ADULT PLAN

Section 1 - Description of State Service System

1.  Adult and Child Overview of State's Mental Health System

Directions:  A brief description of how the public mental health system is currently organized at the State and local levels, including the State Mental Health Agency's authority in relation to other State agencies. 
Wisconsin’s County-Based Mental Health System

Wisconsin's public mental health system is administered through 67 county/regional programs boards covering all 72 counties as governed by Chapter 51 of the Wisconsin state statutes.  In 1971, Wisconsin Statutes s. 51.42 mandated a system of community-based mental health care that is accessible to all individuals with serious and persistent serious and persistent mental illness and to children with a severe emotional disorder (SED).  Wisconsin’s public mental health system has built a partnership between the county/tribal service provision and state and county/tribal funding to deliver mental health services.  The provisions of Chapter 51 delegate to the Department of Health Services (DHS) authority to promulgate rules and establish standards for mental health services.  The DHS provides leadership and technical assistance in setting expectations and standards for the delivery of quality and appropriate services that are evidence-based whenever possible.  The State also integrates federal priorities into the state mental health system and communicates them to counties through policies and grant-funded initiatives. 

Each county or multi-county regional board is responsible for prevention services in collaboration with public health, comprehensive diagnostic and evaluation services, inpatient and residential treatment, outpatient care and treatment, partial hospitalization, emergency care, supportive transitional services, staff training, emergency detention procedures, and planning, development and evaluations of programs.  They are responsible for authorizing and paying for all individuals in need of treatment without resources to provide for their own care within the limits of available funding.  Besides federal Medicaid funds, most of the county-provided mental health services for people without resources are funded by local county tax levy funds.  

Each county or multi-county regional board has the authority to organize their mental health service delivery system as they see fit within the boundaries of state regulations.  As a result, many forms of local mental health delivery systems exist in Wisconsin.  While this system does not foster consistency across counties and regions, it does provide localities the power to tailor their service system to best meet the needs of their residents who are `````mental health consumers.  

The State Mental Health Authority in Relation to Other State Agencies

The State Mental Health Authority is in the Division of Mental Health and Substance Abuse (DMHSAS) Services in the Department of Health Services (DHS).   DHS is one of the many cabinet level agencies that are a part of the Executive Branch.  The Secretaries of each cabinet level agency or department are appointed by and report to the Governor in Wisconsin.  

DHS administers a wide range of services to clients in the community and at state institutions; regulates care and treatment providers; supervises and consults with local, county and tribal public and non-profit agencies.  The Department’s responsibilities span a large number of program areas in six divisions, including the DMHSAS.  The other divisions and their responsibilities are listed below:

· The Division of Public Health (DPH) promotes the health and well being of Wisconsin citizens and visitors through programs which encourage positive and healthful lifestyles and identify preventive and remedial actions to eliminate, correct, and/or alleviate diseases and health hazards. DPH is responsible for providing public health services and environmental and public health regulation.

· The Division of Quality Assurance (DQA) certifies, licenses, and surveys approximately 46 types of health care and residential programs in the state of Wisconsin.  Examples the health care providers certified through DQA are hospitals, nursing facilities, intermediate care facilities for persons with mental retardation, end-stage renal dialysis centers, hospice agencies, home health agencies, and mental health and substance abuse service agencies.

· The Division of Enterprise Services (DES) provides management support for the department related to fiscal services, information technology and personnel issues.

· The Division of Health Care Access and Accountability (DHCAA) is responsible for administering programs such as Medicaid, BadgerCare, FoodShare, SeniorCare and disability determination. 

· The Division of Long Term Care (DLTC) oversees the provision of long-term support options for the elderly and people with disabilities. DLTC also operates the Department's institutions for persons with developmental disabilities.

Other state departments work closely with the State Mental Health Authority on a regular basis including the following:

· The Department of Children and Families (DCF) responsibilities include public child welfare, regulation and licensing of child caring facilities, youth development and a broad range of community programs.  It oversees the Wisconsin Temporary Assistance for Needy Families (TANF) programs, called Wisconsin Works (W2), which is designed to move welfare recipients into the labor force. It also provides the direct administration and operation of Milwaukee County's Child Welfare System.

· Department of Commerce.  The Department of Commerce administers the state’s economic development as well as administers financial assistance for local government and businesses.  The agency is also responsible for providing housing assistance to benefit low-income and moderate-income households, as well as administering state and federal funding to combat homelessness.  Their responsibilities include the oversight of the Projects for Assistance in Transition from Homelessness (PATH) program.  The DMHSAS has a formal Memorandum of Understanding with the Department of Commerce about how the departments will work together to improve services for people who are homeless and have a mental illness.

· Department of Corrections (DOC).  The Department of Corrections administers the state adult prison, probation and parole systems, along with administering the oversight of the local juvenile justice system.  The DOC contracts with the DMHSAS to run the state prison inpatient mental health facilities.  

· Department of Military Affairs, Division of Emergency Management.  This department has responsibility for developing and implementing the state emergency operations plan, provides assistance to local jurisdictions in the event of a disaster; and administers private and federal disaster and emergency relief funds.

· Department of Regulation and Licensing (DRL).  The Department of Regulation and Licensing is responsible for credentialing and regulating various professions and occupations in the state.  The DRL also investigates and prosecutes complaints against credential holders.

· Department of Veteran’s Affairs.  This department provides educational and economic assistance to eligible veterans.  It also operates a variety of facilities, services and supports that provide support for Wisconsin’s veterans who are incapacitated due to age or disability.

· Department of Workforce Development (DWD).  This department is responsible for a variety of work-related programs designed to connect people with employment opportunities in Wisconsin.  It also is responsible for job centers, job training, placement services as well as employment related services for people with disabilities through their Division of Vocational Rehabilitation.

· Department of Public Instruction (DPI).  This department is independent of the Governor, with an elected constitutional officer, the State Superintendent of Public Instruction.  DPI provides direction and technical assistance for public elementary and secondary education in Wisconsin.  They offer a broad range of programs and professional services to local school administrators and staff; distributes state and federal school aids; works to improve curriculum and school operations; and ensures education for children with disabilities.

Organization of the State Mental Health Authority

The Division of Mental Health and Substance Abuse Services (DMHSAS) is the designated State Mental Health Authority that directs public mental health and substance abuse services in Wisconsin.  The Division is comprised of the Division Administrator, John Easterday, the Deputy Administrator, an office associate, three program units, and four direct care facilities.  The Bureau of Prevention Treatment and Recovery (BPTR) is one of the three program units and is responsible for activities related to implementation of the MHBG. The BPTR currently consists of three Sections and 33.9 FTE’s and 1.0 LTE including the Director and the Director’s office associate.

Mental Health Services and Contracts Section

· The Mental Health Services and Contracts Section is responsible for monitoring the programmatic and administrative guidelines for the provision of mental health outpatient services throughout the state.  

· The section plans and monitors the implementation of the MHBG including the creation of the federally-required annual Mental Health Plan and Implementation Reports.  Staffing for the Wisconsin Council on Mental Health is also provided by this section.  

· Some integrated MH/Substance Abuse functions are the responsibility of the Mental Health Services and Contracts Section.  

· The section is responsible for mental health and substance abuse programming for the deaf and hard of hearing and Pre Admissions Screening and Resident Review (PASRR).

· The Mental Health Services and Contracts Section monitors Community Support Programs (CSPs) for adults with severe and persistent mental illness as well as programs that target housing.  Staff also coordinate with the Department of Commerce on homeless issues.

· Finally, all evaluation functions for mental health and substance abuse reside in this section including the management of the Human Services Reporting System (HSRS), Data Infrastructure Grant (DIG) projects, evaluation design, and data analysis.  

· The Mental Health Services and Contracts Section has 8.5 FTEs and a .5 LTE.  

Substance Abuse Services Section

· The Substance Abuse Services Section provides a focus for services and programs designed primarily for individuals with substance abuse issues.  

· Substance abuse and prevention programs have been consolidated within this section from across the bureau and include oversight of the substance abuse administrative rules, Access to Recovery, methadone programs, the Intoxicated Driver Program (IDP) and the injection drug use program.   

· The Substance Abuse Prevention and Treatment Block Grant (SAPTBG) is administered from the Substance Abuse Services Section. 

· The Substance Abuse Prevention and Treatment State Plan (SAPTBG application) is created and monitored and staff provide general oversight of the implementation of the plan.  

· Staffing for the State Council on Alcohol and Other Drug Abuse (SCAODA) is provided from this section.  

· Responsibility for substance abuse prevention programming resides in this Section, and 4.0 FTE contract staff provide additional support for the prevention programming. 

· The Substance Abuse Services Section has 12.0 FTEs.  

Integrated Services Section

· The Integrated Systems Development Section has 11.4 FTEs plus one .5 LTE.  The Section includes the Children, Youth and Families Unit and the Systems Transformation Unit.

· The Children, Youth & Families Unit is an integrated unit and has 6 FTEs who work on children's issues with co-occurring disorders, prevention/early intervention, Trauma-Informed Care, reduction of seclusion and restraint, Substance Abuse Child Care Grants (SPIT), substance abuse contract administration and substance abuse teleconferences.   

· The Integrated Services Section is responsible for the implementation and monitoring of systems-level initiatives and the provision of technical assistance and quality improvement.

· Additionally, the staff in the Division of Long Term Care’s (DLTC) Children Long Term Waiver unit provide support for children in the Children’s Long Term Support SED Waiver; the BPTR coordinates with the DLTC on these programs. 
Children, Youth, and Families Unit

· The Children, Youth, and Families Unit addresses the special needs of children and families who have mental health and/or substance abuse disorders.  

· One of the primary functions of the Children, Youth, and Families Unit is to address children with severe emotional disturbance (SED) and their families, and other children who may not meet the criteria of SED, but have significant needs and are involved in two or more systems of care.  Unit programs that serve these populations include the Integrated Services Program (ISP) and Coordinated Service Teams (CST).  ISP provides a "wraparound" approach through comprehensive systems case management for children and their families.  The Coordinated Service Teams (CST) Program for children and their families provides a similar approach to case management for children that are involved with more than one system of care.  These children may have a diagnosis of SED but it is not a program requirement.  

· All children’s mental health and substance abuse programs and services are consolidated in this unit.  Staff in the Children, Youth, and Families Unit work to support and strengthen existing integrated mental health/substance abuse approaches and implement new integrated approaches where needed.  

· The unit provides contract monitoring, technical assistance, training, and programmatic guidance to the Integrated Service Projects, Coordinated Service Teams, and Hospital Diversion programs targeted for children with SED who may also have substance abuse disorders.   

· The unit is responsible for Child Welfare Initiatives, prevention and early intervention programming, programs to benefit infants such as the Infant Mental Health Initiative, and efforts to improve the transition of teens to the adult mental health system.  

· The Unit is the lead in implementing the Trauma Informed Care and Positive Behavior Supports Initiatives.  These initiatives have multiple goals, however a major one is the reduction of the use of seclusion and restraint in community-based child serving programs.

· The Unit is responsible for planning and implementing the Healthy Transitions Grant received in October 2009 from SAMHSA.  The purpose of this grant is to integrate services and supports for youth and young adults (age 16-25) with serious mental health conditions to assist them in having a successful transition to adult hood.  One staff member is dedicated to this activity.  This individual will also staff the new Mental Health Council’s Joint Workgroup on Youth Transition in the Juvenile Justice System.  

· Unit staff also assists in monitoring the Comprehensive Community Services (CCS) benefit for children, providing clinical consultation services for individuals with substance abuse and/or mental health disorders, agencies providing services, and monitoring child and family advocacy activities. 

Systems Transformation Unit

· The Systems Transformation Unit is responsible for the implementation and monitoring of systems-level initiatives for adult and children's mental health and substance abuse service systems.

· Most initiatives in this unit focus on systems development and training for local administrators and providers on substance abuse and mental health treatment.  

· Unit staff focus on the implementation of evidence-based practices within the system of care in Wisconsin and across the lifespan. 

· Unit staff implement and monitor Mental Health/Substance Abuse transformation initiatives with a focus on integrated mental health/substance abuse screening and treatment, managed care, quality improvement, and the promotion of recovery-focused services and systems.  

· Monitoring the implementation and development of recovery-based outcomes is conducted through contracts and support to the Recovery Implementation Task Force.
State Mental Health Institutes

Mendota Mental Health Institute, a psychiatric hospital operated by the Wisconsin Department of Health Services, Division of Mental Health and Substance Abuse Services, specializes in serving patients with complex psychiatric conditions, often combined with certain problem behaviors. Mendota provides a secure setting to meet the legal and behavioral needs of patients. Mendota also operates outpatient treatment services for individuals in the community.

Winnebago Mental Health Institute is the second psychiatric hospital owned and operated by the Wisconsin Department of Health Services, Division of Mental Health and Substance Abuse Services. Winnebago specializes in serving children, adolescents and adults with complex psychiatric conditions that are often combined with challenging behaviors. Winnebago provides a secure setting to meet the legal, behavioral, treatment and recovery needs of patients.

Secure Treatment Facilities

The Mendota Juvenile Treatment Center (MJTC) is a secure correctional facility located on the grounds of the Mendota Mental Health Institute in Madison, Wisconsin. MJTC staff serve the mental health needs of male adolescents transferred from Division of Juvenile Corrections institutions. Youth move to and from MJTC based on assessment of their mental health and security needs. A youth’s motivation for positive change is also part of that assessment. Parents or guardians receive program and treatment review reports during a youth’s stay on MJTC.

Sand Ridge Secure Treatment Center offers a range of treatment programs for its patients designed to meet the specific needs of sexually violent persons. The inpatient treatment program consists of several phases and components with a multi-disciplinary approach. It is based on a psycho-social rehab model with an emphasis on cognitive-behavioral and relapse prevention techniques. The length of time in treatment is dependent upon successful program completion as evidenced by the patient's consistent demonstration of mastery of self-management skills.

The Wisconsin Resource Center (WRC) is administered by the Wisconsin Department of Health Services in partnership with the Wisconsin Department of Corrections.  WRC is a specialized mental health facility established as a prison under s. 46.056, Wisconsin Statutes.  WRC is also identified as a treatment facility for the placement of Sexually Violent Persons (SVPs) detained or admitted pursuant to Chapter 980, Wisconsin Statutes.  The facility operates as a secure treatment center and is managed by the Division of Mental Health and Substance Abuse Services.  The budgeted capacity of WRC is 404: 344 male inmates transferred from Wisconsin Department of Corrections (DOC) Division of Adult Institution prisons for mental health care and 120 men detained or committed under the SVP program pursuant to Chapter 980 of the Wisconsin Statutes.
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2.  New Developments and Issues


Directions:  New developments and issues that affect mental health service delivery in the State, including structural changes such as waivers, managed care, State Children's Health Insurance Program (SCHIP) and other contracting arrangements. 
Revision in the Standards for Outpatient Mental Health Clinics, ch. DHS 35   

New standards for outpatient mental health clinics, ch. DHS 35, were adopted by DHS and sent to the Legislative Reference Bureau (LRB) on January 29, 2009.  The rule was published. The effective date of the rule was June 1, 2009.  A copy of the official published version of the rule may be found at:  http//ww.legis.state.wi.us/rsb/code/dhs/dhs035.pdf 

Chapter DHS 35 addresses procedures for certification; denial, involuntary termination or suspension of certification for outpatient mental health clinics.  The rule includes requirements for: qualifications of staff and minimum numbers of staff; clinical supervision and clinical collaboration; training; written authorization of psychotherapy; admission processes and consents; initial assessments and reassessments of clients and development of treatment plans; record keeping; and expanding issues related to consumer rights.  
At the same time DHS 35 was promulgated, changes to the state Medicaid (MA) regulations were made to ensure consistency with the department’s administrative rules.  Section DHS 105.22 provides the requirements for MA certification of psychotherapy providers, staffing of outpatient facilities, and MA reimbursement for outpatient psychotherapy services.  Section DHS 107.13 (2) details the Medicaid requirements for covered services for outpatient psychotherapy services, prior authorization and other limits and procedures, and non-covered services under MA.

As of May 2010, 752 certified outpatient mental health clinics exist compared to 837 clinics four years ago.  There are several factors behind this decrease:

1. Some clinics have closed because the clinic’s staff or owners have chosen to retire or move out-of-state.

2. The greater flexibility for “branch offices” in the revised DHS 35 has led some larger organizations to designate their small free-standing clinics as “branch offices” of one of their larger free-standing clinics.  In addition, some small, independent clinics have chosen to pool resources and merge into one business. 

3. The state budget act, 2009 Wisconsin Act 28, included new provisions that will require insurance companies, as of July 1, 2010, and Medicaid, as of January 1, 2011, to provide direct reimbursement to licensed master’s-level mental health professionals for assessments and psychotherapy services (commonly referred to as “vendorship”).  It is anticipated that some of these master’s level mental health professionals will choose to provide services through an independent practice or in a clinic that is not DHS 35 certified, which may result in some currently certified clinics closing.  Some clinics have closed in anticipation of the effective date of the vendorship provisions.

The Wisconsin Public Mental Health and Substance Abuse Infrastructure Study

The Wisconsin Public Mental Health and Substance Abuse (MH/SA) Infrastructure Study is funded through the MHBG from 2009-2010.  The purpose of the Infrastructure Study is to:

1. Review the current funding and delivery of public MH/SA services in Wisconsin;

2. Review alternative funding and delivery systems in other states; and 

3. Identify strategies for consideration during the 2011-2013 biennial budget process and during other policy-making processes.

The goals or benchmarks used to measure the strengths and weaknesses of the Wisconsin system (as well as alternative state models) include:

a. Equitable access to services across the state; 

b. Accountability for outcomes, including the availability of evidence-based programs and the information technology to evaluate outcomes;

c. Equitable and affordable funding for services; and

d. Efficiency of service delivery.

A steering committee for the study identified the following set of principles to guide and inform the development of the models/pathways for funding the public MH/SA system.

· strong consumer role
· future county role or choice
· uniform benefit package
· alignment and compatibility with Medicaid
· state incentives to support change
· alignment and compatibility with health care reform and related initiatives
For Phase 1, The Management Group, Inc. (TMG) was contracted by the Division of Mental Health and Substance Abuse (DMHSAS) to conduct the study and presented its findings at a Summit for stakeholders in December 2009.  Their report included four potential options for financing the public MH/SA services system that are not mutually exclusive which include:

· County-Based System:  Fund continuation of current single county and optional multi-county systems.

· County Collaborative System:  Fund consortium of counties for specific services and/or functional areas.

· Multi-County System:  Fund mandatory multi-county system structure.

· Public/Private Integrated Care System:   Fund demonstration projects of public/private partnerships that integrate MH/SA and physical health care.

For Phase 2 of the study in 2010, participation was greatly expanded to approximately 70 people in each of two work groups who are charged with developing more specific recommendations for changes to the public mental health/substance abuse service system.  The workgroups’ focus and status as of the end of June 2010 are described below.
The MH/SA Core Benefits and Eligibility Work Group has developed a core benefit set for the public MH/SA system which should be available to eligible individuals statewide. The core benefits have also been identified as to the appropriate target groups in need of services, legal requirements (i.e., court orders and other legally-required services regardless of target group) and potential payer sources (i.e., state, county, MA and private insurance). 

The Shared Service/Regional Pilots Work Group established five possible pilot areas including: core benefits, physical and behavioral health care integration, system innovation, early intervention and MH/SA integration for children, and psychosocial rehabilitative model continuum of care.  In addition to the listed priority areas for pilots, the Work Group developed potential elements that pilot programs should include. These could be specified in a Request for Information (RFI) or similar document used to solicit proposals for the pilot programs.  
Status of Family Care Expansion

Monroe, Green and Wood Counties began their transitions to Family Care in January 2009.  Monroe County residents are served by Western Wisconsin Cares, an eight-county public long-term care district.  Wood county residents are served by Community Care of Central Wisconsin, a three-county public long-term care district.  Green County residents are served by the Southwest Family Care Alliance, an eight-county public long-term care district.  54.17 percent of the Wisconsin population will be covered by a Managed Care Organization (MCO).  Milwaukee County began serving residents with long term care needs in Family Care and Family Care Partnership who are age 60 and under, November 1, 2009. The Population will be served by Community Care Inc., I-Care and Milwaukee County CMO. This population will reach entitlement in November of 2012.

An integral part of Family Care’s success is the expansion of the network of Aging and Disability Resource Centers (ADRC).  Anyone can contact an ADRC to get information and answers to their questions and concerns regarding long-term care, mental health and substance abuse services and much more. Elderly and disability benefit specialists at ADRCs assist people with obtaining benefits for which they are eligible, including SSI, SSDI and Medicaid and Medicare benefits. 

Due to expansion of Family Care, ADRCs are operational in 56 counties and Family Care is provided by 10 MCOs around Wisconsin; serving 29,404 enrollees in 50 counties in December 2009.

The Department of Health Services' (DHS) Office of Family Care Expansion (OFCE) obtained a grant in 2009 from the Bureau of Prevention Treatment and Recovery (BPTR).  OFCE contracted with MetaStar Inc. to achieve the following project objectives:  

· Poll the MCO sites about their needs in the area of services and supports for the population of members with mental health issues. 
· Locate appropriate experts to provide the technical assistance to the sites as identified. 
· Summarize the results of the project based on evaluation sheets from the sites measuring the effectiveness of the technical assistance.

· Document the potential changes the sites are expected to make in their care management or network provider areas, based on evaluation sheets and as a result of the technical assistance.

BadgerCare Plus  

Wisconsin Medicaid began implementation of the BadgerCare Plus Program in February 2008.  The program merges Family Medicaid, BadgerCare, and Healthy Start to form a comprehensive health insurance program for low income children, families, and childless adults. Coverage includes:

· All children (birth to age 19) with incomes above 185 percent of the federal


poverty level (FPL).

· Pregnant women with incomes between 185 and 300 percent of the FPL. 

· Parents and caretaker relatives with incomes between 185 and 200 percent of the FPL. 

· Caretaker relatives with incomes between 44 and 200 percent of the FPL.

· Parents with children in foster care with incomes up to 200 percent of the FPL. 

· Youth (ages 18 through 20) aging out of foster care.  

· Farmers and other self-employed parents with incomes up to 200 percent of the FPL, contingent on depreciation calculations. 

· Childless adults (ages 19 to 64) with income levels below 200 percent of the FPL 

Coverage for MH/SA services is currently limited to mental health therapy services provided by a psychiatrist and generic prescription drugs for childless adults.  However, the DHS has requested a limit of 20 outpatient visits to doctors or therapists to conform with a new state parity law.  DHS is awaiting CMS approval. 
BadgerCare Plus Benchmark Coverage Plan

The BadgerCare Plus Benchmark benefit plan is available to children and pregnant women with incomes above 200 percent of the FPL, certain self-employed parents, and other caretaker relatives.  With two exceptions; the addition of preventive mental health and substance abuse counseling for pregnant women at risk of depression and the addition of OTC tobacco cessation products for pregnant women, covered services in the standard plan remains unchanged as a result of BadgerCare Plus.  Covered services in the benchmark plan will be either the same as those in the standard plan (e.g., physician services) or lesser in amount, duration, or scope (e.g., dental services or therapy).
Covered Services for Mental Health and Substance Abuse

· Outpatient mental health (same as the standard plan)

· Outpatient substance abuse (same as standard plan)

· Narcotic treatment services (same as the standard plan)

· Mental health day treatment for adults (same as the standard plan)

· Substance abuse day treatment for adults and children (same as the standard plan)

· Child/adolescent day treatment (same as the standard plan) - Note this is a Health Check “Other Services” benefit.  Without providing this benefit, children will not have access to day treatment services.

· Inpatient Hospital (Services are covered under the hospital benefit but the limits and co-payments for mental health/substance abuse services are outlined below)

Covered service policies, such as diagnosis restrictions and physician prescription requirements, are the same as under the standard plan.

Service Limitations
1. Services not covered: crisis intervention, community support program, comprehensive community services, outpatient services in the home and community for adults, substance abuse residential treatment, and in-home mental health and substance abuse services (Note: in-home mental health and substance abuse services is under Health Check “Other Services”.  HMOs have the option to provide these services in the home under the outpatient mental health benefit).

2. For substance abuse, $7,000 dollar amount limit per enrollment year and broken down by the following:

a. $1,800 limit per enrollment year on outpatient substance abuse services

b. $2,700 limit per enrollment year on outpatient substance abuse services and substance abuse day treatment

c. $6,300 limit per enrollment year on inpatient hospital services  
Expansion of BadgerCare Plus Coverage to Childless Adults

The expansion of BadgerCare Plus will extend coverage for basic health insurance to a population not served previously, including people with mental health and substance abuse services needs.  

Childless adults that qualify for BadgerCare Plus have the following characteristics:  

· Ages 19-64 

· No dependent minor children

· Income at or below 200 percent of the FPL ($20,800 for a single person, $28,000 for two people)

· Not pregnant, disabled, or otherwise qualified for any other Medicaid, Medicare or SCHIP program

· No private health insurance coverage now or in the previous 12 months

BadgerCare Plus provides access to basic health care services, including primary and preventive care and generic drugs in the form of a Core benefit plan.  The BadgerCare Plus Core benefit plan will be less comprehensive than traditional Medicaid.  

BadgerCare Plus Core Plus

BadgerCare Plus also offers employers and self-employed individuals the opportunity to purchase additional benefits in the form of Core Plus benefit plan.  The BadgerCare Plus Core Plus benefit will enhance the Core benefit with additional limited services such as vision, dental, chiropractic, and outpatient mental health and substance abuse services.

Covered MH/SA services include outpatient mental health, outpatient substance abuse (including narcotic treatment), mental health day treatment for adults, substance abuse day treatment for adults and children, and child/adolescent mental health day treatment and inpatient hospital stays for mental health and substance abuse.

Services not covered are crisis intervention, community support program (CSP), Comprehensive Community Services (CCS), outpatient services in the home and community for adults, and substance abuse residential treatment.

The U.S. Department of Health and Human Services (DHHS) approved a demonstration project waiver of federal law and regulation that allowed DHS to implement the BadgerCare Plus Core Plan for Childless Adults in January of 2009.  In January 2009, the Core Plan was implemented in a limited area for persons being served through the GAMP program in Milwaukee and for some general assistance members throughout the state.  The program went statewide in mid-June 2009.  More individuals enrolled than were projected and a waitlist was implemented October 2009.  Approximately 68,000-70,000 individuals will be enrolled in the program, assuming that this number of persons completed their application before the deadline.  The original projected number of individuals to be served through the program was 54,000.  Currently, there are approximately 12,000 individuals on the waitlist.  Medicaid is still taking individuals on the waitlist and enrolling them into the Foodshare and Family Planning Waiver programs.  Individuals are not required to pay the application for the Core Plan to be on the waitlist.  Few persons on the waitlist are found to be ineligible for the Core Plan, as they are screened before being put on the waitlist.  The Core Plan is a waiver program, which means that the agreement with CMS caps the federal Medicaid portion covered.  This means that any cost above that amount is covered entirely by state general purpose revenue.

Clinical Advisory Committee on Health and Emerging Technology (CACHET)

The Clinical Advisory Committee on Health and Emerging Technology (CACHET) advises the Department of Health Services (DHS) Secretary on the inclusion and prioritization of services in the Core Plan for Adults without Dependent Children and the coverage of new and emerging technologies for all Medicaid and BadgerCare Plus benefit plans.  The CACHET will recommend a prioritized list of services for the Core Plan that will reflect changes in medicine and medical technology, and will address budget issues.  The prioritization of health care services can increase access to services, as has been shown in Oregon and other states, and will be used to more effectively allocate resources for Core Plan members.

· During development of the program, CACHET weighed in on determining benefits and the number of persons to be served.  They had to make trade-offs on covered services to achieve cost-neutrality for the program.  Presently the Core Plan does not cover outpatient or inpatient MH/SA services, but does cover services rendered by a psychiatrist.  The Administrator of the Division of Health Care Access and Accountability (DHCAA) states that this meets the requirements of Wellstone-Domenici Act.

· CACHET met again in April 2010, and approved the Department's recommendation to increase coverage of MH/SA services through BC Core Plus.  (These changes will be subject to federal approval.)   The new coverage will include:  1. An aggregate cap of 20 visits of either outpatient mental health or physical health; and 2. Increased physician co-payment to $5 and establish a mental health co-payment of $5.  Per-member co-payment caps would also be increased proportionally to reflect the increase in co-payments.  DHCAA projects that under this new benefit, 5.2% of members, or 2,600 individuals, would hit the cap of 20 visits based on the standard plan.  One of the strategies will be to assess what services are underutilized and to adjust number of physical health/MH-SA visits based on cost savings from other areas.

· The SBIRT program is covered under the CORE plan beginning January 1, 2010.

Psychosocial Rehabilitation Services--1915(i) State Plan Amendment

Wisconsin filed a State Plan Amendment (SPA) with the Centers for Medicare and Medicaid Services (CMS) in November of 2009.  The plan was approved by CMS on June 2, 2010.  The application covers psychosocial rehabilitation services.  Under psychosocial rehabilitation, Wisconsin will offer three services:  Community Living Supportive Services, Supported Employment, and Peer Specialist Services. 

The Patient Protection and Affordable Care Act of 2010 contained changes that will impact 1915(i) beginning on October 1, 2010.  The changes will require that 1915(i) services be provided on a statewide basis, and will remove the state’s ability to manage program numbers via a waitlist.  As a result, in order to safeguard the financial interests of counties, who must provide the non-federal match for these services, it is likely that Wisconsin will increase the functional need required to be eligible for the program.

Medicaid Preferred Drug List (PDL)

To control costs and provide clinically sound drug therapy for recipients, the Wisconsin Division of Health Care Access and Accountability maintains a PDL and supplemental rebate program for Wisconsin Medicaid, BadgerCare and SeniorCare.   Preferred Drug List recommendations are made to the Wisconsin Medicaid Pharmacy Prior Authorization (PA) Advisory Committee based on the therapeutic significance of individual drugs and the cost-effectiveness and supplemental rebates with drug manufacturers.  Drugs included on the PDL are recommended to the PA Advisory Committee based on research from peer-reviewed medical literature, drug studies and trials, and clinical information prepared by clinical pharmacists.  The Secretary of DHS formed a Mental Health Drug Advisors group made up of mental health consumers, family members, psychiatrists and advocates to advise her on the review of mental health drugs.  For access to drugs not on the PDL, prior authorization is required.
Implementation of New Mental Health Data Systems
Wisconsin has several client-level data reporting systems for mental health consumers.  Most importantly, the Human Services Reporting System (HSRS) mental health data used for URS/NOMS reporting is primarily client-level data.  All demographic, service, and mental health functional status data is collected on a client-level basis in HSRS.  The service data is collected on a summary basis as opposed to a detailed encounter basis.  Instead of reporting the hours for every service encounter, the HSRS only accommodates monthly summaries of hours of service.  Thus, identifying exact dates of service on a daily basis is not always possible.  

However, pilot testing of a new information technology system that accommodates service encounter-level mental health data is currently underway.  The new “Encounter” system (submitting XML-formatted files) encourages county providers to record state and federal mental health data in their own local information systems as opposed to recording data in State data entry screens only.  The data can then be transferred from the provider’s local information system to the State, but the provider will still have access to the data in their local information system for data analysis and quality improvement.  “Encounter-level” service data includes a service record for every service encounter (i.e., outpatient session, inpatient stay) a client receives.  Data recorded for every service encounter includes unique individual identifier, date of service, type of service, units of service, and provider.  The new “Encounter” system will simplify provider’s direct transfer of data to the State, increase data quality feedback reports for counties, and create more flexibility in adapting State data systems to changing requirements.

For counties and contracted providers who do not initially have the capability to record MH/SA data in their local information system, the Wisconsin DHS is currently planning how data could be submitted by surveying county mental health agencies about their local data infrastructure.  The current option being implemented is keeping the current HSRS data system available for counties who do not have a local information system and cannot immediately develop one.  The current HSRS and new Encounter data systems would simultaneously be made available to counties in this option until all counties were able to meet the Encounter system reporting requirements.  A second option being considered is the development of a web-based direct data entry system administered by the State for counties who do not have local information systems.  Permanent new dual options for data entry and submission would then be available for counties to choose from depending on their local information technology capacity.  

The new Medicaid Management Information System (MMIS) called Forward Health interchange has been operational since full implementation on November 10, 2008.  Financial and claims processing payment cycles have completed each week as scheduled and total payments continue to increase each week.  Communication and outreach to all stakeholder groups continue weekly to address concerns, and status of the system and operations.

Wisconsin's eHealth Action Plan

Wisconsin is developing an eHealth system through collaboration between the state's public and private health care purchasers.  The Wisconsin Collaborative for Healthcare Quality, the Wisconsin Health Information Organization, the Wisconsin Medical Society and the Wisconsin Hospital Association, major insurers and provider organizations are collaborating on the measurement and reporting of health care quality and costs.  Wisconsin's work on e-Health is aligned with federal goals and activities in other states.

Wisconsin has a five-year plan which contains recommendations, plans, and timetable to achieve the goals set out in the Governor's Executive Order for statewide health data exchange between payers, health care providers, consumers of health care, researchers and government agencies.  It also recognizes the essential role of consumers and patients and seeks to empower and support individuals to take responsibility for their own health.  It balances privacy rights with providers' needs to share information for safe, effective treatment.

The plan weaves together three strategies to take a coherent, whole-systems approach to transformation of the health care sector:  

· Improve quality, safety and value by establishing the eHealth technology platform to provide needed information at the point of patient care.

· Encourage the development, alignment and implementation of value-based purchasing policies and actions across the public and private sectors.

· Link health information technology (HIT) and health information exchange (HIE) plans to prevention and disease management activities.

These strategies have guided the activities of the initiative since 2006.  They rely on joint public-private ownership with active collaboration and coordination of related system improvement efforts.  The eHealth action plan components include:

1. Establish the eHealth technology platform.

a. HIT adoption.

b. Regional health information exchange (HIE).

c. Statewide HIE services.

2. Value-based purchasing policies and actions.

3. Link HIT and HIE plans to prevention and disease management activities.

4. Take an incremental approach-growing thoughtfully over time with frequent evaluation of progress.

Section 1 - Description of State Service System

3. Legislative Initiatives and Changes 

Directions:  Legislative initiatives and changes, if any.  
Mental Health and Substance Abuse Parity

In 2009, bill AB 512/SB 362 was introduced in the Wisconsin State Legislature by Senator Hansen and Representative Pasch to bring a form of mental health and substance abuse parity to Wisconsin.  This bill was passed as 2009 Wisconsin Act 218 on April 29, 2010 and goes into effect on December 1, 2010.

Under current statutes, all group health insurance policies must provide the mandatory minimum coverage for mental health and substance abuse treatment services for all insured persons.  This Act removes the specified minimum amounts of coverage for the treatment of mental health and substance abuse problems, but retains the requirements with respect to providing the coverage.  Except for group plans providing limited benefits, the Act specifically applies the requirements to all types of group health benefit plans, including defined network plans, insurance plans offered by the state, and governmental self-insured health plans of the state and municipalities.  The Act requires that deductibles, co-payments, out-of-pocket limits, limitations regarding referrals to non-physicians, and other treatment limitations may not be more restrictive than the most frequent type of treatment limitations that apply to other coverages under the plan.  The Act also requires that expenses incurred for the treatment of mental health and substance abuse problems be included in any overall deductible amount, annual or lifetime limit, or out-of-pocket limit under the plan.  In addition, the Act requires the plan make available upon request: 1) the plan’s criteria for determining medical necessity for coverage of that treatment; and 2) the reason for any denial of coverage for services for that treatment.

The Act offers an exemption from the parity requirements based on cost increases, which is comparable to language in the Wellstone-Domenici Mental Health Parity and Addition Equity Act.  Unlike the federal law that exempts employers with 50 or fewer employers, Wisconsin’s law only exempts employers with fewer than 10 eligible employees from the parity requirements.  With either of these exemptions, the law will require the group plan or self-insured plan to provide the current mandatory minimum coverage of mental health and substance abuse treatment services.  A primary distinction between this bill and the federal law is that this bill would ensure that all persons are covered under a group health insurance policy or self-insured program have coverage for mental health and substance abuse treatment services.

Informed Consent for Admission of Minors to Inpatient or Outpatient Mental Health Treatment

In May 2006, Wisconsin Act 444 was enacted, which addresses admission rights and the right to informed consent to treatment.  The law has shifted the due process rights of minors who do not consent to treatment/admission from before admission to treatment to after admission, with specific expectations for court review and timeframes for doing so.  The admission rights and the right to refuse to consent to treatment services was changed from minors having the right to co-consent with their parent or guardian if they are 14 years of age or older, to parents or guardians having the option to admit their minor child to a treatment facility without their consent.  There are, however, still due process rights via a court review that follow that type of admission.
The law change allows for involuntary admission of a minor without their consent, contingent upon a later approval by the courts.  Many provider agencies have opted out of this option because it puts the burden of court approval processes on them as an agency.  By opting not to admit a minor 14 years of age or older without the minor's permission, the provider agency is not in violation of Act 444; they are choosing not to utilize the admission option allowed for by the law change.  An additional reason many providers are not opting to utilize the involuntary admission of a minor that is allowed for in Act 444 is that many treatment professionals do not want to admit an unwilling client for ethical, treatment, and management issues.

The Federal NICS Improvement ACT (HR 2640)

On January 8, 2008, President Bush signed into law the NICS Improvement ACT (HR 2640), a law that provides $250 million annually to states that implement laws such as AB70.  This bipartisan bill includes guidance to participating states on how to provide relevant and accurate records to the FBI.  The new law provides an incentive to states to report people who are ineligible to buy guns.  It authorized up to $250 million a year for five years for states to help pay the cost of providing the records, and threatens to withhold federal anti-crime funds from states if they fail to act.

Wisconsin's Legislation under the Federal NICS Improvement ACT (HR 2640)

During the 2009-2010 Legislative session, Wisconsin state bills AB70 and SB44 were developed.  The bills were constructed to ensure that Wisconsin does not go beyond what is required by the federal law in any way which might stigmatize or discriminate against persons with mental illness who may be subject to being listed on the NICS. Specifically the bill requires that the state report only that the individual is not eligible to purchase a handgun, but it does not allow information to be shared that would indicate the reason is related to a mental illness.  The law requires that the information gathered and reported to the NICS cannot be released elsewhere. And, finally, it requires that when an individual is no longer under involuntary commitment that their name be removed from the NICS. These were modifications to the bills originally introduced last session that advocates requested and received.  SB44 was approved by the Senate, Assembly, and Governor and officially enacted as Act 258 on May 7, 2010.   

Revision in the Standards for Outpatient Mental Health Clinics, ch. DHS 35   

New standards for outpatient mental health clinics, ch. DHS 35, were adopted by DHS and sent to the Legislative Reference Bureau (LRB) on January 29, 2009.  The rule was published. The effective date of the rule is June 1, 2009.*  A copy of the official published version of the rule may be found at:  http//ww.legis.state.wi.us/rsb/code/dhs/dhs035.pdf 

*For more information on revision of the outpatient rule, see the "New Developments and Issues" section in the Adult Plan. 

Collaboration of Law Enforcement and Mental Health for Emergency Detentions 

The 2009-2011 biennial budget requires that law enforcement personnel consult with and obtain permission from county mental health staff prior to doing an emergency detention.  In the past language had been crafted in Chapter 51 to that effect, but had not been effective in enforcing this policy statewide.  "Best Practices" were developed also several years ago which recommended mental health/crisis staff to be involved with Law Enforcement any time that an emergency detention was being considered.  In many counties there had been improvement in this area, resulting in a decrease in emergency detentions and hospital admissions.  The new budget requires that all counties adopt and enforce this policy.

2007 Wisconsin Act 108 to Remove Barriers to Health Information Exchange

Health information exchange (HIE) is necessary to improve the quality and safety of health care.  Variations in health information privacy law create barriers to the development of HIE in Wisconsin.  Act 108 is a significant step toward removing these barriers.  It provides physicians and patients with additional and more reliable information as they make important decisions about what health care treatment is best and safe for patients.  In addition, this Act better aligns Wisconsin law with the federal Health Insurance Portability and Accountability Act (HIPAA) confidentiality and privacy laws.
Extensive dialogue and collaboration with a wide range of stakeholders resulted in passage of Act 108.  Specifically, the changes to Wisconsin Statute 51.30 were developed by a workgroup convened by the Department with representation from many key advocacy and provider organizations.  Changes to Wisconsin Statute 146, related to general health records, were discussed with many stakeholder groups as well.  There were some concerns on the part of consumers regarding how increased availability of mental health information to a wider range of providers might prejudice their treatment.  A key compromise between state policy makers and consumers/advocates was the requirement to develop an anti-stigma curriculum for healthcare providers.  On December 4, 2007, the eHealth Care Quality and Patient Safety Board reviewed and approved proposed statutory changes.  The Assembly and Senate passed legislation in early March 2008.  Governor Doyle signed the legislation on March 17, 2008.

Changes to General Health Information Statute--effective April 1, 2008

2007 Wisconsin Act 108 allows re-disclosure of health information in a way that benefits electronic health information exchange while retaining some limitations on re-disclosure to protect confidentiality.  Specifically, it:

· Eliminates the requirement to document all disclosures.  Health care providers are still required to document the disclosures required to be tracked under federal HIPAA laws, such as disclosures related to child or elder abuse cases or public health reporting and disclosures to law enforcement and coroners.

· Allows health care providers to disclose health information to a patient's family, friend or another person identified by the patient and involved in the patient's care:

1. If the patient provides informal permission (rather than formal written consent) to do so.

2. If the patient is not physically available or physically or cognitively able to grant informal permission or able to determine whether disclosing the information is in the best interests of the patient and the patient would otherwise allow such a disclosure.

Changes to General Mental Health Statute--effective October 1, 2008

2007 Wisconsin Act 108 allows for the exchange of information that physicians have expressed a need to receive and also allows for the exchange of information with any health care provider with a need to know by:

· Adding "diagnostic test results" and "symptoms" to the list of elements that may be exchanged without patient written consent.

· Removing the within a "related health care entity" requirement so that important health care information can be exchanged with any health care provider who is involved with the patient's care and who needs the information to properly treat the patient, regardless of whether the provider is a part of the clinically integrated setting or health plan where the patient originally received.

Written informed consent of the patient is still required to disclose information other than the specific elements permitted for exchange.  For example, a patient's written consent is still required to disclose an entire consultation note or discharge summary.

Wisconsin's eHealth Action Plan

Wisconsin is developing an eHealth system through collaboration between the state's public and private health care purchasers.  The Wisconsin Collaborative for Healthcare Quality, the Wisconsin Health Information Organization, the Wisconsin Medical Society and the Wisconsin Hospital Association, major insurers and provider organizations are collaborating on the measurement and reporting of health care quality and costs.  Wisconsin's work on e-Health is aligned with federal goals and activities in other states.*

*For more information on Wisconsin's eHealth initiative, see the "New Developments and Issues" section in the Adult Plan.

Section I - Description of State Service System

4. Description of the State Agency’s Leadership

Directions:  A description of how the State mental health agency provides leadership in coordinating mental health services within the broader system.    

How the State Mental Health Authority Shows Leadership and Coordinates with the Larger Systems

The DMHSAS is very involved in coordinating across service systems.  This leadership role has been fostered over the past four years and continues to the present time.  The State Mental Health Authority, Dr. John Easterday, is a member of the Executive Management Team of the Department of Health Services and interacts on a regular basis with his peers that oversee the following program areas:   Medicaid, Public Health, Long Term Care, and Quality Assurance.  The Executive Team develops and implements a department wide strategic plan that assures that the priorities of the department are well coordinated.

In addition, DMHSAS staff serves in leadership roles in a number of DHS cross-divisional and cross-department efforts geared towards transforming systems to improve services for people with mental health needs.  Those efforts include:

· Medicaid’s Pharmacy Prior Authorization Committee and Mental Health Drug Advisors Group.  These groups meet on a regular basis to provide input into Medicaid policies regarding the state’s preferred drug list and to improve prescribing practices.

· The Clinical Advisory Committee on Health and Emerging Technology (CACHET) advises the Division of Health Care Access and Accountability (DHCAA) regarding determination of benefits and the number of persons to be served in the BadgerCare Plus Core Plan.  The group discussed what services would be covered in the context of required cost-neutrality for the program.  Presently the Core Plan does not cover outpatient or inpatient MH/SA services, but does cover services rendered by a psychiatrist.  CACHET will met again in the spring of 2010 and recommended that DHS cover mental health and substance abuse services on par with other like services.  As a result DHS has submitted a request to the Center for Medicare and Medicaid Services (CSM), a request to amend the State’s BadgerCare Plus Core Plan to include 21 outpatient visits for health, mental health, or substance abuse services each year.  CACHET meetings are open to the public.  Also, SBIRT is covered under the CORE plan beginning January 1, 2010.

· Through the years, the Departmental (DHS) Infant Mental Health Leadership team (comprised of several divisions across DHS) has worked together to develop joint goals and to jointly fund the staffing and development of the state’s Infant and Early Childhood Mental Health Plan.  The Leadership team has developed a 2010 Progress Report which details all of the Department's activities related to Infant Mental Health and makes policy recommendations for further action by the Leadership team.

· The DMHSAS continues to work on the reduction of seclusion and restraint through its Positive Behavior and Supports Initiative (previously called the Seclusion and Restraint Reduction Initiative).  This initiative focuses on reducing seclusion and restraint in children's community-based programs across the various divisions of DHS and DCF (Child Welfare). Over the last year, DMHSAS has worked closely with the DHS Division of Quality Assurance in the development of a policy that requires children's day treatment programs to report all incidents of seclusion and restraint within 24 hours.  Reporting began January 5, 2010.  DQA collects the data and DMHSAS follows up and visits agencies that have large numbers of reports providing technical assistance and offering additional help through two consultants who are experts in the area of children with challenging behaviors.
· DHS/DMHSAS is collaborating with the Department of Public Instruction in the implementation of their Positive Behavioral Intervention and Supports (PBIS) project.  Through the implementation of PBIS, it is expected that there will be a dramatic reductions in disciplinary interventions and increases in academic achievement in schools.  This collaboration is significant because it complements the BPTR Trauma Informed Care and Reduction of Seclusion and Restraint Initiatives. 

· The Coordinated Services Team Executive Committee, led by the DMHSAS in collaboration with the Department of Children and Families, oversees the development of this initiative to assure a cross-system approach to providing services and supports to children and their families using a wrap around approach. This effort focuses on changing local systems to invest in the creation of local collaborative systems of care for children.

· Over the course of several years, the Child Welfare Screening Team that includes representatives from DMHSAS and the Department of Children and Families (DCF), has developed and implemented pilot programs that would assist DCF in finding effective mental health and substance abuse screening methods and tools to identify the children most in need of further MH/SA assessment and possible treatment.  The first pilot awarded grants to ten counties and the results were informative.  One finding was that child welfare staff did not appear well informed about the impact of trauma on children’s mental health and behaviors, particularly that of infants and very young children..  In late 2009 and early 2010, a second pilot was initiated in 5 northeastern counties using a modified tool and intensive training in trauma for the child welfare workers and supervisors that are administering the tool.

· Outpatient Rule Workgroup.  This workgroup consists of representatives of provider members belonging to two provider organizations, the Wisconsin Coalition of Behavioral Health Providers Inc. and the Wisconsin Association of Family & Children's Agencies.  The two provider organizations requested involvement of staff persons from the DMHSAS and DQA.  The workgroup is developing model policies, procedures and forms.  A copy of the official published version of the rule may be found at http//ww.legis.state.wi.us/rsb/code/dhs/dhs035.pdf  
· Long Term Care Coordination Committees.  Staff from the DMHSAS are involved in a number of committees working to coordinate our efforts with the Division of Long Term Care in the areas of:  Aging & Disability Resource Centers, Mental Health and AODA Functional Screen, Home and Community Based Waivers, which included the development of the new Community Opportunities in Recovery (COR) Waiver to relocate persons in nursing homes who have a mental illness.  During 2008, Dane County successfully implemented the COR waiver and relocated 4 individuals from their county operated nursing home.  In 2010, DMHSAS ended the COR Waiver and transitioned the four individuals to other programs.  With the continued expansion of Family Care, most individuals will be covered though that program instead.

· SSI Managed Care Implementation.  The DMHSAS works with the DHCAA to expand SSI Managed Care programs and to coordinate their services with the county mental health and substance abuse systems.  Through the SSI Managed Care initiative many persons with mental illness are now receiving their health care services through HMOs.

· BadgerCare Plus Development.  During development of the program, the Clinical Advisory Committee on Health and Emerging Technology (CACHET) weighed in on determining benefits and the number of persons to be served.  They had to make trade-offs on covered services to achieve cost-neutrality for the program.  Presently the Core Plan does not cover outpatient or inpatient MH/SA services, but does cover services rendered by a psychiatrist.  CACHET will meet again in the spring and is open to revisiting the issue.  CACHET meetings are open to the public.  The SBIRT program is covered under the CORE plan beginning January 1, 2010.
In addition to these committees and workgroups across the Department, the DMHSAS also works collaboratively with other Divisions and Departments to jointly fund initiatives to achieve common goals including: 

· Coordinated funding from the Mental Health Block Grant (MHBG), child welfare IV – E funding, and the Substance Abuse Block Grant to expand the Coordinated Services Teams for children; 

· Coordinated funding with both MHBG and child welfare funding for the implementation of the Child Welfare Screening Pilots. 

· Through the years, the Departmental (DHS) Infant Mental Health Leadership team (comprised of many divisions across DHS) worked together to develop joint goals and to jointly fund the staffing and development of the state’s Infant and Early Childhood Mental Health Plan.  The Leadership team has developed a 2010 Progress Report which details all of the Department's activities related to Infant Mental Health and makes policy recommendations for further action by the Leadership team.

DMHSAS staff also provides leadership roles in a number of cross-departmental efforts, including:

· Human Services Emergency Management.  The DMHSAS has a staff person who serves as one of the lead DHS staff team members to plan for human service population needs in emergencies and who provides staffing support at the state’s Emergency Management center in the event of a local or state disaster or other critical situation.

· The Trauma Services Coordinator, hired in April of 2008, continued to implement Trauma-Informed Care during 2009 and 2010.  The purpose of the Trauma-Informed Care initiative is to transform mental health and substance abuse services by incorporating an understanding of trauma's impact, including the consequences and the conditions that enhance healing, in all aspects of service delivery.  Additionally, the initiative provides assistance services in making specific administrative and service-level modifications in practices, activities, and settings in order to be responsive to the needs and strengths of people who have life experiences of trauma.  A variety of statewide stakeholder groups have been educated about trauma-informed care and specific services which address the impact of trauma and facilitate overall mental health and substance abuse recovery.

· Mental Health Criminal Justice Advisory Committees.  DMHSAS staff serve on a number of committees with the Department of Corrections, Office of Justice Assistance, and the Wisconsin Council on Mental Health, to coordinate improvements to the provision of mental health services to inmates and those individuals returning to the community.

· Through the years, DHS has developed memorandums of understanding with the Department of Workforce Development (DWD), Division of Vocational Rehabilitation regarding support for employment services for people with mental health needs.  The two agencies are currently promoting the use of Supported Employment as an evidence-based approach to services.

· The Mental Health Transition Advisory Council (MHTAC) has been in existence since 1999. A statewide plan and action steps have been developed and updated to improve the transition of youth with SED to the adult mental health services they may need and the highest level of independent living they are capable of attaining. MHTAC members represent a coalition of parents, several Departments, Divisions, advocacy agencies, and adolescent and adult programs in several counties.

· Wisconsin Council on Mental Health.  The DMHSAS provides support to the Governor’s appointed council that serves as the state planning council for the Mental Health Block Grant.  Membership includes individuals from other state agencies that are involved and interested in mental health services which are noted in the membership of the Council in that section of the plan.

· A summit meeting on seclusion and restraint practices with children who are receiving services in the community setting in Wisconsin was held in June 2007.  The Department of Health Services is redesigning public policy on the use of seclusion and restraints.  Additionally, during 2007, a Seclusion and Restraint Workgroup was convened to analyze current legislation and regulations across DHS Divisions and programs.  Sub-committees of the workgroup were formed to study:  legislation and regulation; development of a DHS technical assistance and training plan for providers and administrators; data collection; and identification of prohibited practices.  The Wisconsin Department of Health Services (DHS) has gone on record regarding the detrimental effects of these coercive activities, convened workgroups to reduce their use, and over the past 15 months has sponsored three training programs for approximately 22 providers and 460 participants that have focused on the goal of reducing seclusion and restraint in community-based programs regulated by DHS and the Department of Children and Families (DCF).  A Departmental memo was released in January 2009 that prohibited certain practices in the use of emergency seclusion and restraint.  In 2010, the DMHSAS continues to offer trainings on alternatives to seclusion and restraint practices and monitors facilities found to have used such practices in the past.   

· The Integration of Physical Health, Mental Health, Substance Use, and Addiction is an initiative developed between the Division of Public Health and the Division of Mental Health and Substance Abuse Services.  A Joint Integration Statement was developed collaboratively and has been endorsed by all DHS Divisions, the Secretary of the Department and several external partners.  The initiative will promote systemic changes needed to improve health outcomes for individuals, children/youth, families, veterans, and communities in Wisconsin.  In acknowledging mental health and physical health are interrelated, services may be better integrated to produce more efficacious treatment.   These principles address whole health in assessment and treatment. The whole person including their family and community are addressed.  A report linking Mental and Physical Health through results of the Wisconsin Behavioral Risk Factor Survey was published in April of 2009.  The report is available online at http://dhs.wisconsin.gov/stats/brfs.htm. 

· In order to support the development of a comprehensive system of coordinated care for children with severe disabilities and their families, the Department established the Children Come First (CCF) Advisory Committee with representatives of county departments, the Department of Public Instruction, educational agencies, direct service providers, families, advocates, the Department of Workforce Development, the technical college system, courts, and child welfare officials.  The CCF Advisory Committee reviews the status of the Department’s ISP/CST children’s mental health programs and provides guidance on other issues affecting the children’s mental health system.
In addition to these standing councils, committees and workgroups, the DMHSAS also enters into a variety of contracts, agreements, and memorandums of understanding with other departments:

· The DMHSAS has a formal Memorandum of Understanding with the Department of Commerce (Commerce) about how the departments will work together to improve services for people who are homeless and have a serious and persistent mental illness.  The PATH grant from the Center for Mental Health Services to provide mental health services to individuals who are homeless is administered by Commerce through and MOU with the DMHSAS.  This effort has included providing funding for efforts to expand the state’s efforts to do assertive outreach to individuals who are homeless and have a serious and persistent mental illness. 

· The Department of Corrections (DOC) contracts with DMHSAS to run the state prison inpatient mental health facilities.  

· DMHSAS works closely with the Department of Public Instruction (DPI) on many common issues including providing a contract with MHBG funding for technical assistance to local school districts on efforts to expand their suicide prevention efforts; working with DPI to develop curricula for local school districts on mental health and anti-stigma efforts; and establishing a memorandum of understanding regarding the transition of youth with disabilities into the adult system.

Section II - Identification and Analysis of the Service System's Strengths, Needs and Priorities

1.  Service System's Strengths and Weaknesses

Directions:  A discussion of the strengths and weaknesses of the service system.

STRENGTHS IN THE ADULT SYSTEM

Information regarding strengths in the adult public mental health system was obtained through a Wisconsin Council on Mental Health review committee meeting, a survey of county mental health administrators, and input from Bureau of Prevention Treatment and Recovery staff.

1.  Access to Services

a. There has been a reduction in long term institutionalization of mental health consumers in hospitals and nursing homes.

There has been a reduction in the number of persons who have a serious and persistent mental illness without a significant medical/physical condition residing in a hospital or nursing facility on a long-term basis in Wisconsin.  At any one time, there are not more than 10 to 12 individuals staying for more than six months in the state mental health institutes.  In December 2009, nursing homes in the state had 421 persons with serious and persistent mental illness who required specific psychiatric rehabilitation services.  This is a lower per capita rate than most other states.  This is due in part to a decrease in the number of nursing homes and psychiatric beds as well as an increase in community programs.  This has led to an improved quality of life for consumers, cost savings for counties and the State, and improves Wisconsin’s level of compliance with the Americans with Disabilities Act (ADA).

b. Wisconsin is working to expand mental health services to better address consumers needs.

The primary issue to be addressed regarding the epidemiology of serious mental illness in Wisconsin is increasing the availability of mental health services to more closely match the need within the state.  The strengths in this area are the State's and counties' ongoing efforts to increase services available to consumers such as the creation of CCS described above and the continual effort to increase the number of CSPs across the state.  Wisconsin is always trying to increase the number of evidence-based mental health programs and services available in the state to serve more consumers. 

However, according to Wisconsin's prevalence estimates discussed in more detail later in the Plan, an estimated 5.4 percent of adults 18 years of age and older have a serious and persistent mental illness.  Out of 4,313,555 adults in the state, this means that 232,932 adults have a serious mental illness compared to the 79,740 adults were reportedly served through the public mental health system in CY 2009 according to the State's Human Services Reporting System (HSRS). Based on the estimated prevalence of 232,932 adults with SMI in Wisconsin, the public mental health system served 34 percent of the adults with SMI in Wisconsin. Wisconsin anticipates that the number of adults served through the public system is 30 percent underreported in HSRS based on a review of the number of clients served by counties.  In addition, some consumers are served through private mental health providers.  Nevertheless, making adjustments for these two factors would still not adequately address the size of the gap between the estimated number of adults with serious and persistent mental illness and the number of adults treated. 

Private or public health care coverage is generally required to obtain mental health services.  The exception is charity mental health care provided by the numerous religious and community charities providing unreported sliding scale charity mental health services to adults and children.  The majority of Wisconsin household residents were covered by health insurance for an entire year, based on findings of the 2008 Wisconsin Family Health Survey.  Eighty-nine percent (4,868,000 residents) of Wisconsin residents had insurance for all 12 months prior to the survey interview, five percent (276,000 residents) had insurance for some of the past 12 months, and six percent (319,000 residents) had no insurance coverage at all during the past 12 months.  Those more likely to be uninsured for the entire year included people aged 18-44, Hispanics, those with incomes below the federal poverty level, and those who were self-employed.  Mental health consumers tend to fall in the category of those with incomes below the federal poverty level.

c. The BadgerCare Plus Core Plan Now Serves Childless Adults*

*See Section "New Developments and Issues" in Adult Plan for information on the BadgerCare Plus Core Plan.

d. Consumers are securing employment through CCS and CSPs.

Both the CCS and CSP programs are required to assess employment as a domain, to determine if the person wants to work or go to school and requires help to do so.  Many CSPs report that they apply SAMHSA’s evidence-based employment toolkit or those concepts in their services.  The DMHSAS also works closely with the Pathways to Independence program funded by the Medicaid Infrastructure Grant (MIG) and in partnership with MIG implemented the following strategies to encourage and foster better employment opportunities for people with serious and persistent mental illnesses: funding a peer specialist development position to foster employment opportunities within the mental health system for peers; developing a training curriculum for peers and providers by peers to educate consumers in setting vocational goals, writing resumes, and fostering wellness on the job; educating employers on mental health issues in the workplace; creating mental health friendly workplaces; and promoting best practices and policies for workplace accommodation guidelines.  Grassroots Empowerment Project (GEP) was contracted to build peer trainer and career support components of this initiative. GEP worked in tandem with the Career Ladders project to develop the statewide peer specialist certification test.

Outcomes for 2009 include:  

· Two facilitators with the coordinator adapted an approved curriculum and led two groups in week-long learning retreats at Cable and Wisconsin Rapids.

· Thirty participants were awarded training certificates by the program, which qualifies them to take the state peer specialist examination.

· A statewide independent association with a board, articles of incorporation and strategic plan, was established in Wisconsin to provide continuous support and advance the interests of peer specialists.

With these partners the initiative is beginning to integrate the content and methods with all types of individual planning, supported employment, and peer specialist placements.  Additional employment support services for people with mental illness were provided by Peer Support Centers (formerly Recovery Centers) funded with MHBG funds; Independent Living Centers funded with a variety of funding sources; and other consumer-focused centers funded by a variety of Federal, State and local funds.
2.  Provider Capacity

a. State agency initiatives addressing adult mental health are being better coordinated.*
To increase coordination with other State agencies and to provide services to consumers with multiple agency needs, Wisconsin has prioritized collaborative State agency initiatives.  The DHS and the Wisconsin Council on Mental Health's Criminal Justice Committee operate in a collaborative effort with the Department of Corrections and the Social Security Administration to improve the availability of Social Security benefits for offenders with disabilities immediately upon release to the community.  The Committee’s strategic action plan is to reintegrate offenders into the community by increasing benefits availability for mental health services as they leave prisons and in the future county jails, training community corrections agents and providers, and diverting non-violent offenders with serious mental health/AODA issues into treatment.  The DMHSAS has collaborated with DCF on promoting screening of children in child welfare for their mental health needs.

*  Please refer to the “Description of the State Agency’s Leadership” Section of this Adult Plan for more information on the coordination of State agency initiatives.  

b.  The Becky Young Reintegration Project was Passed in the 2009 State Budget Act.

The goal for the Reintegration funds is to support a wraparound model that will reduce the likelihood of recidivism in the criminal justice system, using evidence-based practices.  The program will target the population most likely to be revoked or to commit a new crime as determined by a risk assessment tool (including mentally ill individuals). The legislation requires the Department of Corrections (DOC) to use a valid and reliable risk assessment tool and to target those who are assessed at moderate to high risk.  It has been reported that housing is among the greatest needs of offenders upon re-entry from corrections.

The Wisconsin Council on Mental Health is considering ways to support Department of Corrections' clients such as utilizing Independent Living Centers and providing disability specialists on site to help inmates apply for SSI/SSDI or Medicaid shortly before being released.

The Legislature had originally set an expectation for the programs to reduce recidivism by 25 percent within the first year of the biennium; however, the percentage was vetoed by the Governor.  It will be very difficult to achieve because of the time it will take to hire staff, ramp up implementation, and measure the impact on recidivism.  The plan for the project is currently being reviewed by the Department of Corrections and the Department of Administration and will be forwarded to the Joint Committee on Finance.

c.  Wisconsin has a county-based system.

Wisconsin allows its counties to have local control over funding for specific mental health services.  This allows for flexibility.  Also, consumers can present themselves locally to an agency that has the responsibility for the services, so the agency with the responsibility is not remote like state level services.  Additionally, being county based, trends can be spotted and responded to very rapidly.  Good relationships with all of the agencies in the counties such as schools, churches, local providers, and healthcare help to establish service delivery systems to address unique needs local populations.  County mental health centers work with local agencies on prevention and early intervention activities.  Plans/services are individualized both in terms of consumer needs and being able to work with providers to tailor make wrap-around services.  County mental health centers are intimately aware of local resources and work hard on building capacity.  They also work closely with the schools in order to minimize transition issues for kids leaving school and entering the adult service system.  Additionally, they know the quality of providers in the county.  Finally, there is local accountability, as so many of the funds for mental health come from local taxing bodies.

d.    Wisconsin has effective mental health programs for individuals who are homeless.

One of the strengths of Wisconsin's adult mental health system for individuals who are homeless is its Project for Assistance in Transitioning from Homelessness (PATH) initiative funded through a grant from the Center for Mental Health Services and administered by the Department of Commerce under a contract with the Department of Health Services.  The essential services provided with PATH funding include outreach, screening and diagnostic treatment, community mental health services, case management, alcohol or drug treatment, habilitation and rehabilitation, supportive and supervisory services in residential settings, and referrals to other needed services. Programs can also use PATH money to fund limited housing assistance such as one-time rent payments to prevent eviction.  The PATH initiative is the only State-administered program providing mental health services to individuals who are homeless.  Otherwise, mental health service provision for individuals who are homeless is left to individual counties and private human service agencies including charities.

e.   Wisconsin has Passed a Law Requiring that Law Enforcement Include Mental Health Clinicians in all Emergency Detentions to State Mental Health Institutions

The 2009-2011 biennial budget act requires that law enforcement personnel receive approval from and obtain permission from county mental health staff prior to doing an emergency detention.  In the past language had been crafted in Chapter 51 to that effect, but had not been effective in enforcing this policy statewide.  "Best Practices" were developed also several years ago which recommended mental health/crisis staff to be involved with Law Enforcement any time that an emergency detention was being considered.  In many counties there had been improvement in this area, resulting in a decrease in emergency detentions and hospital admissions.  The new budget requires that all counties adopt and enforce this policy.  By requiring law enforcement to get the approval of mental health professionals before sending an individual to a mental health institute as an emergency involuntary detention is expected to educate law enforcement about effective mental health and treatment alternatives
3.  Funding

a.  Increased Mental Health Expenditures

Wisconsin’s public mental health system is funded through five primary sources:  Medical Assistance, County Revenues (primarily county tax levy), state Community Aids, federal block grant, private insurance or individual payments.

The 2009, Wisconsin Public Mental Health and Substance Abuse Infrastructure Study Report noted that the mental health services provided by all publicly funded programs grew from $486.5 million annually to $546 million per year between 2005 and 2007, an increase of 12.2 percent.  During that same time period, the county system share of expenditures for mental health services decreased from 75.8 percent of total mental health expenditures in 2005 to 72.1 percent ($393.8 Million) in 2007. The Medicaid fee-for-service system expenditures for mental health services increased from 13.5 percent of total mental health expenditures in 2005 to 15.5 percent ($84.5 Million), growing 28.7 percent.  

In addition, Medicaid and BadgerCare managed care programs increased from 10.7 percent of total mental health expenditures to 12.4  percent ($67.7 Million) in 2007, growing 29.8 percent which also may reflect the growing role of managed care in Medicaid and Family Care.  During this time period the number of people reported as being served annually by the public mental health system grew from 139,194 in 2005 to 145,953.  The increased number of people served and increased mental health expenditures also reflect a shift in the proportion paid by each payer source.  This shift could be a reflection of the expansion of CCS, crisis programs and managed care programs during this time period.  


b.  Medicaid State Plan provides an array of mental health services

Wisconsin’s Medicaid program funds an array of mental health services, including medication management, inpatient, outpatient, day treatment, psychosocial rehabilitative services under CCS, CSP, Home and Community Based Waiver for Children with SED and the new Home and Community Based Services State Plan Amendment under 1915 (i).  This array provides for a continuum of services that individuals on Medicaid may use to foster appropriate treatment and recovery.  Although Medicaid expanded eligibility under the Badger Care Plus Core Waiver for persons without health insurance coverage, the mental health coverage under the waiver is limited to scarce psychiatric services, and to psychiatric drugs prescribed by a physician or psychiatrist.  Advocates are working on expanding the mental health coverage available under the waiver.    

c.  The 2009-2011 State Budget has added additional funding for community mental health services.

The 2009-2011 biennial budget adds additional authority for the state/counties to launch a new Community Recovery Services Medical Assistance benefit through a 1915i state plan amendment.  This new program will allow providers to bill Medicaid for in-home supportive services, supportive employment and peer/advocate supports as part of the State Plan.  The budget also adds $1 million in general purpose revenue for community services in 2010 and an additional $3 million in 2011.

4.  Data  


a.  Wisconsin has improved its collection of data on the use of evidence-based practices.

In FFY 2010, Wisconsin continued to work toward the implementation of new evidence-based practices.  Wisconsin submitted a Data Infrastructure Grant application for FFY 2010 to collect data on the use of evidence-based practices.  Seventy-six Community Support Programs were surveyed through the use of a web survey tool about their use of evidence-based practices.  Funding from the Data Infrastructure Grant has been used when possible and supplemented with Mental Health Block Grant funds when necessary for data analysis.  Staff time was maximized because the web survey tool was purchased previously.  The survey is helping begin the process of defining EBP’s for counties as well as yielding data on current use and future needs for EBP’s.


b.  Using data to help reduce inpatient readmission rates
The number and cost of care for the persistent and severely mentally ill continues to grow in Wisconsin. Residents of Wisconsin also have a higher rate of use of state psychiatric hospitals and community inpatient psychiatric services compared to the national average.  Wisconsin has used its federally-required NOMS data to monitor inpatient readmission rates and determine that a special initiative - the Wisconsin Mental Health Collaborative - is warranted to reduce the rates.  

The aim of the Wisconsin Mental Health Collaborative is to reduce unnecessary or inappropriate admissions and readmissions to inpatient facilities among the state’s persistent and severely mentally ill.  Experts in quality improvement from the University of Wisconsin are partnering with the State Division of Mental Health and Substance Abuse Services to provide technical support to eight pilot counties. Key stakeholders from the State Division of Mental Health and Substance Abuse Services, county governments, and appropriate representatives of state and community-based psychiatric facilities are also involved in the collaborative.  

The University of Wisconsin will draw on its experience in designing change strategies and building learning collaboratives in behavioral health to change practices in counties committed to reducing unnecessary/inappropriate inpatient admissions and readmissions.  Each of the eight pilot counties has a coach from the University of Wisconsin who is working directly with them on implementing quality improvement practices to reduce their readmission rates in 2010.  Lessons learned from the collaborative initiative will be used to help reduce readmissions statewide. 

5.  Stigma

The necessity to eliminate stigma and discrimination associated with serious and persistent mental illnesses and barriers created, has been identified in research, Wisconsin survey data, and the Healthiest Wisconsin 2010 Plan.  Wisconsin United for Mental Health (WUMH; http://www.wimentalhealth.org) is a coalition of state, nonprofit, advocacy, and consumer organizations and agencies dedicated to educate and increase awareness about serious and persistent mental illnesses as real, common, and treatable, to encourage people to seek treatment, and to promote recovery.  WUMH has undertaken many initiatives and trainings to promote awareness of mental health and serious and persistent mental illnesses through consumer and family spokespersons, along with WUMH presenters.  Research shows that, in addition to providing accurate and factual information, the most effective way to change attitudes and beliefs about serious and persistent mental illness and to combat stigma is through personal one-to-one with a consumer or a family member.  Through WUMH, educational trainings, outreach, and materials have targeted employers, schools, media professionals, health care providers, and communities. 

6.  Expansion of Coordinated Services
Comprehensive Community Services (CCS) and Community Support Programs (CSP) attempt to eliminate "silos" of services.  In CCS, the advisory committee includes some members who are external providers and interested parties, in addition to consumers and families.  As committee members, the providers and interested parties are able to provide feedback to the CCS program regarding policies, practices and procedures that are recovery-oriented and person-centered.  This may also include practices that make it easier or harder for consumers to obtain services from multiple sources.  The CCS program also develops MOUs with its external partners in which the program requires a range of recovery-oriented and person-centered foci.  For example, services must be psycho-social rehabilitative in nature, meaning that they must result in greater independence or minimizing of the effects of the illness.  The services should reflect:  positive results on quality indicators, participation on recovery teams; compliance with supervision and training to keep the staff skills current; and culturally competent services.  

CSPs provide a coordinated care and treatment program providing a range of treatment, rehabilitation, and support services in the community through an identified treatment program and staff ensuring ongoing therapeutic involvement and individualized treatment for persons with severe and persistent serious and persistent mental illnesses.  CSPs work collaboratively with other community partners and support consumers in utilizing outside resources such as housing programs, Medicaid and Social Security, and self-help groups.  The program uses an Assertive Community Treatment (ACT) model, which was developed at the Mendota Mental Health Institute in Wisconsin. The CSP Program has multi-disciplinary mental health staff organized as an accountable, mobile team. These teams function interchangeably to provide treatment, rehabilitation, crisis, and supportive services. CSPs serve persons who have a serious and persistent mental illness that affects both their ability to live independently in the community and to function in major life roles. 

WEAKNESSES IN THE ADULT SYSTEM

Information regarding weaknesses in the adult public mental health system was obtained through a Wisconsin Council on Mental Health review committee meeting, a survey of county mental health administrators, and input from Bureau of Prevention Treatment and Recovery staff.

1.  Access to Services

a.  There is a lack of access to dental services for mental health consumers.

Access to dental services continues as an identified struggle for low-income consumers, as well as for those consumers and families who are MA recipients in the state. Dental care services received increased focus during contract negotiations with HMOs to increase access, as only a few HMOs cover dental services. This is a particular issue with detrimental health outcomes for adults with serious and persistent serious and persistent mental illness, due to the side effects of many psychotropic medications.

b.  Coordination of services for consumers with multiple needs should be improved.

Although coordination efforts are increasing, collaborative efforts between state agencies to serve consumers with multiple service needs is still a gap in the mental health service system.  Consumers still must too frequently deal with uncoordinated services provided by different programs to address their multiple needs.  As a result, duplication of services may occur or services are poorly planned due to the lack of coordination between programs.  Opportunities for leadership in planning collaborative initiatives and facilitating collaboration among local providers still exist.  CCS will be an opportunity to begin collaborative efforts with the ability to fund integrated mental health and substance abuse treatment.

c.  Homeless adults who have a serious and persistent mental illness (SMI) are still underserved in Wisconsin.

Despite the benefits the PATH initiative may bring, a great need to serve individuals who are homeless with a serious and persistent mental illness remains.  While there are an estimated 7,641 individuals who are homeless with a serious and persistent mental illness in Wisconsin, the PATH initiative served approximately 2,000 individuals in FFY 2009.  Additional homeless individuals may be served through counties and private agencies as mentioned above, but the priority given to serving homeless individuals is inconsistent among these other agencies.  Homeless individuals can be difficult to serve due to their transient status and may sometimes receive a low priority for receiving mental health services.  Many individuals who are homeless have both substance abuse disorders and serious and persistent mental illness.  An estimated 50 percent of adults with SMI who are homeless have co-occurring mental health and substance abuse disorders.  Additional needs for individuals who are homeless with a serious and persistent mental illness include screening, assessment, and integrated treatment for co-occurring mental health and substance abuse disorders.

d.  There is a lack of ongoing mental health and crisis services.

There is a lack of ongoing mental health services and crisis services across counties in the state.  This also includes not only a lack of psychiatrists in rural areas, but urban areas.  Additionally, there is a lack in other types of mental health providers, such as social workers, clinicians and other direct service workers.


e.  Programs to serve the rural mentally ill population need to be expanded.

Addressing the mental health needs of the rural population deserves attention in Wisconsin because 58 of its 72 counties can be classified as rural.  One of the strengths of the mental health system in Wisconsin is that the needs of the rural population are addressed in state statutes.  Chapter 51 of the Wisconsin State Statutes mandates that mental health service needs be identified, budgeted for, and provided at the local level in all 72 counties. In addition, the DMHSAS continually makes a conscious effort to encourage implementation of CSP in every county.  The current effort focuses on implementing CSPs in rural counties because they comprise most of the pool of remaining counties without a CSP.  Additionally, tele-health is being implemented throughout the state and is increasing access for isolated, rural consumers to services.  
The implementation of CCS is an opportunity for rural counties to provide integrated mental health and substance abuse treatment.  However, the overall needs of the adult rural population with serious and persistent mental illness are not adequately being met.  Wisconsin's community mental health system has resource limitations.  Most notably, mental health programs in rural areas often lack access to psychiatric and psychological services.  Rural counties often have a difficult time recruiting psychiatrists and the cost of psychiatrists who are available is often higher than normal due to the extra travel time required to reach rural areas.  In addition, a lack of personal and public transportation limits the consumer's ability to attend treatment.  Long distances to consumer residences increase the difficulty for providers to deliver in-home services.
f.  There is a lack of mental health services in Wisconsin jails and prisons.

There is a wide diversity in policy, and resultant range of quality, in the treatment of mentally ill jail inmates in Wisconsin.  There are over 60 county jails in Wisconsin.  Each jail is administered independently by local authorities.  Jail size varies considerably from a few inmates to hundreds.  Locations are urban to rural.  Some have links to the local Human Services Provider, others have none.  Many have hired private mental health providers that only answer to the jail administration.  There are a number of jails, because of their location in rural areas, which do not have ready access to psychiatric services.  As a result of all of the above, there is no statewide, accepted standard of care.

Items that should be addressed statewide include:

· Adopting evidence-based screening tools to identify individuals with serious and persistent mental illness and those at risk of suicide, and to ensure that jail staff have ongoing training.

· Having a private place and process for the intake screening and provision of medication.

· Involving Human Services in administering services to persons with serious and persistent mental illness or contracting with a licensed mental health professional.  If this is not possible, 24/7 access to consultation from a licensed mental health professional is needed.

· Streamlining procedures to access medications to ensure no interruption in medication.

· Mobilizing crisis teams providing care to inmates in crisis in the jail.

· Providing additional resources to cover the cost of psychotropic medications.

· Having agreements with local hospitals to provide emergence services and hospitalization to inmates.

The State Deputy Sheriff’s Association reports that the provision of mental health care in the jails is an issue of tremendous economic importance to the counties and the sheriffs.  There is concern about state mandates since sheriffs do not want to give up control of the jails to the state.  However, they recognize the need to develop programs that may work across the counties.  The Mental Health Criminal Justice Committee of the State Wisconsin Council on Mental Health is addressing the provision of mental health care in Wisconsin Jails at this time with representation from the Sheriffs Association and the Wisconsin Counties Human Services Association.

g.  There is a lack of transitional mental health services for individuals with mental illness from corrections back into the community.

As offenders with serious and persistent mental illness re-entering the community attempt to navigate the helping systems, they often face considerable stress that undermines their psychological stability and gains made while in prison.  Of all subgroups leaving prison, persons with serious and persistent mental illness have the least family and social supports available.  Without family, friends or transitional services to turn to for assistance with day-to-day needs, many return to life on the streets and the familiar, if unsuccessful, coping patterns they adopted in the past.  Those strategies often mean a return to prison life.

Re-entry into community life is difficult for the vast majority of offenders and recidivism rates remain high due to barriers to reintegration including:  housing and employment challenges; social stigma attached to felons; poor family and personal support; lack of educational achievement; and poor personal and social skills.  Mentally ill offenders face not only these challenges but also inadequate resources to meet their mental health needs at the local level.  Mentally ill offenders must often wait in long lines with other community residents who are also accessing the scarce supply of physicians, therapists and affordable medication available to those who have little or no insurance.  Appropriate discharge planning and follow-up support services are often not provided to connect offenders with the little community resources that do exist. 

2.  Provider Capacity

a.  There is a lack of provider capacity in the state.

It is reported that Wisconsin counties presently lack enough providers to serve consumers through the public mental health and substance abuse systems.  With the expansion of Family Care (FC), this lack in provider capacity will increase.  It is reported that approximately 55 percent of FC recipients have a serious mental illness diagnosis and all FC recipients are screened for mental health and substance abuse problems.  As many of the FC recipients are not the same population served through the county mental health system, this means that a significant increase the demand for public mental health services will occur.
Along with lack of provider capacity in the community, mental health competencies will need to be developed in Family Care staff.  Related to the lack of provider capacity is the institutionalization of mental health consumers who do not obtain the services they need in the community.  Many consumers end up in hospitals, jails and homeless.

b.  Wisconsin has a county-based system.

One disadvantage of Wisconsin’s county-administered public mental health system is that the state portion of the Medicaid match for Medicaid mental health programs is required under statutes to be paid from local tax dollars, not state funded.  This gives elected county boards control over the funds allocated to match the Medicaid Federal mental health services funds, essentially pitting mental health services against funding for other local county services, such as roads.  Educating each county Board about the long-ranging impact of assuring adequate funding for mental health services thus falls to local level consumers and service providers, with varying levels of success.  The recent economic recession and reduced local tax collections has exacerbated the funding issues at all levels of government, including the local level, as does stigma.  

The county-administered system leads to inconsistent implementation of programs county by county which causes variation in access to publicly funded mental health services.  Some counties do not choose to offer CSP, CCS and other Medicaid-funded mental health services due to the need for the county to approve the Medicaid match for the services; limit the availability of such services due to local funding requirements.  For these reasons, many counties have waiting lists for consumers in need of mental health services.  While consumers are on the waiting list, few services from sources other than the county are available.

c.  There is a need for more meaningful participation of consumers in systems change activities.

Wisconsin has embraced the New Freedom Commission's call for meaningful participation of consumers in systems change activities, but has not fully provided the tools to stakeholders to facilitate the process.  Consumers need education, follow up technical assistance and support to participate in systems change activities such as policy and program input at the local level.  Consumer input should be evident at the county, agency and program levels.  Mental Health Block Grant funds have been utilized to provide stipends and reimbursements for consumers to advise DHS on issues affecting consumers.  The Bureau of Prevention Treatment and Recovery's Consumer Affairs Coordinator also has provided some technical assistance and training to counties and the CCS initiative regarding consumer input on systems change.  Some counties have successfully implemented policies to obtain consumer input on system changes.  However, this policy needs to also occur in each county level.

d..  There is a lack of coordination between the primary care and mental health systems.

Individuals with serious and persistent mental illness often take multiple psychiatric medications.  These medications, to varying degrees, all have side effects.  Some of the more serious side effects include the extreme weight gain, diabetes, hypertension, metabolic syndrome, and cardiac difficulties associated with newer atypical antipsychotic medications.  Individuals with serious and persistent mental illness also tend to smoke heavily.  This leads to further risk of heart disease and cancer.  It is critical that individuals with serious and persistent mental illness receive regular primary health care which is well-coordinated with their mental health care.  Primary care physicians should be aware of the psychiatric medications mental health patients are on and whether they smoke and provide services that address related health issues.  It is clear that this is not adequately addressed at a state level or nationally as it has been reported that people with serious and persistent mental illness die an average of 25 years earlier than a person without serious and persistent mental illness.

e.  There is a lack of resources to address individuals who have serious and persistent mental illness with significant behavioral challenges at the county level.

There is the potential for small, rural counties to have their budgeted funds for treating adults with serious and persistent mental illness completely expended for a few high cost individuals.  Particularly individuals who have serious and persistent mental illness with significant behavioral challenges can be very high cost.  For example, one or two high-cost consumers at either of Wisconsin's state mental health institutes has the potential to utilize the entire budget, especially for smaller counties.

f.  Integrating care is difficult because of the way mental health services are implemented across programs and counties.

Many programs offering mental health services in the state have their own plan requirements and prescriptions for services. With the idea of person-centered planning and recovery-focused services, an overarching plan of care is developed that follows the person in their recovery process with changes made to measurable objectives as they move.  Presently, the services available in various programs in the system are not consistent as individuals move through the continuum of care.  Because of these varying service arrays in discrete programs along the continuum of care, it is difficult to obtain consistent funding, provide continuity of care or measure outcomes of recovery.

3.  Funding


a.  Increased mental health expenditures inadequate to meet increasing need
Despite the increasing expenditures for mental health services across public system payers noted above, many counties and tribes report unmet needs for mental health services funding.  Counties have reported increases in the number of uninsured due to the economic downturn and job losses.  Most counties reported that the indigent population (i.e. those without Medicaid or other insurance) comprises from 50 to 59 percent of the population they serve in mental health and substance abuse services.

At the state level, the last biennial budget reduced operational and state support for some county mental health services.  The state budget also required counties to fund the non-federal share of the cost of children and elders in the state mental health institutes, to reduce incentives to use more institutional placements.  However, the budget also provided an additional $1 Million in state funding for State Fiscal Year 10 and $3 Million in State Fiscal Year 11 to fund community based crisis intervention and other community based mental health services.

b.  There has been a reduction of funding for State staff positions to provide technical assistance to publicly funded mental health programs.

With the increasing federal and state deficits and current economy, state funds for staff positions are being frozen or eliminated by attrition due to the current recession.  Sixteen furlough days are required for all state employees over state fiscal years 2009-2011.  This affects the availability of state staff for technical assistance.

c.  County property tax levy limits restrict mental health funding.
Overall counties provide a significant share of funding to support mental health services, while the specific level of local contribution varies from county to county.  Nearly all of this funding comes from county property tax levies that are appropriated to fund services provided by county programs.  Since 2005, counties have had to operate under a property tax levy limit.  The levy limit prohibits counties from increasing the amount raised from property taxes and limits their ability to raise additional funds to support services at the local level, especially in the current economic environment.  Thus, funding for mental health programs is variable and contingent on local budget constraints.  The county contribution for Medicaid is a requirement unique to mental health services.  Medicaid provides the non-federal share for other types of health and long-term care services.
d.  The structure of the premium system for the Medicaid Purchase Plan (MAPP) causes a disincentive for mental health consumers on SSI and SSDI to work enough to become independent.

The Medicaid Purchase Plan (MAPP) offers people with disabilities who are working or interested in working the opportunity to buy health care coverage through the Wisconsin Medicaid Program.  Depending on an individual's income, a premium payment may be required for this health care coverage.  Unfortunately, if the individual works enough hours to be charged a premium, the premium charged is as much or more than the consumer makes through working, thus causing a disincentive to work.  The larger effect is to make it difficult for consumers to work toward full-time employment because of a loss in health care coverage.  Many consumers have significant health care costs and entry level positions in the community often have a waiting period for health care coverage or no coverage at all.  This creates a significant barrier to consumers who desire to transition back into the working mainstream to achieve their recovery goal of financial independence.

4.  Data

The Wisconsin Council on Mental Health and others have expressed concern about the quality and sources of data collected by the Department of Health Services (DHS).  These concerns were particularly aimed at county services reporting which determined much of the plan implementation.  Both the SAMHSA indicators and DHS data are critical for the State and Council to identify and support appropriate funding recommendations and decisions.  The Council stated that their decisions about recommendations are more difficult due to inadequacies in both.  They stated that they are pleased that the Department is committed to continue work to improve its data systems and quality.  With a future Data Infrastructure Grant, the Department will work toward assisting counties to collect client level encounter data.  Presently, there are not enough DIG funds to move this project forward.  

DHS also recognizes that gaps still exist in data collection and reporting systems therefore preventing the State from having reliable data on the status of mental health consumers to assist in the future policy and programmatic decision-making processes.  The most immediate needs for Wisconsin are to:  continually enhance the State's reporting capabilities to comply with the URS Data Table requirements and use them for monitoring our mental health system's performance; increase overall reporting capabilities by continuing to refine the data warehouse; improve the quality of the data now reported through HSRS; and implement web-based technology for data collection and reporting.

5.  Stigma

The long term goal is the elimination of stigma and discrimination associated with serious and persistent mental illnesses in Wisconsin.  Persons with serious and persistent mental illnesses and their families are impacted by the prevalence of stigmatizing beliefs and attitudes as well as systemic and environmental barriers and disincentives.  Measurable outcomes will be achieved in the following areas for children, youth, adults and older adults, families, and veterans when:

· Mental health consumers have equal opportunity economically, socially, and culturally to positively contribute and work in their communities with access to education, training and employment; 

· All Wisconsin residents have equal access to health insurance coverage for mental, emotional and/or substance use illnesses that is on par for insurance coverage for other physical illnesses, unhampered by lesser insurance coverage policies and other coverage ceiling limits; 

· The general public no longer believes perpetuated myths about persons and youth who have serious and persistent mental illnesses being more dangerous than others; and 

· Cultural and self stigma with associated fear, embarrassment and the employment, economic and social burdens are reduced; and no longer force mental health consumers and their families to avoid treatment and unduly keep serious and persistent mental illness diagnoses and struggles private.

Section II - Identification and Analysis of the Service System's Strengths, Needs and Priorities

2.  Unmet Service Needs

Directions:  An 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.

1.  Access to Services

Serious and persistent mental illness and poverty is prevalent in the state.

According to Wisconsin's prevalence estimates discussed in more detail later in the Plan, an estimated 5.4 percent of adults 18 years of age and older have a serious and persistent mental illness.  Out of 4,313,555 adults in the state, this means that 232,932 adults have a serious mental illness compared to the 79,740 adults were reportedly served through the public mental health system in CY 2009 according to the State's Human Services Reporting System (HSRS). Based on the estimated prevalence of 232,932 adults with SMI in Wisconsin, the public mental health system served 34 percent of the adults with SMI in Wisconsin. Wisconsin anticipates that the number of adults served through the public system is 30 percent underreported based on a review of the number of clients served by counties.  In addition, some consumers are served through private mental health providers.  Nevertheless, making adjustments for these two factors would still not adequately address the size of the gap between the estimated number of adults with serious and persistent mental illness and the number of adults treated.
The majority of Wisconsin household residents were covered by health insurance for an entire year, based on findings of the 2008 Wisconsin Family Health Survey.  Eighty-nine percent (4,868,000 residents) of Wisconsin residents had insurance for all 12 months prior to the survey interview, five percent (276,000 residents) had insurance for some of the past 12 months, and six percent (319,000 residents) had no insurance coverage at all during the past 12 months.  

However, an estimated 265,000 Wisconsin household residents (five percent) had no health insurance of any kind during the entire year.  Another 224,000 residents (four percent) had health insurance for part of the year and were uninsured for part of the year.  Together, an estimated total of 488,000 residents (nine percent) were uninsured during part or all of 2008.  Those more likely to be uninsured for the entire year included people aged 18-44, Hispanics, those with incomes below the federal poverty level, and those who were self-employed.  Mental health consumers tend to fall in the category of those with incomes below the federal poverty level.

Adults who are homeless and have serious and persistent mental illness are still underserved in Wisconsin.
Despite the benefits the Projects for Assistance in Transition from Homelessness (PATH) initiative may bring, a great need to serve individuals who are homeless with a serious and persistent mental illness remains.  While there are an estimated 7,641 individuals who are homeless with a serious and persistent mental illness in Wisconsin, the PATH initiative served over 2,000 individuals in FFY 2009.  Additional homeless individuals may be served through counties and private agencies as mentioned above, but the priority given to serving homeless individuals is inconsistent among these other agencies.  Homeless individuals can be difficult to serve due to their transient status and may sometimes receive a low priority for receiving mental health services.  Many individuals who are homeless have both substance abuse disorders and serious and persistent mental illness.  An estimated 50 percent of adults with SMI who are homeless have co-occurring mental health and substance abuse disorders.  Additional needs for individuals who are homeless with a serious and persistent mental illness include screening, assessment, and integrated treatment for co-occurring mental health and substance abuse disorders.

2.  Provider Capacity

Coordination of services for mental health consumers with multiple needs should be improved.

Although coordination efforts are increasing, collaborative efforts between state agencies to serve consumers with multiple agency needs is still a gap in the mental health service system.  Consumers still must too frequently deal with uncoordinated services provided by different programs to address their multiple needs.  As a result, duplication of services may occur or services are poorly planned due to the lack of coordination between programs.  Opportunities for leadership in planning collaborative initiatives and facilitating collaboration among local providers still exist.  CCS will be an opportunity to begin collaborative efforts with the ability to fund integrated mental health and substance abuse treatment.

There is a lack of coordination between the primary care and mental health systems.

Individuals with serious and persistent mental illness often take multiple psychiatric medications.  These medications, to varying degrees, all have side effects.  Some of the more serious side effects include the extreme weight gain, diabetes, hypertension, metabolic syndrome, and cardiac difficulties associated with newer atypical antipsychotic medications.  Individuals with serious and persistent mental illness also tend to smoke heavily.  This leads to further risk of heart disease and cancer.  It is critical that individuals with serious and persistent mental illness receive regular primary health care which is well-coordinated with their mental health care.  Primary care physicians should be aware of the psychiatric medications mental health patients are on and whether they smoke and provide services that address related health issues.  It is clear that this is not adequately addressed at a state level or nationally as it has been reported that people with serious and persistent mental illness die an average of 25 years earlier than a person without serious and persistent mental illness.

Many counties in Wisconsin are rural and programs to serve rural individuals with serious and persistent mental illness need to be expanded.

Addressing the mental health needs of the rural population deserves attention in Wisconsin because 58 of its 72 counties can be classified as rural.  One of the strengths of the mental health system in Wisconsin is that the needs of the rural population are addressed in state statutes.  Chapter 51 of the Wisconsin State Statutes mandates that mental health service needs be identified, budgeted for, and provided at the local level in all 72 counties. In addition, the DMHSAS continually makes a conscious effort to implement CSP in every county.  The current effort focuses on implementing CSPs in rural counties because they comprise most of the pool of remaining counties without a CSP.  Additionally, tele-health is being implemented throughout the state and is increasing access for isolated, rural consumers to services.  Finally, the implementation of CCS will be an opportunity for rural counties to provide integrated mental health and substance abuse treatment.  CCS will be available to all counties and will be financially accessible when providers become certified and start billing Medicaid.

There is a shortage of psychiatric and other mental health providers.

A shortage of psychiatric and other mental health providers exists.  Wisconsin's community mental health system has resource limitations.  Most notably, mental health programs in rural areas often lack access to psychiatric and psychological services.  A lack of personal and public transportation limits the consumer's ability to attend treatment.  Long distances to consumer residences increase the difficulty for providers to deliver in-home services.  In addition, rural counties often have a difficult time recruiting psychiatrists and the cost of psychiatrists who are available is often higher than normal due to the extra travel time required to reach rural areas.  National studies show residency programs are not graduating enough psychiatrists to fill the need, even though in the next five to 10 years the demand will increase by 100 percent for children requiring mental health services and 19 percent to 20 percent for adults. 

Dr. Ron Diamond, a University of Wisconsin-Madison psychiatrist who consults with the BPTR, states that several factors contribute to the shortage: 

· Numbers: In 2008, UW-Madison and UW-Milwaukee each graduated eight psychiatrists. State hospitals, which once turned out a good supply of psychiatrists, no longer offer training programs. Also, those who graduate have their pick of jobs nationwide and most prefer to live in high population centers. 

· Pay: Financially, psychiatry cannot compete with more lucrative specialties such as cardiology. A cardiovascular surgeon makes an average of $558,719 compared to an average of $169,000 for a psychiatrist, according to an Allied Physicians (2003-06) national salary survey.  While very good, pay generally is closer to that of a primary care doctor or pediatrician.  Also factored in are quality of life and such job issues as call coverage for nights, weekends and vacations.

· Appeal: Relatively few medical students go into psychiatry because psychiatrists face the same societal stigma as consumers.

· Training: Psychiatry requires four years of residency following medical school, plus one or two years of further study depending on the psychiatric specialty.
· Funding:  Federal and state funding for training has nearly dried up over the years, and along with it, a faculty support system to mentor those considering the field. Higher salaried specialties are much more able to fund their own training via patient revenues.

3.  Stigma

Stigma is an ongoing problem for Wisconsin's mental health consumers.

The long term goal for Wisconsin is the reduction of the stigma and discrimination associated with mental illnesses, severe emotional disturbance (SED) for children/youth, and co-occurring substance abuse disorders.  The elimination of stigma and discrimination will be achieved by the level to which Wisconsin citizens are informed and educated about creating mental health-friendly environments, building linkages fro hope and recovery, and encouraging individuals and families to seek screening, assessment, and treatment.

Adults with MI, children with SED and/or co-occurring substance use disorders and their families are impacted by the prevalence of stigma through negative attitudes and beliefs as well as systemic and environmental barriers and disincentives.  Measurable outcomes will be achieved in the following areas for children, youth and families, and adults when:

· Young mental health consumers have equal opportunity educationally, economically, socially, and culturally to positively contribute to and work in their communities with full access to supports until age 21, higher education, job training, housing, health care, treatment services, and employment;

· All Wisconsin residents have equal access to health insurance coverage with treatment services for mental, emotional and/or substance use disorders that is on par for insurance coverage for physical illnesses, unhampered by discriminatory insurance coverage policies (pre-existing conditions) and coverage ceiling limits;

· The general public no longer believes perpetuated myths and misperceptions about adults with MI and youth who have SED as being more dangerous than others; and

· Cultural and self stigma with associated fear, shame, embarrassment and the employment, economic and social barriers are reduced or eliminated; and no longer prevent adults, children/youth consumers and their families from seeking out treatment which increases the likelihood that mental illnesses, substance use and addiction disorders are unrecognized, stress and related struggle-thereby increasing poor health outcomes, duration and severity of disorders.

Section II - Identification and Analysis of the Service System's Strengths, 
Needs 
and Priorities

3.  Plans to Address Unmet Needs 

Directions:  A statement of the State's priorities and plans to address unmet needs.

1.  Access to Services
The CCS benefit is being expanded to serve more mental health consumers.
As mentioned above, the creation of the CCS benefit was one of Wisconsin's major accomplishments in FFY 2004-2005.  The CCS benefit allows counties to be reimbursed by Medicaid for providing an expanded array of psychosocial rehabilitation services to both adults with serious and persistent mental illness (SMI) and children with SED.  Starting in 2006, the DMHSAS began providing start-up funds for counties to establish new CCS programs.  The DMHSAS used State funding originally intended as start-up funds for CSP’s as described previously.  In 2005, the DMHSAS successfully obtained a change in the requirements for this funding to allow its use to be expanded to start-up for CCS programs.  

Comprehensive Community Services (CCS) benefits complement those provided by existing CSPs by offering a flexible array of services to a broader group of consumers than CSPs serve.  CCS programs emphasize a broad range of flexible, consumer-centered, recovery-oriented psychosocial services to children, adults and older adults whose psychosocial needs require more than outpatient therapy, but less than the level of services provided by CSPs. State staff will continue to provide training and technical assistance to these counties, as well as provide assistance to other counties that have expressed an interest in becoming certified. Wisconsin employs both a full-time staff person and a part-time individual contractor to provide training and technical assistance for the certification approval process.
In recent years, four to five counties were certified annually to operate a CCS program.  To further facilitate start-up and proper implementation, the DMHSAS will annually award MHBG funds to developing CCS or CSP programs.  These counties are able to fund trainings and CCS program personnel, train consumers and fund consumers on their coordination committees for example, to accelerate their implementation of the program.

As of May 2010, 30 counties have received certification through the Division of Quality Assurance (DQA) (Milwaukee decided not to operate a CCS program after they were certified.)  State staff will continue to provide training and technical assistance to these counties, as well as provide assistance to other counties that have expressed an interest in becoming certified. Wisconsin employs both a full-time staff person to provide training and technical assistance to currently certified counties and for counties and tribes seeking certification approval assistance.

*For More Details on CCS See Section "Available Services--Adults."
Wisconsin's priorities for adults in rural areas will be the continual expansion of tele-health.  
Mental Health and Substance Abuse Tele-health is generally described as the use of telecommunication equipment to link mental health and/or substance abuse providers and consumers in different locations.  Tele-health technology allows for the provision of quality behavioral health services, including interactive consultation between a consumer and a professional, assessments, pharmacological management, clinical counseling and consumer screening, with greater access and frequency, and without the additional cost of staff travel or unnecessary consumer transport.

The Wisconsin Council on Mental Health currently has a subcommittee on workforce development.  The group is identifying grants that could further support tele-health or other work force efforts in Wisconsin.  

MHBG funds have been allocated to a Workforce Development Initiative to expand access to psychiatric consultation via tele-health, especially in rural areas.  Retired psychiatrists and psychiatric residents in training are being recruited for psychiatric consultation.  The goal of the initiative is to provide a "turnkey" operation where psychiatrists do not need to know tele-health technology; they just show up and provide the consultation.  Additionally, the group is investigating a private-public partnership to allow clinicians serving public mental health consumers to utilize existing tele-health equipment available in the private sector.

Tele-health Services in WI have been available through a state certification process since 2004. Currently 14 county agencies and nine public/private hospitals and/or clinics are certified to provide MH/SA services via tele-health as part of their certification for other specific MH/SA services, i.e. outpatient, CSP, CCS, Crisis, etc.  Training and TA has been provided primarily by qualified staff at Marshfield Clinic at specific agencies as well as at state conferences.

Psychiatric clinical consultation is expanding to encourage best practices for prescribing medications to mental health consumers.

In FFY 2010-11, the DMHSAS will continue to expand psychiatric clinical consultation by contracting for training and technical assistance from the University of Wisconsin.  Contracted psychiatrists will provide input on state policy and provide direct psychiatric services to consumers.

Provision of mental health services to adults who are homeless is a priority for the state.  
While the PATH program has served as the primary State effort to serve individuals who are homeless with a SMI, Wisconsin is now taking additional steps beyond the PATH grant program to emphasize the importance of serving the homeless.  Specifically, the DMHSAS is working to increase access to services, improve the quality of data collected for individuals who are homeless, and increase resources dedicated by the State to this area.  The DHS annually issues a numbered memo to all counties regarding the use of the MHBG funds they receive.  The memo details a continuing priority to target services for persons with serious and persistent mental illness who are homeless.  In addition, the counties are instructed to prioritize the submission of quality mental health data describing individuals who are homeless.  Counties have the ability to record mental health data on individuals who are homeless through the statewide Human Services Reporting System (HSRS).  In the past, there has been an underutilization of the HSRS codes indicating homelessness.  The memo instructs counties exactly how to record homeless status for an individual.  Improvements in data reporting will allow DMHSAS and the counties to understand where services could be improved and to take action to make needed improvements.   DMHSAS allocates $74,000 to improve outreach and access to benefits for individuals who are homeless and have a serious and persistent mental illness.  The Department of Commerce is coordinating these efforts.
Independent Living Centers support individuals with serious and persistent mental illness and other disabilities across the lifespan.
Independent Living Centers (ILC) use peer support, skills training and other independent living services to assist all people of any age with serious and persistent mental illness or another disability to meet personal goals related to their home, work and community.  Centers are unique in a number of significant ways, not the least of which is governance and services are provided predominantly by people with disabilities, and those eligible are of any age, any disability, and regardless of income.  ILC services are complimentary to other community-based services including managed care organizations, Aging and Disability Resource Centers, and the Division of Vocational Rehabilitation.

2.  Provider Capacity

Evidence-Based Practices Pilots are being implemented across the state to improve fidelity to model programs.
In FFY 2009, the Wisconsin Department of Health Services included the Supported Employment (SE) SAMHSA EBP in its Medicaid Infrastructure Grant application.  Grant money was awarded to the Division of Mental Health and Substance Abuse Services to contract for Supported Employment implementation in three sites.  SAMHSA toolkit materials were provided to successful counties to guide their implementation of the SE EBP.  Staff from the Bureau of Prevention Treatment and Recovery attended training in Hanover, New Hampshire using MIG funds. Dartmouth staff trained attendees in the site reviews of projects to assess compliance to SE Fidelity.  Dartmouth staff is involved in the Johnson & Johnson (J&J) Supported Employment Project which funds SE development to states.  In 2010 Wisconsin was invited to apply as a state to participate in the J&J Project.  Wisconsin was approved for the grant and became the 13th state to participate in April 2010.  The Mental Health Block Grant will fund an SE state trainer who will work with a team consisting of Bureau staff, UW Supervisory staff and a DVR Special Projects manager. Additional counties selected through a competitive process to implement high fidelity SE will have J&J Grant funding to support Employment Staff on the county teams.  

Over time, county program staff attended training in the implementation of a SAMHSA EBP including at breakout sessions of the Division’s Annual Conference, at quarterly and annual conferences for Substance Abuse, Crisis and Comprehensive Community Services.  Expert presentations provide information and motivation.  Bureau staff offer assistance and follow up as requested in implementation strategies.  Bureau staff continues to collaborate within the Department in MIG funded employment related activities.  This collaboration has led to the contract with J&J and an MOA between our Division and Vocational Rehabilitation.  Involvement with MIG has also included bureau staff as consultants in the development of a virtual and one to one training site for employment staff.  SE is one of the EBPs intended to be included in the training site.  Professors from the UW School of Rehabilitation Psychology are working with us on this project. 

Through the CCS program information on EBPs and, in particular, Wellness Management and Recovery (WMR) has been disseminated.  CCS staff co-presented with a peer specialist on WMR at the annual Consumer Empowerment Conference.  The Bureau’s Recovery Implementation Task Force has a work group staffed by the CCS Coordinator to review and recommend strategies for implementation of EBPs.  WMR is the EBP most valued by this stakeholder committee because of the potential for significant consumer participation in several roles. As Wisconsin prepares to review the existing rule for the Community Support Program (CSP), the EBP committee is comparing current CSP standards with the fidelity for Assertive Community Treatment (ACT) and considering feasibility and implications for rule change that reflects ACT standards.

Integrated Dual Disorders Treatment (IDDT) has been the EBP of interest to counties because of the desire to better serve the population with both mental health and substance abuse needs more effectively.  Several counties are in a stage of development or contemplation.  An initiative has begun within the Division to develop the IDDT model within the Conditional Release (CR) Program.  Plans are to include conditional release staff as facilitators of a team for the individual that will include county providers in CCS.  This development is in the early stages but initial response to surveys of county and CR providers has been supportive.

Wisconsin plans to improve its data on the use of evidence-based practices for other initiatives across the state.  Reports on the use of evidence-based practices and medications should come from providers including CCS and CSP.  One of the data collection methods being considered by Wisconsin is a survey administered to CSP provider staff in counties.  CCS is being added to that survey.  

WINTIP promotes smoking cessation treatment.
The DMHSAS in conjunction with the DPH and the University of Wisconsin Center for Tobacco Research and Intervention (CITRI) is undertaking a campaign to educate mental health and substance abuse providers to integrate smoking cessation treatment into mental health and substance abuse treatment programs.  Funding has come from the DPH and the DMHSAS will provide support for training providers from the MHBG. 

Wisconsin is emphasizing the need for trauma informed care in the state.

In December 2008, the Division of Mental Health and Substance Abuse (DMHSAS) received $221,000 Transformation Transfer Initiative grant issued by NASHMPD and the initiative is still active in 2010.  The grant supported the implementation of Trauma-Informed Care (TIC) within the public mental health and substance abuse services in the following ways:

· The Trauma Services Coordinator became a full-time UW-Madison employee.

· A public relations firm, Witness Justice, was hired to create a marketing strategy for the dissemination of Trauma-Informed Care information.

· Two statewide TIC Conferences were held.  A total of 700 people representing Wisconsin’s human service systems attended resulting in over 50 Trauma-Informed Care Champion Teams.

· Dr. Rob Anda, co-principal investigator for the ACE Study, presented his findings to a group of Wisconsin stakeholders including service providers, policy makers, consumer advocates, etc.

· The concept of TIC Champion Team Learning Collaboratives was introduced.  One Learning Collaborative for Youth Residential and Day Treatment Providers was held for over 50 service providers and organizational leaders.

· A three-day conference was held for Consumer Run Organizational Leaders to introduce them to the concept of TIC and begin creating action plans for implementation.

· The Trauma Services Coordinator traveled across the state presenting TIC material to over thirty audiences representing mental health / substance abuse providers, school personnel, corrections, physical health providers, domestic violence and sexual assault advocacy organizations, youth service providers, etc. 

· The Trauma-Informed Care Advisory Board held eight meetings.

· There were three Trauma-Informed Care (TIC) special projects completed:  1. A Menominee Law Enforcement and Judicial TIC training; 2. A Lac Courte Oreilles event established to address historical trauma; and 3. Two Trauma-Informed Care conferences were held at the Wisconsin Resource Center in preparation for the creation of TIC women's facility.

Wisconsin is investing in Aging and Disability Resource Centers (ADRC) to provide information and assistance for disability benefits counseling.

Aging and Disability Resource Centers (ADRC) offer the general public a single entry point for information and assistance on issues affecting older people and people with disabilities (including serious and persistent mental illness), or their families. The Division of Mental Health and Substance Abuse Services  is providing technical assistance to ADRCs on outreach planning to mental health populations, including the homeless, and how to make linkages to agencies providing services and supports to people with mental health issues.  The Division produced three training web-casts in 2007 and additional web-casts in 2008 to ensure that ADRC staff is better equipped to deal with the population who have mental health issues and their families.  This year, staff from DMHSAS presented workshops to ADRC staff at their annual conference to assist ADRC staff to understand the functional eligibility for Wisconsin Mental Health programs and how to access them through referrals to their local mental health agencies.

As of June 2010, there were 35 operational ADRCs serving 57 counties.  This gives 67.2 percent of Wisconsinites over age 18 access to an ADRC.  DHS has received letters of intent to apply for an ADRC from another 5 entities covering 8 counties including Adams, Lincoln, Langlade, Florence, Shawano, Menominee, Oconto, and Vilas.  ADRC’s now cover about 80% of the state and will cover 90% of the state when the additional 8 counties are added.  Locations of the current ADRC’s is available at: http://DHS.wisconsin.gov/LTCare/generalinfo/adrcmap.pdf
3.  Funding

Medicaid coverage for mental health consumers has improved.

One of the strengths of Wisconsin's community-based adult mental health system is its Medicaid policy.  Wisconsin's Medicaid policy covers a wide range of adult mental health services including the Community Support Programs and the CCS benefit mentioned above.  The Medicaid policy has covered psychotropic medications and used prior authorization sparingly in the past to allow physicians and consumers access to the most effective medications.  The Governor's 2008-2009 Budget proposal included an increase in the reimbursement rate for psychiatric services to remove barriers to provider participation in some areas.  The Medical Assistance Purchase Plan provides eligibility for individuals with disabilities who return to work and are no longer eligible for regular Medicaid.

Additionally, Wisconsin developed a home and community-based waiver program called Community Opportunities in Recovery (COR).  The COR waiver program was created to relocate to a community setting persons who have a serious and persistent mental illness and require a specialized psychiatric rehabilitative services, and reside in a Medicaid-certified nursing facility.  The Department notified the Centers for Medicare and Medicaid Services (CMS) that they would not reapply for COR waiver in 2010.  Instead, the COR waiver will be terminated by April 30, 2010. Only five individuals, all Dane County residents, were participating in the program.  The state’s transition plan included the individuals transferring to the CIP II – Nursing Home Relocation Waiver. This provided a seamless transfer and all five individuals were able to remain in their residential settings and continue with their COR service providers.  

The 2009-2011 State Budget has added additional funding for community mental health services.
The 2009-2011 biennial budget adds additional authority for the state/counties to launch a new Community Recovery Services Medical Assistance benefit through a 1915i waiver.  This new program will allow county providers to bill Medicaid for in-home supportive services, supportive employment and peer specialist services and is part of the State Medicaid Plan.  The budget also adds $1 million in general purpose revenue for community services in 2010 and an additional $3 million in 2011.

Increased funding for recovery principles and transformation of the mental health system is a priority for the state.

Wisconsin is spending 13.3 percent, or $991,629, of its MHBG funds directly on consumer and family-focused programs in FFY 2010 and plans to continue to spend that amount in 2011.  These programs include:  Adult Family Support, Child/Family Support, Consumer/Peer Support and Children's Systems Change.  The beginning of transformation efforts in Wisconsin began with the Governor's Blue Ribbon Commission, which was appointed in May of 1996.  The Governor's charge to the Commission was to examine the mental health delivery system and the principle of a state/county partnership; the mental health services provided for children, adolescents, adults, and older adults; and the impact of stigma on community perceptions and current mental health policies.

DMHSAS began implementing transformation with the hiring of a consumer affairs coordinator and the creation of a consumer run, statewide Recovery Implementation Task Force to help DMHSAS plan strategic changes in current psychosocial rehabilitation services that would slowly transform delivery of services across the state at the local level. 

Progress during the past two years on this transformation effort includes the creation of a State Recovery Coordinator position, creation of a peer support specialist position to fully develop the Wisconsin model of peer specialists and development of a Recovery 101 curriculum that consumers, recruited and trained from across the state can teach at local agencies, drop-in centers and interested professional groups. A number of trainings have been delivered using consumers, including not only in community settings, but also at a women’s prison and some inpatient settings.  In 2011, the Recovery training and technical assistance will continue.  The DMHSAS will also continue to work with the Recovery Implementation Task Force to advise the Division on its work on promoting recovery.  

4.  Stigma

Wisconsin's children's/adult's MH/SA systems are addressing stigma.

The long term goal for Wisconsin is the reduction of the stigma and discrimination associated with mental illnesses, severe emotional disturbance (SED) for children/youth, and co-occurring substance abuse disorders.  The elimination of stigma and discrimination will be achieved by the level to which Wisconsin citizens are informed and educated about creating mental health-friendly environments, building linkages for hope and recovery, and encouraging individuals and families to seek screening, assessment, and treatment.   

Adults with MI, children with SED and/or co-occurring substance use disorders and their families are impacted by the prevalence of stigma through negative attitudes and beliefs as well as systemic and environmental barriers and disincentives.  Measurable, positive outcomes will be achieved in the following areas for children, youth and families, and adults when:

· Young mental health consumers have equal opportunity educationally, economically, socially, and culturally to positively contribute to and work in their communities,  and have full access to supports until age 21, higher education, job training, housing, health care, treatment services, and employment;

· All Wisconsin residents have equal access to health insurance coverage with treatment services for mental, emotional and/or substance use disorders that is on par for insurance coverage for physical illnesses, unhampered by discriminatory insurance coverage policies (pre-existing conditions) and coverage ceiling limits;

· The general public no longer believes myths and misperceptions about adults with MI and youth who have SED as being more dangerous than others; and

· Cultural and self stigma with associated fear, shame, embarrassment and employment, economic and social barriers are reduced or eliminated and no longer prevent adults, children /youth consumers and their families from seeking out treatment. Without a cultural shift regarding stigma, the likelihood that mental illnesses, substance use and addiction disorders are unrecognized or underreported will continue. This will continue to cause poor health outcomes, as well as longer duration and severity of disorders.

Section II - Identification and Analysis of the Service System's Strengths, Needs and Priorities

4.  Recent Significant Achievements


Directions:  A brief summary of recent significant achievements that reflect progress towards the development of a comprehensive community-based mental health system of care.

Program of Assertive Community Treatment Research Project with Adolescents

The Program of Assertive Community Treatment (PACT) of Mendota Mental Health Institute developed the Assertive Community Treatment Model, which is one of six evidence-based practices promoted for replication by the Center for Mental Health Services. PACT is a multi-disciplinary mental health staff organized as an accountable, mobile team, to provide comprehensive treatment, rehabilitation, crisis, and support services. PACT also provides the evidence-based practices of supported employment, integrated substance abuse/mental health treatment, and illness management, as well as integrated health care. PACT serves as a training center for assertive community treatment for mental health practitioners from Wisconsin, the United States and the world. 

For the last several years, PACT has been engaged in a research project to evaluate the impact of early intervention with adolescents.  The purpose of the project has been too define standards for ACT teams that serve adolescents with severe and difficult to treat mental disorders that are in need of transition services.

Due to the demonstrated success of ACT services in reducing hospitalization and improving the quality of life for adults with severe and persistent mental illness, there has been interest in adapting the ACT model for these most ill youth.  If the benefits of ACT services for adults, including decreased hospitalization, transfer to adolescents, expected outcomes would include improved school functioning, lowered family burden, and a smoother transition into adulthood. 

In 1998, the PACT Program of Mendota Mental Health Institute in Madison, Wisconsin made these adaptations: The PACT Youth Transition Project initiated providing services for youth ages 15-18 in 1998 and is still admitting youth under the transition protocol. The results to date are encouraging, with a reduction of hospital days, (Ahrens, Frey, Knoedler, and Senn-Burke, 2007) and an excellent rate of high school completion and transition to work. 

Transformation Achievements 

DMHSAS began their transformation efforts with the hiring of a consumer affairs coordinator and the creation of a consumer run, statewide Recovery Implementation Task Force to help DMHSAS plan strategic changes in current psychosocial rehabilitation services that would slowly transform delivery of services across the state at the local level. 

Progress in the last few years on this transformation effort includes the creation of a State Recovery Coordinator position, creation of a peer support specialist position to fully develop the Wisconsin model of peer specialists and development of a Recovery 101 curriculum that consumers, recruited and trained from across the state can teach at local agencies, drop-in centers and interested professional groups. A number of trainings have been delivered using consumers, including not only in community settings, but also at a women’s prison and some inpatient settings.  Block grant funds have been used to fund Quality Improvement Projects in five pilot counties.  Each county has implemented one of six Evidence-Based Practice Implementation Resource Kits from SAMSHA.  The counties have utilized the fidelity scales to assure appropriate implementation and the Recovery Oriented Systems Indicators (ROSI) tool to assess consumer outcomes.  Each county designed a specific QI project using data to identify an area of concern, make a change in practice, and measure improvement subsequent to the change. The transformation efforts also include development of peer specialists in Comprehensive Community Service (CCS) counties, development of training for local consumers on meaningful participation on the locally required CCS committees and the development of a manual for CCS that outlines the elements of strength-based assessments, recovery-based plans, and consumer-focused case notes that meet the Centers for Medicare and Medicaid Services (CMS) requirements. 

In addition, through the mechanism of CCS, DMHSAS is taking the lead in teaching counties how to use data in a meaningful way to drive continuous quality improvement, an additional requirement of the CCS rule. Additionally, the SAMHSA funded Data Infrastructure Grants (DIG) has provided Wisconsin with resources needed to develop the reporting capacity to meet the basic and developmental tables in the block grant requirements. Wisconsin has used the DIG resources to develop a data warehouse for combining Medicaid data with community mental health program data and to enable reporting on the basic and developmental tables required by the MHBG.  The data is being integrated with the existing Medicaid data warehouse and will continue to be supported with the DIG.

Monitoring the Progress of Implementing Recovery 

In 2008, DMHSAS adopted the Recovery Oriented Systems Inventory (ROSI) survey as a tool for CSP and CCS programs to use to assess their progress in implementing Recovery principles and person-centered planning. Wisconsin uses the ROSI survey as a transformation tool in the following ways: providing baseline data for current recovery orientation; identifying areas for QA/QI action plans; establishing benchmarks for targeted incremental progress; measuring general change over time; comparison of data across systems and programs; and educating and sensitizing the general public, human services professionals, and consumers. In 2009, 28 county CSP/CCS programs administered the ROSI survey to 756 of their currently enrolled consumers.  Results revealed that most counties were using a mostly Recovery-oriented approach to service delivery according to the consumer respondents.  Overall, counties scored approximately 3.2 on a 4-point scale of Recovery.  In 2010, the same counties are conducting a second wave of ROSI consumer surveys to determine if the implementation of Recovery principles has advanced even further.  Data collection will be finished by the end of July 2010.  

A Mental Health/Substance Abuse (MH/SA) Functional Screen is in use to ensure the consistent determination of need for all consumers across the state.  A web-based version of the MH/SA Functional Screen was developed and implemented in FFY 2005 as the screen began its roll out statewide. The screen is now being used in most counties to determine the need for psycho-social rehabilitation services beyond outpatient, and is utilized statewide for determining eligibility for the Community Options Program. Counties are being taught how to use the elements in the functional screen to identify indicators of progress on an annual basis, both on an individual level and at an aggregate level. The state is using the screen data to look at outcomes before and after individuals receive services.

Using the functional screen and encouraging the use of standardized consumer surveys, such as the Recovery Outcomes System Inventory (ROSI), will ensure that significant emphasis will be placed on the development of quality improvement systems during the next year.  

Work continues on a number of transformation pilot activities that include developing a quality improvement (QI) process for Comprehensive Community Services (CCS) and Community Support Programs (CSP).  Counties will continue to collaborate with the Department to develop a comprehensive quality improvement program for community programs based on data driven measurement of quality indicators and consumer outcomes.  This will assure cost effective consumer-based services at the local level. Agencies will be required to identify a Quality Team that steers their QI efforts, use the ROSA tool to evaluate their intake and assessment processes, to ensure they are recovery-oriented, use data to inform their quality improvement system, and implement an evidence-based practice.  In addition, they were encouraged to use a standardized consumer survey such as the ROSI to identify systems issues around recovery. Marathon, Brown, Kenosha, Richland and Jefferson counties each received $59,000 grants for this purpose in 2008.  

Trauma-Informed Care Initiative

In December 2008, the Division of Mental Health and Substance Abuse (DMHSAS) received $221,000 Transformation Transfer Initiative grant issued by NASHMPD and the initiative is still active in 2010.  The grant supported the implementation of Trauma-Informed Care (TIC) within the public mental health and substance abuse services in the following ways:

· The Trauma Services Coordinator became a full-time UW-Madison employee.

· A public relations firm, Witness Justice, was hired to create a marketing strategy for the dissemination of Trauma-Informed Care information.

· Two statewide TIC Conferences were held.  A total of 700 people representing Wisconsin’s human service systems attended resulting in over 50 Trauma-Informed Care Champion Teams.

· Dr. Rob Anda, co-principal investigator for the ACE Study, presented his findings to a group of Wisconsin stakeholders including service providers, policy makers, consumer advocates, etc.

· The concept of TIC Champion Team Learning Collaboratives was introduced.  One Learning Collaborative for Youth Residential and Day Treatment Providers was held for over 50 service providers and organizational leaders.

· A three-day conference was held for Consumer Run Organizational Leaders to introduce them to the concept of TIC and begin creating action plans for implementation.

· The Trauma Services Coordinator traveled across the state presenting TIC material to over thirty audiences representing mental health / substance abuse providers, school personnel, corrections, physical health providers, domestic violence and sexual assault advocacy organizations, youth service providers, etc. 

· The Trauma-Informed Care Advisory Board held eight meetings.

· There were three Trauma-Informed Care (TIC) special projects completed:  1. A Menominee Law Enforcement and Judicial TIC training; 2. A Lac Courte Oreilles event established to address historical trauma; and 3. Two Trauma-Informed Care conferences were held at the Wisconsin Resource Center in preparation for the creation of TIC women's facility.

· The majority of DMHSAS staff were trained in TIC and subsequently created a TIC work group to continue implementation efforts. 

Person-Centered Planning
In the past two years, the BPTR has had the support of a CMS grant to promote Person-Centered Planning in Medicaid services.  The accomplishments include:

· A 15-hour "Train-the-Trainers" event on April 22 through 23, 2009 in Stevens Point, Wisconsin to learn how to present a one-day training for consumers:  "A Recovery Approach to Person Centered Planning."

· A one-day national overview of person centered planning on April 28, 2009, in Madison, Wisconsin.

· A two-day "Creating Trauma Informed Systems of Care" conference on May 11 through 12, 2009, in Wisconsin Dells.

· Attend and co-present at a minimum of two regional trainings in 2009.

· Be an Ambassador for Recovery, utilizing the principles of person centered planning and trauma informed care.
· Attend a one-day "Support Retreat" to review progress of the initiative in the late summer of 2009.
CMS Approval of the New Medicaid Home and Community-Based Services State Plan Amendment

The DMHSAS staff completed extensive work to develop and implement the new 1915i Medicaid Home and Community-Based Services (HCBS) State Plan psychosocial service.  The three subservices include supported employment, peer specialist, and community living supportive services.  In 2010, 32 county agencies are implementing these services.  In the Fall of 2010, the new health care reform law will require statewide coverage.  
Certification of Peer Specialists
The DMHSAS has implemented a state-level exam for peer specialist services offered through partnerships with the UW-Milwaukee and Independent Living Centers (ILCs).  To date, 36 people have passed the exam and have received their certificate. 

Section II - Identification and Analysis of the Service System's Strengths, Needs and Priorities

5.  State's Vision for the Future

Directions:  A brief description of the comprehensive community-based public mental health system that the state envisions for the future.

Wisconsin's Vision for the Future 

Wisconsin's plan for its comprehensive community-based mental health system has many similarities to the goals of the President's New Freedom Commission on Mental Health (NFC) established in 2003.  The six primary goals of the NFC include:

1. Americans understand that mental health is essential to overall health,

2. Mental health care is consumer and family driven,

3. Disparities in mental health services are eliminated,

4. Early mental health screening, assessment, and referral to services are common practice,

5. Excellent mental health care is delivered and research is accelerated, and 

6. Technology is used to access mental health care and information.

Wisconsin's Mental Health system transformation efforts including Comprehensive Community Services (CCS) initiative in the adult system and the Coordinated Service Team (CST) and Integrated Services Projects (ISP) initiatives in the children's system all incorporate the NFC's vision and goals 2, 4, 5 and 6.

Wisconsin has an established goal for its mental health system:

“All persons in need of mental health services across Wisconsin have access to resources that strengthen self-determination and self-sufficiency by promoting health and wellness, improvement and recovery, quality of life and dignity.”

The ideal service system will target prevention, early intervention, treatment, recovery, consumer and family involvement and participation, consumer and family-centered service delivery, a culturally competent workforce and services, and reduction of stigma.  

Transformation Activities

In step with the goals of the NFC, Wisconsin's plans to continue its prioritization of implementing system transformation and promote recovery-based services development in FFY 2010.  Currently, Wisconsin is developing a model of services and supports that braids together the Medicaid Health Management Organization (HMO) services that include both psychiatric inpatient and outpatient care with those psycho-social rehabilitation services provided by local county agencies. This complementary funding provides comprehensive physical health and mental health care for consumers who have needs beyond outpatient services. This shift in focus due to legislative action that ordered the expansion of SSI managed care statewide provided the opportunity for DMHSAS to focus on elements of transformation beyond the coordination of funding issues that dominated the previous redesign initiative. 

Newly-funded parts of the transformation initiative in FFY 2010 will implement results of the strategic planning for the local public mental health system.   Efforts may include the current funding and responsibilities of the county-based system, as well as the Medicaid and BadgerCare mental health and substance abuse service delivery system.  The goal will be to increase access and streamline and improve outcomes of services to consumers.  

Recovery Activities

DMHSAS has augmented their transformation efforts with the hiring of a consumer affairs coordinator and the creation of a consumer run, statewide Recovery Implementation Task Force to help DMHSAS plan strategic changes in current psychosocial rehabilitation services that would transform delivery of services across the state at the local level. 

Wisconsin increased the allocation of the Mental Health Block Grant (MHBG) to Family/Consumer Self-Help and Peer to Peer Support Programs from $874,000 to $991,629 annually in 2008 and 2009.  The level will stay the same in 2010.  While some other states do not directly fund peer support services, Wisconsin set aside 13.4 percent of its MHBG for this purpose.  Wisconsin will continue to fund consumer recovery and peer support programs with the same aggregate level of funding.  In addition, Wisconsin’s new 1915(i) Home and Community Based Services State Plan will fund peer specialist services.  Wisconsin funds a variety of consumer recovery and peer support programs including programs that work with adult consumers, child consumers, and families of consumers.

Person-Centered Planning/Trauma-Informed Care Champions

The DMHSAS envisions a system where all people with serious mental illnesses receive services that are person-centered and trauma-informed in order to promote recovery and a meaningful life in the community.  The Bureau of Prevention Treatment and Recovery (BPTR) received two federal grants in 2009, for Person Centered Planning and Transformation Transfer Initiative (trauma informed care).  BPTR has an assigned team of staff and contractors to work on various aspects of the implementation of these projects.  In addition, the Bureau obtains continuous input and feedback from community stakeholders, including counties, advocates, family members, and facilitate meaningful participation of consumers.

The Person-Centered Planning initiative, which is funded through the Center for Medicare and Medicaid Services, provides training, consultation and technical assistance to counties, providers, and consumers on implementing services that focus on each individual’s unique needs and builds on the person’s strengths.

The Bureau’s Trauma Services Coordinator led the Trauma-Informed Care Initiative, funded through the National Association of State Mental Health Program Director's (NASMHPD).  This project trained and continues to support a cadre of Trauma-Informed Care (TIC) Champion Teams from across the state.  These Teams are infusing trauma-informed care principles into mental health systems of care, as well as policy documents, training materials and treatment approaches.

The Consumer Affairs Unit within BPTR has created a statewide pool of consumer peer co-trainers known as "Person Centered Planning/Trauma Informed Care Champions."  Person centered planning and trauma informed care principles are essential building blocks in creating an environment that supports recovery for individuals.  Eighteen individuals have been chosen through an application process based on their understanding of recovery and trauma, demonstrated skills, prior training, and availability for participation in statewide coverage.  

Evidence-Based Practices

The DMHSAS envisions a public mental health system that offers consumers evidence-based services that are effective for their diagnosis and individual circumstances.  An essential step is to assess the level the current use of evidence-based practices (EBP) for adults and children.  In FFY 2010, there are 76 Community Support Programs (CSP) in Wisconsin which meet the standards for certification established by the DMHSAS.  Wisconsin will continue to expand the use of CSPs by funding new counties for start-up and certification costs.  CSPs are based on the Assertive Community Treatment (ACT) model.  

In FFY 2007, Wisconsin began implementation of Integrated Dual Disorder Treatment (IDDT) and Illness Management and Recovery (IMR) in five counties by awarding MHBG-funded contracts. Three counties are implementing IDDT and two counties are implementing IMR.  Counties have been using the SAMHSA EBP toolkit materials to guide their implementation.  

Evidence-Based Program grants were also awarded in 2009 to help counties continue their implementation and quality improvement work.  Wisconsin plans to improve its data on the use of evidence-based practices for other initiatives across the state.  Reports on the use of evidence-based practices and medications should come from providers.  One of the data collection methods being considered by Wisconsin is a survey administered to key provider staff in each county.*

*For more information on EBPs see Adult Section on "Recent Significant Achievements."  

Serving Older Adults with Serious Mental Illness

Wisconsin envisions an integrated system of services and supports for older adults with serious mental illnesses.  Wisconsin has been moving forward with efforts to improve mental health and substance abuse services, through providing geriatric psychiatric expertise to local long term care programs who request it, with coordination done by staff at DMHSAS.  An important component of the DMHSAS planning work is the development of the Wisconsin Gero-psychiatry Initiative (WGPI).  The WGPI began as a collaborative of community stakeholders interested in making gero-psychiatric expertise available to providers serving older persons with mental health/substance abuse needs.  The group started meeting in 2004-2005 to refine and adopt an effective teaching model/method called the Star Method.  In FFY 2005, the WGPI began providing indirect care to older persons via case-specific consultation by gero-psychiatrists to long-term care, geriatric, and public agencies, primarily focused in the Milwaukee area.  This WGPI initiative received an “Award for Educational Innovation," from the Annapolis Coalition on Behavioral Health Workforce Education in 2004. 

In addition to the WGPI initiative, state staff continues to work with county agencies implementing a CCS program to ensure that this lifespan program serves older adults.  The CCS benefit could be a significant source of Medicaid funding for older adults to access mental health and substance abuse services. One of the core requirements of a county CCS plan is outreach to all populations.  This is of particular relevance to older adults with serious and persistent mental illness who self isolate.  They are not responsive to the usual forms of outreach through newspapers, advertising in key locales in the community and booths at health fairs.  DMHSAS has set aside money for continued outreach and training in the 2010 plan, and will team with the regional Aging Networks and local aging units funded by the Older Americans Act to pilot outreach mechanisms in both rural and urban regions for those elderly who need treatment but have never been diagnosed or treated for their serious and persistent mental illness because of stigma and self isolation.   

The Division’s efforts in providing services to older adults is multi-faceted. The single largest source of funding in the community for Wisconsin older adults is the new long term care managed care program called Family Care.  In order to access these services, Wisconsin older adults need to have physical conditions that need nursing management, or functional deficits that require assistance to perform basic activities of daily living. Approximately 55 percent of people enrolled in this long term care program have mental health diagnoses. The Division has provided several trainings and technical assistance events to the Aging and Disability Resource Centers, to allow them to perform intake and referral to people with serious and persistent mental illness seeking services. The Division has provided training at the MCO level for nurses and social workers in person centered planning for people with physical and mental health issues, has provided systems level assistance to the Division of Long Term Care staff on program development for specialized programs for people with mental health and substance abuse issues. One part-time person at the division level is dedicated to providing technical assistance to collaborating agencies that provide services to older adults with mental health issues. At the Division level, the key staff from Family Care and the key community care program staff from DMHSAS meet to identify program and service delivery issues and engage in collaboration efforts to improve service delivery within the Departments contracted managed care organizations. 

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

1.  Current Activities

Criterion 1:  Comprehensive Community-Based Mental Health Services
Establishment of System of Care

Directions:  Provides for the establishment and implementation of an organized community-based system of care for individuals with mental illness.

Wisconsin’s Continuum of Care

Wisconsin’s comprehensive recovery-based mental health system provides a continuum of care which begins with prevention and places its emphasis on services based in the community. The continuum continues across the lifespan with more intensive services, including providing services in residential and inpatient settings where appropriate to the needs of the individual. The continuum also provides other services which help people attain their recovery goals, including medical and dental, educational, employment, housing, and support services, and services targeted at special populations, such as older adults, the deaf and hard of hearing population, the homeless and individuals with both mental health and physical conditions requiring treatment and support. 

Outpatient Mental Health Services

Psychotherapy, evaluation, counseling/therapies, and psychopharmacologic management are provided to individuals with mental health problems on an appointment basis. These individuals are typically not in need of more intense hospital services or ongoing daily monitoring to prevent deterioration of their mental health. This service is provided through a certified clinic that provides comprehensive professional services by psychiatrists, psychologists, and master level therapists. Medicaid state funding provides both the federal and the non-federal share of these services in clinic or institutional settings, and counties provide the match to federal financial participation (FFP) for intensive outpatient mental health services provided in a home or community setting.  Psychologists and psychiatrists also provide these services in independent private practice. Over 750 public and private clinics are certified by the state and provide services to over 70,000 individuals in the public mental health system annually, in addition to thousands of persons who are not in the public system.  New standards for outpatient mental health clinics, ch. DHS 35, were adopted by DHS and sent to the Legislative Reference Bureau (LRB) on January 29, 2009.  The effective date of the rule was June 1, 2009.*  A copy of the official published version of the rule may be found at http//ww.legis.state.wi.us/rsb/code/dhs/dhs035.pdf .
*For more detail on revision of the outpatient rule, see the "New Developments and Issues" section of this Adult Plan.

Community Support Programs

A Community Support Program (CSP) is a coordinated care and treatment program providing a range of treatment, rehabilitation, and support services in the community through an identified treatment program and staff ensuring ongoing therapeutic involvement and individualized treatment for persons with severe and persistent serious and persistent mental illnesses. The program uses an Assertive Community Treatment (ACT) model, which was developed at the Mendota Mental Health Institute in Wisconsin. The ACT model has multi-disciplinary mental health staff organized as an accountable, mobile team. These teams function interchangeably to provide treatment, rehabilitation, crisis, and supportive services. CSPs serve persons who have a serious and persistent mental illness that affects both their ability to live independently in the community and to function in major life roles. 

The array of required treatment services available to CSP consumers include: case management; crisis intervention; symptom assessment; medication management and education; medication prescribing and monitoring; psychiatric evaluation and treatment; and family, individual or group psychotherapy. The required array of rehabilitation services available to CSP consumers includes:  vocational assessment; job development and vocational supportive counseling; social and recreational skill training; supportive housing and individualized support; and training and assistance in all activities of daily living. 

The state provides funding for CSPs through community aids with Mental Health Block Grant (MHBG) funds. In addition, the legislature provides $1,000,000 state General Purpose Revenue (GPR) funds annually to improve access to CSPs using it to match federal funding for individuals eligible for Medicaid. 

The Division of Mental Health and Substance Abuse Services (DMHSAS) provides technical assistance to meet the criteria for ACT laid out in Administrative Rule DHS 63.  Some examples of service delivery development include: local systems change to provide for comprehensive access; a fluid continuum of care; revision of assessment and care plan processes and forms to assure they are recovery-based; processes that involve the consumer at all points in the process of creating a treatment plan; staff training in outcomes, trauma-informed treatment and recovery-based treatment; and, determining how outcomes for consumers and general quality service delivery will be measured at the local level.

By June 2010, there were 76 CSPs in Wisconsin (see map below) which meet the standards for CSP certification established by the DHS.  In the past year, one CSP in Dane County and one in Marathon County merged with another CSP in their respective counties to lower the total from 78.  In CY 2009, CSPs served 5,466 persons.  Some counties are sharing CSPs as they do not have enough enrollees to provide an economy of scale to support the infrastructure needed for a CSP.  

Case Management

As noted previously, case management is an integral part of Wisconsin's services. All of Wisconsin counties provide some level of case management for persons who have a serious and persistent mental illness.

Targeted Case Management 

Targeted case management is a mechanism for coordinating and arranging services. It includes ensuring comprehensive assessment and regular reviews of assessment and recovery plans, follow-up and monitoring of referrals, coordination of services available at the local level, and coordination of crisis services. Each county provides case management, which is a linkage connecting individuals to services provided by multiple mental health, housing, or rehabilitation programs in the community. For MA recipients, counties may bill the MA program for targeted case management services, and the county provides the match to FFP from non-federal funds.

Comprehensive Community Services Benefit

The 2003-2005 state budget included authorization to expand the scope of psychosocial rehabilitation services that may be offered in Wisconsin under the Medicaid (MA) program.  A new psycho-social rehabilitation program known as the Comprehensive Community Services benefit (CCS) was designed in a collaborative effort between the Divisions of Mental Health and Substance Abuse and Health Care Access and Accountability working together with the advisory workgroup membership which included consumers, family members, county staff, advocates and Mental Health Council members.  

Comprehensive Community Services (CCS) benefits complement those provided by existing CSPs by offering a flexible array of services to a broader group of consumers than CSPs serve.  CCS programs emphasize a broad range of flexible, consumer-centered, recovery-oriented psychosocial services to children, adults and older adults whose psychosocial needs require more than outpatient therapy, but less than the level of services provided by CSPs. Some examples of transformational requirements of CCS include:  a coordinating (advisory) committee with significant consumer involvement; development of a service array to provide comprehensive integrated mental health and substance abuse services across the lifespan; recovery-based, person-centered assessment and service planning processes; staff training in recovery principles; consumer focused outcomes and quality improvement initiatives.  Certified CCS programs may be partially funded by MA with the county providing the match to FFP.  These programs may also coordinate with other existing funding sources and other agencies that are involved with a consumer.

To date, 30 counties have received certification through the Division of Quality Assurance (DQA) (Milwaukee decided not to operate a CCS program after they were certified.)  State staff will continue to provide training and technical assistance to these counties, as well as provide assistance to other counties that have expressed an interest in becoming certified. Wisconsin employs both a full-time staff person to provide training and technical assistance to currently certified counties and for counties and tribes seeking certification approval assistance.

Nursing Home Relocation Planning 

Wisconsin received two grants from the Centers for Medicare and Medicaid Services; a Real Choice Systems Grant and a New Freedom Initiative Grant.  The DMHSAS has identified key nursing facilities that have significant numbers of residents with mental health diagnosis and that have expressed willingness to jointly plan with county staff for community placement.  One goal is to ensure that the system incorporates best practice models that include comprehensive, recovery-based assessment and planning.  Relocation involvement at the time of facility closure or downsizing is also actively pursued as a time to provide technical assistance regarding community placement options.  In January 2007 Wisconsin received approval of its proposal for a Money Follows the Person Demonstration Grant.

The Community Opportunities and Recovery (COR) is a relocation waiver for people living with serious and persistent mental illness and a co-occurring physical disability in a nursing home and want to move to the community.  The Department notified the Centers for Medicare and Medicaid Services (CMS) that they would not reapply for COR waiver in 2010.  Instead, the COR waiver will be terminated by April 30, 2010. Only five individuals, all Dane County residents, were participating in the program.  The state’s transition plan included the individuals transferring to the CIP II – Nursing Home Relocation Waiver. This provided a seamless transfer and all five individuals were able to remain in their residential settings and continue with their COR service providers.  

Emergency and Crisis System

Wisconsin defines crisis intervention as a systematic and organized set of mental health emergency/crisis services and supports provided in the community to individuals and families experiencing heightened emotional distress and/or behavioral disorder. The goal of crisis intervention is to provide alternative and diversionary options to reduce the need for hospitalization and to enhance the community’s crisis response. County crisis programs are certified under Wisconsin Administrative Code DHS 34. Crisis intervention services are dependent upon strong inter-agency coordination and joint training between multiple agencies, i.e., departments of human services, law enforcement, CSP, schools, hospitals, emergency room staff, and private providers. The standards for training are set forth in DHS 34. Crisis program staff training records are maintained locally and are reviewed by the state DHS/Division of Quality Assurance when certifying and re-certifying crisis programs. Currently almost all counties are certified for basic emergency crisis services, and 46 counties are certified under DHS 34 Subchapter III standards for emergency service programs. These programs are eligible for MA or third-party reimbursement.
The Crisis Intervention Network, numbering over 200 individuals representing all 72 counties, is a group of state agency staff including DMHSAS staff, advocates, consumers, family members, and county providers. The Crisis Network remains actively involved in the promotion of certification for county crisis programs by offering technical assistance to develop county crisis programs, data collection regarding crisis care, measures of its effectiveness and utilization, and in the coordination of the annual Crisis Intervention Conference.

Section III - Performance Goals and Action Plans to Improve the Service System
1.  Current Activities
Criterion 1:  Comprehensive Community-Based Mental Health Services
Available Services

Directions:  Describes available services and resources in a comprehensive system of care including services for individuals with both mental health and substance abuse issues.  The description of the services in the comprehensive system of care to be provided with Federal, State and other public and private resources to enable such individuals to function outside of inpatient or residential institutions to the maximum extent of their capabilities shall include:

· Health, mental health, and rehabilitation services;

· Employment services;

· Housing services;

· Educational services;

· Substance abuse services;

· Medical and dental services;

· Support services;

· Services provided by local school systems under the Individuals with Disabilities Education Act;

· Case management services;

· Services for persons with co-occurring (SA/MH) disorders; 
· Other activities leading to the reduction of hospitalization.

The Wisconsin public mental health system is a county-based system built on the foundation that all 72 counties have a responsibility to make decisions about mental health services provided to their constituents. In 1971, Wisconsin Statutes s. 51.42 mandated a system of community-based mental health care that is accessible to all individuals with serious and persistent serious and persistent mental illness and to children with a severe emotional disorder (SED).  Wisconsin’s public mental health system has built a partnership between the county/tribal service provision and state and county/tribal funding to deliver mental health services. The provisions of Chapter 51 delegate the Department of Health Services (DHS) authority to promulgate rules and establish standards for mental health services.

Health, Mental Health, and Rehabilitation Services

Wisconsin’s comprehensive recovery-based mental health system provides a continuum of care which begins with prevention and places its emphasis on services based in the community. The continuum continues across the lifespan with more intensive services, including providing services in residential and inpatient settings where appropriate to the needs of the individual. The continuum also provides other services which help people attain their recovery goals, including medical and dental, educational, employment, housing, and support services, and services targeted at special populations, such as older adults, the deaf and hard of hearing population, the homeless and individuals with both mental health and physical conditions requiring treatment and support. The following table gives an overview of the current certified mental health programs in the state.
Table 6:

Certified Mental Health Programs (January 2010)
	Number of Programs
	Program Area
	Regulated by:

	43
	Inpatient
	DHS 61.70, 61.71 and 61.72

	19
	Emergency Service 2
	DHS 34 Sub II

	52
	Emergency Service 3
	DHS 34 Sub III

	23
	Day Treatment
	DHS 61.75

	15
	Adolescent Inpatient
	DHS 61.79

	36
	Day Treatment Services for Children 1
	DHS 40 Level I

	11
	Day Treatment Services for Children 2 
	DHS 40 Level II

	5
	Day Treatment Services for Children 3
	DHS 40 Level III

	837
	Outpatient
	DHS 61.91 – 61.98

	76
	Community Support Programs (CSP)
	DHS 63

	30
	Comprehensive Community Services
	DHS 36


Rehabilitation Services

The required array of rehabilitation services available to consumers within CSP and outside of the CSP include vocational assessment, job development, vocational supportive counseling, social and recreational skill training, and daily living support.  As previously discussed the CCS benefit will expand rehabilitation services offered throughout Wisconsin, both geographically and to a wider array of consumers.

Outpatient Mental Health Services

Psychotherapy, evaluation, counseling/therapies, and psychopharmacologic management are provided to individuals with mental health problems on an appointment basis. These individuals are typically not in need of more intense hospital services or ongoing daily monitoring to prevent deterioration of their mental health. This service is provided through a certified clinic that provides comprehensive professional services by psychiatrists, psychologists, and master level therapists. Medicaid state funding provides the non-federal share of these services in clinic or institutional settings, and counties provide the match to federal financial participation (FFP) for intensive outpatient mental health services provided in a home or community setting. Psychologists and psychiatrists also provide these services in independent private practice. As of 2010, 837 public and private clinics are certified by the state and provide services to over 70,000 individuals in the public mental health system annually, in addition to thousands of persons who are not in the public system.  Additionally, new standards for outpatient mental health clinics, ch. DHS 35, were adopted by DHS and sent to the Legislative Reference Bureau (LRB) on January 29, 2009.  The effective date of the rule was June 1, 2009.*  A copy of the official published version of the rule may be found at http//ww.legis.state.wi.us/rsb/code/dhs/dhs035.pdf .
*For more information on revision of the outpatient rule, see the "New Developments and Issues" section within this Adult Plan.

Community Support Programs

A CSP is a coordinated care and treatment program providing a range of treatment, rehabilitation, and support services in the community through an identified treatment program and staff ensuring ongoing therapeutic involvement and individualized treatment for persons with severe and persistent serious and persistent mental illnesses. The program uses an Assertive Community Treatment (ACT) model, which was developed at the Mendota Mental Health Institute in Wisconsin. The CSP Program has multi-disciplinary mental health staff organized as an accountable, mobile team. These teams function interchangeably to provide treatment, rehabilitation, crisis, and supportive services. CSPs serve persons who have a serious and persistent mental illness that affects both their ability to live independently in the community and to function in major life roles. 

The array of required treatment services available to CSP consumers include: case management; crisis intervention; symptom assessment; medication management and education; medication prescribing and monitoring; psychiatric evaluation and treatment; and family, individual or group psychotherapy. The required array of rehabilitation services available to CSP consumers includes: vocational assessment; job development and vocational supportive counseling; social and recreational skill training; supportive housing and individualized support; and training and assistance in all activities of daily living. 

The state provides funding for CSPs through community aids and Mental Health Block Grant (MHBG) funds. In addition, the Wisconsin legislature appropriates $1,000,000 state General Purpose Revenue (GPR) funds annually to improve access to CSPs using it to match federal funding for individuals eligible for Medicaid. 

The Division of Mental Health and Substance Abuse Services (DMHSAS) provides technical assistance to meet the criteria for CSP laid out in Administrative Rule DHS 63.  Some examples of service delivery development include: local systems change to provide for comprehensive access; a fluid continuum of care; revision of assessment and care plan processes and forms to assure they are recovery-based; processes that involve the consumer at all points in the process of creating a treatment plan; staff training in outcomes, trauma-informed treatment and recovery-based treatment; and, determining how outcomes for consumers and general quality service delivery will be measured at the local level.  

By June 2010, there were 76 CSPs in Wisconsin (see map on next page) which meet the standards for CSP certification established by the DHS.  In the past year, one CSP in Dane County and one in Marathon County merged with another CSP in their respective counties to lower the total from 78.  In CY 2009, CSPs served 5,466 persons.  Some counties are sharing CSPs as they do not have enough enrollees to provide an economy of scale to support the infrastructure needed for a CSP.  Of the eight counties remaining without a CSP, seven are rural counties. 

Comprehensive Community Services Benefit

The 2003-2005 state budget included authorization to expand the scope of psychosocial rehabilitation services that may be offered in Wisconsin under the Medicaid (MA) program.  A new psycho-social rehabilitation program known as the Comprehensive Community Services benefit (CCS) was designed in a collaborative effort between the Divisions of Mental Health and Substance Abuse and Health Care Access and Accountability working together with the advisory workgroup membership which included consumers, family members, county staff, advocates and Mental Health Council members.  

Comprehensive Community Services (CCS) benefits complement those provided by existing CSPs by offering a flexible array of services to a broader group of consumers than CSPs serve.  CCS programs 
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emphasize a broad range of flexible, consumer-centered, recovery-oriented psychosocial services to children, adults and older adults whose psychosocial needs require more than outpatient therapy, but less than the level of services provided by CSPs.  CCS programs are designed to serve consumers across the lifespan who experience functional deficits as the result of mental health and/or substance related disorders.  The number of consumers who are served varies from county to county, depending upon a variety of factors, the greatest of which is likely the make up of the general population of the county.  

Starting in 2006, the DMHSAS began providing start-up funds for counties to establish new CCS programs. The DMHSAS used State funding originally intended as start-up funds for CSPs (as described previously) and mental health block grant funds.  Start-up funds are used to provide to training regarding the provision of recovery-based services, system transformation and development of ongoing quality improvement activities.   Start-up funds are also used to provide reimbursement for consumers involved in the coordination committee’s participation in the development of the CCS program.  Start-up funds also support a temporary increase in staff time available to do program development activities needed to prepare an application for certification of the CCS program.

These one-year grants focus upon the completion of outcomes that guide the counties or tribes through the tasks and decision-making activities necessary for the system change to support CCS program development and a recovery-oriented system.   Some examples of transformational requirements of CCS include:  a coordinating (advisory) committee with significant consumer involvement; development of an integrated mental health and substance abuse service array to provide comprehensive services across the lifespan; recovery-based, person-centered assessment and service planning processes; staff training in recovery principles; consumer focused outcomes and quality improvement initiatives.  Certified CCS programs may be partially funded by MA with the county providing the non-federal share.  These programs may also coordinate with other existing funding sources and other agencies that are involved with a consumer.

To date, 30 counties have received certification through the Division of Quality Assurance (DQA) (see map on next page). Milwaukee decided not to operate a CCS program after they were certified.  State staff will continue to provide training and technical assistance to these counties, as well as provide assistance to other counties that have expressed an interest in becoming certified. Wisconsin employs both a full-time staff person to provide training and technical assistance to currently certified counties and for counties and tribes seeking certification approval assistance.

The Community Options Program

This Wisconsin program provides home and community-based services to those persons who are seeking or are at imminent risk of placement in a nursing home.  The Community Options Program (COP) may be combined with MA card funded services to provide comprehensive and individualized care and to provide a safe, consumer-controlled alternative for individuals to live in their communities.

Based on consumer's needs, strengths and resources, Community Options provides services, equipment or aids which allow individuals to live safely, with dignity and respect in the community.  Some examples include home modification, respite care, adaptive equipment, financial counseling, care management, communication aids, home health care, residential services, personal care, and housekeeping.  The COP funding target populations are elderly, persons with physical disabilities, persons with developmental disabilities, persons with serious and persistent mental illness (SMI), and persons with alcohol and/or drug abuse. State funding is provided for initial screening and assessment, preparation of case plans and
[image: image1.emf]

treatment services. Slots for persons with mental health needs are very limited.  As reported for 2007, the COP served a total of 28,430 persons across the state including 1,102 persons with a serious and persistent mental illness, or 3.9 percent of the total population served through COP.  This is a decrease from 2006, in which COP served 27,857 persons of which 5.2 percent had a serious and persistent mental illness.  A total of $11,492,324 was spent on the SMI population in 2007. It should be noted that this represents 21 percent of the total COP-regular budget. (These numbers may not reflect the children who are autistic or seriously emotionally disturbed or the Family Care population.)

Wisconsin Refugee Mental Health Program (RMHP)

The RMHP has been funded up until January 1, 2009 through a competitive grant from the Office of Refugee Resettlement (ORR) and is administered through the Bureau of Migrant, Refugee, and Labor Services (BMRLS).  BMRLS contracted with counties, private mental health agencies, and refugee resettlement agencies to provide culturally and linguistically competent mental health services.  Refugee groups served through the grant included:  Hmong, Africans, Bosnians, Croatians, Serbians, Burmese, Middle Easterners including Palestinians, Afghans, Russians (and those from other former Russian territories, Iraqis and others.  The three primary goals of the program were:

1. Bilingual and bicultural clinical services;

2. Community education and outreach; and

3. Integration of services through consultation and in-service training to mental health staff at large.

Eligibility for services included being a refugee, having asylum status or being a victim of human trafficking.  Enrollment was not based on income and insurance is not required.  Services available included:

· Psychiatric evaluation and medication management

· Mental health and substance abuse counseling

· Support groups

· Case management

· Parenting assistance

· Translation

· In-home therapy to remove transportation barriers

· A holistic approach to services including meeting transportation, food and rental assistance and services for the whole family

As of January 2009, federal funding ended for the five regional mental health programs.  There are ongoing efforts to retain trained and licensed bilingual staff.  Refugee homicides and suicides continue to increase for both older adults and youth.  In June of 2009, BMRLS received a $102,110 grant to produce a mental health screening tool (TOOL) for refugees.  The goal of TOOL is to help reduce refugees on the Foodshare caseload by identifying refugees with mental health needs, and referring them for screening and treatment.  Expected outcomes for the initiative include development of TOOL, training case managers, and the implementation of TOOL.  Sebastian Family Psychology is the lead agency working with all refugee mental health programs.

Services for Persons Residing in Nursing Homes
The primary data set that provides information regarding the number of nursing home residents who have a severe mental illness is the Pre-admission Screening and Resident Review (PASRR) process.  In 2009, the contracted PASRR agency completed 8,079 screens for persons who have a severe mental illness.  Three (<0.1 percent) of the persons screened were determined not to need nursing facility placement and 320 (4.0 percent) of the persons screened were found to need specialized psychiatric rehabilitation services, which are services necessary to reduce the person’s psychiatric symptoms and increase the person’s level of independent functioning.  82.6 percent of the screens were for persons ages 65 and older and 74.9 percent of all the screens found that the person has a severe medical condition or severe cognitive losses.

In 2008, the contracted PASRR agency completed 7,940 screens for persons who have a severe mental illness.  Four (<0.1 percent) of the persons screened were determined not to need nursing facility placement and 360 (4.5 percent) of the persons screened were found to need specialized psychiatric rehabilitation services.  82.9 percent of the screens were for persons ages 65 and older and 75.6 percent of all the screens found that the person has a severe medical condition or severe cognitive losses.  During both 2008 and 2009, no persons who resided in a Medicaid-certified nursing facility at the time of the PASRR Level II Screen were found to require specialized services, a level of services comparable to requiring inpatient psychiatric hospitalization.  A SFY 2009 cost for 8,121 PASARR Level II screens was $1,690,062.

As of September 1, 2004, Milwaukee County Behavioral Health Complex (MCBHC) no longer was identified as a nursing facility/IMD.  With the change in licensure of MCBHC there now are only 110 nursing facility/IMD beds in the state.

Nursing Home Relocation Planning 

Wisconsin received two grants from the Centers for Medicare and Medicaid Services; a Real Choice Systems Grant and a New Freedom Initiative Grant.  The DMHSAS has identified key nursing facilities that have significant numbers of residents with mental health diagnosis and that have expressed willingness to jointly plan with county staff for community placement.  One goal is to ensure that the system incorporates best practice models that include comprehensive, recovery-based assessment and planning.  Relocation involvement at the time of facility closure or downsizing is also actively pursued as a time to provide technical assistance regarding community placement options.  

The Community Opportunities and Recovery (COR) is a relocation waiver for people living with serious and persistent mental illness and a co-occurring physical disability in a nursing home and want to move to the community.  The Department notified the Centers for Medicare and Medicaid Services (CMS) that they would not reapply for COR waiver in 2010.  Instead, the COR waiver will be terminated by April 30, 2010. Only five individuals, all Dane County residents, were participating in the program.  The state’s transition plan included the individuals transferring to the CIP II – Nursing Home Relocation Waiver. This provided a seamless transfer and all five individuals were able to remain in their residential settings and continue with their COR service providers.  

 In January 2007, the Department was awarded a federal "Money Follows the Person" (MFP) Medicaid grant to support rebalancing of the long-term care system through further relocations from institutions to the community.  Starting October 2007 and continuing to October 2011, the federal government will pay an enhance matching rate higher than the standard Medicaid matching rate for the costs of certain relocated individuals during their first year in the community.  The Money Follows the Person federal grant will help sustain the momentum for Wisconsin's relocation initiatives.

Institutional and Inpatient Services 
The Wisconsin public mental health system recognizes the need for people with serious and persistent serious and persistent mental illness to live in and receive mental health services in their community. The community mental health system strives to provide an array of services to the consumer to reduce the need for inpatient treatment and reduce the disruption caused to the consumer and family by hospitalization. Discharge planning and aftercare service system coordination with the community mental health system are required to be initiated on the day of the consumer’s admission, and are key to keeping the length of the hospital stay to a minimum; assuring minimal re-admission and promoting recovery.

Psychiatric hospitalization in Wisconsin occurs in the following five settings: state mental health institutions, county mental hospitals, two veteran's administration hospitals, private psychiatric hospitals, and general medical/surgical hospitals. DMHSAS has administrative management of the two state mental health institutes:  Mendota Mental Health Institute in Madison and the Winnebago Mental Health Institute in Winnebago. These facilities provide specialized, acute treatment to children/ adolescents, adults, older adults and forensic mental health consumers with the long-term goal of reintegration into the community. The institutions provide training and consultation as requested to community-based programs.

Counties have a general statutory responsibility and a fiscal incentive to provide comprehensive community programs. If a client between the ages of 22 and 65 is admitted to a private or state psychiatric hospital, then MA reimbursement is not available, therefore the county is responsible for paying for an indigent patient’s care in that facility. If a county uses inpatient facilities extensively, it will be expensive. In contrast, if a county chooses to develop CCS or CSP for its adult residents with severe and persistent serious and persistent mental illness, then it may use saved inpatient dollars for community services. 
Table 8 outlines the trends in the average length of stay of patients who have a mental disease or disorder of all ages by funding source for all Wisconsin hospitals (general and psychiatric).  It should be noted that the data for the categories of self-pay and other/unknown are based on small numbers of persons compared to the other payer categories (e.g., the 42.75 days for those "other" payers in 2001). Therefore, outliers in the data tend to skew the average length of stay.  The overall data trend for all Wisconsin hospitals generally portrays a sustained drop in the average length of stay throughout the ten-year period. 
There are several factors that likely will result in a decreased use of inpatient hospitalization by counties in 2010 and 2011:

1.
Until June 29, 2009, law enforcement officers could independently determine that a person should be taken into custody under an emergency detention.  2009 Wisconsin Act 28 added a requirement that the county human services department must approve each emergency detention.

Table 8

Wisconsin Hospitals - Average* Length of Stay (LOS)  

	Payer
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007

	Medicare
	13.26
	12.02
	12.04
	12.55
	12.49
	11.87
	9.62
	9.37
	8.11
	11.2
	10.85

	Medicaid
	15.88
	15.99
	13.65
	12.18
	11.25
	9.94
	12.29
	12.41
	11.22
	7.73
	7.46

	Other Govt.
	30.25
	19.6
	8.91
	6.97
	5.73
	5.91
	26.49
	30.17
	6.60
	5.27
	5.17

	Private Ins.
	6.73
	6.75
	8.5
	8.22
	8.81
	10.04
	5.85
	5.97
	5.51
	6.15
	6.21

	Self Pay
	8.95
	8.31
	27.65
	24.17
	16.2
	16.94
	7.97
	6.15
	6.66
	20.29
	18.37

	Oth/Unk
	5.15
	N/A
	9.45
	5.86
	42.75
	8.02
	19.81
	33.89
	21.15
	6.8
	6.30

	TOTAL LOS
	12.15
	11.74
	11.82
	11.24
	10.70
	10.75
	10.39
	11.25
	9.47
	9.15
	8.90


Source: March 2009 - Bureau of Health Information, Division of Health Care Access and Accountability

*The total average LOS cannot be computed by averaging each column of figures due to variance in the number of people in each category.


County human services department are taking this opportunity to determine if the person’s needs 
could be met in a community setting rather than through emergency detention.

2.
2009 Wisconsin Act 28 makes counties responsible for the matching funds portion of Medicaid reimbursement for admissions of children (under age 22) and elders (age 65+) to either of the two state mental health institutions.  This statutory change provides an additional incentive to counties to use the least restrictive placement consistent with the child’s or elder’s needs.

3.
The bureau started a Mental Health Collaborative Project to reduce readmission rates to psychiatric hospital units within nine counties.  The Network for Improvement of Addiction Treatment (NIATx) at the University of Wisconsin is consulting with the counties on quality improvement techniques to help reduce readmissions.  NIATx is a pioneering improvement collaborative that works with substance abuse and behavioral health organizations across the country.  Many of the counties are working on improvements in the discharge planning process and the transfer to community providers (e.g., outpatient mental health clinic), such as making a follow-up call two days after the hospital discharge to ensure that the person has an appointment with the community provider, has filled the prescription given to the person by the discharging hospital, etc.

State Mental Health Hospitals’ Bed Capacity and Use

Chart 1 shows the number of “staffed” beds for the state’s two mental health hospitals and Chart 2 shows the average daily census at the two state hospitals. Table 9 shows the data for these two charts. As the average number of “staffed” inpatient beds has decreased in the last 10 years (Chart 1), the average daily census has remained stable (Table 9) indicating a more efficient use of the inpatient beds in the state.  The state plans to work towards further reduction in the use of these hospitals particularly for children through the hospital diversion program. Both children’s staffed state psychiatric inpatient beds and inpatient utilization have steadily decreased since 1995.

Need to update data, table 9 and charts 1 through 5--Dan Z.

Table 9 does not indicate a significant reduction in the use of state-owned hospital beds for adults, but it does indicate that children's beds were reduced by 20 in 2008.   The utilization rate is low for a state population of over 5.5 million persons. This is because there has been a decrease in private general psychiatric beds throughout Wisconsin causing inpatient bed shortages due to current economic short falls, staff reallocations, and shortages in the workforce. Other challenges center around the point at which the reduction of inpatient psychiatric beds becomes a negative factor on the ability of a comprehensive community-based system to provide timely and age appropriate access to consumers across the life span. A delay in access to inpatient services can mean that the severity and duration of the illness may be increased, a longer hospital stay is required, and there is greater demand for specialized mental health services, medications and other health care treatment.

Comparing length of average stay (LOS) between all Wisconsin Hospitals and the State Mental Health Institutes reflects some differences between payer types.  In Chart 4, over the past five years in Wisconsin hospitals, the average LOS decreased slightly for Medicaid recipients from 11 to 10 with and decreased slightly for Medicare recipients from 11 to 10 days.  Also, in Wisconsin hospitals there was a notable spike in the average LOS for other payer types at 35 days between 2004 and 2005.    For the Mental Health Institutes, Medicaid and Badger Care recipients' average LOS went down from 50 days to 30 days.  Notably, Medicare recipients had an average LOS of 130 days in 2004 and decreased by about ½ in 2007.  Generally, the average LOS tended to be higher for the State Mental Health Institutes than in all Wisconsin hospitals.

Chart 5 provides the number of psychiatric beds in Wisconsin hospitals in 2009.  In 2009, the number of psychiatric beds available is 2045, the number staffed is 1631, and the average daily census for psychiatric beds in Wisconsin hospitals is 1103.  As of June 2009, there are 4,776 beds in 414 community-based residential facilities, and 1,937 beds in 501 state licensed adult family homes that potentially could serve persons who have a mental illness. 
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Chart 3
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Chart 4
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Chart 5
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This information is drawn from responses to the 2007 Annual Survey of Hospitals and the Fiscal Year 2007 Hospital Fiscal Survey, and represents each hospital's pages from the Guide to Wisconsin Hospitals, Fiscal Year 2007, Wisconsin Hospital Association Information Center, and 2009 data from the Division of Quality Assurance.

Sample Size:  50 hospitals (including the SMHIs)

Note: Some of the hospitals that report beds staffed and avg. census do not have a separate, distinct AODA or psych unit.

Table 9:

State-operated Psychiatric Inpatient Hospital Utilization (Average Daily Census)
(State Fiscal Year 1998-2008)

	State Psychiatric Inpatient Hospital Beds (staffed) – State Fiscal Year 1998-2008

	
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	2008

	Adult Forensic
	326
	326
	322
	306
	301
	301
	301
	301
	298
	298
	298

	Adult Psych
	91
	91
	91
	85
	109
	109
	105
	104
	107
	107
	107

	Child Psych
	125
	125
	125
	127
	94
	84
	84
	94
	84
	84
	64

	Substance Abuse
	25
	25
	25
	37
	37
	37
	37
	37
	37
	37
	37

	Total
	563
	563
	563
	555
	541
	531
	527
	536
	526
	526
	506


DMHSAS INFORMATION (2008)

	State Psychiatric Inpatient Hospital Utilization (Average Daily Census) – State Fiscal Year 1998-2008

	
	1998
	1999
	2000
	2001
	2002
	2003
	2004
	2005
	2006
	2007
	2008

	Adult Forensic
	283
	285
	283.1
	293.1
	294.6
	296
	298.3
	288
	290.8
	290.6
	284.7

	Adult Psych
	75
	84
	84.3
	86.4
	93.4
	103
	89.9
	99.7
	106.6
	102.4
	111.0

	Child Psych
	96
	97
	97.1
	104.7
	85.5
	70.6
	75.2
	71.9
	67.1
	68.3
	53.4

	Substance Abuse
	20
	34
	33.7
	32.6
	33.4
	35.0
	34.5
	34.9
	32.8
	32.3
	29.0

	Total
	484
	500
	498.2
	516.8
	506.9
	504.6
	497.9
	494.5
	497.3
	493.6
	478.1


DMHSAS INFORMATION (2008)

Employment Services

Peer Specialist Development

With funding from the Medicaid Infrastructure Grant (MIG) given to the Department by CMS, the Division has partnered with a local Independent Living Center, Access to Independence, Inc or ATI,  to hire a Peer Specialist Coordinator. This position has assisted the Department in creating a Certification structure in Wisconsin to ensure that Peer Specialists meet CMS standards for Medicaid billing in the major community programs in Wisconsin. Capacity and authority to hire for Peer Specialist roles already exists for the Crisis Programs, CCS and CSP although not always indentified that way within billing structures (i.e. Mental Health Technicians in CSP). What was lacking was a job description, competencies and approved training to ensure quality Peer Specialists in Wisconsin programs. In 2007 a consumer/advocate committee of the Recovery Implementation Task Force was created to be the guiding force in the development of  the Peer Specialist program., A general Wisconsin job description and competencies were developed and approved in 2008.  In 2009, this committee partnered with ATI, UW Madison and UW Milwaukee in the development and validation of a competency based exam as well as the certification structure.  As of January 2010, the exam went live and Wisconsin began certifying Peer Specialists- this certification of completion states that the participant successfully completed approved training as well as successfully completed the exam.  The Peer Specialist Certification exam is offered in eight regions of the state on a quarterly basis.  June 9th, 2010 marked the 3rd exam in 2010.
Employment Services for Adults

Adults with serious and persistent mental illness in Wisconsin meet their employment need in a variety of ways, but not always with success. Many individuals seek employment on their own. Others use mainstream services such as temporary employment agencies or the services of the state’s network of over 60 job centers funded under the Workforce Investment Act. While these avenues may result in securing employment, some individuals with serious and persistent mental illness may have difficulty maintaining employment due to job stress and variations in the status of their disorder.

The Department of Workforce Development (DWD) as the primary agency responsible for employment services has received funds from the Recovery and Reinvestment Act.  Guidelines for the use of these funds have not yet been received for all DWD Divisions.  The Division of Vocational Rehabilitation (DVR) anticipates receiving approximately ten million dollars to be allocated within two years.  DVR is planning to utilize American Recovery and Reinvestment Act (ARRA) funds to make DVR services available to more consumers who have been waitlisted, and to possibly provide employment to individuals who will provide vocational rehabilitation services.  DVR is currently using ARRA funds to support DVR consumers in:

1. LTE Internships with State Agencies - DVR pays 100 percent of the salary for up to six months with the possibility of an extension.  Forty-four DVR consumers statewide are participating in ARRA Funded Internships

2. On-the-Job Training (OJT) with Private Employers - DVR pays 50 percent of the salary for up to three months to employers who offer DVR consumers permanent employment.  Three hundred thirty-seven DVR consumers statewide are participating in ARRA funded OJTs.

In January 2009, DVR had sufficient funding to invest in employment plan services for an average of 12,373 individuals on a daily basis.  At the end of February 2009, the Division had more than 6,400 eligible applicants waitlisted for DVR services.  By July 2010, DVR projects building their caseload from the current level of 12,400 to a daily average service capacity of 14,656 individuals.  This is an increase of more than 2,250 individuals a day receiving DVR services.

DVR’s purpose is to assist all persons with disabilities regardless of the type of disability to achieve their employment goals by removing barriers to their full employment. With this clear statement of financial support for our work from these federal funds, DVR will be able to provide employment services to people who would otherwise need to remain on a waitlist for much longer.

Additionally, DVR in partnership with DHS Mental Health applied and received a Johnson and Johnson Dartmouth Community Mental Health grant.  This grant will allow Wisconsin to use an Individual Place and Support (IPS) model that incorporates employment into a treatment component and focus with people that have severe mental illness. The grant began on April 1st 2010 and will end in 2014. DHS will act as the fiscal agent for the $280,000 grant allowing for training and systems change. 

A large number of mental health consumers receive long-term employment supports via CSP, CCS and community rehabilitation programs around the state. These day services, sheltered employment, supported employment and other community employment programs are funded by a combination of state and private funding sources. While long-term supports may increase the employment success rate for persons with chronic and persistent mental health conditions, there may be a wait list for this level of support in some counties.

Employment options for persons with serious and persistent serious and persistent mental illness can be challenging. The complexities of eligibility, fragmentation of services and sources of information around work, earned income, and access to critical health care supports (see description the Medicaid Purchase Plan below), have traditionally made employment outcomes poor for citizens with disabilities. Wisconsin offers a number of programs designed to help people with disabilities, including serious and persistent mental illness, seek and retain employment.
Disability Program Navigators  

Disability Program Navigators is a program offered in Wisconsin and funded through the federal Department of Labor and the Social Security Administration. The program assists persons with disabilities (including serious and persistent mental illness) to access and navigate the complex provisions of various programs that impact their ability to gain, return to, or retain employment.  They develop linkages and collaborate on an ongoing basis with employers to facilitate job placements for persons with disabilities.  Navigators work to facilitate youth transitioning (aging out) from schools to secure employment and economic self-sufficiency through schools and the Cooperative Educational Services Areas (CESAs). They also serve as a resource to businesses to expand workplace opportunities for persons with disabilities to enter and remain in the workplace. There are Disability Navigators working in a limited number of counties in the state and they are of racially diverse backgrounds (Hmong, African American, and Native American).   

The Navigators have partnered with Wisconsin United for Mental Health to offer a train the trainer opportunity for Navigators to increase understanding and awareness of stigma and discrimination as it impacts adult mental health consumers, adolescents/youth and their families, as the youth transition into the workforce and schools with a focus in rural and major urban areas. 

Wisconsin Pathways to Independence 

Wisconsin Pathways to Independence (WPTI) is a partnership between people with disabilities, business and government.  It is a collection of federal grant and state funded projects within the DHS Office for Independence and Employment (OIE).   The many and varied array of Pathways projects include development of employment related community resources and leadership, integration of employment goals and services in long-term care programming, support for work incentive benefits counseling, dissemination of employment support information and basic employment policy research, alternative policy development and evaluation. 

WPTI partners with community-based support providers around the state including CSPs, clubhouses for individuals living with serious and persistent mental illness, Independent Living Centers, county human service agencies, developmental disability advocacy agencies, the Departments of Public Instruction and Workforce Development among others.  Examples of projects involving individuals with serious and persistent serious and persistent mental illness include capacity building of person-centered approaches to employment services, incorporating employment and benefits counseling training and information into existing consumer-driven support systems at the grassroots level, directly engaging individuals with serious and persistent mental illness in project planning and advisory capacities.  

The Social Security Administration has granted WPTI demonstration authority that permits selected participants to earn over the usual limit of the Social Security disability program.  Twenty-two community agencies around the state began enrollment in this waiver starting late summer 2005, with four of these agencies serving primarily people with severe and persistent serious and persistent mental illness.  In addition, 14 of the other agencies actively work with individuals living with serious and persistent mental illness.   As of 2010 participants continue in the demonstration although the community agencies no longer are under contract to provide services.  However, the agencies continue to provide follow along benefits counseling services as needed that are funded by OIE through the Medicaid Infrastructure Grant.  Also, participants are referred to the appropriate employment supports as needed by OIE staff and the community agencies.  

Wisconsin, using grant funds allocated to OIE, is involved in professionalizing Peer Specialists by developing a certification exam and process and a professional association of Peer Specialists, and implementing evidence based practices in supported employment for people with serious and persistent mental illness throughout the state.   The peer mentors are trained, certified and work closely with their peers in the process of recovery through employment.  A new effort in Wisconsin has been established between the Department of Instruction and the Wisconsin Technical College System to train individuals with behavior disorder diagnosis in specialized employment fields, while they are in high school.  The intent is to improve graduation rate and secure employment prior to the time that they might have more significant symptoms so that they are less likely to need benefits.

Paths to Employment Resource Center (PERC)

The mission of PERC is to provide education, technical assistance, research, and resources to promote choice; increase integrated employment options; and expand opportunities for persons with disabilities to earn income and fully participate in community life.  PERC project partners include:  UW Madison Department of Rehabilitation Psychology and Special Education; UW Stout Vocational Rehabilitation Institute (SVRI); Employment Resources, Inc. (ERI); and the Department of Health Services (DHS), until 2011.  PERC is funded through DHS in the Division of Long Term Care, Bureau of Aging and Disability and the Office of Independence and Employment.  The program primarily serves:

· People with disabilities and families

· Family Care:  Managed Care Organizations, Aging and Disability Resource Centers, and Include, Respect, I Self-Direct (IRIS) and county long term care agencies

· Community employment providers

· Partners (DVR, Public Instruction/transition, Independent Living Centers, and the university/technical college systems)

PERC will provide evidence-based training by state and national experts in a variety of formats including face-to-face, remote-live, remote self-paced and facilitated distance learning.  Training is provided on programs such as the Medical Assistance Purchase Plan (MAPP).  MAPP will be the first course to be piloted through the program in March of 2010.  Through virtual learning, the program will provide information in a time saving and cost effective manner, support the long term viability of the program through a pre-recorded training curriculum, and permit the real-time assessment of student learning.  PERC is currently developing a website that will provide easy access to integrated employment services/supports, and information and contacts that are presented in an accessible, searchable format.

Housing Services

In Wisconsin, the goal is to affirm the right of consumers with serious and persistent mental illness to have safe, decent, affordable housing and choice in selecting a residence in their community. Decent, safe, affordable housing is a cornerstone for anyone struggling to be self-sufficient. Federally-financed HUD programs, administered by the Department of Commerce, Bureau of Supportive Housing, provide the majority of supportive housing programs in Wisconsin.  Along with the housing services provided by the Department of Commerce, over 200 other public housing agencies, independent of the State, operate in Wisconsin.   Supportive housing has proven to help people who face the most complex challenges (individuals who have serious, persistent issues that may include serious and persistent mental illness, substance use, and HIV/AIDS, as well as very low incomes). Without a stable place to live, and a support system to help them address underlying problems, people may bounce from one emergency system to another. According to a recent study by the University of Pennsylvania Center for Mental Health Policy and Services Research, it costs less to house someone in stable, supportive housing than it does to keep that person homeless and stuck in the revolving door of high cost crisis care and emergency housing. 

HUD funds several levels of supportive housing including Safe Havens, Transitional Housing, and Shelter Plus Care. Safe Havens provide a soft entry refuge for people who are unable or unwilling to immediately engage in supportive services. They provide a 24-hour a day residence, of unspecified duration, where people can feel at ease, out of danger, and subject to no immediate service demands. They serve as a portal of entry to basic services such as food, clothing, bathing facilities, telephones, storage space, and a mailing address. 

There are HUD-Supportive Housing program funded Transitional and Permanent Housing programs in both urban and rural communities across the state. This type of supportive housing is used to facilitate movement of homeless individuals and families to permanent housing and to assist them in maintaining their housing. They may live in transitional housing for up to 24 months and receive supportive services such as case management, outpatient health services, employment assistance, nutritional counseling, child care, assistance in getting permanent housing, and help in accessing other types of assistance.  Permanent housing provides for affordable living arrangements with supportive services necessary to assist the resident in maintaining their living arrangement.

Shelter Plus Care is another HUD-funded program. It provides rental assistance for hard to serve homeless individuals with disabilities, in connection with services funded from sources outside of the program. Milwaukee, Dane, Racine and Rock County have Shelter Plus Care programs. Shelter Plus Care is “permanent housing,” and the rental assistance is available to the participants on an ongoing basis as long as an amount of services, equal to the amount of rental assistance, is provided from other sources.

HUD provides Supportive Housing dollars to fund seven innovative, permanent supportive housing projects that serve individuals who have serious and persistent mental illness or HIV/AIDS. The Department of Commerce has initiated three projects following the Shelter Plus Care model using HUD HOME Tenant Based Rental Assistance funds. The first of these projects is in La Crosse where the Coulee CAP organization has secured matching services from the La Crosse County CSP. The other two projects are in Rock County and Brown County, respectively, and have a commitment by the area Community Support Programs to provide reliable matching supportive services.  In 2007, the Waukesha Housing Authority applied for funds to support an additional Shelter Plus Care program, to address housing needs in the Waukesha area.

Projects for Assistance in Transition from Homelessness  

Projects for Assistance in Transition from Homelessness (PATH) funding continues to be administered through The Department of Commerce, Division of Housing and Community Development, Bureau of Supportive Housing. Also continuing is a Memorandum of Understanding between DHS and the Department of Commerce that contains assurances that DHS will continue to provide mental health and substance abuse services for individuals who are homeless. 

Individuals who are homeless and have mental illness may be very difficult to engage so the primary focus for PATH funded programs is outreach, engagement, and connection to the full array of “mainstream" services available in a community. Because of the nature of homelessness, consumers need a wide range of different services plus housing. The essential services provided with PATH funding include outreach, screening and diagnostic treatment, community mental health services, case management, alcohol or drug treatment, habilitation and rehabilitation, supportive and supervisory services in residential settings, and referrals to other needed services. Programs can also use PATH money to fund limited housing assistance such as security deposits or one-time rent payments to prevent eviction. All of the PATH funded programs use a “housing first” approach encouraged by advocacy groups and validated by research. With the help of the HUD funding, where available, PATH participants are able to choose their housing first, and then receive other supportive services. 

For FFY 2009 – 2010, the federal Projects for Assistance in Transition from Homelessness (PATH), administered by the Department of Commerce, provided funding to seven programs in areas of the state with some of the largest populations of people who have SMI and are homeless. These programs include: Health Care for the Homeless, serving Milwaukee County; Tellurian, UCAN, serving Dane County; Rock County Human Services, serving Rock County; the Emergency Shelter of the Fox Valley, serving Outagamie County and Hebron House of Hospitality in Waukesha County.  Added this year were HALO, Inc in Racine County and New Community Shelter in Brown County. These seven agencies had contact and provided services to nearly 3000 individuals who were homeless and had serious and persistent mental illness. 
PATH funds were also be used to provide training on the Social Security application process. The majority of individuals who have serious and persistent mental illness and are homeless are likely to be eligible for Supplemental Social Security benefits and Medical Assistance; however the complex process of assembling the materials needed for a disability determination and the tendency of these people not to stay in one place very long often impedes simply having application submitted. Approval of an application is rare. 

PATH funds, combined with Mental Health Block Grant funds, ($74,000 for 2009) were provided to six agencies to expand the SSI/SSDI Outreach, Access and Recovery program.  The program currently in place in Waukesha Co. has proven to be very successful, with a success rate of approval of benefits for over 90 percent of the applicants on the first submission.

Educational Services
The provision of assistance, supports, and rehabilitation services to individuals to meet their educational goals (supported education) and ultimately their vocational goals should be a primary function of the community based psycho-social programs beyond outpatient services. Both the CSP and CCS programs have education as an assessment domain requirement.  Training has been available to staff on how to provide supported education services at the annual Vocational Services Conference. Practitioners who are experienced in provision of these services from within and outside of Wisconsin were trainers at this event. Individual case consultation has been available to programs participating in both CSPs/Division of Vocational Rehabilitation Pilots and the Pathways to Independence Projects. As previously stated, Disability Navigators are now working to facilitate youth transitioning (aging out) from schools to secure employment and economic self-sufficiency through schools and the CESAs.

Barriers to participation in educational experiences would be funding and accommodation issues. For individuals with very small incomes, participation would be dependent on funding from an outside source. The most common source of support would be from the DVR funding. However, this funding would be contingent upon the educational experience leading directly to employment. 

Substance Abuse Services

Wisconsin is one of the states with the highest prevalence of alcohol use in the United States.  Current use of alcohol among both youth and adults is the highest in the country.  Wisconsin has the highest prevalence of self-reported drinking and driving of any state in the nation.  Based on combined data for the years 2004-2006, an estimated 26 percent of current drivers age 18 and older in Wisconsin drove under the influence of alcohol in the past 12 months.  This was markedly higher than the percentage among all current drivers in the nation (15 percent).  As a whole, consumption patterns of illicit drugs in Wisconsin mirrored national trends with few exceptions. 

Screening, Brief Intervention, and Referral to Treatment (SBIRT)

The Wisconsin Initiative to Promote Healthy Lifestyles administered by the Department of Family Medicine in the School of Medicine and Public Health at the University of Wisconsin-Madison is Wisconsin's SBIRT program.  Many people engaging in risky and problem drinking and drug use can be helped by evidence-based, cost-effective Screening, Brief Intervention, and Referral to Treatment services. Studies show that SBIRT often identifies and effectively addresses risky behaviors before the problems get worse.

In Wisconsin, this service is being funded by SAMHSA through September 2011.  Since March 2007, the service has been offered to all patients 18 and older in participating primary care settings.  In January 2010, Medicaid, BadgerCare, and BadgerCare Plus all will reimburse for SBIRT services. 
· A Brief Screen, consisting of four brief questions on alcohol and drug use and additional questions on other health behaviors, is administered to each patient once a year as part of any health care visit. The screen identifies people who are at risk for alcohol and drug abuse even at an early stage.

· Patients who score positive meet with on-site health educators—who are trained and supported by WIPHL—to discuss their drinking or drug use and agree upon changes.

· This brief intervention consists of one to three consultations taking about 20 minutes each. For many patients, that service is enough to help them significantly decrease their alcohol and drug use, studies show.

· The health educator and patient may agree that a referral to treatment for more intensive care—outpatient or residential—is needed. Costs for treatment may be covered by WIPHL.

· WIPHL serves patients from a range of ethnic and socioeconomic backgrounds. Health educators are trained in cultural competence.

· The program uses motivational interviewing, in which patients are helped to identify and strengthen their own motivations for change. Counseling is nonjudgmental and respectful of the patient’s own degree of interest and readiness.

WIPHL staff have also obtained funding to research providing depression screening in primary care and offering motivational interviewing for those patients identified as at risk for depression and to refer for treatment services as appropriate. 

Intoxicated Driver Program
Since its enactment by the Legislature in 1982, DHS in partnership with the Department of Transportation (DOT), County agencies, law enforcement, Vocational-Technical schools, and local treatment centers, has reduced alcohol-related traffic crashes, injuries and deaths.  Over 35,400 adjudicated intoxicated drivers received assessments of their alcohol and other drug use under the Intoxicated Driver Program.  Of these, 17,450 received substance abuse treatment services from community programs. Data reported by the DOT show that 69 percent of convicted drivers complete their treatment-oriented driver safety plan and 86 percent do not re-offend during the five years following their arrest. The Intoxicated Driver Program is one of the Department’s most successful programs of intervention and treatment for substance use disorders.

Access to Recovery - Milwaukee
Wisconsin received in 2004 the first round of federal grant awards for Access to Recovery (ATR) for the creation of a voucher based system for substance abuse treatment.  The program, named Wiser Choice, offers every participant, after a full assessment, choices for providers and recovery support services.  Wisconsin also competed successfully for ATR II and received a new grant for an additional three years.  Federal ATR grants for round 2 will end September 30, 2010.  Wisconsin and Milwaukee intend to apply for ATR III which may require expansion to additional counties and a focus on the National Guard personnel returning from oversees duty.

ATR II funding totals $4,830,000 for each of three years.  The program is located in Milwaukee County with a focus on treating individuals re-entering the community from the Correctional system.  Milwaukee braids the funding for the program with other sources including federal block grant funds, TANF funds, community aids and tax levy.  The program is a major success and model for other states.  Over 4,000 individuals each year are assessed, enter into treatment and receive recovery support services such as transportation, child care, and temporary housing.  The program involves over 100 providers in Milwaukee including approximately 20 faith based organizations.  The program has demonstrated that for those individuals completing treatment, compared to those who do not receive or complete treatment, there is a much lower probability of committing a new crime or being revoked while on parole.  There is also a greater likelihood of finding employment and housing stability.  Since the inception of ATR/Wiser Choice, Milwaukee has also seen an increase in the number and percentage of individuals successfully completing treatment which is often the necessary condition for achieving other positive outcomes.

Medical and Dental Services

Medicaid is a federal/state program that pays health care providers to deliver essential health care and long-term care services to frail elderly, people with disabilities and low-income families with dependent children, and certain other children and pregnant women. Without Medicaid, these people would be unable to receive essential services or would receive uncompensated care. 

The Medicaid Assistance Purchase Plan (MAPP) offers people with disabilities who are working or interested in working the opportunity to buy health care coverage through the Wisconsin Medicaid Program. Depending on an individual’s income, a premium payment may be required for this health care coverage.

Under MAPP, participants:

· receive the same health benefits offered through the Medicaid (MA) Program;

· may earn more income, than another group of Medicaid (MA) recipients, without the risk of losing health care coverage; and

· are allowed increased personal and financial independence through saving opportunities, known as Independence Accounts. 

Access to dental services continues as an identified struggle for low-income consumers, as well as for those consumers and families who are MA recipients in the state. Dental care services received increased focus during contract negotiations with HMOs to increase access, as only a few HMOs cover dental services. This is a particular issue with detrimental health outcomes for adults with serious and persistent serious and persistent mental illness, due to the side effects of many psychotropic medications.

Support Services

Wisconsin embraces the value and practice that mental health services within the public mental health system must be consumer and/or family-driven, strength based and recovery-oriented. The contributions by and partnerships with mental health consumers and family members are essential to the transformation of the MH/AODA systems.  Statewide implementation efforts are striving to reach the goal of consumer and family member meaningful involvement at all levels of decision-making in policy development, planning, oversight, and evaluation.  Leading efforts with internal partners toward goal attainment is the “Consumer Relations Coordinator.” The current Consumer Coordinator brings widespread personal experience, knowledge of public and private mental health systems, recovery, and leadership experience. The overall position goal is to assist in recruitment, training, and support of a wide variety of consumer partners. Some of the many other roles and responsibilities include participating in internal DHS discussions as a key spokesperson, providing information and feedback regarding transformation of the systems, monitoring two consumer agency contracts and partnering externally with individual consumers and groups to conduct trainings.

Consumer Relations Coordinator

The Consumer Relations Coordinator is a key member and staff support to the Statewide Recovery Implementation Task Force, which is an advocate and consumer driven group of approximately 20 leaders from across the State. The Task Force meets every other month. Through a committee structure, the Recovery Implementation Task Force is instrumental in providing direction, feedback and guidance to the DMHSAS on issues related to both policy and program. All consumer participants are provided stipends and trainings, which offer learning opportunities to build upon their leadership skills to enhance full participation as meaningful partners in this state level task force. The committees of the Task Force include Inpatient Recovery, Evidence Based Practices, Peer Support / Peer Specialist and Transformation via CCS. 
Clubhouse programs

Clubhouse programs are an important part of Wisconsin’s consumer-driven services.  Clubhouse programs provide peer support, social interaction, vocational, recreational, and re-integration services. The Grand Avenue Club in Milwaukee, the Yahara House in Madison, the Harbor House in Racine, Spring City Corner Clubhouse in Waukesha, and the Community Corner House in Wausau are five clubhouses modeled after the Fountain House. Clubhouse programs are organized into units, in which members maintain the clubhouse by producing newsletters, maintenance and meal preparation, record keeping, and running retail stores.  

NAMI Wisconsin Consumer Council (NWCC)

The NAMI Wisconsin Consumer Council (NWCC) was formed in 2005. The NWCC is a committee of the NAMI Wisconsin Board of Directors and is exclusively comprised of consumers. The NWCC derives its organizational structure from the NAMI National Consumer Council. The NWCC Council holds consumer leadership summits and has an active membership. The NAMI Wisconsin Recovery Project maintains its own website, and writes a recovery-based section in each issue of the “Iris,” which is the bi-monthly newsletter. The Recovery Project operates a recovery-oriented lending library, speaker’s directory, and brings in national advocates for presentations to Wisconsin. NAMI Wisconsin maintains a toll-free information line for family members and consumers, advocacy services, a NAMI Wisconsin website, and outreach programs to underserved populations. NAMI Wisconsin is currently revising and updating its resource, "The Family and Consumer Resource Guide." NAMI Wisconsin provides NAMI national training programs, which include In Our Own Voice and additional programs designed for mental health consumers, programs for family members including Family to Family, and programs for professionals.

Independent Living Centers 

Eight Independent Living Centers (ILCs) serve mental health consumers and people with other disabilities throughout the State, see http://www.ilcw.org/partners.html.  Wisconsin ILCs are community-based, consumer-directed, not-for-profit organizations.  Independent Living Centers are nonresidential organizations serving persons of all ages.  Each of these centers provides:

· Information, assistance and referrals;

· Independent Living Skills Training;

· Cross-disability Peer Support;

· Individual and systems advocacy;

· Assistive Technology device loans; and 

· Other services to promote independent living of people with disabilities.

National Alliance on Mental Illness 

The National Alliance on Mental Illness (NAMI) Wisconsin, Inc. has offered support, education and advocacy to Wisconsin consumers and families for over twenty-five years.  NAMI Wisconsin is a grassroots organization with 34 affiliates serving an estimated 40 counties statewide and has membership of about 2,700. The organization represents mental health consumers, family members, mental health, and other professionals.  NAMI Wisconsin maintains a database with over 5,000 contacts statewide.  Individuals who self-identify as mental health consumers represent nearly 40 percent of the total NAMI Wisconsin membership.  NAMI Wisconsin promotes recovery principles and incorporates recovery principles into all of their trainings and programs.  The NAMI Wisconsin mission is to improve the quality of life of people affected by serious and persistent mental illnesses and to promote recovery.


Through NAMI Wisconsin and the network of local NAMI affiliates, over 15,000 contacts were made throughout the state providing support and education.  NAMI Wisconsin has focused on meeting the needs of veterans affected by mental illnesses and their families.  Veterans support groups and a Family-to-Family training specific to veteran families reached over 120 individuals.  

The NAMI Wisconsin Consumer Council (NWCC) comprised exclusively of consumers was formed in 2005. The NWCC Council planned consumer leadership summits.  In 2009, the summit topics were Person-centered Planning, Photovoice, and an interactive Health and Wellness Fair. The NWCC is also responsible for planning over 12 workshops at the annual NAMI conference.  
 
NAMI Wisconsin maintains a toll-free information line for family members and consumers, advocacy services and a NAMI Wisconsin website that includes education, advocacy, and service information.  NAMI Wisconsin provides NAMI national training programs, including In Our Own Voice, Family-to-Family, Peer-to-Peer, Support Group Facilitator training, NAMI Basics and NAMI Connection.   NAMI Basics is a family education program for families with young children with serious and persistent mental illness. In 2009 eight addition NAMI Basics teachers were added.  NAMI Connection is a new consumer support group model and is active and growing with 26 facilitators trained in 2009.  In Our Own Voice continues to be a positive education and anti stigma program reaching over 2100 community members in 2009.

NAMI Wisconsin intends to add two new local affiliates covering 6 counties in 2011.  Meeting the needs of veterans and their families is a continuing process with plans to expand veteran support groups and Family to Family classes for veteran families.  Outreach to under served population groups will be spearheaded by a workgroup of diverse family members, consumers and community leaders. 
Disability Rights Wisconsin 

Wisconsin’s protection and advocacy agency is Disability Rights Wisconsin (DRW), formerly the Wisconsin Coalition for Advocacy (WCA), which receives funding directly from the federal Center for Mental Health Services and from the DMHSAS allocation from the MHBG. The DRW is mandated to protect and advocate for the rights of individuals with serious and persistent mental illness and their families, and to investigate reports of abuse and neglect in facilities or community programs that provide care or treatment for individuals with serious and persistent mental illness. These facilities and programs, which may be public or private, include hospitals, nursing homes, community-based programs, educational settings, homeless shelters, jails, and prisons. The DRW provides individual advocacy services and conducts investigations throughout the state.  DRW provides systems advocacy on a wide range of rights and services issues and conducts training when requested for consumers, family members, mental health providers, attorneys, and the general public on issues relating to the rights of persons with serious and persistent mental illness, stigma, recovery, recovery-oriented services, trauma informed services, and access to appropriate services.  In 2009-10, DRW received $75,000 in MHBG funds annually to implement its protection and advocacy activities.

Grassroots Empowerment Project, Inc.

Grassroots Empowerment Project, Inc. (GEP) is a state-wide non-profit organization that is controlled and directed by mental health consumers. Its mission is “to create opportunities for people with serious and persistent mental illness to exercise power in their lives."  Ninety percent of the Board of Directors and 100 percent of the staff of GEP are persons with serious and persistent mental illness.  GEP is mostly funded with federal Mental Health Block Grant dollars.  GEP is receiving $211,876 from DHS in 2010.  In addition, they received private donations.  

In 2010, GEP provides services to 10 independent non-profit organizations that are at least 51 percent consumer controlled.  The services are designed to bring the vision of hope, resiliency, empowerment and recovery to consumers of mental health services in their local areas.  Services include peer support, education and skill development, individual and systems advocacy, outreach to underserved consumers, and building relationships with other mental health providers.

Stable Life

Stable Life is a non-profit organization that receives $283,399 from the MHBG in CY2010 to train 10 consumer-run organizations on organizational sustainability practices.  They provide technical assistance for fiscal management including how to strengthen and standardize bookkeeping systems to pay bills.  They set up financial and data collection systems to help organizations manage their funding and integrate the funds to help meet the organization’s goals.  Stable Life also helps organizations design a plan for securing ongoing funding to sustain the organization over time and funding sources fluctuate.  Organizations are also provided assistance in developing an organized and secure record-keeping system to help them maintain information required for non-profit organizations and for their funders.  Stable Life and GEP coordinate their activities to support consumer-run organizations across the state. 

Mental Health America of Wisconsin

Mental Health America of Wisconsin is the lead contracted agency for MHBG-funded prevention and early intervention activities.  MHA is one of 320 local affiliates of National Mental Health America.  The MHA of Wisconsin has 18 employees in three offices statewide with their primary office in Milwaukee.  The nonprofit organization is dedicated to helping all people live mentally healthier lives.  Their mission is to promote mental health, prevent mental disorders, and achieve victory over serious and persistent mental illness through advocacy, education, information, and support.

MHA is a leader in statewide suicide prevention efforts with an increased focus on suicide prevention across the life span.  MHA completed deliverables and suicide prevention activities for the Garrett Lee Smith Memorial Youth Suicide Prevention grant which occurred from 6/1/06 to 12/31/09.  MHA continues to lead coordination of the Suicide Prevention Initiative (SPI) in 2010 which meets every other month and MHA leads the SPI Steering Committee.  The SPI steering committee was developed as one of the priorities from the statewide suicide prevention summit held in 2009.  Other recommendations and actions for the SPI steering committee are to recruit key suicide prevention champions and decision leaders, to broaden and strengthen local coalitions and to reach out to counties that have no identified contact persons or agencies to lead local suicide prevention efforts.  A statewide suicide prevention logo and branding with public awareness activities is under development.  The suicide awareness promotion will be launched in September 2010 with a website that offers resources, information, and national links.  MHA coordinates suicide prevention trainings such as QPR (Question, Persuade, and Refer) and will maintain a database of trained leaders.    

Other priority areas for the MHA include mental health in the workplace, mental health and substance abuse insurance parity, continued collaboration in the New Day Coalition, which is a leading partnership on parity insurance issues, veterans and their families, stigma reduction, screening for depression within target groups (men, older persons, women who are postpartum) and promoting the integration of mental health and primary care.  MHA has addressed these areas in a variety of ways: symposia (June 2010- Warrior Summit focusing on military personnel and their families), presentations, maintaining a Resource Mental Health Guide for southeastern Wisconsin, and offering information on their website.  

Services Provided By Local School Systems Under The Individuals With Disabilities Education Act

Students with an emotional or behavioral disorder (EBD) are eligible for services under Individuals with Disabilities Education Act (IDEA). A continuum of educational placements is necessary to appropriately serve students who have an EBD. Some students who have an EBD are appropriately served in regular education classrooms with supplementary aids and services, while others may require self-contained or pullout programming for all or part of their school day. Wisconsin has a strong emphasis on developing positive behavior intervention plans as part of the IEP when the student's behavior impacts his/her learning or that of others. This requirement applies to some students who have an EBD. The emphasis is on positive interventions and strategies to address the behaviors of concern, and the plan should be based on the most recent evaluation results including information from a functional behavioral assessment.
Some Wisconsin state provisions are in addition to or differ from IDEA.  For example, local education agencies (LEAs) are required to conduct an evaluation of a child when referred by a parent or a teacher unless one was conducted within a year.  Within 15 business days of receiving a special education referral for evaluation or initiating a reevaluation, the LEA must send to the child's parents either a request for consent to evaluate the child or notice that the LEA has determined that no additional assessments are necessary. Additionally, state law conforms with federal law and requires that within 60 days after an LEA receives parental consent for an initial evaluation or sends the notice that no additional data are needed, the LEA must determine if the child is a child with a disability. The LEA must appoint an IEP team to make the eligibility determination.

In addition, Wisconsin schools require attention to a child’s specific special education needs.  LEAs are required to identify a child's particular area of impairment and the special education teacher who participates on IEP teams must have recent training or experience related to the child's known or suspected area of special education needs.


Case Management Services
As noted previously, case management is an integral part of Wisconsin's services. All of Wisconsin counties provide some level of case management for persons who have a serious and persistent mental illness.  Case management is a general approach to coordination of services from multiple systems of care for mental health consumers.

Targeted case management is a mechanism for coordinating and arranging services and is a covered service through Medicaid. It includes ensuring comprehensive assessment and regular reviews of assessment and recovery plans, follow-up and monitoring of referrals, coordination of services available at the local level, and coordination of crisis services. Each county provides case management, which is a linkage connecting individuals to services provided by multiple mental health, housing, or rehabilitation programs in the community. For MA recipients, counties may bill the MA program for targeted case management services, and the county provides the match to FFP from non-federal funds.

Services For Persons With Co-Occurring Substance Abuse/Mental Health Disorders 

DHS continues to seek out the latest research on treatment, prevention, and recovery, and to disseminate information to the substance abuse field for improvement in treatment outcomes.  DHS has partnered with the Prairie Lands Addiction Technology Transfer Center.  This partnership brings national experts to Wisconsin providers in teleconference training by researching and incorporating the latest science into its service delivery system. Wisconsin is working hard to support effective prevention and treatment programs by improving the use of evidence-based practices and putting resources behind them. Wisconsin has had an Access to Recovery grant program in Milwaukee called "WiserChoice."  This voucher program provides substance abuse treatment funding for use with evidence-based treatment and supportive services. This grant has brought $22 million federal dollars for services and facilitated a comprehensive substance abuse system which includes: a voucher based treatment provider network; recovery support; and faith based provider services.  The Department of Health Services continues to seek out additional federal and other resources to provide additional services.

DMHSAS is focusing efforts to provide increased education and outreach to providers on best-practice integrated treatment services.  The fifth DMHSAS-sponsored conference on integrated services was held in fall 2009.  All of the DMHSAS conferences since 2005 have had a track for professional development in integrated services.  Many county agencies are encouraging their mental health staff to obtain the substance abuse counselor specialty for community services and the Department of Regulation and Licensing and DMHSAS are working together to promote training for the specialty that is accessible and flexible.

The CCS benefit was designed to provide integrated mental health and substance abuse services.  County programs are just beginning to focus on developing their substance abuse services array.

Administrative Code Regarding Dual Diagnosis Services

DHS 75 is the Administrative Code for Community Substance Abuse Services Standards in Wisconsin.  These standards address concurrent treatment of both mental health and substance use disorders.  The code language states: “If a counselor identifies symptoms of a mental health disorder and trauma in the assessment process, the service shall refer the individual for a mental health assessment conducted by a mental health professional.”  In addition, the code provides that: “A mental health professional shall be available either as an employee of the service or through a written agreement to provide joint and concurrent services for the treatment of dually diagnosed patients.”  

In 2009, the percentage of adults served by the State Mental Health Authority (SMHA) who also have a diagnosis of substance abuse was 17 percent.  In the same year, the percentage of children served by the SMHA who also had a diagnosis of substance abuse was 3 percent.  These individuals are served through the county mental health system and tracked through the Human Services Reporting System (HSRS), therefore are only the proportion of individuals with dual diagnoses served through the state.

County-Based Dual Diagnosis Services

Wisconsin has a county-based system for the delivery of public mental health services.  In general, the mental health and substance abuse systems are run separately.  Many counties integrate mental health and substance abuse services, however.  Each county has its own model, ranging from dual certification of some of its providers to collaboration between mental health and substance abuse providers.  Some have programming in place specifically to address individuals with dual diagnoses, while others address each client on an individual basis and involve either type of clinician when indicated.  Below is a sampling of Wisconsin counties with descriptions of their approaches to addressing individuals with both mental health and substance abuse issues:

Lincoln, Langlade and Marathon Counties

Lincoln, Langlade and Marathon Counties have salaried staff that provide mental health and substance abuse services.  In Lincoln County, three of the six therapists on staff are currently dually certified, with one more scheduled to obtain dual certification by March of 2009.  The director of the mental health center is also dually certified.  The center's staff meetings are attended by all therapy staff with the psychiatrist and the director, which provides an opportunity to integrate treatment not only for substance abuse and mental health, but also for multiple family members.  The initial staffing issues/treatment recommendations and reviews are addressed in subsequent staffings.

Columbia County

Columbia County contracts with the Pauquette Center to provide mental health and substance abuse services for their clients.  In general, the Pauquette Center has both licensed mental health professionals and certified substance abuse counselors on staff.  The Pauquette Center utilizes a peer review style of supervision.  This allows clinicians to obtain consultation from providers with particular areas of expertise.  The approach the Center takes to delivering integrating services for individuals having co-existing issues includes:

· Treat both problems simultaneously.

· Assist the client in recognizing the connection between the mental health and the addiction problem.

· Recognize and use the similarity of techniques that can address issues such as depression and/or anxiety as well as addiction.

· Utilize a non-judgmental approach.

· Utilize a motivational-based treatment style.

· Recognize that certain medications should not be used with individuals with alcohol/drug issues.

· Monitor compliance with medication.

· Recognize that treatment is likely to be long-term, and assist the client in recognizing this fact.

· Consult closely with other providers the individual is working with.

Therapists at the Center assess clients for mental health, substance abuse and social service issues regardless of the reason given for referral.  A client history is taken, short and long term goals are established, and clients receive therapy and education to meet their goals.  Therapy may include some aspects of education regarding risks to personal and public safety (especially associated with substance use) and the short term and long term effects of substances on personal and family health.  Clients may also be referred to one of the agency psychiatrists for an evaluation regarding the use of medication if indicated.

Milwaukee County

Milwaukee provided two examples of county run facilities which address individuals with co-occurring mental health and substance abuse issues.  Bell Therapy, Incorporated, a subsidiary of Phoenix Care Systems, currently operates nine facilities in Milwaukee County.  One of these facilities, Belwood, is a licensed 46 bed community based residential facility (CBRF).  Forty-one of these beds are contracted with the Milwaukee County Behavioral Health Division.  Consumers who are referred to Belwood are most commonly being discharged from an acute care psychiatric facility and continue to experience positive symptomotology and display a high level of psychosis.  As a result, consumers referred to Belwood continue to require a higher level of staff supervision and more intense assistance engaging in and completing basic daily living skills.  Belwood works with consumers who are dually diagnosed with a serious and persistent mental illness and a history of alcohol and drug abuse.  Belwood offers substance abuse support groups to consumers on a weekly basis, which includes a Drug and Alcohol Education Group.  This group is designed to teach and instill concepts such as harm reduction, experimental abstinence, sobriety, and relapse prevention.

Another example of a center in Milwaukee County that addresses individuals with co-occurring issues is the United Community Center.  It began in the late 1960s as an outreach program located in the heart of the Spanish-speaking community on Milwaukee's south side.  From humble beginnings as a small teen center, the United Community Center has grown to a full service, state-of-the-art social services organization, including substance abuse residential treatment services.  Each resident participates in approximately 20 hours of group therapy a week and one individual substance abuse session per week.  If there are co-occurring mental health issues, the resident attends an additional individual session with the mental health therapist each week.  These services are supplemented with "wraparound" case management, job skills training, interview/resume writing training, drug screening, health assessments and access to health care, daily living skills training, on-site psychiatric services, medication management and other supports.  Hispanic cultural values and principles are utilized in the treatment approach with the residents and their family members, to help strengthen resident's efforts in achieving and maintaining sobriety. 

Wood County

Wood County Unified Services provides a dual diagnosis group that is co-led by a licensed mental health therapist and an AODA counselor.  In addition, there is an outpatient staff meeting once a month, where all AODA counselors and mental health therapists attend to discuss consumers in common and collaborate around treatment planning.  When a client with a substance abuse issue that requires residential treatment is seen, they are referred to a contracted substance abuse provider.  Wood County's contracted providers all have psychiatrists on staff.  The client will be assessed for substance abuse and mental health issues and be referred to a psychiatrist if indicated. When a client with co-occurring disorders is discharged from residential treatment, substance abuse outpatient services are provided if indicated and an appointment with on of the county mental health therapists is scheduled.  Follow-up will also be done to make sure the client is connected with an outpatient psychiatrist for medication monitoring.

Grant/Iowa Counties

Grant/Iowa Counties do not have dually certified providers at their county mental health agency.  Their mental health and substance abuse departments work closely together to provide appropriate services.  Providers meet once a week to discuss cases, many of which involve individuals with dual diagnoses.  The provider who does the initial assessment (substance abuse or outpatient mental health) determines the need for services and makes referrals for services.  If there is a dual diagnosis present, the therapist and substance abuse provider always work together as a team to provide the best possible care.  Both services are documented in the same chart, along with any psychiatric care where needed.  The consumer is viewed as a "whole" person rather than as diagnosis.

Tribal State Collaborative for Positive Change

The Tribal State Collaborative for Positive Change (TSCPC) was established in January of 2007 in order to provide a forum for the Wisconsin tribal mental health professionals, substance abuse coordinators and DHS personnel. The TSCPC is dedicated to improving the quality of behavioral health programming within tribal communities. In Federal Fiscal Years 2007, 2008 and 2009 the TSCPC was awarded $100,000/year, a Mental Health Block Grant allocation for the purpose of initiating and implementing systems change within tribal behavioral health programs for the treatment of co-occurring disorders. The Sokaogon Chippewa Community is the fiscal agent for the TSCPS Systems Change Project.  

During FFY 2008 the TSCPC experienced challenges in initiating systems change processes within their respective communities. As the TSCPC was a relatively newly formed workgroup, they experienced a core challenge of clearly defining roles responsibilities between tribal workgroup members, DHS representatives, the fiscal agent and the project coordinator hired by the Sokaogon Chippewa Community.  In September 2008, due to projected underfunding the DMHSAS defunded the FFY 08 contract by $30,000. This is the Department’s first attempt to develop an inter-tribal project of this nature.   

The co-occurring disorders training and the current economic environment has been the impetus to encourage more collaborative efforts.  The TSCPC are coordinating with other tribal initiatives.  In 2009, the TSCPC successfully applied for an Americorp Planning Grant, and in 2010 submitted the Implementation Americorp Grant.  Eight Wisconsin tribes have signed resolutions to utilize 13 Americorp Volunteers, focusing on prevention efforts to help decrease the effects of substance abuse issues within tribal communities.  This is the first Wisconsin Inter-Tribal Americorp initiative. 

Other Services for Special Populations

Trauma Informed Care Initiative

On May 31, 2007, the Department of Health Services (DHS) held its first Trauma Summit, attended by over 80 representatives from each division in DHS, treatment partners, county human service providers, consumer advocacy groups, clients, and their families.  A 44-page Trauma Summit summary report was written which included a list of recommendations to move Wisconsin forward in the area of trauma informed care.

Per the Trauma Summit work groups' recommendations, the Trauma Coordinator was hired to collaborate with consumers and other mental health and substance abuse systems' stakeholders in the planning, development and implementation of action steps outlined in the Trauma Summit summary report.  The Trauma Coordinator created a Trauma Informed Care Advisory Board to provide advice and guidance in the implementation of the following action steps:

· evaluating Wisconsin's current mental health and substance abuse trauma informed care;

· increasing community awareness of trauma informed services and related issues;

· identifying and seeking funding to support Wisconsin's efforts to increase the community's access to trauma informed services;

· creating training and educational opportunities for community members and service providers;

· promoting agency policies and practices that are trauma informed;

· fostering trauma informed care collaborations (e.g., list serve, discussion boards, meetings, etc.); and

· providing technical assistance and/or creating mentoring programs for agencies undergoing the implementation of trauma informed services.

The Trauma Coordinator started the "Implementation of Trauma-Informed Care Initiative" beginning in April 2008.  The purpose of the initiative is to transform mental health and substance abuse services to be trauma-sensitive.  The initiative will incorporate an understanding of trauma's impact, including the consequences and the conditions that enhance healing in all aspects of service delivery.  Additionally, the initiative will provide assistance services in making specific administrative and service-level modifications in practices, activities, and settings in order to be responsive to the needs and strengths of people who have life experiences of trauma.  Additionally, the service systems will be educated about trauma-specific services which address the impact of trauma and facilitate trauma recovery.

The targeted population for the initiative is the public mental health and substance abuse service system, including:  consumers, service providers, administration, and other stakeholders.  Listening sessions regarding the issue were held in 2008 for five groups (total of 220 individuals) of program providers administrators.  Additionally, four groups (total of 53 individuals) of consumers attended listening sessions.

Additionally, in December 2008, the Division of Mental Health and Substance Abuse (DMHSAS) received $221,000 Transformation Transfer Initiative grant issued by NASHMPD.  The grant supported the implementation of Trauma-Informed Care (TIC) within the public mental health and substance abuse services in the following ways:

· The Trauma Services Coordinator became a full time UW-Madison employee.

· A public relations firm, Witness Justice, was hired to create a marketing strategy for the dissemination of Trauma-Informed Care information.

· Two statewide TIC Conferences were held.  A total of 700 people representing Wisconsin’s human service systems attended resulting in over 50 Trauma-Informed Care Champion Teams.

· Dr. Rob Anda, co-principal investigator for the ACE Study, presented his findings to a group of Wisconsin stakeholders including service providers, policy makers, consumer advocates, etc.

· The concept of TIC Champion Team Learning Collaboratives was introduced.  One Learning Collaborative for Youth Residential and Day Treatment Providers was held for over 50 service providers and organizational leaders.

· A three day conference was held for Consumer Run Organizational Leaders to introduce them to the concept of TIC and begin creating action plans for implementation.

· The Trauma Services Coordinator traveled across the state presenting TIC material to over thirty audiences representing mental health / substance abuse providers, school personnel, corrections, physical health providers, domestic violence and sexual assault advocacy organizations, youth service providers, etc. 

· The Trauma-Informed Care Advisory Board held eight meetings.

· There were three Trauma-Informed Care (TIC) special projects completed:  1. A Menominee Law Enforcement and Judicial TIC training; 2. A Lac Courte Oreilles event established to address historical trauma; and 3. Two Trauma-Informed Care conferences were held at the Wisconsin Resource Center in preparation for the creation of TIC women's facility.

· The majority of DMHSAS staff were trained in TIC and subsequently created a TIC work group to continue implementation efforts. 

Mental Health/Substance Abuse Services for Older Adults

Wisconsin has been moving forward with efforts to improve mental health and substance abuse services, through providing geriatric psychiatric expertise to local long term care programs who request it, with coordination done by staff at DMHSAS.  An important component of the DMHSAS planning work is the development of the Wisconsin Gero-psychiatry Initiative (WGPI).  The WGPI began when a gero-psychiatrist, Dr. Tim Howell, initiated a collaborative with a group of persons interested in making gero-psychiatric expertise available to community workers serving older persons with mental health/substance abuse needs.  The group started meeting in 2004-2005 to refine and adopt an effective teaching model/method called the Star Method.  In FFY 2005, the WGPI began providing indirect care to older persons via case-specific consultation by gero-psychiatrists to long-term care, geriatric, and public agencies, primarily focused in the Milwaukee area.  This WGPI initiative received an “Award for Educational Innovation," from the Annapolis Coalition on Behavioral Health Workforce Education in 2004. 

In addition to the WGPI initiative, state staff continues to work with county agencies implementing a CCS program to ensure that this lifespan program serves older adults.  The CCS benefit could be a significant source of Medicaid funding for older adults to use to access mental health and substance abuse services. One of the core requirements of a county CCS plan is outreach to all populations. This is of particular relevance to older adults with serious and persistent mental illness who self isolate. They are not responsive to the usual forms of outreach through newspapers, advertising in key locales in the community and booths at health fairs. The DMHSAS has funded outreach and treatment pilots in both rural and urban regions for those elderly who need treatment but have never been diagnosed or treated for their serious and persistent mental illness because of stigma and self isolation.  

Wisconsin Forensic Programs and Corrections

State forensic programs serve persons who are to be assessed for competency to stand trial, who have been committed for treatment to competency, or were found by a court of law to be not guilty by reason of mental disease (NGI) or defect of a felony or misdemeanor. Individuals found NGI by a court may be placed directly into the community under Conditional Release or committed for institutional care.  If committed for institutional care, the person may then petition for Conditional Release every six months. A Conditional Release requires community placement and mental health treatment with coordinated supervision by a contracted case manager and a probation and parole officer who has received training in mental health issues. 

Inpatient admissions at the two state mental health institutes have gone from 2,496 in 2004 to 2,703 in 2009.  Of those totals, Forensic admissions for 2004 were 355 and in 2009 were 337.   For the past three years, the adult units have been over 90 percent capacity for all but two months; many months have been over 100 percent capacity.  

The Conditional Release program not only produces direct cost savings, but significant indirect cost savings and positive outcomes for the clients and society: 

· Over the past year only 1.9 percent committed a new crime (1.1 percent a non-violent offense and 0.8 percent a violent offense);

· Only 10 percent were revoked (versus 38 percent for similar individuals exiting corrections without this program);

· 33 percent achieved competitive employment; and

· 76 percent were living independently.

    

Progress has recently been made in reducing the size of the Forensic wait list.  From a high of 30 or more at various times over the past year, the numbers have come down to a more manageable range of around ten.  This has reduced the wait for any particular individual and there have been no complaints from the courts or jails.  The Institutes have been doing a good job of arranging admissions as soon as a bed is vacated and the court liaison staff have been successful in getting hearings set for those restored to competency.

Managers of the State Department of Health Services, Division of Mental Health and Substance Abuse Services and Wisconsin’s two mental health institutions have undertaken a series of strategic planning sessions over the fall/winter of 2009-10, designed to reflect on the current state of Wisconsin’s mental health delivery system and to plan for the future role of the institutions.  One of the changes which will start on August 1, 2010 is the reorganization of a new 20 bed medium security male admission unit at Mendota Mental Health Institution. This new unit will be located in a space which is currently a vacant unit at the institution. It is anticipated that this unit will allow more flexibility in admitting new Forensic patients and should all but eliminate the current Forensic waiting list. Other strategic planning actions will focus on patients at both institutions who have successfully progressed through treatment levels and consider them for placement in current Forensic Transitional Unit (a minimum security community preparation unit). This will facilitate the overall patient flow through the institutions

Piloted in Milwaukee County in the fall of 2008, the Outpatient Competency Restoration Program has since expanded and restored defendants in 10 Wisconsin Counties. In fiscal year 2009, this program restored 16 defendants to competency in the community.  The advantages of this program include avoiding major disruptions in the defendant’s life by not having to go inpatient and helping to manage the high demands for inpatient beds at the mental health institutions. In addition to the defendants restored in the community, 9 DOC inmates who were committed for competency restoration based on crimes occurring while in prison were treated at the Wisconsin Resource Center. These individuals would previously have had to come to an Institute bed.  All of these factors have enabled to Department to manage the list effectively and to go into 2010 with a relatively small number of names on the list. 

The average length of time to restore to competency to proceed with a criminal case in the community is 124 days at a cost of $14,282 per person. The average length of time to restore to competency to proceed with a criminal case in a mental health institution is 86 days at a cost of $52,985.

For the 16 defendants restored to competency in the community alone, this resulted in a saving to the state of $619,248 in GPR dollars.

The Wisconsin Resource Center has also been able to take individuals within the corrections system who were committed for competency restoration based on crimes occurring while in prison.  These individuals would previously have had to come to an Institute bed.  All of these factors have enabled to Department to manage the list effectively and to go into 2009 with a relatively small number of names on the list.

The Wisconsin Resource Center serves persons in the Wisconsin prison system with a severe and persistent serious and persistent mental illness. These persons have been convicted, pled guilty, or pled no contest to a crime and are serving a prison term.  Those persons whose mental health needs cannot be met in the prison setting are transferred for specialized mental health services to the Wisconsin Resource Center. 

The Sand Ridge Secure Treatment Center provides specialized treatment services for persons committed under Wisconsin's sexually violent person’s law. This facility provides inpatient treatment in a secure setting and oversees the Supervised Release program whereby individuals committed under the law are placed in the community with intensive supervision and a full array of specialized treatment services.  

The Department of Corrections estimates that approximately 20 percent of its inmates have serious and persistent mental illnesses requiring treatment.  This has led to significant increases in the need for mental health and substance abuse staff including a new facility for women with serious and persistent mental illness.  Persons with serious and persistent mental illness who are released from prison tend to return within the first two years; 56 percent are back in a correctional facility within five years.  However, if adequate community treatment was provided, these numbers could be significantly reduced.  This has been the experience with the DHS conditional release program that serves persons who have committed a crime but were found not guilty due to mental disease or defect.

Activities of the Criminal Justice Committee of the Wisconsin Council on Mental Health

The Mental Health Criminal Justice Committee of the Wisconsin Council on Mental Health continues to facilitate coordination between the Department of Corrections, Department of Health Services, Division of Vocational Rehabilitation and the Social Security Administration by holding 8 meetings per year involving key personnel from each agency.  The Committee is addressing a broad spectrum of issues that are directed at:  1) diversion; 2) improving conditions of individuals with MI in our jails and prisons; and 3) significant re-entry issues that will assist them in successful re-entry back into our communities.  

Specific initiatives include:

The Committee was instrumental in the creation of a Department of Corrections Administrative Directive establishing a benefits application process to expedite the availability of medical insurance and cash benefits shortly following release from the State prisons.


A work group of the Committee collaborating closely with the Social Security Administration has modeled a system whereby Social Security knows on a timely basis, all individuals on Social Security Income benefits incarcerated in Wisconsin jails.  This allows the benefits to be terminated so that following time served the individual does not have a pay back problem.  The model also included timely reinstatement of benefits upon release.  Meetings were held in all “jail regions” of the State to spread the use of the model.


The Committee continues to recommend expanding the use of a successful “Conditional Release” program in use for “Not Guilty for Reason of Insanity” discharges from our State Mental Health Institutes.  It appears a “pilot program” will be started shortly.


The Committee is now seriously considering a state wide analysis of the gaps in mental health treatment in our 60 some jails that are each  administered by local sheriffs and administrators--each with their own individually developed policies.  Wisconsin's jails have many of the same problems that were reported in an extensive study conducted in North Carolina.  The Committee has studied the success of the Kentucky triage approach of providing professional mental heath guidance on demand from all State jails on a 24/7 basis through a centralized communications system.


The Committee has just established an Employment Work Group dedicated to improving employment opportunities for persons with serious and persistent mental illness.  The Work Group includes representation from the Department of Health Services, Division of Vocational Rehabilitation, Department of Workforce Development, Department of Corrections, DRW (Disability Rights Wisconsin--The federally funded disability advocacy agency in the State), GEP (Grassroots Empowerment Program--A statewide consumer-managed agency funded by the MHBG) and members of the State Mental Health Council.  The Work Group goal is to coordinate all the disability employment programs in the state to maximize their effectiveness.

Veterans’ Mental Health Services

The DMHSAS continues its efforts to collaborate with the Veteran’s Administration on increasing access to mental health services for veterans.  The availability of mental health services for veterans is becoming a higher profile issue with the increasing number of soldiers returning home from Iraq and Afghanistan.  In Madison, Wisconsin, the Veteran's Recovery Coordinator is active in the Recovery Implementation Task Force (RITF), as well as the Adult Quality Committee of the Mental Health Council.  Also, a Peer Specialist provides support at the Veteran's Administration Community Support Program.  An additional Peer Specialist from the Veteran's Administration is an active participant in the RITF.  The emerging partnerships with the Madison Veteran's Administration have enhanced our statewide recovery network.

Additionally, in January 2010, La Crosse County implemented a Veterans Court initiative to provide mentors who assist veterans in negotiating the legal system.   The goal of the initiative is to produce better outcomes for veterans in the justice system by addressing mitigating mental health issues.  Mentors discuss options regarding applications for veteran's benefits and refer the individual to the Veteran's Service Office for follow-up screening for potential mental health issues.  The mentor program utilizes a "train the trainers" approach using experienced mentors to train newly recruited mentors.  Veterans diagnosed with a mental illness and qualifying for Veteran's Administration benefits are candidates for the program.  The courts may utilize the diagnosis and treatment for the veteran as a significant factor when resolving cases.  The initiative was designed by local veterans, mental health professionals, justice system representatives and other community stakeholders.

Also, in June 2010, the Wisconsin Warrior Summit was held in Madison, Wisconsin.  The goal of the Summit was to begin coordinating a comprehensive community response to the mental health needs of veterans and their families.  Keynote speakers included veterans who shared there stories and perspectives regarding services and supports needed by individuals who have experienced traumatic events through combat or other military duty.  The Summit informed mental health and substance abuse clinicians, veterans and their families, as well as the public on the needs of veterans and their families.  The Summit also provided information on available treatment and support services in Wisconsin.       

Much of the work Wisconsin has done regarding returning veterans has been based on Veteran's Administration (VA) data showing that only 25 percents of vets in the state use VA services. This has highlighted the need to reach out and educate civilian health, human and social service providers about the needs of vets and their families and the services available from the VA and National Guard. Mental Health America-WI (MHA-WI) worked with MCW, the VA in Madison, Marshfield Clinic and Aurora HealthCare on a grant proposal to try to identify the degree to which vets are accessing various parts of the health systems (e.g., primary care, behavioral health, emergency dept.).  Unfortunately, the initiative was not funded.

 

More recently, the data in the Burden of Suicide in Wisconsin report, which MHA-WI issued in 2008, stimulated discussion at a Department of Veterans Affairs Board meeting. The report shows that 20 percent of suicides are identified as veterans, but very little is known about their military experiences. There may be some effort to link databases to learn more about what the combat experiences of these veterans were or relate to other data the military has that is not in the public health databases used to create the report. 

 

Another finding from the Wisconsin National Guard is that most of the National Guard troops who have completed suicide in Wisconsin had never been on active duty. Thus, although it is widely thought that suicide by veterans is a response to the trauma of combat or issues upon return, the issue appears to be more complex.

An additional initiative through the DMHSAS is to continue to support joint planning to increase access to mental health services for veterans across the state through the use of tele-medicine.  The Veteran’s Administration is using video equipment for tele-medicine (or tele-health) to reach and serve veterans living around Wisconsin and in out state areas.  The collaboration between counties and the VA will continue to focus on the set up of tele-medicine. The DMHSAS and Regional Area Administration Offices of DHS are informing counties of the availability of these services and informing providers of the special needs of returning veterans.

Section III - Performance Goals and Action Plans to Improve the Service System
1.  Current Activities

Criterion 2:  Mental Health System Data Epidemiology 


Directions:  An estimate of the incidence and prevalence in the state of serious mental illness among adults and severe emotional disorders among children.

Estimate of Prevalence

Wisconsin Demographics
Wisconsin is the 18th largest populated state in the United States. The population in 2008 was 5,627,967 according to the U.S. Census Bureau’s estimate.  Wisconsin has a mixture of heavy and high tech industry, extensive agriculture and, in the forested north, a strong tourist industry. A majority of the state's population is in the south central and southeastern part of the state, extending up the coast of Lake Michigan to Green Bay. It is the 14th largest state in land area with 35.8 million acres and 1.1 million acres of water. The population of 5,627,967 has 4,243,487 or 75.4 percent are over the age of 18 and 731,635 or 13 percent are over 65 years of age. According to the 2000 census, the composition of Wisconsin’s population was 88.9 percent Caucasian, 5.7 percent African American, 3.6 percent Hispanic or Latino, 1.7 percent Asian, 0.1 percent Pacific Islander, and 0.9 percent Native American with other races make up the remaining 1.6 percent. Milwaukee County has the largest population in the state. Additionally, Milwaukee County has the greatest concentration of minority groups with the highest percentage of that population being African American.

Definition of Serious Mental Illness for Adults

Wisconsin has used the following definition to identify its adult population with serious and persistent mental illness.  Wisconsin State Statutes define chronic serious and persistent mental illness in section 51.01(3g) as: 

"Chronic serious and persistent mental illness" means a serious and persistent mental illness which is severe in degree and persistent in duration, which causes a substantially diminished level of functioning in the primary aspects of daily living and an inability to cope with the ordinary demands of life, which may lead to an inability to maintain stable adjustment and independent functioning without long-term treatment and support and which may be of lifelong duration. "Chronic serious and persistent mental illness" includes schizophrenia as well as a wide spectrum of psychotic and other severely disabling psychiatric diagnostic categories, but does not include organic mental disorders or a primary diagnosis of mental retardation or of alcohol or drug dependence.

Department of Health Services Chapter 63 of the Wisconsin Administrative Code defines Community Support Programs for chronically mentally ill persons. According to the admission criteria, chronic serious and persistent mental illness includes the diagnoses listed in the American Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) that are outlined in Table 11. 

The criteria also allow for the inclusion of other diagnoses listed in the DSM-IV provided that the client needs consistent and extensive treatment for at least one year, exhibited persistent dangerousness to self or others, is at risk of institutionalization or living in a severely dysfunctional way, and is functionally impaired.

Table 11:

DSM-IV Diagnoses Used to Define Chronic Serious Mental Illness for Admission to CSPs

	
Diagnostic Category
	
DSM-IV Codes

	Schizophrenic Disorders 
	295.30,.10,.20,.90,.60,.40,.70,295.40

	Other Psychotic Disorders
	297.1, 298.8, 297.3, 293, 298.9

	Mood Disorders, including Bi-Polar I and II Mood Disorders
	296.2,3,4,5,6,7,8, 300.4


Prevalence of Serious Mental Illness for Adults in Wisconsin
Based on the recommendations of the federal Center for Mental Health Services (CMHS), Wisconsin calculates prevalence rates from a 1997 SAMHSA study entitled “A Methodology For Estimating The 12-Month Prevalence Of Serious Mental Illness (SMI)."  The definition of SMI used in the study to derive the prevalence rates includes: 

1. 12-month prevalence of non-affective psychosis or mania,

2. 12-month DSM-IV mental disorder and either planned or attempted suicide at some time during the last 12 months,

3. an individual with a DSM-IV diagnosis over the last 12 months and lacks any productive role,

4. an individual with a DSM-IV over the last 12 months who has a serious role impairment in their main productive roles, and

5. an individual with a DSM-IV over the last 12 months with serious interpersonal impairment.  

Prevalence rates are available by county from the study and are applied to the 2008 population estimates derived by the U.S. Census Bureau in Table 12 below.   The adult population in Wisconsin defined as 18 years of age or older is 4,313,555.  When the county-estimated prevalence figures are summed, an estimated 232,932 Wisconsin adults have a serious mental illness which is 5.4 percent of the adult population. 

Treated Prevalence

Wisconsin counties are required to report the number of persons who receive mental health services using the HSRS data system. According to the HSRS data, Wisconsin’s public mental health system served 79,740 adults in CY 2009.  Based on the estimated prevalence from Table 12 of 232,932 adults with SMI in Wisconsin, the public mental health system served 34 percent of the adults with SMI in Wisconsin. 

Table 12:

Wisconsin Adult Prevalence Estimates of SMI by County

(Estimated Percent of Non-Institutionalized Adults with SMI = 5.40 Percent1)
	COUNTY
	2008 Population Estimate (Age 18+)
	Estimated # of Adults with SMI
	COUNTY
	2008 Population Estimate (Age 18+)
	Estimated # of Adults with SMI

	Adams
	16,831
	909
	Marathon
	99,986
	5,399

	Ashland
	12,581
	679
	Marinette
	33,846
	1,828

	Barron
	35,810
	1,934
	Marquette
	12,038
	650

	Bayfield
	11,994
	648
	Menominee
	2,991
	162

	Brown
	184,767
	9,977
	Milwaukee
	703,161
	37,971

	Buffalo
	10,798
	583
	Monroe
	32,242
	1,741

	Burnett
	13,068
	706
	Oconto
	29,530
	1,595

	Calumet
	33,073
	1,786
	Oneida
	29,338
	1,584

	Chippewa
	46,785
	2,526
	Outagamie
	131,711
	7,112

	Clark
	24,299
	1,312
	Ozaukee
	66,769
	3,606

	Columbia
	42,783
	2,310
	Pepin
	5,700
	308

	Crawford
	13,103
	708
	Pierce
	31,619
	1,707

	Dane
	376,776
	20,346
	Polk
	34,266
	1,850

	Dodge
	69,395
	3,747
	Portage
	54,383
	2,937

	Door
	22,688
	1,225
	Price
	11,557
	624

	Douglas
	34,296
	1,852
	Racine
	149,973
	8,099

	Dunn
	33,894
	1,830
	Richland
	14,074
	760

	Eau Claire
	77,125
	4,165
	Rock
	120,885
	6,528

	Florence
	3,821
	206
	Rusk
	11,254
	608

	Fond du Lac
	77,185
	4,168
	Sauk
	61,253
	3,308

	Forest
	7,714
	417
	Sawyer
	45,175
	2,439

	Grant
	39,213
	2,118
	Shawano
	13,438
	726

	Green
	27,694
	1,495
	Sheboygan
	31,676
	1,711

	Green Lake
	14,580
	787
	St. Croix
	88,082
	4,756

	Iowa
	17,945
	969
	Taylor
	14,970
	808

	Iron
	5,224
	282
	Trempealeau
	21,353
	1,153

	Jackson
	15,606
	843
	Vernon
	21,804
	1,177

	Jefferson
	62,524
	3,376
	Vilas
	18,071
	976

	Juneau
	20,976
	1,133
	Walworth
	78,082
	4,216

	Kenosha
	122,168
	6,597
	Washburn
	13,329
	720

	Kewaunee
	15,968
	862
	Washington
	99,117
	5,352

	La Crosse
	88,366
	4,772
	Waukesha
	293,719
	15,861

	Lafayette
	12,191
	658
	Waupaca
	40,375
	2,180

	Langlade
	15,990
	863
	Waushara
	19,823
	1,070

	Lincoln
	23,039
	1,244
	Winnebago
	126,945
	6,855

	Manitowoc
	63,207
	3,413
	Wood
	57,543
	3,107

	
	
	
	State Total
	4,313,555
	232,932


1  Kessler, R.C., Berglund, P.A., Walters, E.E., Leaf, P.J., Kouzis, A.C., Bruce, M.L, Friedman, R.M., Grosser, R.C., Kennedy, C., Keuhnel, T.G., Laska, E.M., Manderscheid, R.W., Narrow, W.E., Rosenheck, R.A., & Schneier, M. (1998). A methodology for estimating the 12-month prevalence of serious mental illness. In R.W. Manderscheid and M.J. Henderson (Eds.) Mental Health, United States, 1998 (DHHS Publication No. SMA-99-3285, pp. 99-111). Washington, DC: U.S. Government Printing Office.

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

1.  Current Activities

Criterion 4:  Targeted Services to Rural and Homeless, and Older Adults Populations

Outreach to Homeless 


Directions:  Describe State's outreach to and services for individuals who are homeless.

People Who are Homeless and Have a Serious Mental Illness
The Division of Mental Health and Substance Abuse Services (DMHSAS) is committed to the inclusion of homeless individuals in the system of services and supports Wisconsin offers to residents with mental health and substance abuse issues. 

Mental Health Block Grant County Reporting  

County mental health and systems are required to report numbers of homeless people with serious and persistent mental illness served at the local level on the Human Services Reporting System (HSRS).  The Division’s state county contracts require that counties serve the homeless as a priority population.  The following data was taken from the HSRS mental health module for 2009. All the individuals listed received mental health services in 2009. 

	Received a Mental Health Service during 2009 and Residential Arrangement was Street or Shelter

	
	
	
	
	
	
	

	
	Total
	Under 21
	21-59
	60+
	
	

	Male
	630
	39
	542
	49
	
	

	Female
	506
	22
	442
	42
	
	

	Total
	1,136
	61
	984
	91
	
	


One of the more critical components for this population is outreach and access. Typically they do not seek out services and often do not have benefits or the benefits have lapsed due to a number of factors. The Department of Health Services (DHS), Division of Mental Health and Substance Abuse Services (DMHSAS) has a memorandum of understanding with the Department of Commerce that guarantees a percentage of the federal mental health block grant funding goes toward programs specifically for the prevention and/or diversion of homelessness for people with serious and persistent mental illness. The funding level is currently $74,000 per year and is distributed in a competitive process with a three year cycle.  

DMHSAS collaborates on the objectives with the Department of Commerce. For the last three years the award has gone to Waukesha County for their innovative approach to outreach. Waukesha has developed a diversion program to identify individuals with mental health and co-occurring substance abuse disorders, who are incarcerated in the local county jail. Once identified as needing care coordination upon release, planning is done with the population to ensure follow-up with a mental health professional, temporary housing and initial benefits applications. The goal of the program is to prevent recidivism by breaking the cycle of release and re-arrest due to lack of basic needs and treatment. Currently, Waukesha County provides one full-time position for the Jail Diversion Program, and the MHBG funding provides an additional part-time position.  The part-time position is housed in the jail and the full-time counseling position is at the county mental health agency where follow-up is done, benefits applied for, temporary housing is arranged and mental health services provided. Grant funding is proposed for one additional year.

In addition to this financial support from the mental health block grant funding, DMHSAS is dedicating staff time to improving access to housing and mental health services for homeless people by working with staff from the Bureau of Aging and Disability Resources to include the mental health population as a target group served in Aging and Disability Resource Centers (ADRC*) for the following services:

· Information and assistance

· Referral to services (basic needs and mental health services)

· Access to the disability benefit specialist 

· Emergency response

*Refer to Section "Available Services Adults" for more detail on ADRC's.

Additionally, in Wisconsin, the Community Support Program was adopted as the framework for developing a comprehensive range of services that would allow people with SMI to live successfully outside of institutions. Many individuals who are homeless meet the criteria for the two priority target populations– (a) persons who need ongoing low intensity, comprehensive services, and (b) persons who need ongoing, high intensity, comprehensive services.  However, the number of people in need of services far exceeds the capacity of the programs that are supposed to serve them. As a result, many people with SMI receive fragmented and uncoordinated treatment, housing, and support services, if they receive them at all. They may cycle in and out of hospitals, jails, shelters, and life on the street at enormous cost to both themselves and their communities. 

To address some of this need, Comprehensive Community Services initiatives are also being implemented across the state.  For example, the Administrator of the Division of Mental Health and Substance Abuse Services and the Bureau’s Coordinator of Comprehensive Community Services are serving as a resource to the Milwaukee Division of Behavioral Health and other stakeholders on their Special Needs Housing Action Team.  The team has formed to do the following:

· Support Milwaukee Continuum of Care in its efforts to maximize the amount of HUD funding coming to Milwaukee County for housing development projects that serve homeless and special needs populations.

· Assess the local affordable special needs housing infrastructure, identifying the biggest gaps in that infrastructure, define the highest priority need, and develop a vision and roadmap for creating a sufficient supply of safe, decent and affordable housing for Milwaukee County’s most vulnerable residents.

· Develop practical strategies to help housing developers assemble the elements needed for successful special needs housing: sites, financing, and services that support residents.

· Identify and establish strategies to secure the diverse range of fiscal resources that will be necessary for the continued development and support of affordable housing for persons suffering from serious and persistent mental illness and/or substance abuse, including non-governmental sources of funding from foundations, corporate donors, etc.

The Division Administrator identified the Special Needs Housing Action team members and asked the Coordinator of CCS to continue leading the team following training offered through NASMHPD.  The focus of the team action was initially related to Milwaukee.  Much of the Milwaukee Housing and Homelessness Task Force recommendations were implemented.  An ongoing collaboration with WHEDA led to a change in proportions used in awards for housing proposals that had given less significance to the needs of low income individuals who needed mental health supports.  As a result, three housing projects were successfully funded.  Milwaukee staff reported satisfaction with the attention given by political and behavioral health leadership.  HUD funding was also available for meeting their needs.  

One remaining issue that received attention was the availability of Supported Housing services for the homeless mental health community.  This issue was discussed from various aspects including as match money for WHEDA funding.  How to include Supported Housing through Medical Assistance programs was reviewed and members of the team presented Supported Housing at the invitation of WHEDA Housing.  Staff from Corporation for Supportive Housing (CSH) maintained contact with the team and funded a presentation provided by CSH, team members, and Minnesota tribes regarding Permanent Tribal Housing. 

The DMHSAS continues to collaborate with the Division of Health Care Access and Accountability to assure access to services through the SSI Managed Care state wide initiative which offers all primary and acute care services in the state plan to all individuals with SSI or SSI related disability funding. Staff of the DMHSAS are helping counties write memorandums of understanding with the Health Maintenance Organizations (HMO) involved, and assisting with access issues for consumers. 

The DMHSAS remains committed to seeking opportunities to promote service delivery to the mental health individuals who are homeless with their partners at the county level and other willing providers.

Over the past four decades, the care of people with serious and persistent mental illness (SMI) has shifted from state and county hospitals to the community.  Deinstitutionalization sought to provide treatment for people with serious and persistent mental illness in the least restrictive setting. However, the reality that people with serious and persistent mental illness face in the community is in stark contrast to the promise of deinstitutionalization. The vast array of services and supports that people with serious and persistent mental illness need in order to survive in the community has not materialized.

Homelessness is typically more than being without a home. Persons with serious and persistent mental illnesses who are homeless are often unattached from mainstream society on a number of dimensions including health care, employment, connection with family and friends and the broader community. Many individuals present with co-occurring disorders of serious and persistent mental illness and substance abuse, and a history of trauma, which impairs their ability to function. People with SMI and/or co-occurring substance abuse disorders become homeless because they are poor, and mainstream health, mental health, housing, vocational, and social service programs are unwilling or unable to serve them. People with both disorders are at greater risk for homelessness because they tend to have more severe mental health symptoms, to deny both their serious and persistent mental illness and their substance abuse problems, to refuse treatment and medication, and to abuse multiple substances. They are subject to ongoing discrimination, stigma, and even violence. The lack of appropriate treatment for co-occurring disorders means that even individuals who are motivated to get help may be unable to find it or have to face long waits for services. 

There is also a well-documented relationship between homelessness, serious and persistent mental illness, substance abuse and victimization. People who have been abused are more vulnerable to ongoing stresses that may lead to serious and persistent mental illness, substance abuse and homelessness. Research shows that as many as 97 percent of women with serious and persistent mental illness report some form of physical or sexual abuse; over 70 percent of women in treatment for drug or alcohol disorders report being sexually abused as children or adults, and over a third have been victims of violent crime. 

Abuse in childhood may leave individuals vulnerable to ongoing abuse in adult relationships. People with SMI and /or co-occurring substance abuse disorders living on the streets or in shelters are frequently victims of criminal activity. Poverty and poor survival skills place them in dangerous situations in which they are vulnerable to attack. Individuals with SMI have fewer skills and resources to overcome the effects of trauma, and are particularly likely to be victimized while homeless, and to suffer more severe consequences of ongoing abuse. These individuals require trauma sensitive services to help them regain psychiatric and residential stability.

Projects for Assistance in Transition from Homelessness  

Projects for Assistance in Transition from Homelessness (PATH) funding continues to be administered through The Department of Commerce, Division of Housing and Community Development, Bureau of Supportive Housing. Also continuing is a Memorandum of Understanding between DHS and the Department of Commerce that contains assurances that DHS will continue to provide mental health and substance abuse services for individuals who are homeless. 

Individuals who are homeless and have mental illness may be very difficult to engage so the primary focus for PATH funded programs is outreach, engagement, and connection to the full array of “mainstream" services available in a community. Because of the nature of homelessness, consumers need a wide range of different services plus housing. The essential services provided with PATH funding include outreach, screening and diagnostic treatment, community mental health services, case management, alcohol or drug treatment, habilitation and rehabilitation, supportive and supervisory services in residential settings, and referrals to other needed services. Programs can also use PATH money to fund limited housing assistance such as security deposits or one-time rent payments to prevent eviction. All of the PATH funded programs use a “housing first” approach encouraged by advocacy groups and validated by research. With the help of the HUD funding, where available, PATH participants are able to choose their housing first, and then receive other supportive services. 

For FFY 2009 – 2010, the federal Projects for Assistance in Transition from Homelessness (PATH), administered by the Department of Commerce, provided funding to seven programs in areas of the state with some of the largest populations of people who have SMI and are homeless. These programs include: Health Care for the Homeless, serving Milwaukee County; Tellurian, UCAN, serving Dane County; Rock County Human Services, serving Rock County; the Emergency Shelter of the Fox Valley, serving Outagamie County and Hebron House of Hospitality in Waukesha County.  Added this year were HALO, Inc in Racine County and New Community Shelter in Brown County. These seven agencies had contact and provided services to nearly 3000 individuals who were homeless and had serious and persistent mental illness. 
PATH funds were also be used to provide training on the Social Security application process. The majority of individuals who have serious and persistent mental illness and are homeless are likely to be eligible for Supplemental Social Security benefits and Medical Assistance; however the complex process of assembling the materials needed for a disability determination and the tendency of these people not to stay in one place very long often impedes simply having application submitted. Approval of an application is rare. 

PATH funds, combined with Mental Health Block Grant funds, ($74,000 for 2010) were provided to six agencies to expand the SSI/SSDI Outreach, Access and Recovery program.  The program currently in place in Waukesha Co. has proven to be very successful, with a success rate of approval of benefits for over 90 percent of the applicants on the first submission. 

With grants made available through PATH funds and Mental Health Block Grant funds Hebron House of Hospitality and Health Care for the Homeless Milwaukee have developed SOAR training teams who have attended national training and are qualified to teach service providers to utilize the SOAR model to assist their clients in applying for SSI/SSDI.  In the past 12 months, over 100 people were trained to implement the SOAR model in their communities.  These trainings are continuing.

In April of 2009, SOAR grants were given to agencies in Milwaukee, La Crosse, Chippewa, Waukesha, Rock and Outagamie Counties to increase the area where SOAR services are offered. 

The Department of Commerce staff along with the SOAR grantees understands the necessity of developing a state-wide infrastructure that not only supports quicker determinations as well as some presumptive eligibility across the state, but can provide the financial resources to fund multiple agencies throughout the state to continue this much needed service.  It is hoped that through the development of a SOAR Program Task Force, which convened in August 2009, that these objectives can be accomplished.

PATH funds are also being used to hold a Wisconsin PATH Conference.  In 2009, over 50 service providers representing five PATH-funded and more than 20 non-PATH-funded agencies attended the conference. The keynote speaker for the event was a nationally known speaker who provided a comprehensive two-day training on topics including outreach and engagement, motivational interviewing, supervision, and personal and organizational wellness.  The evaluations from this conference were outstanding.

As a result, this speaker will be presenting on Motivational Interviewing at the 2010 PATH Conference in April. Registration was limited to the first 50 people.  The conference registration reached capacity within just a few days with people from PATH and non-PATH agencies.

For FFY 2010-2011, the federal Substance Abuse and Mental Health System Administration awarded $784,000 in Projects for Assistance in the Transition to Homeless (PATH) to Wisconsin. The funds were awarded through a Request for Proposal (RFP) process.  The five prior grantees were awarded new contracts and two new applicants were awarded grants.  This will increase the area covered by PATH to include Racine and Brown Counties.

Other Efforts to Serve Persons who are Homeless with a SMI

In addition to PATH, the Department of Commerce’s HUD funded homeless programs provide a wide range of shelter and services. The Tenant-Based Rental Assistance Program (TBRA) can assist clients with rent and utility assistance for up to 18 months.  As match for this program, agencies must agree to provide support services to those served.   Though people who are homeless and mentally ill are just one of the target populations that grantees can serve through TBRA, it seem to be the primary focus for most of the ten agencies funded by the Department of Commerce with these HOME funds. 

All HUD funded homeless programs participate in the Homeless Management Information System known in Wisconsin as Wisconsin Service Point (WISP).  The PATH programs began using WISP to record the services provided, and the data for the PATH Annual Report is embedded in the system. WISP will be able to provide data on individuals who are homeless and referred to county mental health services. 

HUD also requires the local continua of care to do a “point in time survey” during the last week in January and in July to determine the number of people without housing on a given night. This year, PATH grantees will be required to participate in the “point in time surveys” Though some county mental health departments participate in this survey, if more counties volunteered to participate, there would be a more accurate understanding of the number of individuals who are homeless in the state. 

Crisis Services for Homeless Individuals

There are 46 Counties certified under HFS 34 Subchapter III, with several others actively considering or working towards certification.  Crisis programs provide some of the initial outreach and services to individuals and families who are homeless. The crisis stabilization programs do initial assessments to determine mental health needs and make referrals to appropriate services.

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

1.  Current Activities

Criterion 4:  Targeted Services to Rural and Homeless, and Older Adult Populations


Rural Area Services
Directions:  Describe how community-based services will be provided to individuals in rural areas.

Definition of a Rural Area

Wisconsin's definition of a rural area is based on the definition of an urban area.  A rural area is a county not classified as a "metropolitan area," as defined by the State and Metropolitan Area Data Book, 5th Edition 1997 – 1998, US Department of Commerce, Economics and Statistics Administration, Bureau of the Census. Using the Census Bureau’s definition of a metropolitan area containing a place with a population of 50,000 or greater, Wisconsin has 14 urban counties (19 percent) and 58 rural counties (81 percent). The urban counties identified using this definition include Milwaukee, Dane, Brown, Outagamie, Rock, Eau Claire, Fond du Lac, Kenosha, Racine, La Crosse, Waukesha, Winnebago, Sheboygan, and Marathon. All other counties are considered rural for the purpose of discussing targeted mental health services in this section.

Both rural and inner city areas of Wisconsin encounter access issues due to the uneven distribution of the health care workforce and a fragile health care infrastructure. A significant number of communities are federally designated as health professional shortage areas. These include parts of larger cities, large numbers of rural areas throughout the state, most tribal populations, and low-income populations. For example, considerable variation exists in levels and quality of emergency medical services in rural Wisconsin (National Conference of State Legislators, August 2000). Some very rural counties in Wisconsin have severe shortages of primary care, dental, and mental health providers. There is a shortage of providers who will supply health care to low-income and MA populations. 

Challenges to the Provision of Rural Mental Health Services

Wisconsin's community mental health system has resource limitations. Workforce shortages stem to a great degree from low population densities in the extensive rural parts of the state (see Section II for a description of Wisconsin's geography). In rural, less densely populated counties, county-based mental health programs often lack the immediate availability and access to psychiatric and psychological services. Transportation is often a barrier for consumers and their families. A lack of public transportation especially limits their ability to attend peer and family support programs. These limitations result in the lack of choice of mental health and substance abuse providers. Specific areas of need include mental health evaluation, assessment, medication management, treatment, and review. 

A number of counties in rural Wisconsin have a difficult time recruiting psychiatrists, and when they do they often must pay the psychiatrist from the time they leave their home or office, until they reach the county and begin to provide services.  This means the county agency may use significant fiscal resources just for travel time without the psychiatrist even seeing a consumer.  To meet this challenge, Wisconsin is moving forward with allowing MA-reimbursement for mental health services provided through tele-health technology.

Psychiatric Shortage Problems in Wisconsin

Wisconsin, like many states, is experiencing an ongoing shortage of highly trained mental health professionals.  This shortage is further exacerbated by mal-distribution, with rural counties unable to attract critically needed mental health professionals despite salaries competitive with urban areas.  This shortage results in long wait lists, excessive and inappropriate use of hospitalization and emergency services, stress and burnout in the existing workforce, ineffective treatment interventions as primary care generalists attempt to treat complex mental health problems, excessive disability and suffering.

This is especially true in the area of specialty psychiatrists – child and geriatric.  The issue of lack of child psychiatry has been brought to the attention of the Secretary of the Department of Health Services by the Child Come First Advisory Committee, the CST Advisory Committee and a group of concerned providers, consumers, and other interested parties in northern Wisconsin which has resulted in an initiative to address these issues.  The goals of this initiative are as follows:

1. Educate stakeholders and policy makers on psychiatric shortages in Wisconsin and nationally.

2. Share information on what is being done in other states to address psychiatric shortages.

3. Identify all issues that prevent the hiring of skilled psychiatrist in all areas of Wisconsin.

4. Identify ways to recruit psychiatrist with skills necessary to serve all residents in the state or alternatives methods of assuring that residents with mental health needs have access to quality medical professionals that can meet their needs and wants.

5. Identify individuals and agencies/organizations in the state and elsewhere that DMHSAS should partner with to address these issues.

6. Develop prototype tele-psychiatry services focused on filling critical gaps in public mental health programs.

Tele-Health Initiative

Tele-health is defined as the use of telecommunication equipment to link mental health and/or substance abuse providers and consumers in different locations.  The use of tele-health technology to improve access to mental health services for individuals in rural areas of the state is in accordance with Goal 6 of the NFC, which envisions the use of technology to increase access to services. Tele-health will allow the county to more easily attract a qualified psychiatrist and pay only for the time the person is actually seeing consumers.  In addition, if the consumer is in need of hospitalization, the psychiatrist may be more available, through tele-health consultation, to the admitting hospital, as well as to the other treatment professionals, family members, and natural supports.

Tele-health will also enhance the ability of small, remote, rural counties to access specialty services such as child and geriatric psychiatry.  This technology should assist in better diagnostic services, medication determinations, and more successful treatment planning for those individuals most in need.  Tele-health services can be provided to consumers involved in any certified mental health and/or substance abuse program, such as outpatient services, crisis services, community support services, day treatment programs, and inpatient services.  All staff employed by these programs may provide services via tele-health, provided they have received the necessary training and meet program certification standards.  The state Medicaid program will reimburse for MA-covered services delivered via tele-health in the same way it reimburses for face-to-face contacts provided that certain requirements are met.

The Division of Mental Health and Substance Abuse (DMHSAS) has contracted with UW-Madison to bring its clinical resources to rural Wisconsin via audio and video communication technologies.  A three-pronged approach will be used:  (a) a tele-health clinic will bring UW-Madison expertise to the counties with greatest need to provide direct clinical case consultation and treatment, (b) the quality of the existing workforce will be enhance through quarterly distance education initiatives focusing on evidence-based treatments, and (c) the Mental Health and Education Resource Center (MHERC) on the UW Madison campus will provide point-of-need high-quality information to mental health professionals staffed by a highly trained and experienced medical/mental health librarian.

This project builds upon existing structure within the UW-Madison and DHS.  DHS will serve as an interface between the local 72 county mental health systems, ensuring that the counties most able to benefit from tele-health services are prioritized.  In addition, DHS assists in coordinating distance education programming and ensuring county-by-county access to MHERC services.  Through its programs in psychology, psychiatry, and other mental health disciplines, UW-Madison provides state-of-the-art education programming and clinical tele-health services.  

The goal of the initiative is to reduce the disability and suffering that result from the inadequate treatment of serious and persistent mental illness.  More specifically, this project is designed to remediate inadequate treatment that occurs in rural Wisconsin as result of mental health as a result of mental health specialist workforce shortages.  The project will target this inadequate treatment via three distinct approaches:

· Bringing well-qualified specialists to rural communities.  The project will provide specialists to rural communities using real-time, interactive audio and visual communications technologies.

· Enhancing the exiting workforce.  The project will deliver quarterly professional development workshops focused on new developments in evidence-based practice.  These workshops will be delivered via the above communications technologies.

· Responding to and assisting the existing workforce.  The project will provide meaningful access to the published scientific literature on mental disorders and their treatment through the services of the Mental Health and Education Resource Center (MHERC).

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

1.  Current Activities

Criterion 4:  Targeted Services to Older Adult Populations

Directions:  Describe how community-based services will be provided to older adults.

According to a national report in 2005, one in four older adults has a significant mental disorder. Among the most common mental health problems in older persons are depression, anxiety disorders, and dementia. Over the next 25 years, the number of older adults with major psychiatric illnesses will more than double from an estimated seven to 15 million individuals.  Using these 2008 national population estimates in Wisconsin and the 2005 MH/SA prevalence estimate (one in four older adults has a significant mental disorder), the Department of Health Services expects to see approximately 187,537 adults 65 years or older in need of a MH/SA intervention. The Wisconsin public human service data system (HSRS) for year 2008 shows approximately 5,457 older adults aged 65 years or older (out of 94,319 total persons in this target group, or six percent) were receiving a public mental health service. This does not reflect those individuals who receive services from Medicare. 

Serving Older Adults With Serious And Persistent Mental Illness
Wisconsin has been moving forward with efforts to improve mental health and substance abuse services, through providing geriatric psychiatric expertise to local long term care programs who request it, with coordination done by staff at DMHSAS.  An important component of the DMHSAS planning work is the development of the Wisconsin Gero-psychiatry Initiative (WGPI).  The WGPI began as a collaborative of community stakeholders interested in making gero-psychiatric expertise available to providers serving older persons with mental health/substance abuse needs.  The group started meeting in 2004-2005 to refine and adopt an effective teaching model/method called the Star Method.  In FFY 2005, the WGPI began providing indirect care to older persons via case-specific consultation by gero-psychiatrists to long-term care, geriatric, and public agencies, primarily focused in the Milwaukee area.  This WGPI initiative received an “Award for Educational Innovation," from the Annapolis Coalition on Behavioral Health Workforce Education in 2004. 

In addition to the WGPI initiative, state staff continues to work with county agencies implementing a CCS program to ensure that this lifespan program serves older adults.  The CCS benefit could be a significant source of Medicaid funding for older adults to access mental health and substance abuse services. One of the core requirements of a county CCS plan is outreach to all populations.  This is of particular relevance to older adults with serious and persistent mental illness who self isolate.  They are not responsive to the usual forms of outreach through newspapers, advertising in key locales in the community and booths at health fairs.  DMHSAS has set aside money for continued outreach and training in the 2010 plan, and will team with the regional Aging Networks and local aging units funded by the Older Americans Act to pilot outreach mechanisms in both rural and urban regions for those elderly who need treatment but have never been diagnosed or treated for their serious and persistent mental illness because of stigma and self isolation.   

The single largest source of funding in the community for Wisconsin older adults is the new long term care managed care program called Family Care. In order to access these services, Wisconsin older adults need to have physical conditions that need nursing management, or functional deficits that require assistance to perform basic activities of daily living. Approximately 55 percent of people enrolled in this long term care program have mental health diagnoses. The Division has provided several trainings and technical assistance events to the Aging and Disability Resource Centers, to allow them to perform intake and referral to people with serious mental illness seeking services. The Division has provided training at the managed care organization (MCO) level for nurses and social workers in person centered planning for people with physical and mental health issues.  Division staff have also provided systems-level technical assistance to the Division of Long Term Care staff on program development for specialized programs for people with mental health and substance abuse issues. One part-time person at the division level is dedicated to providing technical assistance to collaborating agencies that provide services to older adults with mental health issues. At the Division level, the key staff from Family Care and the key community staff from DMHSAS meet to identify program and service delivery issues and engage in collaboration efforts to improve service delivery within the Departments contracted managed care organizations. 

Adult Disability Resource Centers

Wisconsin is investing in Aging and Disability Resource Centers (ADRC), which offer the general public a single entry point for information and assistance on issues affecting older people and people with disabilities (including serious and persistent mental illness), or their families. The Division of Mental Health and Substance Abuse Services is providing technical assistance to ADRCs on outreach planning to mental health populations, including the homeless, and how to make linkages to agencies providing services and supports to people with mental health issues.
As of June 2010, there were 35 operational ADRCs serving 57 counties.  This gives 67.2 percent of Wisconsinites over age 18 access to an ADRC.  DHS has received letters of intent to apply for an ADRC from another 5 entities covering 8 counties including Adams, Lincoln, Langlade, Florence, Shawano, Menominee, Oconto, and Vilas.  ADRC’s now cover about 80% of the state and will cover 90% of the state when the additional 8 counties are added.  Locations of the current ADRC’s is available at: http://DHS.wisconsin.gov/LTCare/generalinfo/adrcmap.pdf
Tele-health Services

Tele-health is defined as the use of telecommunication equipment to link mental health and/or substance abuse providers and consumers in different locations.  The use of tele-health technology to improve access to mental health services for individuals in rural areas of the state is in accordance with Goal 6 of the NFC, which envisions the use of technology to increase access to services. Tele-health will allow the county to more easily attract a qualified psychiatrist and pay only for the time the person is actually seeing consumers.  In addition, if the consumer is in need of hospitalization, the psychiatrist may be more available, through tele-health consultation, to the admitting hospital, as well as to the other treatment professionals, family members, and natural supports.

Tele-health will also enhance the ability of small, remote, rural counties to access specialty services such as child and geriatric psychiatry.  This technology should assist in better diagnostic services, medication determinations, and more successful treatment planning for those individuals most in need.  Tele-health services can be provided to consumers involved in any certified mental health and/or substance abuse program, such as outpatient services, crisis services, community support services, day treatment programs, and inpatient services.  All staff employed by these programs may provide services via tele-health, provided they have received the necessary training and meet program certification standards.  The state Medicaid program will reimburse for MA-covered services delivered via tele-health in the same way it reimburses for face-to-face contacts provided that certain requirements are met.

Tele-health services in Wisconsin have been available through a state certification process since 2004. Currently 14 county agencies and nine public/private hospitals and/or clinics are certified to provide MH/SA services via tele-health as part of their certification for other specific MH/SA services, i.e. outpatient, CSP, CCS, Crisis, etc.  Training and TA has been provided primarily by qualified staff at Marshfield Clinic at specific agencies as well as at state conferences.

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

1.  Current Activities

Criterion 5:  Management Systems

Resources for Providers

Directions:  Describes financial resources, staffing and training for mental health services providers necessary for the plan.

The DMHSAS is the designated mental health authority. The DMHSAS is responsible for funding, setting policy, and establishing program standards for public mental health services for adults with SMI and children with SED.  Although there are many collaborators within and outside of state government that assist in the implementation of Wisconsin’s State Mental Health Plan, the DMHSAS has primary responsibility for development and implementation.  

Financial Resources, Staffing, and Training
The Division of Mental Health and Substance Abuse Services (DMHSAS) is the designated State Mental Health Authority that directs public mental health services in Wisconsin.  The Division is comprised of the Division Administrator, John Easterday, the Deputy Administrator, an office assistant, three program units, and four direct care facilities.  The Bureau of Prevention, Treatment, and Recovery (BPTR) is one of the three program units and is responsible for activities related to implementation of the MHBG. The BPTR currently consists of three Sections and 33.9 FTE’s including the Director and the Director’s Program Assistant.

The Bureau of Prevention Treatment and Recovery (BPTR)

The Mental Health Services and Contracts Section is responsible for monitoring the programmatic and administrative guidelines for the provision of mental health outpatient services throughout the state.  The section will plan and monitor the implementation of the MHBG including the creation of the federally-required annual Mental Health Plan and Implementation Reports.  Staffing for the federally-required Wisconsin Council on Mental Health are also provided by this section.  Some integrated MH/SA functions are also the responsibility of the Mental Health Services and Contracts Section.  The section will be responsible for mental health and substance abuse programming for the deaf and hard of hearing and the elderly populations and Pre-Admission Screening and Resident Reviews (PASRR).  The Mental Health Services and Contracts Section monitors CSPs for adults with severe and persistent mental illness reside as well as programs that target housing and staff coordinate with the Department of Commerce on homeless issues.  Finally, all evaluation and contract functions for mental health and substance abuse will reside in this section including the management of the Human Services Reporting System (HSRS), Data Infrastructure Grant (DIG) projects, evaluation design, and data analysis.    

The Substance Abuse Services Section provides a focus for services and programs designed primarily for substance abuse consumers.  Thus, substance abuse and prevention programs have been consolidated within this section from across the bureau and include oversight of the substance abuse administrative rules, Access to Recovery, methadone programs, the Intoxicated Driver Program (IDP), the injection drug use program, and HIV prevention.  The Substance Abuse Prevention and Treatment Block Grant (SAPTBG) will be administered from the Substance Abuse Services Section. The Substance Abuse Prevention and Treatment Block Grant (SAPTBG) will be created and monitored and staff will provide general oversight of the implementation of the plan.  Staffing for the State Council on Alcohol and Other Drug Abuse (SCAODA) will also be provided from this section.  Responsibility for substance abuse prevention programming will also reside in this Section.   

The Integrated Services Section is responsible for mental health and substance abuse programs and services at both the systems-level and client-level.  The section has two units.  The Children, Youth, and Families Unit has a Unit Supervisor that directly supervises the unit staff and reports to the Section Chief.   The Section Chief directly supervises the Systems Transformation Unit and has overall responsibility for both units.  The programs and services in this section either have an integrated MH/SA focus and will strengthen new integrated MH/SA approach.

The Children, Youth, and Families Unit addresses the special needs of children and families who have substance abuse and/or severe mental illness.  One of the primary functions of the Children, Youth, and Families Unit is to address the goals of the Governor’s Kids First Initiative.    All children’s mental health and substance abuse programs and services are consolidated in this unit.  Staff with mental health and substance abuse expertise work together to strengthen existing integrated MH/SA approaches and implement new integrated approaches where needed.  Staff provide contract monitoring, technical assistance, training, and programmatic guidance to the Integrated Service Projects, Coordinated Service Teams, and hospital diversion programs targeted for children with SED who may also have substance abuse disorders.  The unit is responsible for Child Welfare Initiatives, prevention and early intervention programming, and programs to benefit infants such as the Infant Mental Health Initiative.  Unit staff will also implement and monitor the new CCS benefit, providing clinical consultation services for consumers with substance abuse and/or severe mental illness, and monitoring child and family advocacy activities. 

The Systems Transformation Unit is responsible for the implementation and monitoring of systems-level initiatives for adult mental health and substance abuse service systems.  Most initiatives in this unit will focus on systems development and training for local administrators and providers on substance abuse and mental health treatment.  Unit staff will continue to implement and monitor the MH/SA Transformation Initiative with a focus on integrated MH/SA screening and treatment, managed care, quality improvement, and the implementation of Recovery principles.  Monitoring the implementation and development of Recovery-based outcomes is conducted through contracts and support to the Recovery Implementation Task Force.  

State Mental Health Institutes

Mendota Mental Health Institute, a psychiatric hospital operated by the Wisconsin Department of Health Services, Division of Mental Health and Substance Abuse Services, specializes in serving patients with complex psychiatric conditions, often combined with certain problem behaviors. Mendota provides a secure setting to meet the legal and behavioral needs of our patients. Mendota also operates outpatient treatment services for individuals in the community.

Winnebago Mental Health Institute is a psychiatric hospital owned and operated by the Wisconsin Department of Health Services, Division of Mental Health and Substance Abuse Services. Winnebago specializes in serving children, adolescents and adults with complex psychiatric conditions that are often combined with challenging behaviors. Winnebago provides a secure setting to meet the legal, behavioral, treatment and recovery needs of patients.

Secure Treatment Facilities

The Mendota Juvenile Treatment Center (MJTC) is a secure correctional facility located on the grounds of the Mendota Mental Health Institute in Madison, Wisconsin. MJTC staff serve the mental health needs of male adolescents transferred from Division of Juvenile Corrections institutions. Youth move to and from MJTC based on assessment of their mental health and security needs. A youth’s motivation for positive change is also part of that assessment. Parents or guardians receive program and treatment review reports during a youth’s stay on MJTC.

Sand Ridge Secure Treatment Center offers a range of treatment programs for its patients designed to meet the specific needs of sexually violent persons. The inpatient treatment program consists of several phases and components with a multi-disciplinary approach. It is based on a psycho-social rehab model with an emphasis on cognitive-behavioral and relapse prevention techniques. The length of time in treatment is dependent upon successful program completion as evidenced by the patient's consistent demonstration of mastery of self-management skills.

The Wisconsin Resource Center (WRC) is administered by the Wisconsin Department of Health Services in partnership with the Wisconsin Department of Corrections.  WRC is a specialized mental health facility established as a prison under s. 46.056, Wisconsin Statutes.  WRC is also identified as a treatment facility for the placement of Sexually Violent Persons (SVPs) detained or admitted pursuant to Chapter 980, Wisconsin Statutes.  The facility operates as a secure treatment center and is managed by the Division of Mental Health and Substance Abuse Services.  The budgeted capacity of WRC is 404: 344 male inmates transferred from Wisconsin Department of Corrections (DOC) Division of Adult Institution prisons for mental health care and 120 men detained or committed under the SVP program pursuant to Chapter 980 of the Wisconsin Statutes.

Technical Assistance

In addition to DMHSAS staff, the DMHSAS also relies on technical assistance the University of Wisconsin and other agencies provide.  Mental Health Block Grant monies are used to fund an expert peer consultant and training for the development of CST initiatives for children.  The DMHSAS also funds technical assistance to developing CCS programs to provide leadership on promoting positive behavior supports and to develop trauma-sensitive and specific services.  

One major area of training offered to mental health service providers every year is on the principles and implementation of Recovery.  The DMHSAS partners with the UW-Madison School of Medicine and Public Health to provide Recovery technical assistance and will continue to work with a Recovery Implementation Task Force to develop Recovery training curriculums for providers.  One type of training offered is Recovery Awareness training which is the first step in orienting providers to the principles of Recovery.  Practitioner Competency Training sessions are also offered by the Recovery Coordinator to provide more in-depth training on implementing Recovery principles into providers’ work.   A third type of training, called Guided Reflections, is offered to organizations as a whole on Recovery principles including providers, administrators, and case managers.

A fourth and final training on Recovery for providers will be a recovery-oriented boundaries and ethics training for social workers.  Disability Rights Wisconsin (DRW) develops and provides some of these Recovery trainings.

ISP/CST Support

Training and technical assistance are provided to Coordinated Service Teams (CSTs) and Integrated Services Projects (ISP) through statewide Project Director's biannual meetings.  Over 100 people attend each meeting, including staff from all CSTs and ISPs, several private agencies, parents and others.

In 2007, each of the five regions with ISP/CST projects in the state began sponsoring two regional meetings per years.  These regional meetings have continued through 2010 and become an important part of the training plan for ISP/CST’s. The meetings are well attended by county and private representatives of the local programs.  State staff team with Area Administration staff and wraparound consultants to prepare for and lead these local meetings.  These smaller regional meetings continue to address issues raised by the local programs in a more directed and focused approach.

Tele-Health

Mental Health and Substance Abuse Tele-health is generally described as the use of telecommunication equipment to link mental health and/or substance abuse providers and consumers in different locations.  Tele-health technology allows for the provision of quality behavioral health services, including interactive consultation between a consumer and a professional, assessments, pharmacological management, clinical counseling and consumer screening, with greater access and frequency, and without the additional cost of staff travel or unnecessary consumer transport.  The state Medicaid program will reimburse for MA-covered services delivered via tele-health in the same way it reimburses for face-to-face contacts provided that certain requirements are met.
MHBG funds have been allocated in the past to a Workforce Development Initiative to expand access to psychiatric consultation via tele-health, especially in rural areas.  Retired psychiatrists and psychiatric residents in training were recruited for psychiatric consultation.  The goal of the initiative is to provide a "turnkey" operation where psychiatrists do not need to know tele-health technology; they just show up and provide the consultation.  Additionally, the group is investigating a private-public partnership to allow clinicians serving public mental health consumers to utilize existing tele-health equipment available in the private sector.

Tele-health services in Wisconsin have been available through a state certification process since 2004. Currently 14 county agencies and nine public/private hospitals and/or clinics are certified to provide MH/SA services via tele-health as part of their certification for other specific MH/SA services, i.e. outpatient, CSP, CCS, Crisis, etc.  Training and TA has been provided primarily by qualified staff at Marshfield Clinic at specific agencies as well as at state conferences.

Psychiatric Consultation and Clinical Education/Training

The BMHSAS funds the Wisconsin Public Psychiatry Network Teleconference Series provided through staff support from the University of Wisconsin Department of Psychiatry.  The 2009-2010 series includes a variety of topics presented by speakers in the field.  Twenty-four biweekly teleconference training sessions are scheduled for October 2009 through September 2010.  Outcomes through May of 2010 include an average of 72 sites from across the state registering for each teleconference with an average of 119 professionals and consumers participating in each teleconference.  Over 400 people from across the State participated in the teleconferences during this period.  The evaluation scores are on a scale of 1-4 with 4 ranked as excellent or strongly agree, 3 ranked as good or agree, 2 as fair or disagree, and one as poor or strongly disagree.  The average scores through May 2010 are 3.6 for “Importance of Topic”, 3.4 for “Quality of Presentation”, 3.3 for “Quality of Materials”, 3.4 for “I expect this training to benefit consumers.”, and 3.3 for “I expect to use the information gained from this training.”  

The BMHSAS funded the 2009 Integrated Services Conference “Celebrating Strengths During Challenging Times” which was also supported by staff from the University of Wisconsin Department of Psychiatry.  The conference on October 27 and 28, 2009 had 30 workshops including the following topics:  Using Family Care with CSP and CCS; Beyond Prohibited
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Practices:  Pathways to Life Long Change; Making The “Med Check” more effective for Consumer, Prescriber and Case Manager; Telehealth; Disturbed Sleep in Older Adults; S-BIRT: Enhancing the Continuum of Care; Supporting Peer Specialists in the Workplace; Fatherhood; Keys to Caring For a Person with Dementia; Language of the Courageous; Incarceration, Recovery, and Reentry; Recovery Advocacy; Cultural  Competence; Quality Improvement:  How to Make a Requirement Useful; Person Centered Planning.  Speakers included consumers and county staff from throughout the state, bureau staff, and nationally known speakers.  Over 400 people attended from across the state including providers, consumers, and administrators.  The 2010 conference, “Journey to Wholeness in Body, Mind, and Spirit”, is scheduled for October 26 and 27 in Wisconsin Dells.  Twenty-four workshops and two keynote presentations are scheduled to promote Recovery and Evidence-based practice.  

University of Wisconsin Department of Psychiatry staff also provided clinical Mental Health information and background to Department of Health and Family Services pharmacy committees, Person-Centered Planning, and the Workforce Development initiatives.

Financial Management: Fiscal Context of Wisconsin Community Mental Health Services

Financial management of public mental health services occurs within the DHS and is overseen by the Division of Enterprise Services (DES) and the Office of Program Initiatives and Budget (OPIB). Within DES are various financial management functions, including accounting, purchasing, and information systems. The Office of Program Initiatives and Budget is responsible for budgeting. DMHSAS negotiates and monitors contracts with the counties and with nonprofit organizations/vendors.

Contracts and Grants Management

Data management within the DES utilizes three stand-alone financial reporting systems with interface capabilities: Wisconsin State Management & Accounting Tool, which is the statewide accounting system; Fiscal Management System, which was developed for the DHS; and the Community Aids Reporting System (CARS). The DMT has reporting requirements; and CARS is used to encumber and process payments to the service providers. The three systems have interface capabilities.

Contracts with the counties and nonprofit organizations/vendors are issued annually. General community aids funding is distributed to counties based on formula funding. Factors include population, per-capita income, and the rural/urban nature of the county.  Other funds are contracted to counties and private, non-profit vendors for targeted purposes.  The Block Grant funds are specifically identified in the contracts for the given services to be provided.  Each contract is assigned a contract monitor who establishes the work plan, monitors the contract work plan, and provides assistance to contractors in meeting their contract goals.  Contractors are responsible for submitting six-month or annual reports on their progress.  A system of peer reviews and site visits for a limited number of contracts annually is also part of contract monitoring plans.

Fiscal Oversight, Monitoring, and Audits

Service providers receive a three-month advance at the start of the contract period. They are required to submit expenditure reports (CARS 600 Report) on a monthly basis. These reports are submitted in hard copy format. Client service data is submitted quarterly. Most counties submit the data with monthly online transmittal. Financial data associated with the service data is submitted semi-annually. This provides the basis for unit costing analysis. The DMHSAS staff monitors quarterly and semi-annual reports, which provide the basis for identifying and addressing given issues and outcome attainment.  Vendors are required to undergo an annual audit from an auditor of their choosing and the results are submitted to DES.  The DMHSAS contract monitors work with DES and the contractor when there are audit issues to resolve. 

Revenues and Expenditures for Mental Health

Medicaid is the largest source of funding for mental health programming.  The state provides funding for a community-based service system.  The services for which counties are required to pay the non-federal share include:  outpatient mental health for adults in the home or community; crisis intervention; Comprehensive Community Services (CCS); Community Support Programs (CSP); Targeted Case Management; and inpatient hospitalization in the state mental health institutes.  Many counties in the state allocate county levy tax dollars over the required non-federal share. The state Medicaid non-federal share is approximately 40 percent. Other state and federal Medicaid funds represent amounts not subject to the 60/40 sharing. This may include adjustments/savings from prior year activities and previously allocated inpatient dollars that have been converted to community services due to downsizing the number of institutional beds. 

Most importantly, however, is the counties’ contribution to Wisconsin’s mental health system.  Wisconsin has a strong county-based system and the majority of the financial burden of the mental health system falls on counties.  In CY 2007, counties contributed a reported $204,551,378 for mental health services. In addition to the Mental Health Block Grant funding, Wisconsin receives other federal funding to support Wisconsin’s mental health service system. The PATH grant of $691,000 to support mental health services for individuals who are homeless in four of Wisconsin’s largest urban areas (responsibility for the PATH program were moved to the Department of Commerce in SFY 2006).  An additional $74,000 in state funds were contributed to the four PATH programs which are operated out of the Department of Commerce, Bureau of Supportive Housing. Another $132,941 from a CMHS Data Infrastructure Grant will be used to support the DMHSAS’ capacity for data collection and reporting for the MHBG and other programmatic needs.  Wait lists were reduced for CSPs by providing $1,000,000 of state funds for 21 counties.  $1,000,000 in GPR is utilized for hospital diversion.  Another $1,270,000 of Medicaid funds were used for PASRR Level II screening activities throughout the state.  Additionally, $8.8 million in GPR is available for IMD relocation and funding for community services.  
Despite the economy in the last state budget, the legislature appropriated an additional $4 million to counties overt the biennium of the following Medicaid-certified programs:  crisis intervention, community support programs, and comprehensive community services programs.  An additional $70,000 has been allocated for the expansion of Coordinated Service Team Initiatives for children. 
Section III - Performance Goals and Action Plans to Improve the Service 
System

1.  Current Activities


Criterion 5:  Management Systems 

Emergency Service Provider Training


Directions:  Provides for training of providers of emergency health services regarding mental health.

Wisconsin’s Emergency and Crisis System

Wisconsin defines crisis intervention as a systematic and organized set of mental health emergency/crisis services and supports provided in the community to individuals and families experiencing heightened emotional distress and/or behavioral disorder. The goal of crisis intervention is to provide alternative and diversionary options to reduce the need for hospitalization and to enhance the community’s crisis response. County crisis programs are certified under Wisconsin Administrative Code DHS 34. Crisis intervention services are dependent upon strong inter-agency coordination and joint training between multiple agencies, i.e., departments of human services, law enforcement, CSP, schools, hospitals, emergency room staff, and private providers. The standards for training are set forth in DHS 34. Crisis program staff training records are maintained locally and are reviewed by the state DHS/Division of Quality Assurance when certifying and re-certifying crisis programs. Currently almost all counties are certified for basic emergency crisis services, and 47 counties are certified under DHS 34 Subchapter III standards for emergency service programs. These programs are eligible for MA or third-party reimbursement. 

The Crisis Intervention Network 

The Crisis Intervention Network, numbering over 200 individuals representing all 72 counties, is a group of state agency staff including DMHSAS staff, advocates, consumers, family members, and county providers. The Crisis Network remains actively involved in the promotion of certification for county crisis programs by offering technical assistance to develop county crisis programs, data collection regarding crisis care, measures of its effectiveness and utilization, and in the coordination of the annual Crisis Intervention Conference. The Crisis Network and the Crisis Conference both work to promote the enhancement of crisis intervention services in the community. The network has developed a Best Practice model for better coordination between law enforcement and crisis services at the point of determining if an individual should be held in emergency detention and best disposition. Regional training sessions tailored to meet local needs have been and will be offered to promote this Best Practice model.

The Network continues to meet quarterly. Information is exchanged regarding crisis intervention issues, i.e., stabilization, crisis beds, mobile crisis response, and suicide awareness and prevention strategies. Other information shared is in regard to suicide screening and risk for suicide, contracts and agreements, collaboration between agencies, and insurance and Medicaid billing issues.

Regional Crisis Response System

In response to the 2004 Request for Proposal for multi-county regional crisis intervention/ stabilization program expansion, eight applications were received, of which, six were funded at $100,000/year for up to five years.  The purpose of these funds is to develop or expand crisis services using a multi-county/ tribal agency approach.  Due to the fact that many smaller counties do not have the resources for their own certified crisis stabilization program, the funds have been targeted for regional or multi-county projects so that counties can collaborate to meet their needs.

The funds are being used for the development and/or enhancement of crisis services in order to reduce hospital/institutional admissions. There is $500,700 available per year of state GPR funds for this initiative.  Funding for one additional Multi-County Crisis Program (Milwaukee/ Waukesha) was made available in 2005. Local savings from reduced hospital/institutional placements along with the Medicaid reimbursements would help to sustain the programs.  Of the 35 counties involved in the six Regional Multi-County Crisis Programs, only two are not certified DHS 34 Subchapter III.

There are six county Human Service Departments that function as fiscal agents for their multi-county grant:  Shawano-Northeast Region; Washburn-Western Region; Marathon-North Central Region; Washington-Eastern Region; Milwaukee-South Eastern Region; and Ashland-North Western Region.  The population served is children and adults in need of emergency mental health services.  The objectives of the program include:

· Reduce "unnecessary" admissions to hospitals.

· Reduce length of stays at hospitals.

· Divert children and adults to non-hospital community-based options.

Each regional grant has a coordinating committee that includes stakeholders pertinent to the goals of the initiative.  Training law enforcement and mental health workers to work together has improved outcomes.

From July through December 2009, grant sites reported that due to their overall effort to provide community-based crisis intervention and stabilization services they were able to divert 620 children and 3,359 adults from inpatient hospitalization.  The crisis network supports the DMHSAS initiative to fund collaborative Regional Multi-County Crisis Grants.  Each of the five regions has submitted preliminary collaborative crisis development proposals that include all counties in each region.  There is much enthusiasm by the DMHSAS Regional Offices and counties for this cooperative approach to funding crisis enhancement grants.

*For more details on for the Regional Crisis Response System Initiative, see Children's Section:  "Emergency Service Provider Training." 


Crisis Intervention Conference

The 13th Annual Crisis Intervention Conference occurred in September 2009. It was well-attended by multiple system partners, such as law enforcement, county human services administrators and staff, CSP, education, health care providers, public and private mental health care providers, consumers, family members, and advocates. Attendance over the past four years has been 500 - 600 participants. The training takes place over one and a half days and conference hours apply to required on-going training for individuals providing certified mental health crisis services under DHS 34. Other required crisis training opportunities include supervision, consultation, and backup are provided independently by each certified crisis program according to the standards set forth in DHS 34.

Topics presented in Keynote Addresses for the conference included:

· Helping Children and Teens Cope with Grief:  A "Companioning" Philosophy of Care Giving

· Cultural Competence and Recovery in Crisis Intervention

· Respect:  The Gateway to Trust

Topics presented in the Breakout/Workshop Sessions for the conference included:

· Tele-health Demonstration

· Cultural Competency Considerations

· Transference and Counter-transference in the Emergency Situation

· Crisis Planning for Youth with SED

· Suicide Assessment with Adults

· Substance Use Disorders

· Crisis Diversion and Stabilization:  Thinking Outside the Building

· CBT with Psychosis

· Exploring the "Shadow of the Ghosts" of Grief:  Implications for Children and Teens

· Dementia and The Geriatric Crisis

· Listening to What People Are Saying

· Assisting Family Members to Help Get Substance Abusers Into Treatment and to Stay in Treatment

· Collaborate with a Cop:  How to Get Along on a Crisis Call

· Basic Introduction to Crisis Intervention

· How "Standard" is Chapter 51?

· PTSD in Veterans

· Understanding the Six Central Childhood Needs of Mourning:  The Caregiver's Helping Role

· The Pursuit of Happiness:  Noble Quest or Fool's Errand

· The Art of Developing Effective Crisis Response:  Plans for Children & Families Involved in Multiple Systems of Care

· Crisis Management through Person Centered Planning

· Use of the Fifth Standard in Crisis Work

· LGBT Youth and Crisis

· QPR-Question, Persuade, Refer

· Can I Bill For…? Crisis Billing Discussion

· How to professionally and Personally Survive a Suicide Death

· Child and Adolescent Suicidal Ideation and Behavior

· Living with Mental Illness

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

1.  Current Activities


Criterion 5:  Management Systems 

Grant Expenditure Manner


Directions:  Describes the manner in which the State intends to expend the grant under Section 1911 for the fiscal years involved.

Expenditure Plan for Block Grant Funds for FFY 2011 

1)  County Formula Allocation (State Statutory Cap of $2,513,400) - $2,513,400

This allocation is designated to county mental health agencies to fund programs for persons with serious mental illness.  The DHS determines each county agency's MHBG allocation using its standard Community Aids formula.  This formula considers each county agency's Medicaid caseload, per capita income, and urban/rural designation.  Each agency will use the funds for one or more of the following eight priority areas:

· Certified CSP and/or CCS program development and service delivery 

· Supported housing program development and service delivery

· Initiatives to divert persons from jails to mental health services

· Development and expansion of mobile crisis intervention programs

· Consumer peer support and self-help activities

· Coordinated, comprehensive services for children with SED

· Development of strategies and services for persons with co-occurring MH/SA disorders

· Mental health outcome data system improvement

2)   Children’s Initiatives – Coordinated Services Teams (CST) - $1,826,500

The CST initiative is designed to develop coordinated systems of care for children and adolescents with SED and their families requiring support from multiple community-based agencies.  State awards give the county projects the capacity to provide the flexibility needed by both children/adolescents and their families.  The CST initiative places an emphasis on collaboration across child-serving systems.  The focus is on creating a “systems change” plan for the county or tribe to establish strength-based systems of care that supports children and adolescents and their families who require substance abuse, mental health, juvenile justice, and/or child welfare services.

3) Family/Consumer Self-Help & Peer-to-Peer Support (By State Statute, must allocate no less than $874,000) -  $991,629
Wisconsin funds a variety of consumer self-help and peer support programs including programs that work with adult consumers, child consumers, and families of consumers. 

4)  Transformation Activities - $864,574

Wisconsin will continue to use a portion of the block grant to promote system transformation.  Activities for transformation will include funding for Regional/Shared Services Pilot(s) that will advance the work being done by the County Infra-Structure Study.  The following activities will also be continued: county quality improvement project to reduce the readmission of patients to inpatient settings, homeless access and outreach projects, promotion of evidence-based supported employment, promoting the development of tribal best practices in treating co-occurring disorders thru tribal collaboration, and psychiatric consultation services. Resources are provided for the following activities: the on-going support for Peer Specialist Certification required for Medicaid in the 1915(i), technical assistance for providers in person centered planning and transitions for youth into the adult system of care, funding for consultation on the needs of people who are deaf and hard of hearing with mental illnesses.  In addition, increased support is provided for current activities including adding resources to provide technical assistance for adult mental health service providers in the reduction in the use of seclusion and restraint and increased staff support for the trauma informed care initiative.

Detailed Budget Breakout


County QI-Reduce Inpatient Readmissions

$69,702


Regional/Shared Service Pilots


           $100,000


Peer Specialist Certification Development

$35,000


Homeless Access & Outreach to Benefits

$74,000


Supported Employment
Grant



$98,000


Tribal Best Practices in Co-Occurring Disorder
           $100,000


Child Psych Consultation - Focus on Workforce Dev..   $154,000


Technical Assistance to Reduce Seclusion & Restraint
$65,000


Promote Trauma Informed System


$97,302


Technical Assistance on Person Centered Planning/


     Youth Transitions to Adult Services


$38,276


Consultation/TA Regarding Deaf & Hard of Hearing
$33,294

5)  Systems Change (By State Statute, at least 10% must be for children) - $292,287

The Systems Change funds will focus heavily on implementing systems change in the areas of improving the current system’s focus on recovery, adding support for the state’s anti-stigma efforts and promoting infant mental health, as well as increasing resources for prevention and early intervention and providing consumer reimbursement as outlined in statutory intent.

Detailed Budget Breakout

Consumer/Family Stipends for Participation

$25,000

Recovery Coordinator




$73,000

Prevention/Early Intervention and Suicide Prevention      $120,000

Anti-Stigma Efforts




$20,000

Infant Mental Health Consultation


$54,287


6)  Training (State Statutory Cap of $182,000) - $182,000

Training funds will be contracted to improve provider knowledge and skills in mental health standards, best practice and emergency crisis services for statewide system delivery for consumers of all ages.  These funds support the DMHSAS conferences, training for children’s services, statewide teleconferences on clinical topics, and training for schools on promoting positive behavior supports and for providers on how to implement smoking cessation in treatment protocols.


Detailed Budget Breakdown


Statewide Teleconference/Adult Psych Cons.

$87,042


Annual Conference




$10,000


Geriatric Psychiatry Training



$  5,000


Elderly Initiative to Promote Integrated Treatment
$20,000


Children’s & Crisis Intervention Training

$32,000


Positive Behavior Supports Training in Schools

$22,958


Provider Training to Promote Smoking Cessation
$  5,000

7)  Wisconsin Protection and Advocacy (Statutory Amount of $75,000) - $75,000

Disability Rights Wisconsin is the designated agency within the state to provide protection and advocacy for persons with mental illness.

8)  State Operation and Program Development Costs - $718,442

These funds cover the costs of the BPTR staff support for mental health program development, Mental Health Council expenses, grant accounting costs, National Outcome Measures reporting and indirect costs of administering the grant. 

Total = $7,463,832
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