
B. 
Members may attend by telephone, if technically possible at the meeting location and pre-arranged with staff.

C. 
Under general ethical principles regarding conflict of interest in Iowa Code Ch 68B (Conflicts of Interest), members of the Council shall recuse themselves when they have or anticipate having a direct financial stake in the outcome of a Council decision, independent of their status as providers of mental health services.
Section 3. Quorum

No less than two-thirds of the members eligible to vote (34) constitute a quorum. If during a meeting the number of members present is reduced below a quorum, the meeting may continue but no vote may be taken. A majority of the quorum is needed to accept any matter put to a vote.

Section 4. Vacancies

A. Individual Council membership ends when:

(1) A member resigns or dies; or

(2) A member is deemed inactive by the Council upon the relevant facts having been presented; or

(3) A member’s term ends, and the member is replaced by the sponsoring organization and confirmed by the Council; or

(4) A majority of the Council terminates the member for just cause, as defined by that majority.

A. After three consecutive absences, the member shall be notified that his/her position will be declared vacant. Failure to notify shall not constitute a waiver of the attendance requirements. The Council shall determine final action.

B. Providing for telephone attendance fulfills the attendance requirements of these bylaws.

C. An individual’s termination of membership does not terminate a designated organization’s representation on the Council as provided for in Article III, Section 1.

Section 5. Terms of Office

The term of office shall be three years.  All terms shall be staggered to ensure that not more than one-third of the Council members are new members.

ARTICLE V – OFFICERS AND COMMITTEES
Section 1. Officers

The officers of the Council shall be a chairperson, vice-chairperson, and secretary.

Section 2. Nomination and Election

Officers shall be nominated by the nominating committee and elected annually during the annual meeting. A quorum of Council members shall elect them by majority vote.

Section 3. Term of Office

Officers shall be elected for a one-year term. There shall be no limit to the number of terms elected to office.

Section 4. Duties
Duties of the officers are as follows:

A. The chairperson shall:

(1)
Report to the federal government, Iowa governor, and designated persons/organizations; 

(2) Notify members of meetings;

(3) Preside at Council meetings;

(4) Serve as liaison between the Council and other groups and organizations;

(5)
Communicate with and regularly report to the Council;

(6) submit an annual operating budget to the Mental Health Authority; and

(7)
Perform other miscellaneous functions, as developed or designated by the Council.

B. The vice-chairperson shall:

(1) Assume the chairperson’s duties if the chairperson is unable to do so;

(2) In the case of permanent inability of the chairperson, act temporarily as chairperson until the Council selects and elects a new chairperson; and

(3) In the absence of the secretary in a meeting, serve as secretary. 

C.
The secretary shall:

(1)
Take minutes of any and all meetings of the Council, maintain accurate votes of Council business and motions, and perform other duties, as designated by the Council; and

(2)
Ensure that all minutes of meetings and records of the Council’s business shall be compiled and preserved in perpetuity by the Mental Health Authority.

Section 5. Standing Committees

A. Nominating Committee

(1)  The nominating committee shall consist of 3 or 5 Council members elected by the Council.

(2)  The nominating committee shall nominate persons for chairperson, vice-chairperson, and secretary for consideration by the entire Council.
(3)  The nominating committee shall be responsible for receiving, soliciting, and reviewing applications for Council membership, including from sponsoring organizations when appropriate, and making recommendations to the Council.
(4)  Election or confirmation of an individual member or of a slate nominated by the committee will normally take place at the annual meeting, but may be called at another date at the discretion of the chairperson, if the annual meeting date is unduly distant.
Section 6. Ad Hoc Committees

The Council shall create and appoint ad hoc committees to carry out any necessary Council business or activities that are not expressly provided for in these bylaws.

ARTICLE VI – CONFLICT OF INTEREST

Members of the Council shall disclose any known conflict of interest prior to participating in discussions and shall recuse themselves when they have or anticipate having a direct financial stake in the outcome of a Council decision, independent of their status as providers of mental health services.

Members may partake in discussions so long as that discussion does not convey the members’ position on the matter.

ARTICLE VII – BYLAWS
The bylaws of the Iowa Mental Health Planning and Advisory Council may be revised as follows:

A.
A majority vote of all Council members can alter, amend, or repeal these bylaws, or adopt new ones after two separate readings and consideration of any proposed alterations, amendments, or repeal.

These bylaws may be altered, amended or repealed at a regular or special meeting of the Council, provided that the proposed amendments have been given a first reading at a prior meeting or that the amendments were submitted to the membership in writing at least two weeks in advance of the meeting where the vote will take place.

B.
An ad hoc bylaws committee shall be created by the chairperson when necessary for the consideration and development of amendments proposed by Council members or by the officers.

***********

By-laws revision accepted by vote on August 4, 2003.

 

Chairperson signature and date___________________________8/4/03__________

 

First reading:  06/23/03
                Second reading:  08/04/03   

State Mental Health Planning Council Membership List and Composition

Table 1: State Mental Health Planning Council Membership List 

	Name

e-mail address
	Type of Membership
	Agency or Organization Represented
	Term Expires
	Address, Phone & Fax

	Cheryl Whitney

cwhitne@dhs.state.ia.us

	Principal State Agency, Social Services, Block Grant Recipient 
	Dept. of Human Services
	2007
	Johnson Co. DHS

911 North Governor

Iowa City, IA  52245

Ph: 319-339-6169, ext. 343

Fax: 

	Micheleen Maher (Secretary)

Micheleen.Maher@iowa.gov

	Principal State Agency, Vocational Rehabilitation 


	Dept. of Education,

Vocational Rehab.


	2006
	Jesse Parker Bldg

510 E. 12th St

Des Moines, IA 50319

Ph: 515-281-4146

Fax: 515-281-4703

	Susan Bakker

sbakker@dhs.state.ia.us

	Principal State Agency, Mental Health (Cherokee MHI), also works part-time for CMHC as provider, Block Grant Recipient
	Dept. of Human Services, Cherokee, Iowa 
	2007
	Cherokee MHI

1251 West Cedar Loop

Cherokee, IA  51012

Ph:  712-225-6957

Fax: 712-225-6925

	Carla Pope

Carla.Pope@ifa.state.ia.us

	Principal State Agency, Housing, Block Grant Recipient 
	Iowa Finance Authority
	2006
	200 East Grand

Des Moines, IA 50309

Ph: 515-242-4846

Fax: 

	Sally Nadolsky

Snadols@dhs.state.ia.us

	Principal State Agency, Medical Services
	Dept. of Human Services, Medical 
	2007
	Iowa Medicaid Enterprise

100 Army Post Road

Des Moines, IA  50315

Ph: 515-725-1142

Fax: 515-725-1010

	Suana Wessendorf 

Suana@uswest.net
	Principal State Agency, Education 
	Dept. of Education
	2005
	Grimes Bldg, 3rd Flr

Des Moines, IA 50319

Ph: 515-281-5447

Fax:

	Richard Moore

Dick.moore@iowa.gov
	Principal State Agency, Juvenile Corrections
	Dept. of Human Rights, Criminal Juvenile Justice Planning
	2007
	Lucas Bldg

Des Moines, IA 50319

Ph: 515-242-5823

Fax: 515-242-6119

	John Spence 

John.Spence@doc.state.ia.us

	Principal State Agency, Adult Corrections, Block Grant Recipient
	Department of Corrections
	2005
	Iowa Medical and Classification Center

Box A.

Oakdale, IA  52319

Ph:  319-626-4247

Fax:  319-626-4242

	Barry Buchanan

Grumpa46@mchsi.com
DBSASWIowa@fbx.com

	Adult Consumer
	DBSA of SW Iowa
	2005
	56797 560th Street

Atlantic, IA  50022

Ph: 712-243-7943

Fax: 

	Mary Hughes 

Mchughes@kctc.net
	Adult Consumer 


	MHMRDDBI Commission 
	2005
	P.O. Box 317

Kalona, IA 52247

Ph: 319-656-2356

Fax: none

	VACANT 
	Adult Consumer
	
	2006
	Ph:  

Fax: 


Table 1 (continued) Membership of MHPC
	Name

e-mail address
	Type of Membership
	Agency or Organization Represented
	Term Expires
	Address, Phone & Fax

	Jerry Mayes (Vice-Chair)

teachus@mcleodusa.net

	Adult Consumer
	
	2005
	106 East 3rd Street

Apt. 307, Waterloo, IA 50703

Ph: 319-961-6539

Fax: none

	VACANT
	Adult Consumer
	
	2006
	Ph:  

Fax:

	Alice Holdiman

Holdimal@yahoo.com
	Adult Consumer
	Olmstead Real Choices Consumer Taskforce, NAMI, Recovery Groups of Iowa
	2005
	405 E. Water Street

Decorah, IA  52101

Ph:  563-382-3600

Fax:  563-382-3600

	Margaret Stout

Mstout123@aol.com

	Family Member of an Adult with SMI,

Advocacy Organization
	NAMI National, NAMI Iowa Exec. Director
	2005
	5911 Meredith Dr. #E

Des Moines, IA 50322

Ph: 515-254-0417

Fax:

	Brenda Hollingsworth 
Brenda-hollingsworth@uiowa.edu

	Family Member of an Adult with SMI,

State Employee, Block Grant Recipient
	Iowa Consortium for Mental Health
	2006
	736 14th Ave

Coralville, IA 52241

Ph: 319-353-5436

Fax: 319-353-5439

	Alice Book

LABookin@aol.com
	Family Member of Adult with SMI
	NAMI Iowa
	2005
	617 34th St

W. Des Moines, IA 50265

Ph:

Fax:

	June Lackore  

june@wctatel.net

	Family Member of an Adult with SMI, provider
	NAMI Board, Co-facilitator Family-to-family
	2006
	16717 345th Street

Forest City, IA  50436

Ph:  641-581-4009

Fax:  none

	Lori Reynolds

Lori@iffcmh.org
	Parent of Child with SED
	IA Federation of Families,

MHMRDDBI

Commission 
	2007
	106 South Booth

Anamosa, IA 52205

Ph: 319-462-2187

Fax: 319-462-6789

	Terri Zirkelbach

Terri@iffcmh.org
	Parent of Child with SED
	IA Federation of Families
	2007
	15595 130th Ave

Scotch Grove, IA 52310

Ph: 319-465-5606

Fax: 319-462-6789

	Ronda Swolley

rondaswolley@mchsi.com

	Parent of Child with SED
	NAMI, IFFCMH
	2007
	2792 Crestline Avenue

Waterloo, IA 50702

Ph: 319-291-6737

Fax: none

	Pat Crosley (Chair)

Pcrosley@magellanhealth.com

	Parent of Child with SED, Provider
	Magellan Behavioral Care of Iowa
	2007
	2600 Westown Parkway

West Des Moines, IA 50266

Ph: 515-273-5086

Fax: none 

	Candy Taylor

Prozacmomx3@aol.com

	Parent of a Child with SED
	Positive Behavioral Support Alliance
	2006
	8602 Westown Parkway, #2407

West Des Moines, IA  50266

Ph:  515-991-1858

Fax: none

	Tammy Riley

Triley@creston.k12.ia.us
	Parent of a Child with SED
	Creston Community Schools
	2005
	1106 Pear Ave.

Prescott, IA  50859

Ph:  641-322-5435 (h)

Ph:  641-782-2116 (w)

Fax:  641-782-9502


Table 1 (continued) Membership of MHPC 

	Name

e-mail address
	Type of Membership
	Agency or Organization Represented
	Term Expires
	Address, Phone & Fax

	VACANT 
	Public/Private Entity


	Iowa State Association of Counties 
	2005
	Ph: 

Fax: 

	Donna Meck
Dmeck@co.black-hawk.ia.us

	Public/Private Entity,

Judicial Advocate
	Judicial Advocate 
	2007
	1347 127th Ave

Dundee, IA 52038

Ph: 319-291-2400

Fax: 319-291-2406

	VACANT
	Public/Private Entity,

Advocacy Organization
	Iowa Protection and Advocacy


	2006
	Ph: 

Fax: 

	VACANT
	Public/Private Entity
	Iowa Association of Community Providers 
	2007
	Ph: 

Fax: 

	VACANT
	Public/Private Entity


	
	2006
	Ph: 

Fax: 



	Scott Shafer 

Sshafer@orchardplace.org
	Public/Private Entity,

Provider, Block Grant Recipient
	Child Guidance Center
	2007
	808 5th Avenue

Des Moines, IA 50309-1315

Ph: 515-244-2267

Fax:

	VACANT
	Other 
	
	2006
	Ph:  

Fax:  

	Connie Fanselow

Tlciowa@mcleodusa.net
	Other, Child Advocate
	The Legal Center for Special Education
	2005
	317 E. 6th 

Des Moines, IA  50309

Ph: 515-309-0033

Fax:

	Karen Schurke

Schurke@netins.net

	Other, Provider, Block Grant Recipient
	West. IA. Comm. MHC
	2006
	2020 1st Ave

Denison, IA 51442

Ph:

Fax:

	Rep. Ro Foege
Rfoege@legis.state.ia.us

	Other, Legislator,

State Employee
	Child Advocate,

Legislator
	2006
	412 4th Ave S

Box 128

Mt. Vernon, IA 52314

Ph: 319-895-6043

Fax: 319-895-6198

	
	
	
	
	

	STAFF
	
	
	
	

	Lila P. M. Starr

lstarr@dhs.state.ia.us
	Staff 

Non-Member
	Dept. of Human Services, Adult MH Specialist
	Ongoing from 2000
	Hoover Bldg, 5th Flr

Des Moines, IA 50319

Ph: 515-281-7270

Fax: 515-242-6036

	Mary Mohrhauser

Mmohrha@dhs.state.ia.us
	Staff 

Non-Member
	Dept. of Human Services, Ch. & Adol. MH Specialist
	Ongoing from 2003
	Hoover Bldg, 5th Flr

Des Moines, IA 50319

Ph: 515-242-6845

Fax: 515-242-6036

	Jim Overland

joverla@dhs.state.ia.us
	Staff

Non-Member
	Dept. of Human Services, Bureau Chief, Community Services
	Ongoing
	Hoover Bldg, 5th Flr

Des Moines, IA 50319

Ph: 515-281-8908

Fax: 515-242-6036


The Nominations Committee recommended some term adjustments in July of 2004 and those were adopted by the MHPC on August 2, 2004.  In accordance with those adjustments, there will be 11 terms expiring in 2005, 12 in 2006, and 11 in 2007.  These adjustments were approved in an effort to see that 1/3 of the Council’s terms expire each year, in accordance with the expectations laid out within the by-laws.  

Table 2: Planning Council Composition by Type of Membership

	Type of Membership
	Number
	Vacancies
	Percentage of Total Members

w/vacant
	Percentage of Total Members when full

	Adult Consumers 
	4
	2
	11.76
	17.65

	Parents/Guardians of Children with SED 
	6
	0
	17.64
	17.65

	Other Representatives
	3
	1
	8.82
	11.76

	Family Members of Adults with SMI
	4
	0
	11.76
	11.76

	State Employees (8 principal State Agency representatives, * see note below regarding two other members counted in other categories, who are also state employees)
	8

(*10 total)
	0
	23.53
	23.53

	Public and Private Entities
	2
	4
	5.88
	17.65

	Total Members
	27*
	7
	79.38%
	100%

	Total Membership at Capacity
	34*
	
	
	100%


At no time in the official count of the Council are we counting one individual more than one time.  However, there are members who are categorically counted in one way, but also are state employees, or employed by provider agencies, etc.  There are 34 members on the Council.

*One member is both a state employee and a family member of an adult with SMI.  She serves as a family member of an adult with SMI and as a result is shown in the table in two categories.  

*One member is a member of the Iowa Legislature and as a result is a state employee.  He serves in the “other” category, as a child advocate, and as a result is shown in two categories.  

The By-Laws were amended in 2003 to reflect 34 as the current membership total.  
Table 2A: Planning council composition: State employees and providers vs. others

	
	Number w/vacant
	Anticipated 

Number when full
	% of total with

vacant
	% of total when full

	Individuals who ARE NOT state employees and/or providers of mental health services


	13


	18
	39%
	53 %

	
	
	
	
	

	Individuals who ARE state employees and/or providers of mental health services


	14

10 state

4 provider
	16

10 State

6 provider
	41%
	47%

	Total
	27
	34
	100%
	100%


The table above was updated 08/05

Formula:  2.94 x number of members in category = percentage of total council membership

Note: 1) The ratio of parents of children with SED to other members of the Council must be sufficient to provide adequate representation of such children in the deliberations of the Council, 2) State employee and provider members shall not exceed 50% of the total members of the Planning Council, and 3) Other representatives may include public and private entities concerned with the need, planning, operation, funding, and use of mental health services and related support services.  

Table 2B: Planning Council Members by Type of Membership

	Adult Consumers:

1) Jerry Mayes, Vice Chair 

2) Mary Hughes

3) Barry Buchanan

4) VACANT

5) Alice Holdiman

6) VACANT


	State Employees:

1) Cheryl Whitney, (SS) DHS*

2) Michaleen Maher, DVRS, Secretary

3) Susan Bakker, (MH) DHS, Provider*

4) Carla Pope, IFA, *

5) Sally Nadolsky, DHS

6) Suana Wessendorf, DOE

7) Richard Moore, CJJP

8) John Spence, DOC, *

9) Brenda Hollingsworth, U of IA

10) Ro Foege, Legislator

	Family Members of Children with SED:

1) Lori Reynolds

2) Pat Crosley, Chair, Provider

3) Terry Zirkelbach

4) Ronda Swolley

5) Candy Taylor 

6) Tammy Riley
	Family Members of Adults with SMI:

1) Brenda Hollingsworth, state employee*

2) June Lackore, Provider

3) Alice Book

4) Margaret Stout

	Other:

1) Ro Foege, Child advocate, Legislator, state employee

2) VACANT

3) Connie Fanselow

4) Karen Schurke, Provider*
	Public and Private Entities:

1) VACANT

2) Scott Shafer, Provider*

3) Donna Meck, Judicial Advocate

4) VACANT

5) VACANT

6)   VACANT


Vacancies: 1 

*= Organization/individual receives CMHS Block Grant funding, 7 current members in this category

With regard to the conflict of interest issues, the By Laws of the MHPC were amended in 2003 and attempts were made to move toward resolution of concerns previously raised at federal peer review meetings.  Technical assistance was and continues to be requested regarding whether the changes were sufficient to address the concerns.  A committee was designated to look at the possibility of amending the By Laws again as of the last writing of this plan.  The committee began meeting in September of 2004.  Revised draft By Laws were presented to the Council in early 2005, but were not adopted by the Council.  Since that time, another small group of members has come up with another set of proposed draft By Laws.  These were also not adopted by the membership.  There has been discussion of waiting until after the next annual meeting to convene another By Laws Committee.  

 

Planning Council Charge, Role and Activities

The Iowa Mental Health Planning Council was established in 1987 by the State Mental Health and Developmental Disabilities Commission, a policy-making body established pursuant to Section 225.C of the Iowa Code. Initially, the Council was established as a sub-committee of the MHDD Commission with members appointed for two-year terms. In August 1995, the Council acquired a distinct status to meet the intent of the federal requirements of Section 1914 (b) of Public Law 102-321. The Council currently meets no less than four times per year. It represents a cross-section of constituencies and interest groups. At least 50% of its members must be consumers, family members, advocates, and others who are not state employees or providers.

 

Planning Council Charge

According to Attachment A, Section 1914 of the "Community Mental Health Services Block Grant Agreements," signed by Iowa Governor Thomas Vilsack, the State will establish and maintain a State Mental Health Planning Council.  The duties of the council are:

1. To review plans provided to the Council pursuant to section 1915(a) by the State involved and to submit to the State any recommendations of the Council for modifications to the plans;

2. To serve as an advocate for adults with a serious mental illness, children with a serious emotional disorder. 

3. To monitor, review, and evaluate, not less than once a year, the allocation and adequacy of mental health services within the State
 

Planning Council Mission
The Council's mission, adopted in November, 1995, reads:

 

· To identify and recommend to all stakeholders a plan of core services to be developed and provided statewide on an equitable basis for adults with a serious mental illness and children and adolescents with a serious emotional disorder.

 

The Council adopted revised by-laws on August 4, 2003 and revised its membership structure in accordance with the federal guidelines contained in Section 1914-0 of Public Law 102-321. The next annual election of officers is scheduled for fall 2005. The Iowa Mental Health Planning Council is a member of the National Association of Mental Health Planning and Advisory Councils. 

 

Planning Council Guiding Principles
The Mental Health Planning Council, the Division of BDPS, consumers, families, advocates, and service providers share a common set of beliefs that define the values of the system. These principles form the basis on which this plan was developed and from which future policies, programs and strategies will be developed and evaluated. These principles are:

 

1. 
Individuals with serious mental illness have the same inalienable fundamental rights as any other person. These rights include the right to vote, freedom of speech, freedom of religion, freedom of sexual expression, protection from denial of life, liberty, and property, and the pursuit of happiness, and freedom from discrimination because of illness or disability.

 

2.
Individual and family strengths and needs should be the basis for service delivery. The individual’s abilities, needs and preferences shall determine the type and intensity of services.  Individuals shall have access to an appeals process and shall maintain the right to refuse services and supports.

 

3.
Individuals with serious mental illness and their families shall have the right to participate in identifying service needs and planning to meet those needs. Planning shall include utilization of the natural support systems to promote recovery, self-determination, and independence in the community.

 

4.
Individuals with serious mental illness shall be served in a manner that encourages the development of each person's unique competencies.

 

5.
Individuals with serious mental illness shall be provided the opportunity to live, work and recreate in a manner that is as close as possible to the manner in which other people live. Individuals shall be provided services in a manner that minimizes intrusion into and disruption of the individual’s life style while providing the supports and supervision needed.

 

6.
Services shall promote individualization and opportunities for personal choice.

 

7.
Services and supports shall be geographically and financially accessible to all persons. Individuals and families shall be served in a manner that enhances family and peer supports.

 

8.
Development and availability of financial support for services should be based on individual strengths and needs rather than determined by program definitions or service settings.

 

9.
A sufficient number of appropriately trained persons shall be available to provide needed services and supports. Necessary resources shall be available for use by these persons.
 

10.
Persons with mental illness and their family members shall play an active role in service and support system planning, implementation, and evaluation.

 

11. Individuals with serious mental illness and their family members have insights into the service system and the provision of services. Their expertise shall be utilized whenever possible in the planning, implementation, provision, and evaluation of these services and supports.

 

12. Individuals with serious emotional disorders should receive services without regard to race, religion, national origin, sex, physical disability or other characteristics, and services should be sensitive and responsive to cultural differences and special needs.

State Mental Health Planning Council Comments and Recommendations


See attached letter from Patricia Crosley, Chairperson of Iowa’s Mental Health Planning and Advisory Committee.

Report on FY 2005 Block Grant Activities

Services for Adults with Serious Mental Illness

An amount of approximately $900,000 was utilized to contract with forty-one Community Mental Health Centers and other accredited mental health providers to provide services for adult with serious mental illness. Some of these programs provided treatment, rehabilitation and support services to adults with a serious mental illness who do not meet the eligibility criteria for existing funding sources such as Medicaid and County Management Plans. Others have developed new and previously unavailable programming to serve this population through their block grant contracts such as senior mental health outreach, medication management programs, indigent medication programs, and/or others. Others have used the funds to provide emergency services, which are required of accredited mental health centers to provide, but where funding is not available in the local community. For the most part, services are individualized, needs and abilities‑focused and organized according to the following components which are to be provided by organizational staff directly or through linkages with other community resources:  1) outreach to appropriate support or treatment services; 2) assistance or referral in meeting basic human needs; 3) assistance in housing and living arrangements; 4) mental health treatment; 5) crisis intervention and assistance; 6) social and vocational assistance; 7) transportation; 8) medication management; 9) peer support and education; 10) protection and advocacy; and 11) service coordination and development of natural support systems aimed at improved functioning level of the consumer and families.  These monies supported the provision of mental health services to an average of 1962 adults with SMI per quarter during SFY 05, which is a decrease of 514 individuals per quarter from SFY 2004.  (SFY 2004 average = 2476) See table below.

 

Services for Children with Serious Emotional Disturbance 
An amount of approximately $900,000 was utilized to fund a variety of services for an average of 1124   children with SED per quarter under the children’s allocation of the Performance Partnership Block Grant funds.  This number represents an increase of 56 per quarter from SFY2004.  (SFY2004 average = 1068)  These funds were allocated to (41) Community Mental Health Centers and other mental health care providers across the state.  Services include outreach, education and support for families of children with a SED, education and training for school personnel and local providers, increasing the availability of 24-hour crisis intervention for children with SED, coordination with local school districts, mental health evaluation, and treatment.  
 

Individuals served with Block Grant funds SFY2005*

	
	1st Quarter
	2nd Quarter
	3rd Quarter
	4th Quarter
	Yearly Total

	 
	 
	 
	 
	 
	

	Total adults served
	2078
	1926
	2569
	2867
	 9440

	Adults with SMI 
	1849
	1912
	2055
	2031
	 7847

	 
	 
	 
	 
	 
	

	Total children served
	1697
	2205
	3272
	4026
	11,200

	Children with SED
	862
	1071
	1231
	1334
	 4498


Consumer Resource and Outreach Project

The Consumer Resource and Outreach Project (CROP) began operation on April 1, 1995.  CROP, which also functioned as Iowa’s Office of Consumer Affairs until July 1, 2005, was housed within the Department of Human Services, Division of Behavioral, Developmental and Protective Services.  The Consumer Resource and Outreach Project, Inc. was created utilizing federal block grant funds and continued to receive funds for ten years on a sole source basis without need to compete against others for the funds.  Since July 1, 2005, CROP has moved out of the Hoover Building, but continues to exist, although not as Iowa’s Office of Consumer Affairs.  CROP’s primary missions have been direct outreach and education on recovery and self – advocacy, as well as representing the consumer interest to policy makers, funders and providers at the state and local level.

CROP received $100,000 in block grant funding for several years until 6/30/05, to carry out its mission and has received funding at that level for ten years beginning in 1995.  Additional funding has been provided for stipends, which CROP provided to mental health consumers to be able to attend the Annual Mental Health Conference (October of each year) and the Annual Consumer Conference (July of each year).  Total contract and amendments awarded to CROP in SFY2005 was approximately $135,000, which included funds they managed for the provision of consumer stipends to two statewide conferences. 

Iowa’s New Office of Consumer Affairs

During SFY 2005 a Request for Proposals (RFP) was issued for the purpose of soliciting proposals from qualified contractors to provide consumers with the ability to act as the Office of Consumer Affairs for the State Mental Health Authority.  Bids were submitted and a contractor was selected.  The Iowa Department of Human Services awarded a $50,000.00 contract to provide these services beginning in July 2005 and ending June 30, 2006.  The Office of Consumer Affairs is expected to administer funds, which may be provided to support consumer participation in the Annual Consumer Conference, generally held in July of each year, and the Annual Statewide Mental Health Conference, generally held in October of each year.  These awards in the past, have involved $10,000 for each of the two conferences.

 Iowa’s new Office of Consumer Affairs began providing services in July 2005.  It will continue providing many of the services formerly provided by the Consumer Resource and Outreach Project (CROP) for adult mental health consumers, but will also advocate on behalf of children.  The primary mission of the Office will be to represent the interests of consumers (both adults and children) in the planning and evaluation of mental health policy; develop liaisons with local, statewide, and national consumer leaders and collaborate with other state Offices of Consumer Affairs; advocate on behalf of consumers (both adults and children) with state agencies which impact the mental health system; develop and provide support for an informed consumer base; participate in Quality Assurance evaluations of local providers and programs; increase the involvement of consumers in their care and treatment; and promote empowerment on the part of consumers by educating them about their rights and responsibilities.

The Iowa Consortium for Mental Health   

The Iowa Consortium for Mental Health is a joint initiative involving the University of Iowa College of Medicine Department of Psychiatry, NAMI Iowa, University of Northern Iowa, Iowa State University, Iowa Department of Human Services and other organizations and individuals involved with the mental health system across Iowa. This program received $100,000 to provide technical assistance to the State Mental Health Authority (SMHA) (Iowa DHS), promote collaboration among mental health consumers and other stakeholders, enhance the research base of mental health services, and assist the state, local governments, providers and consumers in the formulation and development of information-based policy and clinical response for mental health services in the state.

 

The Consortium has been funded by the block grant since 1994. The mission of the Iowa Consortium for Mental Health is to identify and advance projects that enhance collaboration among community based mental health service providers, consumers, policymakers, and researchers. The goal of all collaborative efforts is to promote effective community based mental health services and service delivery systems for adults with serious mental illness and children with serious emotional disorders who live in Iowa and who receive mental health services in the public sector.

The Iowa Consortium for Mental Health sought and was awarded a contract, following a competitive bid process, for $150,000, to develop and deliver training and technical assistance regarding Evidence Based Practices in adult mental health, during SFY2004 and continuing into 2005 and 2006.  It is described in detail elsewhere in this plan.  Because the ICMH is operated within the University of Iowa, another State entity, it is possible for DHS to enter into agreements with the ICMH via Intergovernmental Agreement rather than traditional contracts.  

NAMI Iowa 

The National Alliance for the Mentally Ill of Iowa (NAMI) received $100,000 per year from the block grant from approximately 1994 through SFY 2005, to build a network of family education, peer support, and advocacy services for mental health consumers (children and adults) and their families in the state.  In SFY 2004, there was a decision to distribute any and all funds previously awarded to family, education, support, and advocacy organizations on a sole source basis, through competitive bidding.  As a result, NAMI no longer has a “standard allocation” contract with DHS as of July 1, 2005.  

 

NAMI Iowa’s mission is to achieve equitable services and treatment for Iowans living with severe mental illnesses and their families. Volunteer members of NAMI Iowa affiliates provide education and support, combat stigma; support increased funding for research, and advocate for adequate health insurance, housing, rehabilitation, and jobs for people with mental illnesses and their families.

Local affiliates and state organizations identify and work on issues most important to their community and state. Individual membership and the extraordinary work of hundreds of thousands of volunteer leaders is the lifeblood of NAMI's local affiliates and state organizations. The national office, under the direction of an elected Board of Directors, provides strategic direction to the entire organization, support to NAMI's state and affiliate members, governs the NAMI organization, and engages in advocacy, education and leadership development nationally.

NAMI Iowa has three educational programs designed to address the needs of mental health consumers, children and their families.  The programs utilize some block grant funds as well as other funding sources. These programs are:

· Visions for Tomorrow (Children), 2nd year. A program designed for primary, direct caregivers of children/adolescents with neurobiological disorders of the brain as well as those who exhibit behavior that strongly suggests such a diagnosis.

· Family-to-Family Education, 3rd year.  A program that provides basic education and skill training for family members and support persons and significant others who are faced with coping with the mental illness of a child, spouse, relative or friend.

· Peer-to-Peer Education, 1st year. This nine-week course is for individuals with serious or chronic mental illness.  Each two-hour session is taught by a team of three trained "mentors" who are personally experienced at living well with mental illness.

Iowa Federation of Families for Children's Mental Health

The Iowa Federation of Families for Children's Mental Health received funding through a “standard allocation” contract with DHS, from 1998 through SFY2004.  The Federation received an award of $50,000 for two years and the allocation was increased to $100,000 in 2000.  IFFCMH has also been funded by SAMHSA as Iowa’s Statewide Family Network for children’s mental health since 1998.   

During SFY2003, it came to the attention of the Iowa Department of Human Services that there was at least one other organization existing in the state which might have the capacity to serve as a statewide provider of outreach, information, advocacy and education services related to children with SED and their families.  Following consultation with contract staff and legal counsel, DHS determined that a sole source justification for contracting with the IFFCMH no longer existed
.  DHS notified the Federation during SFY 2004 that their contract with DHS would not automatically be renewed for SFY2005, but that the funding, in a similar amount, would be put out for competitive bid.  DHS released an RFP in May of 2004, in anticipation of making an award of funding and having a contract in place by July 1, 2004.  An award was initially announced, but was subsequently withdrawn.  At the time of the writing or last year’s State Plan, it was the intention of DHS to re-issue an RFP for children’s information, education, and advocacy services in the Fall of 2004.    

The mission of IFFCMH is to ensure that families have access to a comprehensive, coordinated, individualized, strength-based system of care in which they are seen as partners in determining the nature and volume of care provided, and that communities are supportive of families with children who have emotional/behavioral challenges.  The mission is carried out through several key activities:  a) information dissemination and training for families and professionals; b) individual advocacy for youth and family members in accessing services; c) non-judgmental personal support for families from other family members of children with mental health issues; d) information and referral services; e) outreach and community education to change attitudes and encourage support for families; f) policy and systems development and advocacy at the local and state level.  

The IFFCMH continues to operate in Iowa, with a similar mission. For more information on the IFFCMH, the organizational web site can be found at:  www.iffcmh.org.
Mid-Iowa Family Therapy Clinic, Inc. (MIFTC)

In December 2004, a contract was entered into, following an RFP process, with the successful bidder, Mid-Iowa Family Therapy.  This contractor has staff located throughout the state and is working diligently to become more of a statewide presence.  This contractor sponsored a two-day conference to address cultural diversity in mental health services for children.  The original contract was funded at $54,167.  The contract was renewed for SFY 06 for the amount of $75,000.  The contractor contributed an additional match of $25,000 for SFY 06.  SFY 06’s contract includes more work toward providing leadership to bring all the family advocacy groups together around children’s mental health issues and work collaboratively with the various family groups to sponsor another statewide conference for children’s mental health issues.  Evidence based practices will be the focus of this year’s conference.
MIFTC has several key activities to achieve service access and connections within communities for children with SED and their families.  One activity is the recruitment and training for parent advocates.  The role of the parent advocate is to provide support and guidance necessary to challenge systemic barriers to their child’s welfare. It is anticipated that lasting network of friendships and informal support resources, and a sense of community, will be facilitated. The parent advocate will receive specialized training from experts in the field of education, medical treatment, and legal and diversity issues.

MIFTC’s parent advisory council is made up of parents having a child with mental health issues. Recruitment of parents from diverse backgrounds is emphasized in order to gather information regarding diverse needs of families having a child with mental health issues.  The main goal of the council is to identify areas for improvement relating to advocacy, support, and training for children and their families having mental health concerns.

Mid-Iowa Family Therapy Clinic, Inc. provides services to individual children, families, community providers and others, statewide assistance to identify, promote, and secure community, educational, and support services to meet an individual child’s or family’s mental health needs.  Information requested of clients may include, but is not limited to: educational services, legal rights relating to educational and health care services, general information on healthcare services, health insurance, treatment services, and methods that may be used to secure mental health services.  For more information on this organization, the web address is:  www.midiowafamilytherapy.org.  

Iowa Respite and Crisis Care Coalition (IRCC):

A sole source contract was entered into with IRCC in December 2004.  Sole source contracting was done, as this is the only such agency that could provide respite services on a statewide basis.  It is a very family driven service as families locate their own respite providers and negotiate the rate of payment.  IRCCC acts as the fiscal agent to then pay the providers of respite care for children with SED.

A total of $240,000 was contracted to provide respite and crisis care services to families of children with SED.  This contract ends September 30, 2005, and it is fully expected that the funding will run out before the contracts ends.  The contract provided up to $1500 per child and up to $3000 for families with two or more children with SED.  Feedback from families who have used the services have been more than satisfactory.  Depending on available funding, such a contract may be utilized again in future years. 

The following projects were funded utilizing 28E agreements, intra/inter-agency contracts.

Systems of Care/Wraparound Planning

In SFY 2004, the MHPC began supporting the development of local systems of care/wraparound services by funding planning efforts.  The planning efforts in SFY 2004 resulted in six local projects submitting work plans and budgets to begin implementation of a local system of care for children with SED.  The final plans and budget proposals from these projects exceeded $2,200,000 for implementation of the models developed during the planning phase.  

To continue the effort to begin systems of care, approximately $430,000 in SF 2005 CMHS Performance Partnership Block Grant funds were contracted to aid development and implementation of local systems of care/wraparound service delivery to children with serious emotional disturbances and their families. The funding was allocated to six of the eight DHS service areas. (DHS has 8 service areas within the states ranging from  8 to 16 counties)

The geographic areas for each of the six projects ranged from one county within a service area to an entire service area of 12 counties.  In total, 40 of Iowa’s 99 counties are involved in the 6 projects.

A table, providing more detailed information about each of the projects and how each “community” is developing its system of care, can be found in the appendix.

Development of the Iowa Coalition on Aging and Mental Health (ICMHA)

The Center on Aging at the University of Iowa entered into an Intergovernmental Agreement with DHS, in order to address three primary activities: 1) Development and implementation of the Iowa Coalition on Aging and Mental Health, and 2) Research on the status of mental health services to Iowa’s population age 60 and above, and a set of recommendations with regard to the mental health needs of that population and the mental health system with regard to how to meet those needs, and 3) Technical Assistance to the SMHA on further development and implementation of three pilot programs and a third party evaluation of models to develop programs addressing collaboration with primary care physicians and settings in the delivery of mental health services to older Iowans with SMI.  An amount of $75,000 was awarded to the Center on Aging, which ends on 9/30/05.  The ICMHA had its’ inaugural meeting on April 12, 2005 and will have its’ second meeting on September 13, 2005.  The positive response has been overwhelming, and forty professionals, advocates, and consumers attended the inaugural meeting from diverse backgrounds and representative of the bulk of the State.  

Training of First Responders

During SFY 2004 and SFY 2005, CMHS PPBG funds were used to enhance Iowa’s capacity to respond to mental health and substance abuse issues, related to disaster response of all types.  DHS received a Targeted Capacity Expansion grant to Enhance Iowa’s Capacity to address MH and SA needs, in the amount of $99,900 for each of two years, from 6/1/03 – 5/31/05.  Lila Starr, Adult MH Specialist, who also serves as the Disaster Mental Health Coordinator for the state, served as the Principal Investigator on the project, which involved partnership with the Iowa Department of Public Health – home to the State Substance Abuse Authority.  A one year no-cost extension has been granted for the project, in order to permit the completion of a statewide “All Hazards Plan,” for addressing mental health and substance abuse issues in all manner of disasters.  The bulk of the work in the first two years of the project was focused on training and the enhancement or response capacity.  Since Iowa did not have an opportunity to call upon a cadre of trained disaster mental health responders between the Floods of 1993 and the Disasters of 2004, which resulted in a Crisis Counseling Program grant and over $400,000 in federal funding for the provision of outreach services, there were few, if any, trained crisis counselors in our State.  Because it was the belief of those involved in the project that Iowa’s training needs were great, a decision was made to expand the training portion of the project.  CMHS PPBG funds in the amount of approximately $50,000 were made available during 2004 and again in 2005, to enhance the training effort.  The Institute for Social and Behavioral Research at Iowa State University developed a third party evaluation of the project and managed two sub-contracts for other components of the project.  AgriWellness, Inc., of Harlan, IA developed the curriculum and led the statewide ICN training effort, which took place once in each of the two project years.  State Public Policy Group of Des Moines developed the web site, www.iowacrisistraining.org, during the second year of the project and handled all publicity, registrations, and assisted in the management of CEU’s.  Over 250 potential outreach workers, including mental health and substance abuse professionals, social workers, community members and volunteers, county emergency management staff members, disaster responders, state agency representatives, and others took part in the training series.  

Work is expected to be completed on the All Hazard’s Plan by May of 2006 and will be shared widely.  The plan will be linked to the overall disaster response plan maintained by the Dept. of Homeland Security.  

The following projects were funded as a result of RFP’s in SFY2005 for Adult Programming.

Outreach and Primary Care Collaboration for Older Persons with Serious Mental Illness

Funding of up to $225,000 was made available for up to three programs for programs that would develop an evidence-based model for mental health outreach, and treatment for older persons (60 and over) through development of partnerships with primary health care physicians.  Three programs were funded to begin this important work during SFY2004, for a partial year of funding:

· Eyerly Ball Community Mental Health Center, Des Moines, was awarded $74,900

· Pathway Living Center, Inc., Clinton, IA, was awarded $39,200

· Waubonsie Community Mental Health Center, Clarinda, was awarded $64,000

During SFY 2005, the first full year of funding was awarded to these same three programs, in an amount of $75,000 each.  The programs have been challenged to develop Work Programs for SFY2006, which will move the program even more toward the development of primary care partnerships.  We hope to have one or more continuation contracts in place by October 1, 2005.  

An oversight committee was set up to assist with implementation and support for these innovative programs.  The committee includes the Adult MH Specialist and planner, who is project director for these programs, staff from all three programs, the evaluation staff, representatives of two important membership organizations for primary physicians in Iowa, a representative of the Department of Elder Affairs, and a researcher from the University of Iowa who specializes in mental health issues of older persons.  As a portion of the Intergovernmental Agreement between DHS and the University of Iowa Center on Aging, Dr. Brian Kaskie has been providing technical assistance and support to the SMHA and the oversight committee with regard to these programs.  The three programs have had varying degrees of success in implementing partnerships with primary care physicians and in settings where primary care services are delivered to older Iowans.  However, efforts have continued and everyone involved recognizes that this is an ambitious and for the most part, previously untried strategy in our State.  Staff members from all three programs and other members of the oversight committee have been invited to participate actively in the newly formed Iowa Coalition on Mental Health and Aging.  

These projects were developed in hopes of potentially making several additional years of funding, and or gradually decreasing funding over a period of years, as each program develops a plan for sustainability.  The Mental Health Planning Council has made a commitment of trying to develop programs over a period of several years, with third party evaluations as a strong component, and with gradually decreasing funds as a priority as well.  This is in hopes that we can learn, develop evidence-based practices and help the program model move strongly toward sustainability and system change before removing block grant funding.  

Evaluation of programs to develop Outreach and Primary Care Collaboration for Older Persons with Serious Mental Illness

Funding of up to $25,000 was made available for third party evaluation of the three programs above.  A competitive bidding process was utilized for the first time, as a separate RFP from the project based RFP.  An award of $25,000 was made to Service Evaluation and Development Associates (SEDA) of Cedar Rapids, IA.  Another award to SEDA was made in SFY2005.  

Utilize Research, Tools, Training, and Information to Enhance Capacity and Movement Toward Evidence-Based Practices for Adults with Serious Mental Illness

Funding of up to $150,000 was made available for one contract with an organization to develop and provide training, technical assistance, and guidance to community mental health centers and others involved in the delivery of mental health services statewide, around the need for, value of, and necessity for movement of the state’s mental health system toward evidence-based practices.  One award of $150,000 was made to the Iowa Consortium for Mental Health, of the University of Iowa, to develop a comprehensive training program in the initial year.  A statewide training, utilizing the Iowa Communication Network (ICN) system, was proposed and was implemented during the months of August and September, 2004.  

The series, entitled Evidence Based Practices – Ready of Not, Here They Come, began on August 26th and will include seven weekly sessions, including the following:

· Introduction and Overview of Evidence Based Practices, Dr. Michael Flaum

· Family Psycho-Education, Dr. Gregory P. Couser

· Supported Employment, Dr. Michelle P. Salyers

· Medication Algorithms, Dr. Michael Flaum

· Assertive Community Treatment, Dr. Nancy A. Williams

· Integrated Treatment of Co-Occurring Mental Health and Substance Abuse Disorders, Dr. Gregory P. Couser

· Illness Management and Recovery, Dr. Michael Flaum

This 7 part series was broadcast via the Iowa Communications Network (ICN), on consecutive Thursday's from 12:00 noon to 1:30pm, from August 26th - October 7th, 2004. The target audience was broad and included all stakeholders in Iowa's mental health community. Recipients of CMHS Performance Partnership Block Grant funds were especially encouraged and expected to participate. 

The RFP contract/Intergovernmental Agreement between ICMH and DHS was renewed during SFY2005.  The Work Plan that was implemented involved the provision of further training and hands on technical assistance to the community mental health providers throughout the state that were working on development of evidence based practice strategies for implementation on July 1, 2005, as part of SF2288.  It also involved support and technical assistance to the SMHA regarding the implementation of this ambitious initiative to move all of the community mental health center block grant recipients toward evidence based culture.  The ICMH assisted the SMHA in convening review panels that reviewed and rated each of the proposals from the community mental health providers.  An adult and children’s review panel were made up of DHS staff, members of the MHPC, mental health providers, and were convened to review each proposal and provide feedback to the providers with regard to any ways to improve each.  The review panel meetings were visited by members of the accreditation team at DHS who sat in to learn about the process.  

During August of 2005, the ICMH began the latest series of ICN trainings, focusing on Evidence Based Practices in Children’s mental health. Some basic information on the series is provided below.  

Schedule of presentations
	Date 
	Primary Presenter(s) 
	Topic 
	Materials 

	Aug 25 
	Flaum / Troutman 
	Introduction and Overview 
	Slides (pdf) 

	Sep 1 
	Beth Troutman 
	Assessment and Outcomes 
	Slides (pdf)   

	Sep 8 
	Polly Nichols 
	School-Based Interventions 
	  

	Sep 15 
	David Stout 
	Home and Community Based Interventions 
	  


Note:  All sessions are from noon - 1:30pm
Additional information and registration information about this series can be found on the ICMH web site: www.icmentalhealth.org/.  The following brief description was taken from the web site:

 
The following projects were initially funded as a result of RFP’s in SFY 2002-SFY 2003 for Adult Programming.

Transitional Services to Correctional Consumers with Mental Illness

Three programs have been funded to provide these transitional services, designed to facilitate more successful return to the community for inmates of Iowa prisons with serious mental illness.  Each program received approximately $80,000 per year in SFY 2002 and 2003:

· First Judicial District Department of Corrections, Waterloo, IA - is entering its third year of funding

· Sixth Judicial District Department of Corrections, Cedar Rapids, IA - is entering its fourth year of funding 

· Black Hawk-Grundy Mental Health Center, Waterloo, IA - is also entering its fourth year of funding

 

When inmates enter the Iowa Medical and Classification Center at Oakdale, Iowa, they are screened for mental health issues. Those identified as having serious mental health issues and that have a discharge plan to any of the communities served by these programs, are documented and the information is provided to the staff at one of the programs. The inmates and their counselors are then made aware of the enhanced services offered through these programs and are offered an opportunity to meet with staff from the appropriate program as their discharge date approaches. Those who choose to participate can often receive an earlier discharge than might have otherwise been available because the Board of Parole is familiar with the services, case management, and level of supervision that is available to consumers who participate in these programs. Each of the programs is utilizing Community Accountability Boards made up of community volunteers who assist in the support and oversight of discharge planning and service coordination for participants. The two programs in Waterloo share the resources of one Community Accountability Board. These programs have been well received by the consumers served, the corrections staff involved, and the communities where they exist, and have been extremely successful in improving outcomes for participants. An oversight committee has been meeting quarterly for over two years to develop protocols, address issues, coordinate, and learn from these demonstration projects. The committee is made up of staff from all three programs, the adult planner from DHS, Department of Corrections, and the Iowa Consortium for Mental Health.

 

An evaluation component was added to these three innovative and exciting programs in SFY2003. The Sixth Judicial District Department of Corrections sub-contracted with a third party, the Institute of Social and Economic Development (ISED), in Coralville, IA, to evaluate the three programs. Each program provided one third of the $25,000 needed for the evaluation sub-contract. The evaluation didn’t get underway until part way into the fiscal year, but was able to begin to gather uniform data about the programs. ISED evaluator, Dennis Affholter, began to attend and participate regularly in the oversight committee meetings.  

 

These programs have been the subject of presentations at the local, state and national level on several occasions throughout the past year. The Department of Corrections is working hard to see that the programs not only become sustainable, but can be replicated and perhaps become statewide in the future.  During 2003, Gary Hinzman and Dan Craig, the Directors of the Sixth and First Judicial District Departments of Corrections, coordinated a visit to Senator Grassley's Office with Michael Thompson of the Council of State Governments. Senator De Wine of Ohio  sponsored a bill to provide more funding for mental health issues, which Senator Grassley is a co-sponsor to.  They also met with Senator De Wine's staff on this bill.  Since their visit in Washington, several more members of the House & Senate have signed on and there has been Congressional testimony on the topic as the Bill providing $100M moves along.  While in DC, they also met with SAMSHA officials about emerging corrections related mental health issues and legislation.  These programs were highlighted as examples of innovation during each of their meetings.  The programs have also received strong support from the Iowa Parole Board.  An article featuring these programs appeared in the August 2003 edition of “Corrections Today, entitled, “Iowa Implements Mental Health Re-Entry Program.”  

 

Funding for all three of the above programs was renewed for SFY 2004 and again in SFY 2005, but at a reduced rate of $50,000 each, and an additional $25,000 was provided to continue another year of evaluation by ISED.  In order to receive the funding again in SFY2004 & SFY2005, each program had to agree to provide the same level of service for the reduced dollar amount and to continue efforts to seek funding at the local, state, and national level to support the continuation of these programs.  A presentation was made to the Mental Health Planning Council regarding these programs in 2003 and again in 2004.  The Council strongly endorsed the continuation of the programs, and made Transition Services to Correctional Consumers one of their top priorities for adults with SMI for SFY 2004.  The Council and DHS have never tried reducing block grant funding in an incremental way in an effort to help programs become sustainable before, but this approach was also strongly endorsed by the Council.  The Council and DHS alike will watch carefully to see if the idea of reduced funding with a requirement to seek funding and continue services can or will be a successful means of creating sustainable programming.  

Senate File 2288, 2004 Legislative Session
The legislation has significantly reduced the amount of block grant funding available for RFPs and innovative programming that can be controlled and directed by the SMHA and the MHPC.  SF 2288 has gone into effect for SFY 2006, beginning July 1, 2005.  The text of the bill can be found elsewhere in this document, under Legislative Initiatives and changes, beginning on page 45.  

A table illustrating the breakdown of allocations for the SFY 05 block grant and anticipated for the SFY 2006 block grant funds can be found at the end of Adult Criterion 5, Management Systems.

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Part C

 

Overview of Iowa

Description of State Service System
 

 

 

Overview of Iowa

 

1.
Population:  Iowa has an estimated population of 2,923,179 residents, making Iowa 30th in population and 23rd in land area.  Iowa's metropolitan areas consist of 10 cities with populations ranging from approximately 46,000 to 198,000 residents.  

 

Map of the State of Iowa and Counties

Population: 2,923,179

(2001 Census)
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Iowa has seven Metropolitan Statistical Areas (MSA). The MSAs are located in the following counties or clusters of counties:







Total Population

• Woodbury County



103,877

• Pottawattamie County


  87,704

• Dallas, Polk, and Warren Counties

  40,750—374,601—40,671

• Black Hawk and Bremer Counties

128,021--23,325

• Linn and Johnson Counties


191,701--111,006

• Dubuque County



  89,143

• Scott County




158,668

 

Source: www.silo.lib.ia.us/datacenter/state/htm, 2000 census, as reported in 2002

2. Demographics:  Urban population for MSA's equals 1,349,179, which is 46% of the approximate 3 million total state population. Total population of persons under age 18 is (25.1%). Iowa receives a small share of our immigrant population from Bosnia, Sudan, the Middle East, Latin America, and Southeast Asia.  Population distribution by race is shown below.

Percent Distribution of Population by Race (2000 estimated)

 

White
93.9%

African American
2.1%

American Indian, Eskimo, Aleut
0.3%

Asian/Pacific Islander
1.3%

Hispanic (of any race)
2.8%

All Persons
100.00%

 

Source: (www.quickfacts.census.gov)

 

3.
Business and Industry:  Iowans rely heavily on manufacturing, insurance, communications, retail/wholesale trade and government as their source for personal income. Agriculture is a leading industry in the state with more than 90,000 family and commercial farms. Within the United States, Iowa ranks first in pork and corn production and second in soybean production.  

 

State of Iowa Personal Income Earned by Industry Source FY 2001 

	Industry Source
	Percent
	Percent Change

	Services
	23.0
	5.7

	Manufacturing
	20.5
	-1.8

	Government
	15.9
	5.3

	Retail trade
	9.3
	1.9

	Agriculture
	2.2
	8.7

	Wholesale trade
	7.3
	-6.8

	Finance, insurance, real estate
	7.9
	13.9

	Construction
	6.4
	7.0

	Other
	7.5
	4.2


 (Source: www.iowaworkforce.org/trends/income.html)

 

4.
Education: Iowa has 3 state universities (University of Iowa, Iowa State University, and University of Northern Iowa), 62 public and private colleges and 28 community colleges.  Its public K – 12 education system is typically rated as within the top five nationally in terms of a variety of parameters including standardized test scores.  

 

 

PART C: State Plan

Section I: Description of State Service System

A: Key Elements of the Iowa Mental Health System

The Iowa system of community-based services for adults with a mental illness is uniquely decentralized and remains largely under the control of county governments.  This decentralization has both strengths and weaknesses. Since the submission of the last application this has not changed. The task of the Mental Health Authority in this system is to utilize a collaborative process that involves consumers, family members, advocates, principal public and private agencies, the provider community, county governments, key legislators, and the public so that the service system is fully responsive to the needs of consumers and other constituents.

 

While the provision of mental health services for children and adolescents remains fragmented, funding of some of these services is managed through state and federal revenues.  Planning, funding, regulation and administration of children’s services are becoming a statewide concern.  These responsibilities are diffused in a number of state agencies including the state mental health authority and state child welfare authority (the Division of Behavioral, Developmental and Protective Services for Families, Adults and Children of the Iowa Department of Human Services), the Division of Field Operations of the Department of Human Services which oversees the regional and local offices of DHS, the Juvenile Court System, the Department of Education, the Department of Public Health, the Department of Human Rights, the Department of Inspections and Appeals, Child Health Specialty Clinics, Area Education Agencies, the Governor’s Developmental Disabilities Council, county governments, public and private school districts, child welfare, empowerment and decategorization boards.  These are some of the entities involved in the planning, funding, administering, and regulating of children’s services in Iowa. Furthermore, these responsibilities are vested in several divisions, bureaus, departments, commissions, mandates, and initiatives often sharing overlapping responsibilities. 
 

The Iowa Mental Health Authority is only one player in this pluralistic environment.  The Division provides for $1.8 million of the federal CMHS Block Grant funds for expenditure through the DHS accredited community mental health centers and other accredited mental health providers to provide coordinated programs of mental health services to children with SED and their families and adults with serious or chronic mental illness. A number of child mental health programs in Iowa are operating under the licensure, accreditation or approval of other entities. A key difference in working to develop a coordinated system of services for children and adolescents with a serious emotional disturbance is that, rather than joining extensively with county governments as is the case with adults, the groups to enjoin are other state departments and divisions that fund, provide and regulate these services and service providers, families, advocacy groups, and others, including the Medicaid managed care organization.  The intended outcome of this collaboration is to coordinate services for children and adolescents at the state and local level so that the current configuration of funding streams, regulatory authority, and service initiatives begin to resemble a coordinated system of care.

 

The Iowa Plan for Behavioral Health (The Iowa Plan) continues to be jointly supported by the Department of Human Services and Department of Public Health. This plan continues to oversee mental health and substance abuse services by combining two 
previously separate managed care programs, the Mental Health Access Plan (MHAP) and Iowa Managed Substance Abuse Care Plan (IMSACP) to enhance the opportunity for Iowans to obtain appropriate services to live, recreate, and work in the community with minimum disruption in their lives. The Iowa Plan is designed to focus services toward an ideal system of care by offering:
· Easy and prompt access to needed services and supports
· Improved outcomes for consumers which span multiple programs and funding streams
· A seamless service delivery system which spans health, mental health, substance 
abuse, education and special education
· Strong consumer and community investment in the local service delivery system contoured to community strengths and needs

· Interagency planning and coordination of services

· Prevention and early intervention with those at risk

· Communication in the primary language of the consumer and family

· Freedom to purchase service elements based on consumer choice and needs

 

The Iowa Plan continues to represent procurement of an integrated managed care program to implement both mental health and substance abuse services through a single contractor.  The contractor is at full risk for all Medicaid-funded services and provides specified administrative support for the Department of Public Health-funded delivery system.  The contractor is also required to manage services to persons with a mental health diagnosis who fail to establish legal settlement in the county and are enrolled in the State Payment Program.  The contractor is required to:

· Implement a quality assurance process to monitor consistency of access and quality of care

· Focus on best practices within and across the systems

· Support local planning and decision-making through existing decategorization boards and county Central Point of Coordination, and provider consortia

· Allow flexible and cost‑effective use of resources by blending various funding streams

· Individualize services by requiring the consideration of environmental factors in the authorization of services and supports

· Promote an on‑going dialogue between the state agencies, consumers, and providers through roundtables for a variety of constituencies

· Eliminate duplication and gaps through a coordinated, consumer-centered treatment planning and administration of services

· Improve consistency through centralized utilization management, quality assurance, provider profiling, statistical reporting, and analysis

 

The Iowa Plan covers both categorically and medically needy individuals eligible under the Iowa Medicaid program. Enrollment in the Iowa Plan is mandatory and automatic for Medicaid beneficiaries (approximately 240,000 average number of enrollees per month) except for the following excluded categories:

· Persons age 65 and older

· Persons who are eligible for Medicaid as a result of spending down excess income

· Persons living in the two Glenwood and Woodward Resource Centers

· Those whose Medicaid benefit package is limited, such as Qualified Medicaid Beneficiaries (QMB), illegal aliens, and others not entitled to the full range of mental health and substance abuse treatment included in the Iowa Medicaid fee-for-service program.

 

Iowa’s Medicaid managed care carve out for behavioral health was put out for competitive bid during SFY 2004.  The contract was awarded to Magellan Behavioral Care, the same for profit corporation that had held the contract for eight prior years.  The services to be provided under the new contract remain, essentially, the same as during the previous contract years.  

B.  Areas identified by the State in the previous State plan as needing particular attention, including the significant achievements in the previous fiscal year.

In last year’s plan, 2 areas needing particular attention were identified:  

1. Meeting the needs of indigent patients who do not qualify for county-funded services and who are not eligible for Medicaid.

An early outcome of the MHMRDDBI Redesign effort is the Commission’s commitment to eliminate Legal Settlement.  Legal settlement is Iowa’s rather archaic method of establishing which County will be responsible for the funding of services for a given individual in need of disability related services.  There has been a broad consensus for years that this process is cumbersome, outdated and often a barrier to an individual’s ability to obtain services in the community of the consumer’s choice.  The idea of eliminating legal settlement and moving toward a residency based methodology is expected to greatly reduce one of the major barriers for people previously ineligible for county-funded services.

Unfortunately, although this is one of the key elements of the recommendations of the MHMRDDBI Commission as taken from their initial report to the Governor and the Legislature in January of 2004, it is believe that the actual elimination of legal settlement may be several years away.  During the Legislative Sessions of 2004 and 2005, little action was taken with regard to the most substantive elements of the Commissions recommendations.  Additional information can be found elsewhere in this document, and the Executive Summary from the January 2004 report can be found in the appendix, as well as on the DHS web site.  

2. Access to mental health professionals (psychiatrists) in the rural parts of the state.

There has been a major effort to link psychiatrists to the rural parts of the state through the 15 Child Health Specialty Clinics (CHSCs) located across the state.  All fifteen CHSCs in the State are now linked directly to the University of Iowa Hospitals and Clinics through the use of the Iowa Communications Network (ICN).  Magellan Behavioral Health Care (MBC of Iowa) provided a grant, utilizing its Community Reinvestment Fund, to purchase the technology to link all of the CHSCs to this innovative telemedicine system.  The Department of Psychiatry at the University of Iowa provides the psychiatric services through this system.  CHSCs are located in the following communities and serve multiple counties, in some cases, so that their services are available statewide:  Burlington, Carroll, Council Bluffs, Creston, Davenport, Des Moines, Dubuque, Fort Dodge, Iowa City, Mason City, Ottumwa, Sioux City, Spencer, and Waterloo.          

C. New Developments and issues that affect mental health service delivery in the state.

Kevin Concannon began his employment as the new DHS Director in the spring of 2003.  His arrival was met with great optimism and enthusiasm within the mental health community, as Iowa DHS had never had a Director with primary background in mental health.  The Director arrived at a time of enormous financial stress within State government, and in the midst of a Medicaid crisis and the implementation of legislative mandates to redesign the state’s mental health and developmental disabilities system as well as to redesign the child welfare system.  The Director identified one of his primary goals for the agency as making the best possible use of federal resources.  Since that time, the agency’s focus on trying to improve capacity and partnership with others in and outside of state government to go after federal grant opportunities as well as maximizing current federal resources has significantly improved.  The Director continues to attend many public forums where he has been well received by mental health consumers and family members, advocates, providers, and others.  He is a regular participant at MHMRDDBI Commission meetings where the MHMRDDBI systems are being redesigned.  Director Concannon has served as the Commissioner of Mental Health, presiding over the administrative functions of the State Mental Health Authority, which is housed within the Division of Behavioral, Developmental and Protective Services of DHS and it seems clear that he intends to retain the responsibilities of Commissioner for the foreseeable future.   

DHS also named a new Medicaid Director in June 2003.  Gene Gessow joined the agency after an over one-year void where the medical division had no director.  Mr. Gessow’s arrival was also met with much enthusiasm within the mental health and disability communities.  He has been faced with the task of trying to reign in the Medicaid budget, where skyrocketing pharmaceutical costs threaten to bankrupt the Medicaid budget. He has overseen the formation of the Iowa Medicaid Enterprise team, which has involved a complete overhaul of the Medicaid program in the state, and is now in the process of implementing the IowaCare Act, which has recently caused the entire country to sit up and take note of the changes to Iowa’s Medicaid system.  SF841, the Iowacare Act, passed in the 2005 Legislative Session.    

DHS is the lead agency in the State’s effort to respond to the U.S. Supreme Court’s landmark decision in Olmstead.  The Iowa Plan for Community Development, written in 2000, became the basis for a successful application to the Centers for Medicaid and Medicare Services (CMS) for the Real Choices Systems Change grant, awarded in 2001.  Iowa received $1.3 million, which was subcontracted to the Center for Disabilities and Development (CDD) at the University of Iowa, Iowa’s Center on Excellence in Disabilities.  Some of the many pieces of the work plan to address Olmstead implementation intersect with other efforts underway at DHS, including; Personal Attendant Services work group, the Medicaid Infrastructure Grant effort, MHMRDDBI adult and children’s redesign.  CDD has also linked all of Iowa’s Olmstead and Systems Change efforts within the grant effort to the implementation of changes within the Medicaid program, the implementation of the Aging and Disability Resource Center (another CMS Systems Change grant effort undertaken with the Dept. of Elder Affairs in the lead) and several major initiatives related to Olmstead undertaken by these and other state agencies.  

The Governor’s Executive Order #27, issued February 4, 2003, directed twenty state agencies to collaborate with each other and the Olmstead Real Choices Consumer Taskforce in the identification of barriers to community living for people with disabilities and steps toward removal of those barriers.   In 2003, the Lieutenant Governor launched a huge initiative to develop 1000 new housing opportunities for people with disabilities within the next three years as an Olmstead related initiative, and that effort has made huge strides in meeting that ambitious housing goal.  The staff for the project, at the Center for Disabilities in Iowa City and at the Employment Policy Group, an arm of the CDD, in Des Moines, is providing research, support and coordination to all of the efforts mentioned above and have become an active partner with DHS in trying to coordinate and move forward on these many intersecting activities.  Lila P.M. Starr, the adult mental health specialist and planner is also the statewide Olmstead Coordinator and works collaboratively with the Olmstead Real Choices Consumer Taskforce, the staff at CDD, the many state agencies involved, the Governor’s office, and many other stakeholders, to facilitate Iowa’s progress in making our Olmstead goals and plans a reality for Iowans with disabilities.  The Olmstead decision and Iowa’s implementation effort have done a great deal to put wind in the sails of many of the efforts mentioned above.  In September of 2005, the first draft revision of an updated Statewide Olmstead plan will be reviewed by the Olmstead Real Choices Consumer Taskforce and its’ partners.   

 In August of 2004, several additional applications were made under the CMS Real Choices Systems Change initiatives.  DHS applied for $300,000 in the Rebalancing Initiative category and $500,000 in the Quality Assurance/Quality Improvement category.   These grants, if obtained, will help Iowa move toward modification of its Medicaid Home and Community Based Services waivers and add consumer self-direction options to those waivers.  The Iowa Finance Authority, a strong partner in Iowa’s Olmstead effort, in collaboration with DHS, applied for one million in the category of Integrating Long Term Supports with Affordable Housing.  Unfortunately, none of these applications were successful.  

In July of 2005, DHS applied for yet another CMS Real Choices Systems Change grant, which, if obtained, will move Iowa forward in the implementation of Self Direction in the Medicaid waivers and other elements of the Iowa Cares initiative.  DHS made a commitment to implementing self-direction in all of its’ Medicaid waivers during 2005 and hopes to work toward full implementation of these changes as part of the many changes in the Medicaid program.  The grant effort was developed with strong collaboration between Iowa Medicaid Enterprise staff and the Olmstead Real Choices Consumer Taskforce.  Director Kevin W. Concannon and Medicaid Director Gene Gessow were both engaged and strongly supportive of the application process.   

As described in other parts of this application, a major development in the provision of children’s mental health services in Iowa will be the Children’s Mental Health Waiver scheduled for implementation October 1, 2005.  This waiver program is part of Iowa’s Medicaid reform, which was tentatively approved by CMS as of July 1, 2005.

The Children's Mental Health Waiver provides funding and individualized support that allows eligible children to live in their own homes and communities who would otherwise require support in a medical institution. 

A child who may benefit from this Medicaid waiver has been diagnosed with a serious emotional disturbance as verified by a psychiatrist, psychologist or a mental health professional. All children will receive service coordination and monitoring from the services of Medicaid targeted case management. In addition, a comprehensive, individualized service plan is developed according to the child's needs that includes Children's Mental Health Waiver services, Medicaid State Plan services and any other service funding sources. This waiver is limited to 300 children.

Children's Mental Health Waiver

http://www.ime.state.ia.us/HCBS/CMHWaiver.html

	The Children's Mental Health Waiver provides funding and individualized support that allows eligible children to live in their own homes and communities who would otherwise require support in a medical institution. 

A child who may benefit from this Medicaid waiver has been diagnosed with a serious emotional disturbance as verified by a psychiatrist, psychologist or a mental health professional. All children will receive service coordination and monitoring from the services of Medicaid targeted case management. In addition, a comprehensive, individualized service plan is developed according to the child's needs that includes Children's Mental Health Waiver services, Medicaid State Plan services and any other service funding sources. 

The service plan is an outgrowth of an interdisciplinary team that obtains direction from the child and his/her parents or legal representative(s). This waiver is limited to 300 children.


D. Legislative Initiatives and Changes

Iowa has embarked on a major redesign of our system of services for persons with mental health needs and other disabilities.  The vision is to transform our system to one that reflects choice, empowerment, and community -- where individuals receive necessary, high quality services and supports on an equitable, timely and convenient basis, enabling them to live, learn, work, recreate and otherwise contribute in their chosen communities.  The MHMRDDBI Commission is leading this redesign.  

The Commission began the redesign of the adult system in January 2003, and the design of the children’s system in October 2004.  Both processes have engaged consumers and key stakeholders in developing, championing, and implementing the redesign.  The Commission issued the Adult System Redesign report January 23, 2004.  The report recommends that several aspects of the current system for delivering adult disability services be changed to provide better access to services, fund core services to more people statewide, equalize county funding obligations, and distribute funds on a more equitable basis.  It is a blueprint for system changes in the coming years.  

The General Assembly passed legislation in 2004 that supported the redesign (HF 2537) and set out implementation duties for the Department of Human Services and the Commission.  That legislation is now codified as Iowa Code section 225C.6A “Mental health, developmental disability, and brain injury service system redesign implementation”. 

REDESIGN BENEFITS FOR ADULTS WITH MH/MR/DD/BI NEEDS

Once implemented, the adult system redesign proposals will provide the following benefits for the adults it serves:

· More individual self-direction through better information and outreach, service coordination, and funding distribution based on standardized functional assessment of needs

· More services in local communities through universal initial service coordination and crisis services, core services, residency instead of legal settlement, funding distribution based on uniform assessment of needs, and reassessment of institutional funding and roles

· Streamlined eligibility for individuals with mental illness, developmental disabilities, or brain injuries though standardized functional assessments and standardized financial eligibility

PROGRESS ON ADULT SYSTEM REDESIGN SINCE JANUARY, 2005

Commission, DHS, and County Progress

Several new members have joined the Commission since January of this year, including three of four legislative members.  Carl Smith and Jane Halliburton were elected as Chair and Vice-Chair of the Commission in May 2005.  The Commission has taken some time this year to review system redesign mission, goals, and developments to date for the benefit of those new members.  The Commission, the Department of Human Services, and county MHDD administrators (Central Points of Coordination, or CPCs) have taken several actions to meet the legislative directives of Iowa Code 225C.6A and to further redesign goals: 

· A leadership team representing the Governor’s Office, the Department of Human Services, the Iowa Consortium for Mental Health, and the MHMRDDBI Commission attended a National Governor’s Association regional meeting in Chicago on transforming mental health systems.  The team identified three key results for the Iowa system design effort to work toward: 

· Make services consumer driven

· Reduce system disparities

· Increase positive outcomes for individuals

The Commission will be holding a retreat in September 2005, in which they will consider how to focus the system redesign effort on these results.  

· A revised administrative rule (IAC 441- 25) effective July 1, 2005, allows DHS to accurately count numbers of individuals receiving services through county administrations, the DHS state payment program, DHS state institutions, and Medicaid payment systems. Data collected under this revised rule can now be analyzed so that the Commission can issue cost estimates for serving additional populations and providing core services statewide.

· Federal grant money has been identified to support hiring a new data analyst to assist current DHS staff in analyzing and reporting the unduplicated data. 

· The Functional Assessment work team (composed of DHS statistical, fiscal, and policy staff, CPC staff, provider agency staff, and mental health service consumers) is piloting use of a functional assessment tool for adult mental health consumers in several counties. They are led by the work of the Iowa Mental Health Consortium.  The Consortium is also developing a functional assessment tool to be used for uniform functional assessments of children with serious emotional disturbances.  This work team will end its work soon, as no appropriation passed to support it. 

· System redesign proposals have been further developed by the Mental Health Institutions work team, the Resource Center work team, and the Case Rate work team.  
Legislative Progress

This year the Commission introduced a system redesign bill that would have implemented three essential parts of the January 2004, system redesign blueprint:  

· Change the way county property taxes are levied to support mental health and developmental disability services
· Transfer case management responsibility for some individuals with disabilities from “state case” legal settlement status to management by the county where the individual lives;
· Provide money to support further development and implementation of uniform functional assessment tools and processes for all Iowa adults with mental illness, mental retardation, developmental disability, or brain injury.  
Neither the original bill proposal nor several revisions were successful.  The Commission did not support all of revised versions.  In the end, no system redesign legislation was passed this year.  Without appropriation, the work of the functional assessment team will not continue. 

The Commission was pleased that the General Assembly enacted House File 420, a mental health parity bill, this spring, assuring additional accessibility to mental health treatment for some of Iowa’s citizens. The system design effort had identified inadequate mental health insurance coverage as a service gap. This new legislation will assure more adults with mental illness reach their desired outcomes. 

DESCRIPTION OF THE SYSTEM DESIGN EFFORT FOR CHILDREN 

The Commission has been working on knitting together a statewide system of care focused on children with diagnosed or diagnosable serious emotional disturbance (SED), developmental delays and behavioral needs and their families.  This is a broad effort involving families of children with disabilities, private primary health care and day care providers, Iowa Department of Human Services, Iowa Department of Education, Iowa Department of Public Health, and other key constituencies.  They appointed an Oversight Committee to direct this work.  

The Oversight Committee has collected and analyzed system design ideas from participants in an October 2004, Conference and assembled data about existing initiatives and programs that are successfully supporting families of children with disabilities. 

SYSTEM DESIGN BENEFITS FOR CHILDREN 

The Committee and the Commission recognized that they are seeking outcomes for children with SED/MR/DD/BI needs that are similar to the outcomes sought by Iowa’s Early Care, Health and Education System for all children ages 0-5:  

· Healthy Children

· Secure and Nurturing Families

· Children that are Successful in School

· Secure and Nurturing Child Care Environments

· Safe and Supportive Communities

The Committee continues to work on indicators that will allow them to measure progress toward these outcomes for children and their families. 

PROGRESS ON SYSTEM DESIGN FOR CHILDREN WITH MH/MR/DD/BI NEEDS

SINCE JANUARY, 2005

The Oversight Committee recognized that they needed more input from families of children with disabilities and from providers and others prior to designing a model system of care.  In April and May, they held workshops in Burlington, Dubuque, and Storm Lake to find out more about how people access services and how the state is meeting their needs.  Armed with that information, the Committee drafted a model for a system of care in May.  The model includes these components:

· A system that is driven by families of children with disabilities and by youth with disabilities. “Driven,” means that families and youth are informed and are part of all decision-making that affects them individually or as a matter of state policy.  It also means that the system supports family networking and peer support

· A “lighthouse locator” system.  The “lighthouse locator” is websites and call centers that are promoted and linked in such a way that families and service providers can easily access disability-related information and services.  It is also a trained network of real people available in local communities to provide face-to-face information to families, schools, health care providers, employers, and others seeking answers to disability-related questions.

· “System Navigators” to work with families that need more intensive support, training, and mentoring than that available through the lighthouse locator system.  System Navigators will also be instrumental community organizers for local disability communities, building local family networks and linking local services.  

· Linked service planning for children and families with multiple needs.  

· Disseminating, using, and setting standards that incorporate best practice research for service delivery

· Training on the model system for all stakeholders including families of children with disabilities and youth with disabilities.

The Committee then held a series of Community Conversations in ten communities across the state in June and July, presenting and discussing the model, and getting feedback on how this model could be improved and implemented.  In the past month, the Committee has revised the model based on the input from stakeholders, and begun to organize its findings into a report to the Commission.   Commission decisions on adopting and implementing the model and other recommendations will occur this fall.

The Commission was pleased that the General Assembly enacted House File 538 and the Iowa Cares Act this spring, assuring additional services for some of Iowa’s children with serious emotional disturbance.  The system design effort had identified inadequate mental health services for children with serious emotional disturbances as a service gap.  This new legislation will assure more children reach their desired outcomes. 

Perhaps the most significant legislative change during the 2003-2004 Session, particularly as it relates to the CMHS Performance Partnership Block Grant funds, is Senate File 2288.  A section of this Bill mandates changes to the method of distribution of the block grant funds.  It will require that 70% of the funds remaining after the states administrative share of 5% is taken from the allocation, be utilized as prescribed within the legislation.  The first several pages of this Bill can be found in the Appendix.  Also, the text of the section related to the block grant has been copied and pasted below:    

Sec. 2.  COMMUNITY MENTAL HEALTH SERVICES APPROPRIATION.

  2 12    1.  a.  There is appropriated from the fund created by

  2 13 section 8.41 to the Iowa department of human services for the

  2 14 federal fiscal year beginning October 1, 2004, and ending

  2 15 September 30, 2005, the following amount:  

  2 16 .................................................. $  3,704,898

  2 17    b.  Funds appropriated in this subsection are the

  2 18 anticipated funds to be received from the federal government

  2 19 for the designated federal fiscal year under 42 U.S.C.,

  2 20 chapter 6A, subchapter XVII, which provides for the community

  2 21 mental health services block grant.  The department shall

  2 22 expend the funds appropriated in this subsection as provided

  2 23 in the federal law making the funds available and in

  2 24 conformance with chapter 17A.

  2 25    c.  The department shall allocate not less than 95 percent

  2 26 of the amount of the block grant to eligible community mental

  2 27 health services providers for carrying out the plan submitted

  2 28 to and approved by the federal substance abuse and mental

  2 29 health services administration for the fiscal year involved.

  2 30    d.  Of the amount allocated to eligible services providers

  2 31 under paragraph "c", 70 percent shall be distributed to the

  2 32 state's accredited community mental health centers established

  2 33 or designated by counties in accordance with law or

  2 34 administrative rule.  If a county has not established or

  2 35 designated a community mental health center and has received a

  3  1 waiver from the mental health and developmental disabilities

  3  2 commission, the mental health services provider designated by

  3  3 that county is eligible to receive funding distributed

  3  4 pursuant to this paragraph in lieu of a community mental

  3  5 health center.  The funding distributed shall be used by

  3  6 recipients of the funding for the purpose of developing and

  3  7 providing evidence-based practices and emergency services to

  3  8 adults with a serious mental illness and children with a

  3  9 serious emotional disturbance.  The distribution amounts shall

  3 10 be announced at the beginning of the federal fiscal year and

  3 11 distributed on a quarterly basis according to the formulas

  3 12 used in previous fiscal years.  Recipients shall submit

  3 13 quarterly reports containing data consistent with the

  3 14 performance measures approved by the federal substance abuse

  3 15 and mental health services administration.

  3 16    2.  An amount not exceeding 5 percent of the funds

  3 17 appropriated in subsection 1 shall be used by the department

  3 18 of human services for administrative expenses.  From the funds

  3 19 set aside by this subsection for administrative expenses, the

  3 20 department shall pay to the auditor of state an amount

  3 21 sufficient to pay the cost of auditing the use and

  3 22 administration of the state's portion of the funds

  3 23 appropriated in subsection 1.  The auditor of state shall bill

  3 24 the department for the costs of the audits.

This legislation was the topic of considerable discussion during the CMHS site visit of May 2004.  The site visitors expressed concern that this legislation violates the spirit of the federal legislation relating to the block grants and that it might possibly violate the intent of the federal legislation as well.  Discussion included that the legislation might undermine the authority of both the State Mental Health Authority (SMHA) and the Mental Health Planning Council (MHPC) to utilize the funds to implement the specific elements of the state plan, and/or hinder the ability of the SMHA and/or MHPC to move the system effectively toward the kinds of innovations and evidence based practices that they deem most appropriate.  

The 2005 Legislative Session

HOUSE FILE 538 - Children With Mental Health, Behavioral, or Emotional Disorders 

This Act revises child welfare requirements involving children with mental health, behavioral, or emotional disorders.
As a condition of licensure, a psychiatric medical institution for children (PMIC) is prohibited from requiring that court proceedings be initiated, or that a child's parent terminate parental rights or transfer legal custody of the child for the purpose of obtaining PMIC treatment for the child.
The Department of Human Services (DHS) is required to submit a waiver request to the U.S. Department of Health and Human Services in order to provide coverage under the Medical Assistance (Medicaid) Program for not more than 300 children at any one time who need behavioral health services, qualify for the PMIC level of care, and are in need of treatment to cure or alleviate a serious mental illness or disorder, or emotional damage as evidenced by severe anxiety, depression, withdrawal, or untoward aggressive behavior toward self or others and whose parent, guardian or custodian is unable to provide the treatment. The waiver request is to provide for appropriately meeting the children's needs by using a wraparound services approach, renegotiating the Medicaid Program behavioral health contract provisions, or applying another approach. This waiver request is incorporated into the Medicaid Program reform requests made to the federal government pursuant to S.F. 841 (see Human Services). If federal approval of the waiver request is not received, DHS is required to submit options to the Governor and General Assembly to meet the needs of the children through a state-funded program.
The definition used for making child in need of assistance (CINA) determinations is amended for a child who is in need of treatment to cure or alleviate a serious mental illness or disorder or emotional damage. Under the amendment a child whose parent, guardian or custodian is unable to provide such treatment would no longer meet the CINA definition. This amendment to the definition only takes effect if the federal government approves the waiver request or a state-funded program is implemented in lieu of the waiver. 
If the federal government approves the waiver, DHS must convene a review committee to provide advice regarding the waiver's implementation and a child or family receiving waiver services must have access to case management or another form of service coordination.

Governor Tom Vilsack signed this bill in April 2005. 

House File 420, Mental Health Parity 

Mental health parity was first proposed in the Iowa legislature in the late 1970’s, and some form of parity legislation has been put forward almost every year since, each time being defeated.  Until 2005, that is.  Iowa now joins the vast majority of states in mandating equivalent insurance coverage of many “biologically-based” mental illnesses with those of physical illnesses.  While the bill was more limited than many advocates had hoped, specifically excluding coverage for substance abuse, it was seen as a critical step in what is hoped to be an ongoing process towards full parity.  

  5  5    The bill provides that the new Code section applies to

  5  6 third party payment provider policies or contracts, and to

  5  7 plans established pursuant to Code chapter 509A that are

  5  8 delivered, issued for delivery, continued, or renewed in this

  5  9 state on or after January 1, 2006.

The full text of the bill can be found in the appendix of this report, or by visiting the following web site: http://www.legis.state.ia.us/aspx/Cool-ICE/DisplayBills.htm.  

Once on the Iowa General Assembly web site, please enter HF420 in the bill search section, and you’ll be taken directly to the text of this bill

House File 841

The Iowacare Act

The full text of this bill is well over 40 pages.  Therefore, it will not be provided here on in the Appendix.  However, this very important piece of Legislation addresses a many significant changes to Iowa’s Medicaid Program and medical services delivery in the state.  The full document can be found by visiting the following web site:  

http://www.legis.state.ia.us/aspx/Cool-ICE/BySubject.htm
Once in the search “by subject” section, click on “Medical Assistance” as the topic and look for HF841.

In a letter to Ms. LouEllen Rice, of the CMHS Grants Management office, was written by DHS on April 28, 2005.  The letter was written in response to a notice of reduction in our State’s allocation of CMHS Performance Partnership Block Grant funds, for FFY2005.  DHS indicated that we could manage the loss of 1.2% of our funds without any changes beyond some minor adjustments within our contracts.  We also took advantage of that opportunity to advise CMHS of a potential change in Iowa legislation, which might, if adopted, cause a significant change to our use of the CMHS PPBG funds.  A portion of the text of that letter is included below:    

There is one upcoming possible change that we want to report, at this time.  Legislation is pending at the present time, which would, if approved, change the allocation of $500,000 in CMHS PPBG funds.  The legislation has been approved in the Iowa House, and is currently pending in the Senate.  The proposal is part of a bill that is 153 pages, but the relevant section reads as follows:  

For the fiscal year beginning July 1, 2005, and ending June 30, 2006, $500,000 is allocated for state cases from the amounts appropriated from the fund created in section 8.41 to the department of human services from the funds received from the federal government under 42 U.S.C., chapter 6A, subchapter XVII, relating to the community mental health center block grant, for the federal fiscal years beginning October 1, 2003, and ending September 30, 2004, beginning October 1, 2004, and ending September 30, 2005, and beginning October 1, 2005, and ending September 30, 2006.  The allocation made in this subsection shall be made prior to any other distribution allocation of the appropriated federal funds.  

The explanation section of this bill, indicates the following:

“Requires that $500,000 from the Community Mental Health Services Block Grant funds from the FFY2004, FFY2005, and FFY 2006 be used for the State Cases costs.”  

If and when this proposed language becomes law, we would anticipate a need for a

modification to our approved plan, as this would divert $500,000 of the CMHS PPBG funds,

to uses not outlined in our approved plan for FFY2004, or FFY2005, although we could

include this use in the plan for FFY2006, which is not yet developed.  We should know

whether the proposal will become law within the next few weeks.  We hope to notify CMHS of

the change at that time, if needed, and submit a detailed modification related to that change.  

Also, if and when such a modification request is needed, we will, of course, obtain a letter from Iowa’s Mental Health Planning Council, expressing any comments with regard to the modification.  

Since the time of that letter in April of 2005, the 2005 legislative session has ended.  The original proposed language, which was part of the DHS Appropriations bill did not pass, but was later amended to require that only $100,000 be taken from the CMHS PPBG to cover expenses in the State Payment Program.  This is a one time only payment, and the funds will be taken from SFY 2005 CMHS PPBG funds, to cover the transfer required by the Legislation.  There was enough under-spending in contracted funds and/or unobligated funds to be able to cover this transfer without any changes of loss of programming related to the implementation of our grant in SFY 2005.  It is the hope of the SMHA that the change is not significant enough to require a request for modification of the State Plan.  However, we would appreciate a reply from CMHS if they deem otherwise.  

E.  A brief description of regional/sub-state programs, community mental health centers, and resources of counties and cities, to the provision of mental health services within the State.

As noted above, Iowa’s mental health delivery system is highly decentralized, with substantial county control.  Each county is legislatively mandated to prepare management plans for mental health services that must meet the minimum legislative standards and must be approved by the Iowa Department of Human Services. Recent changes have eliminated the requirement that County plans be submitted annually, although they must still be approved and updated as the range of services or other issues change within each County.  Administrative rules for county management plans must include:

(a) Enrollment and eligibility process

(b) Scope of services covered

(c) The method of plan administration

(d) The process of managing utilization and access to services

(e) Quality assurance

 

The other major subsystem is the Iowa Plan, which is also detailed in other areas within this plan.  

 

The "central point of coordination" (CPC) is a critical position within the overall mental health system in Iowa.  As previously stated, the individual counties play a large role in overall mental health funding and service delivery system. Legislation in the mid 1990's, clarified roles and responsibilities of state and county authorities for mental health funding and services, and created the position of the CPC.  Each county was mandated to designate a CPC.  That person's job is to manage the county-funded mental health budget.   

 

Most of the time, the role of CPC is a full time job, but it ranges from a part time job of one person in some of the smaller counties, to up to 3 full time positions in some of the larger counties (e.g. Polk).  Many counties have their own CPC, but many also share a CPC with one or more other counties.  

 

The CPC is to control the dollars the county has to provide services to the people who need them.  The CPC makes funding decisions, rather than clinical decisions.  The majority of CPC’s have a social work degree, a few have a degree in business or finance, with a smattering of others who may or may not hold 4-year degrees in other disciplines.

 

Prior to the advent of the CPC, funding decisions were often being made by County Boards of Supervisors, in the context of their routine meetings.  Typically, the mental health center director, one of the therapists or the local Department of Human Services Director would come to the board meeting, request a closed session (to discuss client information), tell the board about the needs of the individual, then ask for specific help for that individual.  Most of the time the request for special needs was addressed as soon as the board went back into open session.  The problem with this scenario is that the individuals who could make the best arguments were funded.  

 

There are many advantages to the CPC system.  Assigning responsibility for mental health funding at the county level to a single administrative entity goes a long way in decreasing system fragmentation.  This entity oversees and negotiates the reported mental health needs and costs of its county's residents.  It is in their interest to have services as highly coordinated as possible, and this is usually in the patient's best interest as well.  In working with case managers, an involved and creative CPC can help to facilitate housing, vocational, psychiatric, rehabilitative and other services.  In some of the smaller counties, this person typically gets to know many of the individuals receiving mental health services fairly well, and they often become an important member of the overall health care team.

 

CPC's are also allowed some flexibility in how to manage the county mental health budget.  The discretion and flexibility of CPC’s has led to some of the most innovative and potentially important mental health programming throughout the state.  As the role of the CPC becomes increasingly important, and with it the need for high quality and stable staff, a variety of needs and issues will emerge.  Ongoing educational efforts for all individuals who work with in this system are needed.   

 

F. Description of how the State mental health authority or agency (SMHA) provides leadership in coordinating mental health services within the broader system.

Kevin Concannon came to Iowa from Maine, to be the new DHS Director, in 2003.  He is serving in the role of State Mental Health Commissioner and the administrative role of SMHA is within the Division of Behavioral, Developmental, and Protective Services for Families, Children, and Adults (commonly known as the Division of BDPS) of the Iowa Dept. of Human Services.  Concerns were expressed by the CMHS site visitors in May of 2004 that when the former, “Division of MHDD” was eliminated, due to restructuring in 2002, the Iowa legislation was apparently never updated to reflect that the administrative responsibilities of that division were absorbed by the Division of BDPS.  They recommended that DHS notify the Governor and the legislature of the need to revise Iowa’s law so that the administrative responsibilities of the SMHA are clearly outlined as having remained with DHS and within the appropriate division.  

The adult mental health system in Iowa is a county based system managed at the local level in all 99 counties by individuals vested with authority by the County Boards of supervisors to develop County Management Plans, identify and direct services, and manage the budget for mental health and developmental disability services.  These individuals are called Central Point of Coordination Administrators (CPCs).  There is additional information about the CPCs and their role in section E above.   

The State Mental Health Authority is faced with a considerable task regarding the evolution of a collaborative process involving consumers, family members, advocates, public and private agencies, providers and county officials. The role of the SMHA is to encourage and create partnerships between stakeholders at the state, local, regional, and federal level in order to establish and implement an organized community-based system of care.  The State must facilitate sharing of the diverse financial, technical and human resources, define shared goals and objectives, identify consumer-based outcomes and performance measures and move toward the creation of a common data base for monitoring outcomes and performance measures.  The State must also provide meaningful technical assistance to counties for local system development to meet the needs of adults with a serious mental illness, and children and adolescents with an emotional disorder and their families.

 

The process for the development of County Management Plans requires meaningful involvement of various stakeholders, including consumers, family members, county officials, and providers.  The process used to involve these stakeholders must be documented in the county plans, including how comments received on the plan were considered in the development of the final plan.  The county now has the option of using the Mental Health and Developmental Disabilities Regional Planning Councils established under Iowa Code 225C.18 to develop the local plans.  The plans must also contain a list of the persons designated by the county to develop the plan and their affiliations.  SMHA also requires the support and involvement of consumers and family members in the development and implementation of Work Programs for all contracts with DHS for any portion of the block grant funds.  

 

The Department of Human Services was and is the lead agency in the development and implementation of Iowa’s response to the U.S. Supreme Court’s Olmstead decision.  Within its role as the driving force behind all efforts related to Olmstead, many new partnerships have been forged and new opportunities created.  Additional information can be found in section C.  

The Iowa General Assembly mandated a redesign of Iowa’s mental health and developmental disabilities services system in 2002.  MH/MR/DD/BI redesign is underway and involves stakeholders from all over the State.  DHS is the lead agency for this effort and the SMHA is providing the staffing and support to the MH/MR/DD/BI Commission and its five workgroups.  Research and support is also being provided by the Center for Disabilities and Development of the University of Iowa as the result of their contract with DHS to implement the Iowa Plan for Community Development (Iowa’s response to the Olmstead decision).  For additional information, see section D.  The SMHA is forging partnerships with many stakeholders from the mental health community, but also with the broader disability community, to enhance and strengthen its efforts to improve mental health service delivery in the State.   

Among the biggest changes in Iowa that may impact the delivery of health care and mental health care services, is the new Iowa Medicaid Enterprise (IME).  This is probably the greatest change and innovation brought to the Medicaid system in many years.  

A brief description of the RFP, released by DHS for awards that were made and contracts initiated as of SFY 2005, is below.  

Summary of the Iowa Medicaid Enterprise RFP

DHS’ objective for this procurement was to develop a contract environment where Iowa Medicaid is a cohesive Iowa Medicaid Enterprise, with “Best of Breed” contractors co-located with State staff at a common Iowa Medicaid facility.  The State’s vision for the Iowa Medicaid Enterprise is not unlike the conceptual view of the operation of a Managed Care Organization (MCO) or Health Maintenance Organization (HMO).  While the State currently contracts with three HMOs for managed health care for some of its members, a substantial portion of the State’s Medicaid expenditures remain appropriated to non-HMO service provision [e.g., the State’s Primary Care Case Management program (MediPASS) and the Iowa Plan].  DHS is proposing to bring the “managed care” operational approach to an integrated Iowa Medicaid Enterprise operation at a single State facility.  This strategy will allow the State to assume a greater responsibility for the operation and direction of healthcare delivery to Medicaid members in Iowa.  

The following table describes the nine separate contracts that the Iowa Medicaid system was broken into, for purposes of the new Medicaid Enterprise System.  This comes from a five-page document, describing the project in greater detail, which can be found in the Appendix.  It dates from September of 2003.   

During the RFP process, DHS considered the following contract terms for the 9 successful bidders.

	Systems Procurements

	RFP Component
	Proposed Contract Term

	Component 1: 

Core MMIS
	5 Base Years, with 3 One-Year Options

	Component 2: 

Pharmacy POS Processing
	5 Base Years, with 3 One-Year Options

	Component 3: 

Data Warehouse / Decision Support
	3 Base Years, with 2 One-Year Options

	Professional Services Procurements

	RFP Component
	Proposed Contract Term

	Component 4: 

Medical Services
	3 Base Years, with 2 One-Year Options

	Component 5: 

Provider Services
	3 Base Years, with 2 One-Year Options

	Component 6: 

Member Services
	3 Base Years, with 2 One-Year Options

	Component 7:

Revenue Collection
	3 Base Years, with 2 One-Year Options

	Component 8: 

SURS Audits
	3 Base Years, with 2 One-Year Options

	Component 9: 

Provider Audits and Rate Setting
	3 Base Years, with 2 One-Year Options


We will provide updates regarding the Iowa Medicaid Enterprise in future state plans, as implementation is further underway.  

G.  The role of the State Mental Health Planning Council in improving mental health services within the state 

The duties of the Council are to advise the DHS Director and the Division of Behavioral, Developmental and Protective Services (SMHA) as well as the MH/MR/DD/BI Commission on the administration of the overall state plan.  Since the implementation of the Mental Health Planning Act (PL 99-660) and its "successors", the Council has been a key element in the review of Iowa's State Plan for Mental Health Services.

The failure of Iowa’s Block Grant Application & State Plan to be approved at the Peer Review in South Dakota in October of 2002, and the questions raised by peer reviewers and CMHS as a result had a huge impact upon our Council and its process.  It caused the members to become aware that they knew very little about the application process and the role of the council in that process as envisioned by CMHS.  The learning curve for Council members since that time has been formidable.  There have been many changes in the membership, and an increase in the number of changes within the membership has grown from that of prior years.  The By-laws have been re-written and additional changes to the By-laws have been considered within the past year.  During much of SFY 2003 and 2004, a representative of the Attorney General’s office was invited to attend all of the Council’s regular meetings and several committee meetings.  Since that time, staff support to DHS from the AG’s office has been reduced considerably and representatives of the AG’s office have not been available to continue these useful consultations.  The Council has committed to the idea of functioning in accordance with Iowa’s Open Meetings and Public Records laws, and perhaps most importantly, Council members have begun to ask the kinds of questions that will enhance their knowledge of all areas involved in the implementation of the block grant.  Staff of the Iowa Consortium for Mental Health and several Council members have played active roles in the development of the  writing and editing of the Plan.  The Council’s learning curve was greatly expanded during the CMHS site visit, which took place in Iowa, May 18-20, 2004, as well as during a NAMHPAC technical assistance visit in January of 2005.      

Other significant ways in which the Council has shown leadership include the effort to see that the Council was well represented within the State’s MH/MR/DD/BI Redesign process, which is addressed in detail elsewhere in this Plan.  Several members of the MHPC have become members of the sixteen-member MH/MR/DD/BI Commission since it was restructured in November of 2002.  Many Council members have participated in the work groups of the Commission and make efforts to see that the Commission receives input based upon the State Plan and activities of the Council.  The Council has developed an ad-hoc Monitoring and Oversight Committee to help meet its goal to have a more active role in understanding and providing input to the SMHA about the projects funded with the block grant.  This ad-hoc committee met throughout 2004 and has developed a fairly comprehensive understanding of the contracting process.  They also assisted in the development of forms to track the expenditures of the block grant on a quarterly basis.  The Council has also been linking its work to Iowa’s efforts to address the U.S. Supreme Court ruling in Olmstead.  Council members also serve on the Olmstead Real Choices Consumer Taskforce (ORCCTF) and two other Council members are state agency representatives to the ORCCTF and as a result have become very knowledgeable regarding efforts under the Governor’s Executive Order 27.  Yet another MHPC member is the former Olmstead Coordinator for the state of Iowa and continues to attend ORCCTF meetings and be involved in all aspects of Olmstead implementation.  The ORCCTF is the monitoring the advisory body to DHS, which is the lead agency for Olmstead.    During SFY 2005, the MHPC began efforts to revise its By-Laws and to consider, among other things, adding several Ex Officio positions to the MHPC, for members of the legislature.  

Each year, the MHPC identifies priority areas of focus for the upcoming State fiscal year(s).  During 2004, the MHPC designated an adult and a children’s priorities committee to develop a set or recommendations for the MHPC to review.  That committee format continued during SFY 2005.  The adult committee has presented a set of recommendations to the Council at its meeting meetings in May of 2004 and 2005.    

Adult Priorities of MHPC 

May 24, 2004

The subcommittee recommends to the council the following adult priorities: Our priorities emphasis for 2005 should be to move toward the evidence based practices across the state.   Of the 6 nationally recognized EBP in adult mental health, we have identified the following as our priorities:

      1.   ACT

      2.   Illness/Wellness Management and Recovery

3. Dual Diagnosis MH/SA.

The focus of these priorities should be to target populations of persons in corrections, persons as parents, persons as elderly and persons in rural or homeless situations. The outcomes should include a requirement of demonstrating how consumers were consulted, utilized and satisfied in the implemented programs funded. Any current projects funded by past priorities are not to be excluded for this year's or future funding in keeping with our current philosophy of funding for multiple years.

Adult Priorities for SFY 2006

These priorities are recommended with mindfulness of addressing emerging needs as identified by state agencies collaborative and redesign efforts around mental health.

1.   Priority to move toward development and implementation of nationally recognized evidence based practices throughout the state.   Those practices include supported employment, family psycho education, ACT, dual diagnosis, illness management and recovery, med management and any practices newly identified in the interim.

2.   Priority to develop and implement self-determination practices in the mental health delivery system.

3.    Priority to develop and implement increased access to emergency services.

Adult Priorities for SFY 2007 
The recommendations for Adult priorities included:

· Move toward development and implementation of an evidenced based culture throughout the State of Iowa.  That culture includes, but is not limited to, promising practices and evidence-based practices.  

· Develop and implement an environment in the mental health delivery system, which promotes recovery through a consumer choice concept.

· Provide for and continue state advocacy, training, and support for consumers and family members.

These priorities were adopted by the MHPC on March 28, 2005, but are also subject to further review and possible revision during SFY 2006.  

The children’s subcommittee made the following report of recommendations for SFY 2007.  The report was accepted by the full Council at its meeting in May of 2005.  

Children’s Priorities Subcommittee Report
July 1, 2006 to June 30, 2007

May 23, 2005

These Mental Health Planning & Advisory Council’s priorities are specific to children with SED and are intended to offer direction to DHS.  They are to be considered in all allocations of the MH Block Grant for children with SED, including Community Mental Health Centers, Competitive Grants and Sole Source Grants.  

These priorities are consistent with Iowa’s comprehensive vision of a system designed for children’s services as defined by Healthy Iowans 2010 and the Children’s Disability System Redesign efforts of the MH/MR/DD/BI Commission.  These priorities recognize the importance of collaboration and interfacing with the many behavioral health and child welfare initiatives within Iowa’s Departments of Public Health, Education, and Human Services and the Juvenile Justice system:

· Move toward development and implementation of an evidenced based culture for children’s mental health care throughout the state of Iowa. This is to include, but is not limited to, evidence based practices and promising practices which are moving towards becoming evidence based.

· Promote and support early intervention and diagnosis for children with SED of all ages. This is to include, but is not limited to, early childhood screening and assessment at all ages.
· Promote and strengthen advocacy efforts for families of children with SED. This is to include, but is not limited to, information, referral and family/individual education and training for children with SED and their families.
· Develop and implement a delivery system that promotes individual services/support for children with SED and their families. This should reflect the core values of family driven, community-based, and team approach.

· Develop and implement services to support transitions for children with SED. This is to include, but not limited to, services that support children through transitions from one level of care to another (for example, from out-of-home placements back into the community), or programs that support children through developmental transitions (for example, from school age to adult services). 

The Council shall review these priorities during 2006 to consider any emerging needs identified by statewide collaborative and redesign efforts relating to mental health. 

Part C: State Plan

Section II: Identification and Analysis of Service System’s Strengths, Needs, and Priorities

A. Adult Mental Health System

1. Strengths and weaknesses of the services system.

We believe that strengths are adequately described in other sections of this document, including those pertaining to the Mental Health Planning Council, the role of the SMHA, including the new Iowa Medicaid Enterprise, the description of regional, sub-state programs and community mental health centers, and others.  Several weaknesses are included in the section to follow, regarding analysis of unmet needs.  

One additional weakness that continues to be worthy of note includes the continued impact of reduced staffing within the State Mental Health Authority, (DHS, Division of BDPS).  Staff reductions in 2002 have not been reversed and have made the administration of the CMHS Performance Block Grant and all other functions, more difficult in that they are spread across a very small number of individuals.  The mental health staff, within the Bureau of Community Services, includes, 1) one Bureau Chief, who also has many administrative duties and responsibilities for supervision of other, non-mental health staff, 2) two mental health specialists; one with full-time responsibility for children’s mental health issues and planning, one with multiple responsibilities for adult mental health planning and several other program management responsibilities, 3) one staff person who coordinates the mental health system redesign and support to the MH/MR/DD/BI Commission, 4) two staff people who serve as liaisons to the Central Point of Coordination (CPC) administrators in all of Iowa’s 99 counties, (For much of SFY 2005, one of these two positions was vacant.) 5)  one staff person who administers the State Payment Program – Iowa’s medical coverage program for qualifying individuals without “legal settlement,” in any of Iowa’s 99 counties, and 6) three staff responsible for accreditation of the community mental health centers and “other” accredited mental health providers across the state, and 7) one administrative assistant/secretary providing staff support to all of the above, along with additional non-mental health staff within the Bureau.  

2. Analysis of the unmet service needs and critical gaps within the current system and identification of the source of data which was used to identify them.

There are a variety of gaps and unmet needs in Iowa’s public mental health system.  Among those that are seen as a priority by the MHPC:  

1. Inadequacy of information systems capacity, with a particular focus on outcomes:  While the county management information system (COMIS) allows for quantification of some aspects of access to specific services, we do not have an adequate means of quantifying quality of care across the state.   There is a need to a) identify a meaningful set of outcome measures that can be practically gathered across delivery sites, b) train and incent providers in their use, and c) develop methods to aggregate and feedback these data to providers, payers, consumers and other stakeholders.  There is consensus that the service delivery system should be driven by outcomes that are meaningful to consumers and families, so the ability to track these outcomes in a reliable, consistent and valid manner is critical.  

2. Under-resourced and under-empowered state mental health authority:  Iowa’s system of local (county) control of MHDD services combined with ongoing budget cuts at the state level has left an already limited mental health authority significantly under-resourced.  This is felt on multiple levels, including lack of adequate staff for oversight, quality assurance and credentialing.  There is growing consensus for the need for a comprehensive, central and organizing state mental health plan, and for the requisite resources needed for its oversight.  Even the most ardent supporters of local control seem to be recognizing the need for a central and consistent vision for the mental health system in Iowa.  

3. Under-utilization of evidence-based practices:  As described further below, several mental health practices with the strongest evidence-base are not being widely implemented in the state.  For example, there are significant administrative barriers involved in delivering integrated substance abuse and mental health services to individuals with co-occurring disorders, limiting that practice.  Substantially more employment resources are directed towards sheltered workshops than towards supportive employment, despite the much more compelling evidence for the latter.  Lack of reimbursement limits the use of family psycho-education.  Assertive community treatment is available only in 3 cities, and unavailable in any of the rural areas.  Efforts to enhance the dissemination and implementation of evidence-based practices are a priority.  

4. Inadequate access to community-based mental health services for children, leading to an over-reliance and inappropriate use of child welfare services and /or congregate care settings.  Many communities lack the resources necessary to maintain children with serious emotional disturbances in their homes and schools.  While Olmstead guides us towards community integration, the reality of this situation leads to many children finding their way into congregate settings such as PMIC’s (Psychiatric medical institutions for Children) to access services not available in their communities.  Similarly, the child-welfare system is often used as a substitute for mental health services.  

5. Rigorous residency requirements often lead to long administrative delays in accessing services.  Iowa’s system of establishing legal settlement poses a barrier to accessing mental health services for many Iowans.  

6. Inequities in access to and quality of mental health services across the state: There is a lot of variability from county to county in terms of eligibility for, and availability of high quality mental health services.  

7. Limitations in educational opportunities for front-line mental health staff.  Ultimately the quality of a system depends upon the quality and abilities of the line staff.  More must be done to ensure adequate educational and developmental opportunities for mental health staff at all levels.

3. Statement of the State’s priorities and plans to address unmet needs.

With regard to items above, we are hopeful that some steps, however small, have been taken toward  addressing each of the concerns, with the possible exception of number 2, regarding the lack of staffing and empowerment of the State Mental Health Authority.  

1.  The state began to gather minimal data from the community mental health centers and “other” mental health providers, which receive a portion of the block grant, during 2003.  Even thought this doesn’t begin to address the larger data needs relating to all mental health services delivered statewide, it has given us some information, never available before, about the population of adults with SMI and children with SED who are served by the block grant.  The MHPC has increased its focus on the data needs of the SMHA and specifically those related to the CMHS Performance Partnership Block Grant.  They have strongly encouraged the SMHA to utilize the Data Infrastructure Grant (DIG) to move toward increasing data capacity and collection.  The MH/MR/DD/BI Commission has also become educated and is increasingly aware of the significant data needs and lack of capacity to meet those needs with existing data systems.  Efforts to make the legislature and decision makers aware of these issues have increased significantly.  

3.
We believe the training series and technical assistance made available, as a result of a contract with the Iowa Consortium for Mental Health, regarding Evidence Based Practices, will significantly increase the understanding of these practices within the state.  We’re hopeful that efforts will be made by those newly informed, to make resources available to move quickly and effectively toward the implementation of those practices.

4.   The MH/MR/DD/BI Commission will present its report to the legislature and Governor regarding recommendations for redesign of the children’s system, in December 2004.  Well over 100 individuals, advocates, family members, providers, and Commission members are engaged in this comprehensive review of all aspects of the children’s services system.    

5.   The MH/MR/DD/BI Commission has recommended the elimination of Iowa’s legal settlement requirements.  They have outlined steps for accomplishment of that goal.  

6. Here again, the MH/MR/DD/BI Commission has recommended guidelines that would bring increased uniformity and a set of  “core services,” which, if adopted, would be available in all of Iowa’s 99 counties.  As with any system redesign, there are funding issues to be addressed as well as issues associated with the elimination of legal settlement that must be addressed in conjunction with adoption of core services.

7. The SMHA and the MHPC have made available, funding for the training series regarding Evidence Based Practices, which we hope to be able to continue funding for over the next several years.  This training series reached over 900 individuals across the state, many of whom are line staff involved in delivery of mental health services.  In addition, a statewide training series, which began in SFY 2004 and continued in SFY 2005, has provided training to increase capacity to respond to disasters and emergencies with regard to mental health and substance abuse issues.  This project utilizes funding from SAMHSA in the form of a Disaster Mental Health and Substance Abuse Targeted Capacity Expansion (TCE) grant, made available from June 2003-May 2005.  The project was supplemented with CMHS block grant funds in 2004 and 2005, in hopes of expanding it’s impact for “first responders,” across the state, as well as mental health and substance abuse providers, and many individuals from the broader community of potential responders to disasters and emergencies.  A no-cost extension of the MH/SA TCE was granted by SAMHSA/CMHS in August of 2005.  This will permit the completion of an “All Hazard’s Plan” addressing mental health and substance abuse response relating of disasters of all types, by May 31, 2006.  

4. Summary of recent significant achievements that reflect progress towards the development of a comprehensive community-based mental health system of care.

See achievements for both adult and child system redesigns, under, “D. Legislative Initiatives and Changes,” elsewhere in this document.

See earlier discussion of Iowa Medicaid Enterprise, found in section, “Description of how the State Mental Health Authority of agency provides leadership”. 

See other sections addressing the recommendations of the MH/MR/DD/BI Commission, which completed it’s recommendations regarding a legislatively mandated redesign of the adult services system and has also been developing it’s recommendations to redesign the children’s services system.  

5. Description of the comprehensive community-based public mental health system that the State envisions for the future.

1. Goals for the Adult System Funding mechanisms in which the funding follows the individual

2. Consumer-directed services – individualize services to meet the needs of the individual instead of having to choose from a “menu of services” that fit people into available services.

3. Appropriate service delivery in the most integrated setting – (in accordance with the Olmstead decision)

4. Safe, affordable and accessible housing that provides choice and integration in the community

5. Safe and affordable transportation that is responsive to individual needs

6. Equal opportunities and choices in employment without disqualification in services and benefits.  

7. Increased system flexibility which supports growth and development of peer support and peer counseling networks

Strategies to move towards these goals  include:  

1. Restructuring of the legal mental health authority:  Develop and empower a meaningful mental health authority for the state, with both the responsibility and authority to establish and implement a coordinated system of care for children and adults with mental illness, brain injury and developmental disabilities.  The Commission has had longstanding concerns that the MHDD system as a whole is fragmented, and that there has not been an adequately empowered single point of authority and accountability for the system.  This concern predated the infra-structural changes that occurred in November 2001, for DHS, including the elimination of the MHDD division administrator position and drastically reducing staffing in what had been the Division of MHDD.  With these changes, the concern became even more pressing and urgent.  The Commission feels that without the creation of such a central point of authority and responsibility, it will be impossible to move forward with any of the recommendations contained herein.

2. Core Services:  The current institution-based mandates should be replaced by a defined set of core community services that must be provided to children and adults with serious mental illness and developmental disabilities.

3. Eligibility:  Uniform eligibility criteria for core services should be created and standardized on a statewide basis. This includes both clinical criteria as well as financial eligibility criteria.  

4. Legal settlement:  The MHDD Commission recognizes that this is a very complex issue with many implications.  However, the commission feels strongly that the current legal settlement policy is wrong and needs to be eliminated.  The Commission supports the replacement of legal settlement with a policy in which funding follows the individual rather than legal settlement.  This will likely require an increase in the state’s contribution to funding for core community services.

5. Restructuring of oversight bodies: The role of citizen oversight commissions should be strengthened and retained.  The MHDD Commission and the State County Management Committee should be combined in an effort to minimize redundancy and help to create a clear point of accountability at a state level. This body should have oversight over the mental health authority described in the point above.  

6. Children’s MH and DD services:  The Commission is very concerned that Iowa’s children’s mental health and disability service system is particularly fragmented and dysfunctional. This situation is worsening in the context of increased restrictions on reimbursement for mental health services for children with emotional and behavioral disorders.  A major effort will be necessary in order to achieve the goal of creating a coordinated system of mental health services for children that is easy to access and links children, parents, schools and health care providers. 

7. Relationship between DHS and the Department of Corrections (DOC):  The Commission is concerned that more and more individuals with mental illness appear to be winding up in correctional settings. The Commission recommends closer coordination and communication between DHS and DOC, specifically to: a) improve transition between correctional settings and community-based settings for offenders with mental illness and developmental disability; b) increase funding for, and improve treatment of offenders with mental illness and developmental disabilities while in correctional settings, and c) decrease the number of individuals with mental illness in correctional settings.

8. Compliance with Olmstead: The commission urges full support and funding for the implementation of the Iowa Plan for Community Development in an effort to fully comply with the Olmstead decision.  

9. Unserved individuals:  Individuals with brain injury as well as those with developmental disabilities without cognitive impairment, often “fall through the cracks” of the current system.  Equitable access to services for such individuals is critical and must be addressed with both changes in legislation/code as well as additional allocation of resources. 

10. Enhance support and training for direct-care workers:  Recruitment to these positions is an ongoing problem, and turnover is extremely high.  These types of positions are vital to an effective service delivery system and require additional support.  Training requirements should be increased and implemented and salaries, benefits, and incentives should be increased.  

11. Personal Assistance Services:  Funding should be made available for consumer-controlled personal assistance services for all Iowans with disabilities.  The state must be a contributor to this funding, and should also pursue federal funding.  

12. Develop a statewide system of peer support:  Fund and expand a consumer-driven network covering the entire state to provide peer support and counseling, and opportunities for self-advocacy for Iowans with all types of disabilities.  

13. State funding share to counties:  Community services and allowable growth must be restored to the original appropriation for FY 2002.  Not doing so will result in decreased access to and quality of services.  

14. Parity:  For more than twenty years the legislature and the two sitting governors have discussed various parity proposals.  To date, nothing has been passed into law.  This is a critical policy that must be enacted for the well being of all Iowans.  The MHDD commission strongly urges the signing of parity legislation into law that covers persons with mental illness and substance abuse illness.

The MHMRDDBI Commission continues to apply these principles as it implements adult system design:  

1. The system begins with the person

2. A plan of supports is developed based on the needs and wants of the person.

3. Supports are developed based on the plan, which is based on the person.

4. Outcome-based quality assurance standards for service/support providers are used to allow the development of the supports needed, which are based on the plan, which is based on the person.

5. Outcome-based standards are based on outcomes in the person’s life.

6. Assume people can live in the community given the appropriate supports.

7. Person Centered Model with an individual budget (includes the Recovery Model for people with mental illness). 

8. The plan belongs to the person, not to service providers. It crosses systems and funding streams.

9. Services do not come in packages.

10. Services are accessible across the state (and in urban/rural area).

11. Services are identified flexibly to allow creativity and development of new services/service providers.

12. Training is ongoing for all system participants including consumers, support staff, funders, and the public.

13. The system must assure a level of health and safety while balancing rights of choice. (Alive and miserable is unacceptable, happy and dead is incompatible.)

14. Consumer/Family responsibilities should be included and encouraged.

15. Adults should have access to life long learning opportunities.

16. People have the potential for growth

17. People should not be forced into or to stay in poverty to receive supports

Taken together, these goals, strategies and principles reflect a vision for Iowa’s public mental health system for which there is broad consensus.  

Part C: State Plan

Section II: Identification and Analysis of Service System’s Strengths, Needs, and Priorities

B. Child Mental Health System

1. Strengths and Weaknesses of the Children’s Service System
Iowa has taken several significant steps toward creating a children’s mental health system, which is more family driven, community based, and uses a system of care approach.

The biggest accomplishment is the establishment of the Children’s Mental Health (CMH) Waiver program.  It is expected the CMH Waiver will be implemented Oct. 1, 2005.  Even before implementation, it is already being identified that this waiver, because of serving only 300 children at any one time, does not meet the vast needs of children with SED and their families.  It is , however, a monumental step in moving the children’s mental health system forward.

The second paramount accomplishment was enacted legislation so parents no longer need to relinquish custody of their child to receive mental health services.  The legislation addresses voluntary placements in Psychiatric Medical Institutes for Children (PMIC’s) as well as changing the definition of a Child In Need of Assistance (CINA) statute.

Next, because of legislative action taken in 2004, it has been mandated that to receive MHBG funding, mental health providers need to plan and implement evidence based practices for children with SED and their families.  This legislation has launched Iowa to begin research, provide education and technical assistance to providers in the area of evidenced based practices.

Lastly, Iowa had two sites apply for the Children’s Mental Health Systems of Care federal grants through SAMHSA in May 2005.  Iowa is one of only two states, which has never received this grant.  It is hoped that at least one of the sites will receive this grant.  The application process was an important step in educating community stakeholders as well as state level stakeholders about systems of care for children’s mental health.  It served as a catalyst for DHS to propose budget proposals for State Fiscal Year 2007 to expand a systems of care approach.

The overall weakness of the system continues to be the fragmentation of services delivered by several state and local agencies.  This fragmentation is identified as an issue to address at many levels including but not limited to the MH/MR/DD/BI Commission’s current charge to transform the entire children’s disability system in Iowa; the local communities receiving MHBG funding to implement local systems of care for children with SED, and the Dept. of Education’s Positive Behavior Alliance efforts to implement wraparound within schools.  

It is interesting that in planning and implementing the aforementioned steps, weaknesses in the system that may have been overlooked or minimized in the past have arisen.  Families’ involvement in all levels of planning and delivery of services has historically been discussed.  There seems to be more difficulty moving this “theory” to practice.  Resistance to change how children and families are served is an area that is more of a weakness today because of the overall assessments of the system that has been done.  Knowing this barrier exists will now allow Iowa to begin addressing the weaknesses in several different ways with a variety of stakeholders.

2. Analysis of the unmet service needs and critical gaps within the current system and identification of the source of data which was used to identify them.

Child and Family Services Review (CFSR), a federal review process for child welfare services was conducted in May 2003.  One of the outcomes measured through the CFSR is how well each state meets the mental health needs for the children served in the state’s child welfare system. Iowa did not meet the required level of performance regarding its children’s mental health needs. 
As a result of not meeting the performance level, Iowa submitted a Performance Improvement Plan (PIP) to address the area of meeting children’s mental health needs.  Specifically, the PIP outlines two action steps DHS will take to improve its performance.  The first is to strengthen the expectations within the Iowa Plan contract to improve assessment of mental health issues and access to mental health services for children in child welfare and juvenile justice systems.  The other action step is to negotiate a state level Memorandum of Agreement with the Iowa Dept. of Education and Dept. of Public Health to address service needs (i.e. education, mental health, substance abuse, medical, public and private service providers, etc.).

3. Iowa’s priorities and plans to address unmet needs

These priorities are consistent with Iowa’s comprehensive vision of a system designed for children’s services as defined in Healthy Iowans 2010 and the Children’s Disability System Redesign efforts of the MH/MR/DD/BI Commission.  These priorities recognize the importance of collaboration and interfacing with the many behavioral health and child welfare initiatives within Iowa’s Departments of Public Health, Education, and Human Services and the Juvenile Justice system:

· Move toward development and implementation of an evidenced based culture for children’s mental health care throughout the state of Iowa. This is to include, but is not limited to, evidence based practices and promising practices which are moving towards becoming evidence based.

· Promote and support early intervention and diagnosis for children with SED of all ages. This is to include, but is not limited to, early childhood screening and assessment at all ages.
· Promote and strengthen advocacy efforts for families of children with SED. This is to include, but is not limited to, information, referral and family/individual education and training for children with SED and their families.
· Develop and implement a delivery system that promotes individual services/support for children with SED and their families. This should reflect the core values of family driven, community-based, and team approach.

· Develop and implement services to support transitions for children with SED. This is to include, but not limited to, services that support children through transitions from one level of care to another (for example, from out-of-home placements back into the community), or programs that support children through developmental transitions (for example, from school age to adult services).

CMHS Awards Target Service Gaps

Beginning March 2004, approximately $335,000 to aid the development of local systems of care/wraparound service delivery to children with serious emotional disturbances and their families was allocated of the CMHS State Mental Health Block Grant to seven of the eight DHS service areas. Historically, the block grant funds have not been used in such a way. The Mental Health Planning Council (MHPC) decided to initiate the effort of bringing together the evidence of need and best practices under the increased pressure to develop community based services, collaborative cross system service delivery, and to involve families in all stages of service planning and delivery. 

The seven service areas cover 41 of the 99 counties in Iowa. Some of the areas have more than one project.  Some projects are targeted in just one county while other projects encompass several rural counties. Areas are permitted to define their specific catchment area. The emphasis of the planning effort is to develop the system that meets each community’s needs and brings all stakeholders to the planning table. To obtain funding, each DHS service area needs to have child welfare, juvenile justice, local area education agencies and/or schools, local public health professionals, community mental health centers, and family members on a planning team. Each team is expected to develop a research- based plan and include an evaluation process prior to implementation. The issue of braided funding is expected to be an implementation focus as well
4. Summary of recent significant achievements that reflect progress towards the development of a comprehensive community-based mental health system of care.
SYSTEM DESIGN EFFORT FOR CHILDREN 

The Mental Health/Mental Retardation/Developmental Disabilities/Brain Injured (MH/MR/DD/BI) Commission has been working on knitting together a statewide system of care focused on children with diagnosed or diagnosable serious emotional disturbance (SED), developmental delays and behavioral needs and their families.  This is a broad effort involving families of children with disabilities, private primary health care and day care providers, Iowa Department of Human Services, Iowa Department of Education, Iowa Department of Public Health, and other key constituencies.  They appointed an Oversight Committee to direct this work.  

The Oversight Committee has collected and analyzed system design ideas from participants in an October, 2004 Conference and assembled data about existing initiatives and programs that are successfully supporting families of children with disabilities.

The Oversight Committee recognized that they needed more input from families of children with disabilities and from providers and others prior to designing a model system of care.  From April to July 2005, workshops were held in various parts of Iowa to learn more how people access services and how the state is meeting their needs.  Armed with that information, the Committee drafted a model for a system of care.  The model includes these components:

· A system that is driven by families of children with disabilities and by youth with disabilities. “Driven,” means that families and youth are informed and are part of all decision-making that affects them individually or as a matter of state policy. It also means that the system supports family networking and peer support

· A “lighthouse locator” system.  The “lighthouse locator” is websites and call centers that that are promoted and linked in such a way that families and service providers can easily access disability-related information and services.  It is also a trained network of real people available in local communities to provide face-to-face information to families, schools, health care providers, employers, and others seeking answers to disability-related questions.

· “System Navigators” to work with families that need more intensive support, training, and mentoring than that available through the lighthouse locator system.  System Navigators will also be instrumental community organizers for local disability communities, building local family networks and linking local services.  

· Linked service planning for children and families with multiple needs.  

· Disseminating, using, and setting standards that incorporate best practice research for service delivery

Training on the model system for all stakeholders including families of children with disabilities and youth with disabilities.
Early Childhood Mental Health Development Project
In November 2003, the National Academy for State Health Policy (NASHP) approved the Iowa Department of Human Services' grant application for the Assuring Better Child Health and Development (ABCD) initiative. Funded by the Commonwealth Foundation, this three-year grant project intends to identify and implement policy and system changes to support the provision of preventive care by Medicaid providers to children birth through age three.

The NASHP funding of $55,000 per year, is matched by Medicaid funding of the same amount. Iowa intends to move toward the development and infusion of healthy mental development services into our current EPSDT system.  We are in the second year of the project.

A Healthy Mental Development Panel meets regularly and provides recommendations to the project Board, the EPSDT Interagency Collaborative Board. Several work groups were created from the Panel; the Prevention and Early Identification work group, the Interventions work group, the Referral work group, the Medicaid Barriers work group, and the Evaluation Team.

Two demonstration sites have been established for this project period. The sites were chosen according to the following criteria: one site is in an urban area with various specialty services, Dubuque; the second site is located in a rural area with family practice physicians, Pella. Both sites demonstrate interest and positive working relationships among key community players, e.g., physicians, public health providers, hospitals, and human services providers. Both sites have a sufficient number of Medicaid recipients to assure the validity of evaluation measures. ABCDII staff facilitates community planning in the sites to design their service delivery models; establish linkages between public and private practitioners to create a coherent system of services; and identify provider-training needs.  ABCDII staff provides on-going training and technical assistance to project sites to facilitate implementation. The project also works closely with the

Iowa Medical Home Initiative in coordinating activities and training.  Our website: www.iowaepsdt.org   Note that some areas are still under construction.
Community Level Collaborations for Children

Community projects across the state have brought together leaders in mental health, education, public health, human services and law enforcement to identify community needs and resources to achieve not only a reduction in hospitalization for children with SED but to assure that all children and their families receive adequate physical and mental health care. 
 

State Level Collaborations for Children

· Iowa Behavioral Alliance led by Department of Education

· Iowa Collaboration for Youth Development led by Criminal & Juvenile Justice Planning in the Department of Human Rights

· Early ACCESS (Part C IDEA)

· Healthy Iowans 2010 led by Department of Public Health

5. Description of the comprehensive community-based public mental health system that Iowa envisions for the future.
The Developmental and Behavioral System for children in Iowa will be embedded in, and part of, existing systems for children and families; it will not be a “stand alone” system.  These existing systems include Early Childhood Systems, Family Support Systems, Learning Support Systems, and Safety and Protection Systems.

Part C: State Plan

Section III: Performance Goals and Action Plans to Improve the Service System

A.  Adult Plan

Current activities

Criterion 1: Comprehensive Community Based Mental Health System

 

Iowa's public mental health system has been described in detail in the Context section.  It consists of at least two distinct components: (1) The Iowa Plan for Behavioral Health and (2) County Management Plans.  Described below are the components that form the basis of Iowa’s comprehensive system of care for adults with a serious mental illness.

 

1. Health, Mental Health, and Rehabilitation Services 

Iowa’s Medicaid Behavioral Health contractor is Magellan Health Services.  The plan is called The Iowa Plan and covers approximately 240,000 eligible enrollees (children and adults).  The original contract was implemented January 1, 1999, and continued through June 30, 2001, with three optional extension periods of up to one year each. Magellan Health Service was the successful bidder of the contract again this year (July 1, 2004) and has a new 2-year contract with three optional renewal periods. Only the State has the discretion to exercise the extension options.  Under established capitation rates, the contractor is at full risk for providing all Medicaid funded mental health and substance abuse services to enrollees, regardless of pre-existing conditions.  As stated earlier, the Iowa Plan for Behavioral Health combines two previously separate managed care programs, the Mental Health Access Plan (MHAP) and Iowa Managed Substance Abuse Care Plan (IMSACP).  The Contractor also manages services to persons with a mental health diagnosis who are enrolled in the State Payment Program (SPP).  

The Iowa Medicaid Program covers both categorically and medically needy persons.  The Iowa Plan covers all categories of Medicaid eligible beneficiaries unless specifically excluded.  In a typical month, the number of unduplicated enrollees who received one or more services is 13,616 persons. Approximately 62% of the persons receiving services are children.  

Covered services are those that are included in the Iowa Medicaid Program and are reimbursed for all non-Iowa Plan beneficiaries through the state's Medicaid fiscal agent (DHS medical division). The Contractor maintains a network of appropriately credentialed mental health service providers to assure availability of the following services to meet the mental health needs of eligible enrollees:

· Emergency services for psychiatric conditions available on a 24 hour basis

· Ambulance services for psychiatric conditions

· Inpatient hospital care for psychiatric conditions

· Outpatient hospital care including intensive outpatient services, individual and group therapy, occupational therapy, medication administration, activity therapy, family counseling, partial hospitalization, and day treatment
· Psychiatric physician services including consultation for other medical conditions

· Psychological services for diagnosis, evaluation, and treatment of mental illness at state schools and Mental Health Institutes for enrollees under age 21

· Services provided through a Community Mental Health Center, including the services of a psychiatrist, psychologist, social worker, or psychiatric nurse, and day treatment

· Targeted case management services to persons with a chronic mental illness

· Medication management, excluding medications

· Psychiatric nursing services by a home health agency

· Psychiatric or psychological screening prior to nursing home admission

· Mental health services subsequent to EPSDT screening

Additional Required Services in the Iowa Plan

Although not covered in the fee-for-service Iowa Medicaid Program, the following services are required of the Contractor as appropriate ways to address the mental health needs of enrollees.  The Contractor must expand availability of all required services assuring system capacity to meet the needs of Iowa Plan enrollees. These additional required services are:

 

•
Services for persons with dual diagnoses (substance abuse and mental illness)

•
Case consultation by a psychiatrist to a non-psychiatrist physician

•
Services of a licensed social worker

•
Mobile crisis services

•
Mobile counseling services

•
Integrated mental health services and supports to assist enrollees remain in or return to the community and limit the need for out‑of‑home placement, similar to wrap​around services available in the child welfare and juvenile justice system

•
Psychiatric rehabilitation services

•

Focused care management

•
Peer support services

•

Supported community living services

•
Assessment of the functioning level of a child with serious emotional disorder or adult with a serious mental illness; the scale to be repeated by intervals specified by the regimen

•
Assertive Community Treatment

•

Specified services to persons admitted at the State Mental Health Institutes (MHI’s)

•
Specified inpatient evaluations for mental health conditions

•
Prevention and early intervention services

 

County Management Plans


A county-based system provides services to persons not eligible for Medicaid through County Management Plans.  The counties also pay for certain non-Medicaid services to persons eligible for Medicaid as outlined within the individual county plans.  This county based system was initially created in 1996 by Senate File 69 and House File 2430 which established the creation of local planning councils and defined the responsibility of those councils to develop plans for support services and housing to meet the needs of person with mental illness.

 

Gross county expenditures for mental health services in SFY 2002 were $89 million.  The State furnished $116 million as its share of property tax relief, annual growth allowance, and the MHDD Community Services payment to counties to cover some of the cost of disability services managed by counties.  Each county has created the office of Central Point of Coordination (CPC) for administration of mental health services. County Management Plans define how the local service system will assist individuals, families and children to access mental health services and needed supports, such as income support, education, emergency relief, housing, and medical care.  It is the responsibility of the CPCs to develop and administer the County Management Plan for the mental health and developmental disabilities services in each county.    

 

Funding of services for persons with a mental illness has historically been county-based. This reliance on county-based funding is steadily diminishing as the State increases assistance to counties in property tax relief ($88,399,999) and annual growth payment ($8,554,053) distributed on a formula basis. Property tax relief and growth payments ($96.9 million in FY 2002) are combined with property tax levies raised by the counties to fund all disability services. Due to political and fiscal realities, counties will continue to be financial partners in the provision of mental health and other disability services in the state. Even though the legislation places the responsibility for development and implementation of County Management Plans squarely on Iowa’s counties, each county controls their service system infrastructure that is not funded by Medicaid. Through local control each county prioritizes needs, develops plans, establishes system goals and indicators, identifies consumer outcomes, and allocates resources. 

 

Whether federal Medicaid, State, county, or other funding streams are used to pay for mental health services, those services are provided to eligible Iowans by a system that incorporates a variety of elements. A brief description follows.

 

Mental Health Institutes (MHl)

The Iowa Department of Human Services operates four specialty psychiatric hospitals known as Mental Health Institutes.  All four are licensed as hospitals and provide inpatient psychiatric services to adults. One has a program to provide long term gero-psychiatry; one provides substance abuse treatment and two of the MHI's serve children and adolescents.

 

Specialized Psychiatric Units in General Hospitals

Twenty-five general hospitals in Iowa have licensed psychiatric units with a total capacity of 995 beds. While more concentrated in metropolitan and urban areas, psychiatric hospital services are available in most parts of the state.

 

Community Mental Health Centers and other Community Mental Health Providers

Community Mental Health Centers each serve a defined catchment area ranging from one to nine counties.  Other mental health providers generally serve a specific, and generally smaller, geographical area.  These agencies may be accredited to provide any of the following services: partial hospitalization, day treatment, intensive outpatient, psychiatric rehabilitation, supported community living, outpatient treatment, emergency services, and evaluation.

 

Mental Health Professionals Statewide

There are approximately 230 psychiatrists in the State of Iowa.  The majority of the psychiatrists practice in metropolitan or urban counties.  A secondary concentration is found in or near those counties with a psychiatric institution, an MHI or a VA Hospital.  In 2002 there were a reported 434 psychologists, 4678 social workers, 500 individual mental health counselors and 174 marital and family therapists.

 

Residential Care Facilities for Persons with a Mental Illness

The Iowa Department of Inspections and Appeals licenses "Residential Care Facilities for Persons with Mental Illness" that provide accommodations, board, personal assistance and other essential needs of daily living to three or more individuals for a period exceeding 24 hours. Clients must be able to sufficiently or properly care for themselves, but do not require the services of a registered or licensed practical nurse. Fifteen programs with 371 beds are currently licensed.  These programs provide care in residential facilities to persons with severe psychiatric disabilities who require specialized psychiatric care.  While scattered around the state, these programs are not available in every community.
 

Intermediate Care Facilities for Persons with a Mental Illness

The Iowa Department of Inspections and Appeals also licenses "Intermediate Care Facilities for Persons with Mental Illness," which are institutions, places, buildings, or agencies whose primary purpose is to provide accommodations, board and nursing care for a period exceeding 24 consecutive hours to three or more individuals who have mental illness. Currently, only one program with twenty-five beds holds this licensure in Iowa.
Rehabilitation Services 

In 1998, the State of Iowa initiated a statewide implementation of Intensive Psychiatric Rehabilitation, a program that is unique because it incorporates recovery-oriented principles as part of a public sector managed care carve-out. Magellan Behavioral Care of Iowa, an affiliate of Magellan Behavioral Health, administers the program and is responsible for its implementation and adoption statewide. IPR is guided by the values of consumer involvement, empowerment, and self-determination. Its mission is to provide enhanced role functioning accomplished through strategies for readiness, skill, and support development. Presently, the outcomes of this program are being studied by the Center for Psychiatric Rehabilitation at Boston University. 

 

IPR provides services to adults with a serious and persistent mental illness who are interested in making a community ‘role recovery’ within the next six months to two years. The concept of role recovery is to engage or re-engage individuals in personally meaningful community roles. The purpose of intensive psychiatric rehabilitation services is to assist the person to choose, obtain get and keep valued roles and environments. The four specific environments and roles in which psychiatric rehabilitation will assist the individual are living, working, learning, and social interpersonal relationships. 

 

Consumers enrolled in the Intensive Psychiatric Rehabilitation Services are involved in all aspects of the recovery process. Role recovery goals are established with the full input of each individual. There are four phases of the psychiatric rehabilitation process: Readiness Development, Goal Setting, Goal Achieving and Goal Keeping. Psychiatric Rehabilitation Practitioners meet with consumers as often as needed and as determined by the consumer and the practitioner.
Adult Rehabilitation Option for Persons with Chronic Mental Illness

The Department of Human Services Medical Services Unit has worked with county representatives to design and submit a state Medicaid plan amendment to add the rehabilitation option for persons with chronic mental illness. This greatly expands the community service options for persons with mental illness and ensures that these services are available statewide. Community support services included are symptom management and support services, community living skills training, and employment-related services. Day program services include both skills training and skills maintenance services.   The plan amendment was effective January 1, 2001. 
2. Employment Services 

Bridge to Employment 

Iowa is the only state in the nation to be awarded both the Social Security Administration (SSA) and the Rehabilitation Services Administration (RSA) grants. The Department of Human Services partnered with Workforce Development for the SSA grant and was one of the partners with the Department of Education, Division of Vocational Rehabilitation for the RSA grant. Given the similarity between the purposes, there is a significant effort to insure that activities are coordinated and there is a high level of communication. The overall purpose is to assist Iowa in developing the infrastructure to enable coordination of service delivery systems, which increase the rates of employment and self-sufficiency of Iowans with disabilities.
The Social Security Administration approved twelve states for cooperative agreements to conduct demonstration projects. The purpose was to develop integrated service delivery systems that increase employment of individuals with disabilities who receive Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI). At the same time the Rehabilitation Services Administration approved grants to five states with the purpose of assisting persons with disabilities who receive Family Investment Program (FIP) benefits to obtain employment. Both grants were 5-year projects, which ended September 30, 2003. 
Iowa was one of twelve states to receive a Social Security Administration cooperative agreement to conduct demonstration projects to develop integrated service delivery systems to increase employment of individuals with disabilities who receive Social Security Disability Insurance (SSDI) and Supplemental Security Income (SSI). This grant partnered Department of Human Services with Workforce Development   At the same Iowa also received a Rehabilitation Services Administration (RSA) grant to assist persons with disabilities who receive Family Investment Program (FIP) benefits to obtain employment. This grant partnered DHS and the Division of Vocational Rehabilitation within the Department of Education.

3. Housing Services 

Many adults with serious mental illness utilize take advantage of the “HUD Section 8 Rental Voucher Program”.  This program increases affordable housing choices for very low-income households by allowing families to choose privately owned rental housing. The public housing authority (PHA) generally pays the landlord the difference between 30 percent of household income and the PHA-determined payment standard, - about 80 to 100 percent of the fair market rent (FMR). The rent must be reasonable. The household may choose a unit with a higher rent 

than the FMR and pay the landlord the difference or choose a lower cost unit and keep the difference. 

Several assistance programs exist under Section 8. Together, the voucher and certificate programs help more than 1.4 million households in the United States.  The administering PHA or governmental agency inspects the housing units to make sure they comply with HUD quality standards. The voucher program is similar to the Section 8 certificate program but gives households more choices, especially in high-demand markets where landlords may be reluctant to accept HUD's FMR level.  Through the Section 8 Rental Voucher Program, the administering housing authority issues a voucher to an income-qualified household, which then finds a unit to rent. If the unit meets the Section 8 quality standards, the PHA then pays the landlord the amount equal to the difference between 30 percent of the tenant's adjusted income (or 10 percent of the gross income or the portion of welfare assistance designated for housing) and the PHA-determined payment standard for the area. The rent must be reasonable compared with similar unassisted units. 

Home and Community Based Services Waiver Rent Subsidy Program

Rental subsidies have been available to various disability populations in the state since 1996 through the home and community-based waiver programs (including. Ill and Handicapped; Elderly; AIDS/HIV; MR; Brain Injury and, Physical Disabilities Waivers). Consistent with the spirit of Olmstead, the overall purpose of this program is to encourage and assist persons who currently reside in a medical institution to move to and live in community housing.  Unfortunately, Iowa like most other states does not have a waiver specifically targeted to individuals with mental illness and so it is difficult if not impossible for individuals with mental illness to take advantage of this potentially important opportunity. This is an issue area we continue to review are looking at in the context of implementing our Olmstead plan. 

DHS signed a contract with the Iowa Finance Authority to administer the Rent Subsidy Program for SFY 2005.  The Authority is the state agency charged with advancing affordable housing throughout the state.  The move will allow the allocated funds to be fully utilized because IFA intends to expand marketing of the program, provide education for case managers and advocates, and improve the administration of the subsidy payments.  

4. Educational Services

The annual Mental Health Consumer Conference, Empower 2004, was held this year in July.  This conference, which was first held in 1999, provides an opportunity for mental health consumers to join with each other and share ideas, talents, and experiences.  Information is designed to enhance consumers’ skills and to assist them in their path toward recovery.  The conference includes state and nationally recognized keynote speakers, entertainment, peer support, social functions and more.  In 2004, the mental health block grant provided approximately $9,900 in stipends to support the attendance of consumers who might otherwise be unable to attend.

Other Educational services are listed in other sections of the document. 

5. Substance Abuse Services

Substance abuse treatment in Iowa is provided in all 99 counties. Services are available regardless of a client's ability to pay. The public service delivery system combines Medicaid, State, and federal substance abuse block grant treatment funds under a single statewide contract jointly administered by the Department of Human Services and the Iowa Department of Public Health. As previously mentioned, the contract for substance abuse treatment has been combined with contracted managed mental health services since 1999 through the Iowa Plan. The substance abuse portion of the contract is approximately $15.0 million.  Each Department distinctly funds and has specific service requirements for its population. For Medicaid services, the Iowa Managed Substance Abuse Care Plan contract is a capitated, at-risk plan to provide managed substance abuse treatment under a federal Medicaid Section 1915(b) waiver for enrolled Medicaid beneficiaries.

The Bureau of Substance Abuse licenses and monitors approximately 110 substance use treatment programs.  It provides technical assistance to programs and is responsible for investigation of complaints against licensees.  This Bureau also develops, submits and administers the federal Substance Abuse Block Grant, administers the Methamphetamine Target Capacity Expansion (TCE) grant treatment program, and coordinates collaborative efforts and services with the Department of Corrections and criminal justice system.  In addition, the Bureau coordinates services, and approves evaluations and treatment completion results for OWI (operating a vehicle while intoxicated) offenders.

6. Medical and Dental Services

The Iowa Foundation for Medical Care (IFMC) is the state's Quality Improvement Organization.  IFMC that works with physicians and health care professionals to promote high quality medical care for Medicare beneficiaries in both inpatient and outpatient settings.  Medicare's quality improvement efforts, better known as the Health Care Quality Improvement Program (HCQIP), are designed to:


· Assist health care providers with their quality improvement efforts 
· Improve the processes and outcomes of medical care for Medicare beneficiaries
· Conduct case review to determine if services provided are medically necessary, appropriate and meet professionally recognized standards of care 
· Educate Medicare beneficiaries regarding their hospital rights and responsibilities and the importance of preventive health care 
· Respond to Medicare beneficiaries concerns about the quality of care they have received. 
 

IFMC serves as a primary resource for Medicare beneficiaries in Iowa. IFMC beneficiary education and community outreach activities are designed to provide Medicare consumers with the information they need to make informed decisions about their health and the health care services they receive. An important part of the HCQIP program is educating Medicare beneficiaries about their rights and responsibilities and the importance of utilizing preventive health care services provided which Medicare pays for. IFMC offers a speakers bureau to provide education about hospital rights, adult immunizations and the importance of mammography screening. In addition to making group presentations, IFMC staff participate in health fairs and other events in an effort to reach out to Medicare beneficiaries and their advocates. IFMC distributes a newsletter, Medicare Today, to beneficiaries throughout the state and provides a Medicare Consumer HelpLine. Knowledgeable HelpLine representatives answer questions about the quality of health care Medicare beneficiaries receive. Services are funded by Medicare and are provided at no charge to the consumers.

Private Practitioners and Clinicians

The Iowa Department of Public Health /Board of Medical Examiners is responsible for regulating medical and osteopathic doctors. The Bureau of Professional Licensure licenses mental health professionals such as social workers, mental health counselors, and psychologists.  
7. Support Services

Supported Community Living Programs. 

Supported Community Living Programs (SCL) are accredited by the Division of BDPS of the Department of Human Services to provide supervised supported living to persons with disabilities.  Approximately 90 of these programs currently provide services to persons with a mental illness.  While many of these programs began as residential with on‑site supervision, many have evolved to supported living programs that provide in‑home services and supports to persons with a disabling mental illness.  Supported Community Living programs operate in most of the Iowa counties.
Peer Support Programs

North Iowa Mental Health Center (Mason City), ResCare (Des Moines) and Hope Haven (Rock Valley) have recognized the value of Peer Support Programs and provide compensation to peer mentors. Abbe Center for Community Mental Health in Cedar Rapids and Mid-East Iowa CMHC in Iowa City have successful volunteer Peer Support Programs.  Informal peer support can be found at drop-in centers across the state.  Iowa’s consumer leaders are pursuing the goal of establishing a training and credentialing process for peer support. 

 

Support Groups

The Depression & Bipolar Support Alliance (DBSW), which has several locations across Iowa, is a grass roots volunteer organization that works to improve the lives of people living with mood disorders.  They provide information through educational videos, literature and speakers.  By sharing resources with those who have concerns about mental health, they offer a support group to consumers, families, and friends of persons with mood disorders and ADHD.    
Information regarding local support groups is posted in most community mental health centers throughout the state.  The Consumer Resource and Outreach Program (CROP), also known as Iowa’s Office of Consumer Affairs, also tries to keep information on support programs across the state and can provide information to anyone who inquires.  

8. Services provided by local school systems under the Individuals with Disabilities Education Act 

See the section under this header within the Children’s portion of this application/plan.  

9. Case Management Services

Targeted Case Management is a service that assists recipients in gaining access to appropriate living environments, needed medical services, and interrelated social, vocational, and educational services.  In Iowa, case management services are used to link consumers to service agencies and community supports, and to coordinate and monitor those services. Case managers are not responsible for providing direct care.  Each county ensures that targeted case management is available for eligible persons with a chronic mental illness, mental retardation, or developmental disability.  Agencies that provide this service are accredited by the Division of BDPS and may be private agencies, county‑run programs or DHS programs.  Currently DHS implements Targeted Case Management in 30 of Iowa's 99 counties. The other 69 counties procure this service through purchase of service contracts with providers or hire their own case managers.  Targeted case management for persons with a chronic mental illness is reimbursable through the Iowa’s Medicaid behavioral health contract, the Iowa Plan.  Currently the Iowa Plan has approximately 50% of fiscal responsibility for this service.  The state and county share fiscal responsibility for non-Medicaid eligible recipients. Within an accredited case management program, the average caseload is not more than 45 consumers per worker.

 

Performance benchmarks for case management dictate that consumers are able to live and work as independently as possible in a community setting through skills enhancement services that are coordinated and monitored. Performance indicators for Case Management Services are:

•
Consumers receive case management from qualified case managers.

•
Consumers are part of a team composed of a case manager and the organizations and natural supports providing direct services.  The team establishes the service plan that guides and coordinates the delivery of services.  Goals are to be based upon consumer needs derived from social history, and current assessment.

 

Consumers are linked with appropriate resources to receive direct services and supports. Consumers participate in developing an individualized plan. Consumers are encouraged to exercise choice, make decisions, and take risks that are a typical part of life, and to fully participate as members of the community. Family members and significant others are involved in the planning and provision of services as appropriate and as desired by the consumer.

10. Activities Leading to Reduction of Hospitalization 

Recovery / Wellness Education

Wellness Recovery Action Plan (WRAP) training by Mary Ellen Copeland is being led by Northeast Iowa Mental Health Center in Iowa, which was the first CMHC to bring the model to the state.  The WRAP model is a consumer-driven program, which educates consumers to manage illness and become active partners in their recovery.  As an outgrowth, over a hundred consumers have completed Level I training and many have gone on to form and sustain support groups to assist each other with the formation and maintenance of wellness plans.  A project originally consisting of four Community Mental Health Centers has expanded to include four more Centers who have volunteered to participate in a Recovery Orientation Assessment and receive technical assistance for implementing the WRAP program.  In all, 26 Level II facilitators (mostly consumers) have now been trained to teach the WRAP program to both providers and consumers and to promote consumers' responsibility in their own recovery training.   
 

Empower 2005 Consumer Conference was held this year from July 23-25, 2004.  This conference began in 1999 to provide an opportunity for mental health consumers to join with each other and share ideas, talents, and experiences.  The objectives of the conference are for participants to become better informed and to gain skills to assist in their path toward recovery.  The conference includes state and nationally recognized keynote speakers, entertainment, peer support, social functions and more.  At least 75% of the workshops are presented by consumers. In 2005, the mental health block grant provided approximately $9,900 in stipends to consumers who might otherwise be unable to attend.  The funds are contracted to CROP, Iowa’s office of Consumer Affairs, which then administers the stipends to consumers.  

The Iowa P.E.E.R.S. Network (People Educating & Encouraging Recovery & Support) is a consumer group that provides training on Wellness Recovery Action Plans, and Hearing Distressing Voices for providers.  They also encourage local support group development and help sponsor the annual Empower Mental Health Consumer Conference. 

A program called Recovery Group is based on the early work in cognitive therapy by 

Dr. Abraham Lowe, M.D.  Recovery Groups of Iowa, Inc. (RGI), a group founded and governed by consumers, is available to train group leaders to educate others to support and teach one another to control symptoms and prevent relapse and hospitalization.  Several groups exist in Iowa around the state and are run entirely by consumers. RGI trains family members and friends to deal with difficult situations that which may arise when living with persons with mental illness.
A holistic recovery/discovery model entitled  “The Holistic Approach to the Fullness of Living”, complements Mary Ellen Copeland’s work. Trainings have been made available by the efforts of a consumer-run business, the Fullness of Living Center
Several NAMI Programs are identified below:

In Our Own Voice: Living with Mental Illness

In Our own Voice is a program that develops speaking presentations by consumers, creating awareness about recovery from mental illness.  A powerful public anti-stigma tool, this program also gives an opportunity for consumers to gain self-confidence, self-esteem and income while serving as role models for the community.  The program is currently in development in one affiliate, Davenport and promises to be a model program for consumer involvement and growth.

NAMI Peer-to-Peer Program

NAMI’s Peer-to-Peer Recovery Education Course is a program for people with any serious mental illness, who are interested in establishing and maintaining their wellness and recovery. Trained consumer mentors have presented the program in Atlantic, Carroll, Cedar Rapids, Davenport, Des Moines, and Iowa City graduating ninety consumers in the first year.   This program of recovery education is currently expanding to five new locations including the cities of Ames, Dubuque, Fort Dodge Ottumwa, and Waterloo.  Response has been positive to this unique class that is a beginning for many, to the tools needed for recovery.

NAMI Provider Education Program 

This program began in September 2003, with training for three teams in Des Moines/Ames, and Waterloo/Cedar Falls. Sixteen persons participated in the two and one half-day training.  A Des Moines Provider team has conducted a three-hour program for the Des Moines Area Community College where over 60 staff attended. Presentations on the program have been developed and shared at the statewide Mental Health conference, as well as to many agencies. Proposals are pending to conduct classes at Mt. Pleasant.  This program is geared for strengthening a working partnership with professionals, consumers and families.

NAMI Family-to-Family Education Program 

Over 900 family members of persons with serious mental illness have completed this course and the course is schedule for the fall of 2005 in Ames, Cedar Rapids, Davenport, Des Moines, Dubuque and Waterloo.  This 12-week course for families and caregivers of individuals with severe mental illnesses program is offered statewide by NAMI-Iowa. Seventy-three trained 
family members who are all volunteers teach the course. All instruction and course materials are free for class participants.  The Family-to-Family curriculum focuses on schizophrenia, bipolar disorder (manic depression), clinical depression, panic disorder and obsessive-compulsive disorder (OCD). The course discusses the clinical treatment of these illnesses and teaches 
the knowledge and skills that family members need to cope more effectively.

Case Management Program for the Frail Elderly
The Case Management program for the Frail Elderly is designed to assist persons who are frail elders to gain access to a variety of services through the assistance of a case manager.  A comprehensive assessment of the individual’s medical, social, emotional, and personal needs is completed.  A team of professionals works with the individual to develop a plan of care that will allow the client to live safely and independently in his or her own home.
 

Senior Living Trust Fund
The Senior Living Trust Fund will generate funds for the development of alternative services for persons who are elderly and/or have disabilities who are either residing in nursing homes or are at risk of such placement. Iowa will be using these funds to develop a comprehensive long-term care system offering a full continuum of services that promote independence and offer choices for the elderly and persons with disabilities.  A portion of the Trust Fund is allocated to develop affordable long-term care alternatives such as day programs, respite care, home health services, transportation services, and assisted living programs.

ADULT
Criterion 1:
Comprehensive Community Based Mental Health Service System

Goal:
To enhance the quality and effectiveness of community-based mental health services to adults with serious mental illness in Iowa by promoting the implementation of evidence-based mental health practices.

Objective 1:
To expand the capacity to provide Assertive Community Treatment (ACT) Services to persons with serious mental illness in Iowa

Population:
Adults with a Serious Mental Illness

Criterion:
Comprehensive Community Based Mental Health Service System

Brief Name: 
ACT services

Indicator 1:
Number of active ACT programs statewide

Measure:
Number of ACT programs statewide

Performance Indicator Data Table 1

Fiscal Year:  2005

Population:  
SMI Adult

Criterion:  
Comprehensive Community Based Mental Health Service System

	Performance Indicator
	FY 2004 (Actual)
	FY 2005 (Actual)
	FY 2006

(Projected)

	Number of ACT programs statewide 
	3
	4
	5


Source of Information:  There are currently 3 mature ACT programs in Iowa:  1) IMPACT Program at University of Iowa: 2) Abbe Center for Community Mental Health in Cedar Rapids and 3) Golden Circle / Eyerly Ball Community Mental Health Center in Des Moines.  There is one developmental program, the ACTION team at the North Central Iowa Mental Health Center in Ft. Dodge, which started admitting patients in August ’04.  Plans are now being finalized for a new team to begin in the Council Bluffs area some time in FY 2006. 

Indicator 2: 
Number of individuals receiving ACT services annually

Measure:
Number of (unduplicated) individuals receiving ACT services annually in Iowa

Performance Indicator Data Table 2

Fiscal Year: 2005

Population:  
SMI Adult

Criterion:  
Comprehensive Community Based Mental Health Service System

	Performance Indicator
	FY 2004* (Actual)
	FY 2005*

(Actual)
	FY 2006**

(Projected)

	Number receiving ACT services


	172
	215
	251


*Numbers reflect sum of the average daily census annually across all Iowa ACT teams

**Projection based upon 1) increase in average annual census of the 3 mature teams by 2 each; 2) increase in annual census of Ft. Dodge team from 30 – 45; and 3) addition of new team with anticipated average census for FY 2006 of 15 patients.  

Source of Information:  Census data from existing teams (mature and developmental) come directly from individual team census data, which are reported quarterly to the ACT Technical Assistance Center (ACT-TAC), which is run by the Iowa Consortium for Mental Health (ICMH).  The data are the average census across the 4 quarters of each fiscal year.  Rationale for projection data are described above.  

Indicator 3:
Number of fidelity visits conducted on ACT teams/year statewide

Measure:
Number of ACT fidelity visit reports demonstrating completion of fidelity visit process using DACTS scale as recommended by the ACT implementation resource kit.  

	Performance Indicator
	FY 2004 (Actual)
	FY 2005

(Actual)
	FY 2006

(Projected)

	Number of ACT fidelity visits completed statewide 
	3
	5
	6


Source of information:  The ACT-TAC conducts fidelity visits using the Dartmouth Assertive Community Treatment Scale (DACTS), and the fidelity methodology as described in the SAMSHA resource materials for ACT programs.  These visits are one and one half days long, and done by 2 – 3 ACT providers (from teams other than the one being assessed at the time).  DACT ratings are made individually by each rater, and consensus is achieved after discussion among raters.  Mature teams have one visit annually, and developmental teams have 2 visits annually.  
Significance:   Assertive Community Treatment (ACT) is one of the 6 evidence-based practices for individuals with severe mental illness that is being active promoted at the national level.  The penetration of ACT is highly variable across the nation, ranging from states in which ACT is mandated in every county, to others where there are no programs. Iowa’s first ACT program began in 1996.  Three additional ACT teams were initiated in 1998, two of which are still functioning.  Compared to the majority of states, the availability of ACT and the growth of ACT in Iowa over the past decade has been less.  

We see this as a problem that needs to be addressed.  At a time when the Olmstead Decision and the President’s New Freedom Initiative are dominating the mental health landscape, the need for effective and intensive community based services for people who previously had been considered too ill to live outside of residential settings, has a new urgency.  If Iowa is really going to be able to keep very sick patients out of institutional settings, services with the intensity, accountability and comprehensiveness of ACT will be required.  As such, the expansion of the capacity to provide ACT services has been identified as a priority by the planning council over the last several years.  
Narrative:  Interest in, and activity around evidence-based practices generally, and ACT specifically, has grown very substantially in Iowa over the past two years.   Following the model used by Bond and colleagues in Indiana, a Technical Assistance Center for Evidence-Based Practices was formed in June 2003.  Its primary focus has been and remains on ACT.   There have been several accomplishments.  A statewide ACT advisory committee has been formed including a broad range of stakeholders (providers, funders, consumers, family members, legislators and others), and has been meeting quarterly.  The community of ACT providers statewide has been brought together for educational activities and mutual support regularly.  ACT standards for ACT have been developed by a workgroup representing each team, and have been widely reviewed.  A peer fidelity process has been organized and fidelity visits have been conducted at each existing team for the first time this past year.  Each ACT program in the state has agreed to collect a common set of outcome measures quarterly.  A new program has gotten off the ground after years of planning.  That new program, in Fort Dodge, is the first Iowa program in a rural area.  Also, it is the first ACT program that is being jointly funded by the county as well as by Iowa Medicaid.  Another new program is in the final planning stages, and we hope that it will begin admitting patients some time in FY 2006.  We estimate that there should be ~ 15 – 20 ACT programs statewide if it is to be available to those who need it anywhere around the state.  That is the long-term goal.  Short-term goals are to support the existing programs with special attention to the developing program, continue the board, the outcomes work, the fidelity reviews and the educational efforts.  

Objective 2:
To expand the capacity to provide integrated treatment to persons with co-occurring serious mental illness and substance use disorders in Iowa

Population:
Adults with a Serious Mental Illness

Criterion:
Comprehensive Community Based Mental Health Service System

Brief Name: 
Integrated Dual Diagnosis Treatment (IDDT) 

Indicator 1:
Number of community mental health centers using block grant funding to enhance integrated treatment for co-occurring disorders

Measure:
Number of CMHC’s using adult block grant funding for IDDT

Performance Indicator Data Table 1

Fiscal Year:  2005

Population:  
SMI Adult

Criterion:  
Comprehensive Community Based Mental Health Service System

	Performance Indicator
	FY 2004 (Actual)
	FY 2005 (Actual)
	FY 2006

(Projected)

	Number of block-grant funded IDDT programs statewide 
	3
	3
	9


Significance:  As is the case with Assertive Community Treatment, despite strong evidence for its effectiveness, integrated treatment for co-occurring substance abuse and mental illness (referred to herein and elsewhere as “IDDT” for integrated dual diagnosis treatment) is markedly underutilized.  The reasons for this are complex and multiple, including different sources of administration, funding, credentialing and training for substance abuse and mental health treatment programs.  All of these factors reflect barriers to providing optimally integrated treatment.  Iowa is one of the states that had the good fortune to take part in a “policy academy” on this issue, and that has spawned a multi-faceted effort to try to address these issues towards recommendations for policy changes.  

In order to bring this initiative “to the street level” without waiting for all of the policy issues to be fully resolved, community mental health agencies that were applying for block-grant funding were strongly encouraged to review the SAMSHA Evidence-based practices resource materials on IDDT, and to propose using their funds to either start some sort of integrated treatment program, or enhance existing programming in this area.  A total of 9 agencies developed work programs for FY 2006 to do so.  An “interest group” for these programs has been organized to allow them to optimally learn from each other in terms of both achievements and barriers, and to share technical assistance resources in an efficient manner.  Each of these agencies has also agreed to collect a standard set of quarterly outcome data so progress can be tracked across programs in a consistent manner.  Thus, despite the numerous barriers to providing IDDT within Iowa’s current service delivery framework, efforts are now ongoing around the state to explore methods to bring our treatment of individuals with co-occurring disorders in line with the evidence of effectiveness. 

 

 

ADULT 

Criterion 2:  Mental Health Data and Epidemiology 
 Goal:
To track treatment penetration rates of adults with serious mental illness in Iowa.  

 

Objective: 
To provide ongoing estimates of the ratio of estimated prevalence of adults with serious mental illness relative to those receiving treatment
 

Population:
Adults with a Serious Mental Illness
 

Criterion:
Mental Health Data and Epidemiology

` 

Brief Name: 
Treated Prevalence of Mental Illness
 

Indicator:
Number of adults who have a serious mental illness and received mental health services during the fiscal year

 

Measure:
Numerator: Number of adults with a serious mental illness who received mental health services 


Denominator: Estimated number of adults with a serious mental illness in the state

 

Sources of Information:

1) MBC of Iowa quarterly reports for those who were funded by the Iowa Plan; 

2) The CoMIS data base for those funded by counties;

3) Quarterly reports from CMHC’s receiving block grant funding, to DHS.  

 

Special Issues:


1) We do not have the capacity to ensure that the numbers from the three sources above are unduplicated.  (Capacity will improve through the Data Infrastructure Grant)

2) Numerator values only indicate those who are receiving publicly funded services.   We cannot report on number of persons who received mental health services through private practitioners and the VA system.

3) Denominator values are taken from Kessler et al, 1996, which estimates a national prevalence of SMI as 5.3%.  

 

Significance:
Valid estimates of prevalence and penetration rates of treatment are inherently central and core indicators of the system needs and performance.  
Indicator Table: State Fiscal Year

	Performance Measures
	FY2002

Actual
	FY2003

Actual
	FY2004

Estimated


	FY2005

Projected
	FY2006

Projected

	Numerator:

Served by Iowa Plan
	17,295
	 

20,000
	20,380
	21,017
	21,000

	 

Served by County
	 

35,018
	 

34,386
	 

35,000
	 

35,000
	35,000

	Served by CMHS Block Grant
	 

5,504
	 

1,189
	2476
	 

2400
	 

2400

	 
Denominator
	 

116,041
	 

116,041
	 

116,041
	 

116,041
	 

116,041


Sources of Information:

1) Iowa Plan data are available on a monthly basis, reflecting people who were receiving mental health services through the Iowa plan in the selected month (June of each year).  We are presenting this as an estimate of the number of people statewide receiving services in that fiscal year.  As of this writing, we were unable to obtain the actual figure for June 2003, so the number is an estimate.  

2) Annual County Reports, from County Management Information System (CoMIS), www.dhs.state.is.us, under County Service Data, unduplicated adults with MI and CMI.  

3) Individuals served by the CMHS block grant numbers are taken from quarterly reports by the 4 providers in 2004 and 41 providers in 2005 that received a portion of the $1.8 million, which is contracted to community mental health providers.  The numbers presented for 2003 and 2004 represent a quarterly average of adults with SMI served in those years.  2002 figure may include all adults served over all four quarters and are unlikely to be unduplicated.   

 

 

Criterion 3:  Not applicable

 

 

 

ADULT 

Criterion 4:  Targeted Services to Homeless and Rural Populations

 

Goal 4(a)
Increase access to housing services among homeless adults with serious mental illness.  

 

Objective:
Maintain or increase the number of seriously mentally ill adults served by PATH (Projects for Assistance in Transition from Homelessness) across the state relative to the previous fiscal year

 

Population: 
Adults with a Serious Mental Illness
 

Criterion 4: 
Targeted Services to Homeless and Rural Populations

 

Brief name: 
Services to Homeless Persons with a Serious Mental Illness
 

Measure:  
Numerator:  Number of enrolled adults with serious mental illness provided services annually by the PATH program in Iowa.
Denominator:  Estimated number of homeless mentally ill in Iowa

 

Indicator Table: State Fiscal Year

	 
	FY 2002 Actual
	FY 2003 Actual


	FY 2004

Actual


	FY2005 

Estimated


	FY2006

Projected

	Numerator:  Number of adults enrolled in PATH*
	847
	767
	824
	825
	830

	Denominator:  Estimate of number of homeless adults with SMI
	3,000
	3,000
	3,000
	3,000
	3,000


*Source: PATH Annual Reports for Fiscal Years 2002, 2003, 2004 www.pathprogram.com/state_contacts/state_summary
**Denominator:  see below for sources of estimates

 

Narrative Information

In 1999, (the most recent year for which an accurate estimate can be found) an estimated 18,592 homeless people and 7,306 near-homeless people lived in the state of Iowa. 
  Of these, approximately 75% may be estimated to be adults (consistent with the split in Iowa’s general population between adults and children).  It is widely recognized that a substantial proportion of homeless individuals suffer from serious mental illnesses.  Estimates vary by study and location, and a reasonable estimate is ~ 25%.  Thus in Iowa, we can estimate the homeless mentally ill adult population in Iowa to be in ~ 3000.  It is important to note that the most recent study of the homeless population has been in progress during SFY 2005, partially funded with CMHS Performance Partnership Block Grant funds.  By the time of next year’s writing, we hope to have more recent numbers to report regarding the prevalence of mental illness among Iowa’s homeless population, including adults with SMI and children with SED.  

 

Each year, the state utilizes funds for federal Projects for Assistance in Transition from Homelessness (PATH) to provide mental health and community support services, including, outreach, mental health evaluation and treatment, consultation and education services to more than 800 homeless mentally ill adults.   As the table above indicates, we had estimating/projected a slight increase for 2004 relative to 2003 and that increase was realized.  It is possible that efforts made during 2002 and 2003 to see that each of the PATH programs are counting “enrolled consumers” in the same way, may have resulted in a lower overall total of enrolled consumers.  However, the PATH providers have consistently indicated that referrals to the programs have not decreased, nor have the level of effort and work, despite what the numbers reflect for 2002 to 2003.  .  The data from FY 2005 will be reported by the end of December 2005.    During SFY 2005, all PATH funds were put out for competitive bid for the first time since awards of PATH funding were first made, 16-18 years ago.  Six programs were awarded funding, including four long-time PATH providers.  Program expectations were clarified and made as uniform as possible, given the diverse service areas, with assistance from technical assistance from CMHS and Advocates for Human Potential.  One of the requirements of all PATH contractors is that they will implement, during SFY 2006, the utilization of the Service Point (Homeless Management of Information System HMIS).  This represents another important change and development in the management of data within the PATH program.  It is expected that there may be many changes within the PATH Programs over the course of this first state fiscal year with the current contractors and a set of new/clarified requirements.  Despite the possibility of significant changes, we will attempt to project a modest increase for 2006.  

 

During SFY 2004, Governor Vilsack issued an Executive Order to empower twelve state agencies to begin collaborating with each other toward the development of a statewide plan to address homelessness in Iowa.  The Executive Order also called for the establishment of the Iowa Council on Homelessness (ICH), which replaced the group formerly known as the Interagency Task Force on Homelessness.  The Iowa Finance Authority, which provides staff support to the effort, made funding available to hire a full-time Homeless Coordinator.  The ICH has evolved to include many private, non-profit, and faith based organizations.  The ICH meets once every other month to coordinate and plan to address issues related to homelessness in Iowa.    The Adult Mental Health Specialist and Planner and PATH Coordinator, Lila P.M. Starr, was designated by the DHS Director to continue as the DHS representative to the ICH since the Executive Order.  Her participation continues to be crucial to her role as the PATH Coordinator for the state.    Participation in the Council has provided valuable linkages to other agencies and homeless activities across the state, which can and has been beneficial to her role as Adult Mental Health Specialist and Planner for the CMHS Block Grant.  Since 2002, it has been required of all PATH program providers throughout the state, that all PATH programs in the state will have representatives participate in the statewide ICH meetings, which are broadcast throughout the state via the ICN tele-communications system.  The PATH program requires that the PATH program intended use plans be open to public comment and efforts are being made to solicit more public input to the annual PATH application process.  As a step toward increasing public awareness and input, the annual PATH application has been shared with entire ICH, and with the Mental Health Planning Council, as well as many other groups with interest in the disability related service systems and programs in the state for the past three application cycles.       

 

The annual PATH application also makes reference to the CMHS Performance Partnership Block Grant application and the fact that Criterion IV of the CMHS PPBG is focused on the PATH Program.  The following statement is taken directly from page 36 of Iowa’s FFY 2005 PATH application, dated March 28, 2005:  


“The following information is taken from the CMHS Performance Partnership Block Grant application, dated 8/31/04, wherein Criterion IV is focused on the PATH program as a means to serve the needs of homeless Iowan's with mental illness.  The CMHS Performance partnership Block Grant application/State Plan can be found at the following web address: http://www.dhs.state.ia.us/publications.asp
Once on the web address and go to the following link:  

8/31/04:  State of Iowa-CMHS Performance Partnership Block Grant Application-FY 2005 (SFY 2006).  
[MSWord [image: image2.png]


0.98 MB]“

Iowa’s annual PATH application can be located on the DHS web site listed above.  

 

 

 

 

ADULT

Criterion 4: Targeted Services to Homeless and Rural Populations
 

Goal 4 (b): Expand outreach and access to mental health services for rural populations in the state

 

Narrative

Mental Health Services for Iowa’s Rural Population

Iowa is a highly rural state.  The 2000 Census indicated that 55% of Iowa’s 2,923,179 residents reside in the 89 of Iowa’s 99 counties that have been designated as rural for Medicare reimbursement purposes.  “Rural” in Iowa is thought to be synonymous with “agricultural” but that is not necessarily the case.  The 2002 Census of Agriculture indicated that 246,546 residents live on Iowa’s 90,643 farms.  Nearly an equal number of Iowa residents live in homes in the countryside that once belonged to active farmers and the remainder of Iowa’s rural population resides in Iowa’s many towns and hamlets.  

Iowa’s rural population is quite diverse and this is an important factor to take into account in the delivery of mental health services to Iowa’s rural population.  The number of Amish and Mennonite farmers and Hassidic Jewish farmers is increasing in Iowa.  They currently comprise approximately 24,000 persons.  Ownership of farm land by these cultural groups is increasing by approximately 5% annually.  Significant immigrant groups of Bosnian, Southeast Asian and Sudanese refugees have come to live in Iowa, mostly working in Iowa’s food processing and farm equipment manufacturing industries.  A surprising portion of these immigrants live in rural towns and travel on a daily basis to their work sites.  

Iowa’s Hispanic/Latino population is the fastest growing minority group in the state, comprising 3.0% of the 2,777,183 persons who report their race as white.  Iowa has only a few thousand migrant farm workers of Hispanic/Latino origin; the vast majority of Hispanic or Latino residents live in Iowa towns and villages where they find employment in the meatpacking and food processing industries, manufacturing, construction and service (e.g., motel and hotel housekeeping and food preparation) trades.

The Iowa Insurance Commission Office estimates that the number of Iowans that live in rural areas who do not have health insurance (i.e., 11% of rural residents) exceeds those in urban areas (i.e., 7% of urban residents).  While only about 7% of Iowa’s farmers and their families lack health insurance, significantly greater numbers of non-farming persons who live on farmsteads or in small towns and migrant farm workers and recent immigrants to rural areas lack health insurance.  

Iowa’s rural residents also have difficulty accessing mental health care because of other health insurance complications.  A 2004 report, entitled “Underinsurance Among Iowa Farm Families” compiled by the AgriSafe Network and Agricultural Health Partners of Spencer, IA, reported that premiums and out-of-pocket costs for health insurance annually are $6,000 per farm household.  One quarter of farm households spend 25% or more of their total income on health care annually and another 60% of farm households spend more than 10% of their annual income on health care.  Only 51% of the 771 surveyed farm families indicated that their self-purchased health insurance adequately covered their health needs and 83% indicated that paying for health care is a burden.  Most farm families who lack health insurance coverage do not qualify for Medicaid because they possess too many assets (e.g., farm machinery and livestock) necessary for the farm operation but they cannot afford the high cost of individually owned health insurance policies.  In order to keep health insurance costs down, many families have reduced mental health and substance abuse coverage.  Yet, financially distressed farmers are often those in most need of mental health assistance.  

Farm and rural residents are less likely to seek treatment for mental illness than urban residents because of negative stigmas associated with mental health services.  There is need for rural service delivery models that are sensitive to the culture of farm families and the many specialized cultural groups (e.g., Amish, Mennonite, Hassidic Jewish and Hispanic/Latino groups) with clusters in parts of Iowa.  Twenty percent of Iowa’s counties lack a professional mental health service provider currently.  All of these are rural counties.  Within Iowa most rural mental health services are provided by its 36 community mental health centers which serve multiple counties, private provider groups such as Lutheran Services and Catholic Charities, and by itinerant professionals who travel to counties which lack their own indigenous provider and have a fee for service arrangement with a nearby mental health clinic or private providers.  

Lack of practicing psychiatrists in rural Iowa is a serious concern.  Over 50% of Iowa’s psychiatrists practice in just four of the state’s 99 counties.  The number of practicing psychologists, social workers, psychiatric nurses and marriage and family therapists per 100,000 residents in rural Iowa is less than half the number of these trained mental health professionals in metropolitan counties of the state.  Lack of funds for effective rural mental health service delivery is particularly critical.  State budget cutbacks, combined with heavy local tax burdens bode poorly for effective state implementation of rural mental health services.  As the Iowa Public Health Plan, Healthy Iowans 2010, indicates, “the rural population continues to be under heavy pressure.  The ‘farm crisis’, which began in the 1990’s, threatens to eclipse the one that was so disastrous in the 1980’s, given the erosion of county funding for mental health services.  Additionally, the delivery of all health care services in rural areas is heavily impacted by the serious difficulty of recruiting needed health care professionals.  This is particularly true of mental health professionals, especially psychiatrists.”  

Most available survey data about the prevalence of mental illness and substance abuse in rural populations, compared to urban populations, indicate no significant differences.  However, in Iowa, suicide is much more common in rural areas, especially in the farm population.  There also are indications that substance misuse, especially alcohol and methamphetamines, are considerably more prevalent among rural Iowans than among urban Iowans.  

Given the insufficiencies of mental health care in rural areas of Iowa, several recommendations are offered:  

· Specialized training is needed in behavioral health for providers who serve the rural population.  In many cases, primary care providers also need to develop an understanding of the culture of farmers, migrant farm workers, recent immigrants to Iowa and specialized cultural groups (e.g., Amish, Mennonite, Hassidic Jewish and Hispanic/Latino groups) so as to better serve these residents, since primary care providers often are the first health care professionals that consumers approach in many areas.  

· Service programs are needed that utilize indigenous residents, such as farmers and residents of the many specific cultural groups in Iowa, who understand the local culture, to conduct outreach activities and to serve as responders whenever disaster behavioral health services are needed.    

 

Objective:   Maintain or increase the access to and treatment of mental illness in rural areas of the state.

Population: Adults with a Serious Mental Illness
 

Criterion 4: Targeted Services to Homeless and Rural Populations
 

Brief Name:  Services to Rural Populations
 

Indicator:  Adults with mental illness who live in rural areas and receive mental health services and supports.  

 

Measure:  Numerator:  Prevalence of treated illness among adults with a mental illness who live in communities that are defined as rural.

Denominator:  Percent of state population living in rural areas applied to Kessler, et. al., national prevalence estimates for Iowa.  



 
State Fiscal Year

	Performance Measures
	FY 2002

Actual
	FY2003

Actual
	FY2004

Actual
	FY2005

Estimated
	FY2006 Projected

	Numerator:

Served by Iowa Plan
	17,295
	 

20,000
	20,380
	21,017
	21,000

	 

Served by County
	 

35,018
	 

34,386
	 

35,000
	 

35,000
	35,000

	Served by CMHS Block Grant
	 

5,504
	 

1,189
	2,476
	 

2,400
	2,400

	 

Denominator***
	 

83,406
	 

83,406
	83,406
	 

83,406
	83,406


Sources of information: 

1) Iowa Plan data are available on a monthly basis, reflecting people who were receiving mental health services through the Iowa plan in the selected month (June of each year).  We are presenting this as an estimate of the number of people statewide receiving services that year. As of this writing, we are unable to obtain the actual number for June of 2003, so the number above is an estimate. 

2) Annual County Reports, from County Management Information System (CoMIS), www.dhs.state.is.us, under County Service Data, unduplicated adults with MI and CMI.  

3) Individuals served by the CMHS block grant numbers are taken from quarterly reports by the 4 providers in 2004 and 41 providers in 2005 that received a portion of the $1.8 million, which is contracted to community mental health providers.  The numbers presented for 2003 and 2004 represent a quarterly average of adults with SMI served in those years.  2002 figure may include all adults served over all four quarters and are unlikely to be unduplicated.   

***The ratio of 53% rural population is applied to Kessler's prevalence estimates for adults with SMI in Iowa. Despite the agricultural profile of the state, Iowa has seven Metropolitan Statistical Areas (MSA's).  Urban population in these MSA's is 1,349,467, which are roughly 46% of the total state population. 
 

Availability and Access in Rural Areas under County Management Plans

County Management Plans provide access to the service system through the office of Central Point of Coordination Administrator established in each county in the state.  Access points may also include providers, public or private institutions, advocacy organizations, legal representatives, educational institutions, churches, Sheriffs offices and police departments.  The County Management Plan must assure access to needed emergency basis on a 24-hour basis.

 

Transportation to obtain goods and services, for reduction of isolation or to otherwise promote independent living is featured in individual county plans. 

ADULT
Criterion 5: 
Management Systems
 

Goal:            
Maintain or increase public expenditures for community-based mental health services for adults with a serious mental illness for during State FY 2004.

 

Population:
Adults with a Serious Mental Illness
 

Criterion:
Management Systems

 

Brief Name: 
Expenditures for Community-Based Services
 

Indicator: 
Allocation of financial resources necessary to implement the plan

 

Measure:
Numerator: Total State Expenditures for community‑based services 


Denominator: Total State Expenditures for Mental Health Services

 

Special Issues: 
County expenditure reports are being refined to include significant data elements to report expenditures on specific services for adults with SMI

 

Significance: 
While financial resources shall not increase significantly during the subsequent years, coordination of services through flexible funding mechanisms is necessary to enhance the impact of service dollars. CQI measures are necessary to ensure improved and cost effective services
 

Funded Programs by State Fiscal Year

	Numerator 
	FY 2002 

Actual
	FY 2003 

Actual


	FY2004

Estimated
	FY2005 

Projected
	FY2006

Projected

	County expenditures

on mental health services
	90M
	83,800,000
	85M
	85M
	85M

	Of the county expenditures above, total for community MH related services
	40M
	45,688,000
	45M
	45M
	45M

	Of the county MH expenditures, total for community residential (non-institutional)
	35M
	28,500,000
	29M
	29M
	29M

	State expenditures to adults with Mental Illness and Chronic Mental Illness Through County System
	37,057,903
	36,323,975
	37,352,563
	38,766,944
	39,499,997

	State Payment Program for Mental Health Services (Adults Only)
	6,196,321
	6,167,779
	6,749,250
	6,552,113
	7,430,052

	State Share of Medicaid Adult Rehab Option (ARO)
	642,370
	1,658,084
	1,776,007
	2,310,418
	2,310,418

	Total capitation payments to managed care contractor (includes state share of Medicaid and federal dollars)
	78,538,216

25,616,507

State share
	84,155,748

25,693,874

State share
	89,428,474

26,643,973

State share
	91,881,830

28,673,764

State share
	92,000,000

29,000,000

State share

	Total


	287,434,810
	286,293,586
	294,306,294
	298,511,305
	300,240,467


Sources of information: 

1) County Management Plan Expenditures Reports, counties report their data on 12/1/05 for SFY 2004, therefore data is not yet available for SFY2004.  We will project similar expenditures for 2004 2005 and 2006 as in 2003.  County expenditures on mental health services come from all Mental Illness and Chronic Mental Illness services, state definitions of MI and CMI are used here.

2) Of the county expenditures above, total for community MH related services, all MHI, state institution, hospital, and residential service expenditures are removed

3) Of the county MH expenditures, total for community residential (non-institutional), all state institutional and hospital expenses are excluded, but congregate facilities in the community are included as well as 1-5 bed units.

4) State expenditures to adults with Mental Illness and Chronic Mental Illness Through County System, www.dhs.state.is.us, under County Service Data. The numbers include property tax relief, growth, and MHDD Community Services for adults with MI and CMI.

5) State Payment Program for Mental Health Services (Adults Only), state share, DHS Financial Services

6) State Share of Medicaid Adult Rehab Option (ARO), new Medicaid services as of 2002

7) Total capitation payments to managed care contractor, Magellan Behavioral Care, (includes

State share of Medicaid and federal dollars), (includes substance abuse dollars), (does not include incentive payments).  

 

Narrative  

Description of the role of the CMHBG in the state, including new innovative services funded by the grant and the manner in which block grant funding is expected to be expended in FY 05:  

 

Typically, approximately half of the block grant ($1.8 million) is distributed across CMHC’s and other community mental health providers.  However, the formula changed as of July 1, 2005, due to SF2288, which requires that 70% of the block grant be provided to the CMHC’s.  The amount to be divided among the CMHC/contractors under this EBP related initiative in SFY 2006 is $2.5 million.  The size of the allocation is based on a formula, which is largely driven by local population.  The allocations last year (2005) ranged from $17,000 to $95,000 across CMHC’s.  The allocations in 2006 range from $25,000 to $102,000.  There are separate allocations to each CMHC for children and adult programming (note:  the numbers above reflect total funds received).  

 

As of SFY 2006, the CMHC’s are required to use these monies for development and implementation of programming that will provide services to adults with SMI and children with SED in an evidence based manner.  The services must also strive to keep individuals in community-based rather than institutional settings.  These funds are also used to ensure services to individuals who do not meet the established eligibility criteria of other payment systems.  This funding stream of “last resort” has become an increasingly vital source of funding for many CMHC’s, which find it increasingly difficult to operate in the current fiscal environment.  

 

Recipients of block grant funds are required to generate and submit work plans that describe the evidence based practices that they intend to develop and provide with the funds, as well as the unmet needs that these are designed to address.  The work plans typically include a projected estimate of the number of individuals to be served by these funds.  

 The following chart describes the breakdown of allocations for the block grant in SFY 2005.
CMHS Block Grant SFY 2005

	Utilization of block grant funds
	SFY2005

Children
	SFY2005

Adults

	Services
	
	

	Community mental health centers and other MH providers, based on population formula
	883,390
	883,390

	Projects funded by Requests for Proposals
	129,167


	502,581

	Projects funded for Children’s Wraparound Service Model Planning Teams
	432,685
	

	Youth and Shelter Services, Transition Program for Children/Youth with SED
	200,000
	

	Iowa Respite and Crisis Care Coalition
	240,000
	

	Advocacy / Support / Training / Research
	
	

	NAMI (70% adult 30% children)
	30,000
	70,000

	Iowa Consortium for Mental Health (75% adult 25% children)
	25,000
	75,000

	Consumer Resource and Outreach Project (CROP)

Office of Consumer Affairs
	
	100,000

	CROP, Stipends for Empower 2004 Conference, July 23, July 24 and July 25, 2004)
	
	10,600

	CROP, Stipends for Annual MH Conference, October 2004, Iowa Association of Community Providers 
	
	7,609

	Annual mental health conference 

(50% Adult and Children, support for DHS staff)
	750
	750

	Other
	
	

	Iowa Finance Authority (Homeless Study)
	10,000
	10,000

	The University of Iowa, Center on Aging
	
	74,951

	Sixth Judicial District DOC
	
	28,000

	State Public Policy Group (meeting facilitation and consultation for Children with Disabilities System Design)
	6,999


	

	Jon Fortune (Consultant/Facilitator for the Disability Services Funding Team)
	
	770

	ISU/AgriWellness, Inc. (First Responders Training) Up to $50,000 available for this activity
	9,000
	9,000

	Robert M. Friedman, Ph.D. (Keynote Speaker at October 21, 2004, Conference on Children with Disabilities)
	2,500
	

	Robin Jons (Provided music at the October 21, 2004, Children’s conference) 
	200
	

	Administration
	
	

	 Administrative (5% of Block Grant Award) 

(50% adults and 50% children)
	93,609
	93,609

	Sub Totals
	
	

	Total Contracted amount SFY2005
	2,063,300
	1,866,260

	Total CMHS award for FFY 2005
	
	3,744,360


The following chart describes the breakdown of anticipated potential allocations and contracts for the block grant in SFY 2006.

CMHS Block Grant SFY 2006

	Utilization of block grant funds
	SFY2006

Children
	SFY2006

Adults

	Services
	
	

	Community mental health centers and other MH providers, based on population formula (70% of award)
	1,283,949
	1,283,949



	Projects funded by Requests for Proposals
	175,000


	499,949

	Projects funded for Children’s Wraparound Service Model Planning Teams
	540,000
	

	Youth and Shelter Services, Transition Program for Children/Youth with SED
	100,000
	

	Iowa Respite and Crisis Care Coalition
	160,000
	

	Advocacy / Support / Training / Research
	
	

	RFP for Adult Advocacy/Support &/or Consumer Training to be released
	
	50,000

	Iowa Consortium for Mental Health (75% adult 25% children)
	25,000
	75,000

	Other
	
	

	Training of First Responders
	12,500
	12,500

	Iowa Finance Authority, DHS Share of Statewide Homeless Study, regarding prevalence of SMI and SED among homeless population
	10,000
	10,000

	Administration
	
	

	 Administrative (5% of Block Grant Award) 

(50% adults and 50% children)
	92,492
	92,493

	Sub Totals
	
	

	Total Potential Contract amount SFY2006
	2,389,941
	2,023,891

	Total CMHS award for FFY 2006 
	
	3,699,900


Part C: State Plan, Children with SED

Section III: Performance Goals and Action Plans to Improve the Service System

A.  Child Plan

 

Criterion 1: Comprehensive Community Based Mental Health Service Systems

Definition of Children and Adolescents with a Serious Emotional Disturbance

Pursuant to Section 1912 of the Public Health Services Act, as amended by Public Law 102-32-1, "children with a serious emotional disturbance are persons: 

•
From birth to age 21,

•
Who currently, or any time, during the past year

•
Have had a diagnosable, mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria specified within DSM-IV

•
That resulted in a function impairment which substantially interferes with or limits the child's role or functioning in family, school, or community activities."

 

These disorders include any mental disorder (including those of biological etiology) listed in DSM-IV or their ICD-9-CM equivalent (and subsequent revisions), with the exception of DSM‑III-R "V codes, substance use, and developmental disorders, which are excluded, unless they co-occur with another diagnosable serious emotional disturbance.  All of these disorders have episodic, recurrent, or persistent features and they vary in terms of severity and disabling effects.

 

Functional impairment is defined as difficulties that substantially interfere with or limit a child or adolescent from achieving or maintaining one or more developmentally appropriate social, behavioral, cognitive, communicative or adaptive skills. Functional impairments of episodic, recurrent, and continuous duration are included unless they are temporary and expected responses to stressful events in the environment.  Children who have met functional impairment criteria during the referenced year without the benefit of treatment or other support services are included in this definition.
 

1. Health, Mental Health, and Rehabilitation Services

State Children’s Health Insurance Program (SCHIP)

The State Children's Health Insurance Program (SCHIP) was created by the new Title XXI of the Social Security Act. Title XXI enables states to provide health care coverage to uninsured, targeted low-income children. House File 2517 was enacted in 1998 to initiate the program in Iowa.  Medicaid expansion has been approved to assist in the dissemination of the program.  Mental health and substance abuse treatment is covered under SCHIP.   Targeted low-income children are those who are under 19 years of age, who reside in families with income below 200% of the federal poverty level, are not eligible for Medicaid or covered under a group health plan or other health insurance.  Iowa's (SCHIP) program provides Medicaid coverage for children below 133% of the federal poverty level (Medicaid Expansion program) and non-Medicaid coverage for children below 200% of the federal poverty level. The non-Medicaid program is known as the Healthy and Well Kids in Iowa (HAWK-I) program.  The HAWK-I program covers mental health and substance abuse but limits may apply.
 

Child Health Clinics 

The Iowa Department of Public Health, Division of Family & Community Health, Bureau of Family Health promotes the health of Iowa families by providing resources for health care services through public and private collaborative efforts.   Child Health Clinics are offered by the Department of Public Health to serve children with an array of needs.  There are 25 community based child health centers covering all 99 Iowa counties.  These clinics are charged with developing health programs and designing services that are responsive to the needs of the community through contracts with the Iowa Department of Public Health.  The clinics are working with managed care organizations to build partnerships to improve care coordination services, informing families about services available in the community including Medicaid and Hawk-I (CHIP), and working with the dental community to improve dental care access.  
Child Health Specialty Clinics 

CHSC’s are public health clinics serving children with special health care needs and their families. Specialty clinics are located in 14 areas around the state of Iowa. For over 50 years, these clinics have provided clinical services to children with chronic physical and mental health problems, including heart problems, diabetes, sickle cell disease, bone and joint diseases, and behavior problems. Child Health Specialty Clinics also help families find and organize other local services their children may need, including home care, family-to-family support, insurance coverage, child care, and school health. Child Health Specialty Clinics work closely with other state and local organizations that help families and encourage family participation in the care of their children.
Iowa’s Medicaid Behavioral Health Plan

Iowa’s contractor is Magellan Health Services.  The plan is called The Iowa Plan and covers approximately 240,000 eligible enrollees (children and adults).  The original contract was implemented January 1, 1999, and continued through June 30, 2001, with three optional extension periods of up to one year each. Magellan Health Service was the successful bidder of the contract when it was last put out for bid (July 1, 2004) and has a new 2-year contract with three optional renewal periods. Only the State has the discretion to exercise the extension options.  Under established capitation rates, the contractor is at full risk for providing all Medicaid funded mental health and substance abuse services to enrollees, regardless of pre-existing conditions.  As stated earlier, the Iowa Plan for Behavioral Health combines two previously separate managed care programs, the Mental Health Access Plan (MHAP) and Iowa Managed Substance Abuse Care Plan (IMSACP).  The Contractor also manages services to persons with a mental health diagnosis who are enrolled in the State Payment Program (SPP).  

The Iowa Medicaid Program covers both categorically and medically needy persons.  All categories of Medicaid eligible beneficiaries are covered by the Iowa Plan unless specifically excluded.  In a typical month, the number of unduplicated enrollees who received one or more services is 13,616 persons. Approximately 62% of the persons receiving services are children.  

Community Mental Health Centers

In State Fiscal Year 05, the community mental health centers, which receive funding from the block grant, began submitting some statistical information about the children served through the block grant. Some of the information received from the reporting is as follows.  These statistics reflect numbers gathered from July 1, 2004 through April 30, 2005, (the last quarter information had not been put into the database at the time of this report):

· 4592 Unduplicated children with SED were served.

· 385 children were served in the family home, 3319 children were served in a school setting, 11 in residential treatment, 2448 in the mental health center, and 964 in other community settings.*

· 2177 parents and/or family members received services

· 4151 children served were involved with at least one other service such as juvenile probation, special education, substance abuse treatment, specialized mental health care, specialized health care, child welfare or school counseling.*

· At the time services were received, 0 children lived alone; 2790 were living with at least one of his/her biological parents; 242 were living with grandparents or other relatives; 192 were in shelter care, group homes, or juvenile detention centers; and 2 were homeless.*

* Some children were counted more than once because of multiple categories being reported.

Psychiatric Medical Institutions for Children (PMIC’s)

These facilities have become a primary placement option for adolescents with SED’s who have behaviors and treatment needs that exceed those that can be met in the parental home and/or are being provided to children with SED’s who require placement for other issues related to family dysfunction or abuse.  There are twelve providers that deliver these services to children in Iowa.  Services include diagnostic, psychiatric, nursing care, behavioral health, and services to families, including family therapy and other services aimed toward reunification or aftercare.  Children served are those with psychiatric disorders that need 24-hour services and supervision.  Diagnoses of attention deficit, oppositional defiant, conduct, adjustment, and other behavioral disorders make up 50% of the admissions.  Major depression, bi-polar, and other mood disorders make up another 33% while post traumatic stress, psychotic, reactive attachment, developmental and anxiety disorders make up 17% of the diagnoses upon admission.         
Rehabilitation Treatment Services (RTS) 

These services are designed to restore a function or skill that a child lost or never gained as a result of interference in the normal maturation learning process due to individual or parental dysfunction.  RTS programs serve children, and in special circumstances, persons up to the age of 21.  The goal of RTS services is to maintain the child at home or as close to home and community as possible in the most normalizing and age appropriate setting in order to avoid unnecessarily restrictive or otherwise inappropriate placements.  RTS services are Family-Centered Services, Family Preservation, Family Foster Care, and Group Foster Care.
2. Employment Services 

Iowa is responding to a federal mandate to provide transition services to children in the care of the DHS when the child reaches the age of sixteen.  This mandate included the provision of services related to assessment of skills, education related to work readiness, and preparing the youth to enter the world of work as an adult.   A portion of the Performance Partnership Block Grant has been used for several years for the provision of transition services to children with SED.  
 

Services provided through the Iowa Aftercare Services Network (IASN) include: pre-exit planning (up to 3 months prior to youth “aging out”), for youth deemed to be at high risk for unsuccessful transition into adulthood; aftercare services for youth, ages 18 through 20, for youth who have “aged out” of foster care or a PMIC – services include a case management component, assisting youth with acquiring needed life skills and linking youth to appropriate community resources to assist them in their transition into self-sufficiency; a vendor payment component, of up to $1000 per youth, to assist with housing, clothing, transportation, medical needs, food, day care, etc.  Services are available to youth in each of Iowa’s 99 counties.
3. Housing Services

When a foster child reaches the age of sixteen the Department of Human Services provides Transition Planning with at program called The Iowa Aftercare Services Network (IASN) which is partially funded by this Block Grant and includes: pre-exit planning (up to 3 months prior to youth “aging out”), for youth deemed to be at high risk for unsuccessful transition into adulthood; aftercare services for youth, ages 18 through 20, for youth who have “aged out” of foster care or a PMIC – services include a case management component, assisting youth with acquiring needed life skills and linking youth to appropriate community resources to assist them in their transition into self-sufficiency; a vendor payment component, of up to $1000 per youth, to assist with housing, clothing, transportation, medical needs, food, day care, etc.  Services are available to youth in each of Iowa’s 99 counties.
When children come to the attention of the child welfare system and are determined to need Rehabilitative Treatment Services, (RTS), information is gathered about the child’s living arrangement at the time of authorization.  The following table represents the living arrangements of these children across the past three state fiscal years.  In SFY 03, 54% of the children served lived with a parent.  By SFY 05, this decreased to 48%.  Children served while living in a relative’s home increased from 8% in SFY 03 to 11% in SFY 05 and children served in foster homes increased from 17% to 18% over the same time period.

The following chart identifies placement of children at the time of an RTS authorization request. Children may receive more than one authorization in a year resulting in duplication of children and their living arrangements.

 

	RTS Living Arrangement
	FY 2002-20003
	FY 2003-2004
	FY 2004-2005

	Detention
	80
	60
	0

	Foster home
	4,019
	3,577
	3,436

	Group care
	3,203
	2,865
	3,130

	Hospital
	14
	31
	16

	Other
	461*
	329
	581

	Parent home
	12,256
	10,701
	9,286

	Relative
	1,881
	1,940
	2,152

	PMIC
	58
	47
	56

	Shelter
	611
	746
	452

	Subacute
	0
	0
	0

	Total
	22,583
	20,296
	19,109


*The FY 2001-2002, the RTS Characteristic Report included the number of children in detention as part of the “other” category.  Detention has been pulled out as a separate category for this report.

 

4. Educational Services 

Iowa Behavioral Alliance  The Iowa Behavioral Alliance is a collaborative effort of Drake University, 

 HYPERLINK "http://www.iastate.edu" Iowa State University (including Iowa 4-H Youth Development of the University Extension, faculty from special education and early childhood education and the Research Institute for Studies in Education), and the Iowa Federation of Families for Children's Mental Health. A Coordinating Council consisting of these partners and other collaborators including the Iowa Parent Training and Information Center (PTI), Child Health Specialty Clinics, Area Education Directors of Special Education, the Urban Education Network and representatives from other child-focused agencies including but not limited to the Dept. of Human Services, Office of Juvenile Justice Planning, Vocational Rehabilitation, and Dept. of Public Health meets monthly to provide guidance and direction for the entire program. 

There are three components of the Iowa Behavioral Alliance: positive behavior support, mental health initiatives and dropout prevention. Three subgroups (the PBS Leadership Team, the Mental Health Advisory Council and the Dropout Prevention Advisory Group) meet bimonthly to provide direction and input in relation to the work of these committees.
The work of the Alliance is funded through a five-year grant from the Iowa Department of Education. Work of the Alliance is supported through additional expertise from sources such as the Center for Positive Behavioral Interventions and Supports at the University of Oregon.

A component of the Iowa Behavioral Alliance is the development and implementation of multi-system school-based mental health services for students with emotional/behavior problems. Of particular concern are those youth whose needs are significant and complex. The Alliance’s goals are person-centered planning and wraparound services determined and delivered in a partnership that includes schools, families, natural supports and community service providers. Wraparound will be culturally competent and build on the unique values, preferences and strengths of children, families and their communities. A Mental Health Advisory Council (MHAC) guides this effort.
Learning Supports 
Learning Supports is embedded in the Iowa Education system.  Its philosophy is:

Teachers and other school staff have a shared role to play with families and the community in the overall positive development of children and youth.  This development includes mastery of academic and social skills and competencies’; increasing attachment to and engagement in school and community; increasing personal and interpersonal assets; engaging in health promoting, less risky behavior; and increasing competence in value, work with, and benefit from human diversity.

The Learning Supports component embraces efforts to promote health development and foster positive functioning as a the best way to prevent many learning, physical, social-emotional, and behavioral problems and as a necessary adjunct to correcting problems experienced by teachers, students, and families.

The Dept. of Education has produced a handbook for schools and other agencies to use to implement learning supports.  The logic model produced is designed to be used, if desired, by other system stakeholders to work toward the same outcomes for children.

5. Substance Abuse Services
The Iowa Plan has data on  Medicaid substance abuse court-ordered evaluations. There were 127 court-ordered substance abuse evaluations for Iowa Plan Medicaid enrollees from April through June 2005.  Of these court-ordered substance abuse evaluations, 110 (87%) were for adults and 17 (13%) were for children/adolescents.
6. Medical and Dental Services

State Children’s Health Insurance Program (SCHIP)

The State Children's Health Insurance Program (SCHIP) was created by the new Title XXI of the Social Security Act. Title XXI enables states to provide health care coverage to uninsured, targeted low-income children. House File 2517 was enacted in 1998 to initiate the program in Iowa.  Medicaid expansion has been approved to assist in the dissemination of the program.  Mental health and substance abuse treatment is covered under SCHIP.   Targeted low-income children are those who are under 19 years of age, who reside in families with income below 200% of the federal poverty level, are not eligible for Medicaid or covered under a group health plan or other health insurance.  Iowa's (SCHIP) program provides Medicaid coverage for children below 133% of the federal poverty level (Medicaid Expansion program) and non-Medicaid coverage for children below 200% of the federal poverty level. The non-Medicaid program is known as the Healthy and Well Kids in Iowa (HAWK-I) program.  The HAWK-I program covers mental health and substance abuse but limits may apply.

Dental Services 

The Bureau of Oral Health promotes and advances health behaviors to reduce the risk of oral diseases and improve the oral health status of all Iowans.  Programs are in place targeting pregnant women, children, and youth for the prevention, early identification, referral, and treatment of oral disease.  These programs have been implemented in schools, maternal and child health agencies, public dental health clinics, and other community-based settings.  Children with SED access these services in the same manner as other children.  Iowa Access to Baby and Child Dentistry is a program to improve access to dental care for low-income children. Iowa has had four programs implemented through Title V Child Health Agencies: 1) Dubuque Visiting Nurse Association; 2) North Iowa Community Action Organization; 3) Mid-Iowa Community Action, Inc.; and 4) Washington County Public Health and Home Care. The focus of these programs is to identify and ease barriers to early preventive dental care through infrastructure-building and care coordination services for children and work with local dentists to provide a dental home to low-income children through age 21.  A new mandate for this bureau is to have dental homes identified for Medicaid children, ages 0-12 by 2007.

School-based dental sealant programs are being implemented in seven areas of the state through grant funds made available to Title V child health agencies through the Oral Health Bureau. The programs focus on children in grades 2 through 8, with an emphasis on children having difficulty accessing dental care.

7. Support Services

Parent Education
NAMI Family Education course consists of a series of workshops for caregivers of children with brain disorders.  Caregivers may be parents, extended family, or foster parents.  Visions for Tomorrow is a family member-to-family member course.  Teachers of the program are trained family members who have experienced firsthand the rewards and challenges of raising children with brain disorders.  The course offers caregivers an opportunity to share mutual experiences and learn valuable lessons from one another.  Visions for Tomorrow covers educational material and provides the basics home accommodations for parenting a child with special behavioral needs.
Public Parent Networks 
· Parent Coordinators have children with special educational needs and provide free peer support to other parents.  There are 34 Parent Coordinators across the state that identify local needs, develop support groups, provide appropriate resource material and conduct appropriate workshops. They are paid through the Department of Education.

· Parent Consultants have children with special health care needs and provide free peer


support to other parents. There are 16 Parent Consultants across the state.  They are paid through Iowa’s Title V Program and are located in the Child Health Specialty Clinics.

· Parent Liaisons have foster and/or adoptive children and provide free peer support to other parents.   There are 15 Parent Liaisons across the state that identify the needs of foster and adoptive parents, develop local support groups and communicate concerns to local DHS workers.  The Department of Human Services’ contract with the Iowa Foster and Adoptive Parents Association (IFAPA), .includes these positions.

Private Parent Networks

ASK (Access for Special Kids) Family Resource Center, www.askresource.org, is a statewide resource center and a “one-stop-shop” for children and their families.  Through its member organizations, the ASK Family Resource Center provides a broad range of information, advocacy, support, training, and direct services.  The cross-disability, collaborative, blending of resources approach strengthens their effectiveness across the state by eliminating duplication and providing families with a clear simple and direct source of information.

Parent Training and Information Center (PTI)

Family Voices of Iowa (FVI)

The Legal Center for Special Education (TLC)
Iowa Family Support Initiative (IFSI)


     Child Health Specialty Clinics (CHSC)


      Health Information Center
The Iowa Federation of Families for Children's Mental Health, www.iffcmh.org, is a statewide network of families with children and youth who have serious emotional disturbances and behavioral disorders.  The mission of IFFCMH is to ensure that families have access to a comprehensive, coordinated, individualized, strength-based system of care in which they are seen as partners in determining the nature and volume of care provided, and that communities are supportive of families with children who have emotional/behavioral challenges.  The Federation’s objectives are as follows:  1.  Increase family members’ knowledge, skills, and sense of empowerment in regard to their children’s mental health and the services system(s).  2.  Increase service provider understanding of the reality of raising a child with emotional/behavioral challenges, and knowledge of family partnership and interagency collaboration.  3.  Increase policy-makers’ knowledge of children’s mental health needs and the need for a comprehensive integrated service delivery system.  4.  Increase families’ access to the community-based supports and services they need.  5.  Increase caregivers social support networks and sense of connectedness to the community.  6.  Increase knowledge of the community regarding children’s mental health in order to reduce stigma and encourage social support for families.

IFFCMH is involved in several key activities across the state:  a) information dissemination and training for families and professionals; b) individual advocacy for youth and family members in accessing services; c) non-judgmental personal support for families from other family members of children with mental health issues; d) information and referral services; e) outreach and community education to change attitudes and encourage support for families; f) policy and systems development and advocacy at the local and state level.

The Parent Training and Information Center of Iowa (PTI)

In collaboration with other existing services and programs, PTI provides information and training to families of children with special needs throughout the State of Iowa to ensure that children with disabilities have access to free and appropriate educational services as required by the Individuals with Disabilities Education Act. About 60% of the requests for services received by PTI involve mental health or behavioral issues. PTI focuses particularly on under-served families and parents of children who may be inappropriately identified for special education or inappropriately excluded from special education.  PTI assists parents to better understand their child’s disability, provides information to training on the Individuals with Disabilities Education Act and other disability rights, promotes the development of skills to enable parents to effectively participate in the IEP process and in school reform activities, provides family support information, assists in the development of IEPs, provides one-on-one parent and family support, and  offers workshops and technical assistance across the State of Iowa. 

The Legal Center for Special Education (TLC) 

TLC is a non-profit corporation created to provide effective, low-cost, and readily available legal and advocacy services for parents of children with disabilities across the State of Iowa.  TLC’s focus is on issues concerning the educational rights of children with disabilities, and on issues involving services and supports related to educational development, including residential treatment, medical supports, and psychological services. TLC offers four levels of advocacy services:

· Consultation and Self-Advocacy Training

· Representation in Pre-Appeal conferences or other alternative methods of conflict resolution

· Representation in Due Process Proceedings or similar administrative actions

· Representation in court actions to enforce legal rights

TLC advocates for students with SED in matters related to their ability to attend school, to benefit from their education, and to access appropriate residential, mental health treatment, and behavioral services. The Legal Center provides technical assistance and legal support to the Parent Training and Information Center of Iowa which serves over 7500 families a year and helps assure that they can offer legally sound training on the rights and responsibilities mandated by the IDEA, Section 504 of the Rehabilitation Act, and related statutes and regulations.  The Legal Center is also one of the founding members of the ASK Family Resource Center.

Home & Community Based Service Waivers
Families receive support services, such as respite, supported community living, and home health care, when their child qualifies for one of the Medicaid HCSB Waivers. (Mental Retardation, Ill & Handicapped, Brain Injury, AIDS, etc.)

A new Children’s Mental Health (CMH) waiver service will be implemented October 1, 2005.  It will serve 300 children statewide for whom it is determined that without waiver services, the child would need a hospitalization level of care.  Services included in the CMH waiver are respite, community supports, in-home family therapy and targeted case management.  In addition, every child receiving services through the CMH waiver will also be enrolled in the Iowa Plan; thus, services will be combined through the two programs to meet the child’s and family’s needs.

Child Care Services: Supplement parental care by providing care and protection to children in or outside their family homes for part of the day. Services include supervision, food, transportation, comprehensive child development and care, including services to children with special needs.
8. Services provided by local school systems under the Individuals with Disabilities Education Act (IDEA)

Early ACCESS is a partnership between families with young children, birth to age three, and providers from the Departments of Education, Human Services, and Public Health, the Child Health Specialty Clinics and Iowa’s Area Education Agencies.  The program is federally funded under IDEA Part C funds.  The purpose of the program is for families and staff to work together to identify, coordinate, and provide needed services and resources that will help the family assist their toddler to grow and develop.  All services to the child are provided in the child’s natural environment including the home and other community settings where children of the same age without disabilities participate.  Service coordination and a host of other services are provided including psychology, screenings, evaluations, assessments, social work, health and medical evaluations.  Eligibility requirements, other than age, include that the child has a condition or disability that is known to have a high probability of later delays if early intervention services are not provided or the child is already experiencing a 25% delay in one or more areas of growth or development.        

The Parent Training and Information Center of Iowa (PTI), in collaboration with other existing services and programs, provides information and training to families of children with special needs throughout the State of Iowa to ensure that children with disabilities have access to free and appropriate educational services as required by the Individuals with Disabilities Education Act. About 60% of the requests for services received by PTI involve mental health or behavioral issues. PTI focuses particularly on under-served families and parents of children who may be inappropriately identified for special education or inappropriately excluded from special education.  PTI assists parents to better understand their child’s disability, provides information to training on the Individuals with Disabilities Education Act and other disability rights, promotes the development of skills to enable parents to effectively participate in the IEP process and in school reform activities, provides family support information, assists in the development of IEPs, provides one-on-one parent and family support, and  offers workshops and technical assistance across the State of Iowa.
Also, see above information regarding The Legal Center for Special Education, as it also provides services relative to IDEA.  
9. Case Management Services
Children receiving child welfare services to address protective issues receive case management from the Department of Human Services.  Many children for whom there are identified protective concerns also experience mental health problems.  When this occurs, the case managers develop a plan to address mental health, in addition to other individual and family needs related to the child.  Children within the juvenile justice system receive similar case management services, which can and do include mental health services if needed, from a juvenile court officer.  

10. Services for Adolescents with Co-Occurring (substance abuse/mental health) Disorders

Services for Adolescents with Co-Occurring (Substance Abuse/Mental Health) Disorders:

Two of the 12 PMIC facilities in Iowa provide services to adolescents diagnosed with co-occurring substance abuse and mental health disorders. The program located in Glenwood, Iowa has a capacity of 15 and the program in Sioux City, IA has a capacity to serve up to 41 children at any given time.  Both programs serve children aged 12 to 18.  In SFY 2005, a total of 169 children were served in these two programs.

11. Other Activities Leading to Reduction of Hospitalization

Development of Early Childhood Programs

Iowa Child Care and Early Education Network has received several large federal grants to provide staff development of child care providers, implement a statewide resource  and referral system for parents and child care providers, and  maintain a toll free number  for parent and providers.

CHILD

Criterion 1:
Comprehensive Community-Based Mental Health System 
 

Goal:
Create and implement an organized community-based system of care that meets the needs of children with serious emotional disorders and their families.
 

Objective 1:
Maintain or increase enrollment of children in public health insurance plans.

 

Population:
Children with SED
 

Brief Name:    Community-Based Mental Health System of Care
 

Indicator:
Enrollment of children in public health insurance plans.
 

Measure:
Numerator: Number of children enrolled in Hawk-I and Iowa Plan


Denominator: Estimated Number of children in the state eligible for Hawk-I and Iowa Plan
 State Fiscal Year

	Numerator


	SFY2004
	SFY2005
	SFY2006

estimated

	Number of children enrolled during the last month of the contract year – Iowa Plan*
	162,009
	168,899
	172,000

	Number of children enrolled at least one month during the contract year – Iowa Plan*
	207,926
	218,035
	225,000

	Number of children enrolled in Hawk-I**
	17,142
	20,117
	23,816

	Denominator***
	85,000
	88,400
	88,400


Sources of Information: 

*     These figures reflect the number of children enrolled in the Iowa Plan, which is

       approximately 60% of the total number of enrollees.

**   Based on the estimates shown on the Iowa Department of Public Health website.   

       www.idph.state.ia.us/fch/cover/insured_map1102.pdf

*** Prevalence estimate for children with a SED per NIMH Epidemiological study.  This

       denominator has been brought forward from previous years and may be outdated. 
 

Significance:  Since July 1998, Iowa continues to provide health care coverage to

uninsured, targeted low-income children less than 19 years of age.  In Iowa, the Children's Health Insurance Program (SCHIP) required under Title XXI of the Social Security Act is called Hawk-I.
 
Objective 2:
Increase the number of Local Education Agencies (LEA's in school districts) and Area Education Agencies (AEA's) accessing federal Medicaid funding to assist in the provision of mental health services to eligible children.

 

Population:
Children with SED

 

Brief Name:
Community-Based Mental Health System of Care

 

Indicator:
Enrollment of AEA's and LEA's enrolled as Medicaid providers.
 

Measure:
Numerator: Number of LEA's and AEA's enrolled as Medicaid providers


Denominator:  Number of LEA’s and AEA's eligible to become enrolled as Medicaid providers

 State Fiscal Year
	Numerator
	SFY2004

(actual)
	SFY2005

(actual)
	SFY2006

(projected)

	Number of LEA’s enrolled
	42
	96
	115

	Number of AEA’s

Enrolled
	11
	12
	12

	Denominator:

Eligible AEAs

Eligible LEAs
	11

370
	12

370
	12

370


Sources of Information: Iowa Dept. of Education, Dann Stevens, Suana Wessendorf (MHPC
                                          State agency representative) 

Special Issues: AEAs are mandated by Iowa Code to participate in being enrolled as Medicaid providers.  Due to legislative action in 2003, merging AEAs from 15 to 12 has reduced the number of AEAs. While it is projected that approximately 200 LEAs will be enrolled as providers, it is projected that approximately 125-150 will actively submit claims.

 

Significance: 
Area Education Agencies (AEAs) have been able to seek Medicaid reimbursement for special education services since 1988.  Local Education Agencies (LEAs) have been able to claim for their services since March 0f 2001.  Criteria for Medicaid reimbursement requires the child be Medicaid enrolled and have an IEP (ages 3 to 21) or IFSP (ages birth to 2) that defines the services.
 

Additional information:
The statistical data reflects claims paid in the State fiscal year

      
for Behavioral, Psychological, or Social Work services that would be


appropriate for a child with SED.  Generally, LEAs provide behavioral


services and the AEAs provide psychological and social work services, as 


well as all of the birth to age 2 services.

Special Issues: AEAs are mandated by Iowa Code to participate in being enrolled as Medicaid   

providers.  Due to legislative action in 2003, the number of AEAs has been reduced by mergers of AEAs, resulting in a reduction from 15 to 12. Of the 210 LEAs with a provider number, about 115 of them are currently sending claims to Medicaid. Not all of them are sending claims for SED services, so the number would be even less.

Objective 3:  Initiate and maintain enrollment of children with SED in the Children’s Mental

           Health (CMH) Waiver program.
Population:  Children with SED 

Brief Name:  Children’s Mental Health Waiver

Indicator:  Number of unduplicated children served in the waiver program.

Measure:  Numerator:    Number of unduplicated children in the CMH waiver program

                   Denominator:  Estimated number of children in the state eligible for the CMH waiver 


       Program.
 State Fiscal Year

	Numerator
	SFY2006

(projected
	SFY2007

(projected)
	SFY2008

(projected)

	Number of unduplicated children receiving  waiver*
	300
	325
	325

	Number of children on waiting list*
	75
	75
	75

	Denominator:

Eligible children**
	88,400
	88,400


	88,400




Sources of Information: 


*     Dept. of Human Services, Iowa Medicaid Enterprise.

**   NIMH Epidemiological Study.   The estimate of children and adolescents between ages 0 to 18 who need mental health intervention of some sort are based on NIMH Epidemiological Studies.  According to this estimate, the prevalence rate among 0-18 age group is 11.8 percent.  This prevalence rate, when applied to 718,000 children and adolescents in this age group, yields 88,400 children who need mental health services in the state.

CHILD                                           
Criterion 2:
Mental Health System Data Epidemiology
 

Goal:
Maintain or improve the treated prevalence of mental health services to children with SED’s
 

Objective:
Treated prevalence of serious emotional disorders among children with SED

Population:    Children and Adolescents with a Serious Emotional Disorder

 

Brief Name:   Treated prevalence of mental health services to children with SED

 

Indicator:
Children and Adolescents with a Serious Emotional Disorder who received mental health services during the fiscal year 

 

Measure:
Numerator: Number of children with SED who received mental health

                        services 

                        Denominator: Number of children estimated to have a serious emotional

                        Disturbance 
	Numerator
	SFY2004

(actual)
	SFY2005

(actual)
	SFY2006

(projected)

	Children receiving Medicaid Managed behavioral health services*(Iowa Plan) (Distinct clients ages 0-18 count for the contract period)
	28,008
	27,097
	29,000

	      Children with SED   

      receiving Child

     Welfare treatment

      services**
	2,017


	1,937


	1,500



	Denominator***
	85,000
	88,400
	88,400


Sources of Information: 


*    Dept. of Human, Services, Medical Division: unduplicated children receiving services    funded by MBC of Iowa per average month.  62% of all recipients are children.  This table has been revised with this block grant application with different statistical gathering methods,.

**   Iowa Foundation for Medical Care, which authorizes Rehabilitative Treatment Services for

Child Welfare.  Numbers reflect the number of children who had a primary axis one mental health diagnosis coded.  The decrease in numbers in future years reflect the number of children anticipated to be served through the Children’s Mental Health Waiver or Community Care rather than the formal child welfare system. 

Primary axis one diagnoses are coded when the DHS/JCS referral worker indicates that a document within the child’s case file provided a diagnosis for the child within the past year and symptoms at the time of the authorization continue to be congruent with that diagnosis.

*** NIMH Epidemiological Study.   The estimate of children and adolescents between ages 0 to 18 who need mental health intervention of some sort are based on NIMH Epidemiological Studies.  According to this estimate, the prevalence rate among 0-18 age group is 11.8 percent.  This prevalence rate, when applied to 718,000 children and adolescents in this age group, yields 88,400 children who need mental health services in the state.
Criterion 3: Children Services
Social Services 

The Child Welfare Service System has been redesigned in Iowa.  The redesigned child welfare system narrows the children served within that system and will divert children without safety needs to community resources.  Many of the children with mental health needs and for whom there is little or no protective/safety issues are now served through community care rather than child welfare.
Community Care

Community Care was initiated as part of the “Better Results for Kids” Child Welfare Redesign.  DHS now uses standardized risk assessments and differentiates services accordingly.  Decisions on services, such as counseling, are based on age of a child, outcomes of an abuse assessment, and levels of risk in the home, such as drug abuse or domestic violence.  DHS focuses attention on the cases where risk is greatest.  Cases where there is no finding of child abuse, no indicators of danger to the child, and no mandate from a court to intervene cease to become part of the DHS system.  A third group of low risk families have the option of receiving short-term counseling or referrals from an entirely new service, Community Care.  Community Care is designed to strengthen families and prevent child abuse and neglect.  The Department contracts with Mid Iowa Family Therapy, Inc. to provide a child and family focused set of services and supports to families referred from the Department geared to:

· Keeping children in the family safe

· Keeping the family intact

· Preventing the need for further and future intervention by the department, including removal of the child from the home

· Building on-going linkages to community-based resources

Service Provider

Mid Iowa Family Therapy, Inc. began accepting Community Care referrals from DHS in March 2005.  Mid Iowa Family Therapy, Inc. strives to ensure positive outcomes for families utilizing the unique resources of the family and their community.  Following are the goals they have for Community Care:

· Reduce the risk for out of home placement.

· Prevent the reoccurrence of child maltreatment.

· Reduce the risk for Department ordered supervision and/or child adjudicated CINA.

· Engage with families to increase the effectiveness of interventions and reduce the risk of maltreatment.

· Provide contacts and services that satisfactorily meet the family’s needs

· Effectively meet the cultural, economic, and environmental needs of families through better matching of service providers.

· Provide thorough assessments of risk factors in defining the level of intervention in reducing targeted risk factors that lead to child maltreatment.

· Change parent behavior with high-risk families through cognitive behavioral interventions in helping reduce the risk of reoccurrence of child maltreatment.

· Provide well-trained staff to deliver the service while having highly skilled supervisors monitor child safety and service outcomes.

Population Served

The Department refers families to Community Care.  The decision to refer a family is based on completion of an assessment, a family risk assessment, a determination that there is a need for Community Care, and voluntary agreement by the family to participate in Community Care.  To be eligible for Community Care, the child must fall into one of the following categories:

· Child abuse assessment did not occur in an out of home setting.

· Child abuse assessment is not confirmed but child is believed to be at moderate to high risk or future abuse or neglect OR

· Child abuse assessment is confirmed but not founded, but child is believed to be at moderate to high risk of future abuse or neglect OR

Child abuse assessment is founded and child is age 6 and above, and believed to be at low risk of repeat abuse
 Shelter Care is short-term placement and emergency services provide crisis intervention, daily supervision, medical and mental health care and protection.
 
Juvenile Justice Services
Detention  A workgroup to address mental health issues in detention/shelter care has been formed at the request of the Iowa Juvenile Justice Advisory Committee and is administratively housed within the Iowa Criminal and Juvenile Justice Planning Division (CJJP). This work group is focused on the issue of increased admissions of youth with mental health issues to Iowa’s detention and shelter facilities.  At the work group’s recommendation, CJJP contracted with the University of Iowa Hospitals and Clinics to review the increase in admissions through facility visits and interviews and to develop a variety of informational/training products for the staff.

Supervised Community Treatment  Comprehensive, multidisciplinary treatment services within a school or community setting.  Youths participate in the program 4-6 hours a day, 5-6 days a week for an average of ten months. Services are targeted for youth 9 through 17 who are experiencing severe behavioral or emotional problems, and are adjudicated delinquents or who are at-risk of delinquency.  These programs are frequently referred to as day treatment and have the desired outcome of providing treatment services to a child within the community while not having to transfer custody and be placed out-of-home.

Iowa’s Juvenile Justice Advisory Council (JJAC) is a Governor appointed group that exists to advocate for the needs of youth under the jurisdiction of the child welfare juvenile justice system. The JJAC is comprised of representatives from various sectors of the juvenile justice system including: Juvenile Court Services, judges, county attorneys, law enforcement officials, education, youth serving organizations, youth, private citizens, etc. The JJAC has long-standing commitment to the Annual Summer School for Helping Professionals. The JJAC has sought through its involvement in the Summer School to provide workshops to help prevent youth from involvement in delinquency, substance abuse, teen pregnancy and other risk behaviors. The JJAC also helps plan Summer School workshop presentations that will assist practitioners to more effectively work with court involved youth. The JJAC is staffed by the Iowa Division of Criminal and Juvenile Justice Planning, (CJJP). CJJP is a state-planning agency that works with a variety of juvenile and criminal justice system issues.Human ServicesHuman Hu
Criterion 3: Children’s Services 

Goal:
Improve identification of children in out-of-home placements who have 



need for mental health services.
 

Objective: 
Number of children in out-of-home placements receiving mental health 


services.

 

Population:      Children with a Serious Emotional Disorder
 

Brief Name:     Mental health services to children living out of home.

 

Indicator:        Percentage of children with SED who are placed out-of-home (e.g., foster 

                         care, residential home)

 

Measure:
Numerator: Children placed out-of-home



Denominator: Children with SED

State Fiscal Year

	
	SFY2003

(actual)
	SFY2004

(actual)
	SFY2005**

(actual)

	Out of home placements
	
	
	

	Family foster care
	3,577
	3,608
	3,436

	Group foster care
	2,865
	3,179
	3,130

	Relative home
	1,940
	2,169
	2,152

	Shelter
	746
	600
	452

	PMIC
	47
	57
	56

	Detention
	60
	118
	97

	Hospital
	31
	19
	16

	Other
	329
	471
	581

	Children with SED
	88,400
	88,400
	88,400


Sources of Information: Numerator: Iowa Foundation of Medical Care

 Denominator: NIMH Epidemiological Study

 

The numbers in the table represent places where the children who received Rehabilitative Treatment Services were residing at the point they were that discharged from RTS.

 

Special Issues:  Approximately 38% of all children receiving RTS in state fiscal year 2004 had an SED. Approximately twelve percent of Iowa’s children receiving Rehabilitative Treatment Services (RTS) are living out-of-home.  Numbers for SFY 2005 were not available at the time of this application.

Narrative

While the children’s mental health system in Iowa is centralized in that most funding is federal or state and most services are planned and administered at the state level within various agencies, planning, regulation and administration of children's services is not vested in a single state entity.  Rather, these responsibilities are diffused in a variety of agencies including the state mental health authority and child welfare agency (the Iowa Division of Behavioral, Developmental, and Protective Services for Families, Adults, and Children of the Iowa Department of Human Services), the Iowa Department of Human Services local offices, the juvenile justice system, the Iowa Department of Education, the Iowa Department of Public Health. 
CHILD

Criterion 4:    Targeted Services to Homeless and Rural Populations

 

Goal:
Improve identification of homeless school age children with an SED.
 

Objective:
Identify number of homeless school age children

 

Population:
Homeless Children
 

Brief Name: 
Mental health services for homeless school age children 

 

Indicator:
Percentage of homeless children with SED receiving mental health services

 

Measure:
Numerator: Homeless school age children needing mental health services


Denominator: Homeless school age children

State Fiscal Year
	
	SFY2003

(actual)
	SFY2004

(projected)
	SFY2005

(projected)

	Homeless school age children in need of  MH services*
	5886
	5886
	5886

	Homeless school age children in Iowa**
	18,111
	22,639
	22,639


*26% of the school age children identified mental health services as their most prevalent need.

** Of Iowa’s 22,639 homeless children 80% are school age. The other 20% are preschool age.

 

Sources of Information:
Drake University reports of Homeless Children and Families in Iowa.  This study has not been updated since 2003; consequently, actual numbers are not available beyond 2003.
Narrative
1. Iowa’s Adult Mental Health Specialist and PATH Coordinator, Lila Starr, participates in the Iowa Council on Homelessness. This organization has been working to restructure it’s roles and responsibilities, reorganize it’s membership, increase linkages to the Governor’s office, which established the taskforce, and to clarify it’s role in housing and homelessness as well as continuum of care issues.  A primary focus during the past year has been around a new study on homelessness conducted by the Iowa Finance Authority, through a contract awarded pursuant to an RFP and in conjunction with the Department of Education all of the 364 school districts across the state.  This study, expected to be released in 2005, undertook an ambitious agenda of capturing information about homelessness individuals as well as homeless children and their families, as well as data regarding the primary needs and obstacles to housing for these children and families.  

 

In past studies that have focused on the needs of homeless children and their families, mental health was identified as one of the greatest areas of need for the children and/or family members.  When the ICH and the Iowa Finance Authority agreed to embark on a new and more comprehensive study of homelessness in Iowa, during 2004, IFA asked several state agencies to assist in funding the upcoming study.  DHS, with support from the Mental Health Planning Council, agreed to provide $20,000 from the CMHS PPBG to assist in funding the study.  These funds were specifically provided to IFA through Intergovernmental Agreement for the purpose of enhancing the study’s focus on the identification of mental health issues within the homeless population.  The information contained in this upcoming report will be shared with and reviewed by the Mental Health Planning Council in addition to all of the agencies represented on the Iowa Council on Homelessness, Iowa’s PATH providers, and the public at large.  We will attempt to learn how this study may be useful in targeting Block grant funds and/or addressing any of the priorities of the Council related to meeting the mental health needs of Iowa’s homeless population.  

 

Rural

Psychiatric services are lacking particularly in rural areas and fewer psychiatrists are accepting Title XIX.  Due to the rural nature of Iowa, it has proven to be extremely difficult to attract psychiatrists as well as other mental health service providers to the state.  There are several counties that have psychiatric services for a few hours a week while other counties have none, which poses yet another barrier. Transportation has been and continues to be a huge barrier for persons who lack their own transportation.  There is continued interest and study being done to explore the use of tele-medicine in Iowa.

CHILD

Criterion 5: 
Management Systems
 

Goal:            
Maintain or increase public expenditures for community-based mental health services for children diagnosed with a serious emotional disturbance.

 

Population:
Children with Serious Emotional Disturbance
 

Criterion:
Management Systems

 

Brief Name: 
Expenditures for Community-Based Services
 

Indicator: 
Allocation of financial resources necessary to implement the plan

 

Measure:
Numerator: Total State Expenditures for Children with Serious Emotional Disturbance (SED)


Denominator: Gross expenditures for mental health for children and adults (see Maintenance of Effort, page 10)

Expenditures for Children with SED by State Fiscal Year 
	 
	SFY2004

(actual)
	SFY2005

(estimated)
	SFY2006 (projected)

	Medicaid Behavioral Health/Iowa Plan – (kids only)* (based on paid dates during contract period, all kids 0-18)
	21,476,794
	22,530,733
	24,500,000

	Rehabilitative treatment services**
	13,823,892
	11,852,276
	13,069,509

	Psychiatric Medical Institutes for Children (PMICS)***
	7,973,129
	8,337,179
	8,962,078

	MH Block Grant 

(children’s services)
	1,721,072
	2,063,300
	2,389,941

	Medicaid spending for children MH services
	85,567
	88,314
	93,000

	Numerator
	45,080,454
	44,871,802
	49,014,528

	Denominator
	115,826,241
	118,864,623
	124,715,486


Sources of Information: 

*Iowa Plan and Medicaid Spending: Iowa Dept. of Human Services, Medical Division
**RTS expenditures Sources for DHS, Finance Division, through August 18, 2005.
***PMIC Spending: Iowa Dept. of Human Services, Finance Division
Denominator:  

The numbers found in the numerator of this table are added to the Total figure for adult expenditures, as reported in the same years on the Maintenance of Effort, (MOE), found on page 10.
 

Special Issues: 
The Iowa Plan has projected an increase in eligible children for SFY2006, which is reflected in the increase of spending.  This increase is expected as children who receive Children’s Mental Health Waiver services will also be eligible for the Iowa Plan.  However, the amount of increase is hard to determine as some of the children that receive waiver services may be on the Iowa Plan prior to waiver services beginning.

 

Significance: 
The state’s portion of funding for the new Children’s Mental Health Waiver program came from the child welfare system.  The waiver is one of the programs or services designed to serve children who need service but do not have protective needs.

Narrative 

Typically, approximately half of the block grant ($1.8 million) has been distributed among approximately 40 (41 in SFY 2005) Community Mental Health Centers (CMHC’s) and other community mental health providers.  The size of the allocation is based on a formula, which is largely governed by local population.  Approximately half of all funds are directly targeted to children’s programming.  There are separate allocations to each CMHC for children and adult programming 
Beginning with SFY 06, the CMHC’s were required to submit plans that describe planning and/or implementation of evidence based practices to qualify to receive block grant funding.  The amount available for this purpose was increased to approximately $2.5 million dollars.  

Appendix

Items Included:

State of Iowa Department of Human Services, Table of Organization

HF 420, Mental Health Parity

HF 538, Children’s Mental Health Waiver

Children’s Mental Health Waiver Information Packet

SF 841, Iowacare Act, Medicaid Reform

Table, Iowa’s System of Care Projects for Children with SED

DIG Implementation Plan & Timeline, August 2005

DIG Capacity Report, August 2005





House File 420       

Mental Health Parity
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  1  1    Section 1.  NEW SECTION.  514C.22  BIOLOGICALLY BASED

  1  2 MENTAL ILLNESS COVERAGE.

  1  3    1.  Notwithstanding the uniformity of treatment

  1  4 requirements of section 514C.6, a group policy, contract, or

  1  5 plan providing for third=party payment or prepayment of

  1  6 health, medical, and surgical coverage benefits issued by a

  1  7 carrier, as defined in section 513B.2, or by an organized

  1  8 delivery system authorized under 1993 Iowa Acts, chapter 158,

  1  9 shall provide coverage benefits for treatment of a

  1 10 biologically based mental illness if either of the following

  1 11 is satisfied:

  1 12    a.  The policy, contract, or plan is issued to an employer

  1 13 who on at least fifty percent of the employer's working days

  1 14 during the preceding calendar year employed more than fifty

  1 15 full=time equivalent employees.  In determining the number of

  1 16 full=time equivalent employees of an employer, employers who

  1 17 are affiliated or who are able to file a consolidated tax

  1 18 return for purposes of state taxation shall be considered one

  1 19 employer.

  1 20    b.  The policy, contract, or plan is issued to a small

  1 21 employer as defined in section 513B.2, and such policy,

  1 22 contract, or plan provides coverage benefits for the treatment

  1 23 of mental illness.

  1 24    2.  Notwithstanding the uniformity of treatment

  1 25 requirements of section 514C.6, a plan established pursuant to

  1 26 chapter 509A for public employees shall provide coverage

  1 27 benefits for treatment of a biologically based mental illness.

  1 28    3.  For purposes of this section, "biologically based

  1 29 mental illness" means the following psychiatric illnesses:

  1 30    a.  Schizophrenia.

  1 31    b.  Bipolar disorders.

  1 32    c.  Major depressive disorders.

  1 33    d.  Schizo=affective disorders.

  1 34    e.  Obsessive=compulsive disorders.

  1 35    f.  Pervasive developmental disorders.

  2  1    g.  Autistic disorders.

  2  2    4.  The commissioner, by rule, shall define the

  2  3 biologically based mental illnesses identified in subsection

  2  4 3.  Definitions established by the commissioner shall be

  2  5 consistent with definitions provided in the most recent

  2  6 edition of the American psychiatric association's diagnostic

  2  7 and statistical manual of mental disorders, as such

  2  8 definitions may be amended from time to time.  The

  2  9 commissioner may adopt the definitions provided in such manual

  2 10 by reference.

  2 11    5.  This section shall not apply to accident only,

  2 12 specified disease, short=term hospital or medical, hospital

  2 13 confinement indemnity, credit, dental, vision, Medicare

  2 14 supplement, long=term care, basic hospital and medical=

  2 15 surgical expense coverage as defined by the commissioner,

  2 16 disability income insurance coverage, coverage issued as a

  2 17 supplement to liability insurance, workers' compensation or

  2 18 similar insurance, or automobile medical payment insurance, or

  2 19 individual accident and sickness policies issued to

  2 20 individuals or to individual members of a member association.

  2 21    6.  A carrier, organized delivery system, or plan

  2 22 established pursuant to chapter 509A may manage the benefits

  2 23 provided through common methods including, but not limited to,

  2 24 providing payment of benefits or providing care and treatment

  2 25 under a capitated payment system, prospective reimbursement

  2 26 rate system, utilization control system, incentive system for

  2 27 the use of least restrictive and least costly levels of care,

  2 28 a preferred provider contract limiting choice of specific

  2 29 providers, or any other system, method, or organization

  2 30 designed to assure services are medically necessary and

  2 31 clinically appropriate.

  2 32    7.  a.  A group policy, contract, or plan covered under

  2 33 this section shall not impose an aggregate annual or lifetime

  2 34 limit on biologically based mental illness coverage benefits

  2 35 unless the policy, contract, or plan imposes an aggregate

  3  1 annual or lifetime limit on substantially all health, medical,

  3  2 and surgical coverage benefits.

  3  3    b.  A group policy, contract, or plan covered under this

  3  4 section that imposes an aggregate annual or lifetime limit on

  3  5 substantially all health, medical, and surgical coverage

  3  6 benefits shall not impose an aggregate annual or lifetime

  3  7 limit on biologically based mental illness coverage benefits

  3  8 that is less than the aggregate annual or lifetime limit

  3  9 imposed on substantially all health, medical, and surgical

  3 10 coverage benefits.

  3 11    8.  A group policy, contract, or plan covered under this

  3 12 section shall at a minimum allow for thirty inpatient days and

  3 13 fifty=two outpatient visits annually.  The policy, contract,

  3 14 or plan may also include deductibles, coinsurance, or

  3 15 copayments, provided the amounts and extent of such

  3 16 deductibles, coinsurance, or copayments applicable to other

  3 17 health, medical, or surgical services coverage under the

  3 18 policy, contract, or plan are the same.  It is not a violation

  3 19 of this section if the policy, contract, or plan excludes

  3 20 entirely from coverage benefits for the cost of providing the

  3 21 following:

  3 22    a.  Marital, family, educational, developmental, or

  3 23 training services.

  3 24    b.  Care that is substantially custodial in nature.

  3 25    c.  Services and supplies that are not medically necessary

  3 26 or clinically appropriate.

  3 27    d.  Experimental treatments.

  3 28    9.  This section applies to third=party payment provider

  3 29 policies or contracts and to plans established pursuant to

  3 30 chapter 509A that are delivered, issued for delivery,

  3 31 continued, or renewed in this state on or after January 1,

  3 32 2006.

  3 33                           EXPLANATION

  3 34    This bill creates a new Code section 514C.22 and provides

  3 35 that a group policy, contract, or plan providing for third=

  4  1 party payment or prepayment of health, medical, or surgical

  4  2 coverage issued by a carrier, as defined in Code section

  4  3 513B.2, or by an organized delivery system authorized under

  4  4 1993 Iowa Acts, chapter 158, shall provide coverage benefits

  4  5 for treatment of a biologically based mental illness if the

  4  6 policy, contract, or plan is issued to an employer who on at

  4  7 least 50 percent of the employer's working days during the

  4  8 preceding calendar year employed more than 50 full=time

  4  9 equivalent employees; if the policy, contract, or plan is

  4 10 issued to a small employer as defined in Code section 513B.2,

  4 11 and such policy, contract, or plan provides coverage benefits

  4 12 for the treatment of mental illness; or if the plan is

  4 13 established pursuant to Code chapter 509A for public

  4 14 employees.

  4 15    The bill defines "biologically based mental illness" as

  4 16 psychiatric illnesses including schizophrenia, bipolar

  4 17 disorders, major depressive disorders, schizo=affective

  4 18 disorders, obsessive=compulsive disorders, pervasive

  4 19 developmental disorders, and autistic disorders.  The

  4 20 commissioner is directed to establish by rule the definition

  4 21 of the biologically based mental illnesses identified.  The

  4 22 definitions established by the commissioner are to be

  4 23 consistent with definitions provided in the most recent

  4 24 edition of the American psychiatric association's diagnostic

  4 25 and statistical manual of mental disorders, as such

  4 26 definitions may be amended from time to time.  The

  4 27 commissioner may adopt the definitions provided in such manual

  4 28 by reference.

  4 29    The bill provides that a carrier, organized delivery

  4 30 system, or plan established pursuant to Code chapter 509A may

  4 31 manage the benefits provided through common methods including,

  4 32 but not limited to, providing payment of benefits or providing

  4 33 care and treatment under a capitated payment system,

  4 34 prospective reimbursement rate system, utilization control

  4 35 system, incentive system for the use of least restrictive and

  5  1 least costly levels of care, a preferred provider contract

  5  2 limiting choice of specific providers, or any other system,

  5  3 method, or organization designed to assure services are

  5  4 medically necessary and clinically appropriate.

  5  5    The bill provides that the new Code section applies to

  5  6 third=party payment provider policies or contracts, and to

  5  7 plans established pursuant to Code chapter 509A that are

  5  8 delivered, issued for delivery, continued, or renewed in this

  5  9 state on or after January 1, 2006.

  5 10 LSB 1851HV 81
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Children’s Mental Health Waiver
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  1  1    Section 1.  Section 135H.6, Code 2005, is amended by adding

  1  2 the following new subsection:

  1  3    NEW SUBSECTION.  11.  If a child has an emotional,

  1  4 behavioral, or mental health disorder, the psychiatric

  1  5 institution does not require court proceedings to be initiated

  1  6 or that a child's parent, guardian, or custodian must

  1  7 terminate parental rights over or transfer legal custody of

  1  8 the child for the purpose of obtaining treatment from the

  1  9 psychiatric institution for the child.  Relinquishment of a

  1 10 child's custody shall not be a condition of the child

  1 11 receiving services.

  1 12    Sec. 2.  Section 232.2, subsection 6, paragraph f, Code

  1 13 2005, is amended to read as follows:

  1 14    f.  Who is in need of treatment to cure or alleviate

  1 15 serious mental illness or disorder, or emotional damage as

  1 16 evidenced by severe anxiety, depression, withdrawal, or

  1 17 untoward aggressive behavior toward self or others and whose

  1 18 parent, guardian, or custodian is unwilling or unable to

  1 19 provide such treatment.

  1 20    Sec. 3.  Section 234.7, Code 2005, is amended to read as

  1 21 follows:

  1 22    234.7  DEPARTMENT DUTIES.

  1 23    1.  The department of human services shall comply with the

  1 24 following requirement associated with child foster care

  1 25 licensees under chapter 237:

  1 26    The department shall include a child's foster parent in,

  1 27 and provide timely notice of, planning and review activities

  1 28 associated with the child, including but not limited to

  1 29 permanency planning and placement review meetings, which shall

  1 30 include discussion of the child's rehabilitative treatment

  1 31 needs.

  1 32    2.  a.  The department of human services shall submit a

  1 33 waiver request to the United States department of health and

  1 34 human services as necessary to provide coverage under the

  1 35 medical assistance program for not more than three hundred

  2  1 children at any one time who are described by both of the

  2  2 following:

  2  3    (1)  The child needs behavioral health care services and

  2  4 qualifies for the care level provided by a psychiatric medical

  2  5 institution for children licensed under chapter 135H.

  2  6    (2)  The child is in need of treatment to cure or alleviate

  2  7 serious mental illness or disorder, or emotional damage as

  2  8 evidenced by severe anxiety, depression, withdrawal, or

  2  9 untoward aggressive behavior toward self or others and whose

  2 10 parent, guardian, or custodian is unable to provide such

  2 11 treatment.

  2 12    b.  The waiver request shall provide for appropriately

  2 13 addressing the needs of children described in paragraph "a" by

  2 14 implementing any of the following options:  using a wraparound

  2 15 services approach, renegotiating the medical assistance

  2 16 program contract provisions for behavioral health services, or

  2 17 applying another approach for appropriately meeting the

  2 18 children's needs.

  2 19    c.  If federal approval of the waiver request is not

  2 20 received, the department shall submit options to the governor

  2 21 and general assembly to meet the needs of such children

  2 22 through a state=funded program.
  2 23    Sec. 4.  CONTINGENT EFFECTIVE DATE.

  2 24    1.  The section of this Act amending section 232.2,

  2 25 subsection 6, paragraph "f", shall take effect on the initial

  2 26 implementation date of either of the following contingencies,

  2 27 providing one of the contingencies is implemented:

  2 28    a.  Federal approval is received for the waiver request

  2 29 submitted by the department of human services pursuant to

  2 30 section 234.7, subsection 2, paragraph "a", as enacted by this

  2 31 Act.

  2 32    b.  A state=funded program is implemented in lieu of the

  2 33 federal waiver, as described in section 234.7, subsection 2,

  2 34 paragraph "b", as enacted by this Act.

  2 35    2.  The department of human services shall notify the Code

  3  1 editor if either of the contingencies in subsection 1 occurs.

  3  2    3.  If federal approval is received for the waiver request

  3  3 described in subsection 1, paragraph "a", the department of

  3  4 human services shall convene a review committee to advise the

  3  5 department regarding the waiver's implementation.  The

  3  6 committee membership may include but is not limited to

  3  7 juvenile judges, parents of children participating in the

  3  8 waiver, service providers, departmental staff, at least two

  3  9 members of the general assembly, and others with knowledge

  3 10 concerning the waiver.  The committee shall be convened when

  3 11 there are a sufficient number of children participating in the

  3 12 waiver for there to be implementation issues to consider or

  3 13 six months following the commencement date of the waiver,

  3 14 whichever is sooner.

  3 15    4.  If federal approval is received for the waiver request

  3 16 described in subsection 1, paragraph "a", the child or family

  3 17 receiving services under the waiver shall have access to case

  3 18 management or another form of service coordination function.

  3 19 HF 538

  3 20 jp:nh/es/25

HOME AND COMMUNITY BASED SERVICES

CHILDREN’S MENTAL HEALTH WAIVER

INFORMATION PACKET

The Medicaid Home and Community Based Children’s Mental Health Waiver (CMH) intent is to identify services/supports that are not available through other mental health programs/services that can be utilized in addition to traditional services to develop a comprehensive support system for children with serious emotional disturbance.

GENERAL PARAMETERS

CMH Waiver services are individualized to meet the needs of each consumer.  The following services are available:

· Environmental Modifications, Adaptive Devices & Therapeutic Resources

· Family and Community Support Services

· In Hone Family Therapy

· Respite

· The total cost of CMH Waiver services cannot exceed 1765.00 per month.

· The waiver cap of children served is 300.

· The services that are considered necessary and appropriate for the child will be determined through an interdisciplinary team.  The team shall consist of the child, his parent(s) or legal guardian(s), DHS service worker or targeted Medicaid case manager, service provider(s), other professional or support persons, and any other persons that the child and his/her family chooses to participate.
· All children will have a service plan developed by a DHS service worker or Medicaid case manager in cooperation with the child and his/her family.  This plan must be completed prior to implementation of services. 

· Children shall access all other services for which they are eligible and which are appropriate to meet their needs as a precondition of eligibility for the CMH Waiver.

· A service plan must be developed annually.
· The child must choose HCBS services as an alternative to institutional services.

· In order to receive CMH Waiver services, an approved CMH Waiver service provider must be available to provide those services.

· Medicaid waiver service cannot be simultaneously reimbursed with another Medicaid waiver service or a Medicaid service.

· CMH Waiver services cannot be provided when a child is an inpatient of a medical institution.

· Children must need and use, at a minimum, one unit of waiver service during each quarter of the calendar year.

· The child must receive Medicaid case management services when CMH Waiver services begin.
· Following is the hierarchy for accessing waiver services:

Private insurance

Medicaid and/or EPSDT (Care For Kids)

Children’s Mental Health Waiver services

CONSUMER ELIGIBILITY CRITERIA

Children may be eligible for HCBS Children’s Mental Health Waiver services by meeting the following criteria:

· Be an Iowa resident 

· From birth to age 18 years of age

· Who currently, or any time, during the past year:

· Have had a diagnosable, mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria specified within DSM-IV

· That resulted in a function impairment that substantially interferes with or limits the child’s role or functioning in family, school, or community activities,

· Be determined eligible for Medicaid (Title XIX). Consumers may be Medicaid eligible prior to accessing waiver services or be determined eligible through the application process for the waiver program.  Additional opportunities to access Medicaid may be available through the waiver program even if the child has previously been determined ineligible.  May be SSI-related or FMAP-related

· Be determined by Iowa Medicaid Enterprise Medical Services (IME-Medical Services) to need Hospital level of care.
SERVICE DESCRIPTIONS

· PLEASE NOTE:
CMH Waiver services are individualized to meet the needs of each child. However, decisions regarding what services are appropriate, the number of units or the dollar amounts of the appropriate services are based on the child’s needs as determined by the child, the child’s family and an interdisciplinary team.

Environmental Modifications, Adaptive Devices & Therapeutic Resources

WHAT:

Environmental modifications and adaptive devices are items installed within the child’s home that respond to 

specific documented health and safety concerns.  Items may include, but are not limited to, smoke alarms, window/door alarms, pager supports, motion sensors and fencing.  Therapeutic resources may include books, training packages, and visual or audio media as recommended by the interdisciplinary mental health professionals.   The therapeutic resources supplement the therapeutic aids that may be utilized during therapy sessions with a mental health professional.  The therapeutic resources are the property of the child and/or family.

WHERE:
In the child’s home.

DOES NOT 

INCLUDE:
Adaptations available through Medicaid Durable Medical Equipment and Supplies
UNITS:

A unit is the cost of a purchased and/or installed modification or adaptive device

MAXIMUM:
$6,000.00 per year/$500.00 per month

Family and Community Support Services

WHAT:  
This service shall be provided under the recommendation and direction of the mental health professionals that are included in the child’s interdisciplinary team.  These professionals in conjunction with the other members of the interdisciplinary team shall mutually identify interventions that will assist the child and family in the development of skills related to stress reduction, management of depression, and psychosocial isolation.  The service provider shall incorporate the mutually identified interventions into the service components that may include the following:

a. Development of daily living skills (grooming, personal hygiene, cooking, nutrition, health and mental health education, medication management, and maintenance of the home environment.

b. Development of positive socialization and citizenship skills in the community while engaging in community activities.

c. Development of a crisis support network.

The Family and Community Support Services service may include an amount not to exceed 1570.00 annually per child for transportation within the community.

The hierarchy for payment for this transportation is as follows:

The child’s family or legal representative

(
Community resources

(
Durable Medical Equipment or Supplies (Medicaid State Plan)

(
CMH Waiver-funded transportation

WHERE:
In the home or community

DOES NOT 
Daycare, baby-sitting, respite, room and board, parenting, or case management 

INCLUDE:
UNITS:
A unit is one hour

MAXIMUM:
$33.62 per unit
In Home Family Therapy 

WHAT:
Skilled therapeutic services provided to the child and the family that increase their ability to cope with the effects of serious emotional disturbance on the family unit and their familial relationships.  The service will support the family by the development of coping strategies that will enable the child to continue living with the family environment.

WHERE:
In the child’s home

UNIT:

A unit is a session (1-2 hours)

MAXIMUM:
$90.00 per session

Respite

WHAT:
Services provided to children furnished on a short-term basis because of the absence or need for relief of those persons normally providing the care.

WHERE:
Respite may be provided in the child’s home, another family’s home, camps, organized community programs, (YMCA, recreation centers, etc.)  ICF/MR, RCF/MR, hospital, nursing facility, skilled nursing facility, foster group care, foster family home, or DHS licensed daycare.

Respite provided outside the child’s home or outside a facility in locations covered by the facility’s licensure, certification, accreditation, or contract must be approved by the parent, guardian, or primary caregiver and interdisciplinary team, and must be consistent with the way the location is used by the general public.  Respite in these locations may not exceed seventy-two (72) continuous hours.

DOES NOT
Services shall not be reimbursable if the living unit is otherwise reserved for persons on a temporary leave of 

INCLUDE:
absence.

Respite cannot be provided to children residing in the family, guardian or usual caregiver’s home during the hours in which the usual caregiver is employed unless it is in a camp setting.

Respite shall not be simultaneously reimbursed or provided with duplicative services under the waiver.
 

UNIT:

A unit is one hour.  Services are limited by the monthly maximum available for all waiver services.

MAXIMUM:
Fourteen consecutive days of 24 hour respite are may be reimbursed







and

Respite services provided to three or more children who require nursing care because of a mental or physical condition for a period exceeding 24 consecutive hours must be provided by a licensed health care facility as described in the Iowa Code chapter 135C.

APPLICATION PROCESS

The application process for the Children’s Mental Health Waiver requires a coordinated effort between the Department of Human Services and non-Department agencies on behalf of the prospective child.  If you are currently working with Department of Human Services personnel, please contact that person regarding the application process.

Please respond immediately to correspondence from an income maintenance worker, a service worker or a Medicaid case manager.  This will decrease the amount of time needed to complete the application process and assist in communication.

1. Application for Medicaid (Title XIX) and the CMH Waiver is made with an income maintenance worker (IM) at the local DHS

office.  The IM Worker will secure a payment slot or put the child’s name on a waiting list.  Upon availability of a payment

slot, the IM will process the application and refer the consumer to a DHS service worker or a Medicaid case manager.

· For children applying for this waiver, telephone contact will be made to the family home.  Documentation necessary to complete this contact may include:

· Financial records

· Title XIX card 

· Letter of Medicaid eligibility

· Verification of Supplemental Security Income (SSI), Social Security Disability Insurance (SSDI) or State Supplemental Assistance (SSA) eligibility, if applicable.  If assistance is not currently being received, a request may be made to apply at the local Social Security office.

2. An interdisciplinary team meeting is conducted to determine the services that are needed, the amount of service to be provided and the provider(s) of the services.  The end result of the interdisciplinary team decisions will be a service plan developed by the service worker or the targeted Medicaid case manager. 

3. The Individualized Services Information System (ISIS) process must be completed with the culmination of an approved service plan prior to the implementation of services.  An approved service plan entered into the ISIS system authorizes payment for CMH Waiver services.

4. The service worker or the targeted Medicaid case manager will issue a Notice of Decision if the child is approved to receive the CMH Waiver services.

House File 841
The Iowacare Act

The full text of this bill is well over 40 pages.  Therefore, it will not be provided here.  The full document can be found by visiting the following web site:  

http://www.legis.state.ia.us/aspx/Cool-ICE/BySubject.htm
Once in the search “by subject” section, click on “Medical Assistance” as the topic and look for HF841.
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System of Care Projects 

for Children with SED

Regional Grants to plan and implement systems of care for children with Serious Emotional Disorders.

	Target Population


	Counties
	Lead Agency
	Goal(s) of the Project

	Children discharged from in-patient facilities including PMIC’s
	Adair, Adams, Union
	Adams County Board of Supervisors
	Mission

The mission of the SED Project is to support parents with children who have severe 

emotional disturbances through a coordination of services that will allow their children to 

reach their goals that will make them successful at home and school.

Goals

· To prevent a more restrictive placement

· To prevent families of entering the system

· To empower families to serve as a strong advocate for their child with special needs

To promote best practices in families and communities

	Children with a diagnosable mental illness and their families.
	Calhoun, Pocahontas, Webster, Hamilton, Humboldt and Wright
	Children and Families of Iowa
	Develop a system of mental health services that includes information, services,

 and supports that meet the needs of children with severe emotional disturbances

 and their families.

Objectives:

 1. Provide services (during the grant period) to a minimum of 40

     families with a child diagnosed with SED’s, 

 2. Provide mental health consultation and wrap around services to children

     with SED’s and families.

 3. Organize and host a community conference for parents and professionals

 4.  Provide a minimum of two but no more than six parent support groups 

 5.  Provide dyadic therapy/dual diagnosis to families through case 
       management, groups and family intervention.

 6.  Provide or assist families in locating respite care to children with families

      in crisis

	students in Atlantic and Harlan School Districts with SED
	Cass, Shelby
	AEA 13
	Develop a Wraparound approach including a management and delivery infrastructure

 at two levels:
1. The Regional Oversight Team level (a blend of regional and local

 representatives), and 

2. The child and family team level. 

Employ Care Coordinators to be the facilitator of the child and family team and a link

 to the community.  The Care Coordinator would convene service-planning meetings

 for identified SED students and facilitate and monitor the Wraparound process.  

Provide flexible funds to the Care Coordinators of the individual SED students,

 to purchase contract services, support, and incentives which will help sustain

 the SED student successfully and manage his/her behaviors through the

 summer months.  This will provide a better transition back to school.
Provide training on the wraparound approach from a representative from the 

Michigan Department of Community Health, for the Harlan, Atlantic, and Council

 Bluffs school personnel, as well as formal and informal SED support providers in

 SW Iowa.

Conduct a formal evaluation of the success of the wraparound interventions used

 with individual SED student as well as an evaluation of the project overall.

	Children with SED
	Dubuque
	Lutheran Services in Iowa
	1) Reduce/prevent psychiatric hospitalizations or institutionalization.

2) To divert children/adolescents from the traditional child welfare system

 or foster care placement.

3) To assist parents by offering them support through parent advocates 

and a parent support group.

4) To assist parents in maintaining sufficient mental health stability for

 their child.

 5) To use community resources to assist parents to become more effective.

	Children with SED
	Linn
	Linn County Community Services
	Goals:

· To help prevent out-of-home placement of children with a severe 

       emotional disturbance (SED).

· To help reduce the length of stay in placement of children with SED.

· To assist children with SED who are returning home from a placement.

· To help prevent children with SED from being expelled or

      “dis-enrolled” from school or other community programs.

Objectives: 

· To provide the following wraparound services to children with SED: 

assessments, medications, after school/summer activities, respite, resources

 for family participation in programming and other services that address

 the project’s goals.



	Children with child welfare and mental health issues
	Black Hawk, Bremer, Butler, Franklin, Grundy, Floyd, Mitchell, Chickasaw, Hancock, Winnebago, Worth, Cerro Gordo
	DHS and Mental Health Centers in the Service Area
	Enhance access, alignment, awareness and coordination of mental health 

and child welfare services to children and families in the service area and

 in our four local community building projects through a community team

 approach, shared decision making, and a central contact point for families

 and community agencies.

	Shelter/

Detention
	Polk
	Polk County Decategorization
	· develop a seamless continuum of care for children with SED

· deter lengthy shelter placements and or reduce the need for placement

· utilize the wraparound planning process with a neutral facilitator coordinating

      a team of formal and informal supports chosen by the family

· ensure parental involvement in all aspects of the project.




DATA INFRASTRUCTURE GRANT

August 2005

Plan and timeline to gather and report all data in URS tables by Dec 06 with unduplicated, client-specific manner.

General problem / barrier:  Merging/integrating client-specific data across systems to allow for reporting of unduplicated data.  

Strategy:  Create new data warehouse with capacity for unduplicated reporting across funders.  

Components:  

A) Identify needed variables (across systems) 

B) Gather these data from existing data sources (retrieve data from other systems)

1) Counties

2) Medicaid / MBC

3) MHI’s

4) SPP

C) Create a single record for a client regardless of the system(s) in which they receive services

D) Create reports from this new data warehouse.  

Background information:  New administrative rules effective July 1, 2005 requires that counties report client-specific data for disability services provided through the county.  

DHS needs to develop the process by which this information can be provided.  This is one of the main activities to be supported by the DIG over the coming year.  

Steps and timeline:

A) Identification of Needed Variables:  

This is essentially:

1) Basic demographics (DOB, SS#, gender, race, ethnicity

2) Other descriptors including:  housing status/living situation, employment status, funding status

3) diagnosis

4) eligibility

5) Service utilization


Specific services (e.g., hospital, outpatient)


Dates of utilization of each service

This list will be finalized and mapped to:

· county data base by:  Sept. 15

· MHI database by:  Oct 15 (pending Larry Allen)

· SSP database by: Oct 15 (pending Dave Engles)

· Medicaid data base by:  Dec 15, 05  (must clarify whether MBC and other Medicaid need to be pursued separately or as part of MMIS – Medicaid Management Information System)

B) Gathering these data from all 4 systems

· Requesting the data from counties, Medicaid, MHI’s, SSP 

1) Counties using COMIS system will be asked to forward a record of all clients served in FY2005, which includes each of the variables in the COMIS database.  

· This will be done by having counties run a program created by the SMHA on their existing databases, which will extract the data in a consistent manner.  

· This will be developed by existing personnel within the SMHA.  

2) the same thing will be asked of counties using database systems other than COMIS.  

These counties will be responsible for developing methods to do so.

3) MHI’s:  This will require data mapping described above – (i.e., identifying the corresponding data fields in their data base to those above:  done by 

Data for both COMIS and non-COMIS counties must be reported to DHS by Dec. 1, of each year beginning in 2005.

Data from MHI’s will be reported by:  Dec 1

Data from SPP will be reported by Dec. 1

Data from Medicaid (timeframe)

C) Create single record for each client across funding sources within a data warehouse

To do so, Person (TBH) will bring together into a single data warehouse

1)  all county data sets  

2) data from MHI’s

3) data from SPP

4) data from Medicaid

Each of the above steps will require data cleaning – making sure coding is consistent across sites, etc.

Anticipated time frames?  Within 6 months of person TBH in place

D)  Creating reports

Programs will be written to generate tables 2A,2B, 3, 4, 5A, 5B, 6, 14A,14B,15, and 21.

By, 9 months from hire.

Hire:  

Write job description:  
Sept 15

Get job description approved by Department of Administrative Services: Nov 15th
Posting for transfers


Dec 1

Open Recruiting


Jan 1

Interview / Select Candidates

Feb 1

Extend Offer and Hire with Start Date of March 1

Plan for remaining Developmental URS tables:

A) EBP tables – 16 and 17:  

The way that utilization data are currently codes across all 4 funding systems does not readily allow for extracting information about the specific EBP’s.  This information is going to have to be obtained separately from the data warehouse effort described above.  

Iowa is in the midst of several major EBP initiatives.  One involves programs funded through the Performance Partnership block grant.  Through legislation in 2004, all of these monies distributed to CMHC’s must be used for EBP’s.  A TAC for EBP’s has been established as a partnership between the SMHA and the ICMH, with additional support from MBC.  

At this point, on the adult side, there has been significant activity in 3 EBP’s:

1) 
Assertive Community Treatment (ACT)

2)
Integrated treatment for co occurring disorders (IDDT)

3)
Illness Management and Recovery (IMR)

Regular technical assistance activities are ongoing in the form of interest groups – i.e., bringing together programs across the state that are engaged in these practices, and providing TA on a quarterly basis.  Included in that TA are discussions around fidelity, but formal fidelity measures are not yet being implemented.  

Some activity is also going in family psycho-education, supported employment, and supported housing, but it is not being organized under a specific technical assistance effort.  As such, no fidelity activities are expected.  

Fidelity visits using the DACTS have already been conducted for all ACT teams starting in 2004 (on an annual basis for existing teams, and twice annually for new teams).

Table 18:  New generation antipsychotic for patients with Schizophrenia.

We plan on completing this table for Medicaid-funded clients for the Dec 1, 05 report.  However, given the large number of individuals with schizophrenia who are dual eligible (Medicaid/Medicare), this will become less meaningful in subsequent years reporting (once Part D of the new Medicare plan takes effect in 2006).  

Table 19 (A and B)

There has been a significant enhancement in the interactions between the SMHA and the Department of Corrections, as well and the Division of Juvenile Justice Planning (DJJP) over the last several years.  DOC and DJJP staff sits on numerous SMHA task forces and councils, and the DOC in particular has launched major mental health initiatives including the construction of 2 dedicated mental health units at 2 of the prisons.  

Methods to share data across these systems however have not yet been developed.  At this point, for Table 19A, we will work with colleagues in the DOC to get information on numbers of prisoners (adults) receiving mental health services annually (relative to total number of prisoners).  For table 19B, we will work with colleagues at DJJP to obtain mental health data on juvenile justice clients.

Table 19 C, and 19D:  The current data system used by Iowa’s Department of Education does not allow for identification of SED children.  The data system identifies students as eligible or not for special education.  The majority of these students are not SED.  Therefore, we do not anticipate capacity to report on these tables, and are not taking specific steps at this point to change that.  

Table 20 A:  We have the capacity to report this in 05, and expect to report it with existing resources in ’06.

Table 20B:  we do not have forensic institutions and do not split out forensic patients.

Table 21:  We will try to get data for Medicaid funded clients for the 05 report, and to report across all 4 systems, using the new data warehouse on this, by the ’06 report. 

DATA INFRASTRUCTURE GRANT

CAPACITY REPORT

AUGUST 2005

Table 1

	Table


	Variables
	Capacity last year
	Capacity now

Dec 1 05 report
	Problems as of Dec 1, 05
	Anticipated 

Dec 1 06
	Problems anticipated Dec 1 06

	1
	
	Yes
	Yes
	No
	yes
	

	2A
	
	Total data for MBC by age and gender; 

MHI, county, and SPP by gender (for adults)
	MHI, county and SPP by age, gender and ethnic

Medicaid by age and gender, ? race


	Not able to report unduplicated data across systems

Children data limited to those served by MBC - < 10% of estimated pop.  (~ 25K MBC, est. 356K in need)
	All data, unduplicated from all 4 systems 
	Children’s data limited 

	2B
	
	No data
	Medicaid by ethnicity?

No data for County, MHI, SPP
	MIS system does not capture ethnicity as defined 
	Medicaid by ethnicity?

?No data for County, MHI, SPP
	Will require changes in the way data are collected by counties and SPP



	3A
	Homelessness by age and gender
	No capacity to report homeless status for any of the systems
	Counties can report homeless by age and gender
	Appears to be deleted from reporting requirements
	?
	?

	3B
	State psych hospitals, inpatient, RTC for kids by age and gender
	Medicaid – state psych and other inpatient, by age and gender

Counties – inpatient (not by age and gender)

MHI’s - state psych by age and gender

No RTC kid data
	No change


	Question on ability to report RTC data by age and gender;

Need to clarify Iowa’s RTC’s
	
	

	3
	Community Mental Health Programs, State psych hospitals, inpatient, RTC for kids by age and gender
	NA
	Medicaid Data (by setting, age and gender)

MHI, and SPP

No RTC data
	Need to clarify definition of community mental health setting.  

Current county reporting system does not allow for unduplicated counts of those served in comm. Mental health settings or the separation by age or gender
	Goal – completion of all data elements 
	Any change in reporting requirements between now and then could derail this 

	4
	Employment status by age and gender
	Unable to report any data
	County data (by age and gender)

Probably not in other 3 systems
	MHI data NA

Medicaid:  unless in MEPD, assume not in work force; if in MEPD – unable to differentiate between competitive and other employment
	Same as 05
	

	5A
	Type of funding support by race
	No capacity to identify specific (unduplicated) funding sources – we knew how many were in Medicaid – but not in other systems or in multiple systems
	No change
	Up until this year, state MHA had client specific county data – that will change as a result of new administrative rules that went into effect July 1 05, mandating that counties supply client-specific data
	Capacity to report all variables in table
	Rules in effect, but methods for counties to report client specific data, and for state to process these data have not been finalized.  

	5 B
	Funding source by ethnicity
	
	
	MIS system does not capture ethnicity as defined 
	Medicaid by ethnicity?

?No data for County, MHI, SPP
	Will require changes in the way data are collected by counties and SPP



	6
	Client turnover
	Able to report on all data for MHI’s; 

Medicaid only for other psych inpatient and for community programs

No data from counties or SPP

No data on RTC’s
	County data will be available on community programs

No other changes
	No client specific data from counties
	Completion of all table elements for each system
	

	7
	NA (NRI table)
	
	
	
	
	

	8
	Block Grant expenditures for non-direct service activities
	Completed
	Will complete
	
	Will complete
	

	9
	NA – dropped as of 2004 - 
	
	
	
	
	

	10
	Block Grant contractors
	Completed
	Will compete
	
	Will complete
	

	11
	Client Evaluation
	No data reported
	Anticipate reporting for adults - 
	New data entry and collection system – has not yet been fully tested
	Will complete for adults 

? for kids - 
	Still working out sampling methodology in light of system fragmentation

	11 A
	Client evaluation by race
	New
	If race is on survey – will do
	
	
	

	12 
	State mental health agency profile
	Answered 1, 2, 4, 5 and 6
	Will try to answer 3 as well for Medicaid clients
	No way to capture this info for county clients
	Same as 2005
	Co-occurring policy academy is working on this, but not likely to be able to integrate data across systems

	13
	Unmet needs – NA - 
	
	
	
	
	

	14A
	SMI / SED served by age, gender and race
	Same as 2A
	Same as 2A
	
	Same as 2A
	

	14B
	SMI/SED by age, gender ethnicity
	Same as 2B
	Same as 2B
	
	Same as 2B
	

	15
	Living situation by age, gender, race and ethnicity
	MHI data only
	Data from MHI, Counties

And SPP

? Medicaid 
	Medicaid data that has been used does not have info on living situation – working on integrating those reports with Medicaid demographic which are reported elsewhere
	Data completed across all 4 systems
	

	16 and 17
	EBP’s 
	No data reported
	Will report all data on ACT, 

Partial data on Supported employment from counties
	Fidelity only measured for ACT; formal EBP structure just getting underway
	ACT – full data;

Co-Occurring:  will have some data on block grant funded programs

and ISM – will have partial agency self-assessment of fidelity
	

	18
	New generation meds for sz
	No data
	Medicaid data  will be analyzed for new generation antipsychotics for schizophrenia.  
	
	No data expected
	Part D – most people with SZ in our state are dual eligible – no access to Medicare data

	19A
	Adult criminal justice interaction
	No data reported
	? will attempt to get some data from prison system statewide , 
	
	Will attempt to expand information
	

	19B
	Juvenile justice
	No data
	? some data
	
	? more data
	

	19C
	School participation
	No data
	No data
	
	Data on SED children and adolescents receiving services through BG –funded programs ( a very small minority of all SED kids); 
	

	19D
	School performance
	No data
	No data
	
	Probably no data
	School data collected only at the district level , and then aggregate reports to the state

	20A
	Readmission to state psychiatric hospital
	No data
	Anticipate getting these data – check with Larry Allen
	
	
	

	20B
	Readmission of forensic patients 
	No data
	No data
	
	No data
	

	21
	Readmission to other inpatient facilities
	No data
	Will try to get data from Medicaid system
	
	Medicaid system, and across systems
	


Keys:  

MBC = Magellan Behavioral Care – Medicaid Carve out for behavioral health

SPP = State payment program

MHI = mental health institute (state psychiatric hospital)

RTC = Residential Treatment Center
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Policy Analysis Team


Nancy Freudenberg


Mary Ellen Imlau


Team Leaders





Bureau of Managed Care and Clinical Services


Dennis Janssen, 


Bureau Chief





Bureau of Long 


Term Care


Eileen Creager, 


Bureau Chief





Bureau of Health Insurance


Anita Smith, 


Bureau Chief





Bureau of Financial Support Programs


Lucinda Wonderlich-Fuller


Acting Bureau Chief





Bureau of Support 


Services


Miki Clark, 


Bureau Chief





Bureau of Collection Services


Tim Criner, 


Bureau Chief





Bureau of Purchased Services


Ken Tigges, Acting 


Bureau Chief





Bureau of Child Support Systems


Tish Eakle, 


Bureau Chief





Bureau of Child Welfare Systems


Joe Finnegan, 


Bureau Chief





Revenue Maximization Team


Ken Tigges





Bureau of Budget and Accounting


Martin Frederickson, 


Bureau Chief





Bureau of Purchasing, Payments & Receipts


Jeanette Wiig, 


Bureau Chief





Division of


Data Management


Steve Mosena


Chief Information


Officer





Division of


Fiscal Management


Jan Clausen


Chief Financial Officer





Executive Support





Services Policy and Practice Team








Bureau of Community Services


Jim Overland, 


Bureau Chief





Bureau of Case Management


Diane Diamond, 


Bureau Chief





Bureau of Collections


Carol Eaton, 


Bureau Chief





Bureau of Refugee Services


Wayne Johnson, 


Bureau Chief





Bureau of Protective Services


Vern Armstrong, 


Bureau Chief





Unit of Quality Control


Jerry Bugge, QC Supervisor


Sandy Toneff, QC Monitor


Monty Keller, QC Supervisor





Bureau of Research Analysis and Performance Management


Vacant 


Bureau Chief





Bureau of Quality Improvement 


Jeff Terrell, 


Bureau Chief





Field Operations 


Support Unit


Jim Krogman, Manager





Woodward Resource Center


Dr. Michael Davis


Superintendent





Toledo Juvenile Home


Robert Eppler


Superintendent





Mt. Pleasant MHI


Rusty Rogerson


Superintendent





Independence MHI


Dr. Bhasker Dave


Superintendent





Glenwood Resource Center


Tom Hoogestraat, 


Superintendent





Eldora State Training School


Al Jensen


Superintendent





Clarinda MHI


Mark Lund


Superintendent





Cherokee MHI


Dr. Tom Deiker


Superintendent





Facilities





Area 2: Waterloo


Evan Klenk


Service Area Manager





Area 3: Dubuque


Gary Lippe


Service Area Manager





Area 4: Ames


Ken Riedel


Service Area Manager





Area 5:  Council Bluffs


Tom Bouska


Service Area Manager





Area 6: Des Moines


Wendy Rickman


Service Area Manager





Area 7: Cedar Rapids


Marc Baty


Service Area Manager





Area 8: Davenport


Denise Gonzales


Service Area Manager





Area 1:  Sioux City


Pat Penning 


Service Area Manager





Field Service Areas





Legal Services





Deputy Director


Policy Office


Vacant





Deputy Director


Field Operations


Sally Titus Cunningham








Director


Kevin W. Concannon








Legislative Liaison








Communication Office


Roger Munns





Division of Child


Support Recovery,


Case Management and Refugee Services


Jeanne Nesbit


Division Administrator





Division of Behavioral, Developmental and


Protective Services for 


Families, Adults and Children


Mary Nelson


Division Administrator





Division of


Financial, Health and Work Supports


Ann Wiebers


Division Administrator





Division of


Results Based Accountability


William Gardam


Division Administrator





Council on 


Human Services





Governor


Thomas J. Vilsack





Governor’s


Developmental


Disabilities Council





State of Iowa Department of Human Services








� Iowa law presumes that competitive contracting is required in all cases involving contracts over $5,000, unless there is a justification for emergency procurement or sole source contracting.  Grounds for sole source contracting are based upon criteria set out in 11 IAC 106.7, (Sole Source Procurements), effective October 1, 2002.  They include when a service provider is the only one qualified or eligible or when the service being purchased is of such a specialized nature that only a single source, by virtue of experience, expertise, or proximity, could provide the service, and others.  


�  Department of Public Health, Vital Statistics of Iowa for years 1975-1999.
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