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Executive Summary
The Mental Health Data Gathering Project began in November 2004, in an effort to gather data and information about the supply and demand for mental health services in Delaware.  The purpose of the study was to:

1. Define what programs are working well;
2. Determine where service gaps and barriers to services lie;
3. Determine the capacity of mental health practitioners in the State and define areas as mental health professional shortage areas, where applicable;
4. Identify issues surrounding the provision of mental health services that can be addressed collaboratively among those who provide and/or advocate for mental health care; and
5. Make policy recommendations based on project findings that:

a. Improve access to services;
b. Improve quality of services;
c. Engage agencies, organizations and individuals to plan and advocate for system change;
d. Enhance the supply of mental health practitioners in areas of greatest need;
e. Encourage coordination of services and care; and
f. Catalyze public policy and/or system change to better serve those with mental health needs and/or addictions.
The study consisted of three primary components: 1) Survey of mental health practitioners in Delaware to understand the capacity for mental health and substance abuse services; 2) an environmental analysis of national and local policies and best practices in mental health and substance abuse programs; and 3) focus groups of practitioners and consumers of the mental health care system.

While this project has a significant data-collection component, it is not a research project.  Rather, the Mental Health Supply and Demand Project is a mechanism for which Delaware leaders and policy makers can better understand the current mental health services environment.  It is the basis for which system change can be affected through advocacy, collaboration and coordination among the State’s mental health stakeholders and government officials. 
Key findings from the project led to recommendations and an action plan for improving the mental health care system.  The following are highlights from those findings.
Summary of Project Findings
· There is a shortage of mental health practitioners in Southern New Castle County, Northern and Western Kent County and Western and Southern Sussex County.  

· There is a maldistribution of and possible shortage of inpatient treatment services statewide, especially in Southern Delaware.

Summary of Project Findings Continued

· Consumers have a lack of awareness about where to go for mental health services.
· Stigma is a significant barrier to accessing mental health and substance abuse services.

· Individual insurance status has a significant impact on access to care.

· The greatest challenge to private practitioners is payment and insurance.

· A significant challenge to both practitioners and consumers is a lack of coordination and fragmentation in the mental health care system.

· There are limitations in the vocational rehabilitation system to facilitate meaningful employment opportunities for persons with mental illness.

· Law enforcement personnel need to become better equipped to deal with the needs of persons in crisis.

· Many of the best practices in mental health and substance abuse assessment and treatment are being utilized by programs in Delaware.
· More needs to be done to provide accessible, quality services for all Delawareans.
· There is a shortage of safe and affordable housing for persons with mental illness and substance abuse addictions, especially those having a criminal history.

This report is comprised of two volumes as follows:
	Volume I

	Executive Summary – 
	Presents highlights from the project and description of the report.

	Recommendations and Action Plan –
	Designed to be used in the context of this report or as a stand-alone to be used by stakeholders to carry out activities and action steps to address recommended system change.

	Best Practices –
	Designed to be used in the context of this report or as stand-alone fact sheets for each best practice.  The fact sheets are created to be used to support advocacy and awareness efforts for policy and programmatic improvements.

	Project Overview and Methodology –
	Provides project background, purpose and research methodology.

	Acronyms – 
	Provides a listing of acronyms used in the report.

	Volume II

	Appendices –
	Five appendices are provided in a companion document, which includes materials to support the report contents.  These appendices include: 
I. Focus Group Results

II. Practitioner Survey Results

III. Health Professional Shortage Areas

IV. Policy Analysis Results

V. References


Recommendations and Action Plan
A primary goal of the Mental Health Supply and Demand Study was to understand the gaps in services and barriers to accessing existing services.  From that understanding a set of recommendations was developed, which aimed at: 1) improving the quality of mental health and substance abuse services; and 2) making those services more accessible.  Additionally, understanding those issues that affect the practice of mental health and substance abuse treatment provided opportunities to address systematic inefficiencies.
The following section provides an action plan for the mental health care system.  It is broken into core competencies, which were derived from the results of the best practice and policy analysis, focus group results, and the mental health practitioner survey.  Thirteen core competencies have been identified as follows.  They are listed in no particular order or priority. 
· Mental Health Professional Capacity
· Adequate Funding for Programs and Services

· Crisis and Emergency Services
· Awareness of Community Resources

· Dual Diagnosis / Co-occurring Illness
· Housing and Homelessness

· Anti-Stigma

· Integrated Primary and Mental Health Care
· Employment and Job Training

· Law Enforcement and Criminal Justice

· Family Support and Education
· Assessment and Treatment for Children and Adolescents

· Mental Health Parity and Insurance Practices
For each core competency, gaps are identified as well as the key findings of the project and the impact those gaps have on the mental health system.  Recommendations were established based on these factors and include a total of 57 strategies to further understand and/or implement the recommendations.   
For each strategy, there is a reference as to which organization(s) should take the lead on implementing the strategy.  Acronyms are used to identify these agencies and organizations.  A list of acronyms and abbreviations may be referenced in the Acronyms Section of this report. In addition to the responsible organization, key tasks and desired outcomes associated with each strategy are defined; along with a timeframe in which the task should be completed. 

Strategies marked with a         represent industry best practices.  For more information about industry best practices, refer to the “Best Practices” section of this report.

Core Competency:  Mental Health Professional Capacity
Gap: In some areas of Delaware, there is a shortage of mental health practitioners, especially psychiatrists.

Key Finding:  There is a significant lack of mental health and substance abuse services and practitioners in Southern New Castle County and Northern Kent County as well as in Western and Southern Sussex County and in most areas of the State, the ethnic and racial composition of practitioners is not proportionate to the population. In addition, consumers perceive that the turnover rate among mental health workers is very high.  Child mental health practitioners are especially limited and the extended training required for these specialist perpetuates the problem. 
Impact: Consumers who often face trust issues, have difficulty transitioning to new practitioners when there is attrition or changes in caseload.  As a result, some lose faith in the system’s ability to help them.  Practitioners are increasingly frustrated by the lack of resources and/or knowledge of existing resources for which to refer their patients.  

Recommendations:

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Promote interest in the field of mental health and substance abuse treatment in school children, especially among racial and ethnic minorities.
	DHCC

DPH

MSD

DOE
	12/31/2006
	Form a workgroup to determine opportunities to promote careers in mental health

	
	
	04/30/2007


	Determine opportunities for creating incentives for those who go into the field.

	
	
	09/10/2007
	Implement workgroup recommendations

	
	
	Ongoing
	Evaluate effectiveness of project

	Expand recruitment efforts to attract qualified mental health/substance abuse practitioners to Delaware, especially among racial and ethnic minorities and those specializing in child and adolescent mental health care.
	DCMHS
	6/30/2007
	Develop opportunities for internships and psychiatry residencies in Delaware for child psychologists, social workers, etc.

	
	DHCC
	09/30/2006
	Take advantage of state/federal loan repayment programs, especially for substance abuse counselors in underserved areas.

	
	DHCC
	12/31/2006
	Proactively encourage psychiatric specialties through DIMER

	
	DHCC
	06/30/2007
	Developing a downstate psychiatric residency rotation program in Sussex County.

	
	DPH
	09/30/2006
	Utilize the Conrad State 30/J-1 Visa Waiver Program to recruit psychiatrists to underserved areas of Delaware, including Spanish-speaking providers and ethnic and racial minorities.

	
	DPH
	07/30/2006
	Apply for federal designation of mental health professional shortage areas 

	
	
	Ongoing
	Look for additional opportunities for mental health shortage designations through more in-depth data analysis.


Core Competency: Mental Health Professional Shortage (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Facilitate a more efficient referral and consultation system by developing a mental health resource directory on-line that can aid practitioners in identifying available psychiatrists and other mental health practitioners as well as aid consumers looking for services (include certifications/specialties, geography, referral requirements, practice limitations and insurance participation).
	DSAMH

DCMHS

DHCC

DPA

CSWSDE

MHA

MSD

NAMI-DE
	12/31/06


	Form a workgroup to determine cost, feasibility and content of the referral system (including update process)

	
	
	04/30/2007


	Look at opportunities to coordinate with efforts of the Delaware Health Information Network

	
	
	06/30/2007


	Identify funding to support the project

	
	
	08/31/2007
	Implement the recommendations of the workgroup

	
	
	Ongoing
	Monitor and evaluate the system

	Work with colleges and universities to enhance curricula in mental health and substance abuse careers.
	DSAMH
DCMHS


	12/31/06


	Meet with program leadership at major colleges and universities in Delaware to ensure that curricula for mental health and substance abuse degree programs are up-to-date in meeting current industry demands.

	
	
	
	Promote training on early childhood behavioral health assessment, treatment and family support services.

	Collect data on the supply and capacity of mental health professionals to monitor and forecast the distribution and/or potential shortages.
	DHCC

DPH 

Division of Professional Regulations


	Ongoing
	Survey mental health professionals on a regular basis (e.g., bi-annually) to understand their capacity for providing mental health care in Delaware.

	
	
	
	Adjust and/or establish ongoing plans to address maldistribution and/or shortages for mental health professionals.






Core Competency: Adequate Funding for Programs and Services
Gap: Federal budget cuts are placing a strain on the mental health and substance abuse prevention and treatment service delivery system.  

Key Finding:  There is a sense among consumers that some service organizations want them to remain dependent on their services because funding streams are primarily based upon caseload data.  Mental Health practitioners believe that funding is limited and should be enhanced for those services that are having the best outcomes.  Increased funding for these programs will afford increased referral opportunities for their patients.  

Impact: Consumers want to be empowered to move beyond treatment services.  They want to become independent and self-sufficient but the system appears to be holding them back.  Practitioners often struggle with finding open slots for quality wrap-around services in which to refer their patients.  Additionally, practitioners believe that funding, which is currently being allocated to other, less effective programs, should be used to support endeavors to implement programs founded on industry best practices.

Recommendations:
	Strategies
	Whom
	Completion Date
	Tasks/Outcome

	Seek additional opportunities to leverage federal funds to support mental health services and resources.
	DSAMH DCMHS

	Ongoing

	Apply for additional funding to support best practice programs

	Seek additional resources for assessment and treatment for children and adolescents.
	DCMHS
	Ongoing
	Explore other opportunities to fund assessment and treatment, especially for children and adolescents.

	Develop a strategic plan for providing and/or enhancing mental health and substance abuse services for the aging.
	DSAMH DSAAPD
	01/02/2007
	Convene a workgroup to identify issues and gaps

	
	
	01/02/2008
	Implement strategic plan

	
	
	Ongoing
	Improve availability of and access to  age-appropriate services

	Promote interagency collaboration to improve services for mental health and substance abuse through the co-occurring state incentive grant and strategic prevention framework grant, if awarded.
	DSAMH
	09/30/2006
	Receive Notice of grant award 

	
	
	01/02/2007


	Assemble workgroup of representative agencies to implement grant program

	
	
	09/30/2011
	Evaluate success of 5-year grant program to improve interagency collaboration and the provision of services.



Core Competency:  Adequate Funding for 
Programs and Services (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcome

	Promote interagency collaboration to improve services for mental health and substance abuse through the CMS Family Psychoeducational grant and SAMHSA Trauma Center Grant.
	DCMHS
	10/06/06 -

12/30/08
	Implement operational plans for both grants



	
	
	01/01/07-12/30/08
	Train mental health practitioners to utilize psychoeducation and cognitive behavior treatment.

	Promote consumer/family centered recovery services.
	DSAMH 

DCMHS
	06/30/2007


	Convene a workgroup to identify best practices, strengths of Delaware system, issues and gaps

	
	
	12/31/2007
	Develop and implement a plan 

	
	
	Ongoing
	Monitor and Evaluate

	
	DSAMH
	03/30/2007


	Develop criteria for requiring CCCP and the Day-Program contractors to implement illness management, recovery, and family psycho-education programs

	
	
	06/30/2007
	Communicate requirements to contractors

	
	
	07/01/2007
	Implement requirements

	
	
	05/30/2008
	Monitor and evaluate outcomes

	
	
	07/01/2008
	Tie funding to best practice performance outcomes

	Tie community-based funding to outcomes measures. 
	DSAMH DCMHS
	04/30/2007
	Establish set of outcome measures

	
	
	06/30/2007
	Communicate outcome measures to funded organizations

	
	
	06/30/2008
	Develop a system of quality review of mental health programs and services to evaluate effectiveness of organization in achieving outcomes

	
	
	07/01/2008

& Ongoing
	Allocate funding based on degree of success in achieving outcomes 

	Promote and establish incentives for the use of evidence-based practices in mental health and substance abuse service delivery (e.g., enhanced funding for program expansion for FACT and CCCP), which are successful in the areas of engagement, retention and treatment outcomes.
	DSAMH DCMHS
	4/30/2007


	Develop criteria for contractors regarding the use of evidence-based practices and define incentives

	
	
	4/30/2007


	Determine need and opportunity to improve utilization/program expansion

	
	
	07/30/2007
	Monitor outcomes and Implement incentive program based on outcome measures

	
	
	Ongoing
	Monitor and evaluate impact on improving quality of care for consumers of mental health/substance abuse services.


Core Competency: Crisis and Emergency Services

Gap: While Delaware is making strides toward improving how mental health crises are handled, the system is fragmented and there is little awareness about crisis intervention resources outside of the hospital emergency department and/or law enforcement system.  

Key Finding:  There is a lack of coordination of care among emergency services, inpatient treatment facilities and outpatient resources to ensure a seamless continuum of care for the consumer.  There is a general sense of dissatisfaction with the current system and its perceived lack of accountability.

Impact: Emergency room staffs have difficulty finding inpatient psychiatric beds for which to refer their patients—resulting from either the admission process and/or the availability of beds.  When a patient is discharged from an inpatient facility, the discharge plan is not always communicated to the outpatient referral site.   
Recommendations:

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Explore opportunities for expanding after care programs and increased coordination and discharge planning among inpatient facilities and community service providers.
	DSAMH
	Ongoing


	Continue to work with inpatient providers and community based service providers to support coordinated care after discharge

	
	
	03/30/2007
	Develop criteria for requiring contractors to provide after care programs

	
	
	06/30/2007
	Communicate requirements to contractors

	
	
	07/01/2007
	Implement requirements

	
	
	05/30/2008
	Monitor and evaluate outcomes

	
	
	07/01/2008
	Tie funding to after care performance outcomes

	Expand the Crisis Assessment and Psychiatric Emergency Services (CAPES) program to all counties in Delaware (beginning with those in areas of greatest need).
	DSAMH

DCMHS

DHA
	09/30/2006


	Work with hospitals in each county to determine cost, feasibility for expanding CAPES program (geographically and to include adolescents)

	
	
	06/30/2007


	Review and revise referral and admitting practices at DPC to support efficiency and coordination

	
	
	06/30/2007
	Identify funding and support for the project

	
	
	12/31/2007
	Implement new CAPES sites/services

	
	
	Ongoing
	Monitor and evaluate project

	Promote the development of prevention programs focusing on illness management and recovery.
	DSAMH
	03/30/2007


	Develop criteria for requiring contractors to provide illness management and recovery programs

	
	
	06/30/2007
	Communicate requirements to contractors

	
	
	07/01/2007
	Implement requirements

	
	
	05/30/2008
	Monitor and evaluate outcomes

	
	
	07/01/2008
	Tie funding to after care performance outcomes


Core Competency: Crisis and Emergency Services (continued)
	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Explore opportunities for enhancing the safety net for community mental health in the State to improve mental health care access and continuity
	DHCC

Mental 

Health

Subcommittee
	10/31/2006
	Evaluate effective community health systems across the region

	
	
	01/31/2007
	Explore privatization of community mental health 

	
	
	03/30/2007
	Determine impact on the current system (cost, jobs, capacity to serve the population)

	
	
	06/30/2007
	Develop strategies for improving efficiency and access

	
	
	07/30/2007
	Identify funding and support for recommended strategies

	
	
	09/30/2007
	Determine next steps


	Explore the feasibility of expanding inpatient care into Sussex County and intensive outpatient services statewide.  
	DHCC
	01/31/2007


	Form a workgroup to determine cost, feasibility and opportunity to expand inpatient services

	
	
	09/30/2007
	Identify funding and support for the project

	
	
	04/30/2008

Ongoing
	Implement recommendations of the workgroup

Monitor and evaluate project

	Develop and implement a statewide suicide prevention program in accordance with the findings of the Surgeon General’s report. 
	DSAMH Suicide Prevention Steering Committee
	03/30/2007
	Develop plan to target messages in schools, community, businesses

	
	
	04/30/2007
	Apply for Federal funds to support implementing the plan



	Develop a recovery support / peer counseling program for persons with mental illnesses and substance abuse.
	DSAMH

DMMA
	10/31/2006
	Look at opportunities for building on existing crisis infrastructure

	
	
	12/31/2006
	Evaluate options and cost for implementing a recovering support and/or peer counseling programs

	
	
	06/30/2007
	Identify funding (e.g. apply for a SAMHSA/CSAT grant, if announced, and/or seek Medicaid reimbursement)

	
	
	06/30/2008
	Implement program(s)

	
	
	Ongoing
	Monitor and evaluate program effectiveness


Core Competency: Awareness of Community Resources

Gap: There is limited knowledge and information among the general public as to the availability and eligibility requirements of mental health and substance abuse programs and services in the State.  This is especially true for crisis services.

Key Finding:  Many consumers and practitioners have limited knowledge of services available within their community and the State. This is especially true for those who are uninsured and/or who have never used the mental health system.  Practitioners often are unaware of all programs available to their patients and are lacking information about the eligibility requirements for community-based programs.  

Impact: Lack of awareness and understanding of community resources can lead to several challenges, including consumers not receiving the care and treatment they need; practitioners who are frustrated by a perceived lack of recourses for referrals; and programs that are underutilized.

Recommendations:

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Develop a marketing and communications/ outreach strategy to improve awareness of the availability of mental health and substance abuse services, resources and their eligibility requirements.
	DPH

DSAMH

DCMHS

MHA

MSD

NAMI-DE
New Directions, etc…
	01/02/2007
	Develop a workgroup of all agencies with a similar mandate. 

	
	
	03/30/2006
	Identify gaps and needs (e.g. support groups for families, dual diagnosis)

	
	
	04/30/2007
	Define marketing and outreach strategies

	
	
	06/30/2007
	Identify funding for implementation

	
	
	12/31/2007
	Implement the recommendations of the workgroup

	
	
	Ongoing
	Monitor and evaluate effectiveness

	Promote public health community and employer education programs focusing on health promotion, nutrition and exercise as it relates to mental illness treatment and recovery.
	DSAMH

DPH

DCMHS

DMMA
	03/30/2007


	Establish a workgroup to develop strategies to promote integration of physical and mental health

	
	
	03/30/2008
	Implement workgroup recommendations

	
	
	Ongoing
	Monitor and evaluate effectiveness of strategies


Core Competency: Awareness of Community Resources (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Establish a proactive, preventive approach to mental health services where practitioners and consumers can access information and make referrals to available services to meet their particular need.  
	DSAMH

DCMHS
MSD
	06/30/2007
	Seek opportunities to help prevent the need for crisis intervention by offering centralized care management and referrals to services 

	
	
	06/30/2007
	Explore opportunities to implement a tier system with CCCPs to provide support for persons with low-level care/case management needs

	
	
	06/30/08
	Enhance preventive aspects of crisis response services for children and adolescents.

	
	
	06/30/2007
	Identify cost to implement and available funding

	
	
	12/31/2007
	Implement strategies for enhanced care/case management

	
	
	Ongoing
	Monitor and evaluate program effectiveness

	Engage the school system in promoting the availability of services among teachers and other school and childcare providers as well as among families.
	DSAMH

DCMHS

DOE

DPH
	12/31/2006


	Develop school in-service training on mental health services and resources.

	
	
	3/31/2007
	Provide materials to parents/families regarding the availability of services for children/adolescents

	Establish support groups for families with children/adolescents who have mental illness.
	DCMHS
	10/01/06
	Bid Awarded 

	
	
	02/01/07
	Support groups established across the sate.  Education on community resources included. 

	
	
	01/01/08
	Support groups assessed.




Core Competency: Dual Diagnosis / Co-occurring Illness

Gap: Many persons diagnosed with an addiction also have some form of mental illness or disability. Delaware is developing resources to meet the needs of this population, but more services are needed to support persons with co-occurring illnesses.  Mental health and substance abuse treatment facilities need to expand their capability to provide co-occurring treatment.

Key Finding:  Most facilities and programs focus on the treatment of one illness—few focus on the providing treatment for co-occurring illnesses.  Treatment for persons with co-occurring illnesses is often fragmented.  A person will be treated by the system (i.e., mental health or substance abuse) in which they were referred or may bounce from one system to another depending on the acuteness of their symptoms or disorder.

Impact: Persons with co-occurring illness usually do not respond well to traditional therapies and often are homeless and/or have criminal records.  

Recommendations:

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Become informed about and consider the workplan developed by the Co-occurring Initiative.
	DHCC Committee on Mental Health Issues
	12/31/2006
	Invite a presentation from the Co-occurring Initiative

	
	
	03/30/2006
	Determine opportunities to support the efforts of the Initiative

	Develop more dual diagnosis support groups and services across the State.


	DSAMH

MHA

NAMI-DE
DCMHS
	12/31/2006


	Form a workgroup to look at areas of the State in which support groups and services should be developed.

	
	
	06/30/2007
	Identify funding and support

	
	
	12/31/2007
	Implement workgroup recommendations

	
	
	Ongoing
	Monitor and Evaluate progress and utilization




Core Competency: Housing and Homelessness

Gap: Approximately one-third of the homeless population has a mental illness.

Key Finding:  Both consumer and practitioners report an inadequate supply of housing in Delaware for persons with mental illness or a history of substance abuse.  Persons with a criminal record have limited if any housing options; with very long waiting lists for transitional or supervised housing.  There are not enough safe housing options – more apartments and complexes are needed

Impact: Except for shelters, it is very difficult for practitioners and case workers to find housing for persons leaving inpatient mental health and/or substance abuse treatment facilities.  Moreover, for those released from prison, the options are even fewer.  The stigma associated with mental illness compounds the barrier to obtaining safe and affordable housing.

Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Review and consider the Delaware Interagency Council on Homelessness’ recommendations as per their mandate from the Governor and US Interagency Council.
	DHCC Committee on Mental Health Issues
	12/31/2006


	Invite a presentation from the Delaware Interagency Council on Homelessness

	
	
	03/30/2007
	Determine opportunities to support the efforts of the Council


Core Competency:  Anti-stigma

Gap: There is little understanding of mental health as a component of physical health

Key Finding:  Public policy and cultural norms weigh heavily into this lack of awareness.  Significant effort is needed in educating the public about mental illness.  This effort should begin in elementary school.

Impact: Stigma is a barrier to getting services and can perpetuate mental illness.

Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Expand the current anti-stigma campaign to include schools and community groups targeting young children.
	MHA

DCMHS

NAMI-DE
DOE
	01/01/2007
	Form a workgroup to develop a campaign

	
	
	09/10/2007
	Implement workgroup recommendations

	
	
	Ongoing
	Evaluate effectiveness of campaign

	Increase the number of consumers and families on the Governor’s Advisory Council on Mental Health, Substance Abuse and Gambling Addictions and DCMHS’ Community Advisory Council.
	DSAMH DCMHS
	09/30/2006
	Identify consumers/families to actively participate

	
	
	11/30/2006
	Appoint consumers/families to councils

	
	
	Ongoing
	Improve opportunities for consumers/ families to inform public policy and programmatic changes.

	Offer sensitivity training for front line mental health and social service providers, including intake workers, eligibility workers, case workers, etc… to encourage treating consumers with dignity and respect.
	DHSS 

DSCYF
	12/01/2007


	Implement staff development training on sensitivity when working with consumers and families

	
	
	Ongoing
	Improve consumer satisfaction


Core Competency:  Integrated Primary and Mental Health Care
Gap: System Fragmentation—the primary care medical system and mental health system function separately and independently.

Key Finding:  Mental health is essential to overall health and should be treated with the same urgency as physical health. Fifty percent of those with a mental illness have a major medical condition that is not being treated.  Two-thirds of mental health prescriptions are written by primary care practitioners, and depression and anxiety are among the leading causes of visits to primary care offices or community health clinics. 
Impact: Consumers with mental illness are not receiving comprehensive and coordinated health care and when a mental health disorder is recognized by a primary practitioner, making referrals to a mental health practitioner is difficult or does not occur.

Recommendations: 
	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Promote the coordination of primary care and mental health through practitioner partnerships (i.e., bringing counseling/social work resources into the primary care office and/or setting up preferred referral systems among practitioners).
	DSAMH

DMMA

CSWSDE DPA 

MSD
PSD

Gov. TF on Health Disparities
	01/01/2007
	Convene a workgroup to review models of integration 

	
	
	08/31/2007


	Implement workgroup recommendations to improve access to and opportunities for integration.

	
	
	Ongoing
	Enhance coordination of care among medical/mental health practitioners

	Establish a network of training and resources for primary care practitioners to promote early identification and treatment/referral for mental health care.
	MSD

DSAMH

DCMHS

DHCC 

DPH
	12/31/2006
	Explore opportunities for developing mental illness treatment protocols for primary care practitioners.

	
	
	12/31/2007
	Research and adopt mental health and substance abuse screening tools for primary care practitioners. 

	Participate in the work of the Speaker’s Task Force to Study Mental Health Issues for the Citizens of the State of Delaware (HR 93).
	DHCC Committee on Mental Health Issues
	01/16/2007
	Inform the discussion by offering insights established by the Mental Health Supply and Demand study.

	
	
	
	Determine opportunities to support the effort

	
	
	
	Determine opportunities to support the recommendations of the Task Force.


Core Competency: Employment and Job Training

Gap: While Delaware provides job training and placement opportunities, there is a lack of supported employment opportunities, which integrate mental health and vocational supports.

Key Finding:  Consumers of mental health and substance abuse services feel that they have limited opportunities for employment and career advancement.  While vocational rehabilitation services exist, they seem to focus mainly on training, with less emphasis on job placement assistances, retention and career ladder advancement.  For those that do receive job placement, the jobs tend to be menial with no regard to the individual’s skills and abilities.
Impact: Finding and keeping jobs is difficult for persons with mental illness.  Additionally, there is a disincentive to work because their jobs cause them to make just enough to lose State benefits but not enough to adequately support themselves and their families.

Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Evaluate and expand supported employment programs currently in operation based on outcomes data.
	DSAMH

DVR
	04/30/2007


	Evaluate outcomes data to determine opportunities for expansion

	
	
	07/01/2007


	Utilize funding from the supported employment grant in partnership with DVR

	
	
	04/30/2008


	Implement supported employment programs in new areas of the State (e.g., goals from the Johnson and Johnson grant program).

	
	
	Ongoing
	Monitor and evaluate program outcomes

	Evaluate vocational rehabilitation (VR) services for persons with Mental Health/Substance Abuse illnesses and identify opportunities for improvement and expansion.  
	DSAMH

DVR
	04/30/2007


	Evaluate outcomes data to determine opportunities for improvement and/or expansion

	
	
	07/01/2007


	Look for opportunities to marry current VR services with supportive employment practices.

	
	
	04/30/2008
	Implement supported employment programs within VR

	
	
	Ongoing
	Monitor and evaluate program outcomes

	Explore opportunities to offer incentives for work, such as providing transitional support or supplementing work income, to bring a working person to the level they were making on full State assistance.


	DSS

DSAMH

DHCC
	03/30/2007


	Look for opportunities to remove the disincentives to work for those whose incomes are just high enough to make them ineligible for TANF and Medicaid but are too low to adequately support them.  

	
	
	06/30/2007
	Identify funding and support for an incentive program

	
	
	12/31/2007
	Pilot an incentive program

	
	
	12/31/2008
	Monitor and evaluate program outcomes

	
	
	06/30/2009
	Expand program based on outcomes


Core Competency: Employment and Job Training (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Utilize available resources for youth vocational education, training and employment.
	DCMHS

DVR
	04/30/2007


	Evaluate the needs of the target population with regard to VR services to determine opportunities for greater utilization of services

	
	
	07/01/2007
	Evaluate current youth VR services for their capacity to meet needs

	
	
	04/30/2008
	Develop strategies to improve utilization of existing services

	
	
	Ongoing
	Monitor and evaluate utilization and outcomes




Core Competency: Law Enforcement and Criminal Justice

Gap: Law enforcement personnel are ill-equipped to respond to the needs of persons with mental illness in crisis. Once a person with mental illness is involved with the criminal justice system, there is a lack of coordination for their follow-on care and treatment.  

Key Finding:  Persons with mental illness are overrepresented in the criminal justice system. Law enforcement plays an integral role in the mental health system, yet there is a significant lack of training and resources for law enforcement personnel who are, in many cases, the front line in encountering persons with mental illness and substance abuse issues and linking them with the healthcare system.  

Impact: Consumers who had experience with the law enforcement process felt it to be more traumatic than the crisis they were experiencing.

Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Promote the development of law-enforcement training programs in Delaware that focus on interacting with persons with disabilities, including those with mental illness (i.e., HB 443).
	DSHS

DSAMH
NAMI-DE
MHA

	06/30/2006
	Identify funding and support for law-enforcement training

	
	
	01/01/2008
	Develop a pilot training program within DSP

	
	
	06/30/2008
	Monitor and Evaluate the program

	
	
	12/31/2008
	Expand program within DSP and to other police departments based on program evaluation

	Improve transition planning and coordination of care for offenders released from prison.
	DSAMH

DOC
	01/31/2007
	Collaborate with the Delaware Center for Justice and Stand Up for what’s Right and Just (SURJ) to develop strategy for coordination of care post-incarceration and successful re-entry into the community.

	
	
	06/30/2007
	Identify cost and funding sources for implementing strategies

	
	
	12/31/2007
	Implement strategies defined by the workgroup

	
	
	Ongoing
	Monitor and evaluate strategies

	Evaluate adult Mental Health Court for process and outcomes and explore opportunities to expand the program to Kent and Sussex Counties as well as to Superior Court in New Castle County.
	DSAMH 

Courts
	06/30/2007


	Evaluate the effectiveness of the program with respect to treatment compliance and avoidance of incarceration.

	
	
	12/31/2007
	Determine how the court can be better utilized by the target population.

	
	
	3/30/2008
	Define opportunities for expansion of the program

	Consider establishing a juvenile Mental Health Court.
	DCMHS

DYRS

Courts
	01/31/2007


	Develop a workgroup comprised to explore cost and feasibility of implementing court

	
	
	06/30/2007
	Identify funding and support for implementing court

	
	
	12/31/2007
	Implement strategies defined by the workgroup

	
	
	Ongoing
	Monitor and evaluate strategies


Core Competency: Law Enforcement and Criminal Justice (continued)
	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Ensure that the needs of persons with mental health and substance abuse illnesses are represented in global discussions to improve access to transportation services across the State; including options for alternative transportation to the hospital.
	DSAMH

DART


	9/30/2006
	Open dialogue with DART to determine opportunities for improving transportation services for persons with mental illness

	
	
	12/31/2006
	Define strategies for improving transportation services

	
	
	1/31/2007
	Determine next steps


Core Competency: Family Support and Education

Gap: Family support and education is necessary, but limited in practice.  Families need skills and information to both cope with and empower a mentally ill family member.

Key Finding:  Family members of persons with mental illness feel that more education and support is needed to help them deal with mental health issues.

Impact: Family members feel isolated and have enhanced levels of stress.  

Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Define opportunities for implementing family psycho-education programs in the State.
	DSAMH

DCMHS
	03/30/2007
	Develop contract requirements for family psycho-education programs

	
	
	06/30/2007
	Communicate new requirements to contractors

	
	
	07/01/2007
	Implement contract requirements

	
	
	05/30/2008 & Ongoing
	Monitor and evaluate contractor outcomes with respect to requirements

	
	
	07/01/2008 & Ongoing
	Tie future funding to family psycho-education outcomes

	Promote family support groups for parents, spouses/partners and siblings.
	DSAMH

DCMHS
	02/28/2007
	Inventory current support groups

	
	
	04/30/2007
	Identify areas of need

	
	
	06/30/2007
	Identify funding and support

	
	
	12/31/2007
	Work with community-based organization and associations to implement new and/or expand opportunities for support groups 

	
	
	Ongoing
	Monitor and Evaluate progress and utilization

	Establish a system of family advocates to help guide parents, foster parents and guardians of children and adolescents with mental health needs through the system.
	DCMHS

DFS
	10/31/2006
	Look at opportunities for building on existing CMH and FS infrastructure

	
	
	12/31/2006
	Evaluate options and cost for implementing a advocate program

	
	
	06/30/2007
	Identify funding 

	
	
	06/30/2008
	Implement program

	
	
	Ongoing
	Monitor and evaluate program effectiveness




Core Competency:  Assessment and Treatment for Children and Adolescents
Gap: There are limited resources for adolescents, both for inpatient and outpatient treatment.  Assessment and treatment services for children are under-funded.
Key Finding:  Adolescents with mental/behavioral health and/or substance abuse illnesses seem to fall between the cracks in both the educational and mental health systems. There is a lack of coordination between the mental health, youth correction and education systems.  Behavioral issues start as early as preschool, but parents, educators and childcare providers are ill-equipped to recognize the early signs of behavioral health issues.
Impact: Families feel they are not taken seriously and that they are being accused of having “bad” children or being “bad” parents.  Adolescents are stigmatized and find it difficult to resume normal educational and social activities after encountering the mental health and youth correctional systems.  Children with behavioral issues are disenfranchised in the education system, which further compounds the behavior.
Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Expand opportunities for mental health and substance abuse treatment services for children across the State.
	DCMHS
	04/30/2007


	Evaluate outcomes data of current programs to determine opportunities for expansion

	
	
	04/30/2007
	Identify gaps in services and/or areas of need

	
	
	06/30/2007
	Identify funding to support increased services

	
	
	04/30/2008
	Implement /expand proven services to address gaps

	
	
	Ongoing
	Monitor and evaluate program outcomes

	Improve coordination between the juvenile justice and education system; for example, place social workers, psychologists and/or counselors in the schools.
	DCMHS

DYRS

DOE

CSWSDE

DPA
	10/31/2006
	Form a workgroup to look at opportunities for coordination

	
	
	06/30/2007
	Identify funding and support

	
	
	08/31/2008
	Implement workgroup recommendations

	
	
	Ongoing
	Monitor and Evaluate progress and utilization

	Develop training programs for mental health, education and law enforcement professionals to promote understanding of adolescent mental health illnesses and sensitivity to families.
	DCMHS

DYRS

DOE


	12/31/2006
	Form a workgroup to determine training needs

	
	
	06/30/2008
	Identify funding and support

	
	
	08/31/2008
	Implement training program

	
	
	Ongoing
	Monitor and Evaluate progress and utilization 


Core Competency: Treatment for Adolescents (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Explore opportunities to provide training and resources to physical and mental health practitioners, teachers and childcare providers to assist families on social, emotional and behavior issues of their children.
	DSAMH

DCMHS

DOE

DPH

Nemours
	08/31/2007
	Work with Purchase of Care program to identify training opportunities and classroom strategies for positive accommodations for children with emotional and behavioral problems.

	
	
	08/31/2007
	Develop a plan for providing mental health care on site (i.e., in classroom)

	
	
	08/31/2007
	Develop opportunities to engage families in positive behavior change at home.

	
	
	12/31/2007
	Provide tools to pediatricians to engage both the parent and the child who exhibit depression and behavioral issues.

	Explore the feasibility of expanding adolescent inpatient beds across the State.
	DHCC
	01/31/2007
	Form a workgroup to determine cost, feasibility and opportunity to expand inpatient services

	
	
	09/30/2007
	Identify funding and support for the project

	
	
	04/30/2008
	Implement recommendations of the workgroup

	
	
	Ongoing
	Monitor and evaluate project

	
	
	Ongoing
	Monitor and evaluate program effectiveness

	 Expand indoor and outdoor recreational facilities and supervised social opportunities for children and adolescents.


	DCMHS

DPR

DPH


	06/30/2007
	Assess current social and recreational opportunities 

	
	
	09/30/2007


	Form a workgroup to determine cost, feasibility and opportunity to provide more recreational opportunities 

	
	
	06/30/2008
	Identify funding and support for project

	
	
	06/30/2008
	Implement recommendations of the workgroup

	
	
	Ongoing
	Monitor and evaluate 

	Enhance crisis response services for children and adolescents.
	DCMHS
	04/30/07
	Review Child Development – Community Policing program in City of Wilmington for broad applicability.

	
	
	04/30/07
	Assess progress in implementation of brief cognitive – behavioral treatment in crisis services

	
	
	01/01/07
	Address gaps in current services through RFP process.





Core Competency: Mental Health Parity and Insurance Practices

Gap: Healthcare insurance for mental health and substance abuse services presents many burdensome and economic challenges for mental health practitioners and consumers.  
Key Finding:  Insurance companies limit their practitioner panels as well as their reimbursement rates for mental health practitioners.  Practitioners at all levels report not having a rate increase in over a decade and their incomes are declining each year due to increased denials and inadequate reimbursement rates. 

Impact: Many mental health practitioners refuse to accept managed care insurance.  Patients are required to pay out of pocket and submit their own paperwork to the insurance company for reimbursement. As a result, mental health access barriers are exaggerated, especially in areas which already have limited practitioner resources. Restrictions and claims denials for authorized services are resulting in reduced productivity and are placing a financial strain on individual and small practices. Additionally, children who age out of their parents’ health insurance plans often fall through the cracks.
Recommendations: 

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Expand parity to include all DSM-IV diagnoses and funding for all aspects of mental health parity.
	DHCC 

Committee on Mental Health Issues
	09/30/2007
	Engage the insurance industry in the process

	
	
	01/15/2007
	Draft legislation to expand the parity law

	
	
	02/28/2007
	Identify sponsors of the bill

	
	
	06/30/2007


	Educate General Assembly members on the importance and positive outcomes of the legislation and need to attach funding

	
	
	06/30/2007
	Support the committee/hearing and budgetary process



Core Competency: Mental Health Parity and Insurance Practices (continued)

	Strategies
	Whom
	Completion Date
	Tasks/Outcomes

	Promote current Delaware mental health parity provisions.
	DHCC 

Committee on Mental Health Issues
DOI 


	Ongoing
	Monitor marketing materials of insurance providers in Delaware to ensure parity provisions are being advertised and explained to participants.

	
	
	
	Contact insurance providers not informing participants of this provision and encourage them to do so.

	
	
	
	Promote employer awareness of mental health parity provisions and engage them to inform their employees.

	Engage the Insurance Commissioner in developing policy objectives that regulate insurance practices for mental health and substance abuse and which focus on patient care and outcomes, prevention and care coordination. 
	DHCC 

Committee on Mental Health Issues
DOI
	12/31/2007


	Identify “best practices” in the insurance industry regarding authorization and reimbursement for mental health and substance abuse services

	
	
	12/31/2007
	Promote a bridge, through enhanced reimbursement, among primary care and mental health (e.g., Aetna pilot for primary care depression assessment).

	
	
	12/31/2007


	Evaluate the current reimbursement-related paperwork requirements and restrictions placed on mental health practitioners

	
	
	12/31/2007


	Evaluate the impact of current insurance practices on individual and small group mental health practitioners

	
	
	12/31/2007
	Evaluate and identify opportunities for improved payment turn-around 

	
	
	1/15/2008


	Develop public policy recommendations to address findings

	
	
	1/30/2008
	Identify support for introducing legislation to implement policy recommendations (if needed)

	Explore opportunities for transitional mental health coverage for children who age out of their parents insurance and can no longer afford treatment and/or medications.
	DHCC 

Committee on Mental Health Issues
DOI
	12/31/2007


	Evaluate current practices for insurance coverage for young adults (public and private)

	
	
	12/31/2007


	Evaluate the impact of current insurance practices on the young adults and their ability to seek or maintain treatment

	
	
	1/15/2008
	Develop public policy recommendations to address findings

	
	
	1/30/2008
	Identify support for introducing legislation to implement policy recommendations (if needed)


Best Practices 
This section was supported by policy and best practice analyses conducted by Delaware State University.  Programs and practices identified in this section are organized in areas identified as “likely problem areas” based on preliminary findings of focus groups with consuers and practitioners and as targeted by SAMHSA’s Evidence Based Practices.  These include 11 areas:

· Mental health parity;
· Programs for people with dual diagnoses (co-occurring illness);
· Housing and homelessness among adults with mental illness;
· Transition from youth services to adult service;
· Effective programs/practices for substance abusing populations;
· Suicide prevention and trauma/crisis care;
· Interagency collaboration and service coordination;
· Effective employment programs;
· Criminal Justice and Law Enforcement;
· Illness management and recovery; and
· Family psycho-education.
The Best Practices are described in terms of:
I. What? –  defines the best practice(s)
II. Why?  – defines what makes it a best practice

III. For Whom? – establishes the target audience

IV. Obstacles – describes the obstacles to implementing and achieving desired outcomes for the best practice

V. Benefits – provides a summary of the benefits derived from implementing the best practice.  Benefits are usually determined through research and program evaluation.

VI. What is happening in Delaware? – provides an overview of best practices that have been implemented in Delaware. Programs are displayed in terms of their geographic reach by county and the city of Wilmington.  A rating system was used to establish whether there is availability of the practice in each area.  The rating system is defined as follows:
	(-
	Best practice is minimally available in the area

	(
	Best practice is available in the area

	(+
	Best practice is widely available in the area

	–
	Best practice does not exist in the area


VII. How does Delaware measure up? – describes how Delaware’s mental health system and services measure up in terms of implementing the best practice. 
Best Practice:  Mental Health Parity
What?

Mental health parity refers to access to and funding for mental health services equivalent to access and funding for physical health services.  

Why?

A study by the World Health Organization (WHO, 2002) found that four of the ten leading causes of disability for people older than the age of five are mental disorders.  The Surgeon General’s Report on Mental Health concluded that indirect costs for not addressing mental health issues resulted in a $79 billion loss to the US economy in 1990. Rice & Miller (1998) found that the costs of mental illness were estimated to be at least $113 billion annually, including lost productivity and earnings along with social costs.  Similarly, Greenberg (1993) reported that the most common mental illness in the US—depression, costs the economy $12.4 billion in direct costs for treatment; $23.8 billion annually in lost productivity and workplace absenteeism; and $7.5 billion in lost earnings due to depression-induced suicide.  Rosenheck, et al., (1999) found that a 30 percent reduction in mental health services at a large corporation resulted in a 37 percent increase in medical care use and sick leave by employees using mental health services; thereby, increasing the corporations overall health care costs.   

For Whom?

All persons covered by health insurance in Delaware.

Obstacles

One of the primary issues relating to parity is a concern that it would result in increased costs for both providers, in the form of increased expenditures for service, and recipients, in the form of increased premiums.  

Benefits

The National Mental Health Association (NMHA, 2003) indicates that the minimal cost increases that result for implementing parity are “more than offset by increased productivity of workers, the overall reduction of medical costs, crime and hopelessness, and the subsequent increase in the number of contributing taxpayers with private insurance”.  Additional research on the cost of parity found the following:

· Introducing mental health parity along with managed care results in a 30 – 50 percent decrease in total mental health costs, and in systems that already utilize managed care, introducing parity results in a increase of less than one percent in total health care costs (Varmus, 1998); 

· Severe (biologically based) mental illness accounts for 90 percent of any increased costs resulting from parity (Sing, et al. 1998);

· Blue Cross/Blue Shield reduced insurance premiums by five to six percent after one year under Maryland’s comprehensive parity law (Levin, Hanson, Coe, & Taylor, 1998). 

· In North Carolina mental health expenses decreased every year since parity laws were enacted for state and local employees in 1992.  Mental health costs, as a percentage of total health benefits, decreased from 6.4 percent in 1992 to 3.1 percent in 1998, and hospital days paid by the plan were reduced by 70 percent (Bachman, 2000).

· Adding children to federal parity legislation would result in an approximate cost increase of only 0.8 percent in managed care settings (Sing et al., 1998).

· Overall medical care costs decrease for those using behavioral healthcare services (Cuffel, et al., 1999).
What is happening in Delaware?

	Parity

	Goals
	Models
	Availability in Delaware

	· Make access to and funding for mental health services equivalent to 
services for physical health in insurance programs

· Increase services & possibly reduce stigma for people with mental illnesses
	
	Kent
	New Castle
	Sussex
	Wilmington

	
	All DSM-IV diagnosis and full funding
	 –
	–
	–
	–

	
	Adults with SMI, SPMI, Substance Abuse, Dual Diagnosis, Personality Disorders  (non-ERISA) with funding
	(-
	(-
	(-
	(-

	
	Children- Private Insurance
	 –
	–
	–
	–

	
	Children- Public Insurance
	(
	(
	(
	(


How does Delaware measure up?

The NMHA report conducted an evaluation of states’ mental health policies and laws.  The report rated Delaware in the following way:

· “C” for Adult Parity 







· “F” for Child Parity 

· “C” for Insurance Legislation- Delaware

In particular the report concluded that Delaware:

· Protects continuity of care

· Assures a grievance procedure

· Disallows financial incentives to deny care

However, Delaware:

· Does not legally hold insurance companies accountable for denial of ordinary care;
· Does not legally hold insurance companies accountable/liable for delay/refusal of regular, medically-necessary, covered, mental-health services; and
· Does not require internal /external review of denied care.
Best Practice:  Co-Occurring Illness – Dual Diagnoses
What?

Effective treatment for patients with co-occurring mental health and substance abuse disorders involves striking a balance between behavioral interventions and the appropriate use of nonaddicting psychiatric medications for those patients who need them to participate in the treatment and recovery process.   Integrated treatment models, whereby the patient participates in a single system with comprehensive treatment programs and services for dual disorders are producing superior outcomes.  Effective treatment addresses five critical issues: engagement, continuity, comprehensiveness, treatment phases, continual reassessment and re-diagnosis.  

Why?

National research indicates that of all people diagnosed as mentally ill, 29% abuse either drugs or alcohol.  And 37% of alcohol abusers and 53% of drug users also have at least one serious mental illness (Elam, Jaffe, & Segal, 2004).  When mental illness and substance disorder coexist, both disorders should be considered primary, and integrated dual primary treatment is required. Because the symptoms of both psychiatric and substance abuse disorders fluctuate in intensity and frequency, persons with dual diagnoses are often mislabeled or bounced between two service systems.  

For Whom?

· Persons the simultaneous existence of a substance use disorder interacting with one or more independent DSM-IV Axis I or II mental disorders and/or a cognitive, physical, sensory and/or developmental disability.  

· Persons with a disorder or disability of a type and severity which exacerbates the substance use disorder or other conditions, and/or complicates treatment of the substance use disorder, and/or interferes with functioning in age appropriate social roles (SAMHSA’s Center for Substance Abuse Treatment (CSAT)). 

Obstacles

When patients in mental health services exhibit acute substance abuse symptoms their symptoms are often either (1) unrecognized, (2) recognized but mislabeled as a function of their psychiatric condition, or (3) recognized as substance abuse symptoms resulting in a discharge from mental health services and a referral to substance abuse services.  The same is true for patients in substance abuse services who exhibit acute psychiatric symptoms.   If symptoms are not acute, patients often receive services in the system to which they have been referred, with no attention paid to their other needs (U.S. Department of Health and Human Services, n.d. b).   
Benefits

Treatment of both disorders as primary disorders at the mental health or substance abuse program where the client is enrolled eliminates the need for the client to shift between two or more agencies to get the necessary treatments. Some best practice programs have shown that treating both disorders simultaneously results in clients spending significantly less time in hospitals and more time in independent living situations; having less time unemployed, earning more income from competitive employment; experiencing more positive social relationships; expressing greater satisfaction with life; and being less symptomatic.

What is happening in Delaware?

	Dual Diagnosis

	Goals
	Models
	Availability in Delaware

	
	
	Kent
	New Castle
	Sussex
	Wilmington

	· Balance behavioral interventions and  nonaddicting  medications

· Initiate and sustain client participation 

· Integrate treatment across diagnoses 

· Provide comprehensive treatment options across levels of severity, disability, motivation, compliance  & treatment phase
	In-Patient treatment
	(-
	(
	–
	(-

	· 
	Out- Patient Treatment
	(+
	(+
	(+
	(+

	· 
	Residential Treatment
	(
	(
	(
	(

	
	Detox
	–
	–
	(
	(

	
	Support Groups
	(-
	(-
	(-
	(-

	
	Child Services
	(
	(
	(
	(


How does Delaware measure up?

DSAMH has been moving step-by-step over the past several years to develop the capability of mental health and substance abuse providers to incorporate co-occurring treatment in their programs.  While services have increased, improvement is still needed to ensure an adequate supply to meet the demand for treatment and maintenance of co-occurring illnesses.  Collaboration is required among the State’s healthcare providers and criminal justice system, including for example, hospitals, physicians, the Department of Corrections, Division of Public Health, and the Division of Substance Abuse and Mental Health.
Best Practice:  Housing and Homelessness of Adults with Mental Illness

What?

Supported housing programs provide comprehensive services to ensure that persons with mental illness have the skills and supports necessary to obtain, maintain and succeed in the community living (U.S. Department of Health and Human Services, 2003a).  Components of effective supportive housing programs and services include: outreach, integrated mental health and substance abuse treatment, and supportive services.
Why?

There are 700,000 adults who are homeless on any given night, 20-25% have a serious emotional illness (U.S. Department of Health and Human Services, 2004b).  In the Delaware point-in-time homeless assessment (winter 2006):

· 28% of the unsheltered surveyed were mentally ill and 44% abused substances; 
· 76% of those in permanent supportive housing were mentally ill and 45% abused substances; 
· 20% of those in transitional housing were mentally ill and 63% abused substances; and 
· 22% of those in emergency shelters were mentally ill and 31% abused substances.

For Whom?

Persons with mental illness who do not have access to stable housing and/or who are homeless.

Obstacles

Barriers to persons with mental illness establishing and maintaining housing can be tangible – complex service systems, lack of knowledge of resources, lack of transportation; and intangible – stigma and discrimination.  Despite the fact that people with mental illness typically express preferences for housing that is integrated with regular housing throughout their community, housing for this population has historically been in congregate (group home) settings.    

Benefits

Stable housing provides for basic living needs, it also serves as a measure of treatment progress and a marker of personal success. Research indicates that persons with mental illness who are placed in supportive housing have marked reductions in shelter use and in the incidence and duration of psychiatric hospitalizations, and spend less time incarcerated (Salyers, Becker, Drake, Torrey, & Wyzik 2004).  

What is happening in Delaware?

	Homelessness

	Goals
	Models
	Availability in Delaware

	· Quickly provide many flexible housing options 

· Outreach to the homeless and those transitioning from institutional care

· Provide wrap-around  support services for as long as needed


	
	Kent
	New Castle
	Sussex
	Wilmington

	
	Prevention Services
	(-
	(-
	(-
	(-

	
	Outreach/

Assessment/ Referral*


	(
	(-
	(-
	(+

	
	Emergency Shelters*


	(-
	(-
	(-
	(

	
	Transitional Housing*
	(
	(-
	(-
	(+

	
	Permanent housing, supported housing and housing assistance*
	(-
	(-
	(-
	(

	
	Drop-In
	–
	(-
	–
	(-

	
	Group Home*
	(-
	(
	(-
	(-

	*Indicates that there are services in this area specifically targeting people with mental illness,

 substance abuse, and/or likely emotional problems (e.g., survivors of domestic violence, veterans)


How does Delaware measure up?

Delaware has a PATH program, provided by two contractors. The goal of this federal grant money is to provide extensive outreach to individuals who are homeless and have a mental illness. The program seeks to engage them in treatment, assist in stabilizing their illness, help them obtain entitlements and eventually become self-supporting. In addition, the DSAMH Community Continuum of Care Programs (CCCP) assist their clientele—individuals with serious and persistent mental illness (SPMI)—in obtaining affordable and decent housing. They are successful at this by providing supports to clients; assisting with gaining entitlements; providing training on money management; helping individuals find jobs; and offering other services as needed. 
Steps are still needed to address ongoing problems regarding access to adequate housing for persons with mental illness, such as those perpetuated by the following challenges:

· There are no programs clearly articulating prevention for mental illness

· Delaware’s housing boom has intensified problems 

· Limited availability of transitional housing and support services

· Limited support services downstate 

Best Practice:  Transition of Youth
What?

Best practice models addressing the transition from adolescent to adult services all identify the need for programs to include the following services:  education and vocational success; development and retention of meaningful social relationships; independent living skills; housing assistance; self-advocacy; and case/care coordination. Model programs ensure collaborative linkages between child and adult service systems through the use of transition facilitators or case managers.  Additionally, model programs focus on establishing the young person as his or her own ‘life manager’ by teaching self-advocacy and related skills.

Why?

While the transition to adulthood is difficult for all adolescents, it can be particularly complex and troublesome for youth with emotional and behavioral difficulties and those dependent on social service agencies.   

For Whom?

Young adults, beginning at age 16, who will begin planning for the transition to work and adult community life.
Obstacles

A survey conducted for the Voices of Youth in Transition Report (Delman & Jones, 2002) found that respondents indicated the need for help with a myriad of issues, namely mental health, completing education and finding enjoyable employment, independent living skills, finance and budgeting, housing, and issues with family and friends.  Additionally, respondents indicated their preference for services that: 1) are readily available; 2) focus on improved functioning instead of symptom reduction; 3) have staff that listen and take clients seriously; and 4) help coordinate care (Sheehy, Oldham, Zanghi, Ansell, Correia, & Copeland , 2001; Deschenes & Clark, 2001).
Benefits

Model programs have comprehensive services and supports, encompassing the four different transition domains of employment, educational opportunities, living situation, and community-life adjustment.  A comprehensive array of community-based service and support options within each of these domains is provided to accommodate the strengths, needs, and life circumstances of each young person.  

What is happening in Delaware?

	Transition from Youth to Adult Services

	Goals
	Models
	Availability in Delaware

	· Address educational/ vocational success

· Foster relationships

· Develop independent living skills & life skills

· Provide comprehensive support services

· Begin early 
	
	Kent
	New Castle
	Sussex
	Wilmington

	
	Interagency Cooperative Agreement (DOE & DVR)
	(
	(
	(
	(

	
	MOU between DSAMH  and DCMHS
	(
	(
	(
	(


How does Delaware measure up?

An inter-agency cooperative agreement was signed in 1997 by The Delaware Department of Education (DOE), the Delaware Division of Vocational Rehabilitation (DVR), and all 19 school districts in the State.  The agreement’s purpose was to improve the quality and coordination of transition services for children with Individual Education Plans (IEPs).  Since establishing the agreement, outcomes for Delaware students have improved (Crane, Gramlich, & Peterson, 2004) as follows:
· The number of students receiving transition services increased from 883 to 966 in FY03. 

· 60% of students receiving transitional services had a significant disability
· The number of transitioning students who have achieved successful employment outcomes increased from 241 in 2002 to 261 in 2003. 

· 31% of transition students attended vocational skills training and/or postsecondary education in two- to four-year colleges or universities after high school in 2003. 

· 95% (on average) of transitioning students who entered employment in the community earned at least Delaware’s minimum wage. 

· 100% of individuals who responded to the job retention survey were still working after two years. 

· Involvement in School-to-Work Transition has greatly contributed to the decrease in the dropout rate from 7.9% to 5.2% for students receiving special education services; for the first time, dropout rates for this group fell below the general student population. 

An additional transition model in Delaware is the Youth Transition Partnership Project (TPP). The TPP was developed through a progressive partnership between the University of Delaware's Center for Disabilities Studies and the Red Clay School District (New Castle County). Students in the program are between the ages of 18-21 with moderate to severe disabilities. The TPP was developed with the intent to maximize the supports and opportunities provided to the participants so they may achieve independence, productivity and integration to the full extent possible. The main focus is the student and providing them with the least restrictive, age appropriate environment while attending the program.

In addition, DSAMH and DCMHS have instituted a Memorandum of Understanding that links youth who are aging out of DCMHS to adult services. This is helpful in transition planning and coordination of care. 

Best Practice:  Substance Abuse
What?

Best practice models for substance abuse include therapeutic community treatment approach; opioid treatment programs (commonly referred to as methadone programs), which are used to treat heroin and prescription drug addictions; and the use of newly approved medications, such as buprenorphine, in detoxification programs, including detoxification from opiates. Services to address the needs of this population range from traditional outpatient therapy to intensive inpatient therapy (US Surgeon Generals Office, 1999).  The National Institute on Drug Abuse (NIDA) has developed thirteen research-based principles of effective drug addiction treatment (U.S. Department of Health and Human Services, 2005b).  

· No single treatment is appropriate for all individuals;

· Treatment needs to be readily available;

· Effective treatment attends to multiple needs of the individual, not just his/her drug use;

· An individual’s treatment and services plan must be assessed continually and modified as necessary to ensure that the plan meets the person’s changing needs;

· Remaining in treatment for a adequate period of time is critical for treatment success;
· Individual or group counseling and other behavioral therapies are critical components of effective treatment and addiction;

· Medications are an important element of treatment for many patients, especially when combined with counseling and other behavioral therapies;

· Addicted or drug-abusing individuals with coexisting mental disorders should have both disorders treated in an integrated way;

· Medical detoxification is only the first stage of addiction treatment and by itself does little to change long-term drug use;

· Treatment does not need to be voluntary to be effective;

· Possible drug use during treatment must be monitored continuously;

· Treatment programs should provide assessment for HIV/AIDS, hepatitis B and C, tuberculosis and other infectious diseases, and counseling to help patients modify or change behaviors that place themselves or others at risk of infection; and
· Recovery from drug addiction can be a long-term process and frequently requires multiple episodes of treatment.

Why?

The US Department of Health and Human Services Substance Abuse and Mental Health Services Administration (SAMHSA, 2000) estimates that 14.8 million Americans currently use illicit drugs and 12.4 million are heavy drinkers of which 30.5% also use illicit drugs.  The result is at least $81 billion annually in costs associated with lost productivity, $37 billion due to premature death, and $44 billion due to illness (SAMHSA, 1995).  

For Whom?

Persons with substance abuse addictions, including prescription and illicit drugs and alcohol.

Obstacles

· Cost:   Cost is especially a factor when medication is involved.  Affordability of the medication as well as the increased physician time for medication management is an obstacle to successful treatment.
· Resources:  Staff training to learn and apply the best practice may be costly and time consuming. 

· Capacity:  While the demand for substance abuse treatment increases, the system capacity is strained to keep up.
Benefits

Programs that employ best practices promote self-monitoring to identify high-risk situations for use, and developing strategies for coping with and avoiding high-risk situations and the desire to use.  This results in longer abstinence from drug use as well as many societal benefits, including reduced in arrests and incarcerations; increased employment success; and fewer out-of-home placements for young substance abusers. 
What is happening in Delaware?

	Substance Abuse

	Goals
	Models
	Availability in Delaware

	· Use medications for specific diagnoses. 

· Screen and give brief intervention in primary care settings. 

· Use proven effective  psychosocial clinical interventions 

· Provide post-treatment aftercare. 

· Provide case management, wraparound, and supportive services.
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How does Delaware measure up?

Several years ago, the outpatient system in Delaware was expanded and now requires DSAMH-funded programs to introduce evidence based practices that have been found to be effective by reputable researchers.  Performance based contracts have been introduced that connect payment to performance.  Delaware has been recognized nationally as leader in this area.  DSAMH and outpatient substance abuse treatment providers also participated in a Robert Wood Johnson Foundation state pilot called Network for the Improvement of Addiction Treatment (NIATx  at www.niatx.net), that resulted in process improvements by providers to remove barriers to access and to increase retention in treatment.  
In Delaware, the NIDA principles are widely accepted by substance abuse treatment practitioners and service providers.

Best Practice:  Crisis and Trauma
What?

Crisis Intervention services are short-term, intensive interventions aimed at assessing, diffusing and/or intervening in critical situations and ensuring appropriate therapy and services afterwards.  Services may include evaluation and assessment, crisis intervention and stabilization, and follow-up planning.  Ideal programs intervene immediately and often are available 24 hours a day, 7 days a week.  Roberts (2002) has developed the Seven-Stage Crisis Intervention Model, which involves: assessing lethality; establishing rapport and relationship; identifying major problems; dealing with feelings; exploring alternatives; developing an action plan; and following-up.
Why?

Psychological stress is a normal reaction to experiencing or witnessing abnormal events such as violent crime, physical/sexual abuse, natural disasters, terrorism, serous accidents or military combat. While some people are able to overcome such events, others develop severe psychological distress typically referred to as trauma.  The National Center for Post Traumatic Stress Disorder (PTSD) (U.S. Department of Veteran’s Affairs, 2005) reports that approximately 25% of people who are exposed to catastrophic events will develop PTSD. Among people diagnosed with a serious mental illness, at least 50% of women and 25% of men have experienced trauma in the form of childhood physical and/or sexual abuse (NY State Office of Mental Health; Israel Center for Treatment of Psychotrauma, n.d.; U.S. Department of Veteran’s Affairs, 2005).      

For Whom?

Persons experiencing a crisis situation and/or having been exposed to a traumatic experience.

Obstacles

Several factors may affect a consumer’s access to crisis services:
· Awareness of where to turn in a crisis

· Feelings of helplessness

· Lack of skills to recognize the need for crisis intervention

· Socio-economic and insurance status

· Fear of arrest, incarceration or involuntary commitment

· Fear of being dismissed or not taken seriously

· Mistrust or lack of faith in “the system”

· Stigma
Benefits

Issues such as ongoing violence/abuse, severe depression or suicidal thoughts/behaviors, extreme panic or disorganized thinking, and/or drug or alcohol detoxification must be addressed during the crisis stabilization phase of treatment. Specially trained police personnel, mobile crisis teams, intensive in-home services, short-term or emergency hospitalization and residential placement have all proven effective in addressing crises. 
What is happening in Delaware?

	Crisis and Trauma

	Goals
	Models
	Availability in Delaware

	· First contact personnel are well trained

· Interventions are culturally competent

· Crisis intervention continues past hotlines
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How does Delaware measure up?

Delaware is making strides to improve the handling of crisis situations in the State.  Historically, people in mental health crisis had few viable options to access the types of services needed and were often escorted in handcuffs by police.  Problems with accessing services stemmed from the vulnerabilities and limitations of those experiencing a mental health crisis (e.g., psychiatric symptoms of depression, paranoia) and from shortcomings in the mental health system to adequately address these limitations.  Substantial changes are ongoing to the system and include several programs and policy changes. 
The CAPES program at Wilmington Hospital is a model program that has resulted in a 40% drop in the commitment rate at the hospital. CAPES is a partnership between the hospital and the Division of Substance Abuse and Mental Health that provides for a mobile crisis worker 24 hours a day, 7 days a week.  At Wilmington Hopital, CAPES is a locked unit that focuses on stabilizing the patient and getting them into the most appropriate treatment setting.  The CAPES model eliminates the need to have a police officer standing “guard” over a mentally ill patient as is the case in traditional hospital emergency department settings.
According to practitioner focus group participants in New Castle County, inpatient beds are often full on the weekends resulting in the only option for commitment being Delaware Psychiatric Center.  When inpatient beds are available, admitting practices can be prohibitive and time consuming for the referring practitioner.  In Sussex County, the lack of inpatient beds for mental health present a considerable challenge to those working with persons in crisis.  In addition to ensuring the patient’s well-being, practitioners must also contend with the lack of transportation to available beds in New Castle County or Maryland, which further impedes access to appropriate treatment.
Several significant factors still impact crisis services in Delaware and the perception of adequacy of those services including: mobile crisis services; inpatient services, which is perpetuated by a person’s insurance status; and collaboration and service coordination to better support the needs of persons in crisis.  While mobile and telephone crisis services are available in the State, there is a significant lack of awareness about these resources.
Best Practice:  Interagency Collaboration and Service Coordination
What?

A System of Care can best be defined as the organization of public and private services and programs within a community into a comprehensive and interconnected network (Best Practices Brief, 2000; US Department of Health and Human Services, 2005a).  Service coordination activities begin with three steps – connecting with the patient (and family); assessing strengths, needs, limitations, preferences and eligibility; and developing an appropriate plan of care (Best Practices Brief, 2000).  

Why?

An increasing number of persons needing mental health and substance abuse treatment services, coupled with decreasing funds for such services, have heightened the need for effective service coordination and interagency collaboration.  

For Whom?

While most research on systems of care have focused on children and family populations, the model has also been applied to adult populations, specifically the elderly, persons with developmental delays, and persons seeking basic needs services.

Obstacles

The main obstacles begin with the various funding streams and the concomitant organizational structure that tend to “silo” services. These organization divisions tend to make effective collaboration difficult without continuous management. Additionally, differences in skill levels and fidelity across practitioners may present a challenge to true service coordination.
Benefits

Effective service coordination achieves benefits for both the consumer and the service provider in several ways.  For consumers it:
· connects the patient to needed resources; 
· buffers the patient from the stress of navigating between and within services; and

· enables the patient to manage his/her own life within the scope of his/her abilities and resources
With regard to service providers, coordination helps them to:

· Manage resources within defined limits to achieve cost efficiencies, effectiveness, and to avoid preventable or unnecessary costs;
· Facilitate the delivery of services so that services are provided without delays that might adversely affect clients;
· Monitor progress so that timely changes can be made to treatment; and 

· Monitor outcomes to determine effectiveness of services and to identify gaps in the service delivery system. 

What is happening in Delaware?
	Interagency Collaboration and Service Coordination

	Goals
	Models
	Availability in Delaware

	· Utilize a multi-disciplinary team with low caseloads 

· Services are community-based, long-term and proactive

· Highly individualized treatment plans 

· Comprehensive array of services
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How does Delaware measure up?

DSAMH has fostered a number of working relationships among its partner agencies. On-going collaborative relationships have been developed betweeen DSAMH and Child Mental Health, DDDS, Medicaid, Department of Corrections, Christiana Care, Law Enforcement, the Judicial system, etc. Each of these relationships helps to improve the coordination of care among various  provider organizations. 

Best Practice:  Effective Employment

What?

Supportive employment programs with the best employment outcomes integrate mental health and vocational supports, focus on rapid placement into jobs of the participant’s choice, and provide ongoing support.  Collaboration between support providers and the businesses that employ participants is associated with improved work outcomes. (Bond, et at., 2001).

Why?

It is estimated that while 70% of adults with psychiatric disorders want to be employed, only 15% are able to obtain and maintain a job.

For Whom?

Adults with mental illness who seek to gain meaningful and gainful employment.

Obstacles

While some state and federal programs provide for employment, there are some inherent work disincentives.  For example, once a person receiving federal and state entitlements begins earning a moderate income, healthcare and financial benefits are reduced and/or terminated (U.S. Department of Health and Human Services, 2003a; U.S. Department of Health and Human Services, 2003b).   Similarly, while persons with mental illness generally express a desire for meaningful, satisfying employment, programs have tended to offer sheltered work experiences in repetitive, low-paying jobs (U.S. Department of Health and Human Services, 2003a).

Benefits

Employment patterns indicate the need for long-term supportive services. A recent study (Salyers, Becker, Drake, Torrey, & Wyzik 2004) found that 75% of persons who participated in a supported employment program had competitive employment two years after service initiation and 47% were employed at the point of a 10 year follow-up survey.  The longer supportive services are provided, the more likely clients were to maintain long-term meaningful employment (Bond, et al., 2001).  

What is happening in Delaware?
	Supported Employment

	Goals
	Models
	Availability in Delaware

	· Provide wrap-around support services for as long as needed

· Rapidly place clients in real jobs suited to abilities, skills, & desires

· Collaborate with stakeholders to address stigma, discrimination and reasonable accommodations
· Protect benefits
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How does Delaware measure up?
DSAMH, in addition to those programs referenced above, has received a grant from Johnson and Johnson to promote the evidence based practice of “Supported Employment.” This project has led to a greater collaboration between DSAMH and DVR, as well as promoting the evidence based model throughout the CCCP system. Furthermore, this grant is forming the basis for the development of on-going employment programs for all DSAMH clientele. 
Through the consumer focus groups, several factors were raised in Delaware’s progress toward achieving supported employment goals:  

· Income has the potential to threaten disability payments and other entitlements, resulting in a disincentive to work.   

· Vocational rehabilitation services focus on training and education and less on meaningful job placement.  

· Vocational rehabilitation services are limited to certain disabilities.

· There is a perception that vocational rehabilitation services provide greater opportunities and resources for non-minority consumers.

Best Practice:  Criminal Justice and Law Enforcement
What?

Best-practices in specialized responses involving police and the mental health system include three basic models: 1) specialized police response models involve police who are trained with special mental health knowledge and function in a system where police serve both as the first line response to mental health crises and as a liaison to the mental health system; 2)  police-based specialized mental health response model, which involves mental health professionals who are employed by these police departments to provide on-site and telephone consultations to sworn officers in the field; and 3)  specialized mental health response, whereby mobile crisis teams are set up as part of the local mental health service system, and cooperate with police departments to provide on-site help to mentally ill individuals.  Of these models, specialized police programs seem to be the most effective when persons with mental illness are not diverted prior to arrest.  Special courts, called mental health courts, also can be used in conjunction with these models.  Mental health courts are adult criminal courts that have a separate docket for defendants with mental illness.  The goals of these courts are to 1) divert criminal defendants from jail into treatment, 2) monitor the defendants during treatment, and 3) impose criminal sanctions for failure to comply.  

Why?

Persons with mental illness are significantly overrepresented in the criminal justice system.  As a result of deinstitutionalization and other factors, almost five times more persons with mental illness are in jails and prisons than in psychiatric hospitals.  Mentally ill offenders are largely charged for minor infractions, but have to interact with criminal justice professionals at every stage of the criminal justice process, including the police, the court system, detention centers, and the probation or parole system.  Each point manifests clear failures in dealing with people with mental illness but each also provides unique opportunities.  

For Whom?

Persons with mental illness who come into contact with law enforcement, the court system, detention centers, and the probation or parole system.

Obstacles

Police are often the first point of contact with people in crisis and serve as gatekeepers to the mental health and criminal justice systems. Nevertheless, fewer than half of the police departments in the United States have some type of specialized response to mentally ill people in crisis.  In their role, police can decide to arrest or divert to a mental health facility prior to booking.  This process is very subjective.
Benefits

The limited empirical research has found reduced clinical recidivism, reduced legal recidivism and improved mental health and overall well being.

What is happening in Delaware?
	The Criminal Justice/Law Enforcement (CJ/LE) Systems

	Goals
	Models
	Availability in Delaware

	· Divert people with mental illness into treatment 

· Specially train CJ/LE personnel to recognize and help people with mental illness

· Form partnerships across the systems to smooth interactions and transition
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How does Delaware measure up?

The Delaware State Police currently have two Conflict Management Teams (CMT)—one that covers the northern part of the State and another that covers southern Delaware.  The Teams consists of troopers who have been specially trained in crisis intervention, hostage negotiation and kidnap mediation. Communication skills designed to deescalate crisis situations without violence are stressed in training through a combination of standard police practices and psychological principals.  
Despite the existence of these teams, many interactions with persons with mental illness are addressed by municipal and county law enforcement agencies.  Due to the fact that there are 39 individual policing agencies in the State, training on dealing with persons with mental illness is inconsistent. 
The 143rd Delaware General Assembly passed House Bill 443, which requires special training for police officers concerning individuals with a mental illness, mental disability, and/or physical disability. Additionally, the bill requires that police officers are trained in regard to interacting with minors that have a mental illness, mental disability and/or physical disability.  The law takes effect on January 1, 2007 and all police officers must be trained by January 1, 2008.
Beginning in late 2003, a mental health court was initiated in New Castle County. The court diverts appropriate cases to community-based treatment.  The diversion program has a separate docket for its cases, its own judge, specific attorneys, and a psycho-forensic evaluator. Also involved in the process are three case managers; two from Treatment Accountability for Safer Communities (TASC), and one from Community Mental Health.  In order to participate in the program, three criteria must be met (1) they are charged with misdemeanors, (2) they must have an Axis 1 diagnosis or personality disorder according to the psycho-forensic evaluator in the public defender’s office (co-occurring disorders can be included), and (3) they must voluntarily agree to enter the program. Although promising, the mental health court currently serves only a fraction of the targeted population. Such courts have not been established in other counties.
The Delaware Drug Court system is a statewide program that deals with violations that do not carry mandatory sentences, drug-related probation violations, and violations among people with (mostly) clear records.
With regard to children in the juvenile justice system, the State of Delaware passed legislation in July of 2002 that created an Adjudicated Youth Drug Court in the Family Court system.  The Adjudicated Youth Drug Court works with youth with felony drug charges or misdemeanor drug charges with a history of drug charges.  The Attorney General’s office is the gatekeeper, and the eligibility criteria are legal criteria that are applied by the Deputy Attorney General (DAG) assigned to the program.  Once the DAG has identified a youth as eligible, s/he is referred to the Child Mental Health Drug Court team for a substance abuse assessment.  If the youth is determined to be an appropriate candidate for the program there is an entry hearing, at which the youth pleads guilty to the charge.  The course of the program includes regular status hearings, sanctions/rewards for behavior, urine drug screens and treatment tracking, and monitoring of other conditions of the court.  An extended team that includes the judge, treatment staff, DCMHS staff, parents, family, youth, significant support persons in the community, and any other professional or community partner deemed to be an important part of supporting the success of the youth.  There are criteria for successful (graduation) and for unsuccessful (termination) completion of the program.  If the youth graduates and remains arrest free for six months, the adjudication is vacated.  Legal representation is required for entry hearings and termination hearings, but often the DAG and other participants who have invested in the youth’s success are present for the graduation hearings.  

Best Practice:  Illness Management and Recovery

What?

According to SAMSHA “The Illness Management and Recovery (IMR) Program consists of a series of weekly sessions where practitioners help people who have experienced psychiatric symptoms to develop personal strategies for coping with mental illness and moving forward in their lives.”   In the educational sessions, efforts focus on the following nine topics: recovery strategies, practical facts about mental illness, the stress-vulnerability model and treatment strategies, building social support, reducing relapses, using medication effectively, coping with stress, coping with problems and symptoms, and getting your needs met in the mental health system. 

Why?

In moving away from the institutionalization of people with serious mental illness (SMI) and serious and persistent mental illness (SPMI), a need has been created to help this population manage their own lives in the community.  The Illness Management and Recovery program has had success in accomplishing this difficult task.  

For Whom?

People who have experienced symptoms of schizophrenia, bipolar disorder, or depression at who are various stages of the recovery process. 
Obstacles

The most significant challenge to IMR is engaging persons with SMI and SPMI in the program and maintaining commitment to the program goals and long-term adherence to education and treatment strategies.
Benefits

Research has shown that through IMR programs, people learn more about mental illness, reduce relapses and re-hospitalizations, reduce distress from symptoms, and use medications more consistently. 

What is happening in Delaware?
	Illness Management and Recovery 

	Goals
	Models
	Availability in Delaware

	· Focus on recovery

· Intensive educational intervention

· Goal setting & monitoring  

· Engagement of patient and significant others 
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	*WRAP is not yet considered a “best practice” but has considerable quasi-experimental evidence and is currently in a randomized control study by University of Illinois, Chicago,  Mental Health Services Research Program  


How does Delaware measure up?

Delaware has not formally adopted SAMHSA’s Illness Management and Recovery toolkit.  However, portions of the toolkit are widely practiced at mental health centers and facilities in the State. In addition, a few of DSAMH’s providers are proactively using this toolkit in the development of the service delivery system. DSAMH will begin to actively promote both this evidence based practice in all its mental health programs. 

Best Practice:  Family Psycho-education
What?

According to the SAMSHA toolkit, “Family psycho-education is a method of working in partnership with families to impart current information about the illness and to help them develop coping skills for handling problems posed by mental illness in one member of the family. The goal is that practitioner, consumer, and family work together to support recovery. It respects and incorporates their individual, family, and cultural realities and perspectives”  

Why?

According to SAMSHA, family psycho-education programs “almost always fosters hope in place of desperation and demoralization.”
For Whom?

Persons with mental illness and their families.

Obstacles

A major obstacle in implementing this practice is the ability to engage families in this process with their adult family member with mental illness. In many cases, individuals with mental illness become disengaged and occasionally estranged from their families. 

Benefits

Research has shown that family psycho-education: reduces relapse and re-hospitalization; helps clients feel supported for extend recovery, re-entry into the work force, and the development of social skill; increases employment rate by 2 to 4 times baseline levels, especially when combined with supported employment services; and helps families feel less stressed and isolated.
What is happening in Delaware?
	Family Psycho-education

	Goals
	Models
	Availability in Delaware

	· Intensive education about illness and coping

· Emphasize on problem solving

· Identify early symptoms of relapse

· Create an optimal social environment for recovery 
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	SAMHSA Family Psycho-education is being piloted in supervised housing as well as the Wilmington CCCP.


How does Delaware measure up?
Delaware has not formally adopted SAMHSA’s Family Psychoeducation toolkit.  However, portions of the toolkit are widely practiced at mental health centers and facilities in the State. 
With regard to support groups for persons with mental illness, it is unknown how many are implementing best practices.  

Project Overview and Methodology

In March 2004, the Delaware Health Care Commission’s Committee on Mental Health Issues released its final report on issues affecting access to mental health.  Among the Committee’s findings was a recommendation for better data gathering on both the supply and the demand for mental health services in Delaware. In addition, it was recommended that the State pursue, where applicable, a mental health professional shortage designation from the Federal government.  

In November 2004, the Division of Public Health (DPH), Health System Management Section and the Division of Substance Abuse and Mental Health (DSAMH) provided funding to support the study. The project had four primary goals:

· Study the capacity of mental health providers in Delaware.
· Identify the need or demand for mental health services in Delaware.
· Develop policy recommendations for addressing mental health supply & demand issues.

· Submit a request to the Health Resources and Services Administration (HRSA) for mental health shortage area designations, where applicable.

The purpose of the project was to gain an accurate picture of the demand for and gaps in mental health services as well as the current supply for such services. The data was used to identify mental health shortages within the State so that corrective action could be planned.  Additionally, recommendations regarding public policy and programmatic changes were developed to address both the demand for and supply of mental health services in Delaware.  The project included two phases, each with specific activities as follows:

Phase I: Data Gathering 

1. To conduct consumer focus groups across the State to better understand the issues and barriers that consumers face when seeking and receiving mental health and substance abuse services for themselves and their family members (refer to Volume II, Appendix I for focus group outcomes).  

2. To conduct practitioner focus groups across the State to better understand the issues and challenges that mental health practitioners face as part of the healthcare delivery system in Delaware (refer to Volume II, Appendix I for focus group outcomes).  

3. To conduct a survey of mental health practitioners in Delaware in order to define what resources are available to meet the demand for mental health services at the time of the survey and in the future (refer to Volume II, Appendix II for survey outcomes).  

4. To establish a mental health practitioner to population ratio at the state, county and census district level and apply for mental health professional shortage area designations where applicable (refer to Volume II, Appendix III for HPSA designation).

Phase II: Public Policy Analysis and Recommendations

1. To review and analyze current reports on mental health services, gaps and barriers as well as survey data and focus group outcomes (from Phase I); and understand the disparities in supply and demand for mental health and substance abuse services.

2. To conduct an environmental analysis of the current national and local public policy environment with respect to mental health issues and identify programs which are working well in Delaware and other states.

3. To prepare policy and programmatic recommendations, which address the needs as evidenced by the data and environmental analysis.

4. To prepare a final analysis report, including policy and programmatic recommendations aimed at improving mental health care service delivery in Delaware.

Three contracts were let to carry out the project:  

· Advances in Management was engaged to provide overall project management; to conduct consumer and practitioner focus groups across the State; to identify potential mental health professional shortage areas in Delaware; and to prepare a federal designation application based on the practitioner survey results.

· Delaware State University was contracted to perform an environmental analysis (including public policies and best practices); as well as an analysis of existing mental health encounter data as compared to the practitioner survey data in order to understand disparities in the supply and demand for mental health services across the State. 

· University of Delaware, Center for Applied Demography and Survey Research was contracted to conduct the capacity survey of mental health practitioners in Delaware and to provide a report of findings.  

Methodology

The methodologies employed by each of these organizations in carrying out their respective contract requirements are as follows:
Focus Groups
A subcommittee was developed to determine the appropriate audiences for both the consumer and practitioner focus groups as well as the information to be derived from the focus group sessions.  The subcommittee included representatives from the Division Child Mental Health Services (DCMHS), DSAMH, Mental Health Association (MHA), National Alliance for the Mental Ill in Delaware (NAMI-DE), Quality Insights of Delaware, and Advances in Management.  The following sections provide an overview of the process and outcomes of the consumer and practitioner focus groups. 
Consumer Focus Groups

During June through August 2005, Advances in Management conducted 16 consumer focus groups across the State.  The purpose for conducting the focus groups was to obtain feedback from consumers on four primary areas:  1) general experience of consumers when accessing the mental health system; 2) aspects of the system that are working well; 3) gaps and barriers to accessing services; and 4) recommendations for improving the system.
Five groups of consumers were identified for the focus groups as follows:

· Consumers of private sector services for mental illness with insurance 

· Consumers of private sector chemical dependency treatment services with insurance, including dual diagnosis
· Families of children with mental illness and/or chemical dependency treatment needs, including those with developmental disabilities
· Consumers of outpatient community-based state mental health services 

· Consumers of inpatient state mental health services

DCMHS, DSAMH, MHA and NAMI-DE identified individuals to participate in the groups—having an established and trusted relationship with one of these organizations perpetuated good consumer attendance at the focus groups.  
Focus groups were comprised of as few as three and as many as 11 individuals or families who had experience with the mental health system in Delaware.  Focus group sessions were held immediately prior to or following a counseling or support group, when possible, to ensure the best attendance.  Focus group sessions were one hour in duration and food and beverages were provided along with gift certificates to local retail stores for those who arrived on time, participated fully and remained for the entire session.
Practitioner Focus Groups

During October 2005 to May 2006, contacts were made to various organizations and individuals in an attempt to schedule focus groups with health professionals who practice in or refer to the mental health care system.  

The Clinical Social Work Society of Delaware, Delaware Healthcare Association, Delaware Psychological Association, MHA, and the Psychiatric Society of Delaware all provided support in identifying individuals to participate in the focus groups.   Nine homogeneous focus groups were completed during this period, which included: case managers, hospital emergency practitioners; psychiatrists, psychologists and licensed clinical social workers.  A total of 50 practitioners participated in the focus groups.  

The purpose of the practitioner focus groups was to obtain feedback from practitioners regarding the challenges they face in practice and the impact of those challenges; areas that are working well; and recommendations for improvement.  Furthermore, focus group discussions provided a level of qualitative information not obtained through the practitioner survey process.  
Detailed focus group results are provided in Volume II, Appendix I of this report.

Practitioner Survey

Between June and December 2005, the University of Delaware Center for Applied Demography and Survey Research conducted a survey of all mental health practitioners licensed in Delaware.  The method chosen to gather the information was an initial mail survey coupled with three follow-up mailings to non-respondents. By the conclusion of the project, 1050 mental health professionals had been contacted. These included all licensed psychiatrists, psychologists, social workers, and professional counselors of mental health and chemical dependency care specialists. Based on the survey results, adjusted for non respondents, the number of mental health professionals with an active practice in Delaware was approximately 763. 
Not all mental health professionals practice full-time. Others practice full-time but do not deliver direct patient care on a full-time basis. To give a more realistic view of the supply of mental health professionals, a second measure was provided. A mental health professional who was engaged in delivering care directly to patients 40 or more hours per week was defined as a full​-time practitioner. Anything less than 40 hours was considered as less than full-time. For each four hours less than 40 hours, 0.1 FTE was deducted. Anything more than 40 hours was considered only as full-time. In other words, a mental health professional delivering 60 hours per week of primary care was still counted as one full-time equivalent physician.  Full-Time equivalency was calculated based on criteria established by the Federal Department of Health and Human Services.
Detailed Practitioner Survey results are provided in Volume II, Appendix II of this report.

Policy Analysis

The Delaware State University research team employed several methodologies/ procedures to assess and evaluate a number of data germane to determining gaps in mental health service delivery throughout the State of Delaware.  A historical review and policy analysis was completed.  This analysis started at the national level and worked down to assessing and evaluating the policies/procedures relevant specifically to the State of Delaware.  A report was generated on the “Best Practices” available in the nation and the State.  This report incorporated an assessment of best practices currently employed in Delaware.  A secondary data analysis was conducted of five different data sets pertaining to consumers, service deliverers and data generated by the practitioner survey.  Triangulation was used to discern distinct trends and patterns that represent or indicated gaps or problems with service access, delivery and composition. 

Detailed policy analysis results are provided in Appendix IV of this report. Best Practice models informed by the DSU analysis, are provided in the Best Practices section of this report.

List of Acronyms and Abbreviations
	CCCP
	Community Continuum of Care Programs

	Courts
	Delaware State Courts

	CSWSDE
	Clinical Social Work Society of Delaware 

	DART
	DART First State

	DCMHS
	Division of Child Mental Health Services

	DFS
	Division of Family Services

	DHA
	Delaware Healthcare Association

	DHCC
	Delaware Health Care Commission

	DHSS
	Department of Health and Social Services

	DOC
	Department of Corrections

	DOE
	Department of Education

	DOI
	Department of Insurances

	DPA
	Delaware Psychological Association

	DPH
	Division of Public Health

	DPR 
	Division of Parks and Recreation

	DSAAPD
	Division of Services for the Aging and Adults with Physical Disabilities

	DSAMH
	Division of Mental Health and Substance Abuse

	DSCYF
	Department of Services for Children Youth and Their Families

	DSPS
	Department of Safety and Homeland Security

	DSS
	Division of Social Services

	DVR
	Division of Vocational Rehabilitation

	DYRS
	Division of Youth Rehabilitative Services

	FACT
	Families and Communities Together

	MHA
	Mental Health Association

	MSD
	Medical Society of Delaware

	NAMI-DE
	National Alliance for the Mental Ill in Delaware

	PSD
	Psychiatric Society of Delaware 

	SMI
	Serious Mental Illness

	SMPI
	Serious and Persistent Mental Illness
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“It is hard to get services quickly when you need them the most.”


 ~ Consumer











“Services aren’t coordinated. There should be an umbrella of agencies all working together.”


~ Consumer





“It is hard to balance case management with the large amount of paperwork required.  We are always playing the catch-up game.  The result is the patient loses out.”


~ Case Manager





“It is easy, with children, to ignore issues. People think ‘what could they have to be depressed or worried about, they are only children.’”


~ Parent





“I finally built up the courage to get help and was put on a 6 week waiting list for an appointment.  Mental health patients need immediate service once they finally take the first step.”


~ Consumer








“I haven’t had a raise in over 20 years.  I make about the same as a plumber.  If I would mention this, I would be considered self-serving. “


~ Psychologist





“I did not seek help initially because of the stigma associated with mental  health issues.”


   ~ Consumer





“I only started getting good service after I attempted suicide.” 			 ~ Consumer








“If you are not a threat to yourself or others, you will not receive services or you will wait a very long time before getting services.”


~ Licensed Clinical Social Worker





“I didn’t know where to go for assistance. I finally got information through a friend.”  


 ~ Consumer











“The transition from child mental health to adult mental health is tricky.  There is usually a gap in services when transitioning. Mental health services seem so fragmented. “


~ Parent               





“Because of the turnover and lack of communication and follow-through; kids don’t trust the system or their parents and they quickly learn how to ‘work’ the system.”


		  ~ Parent











“Clients trying to get support do not know where to go and how to access services.”


~ Psychologist





“They don’t assess your knowledge and skills before they try to get you a job.  They just assume you’re stupid because of your mental illness and get you menial jobs.”


~ Consumer





“I want to get a job, but there’s no incentive.  You can’t get a job that will cover the lost benefits because you make just over the limit.”


~ Consumer








“[They] treat people like babies.  They don’t give people the benefit of making decisions—don’t challenge them so they can keep them dependent on them.”


~ Consumer








“Mentors are good when there is consistency – could use more time with them.”


~ Parent








“I won’t call the crisis line because I’m worried that if my child is taken away for behavior issues his other medical issues won’t be taken care of.” 


~ Parent





“The Mental Health Association has been great, very helpful and supportive.  They serve as advocates and take the initiative to follow-up – it’s obvious they care about the children and families.” 


~ Parent








“Support groups are very positive and beneficial.  I can’t always talk to my family because they don’t understand. I get relief from group because you can talk freely.  They understand.


~ Consumer








“The state is small enough for agencies to network – need more action in this direction.”


~ Consumer





There is a high rate of turnover in caseworkers and counselors.  Starting over with each new counselor wastes my time and creates set backs in my recovery/therapy.


~ Consumer











� Toth, T; Center for Applied Demography and Survey Research, University of Delaware; June 2006


�Rogers, A; Mickel, E; & Austin, J; Delaware State University; Final Report:  Phase II Public Policy Analysis and Recommendations: Meeting the Demand for Mental Health Services in Delaware; June 2006.






