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[bookmark: Purpose_of_GD]Purpose of the Request for Proposals Guidance Document
The purpose of this Guidance Document is to outline StarkMHAR’s philosophy regarding programmatic and service expectations. The hope is that this document will help inform RFP responses from providers and will let providers know the expectations StarkMHAR has of different service types and programs.

[bookmark: Legislative_Authority]Legislative Authority:
The role of StarkMHAR is defined by the Ohio Revised Code (ORC), Section 340. Particularly, the role is to serve as the community mental health and alcohol and drug addiction services planning entity for Stark County and to evaluate, develop, and assess for the community mental health and alcohol and drug addiction needs, services, and programs under ORC. As such, StarkMHAR is considered a “safety net” for people with behavioral health needs in Stark County. 

The role of StarkMHAR is to ensure there is a “safety net” of services available for all people living in Stark County, meaning that StarkMHAR is obligated to prioritize risk to safety above all else. Within that context, priority is also given to certain populations who do not have access to alternative sources of services, and whose risk to self or others is highest. Services to reduce risk of harm are the first priority and are only limited by geographic domains.

Priority Populations for adults include SMI/SEVERE SUD (excluding caffeine and nicotine) who does not have access to alternative sources of services. Priority Populations for youth and adolescents include SED/SEVERE SUD (excluding caffeine and nicotine) who does not have access to alternative sources of services. Smoking cessation programs may be considered only if they are integrated into the care of those priority populations, and it can be demonstrated that it is improving the health outcomes of those with serious mental illnesses. Non-priority populations include youth, adolescents, and adults with mental illness and/or mild substance use disorders. Definitions for these populations are as follows, per Ohio Administrative Code (OAC), rule 5122-24-01:

[bookmark: ADULTS_WITH_SMI]SMI  --  Adults with Serious Mental Illness
I. Must be eighteen years of age or older; and
II. Currently, or at any time during the past year, has had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet diagnostic criteria, that has resulted in functional impairment which substantially interferes with or limits one or more major life activities. Major life activities include activities of daily living such as eating, bathing, or dressing; instrumental activities of daily living, such as maintain a household, managing money, getting around the community, or taking prescribed medications; or function in social, family or vocational/educational contexts."

[bookmark: CHILDREN_WITH_SED]SED  --  Children or Adolescents with Serious Emotional Disturbance
I. Less than twenty-one years of age who meets criteria that is a combination of duration of impairment, intensity of impairment and diagnosis, and
II. Marked to severe emotional/behavioral impairment that seriously disrupts family or interpersonal relationships and may require the services of other youth-serving systems (e.g., education, human services, juvenile court, health, intellectual disabilities, youth services, and others), and
III. Marked-to-severe behavioral impairment is defined as impairment that is at or greater than the level implied by any of the following criteria in most social areas of functioning: inability or unwillingness to cooperate or participate in self-care activities; suicidal preoccupation or rumination with or without lethal intent; school refusal and other anxieties or more severe withdrawal and isolation; obsessive rituals, frequent anxiety attacks, or major conversion symptoms; frequent episodes of aggressive or other antisocial behavior, either mild with some preservation in social relationships or more severe requiring considerable constant supervision; and impairment so severe as to preclude observation of social functioning or assessment of symptoms related to anxiety (e.g., severe depression or psychosis).
IV. An impairment that seriously disrupts family or interpersonal relationships is defined as one: requiring assistance or intervention by police, courts, educational system, mental health system, social service, human services, and/ or children's services; preventing participation in age-appropriate activities; in which community (home, school, peers) is unable to tolerate behavior; or in which behavior is life-threatening (e.g., suicidal, homicidal, or otherwise potentially able to cause serious injury to self or others).

[bookmark: SUBSTANCE_RELATED_AND_ADDICTIVE_DISORDER]Substance Related and Addictive Disorders
Substance related and addictive disorders include ten separate classes of drugs as referenced in the Diagnostic and Statistical Manual – 5th and Text Revision editions (DSM-5 and DSM-5-TR). Gambling disorders are also included. Substance use disorders can be mild, moderate, or severe, as well as include substance intoxication and withdrawal and substance induced disorders. Refer to the DSM-5 or DSM-5-TR for specific criterion for these disorders.

In terms of prioritization, however, certain substance use disorders pose a greater risk than others and are given higher priority. Programs and services for those with a severe substance use disorder will have priority over programs and services for those with a mild substance use disorder. Likewise, substances that are most likely to result in death without intervention will be given more attention and priority than those substances likely to be of mild severity. Substances such as opiates, alcohol, sedatives, hypnotics, anxiolytics, and inhalants will have priority over substances such as amphetamine-type substances, like cocaine and other stimulants, hallucinogens, cannabis, caffeine, and tobacco. Service demands will be determined by a variety of sources, including community needs and local trends, and may change from funding cycle to funding cycle. While StarkMHAR recognizes that all substances of abuse can have damaging effects on a person’s health and well-being, resources will be directed to those populations with life threatening disorders.

While gambling can trigger the reward system, as well as produce behaviors similar to those of people who are using substances, the direct and immediate threat to life is low. Additionally, community need is low; therefore, resources for gambling will only be based on mandates. 

[bookmark: Safety_Net_of_Services]Safety Net of Services
The safety net of services includes not only those services mandated by ORC and other funding bodies, but services that, without such, would negatively impact the lives of those in Stark County. Service mix is determined by community need and is included in the Community Assessment and Plan, which is an ORC requirement and is also a necessary component of the Ohio Department of Behavioral Health’s (DBH, formerly OhioMHAS) annual application to SAMHSA (Substance Abuse and Mental Health Services Administration) for the Mental Health and Substance Abuse, Prevention, and Treatment grant funding. The responsibility for community planning gives Ohio’s local ADAMH (Alcohol, Drug Addiction, and Mental Health) Boards an important opportunity to set goals, identify gaps, target funding, and measure outcomes as work continues towards the goal of wellness for those served.

Local need is determined by assessment of current conditions, forecasting emerging trends, and evaluating existing community resources. This results in a process that is not only fluid, but responsive to the needs of the community. All services, programs, and populations have been prioritized according to the level of urgency and immediacy associated with the need. All services, programs, and populations have been broken into six priority areas.

	Priority Area
	Target Population
	Category Name
	Definition

	Priority 1
	
	Hard Mandates
	Services StarkMHAR is legally required to provide, or those required based on a dedicated funding source

	Priority 2
	Everyone in Behavioral Health population
	Urgent Risk 
	1) Risk of urgent and imminent harm includes need for emergency or urgent services due to danger to self/others or inability to care for self; 2) Potential life-threatening symptoms resulting from withdrawal from substances

	Priority 3
	Priority Populations Only
	High Risk 
	1) Loss of basic self-care skills (secondary to Priority Population) which results in an inability to manage functioning; 2) Likely degeneration of condition that would result in imminent risk;     3) Identified public safety risks

	Priority 4
	Priority Populations Only
	Serious Risk 
	Significant functional issues related to SMI/SED/SEVERE SUD; that, without intervention, would likely result in degeneration to a higher-level risk at some point in the non-imminent future

	Priority 5
	Priority Populations Only
	Important Needs
	Needs regarding social functioning, higher cognitive development, and employment success

	Priority 6
	Non-priority populations or general populations
	Legitimate Needs
	Services that increase the quality of non-urgent outcomes with regard to any of the issues addressed in other priorities






[bookmark: Expectations]Expectations
The following are expectations of StarkMHAR for any agency that receives a contract to provide services. These are non-negotiable and are required in order to receive funding from StarkMHAR. 

· All providers must meet all applicable federal, state, and StarkMHAR contract requirements, as well as any applicable standards for treatment.

· The Substance Abuse Prevention and Treatment (SAPT) Block Grant requires prioritization of services to several groups of recipients. These include pregnant women, women, those who intravenously use drugs, clients, staff at risk of tuberculosis, and early intervention for individuals with or at risk for HIV disease (alcohol or other drugs [AoD] programs only). Provider agencies receiving funding through this source MUST demonstrate that these recipients have priority for services.

· Services are to be compliant with Civil Rights, Equal Employment Opportunity, CLAS Standards, and consistent with Health Insurance Portability and Accountability Act (HIPAA) and 42 CFR part 2 (where applicable).

· StarkMHAR requests that programs be submitted based on level of care and age group. Certain grant-funded programs will be excluded from doing so due to funding source requirements. In general, programs are also separated by consultation and prevention (C&P) programs, treatment programs, and recovery support programs.

· Staff providing direct services to clients, who do not hold a license by an Ohio licensing board (Counselor, Social Worker, and Marriage and Family Therapist Board; Chemical Dependency Professionals Board; State Medical Board; or Board of Psychology), must complete any required trainings per DBH OAC rules. In addition, those direct staff members must also attend trainings in the following areas:

· HIPAA/42 CFR part 2/Confidentiality
· Mental Health First Aid
· QPR (Question. Persuade. Refer.)
· Verbal Intervention
· Trauma-Responsive Care
· Training in Motivational Interviewing is also recommended. Any additional program-specific requirements will be outlined in the provider contract if funding is approved.

The following expectations reflect StarkMHAR’s philosophy about mental health and/or AoD programs, services and customers, and may serve as a guide for applicants to develop and/or maintain quality services/programs. They reflect current national and state research and represent what has been learned over the years regarding best practices, science-based models, and effective mental health and/or AoD programs and services.



Preference will be given to the following programs and services:

· Programs that are comprehensive, client-centered, family-centered, and receive input from consumers, clients, and community partners

· Programs that use approaches based on current research and best practices

· Programs and organizations that provide trauma-informed care and services

· Programs that address behavioral health disparities

· Programs that can demonstrate achievement of agreed-upon outcomes. All providers will be responsible for providing evidence that they are achieving the agreed-upon outcomes. All outcomes must align with local, state, and federal priorities.

· Organizations receiving funding from StarkMHAR must show evidence they are actively seeking other sources of funding. StarkMHAR should not be the sole source of funding for organizations.

· Programs/organizations that utilize data as a foundation for changing practices and improving services

· Programs offered are within the parameters of the applicant’s mission statement

· Programs that partner with other programs, stakeholders, or systems to reduce duplication, and ensure coordination of care and resources

· Programs that use Motivational Interviewing skill sets for each consumer/client

· Programs that encourage long term abstinence (12 months or longer)

· Programs that are accessible and provided in a variety of locations such as homes, schools, and neighborhoods

· Programs that incorporate the principles of recovery, and resiliency

· Programs that incorporate best practices for youth and young adults in transition, and recognize emerging adulthood as a developmental stage

· Programming that is delivered in an environment that fosters safety, enhances personal and professional growth, and recognizes the role that trauma plays in the lives of individuals seeking recovery



[bookmark: _Hlk54616280][bookmark: PSH]Permanent Supportive Housing Services
Permanent Supportive Housing providers are expected to operate within the recommended ratio of Medicaid billing versus StarkMHAR funding. It is recommended that Permanent Supportive Housing staff be trained in Mental Health First Aid. Permanent Supportive Housing providers are required to follow the Housing Promotion Meeting guidelines, and it is recommended that treatment staff are to engage, if indicated.

According to the Homeless Resource Center:

“Homelessness comes at a very high cost – to individuals, communities, and systems of care. A growing body of research demonstrates that communities save money by providing permanent supportive housing to people experiencing homelessness. In short, it is proven to be more cost effective to provide permanent supportive housing than to leave someone on the streets or in shelters. The research shows that providing housing to someone experiencing chronic homelessness results in reduced utilization of publicly funded services such as police, hospital, emergency and impatient services, and the correctional systems.”

Further,

“Homelessness affects men, women, families, children, youth, and veterans. While structural factors, like the unequal distribution of income and lack of affordable housing, cause homelessness, certain vulnerabilities may determine who is at higher risk for homelessness. These include addictions, mental illness, domestic violence, medical conditions, and lack of education or job skills.”

It is the position of StarkMHAR that safe, affordable housing is a critical and vital element in recovery for anyone with behavioral health issues. Additionally, people with serious mental illness or severe substance use disorders are especially prone to homelessness, placing recovery at risk. Housing programs and services that serve these populations will be given priority over housing programs that serve people with less severe needs or problems. Housing programs must be able to demonstrate that they are serving StarkMHAR priority populations. Any housing service that is receiving state, federal, and local funding should adhere to Ohio Department of Behavioral Health Quality House Criteria. If adherence is not achieved, the provider will work with StarkMHAR to gain adherence. Additionally, preference will be given to those programs that:

· Are welcoming, recovery-oriented, integrated, trauma-informed, developmentally- appropriate and culturally competent when providing services. 

· Support the customer’s ability to remain in their homes throughout all stages of their individualized treatment.

· Engage in service and property management strategies that include effective coordinated approaches for addressing issues resulting from mental health crisis, substance use, and relapse with a focus on fostering housing stability.

· Are easily accessible to the customers who need them and continually focus on ways to reducing barriers and increasing access.

· Providers are expected to stay informed and follow best practices as referenced by the Corporation for Supportive Housing (CSH).

· Have defined partnership agreements that include property/asset managers, service providers, and tenants and should be collaborative in nature and practice.

[bookmark: Crisis_CSU]Crisis and Crisis Stabilization Unit (CSU) Services
Crisis services, which include the crisis stabilization unit as well as other crisis services, are a critical component of StarkMHAR safety net of services. StarkMHAR recognizes that when a crisis occurs, support and resources need to be available to the entire Stark County community to ensure that safety and wellbeing of the community.

To this end, preference will be given to those crisis programs that include the following:
	
· Seamless screening and admission process for consumers and/or other parties involved

· Routine review of the admission/discharge criteria by the CQI (Continuous Quality Improvement)/change team to ascertain that the right services are being provided for the consumers at the right time

· Admission policies or practices that do not exclude individuals who are homeless or may fall within social necessity for admission

· Increased accessibility through the adoption of an internal and external direct admission practice for active clients within the system of care

· Ongoing and continual collaboration and service integration with community partners

[bookmark: Integrated_Care]Integrated Care
According to SAMHSA:
“People with mental and substance abuse disorders may die decades earlier than the average person — mostly from untreated and preventable chronic illnesses like hypertension, diabetes, obesity, and cardiovascular disease that are aggravated by poor health habits such as inadequate physical activity, poor nutrition, smoking, and substance abuse. Barriers to primary care — coupled with challenges in navigating complex healthcare systems — have been a major obstacle to care.

At the same time, primary care settings have become the gateway to the behavioral health system, and primary care providers need support and resources to screen and treat individuals with behavioral and general healthcare needs.

The solution lies in integrated care, the systematic coordination of general and behavioral healthcare. Integrating mental health, substance abuse, and primary care services produces the best outcomes and proves the most effective approach to caring for people with multiple healthcare needs.”

It is the position of StarkMHAR that people with mental health and substance use disorders are best served using an integrated approach for services. This position includes the integration of mental health with substances abuse services, services for individuals with mental illness and intellectual disabilities (MI/ID), and those with mental illness and/or substance abuse disorders and physical health services.

Upwards of 60% of the people with a severe mental illness will also experience a substance use disorder over the course of their lifetime. StarkMHAR believes that agencies providing mental health or addiction services should have the capability to provide both mental health and addiction services in an integrated manner. Contract providers need to ensure that staff providing services have the capability to screen, assess, diagnose, and treat both disorders and have strong partnerships to ensure that the needs of the client are being met. Additionally, the burden of coordinating integrated services should always be on the service provider and not on the client.

It is the recommendation of StarkMHAR that agencies focus their energies and attention on the integration of mental health and addiction services as a first priority. Agencies that currently do not have the capability to provide integrated behavioral health services will need to demonstrate progress toward achieving that goal. It is expected that agencies with treatment programs will need to hold dual certification to receive a contract for services.

StarkMHAR is committed to ensuring that people with behavioral health issues live healthy lives. To this end, agencies currently providing integrated behavioral health services (mental health and addiction services) will need to focus on the integration of physical and behavioral health. There are several models to achieve a goal that includes partnerships and collaborations. StarkMHAR will give preference to those organizations who can demonstrate effective partnerships to ensure that priority populations have access to comprehensive integrated care.

StarkMHAR is also committed to ensuring that those individuals who have both an intellectual disability as well as a mental illness will receive services that are integrated together and well-coordinated. It is expected that service providers who serve this population will have competency in diagnosing and treating mental illness for people who experience intellectual disabilities, and that the services provided will be well coordinated with other services that the individual may be receiving from the Ohio Department of Developmental Disabilities.

[bookmark: CJ_Collaborations]Criminal Justice Collaborations
StarkMHAR values the continued collaboration with the criminal justice system. As such, there are several programs that are sponsored in whole or in part with StarkMHAR designated funding. It is the intention of StarkMHAR to continue to seek solutions to the large number of people with behavioral health issues that are funneling through the criminal justice system. The following are the expectations for specific criminal justice programs:

[bookmark: Polaris_Program]Polaris Program
· Follow the established Program Guidance Document

· Provide mental health and AoD education to non-clinical partnerships

· Provide clinical understanding and input regarding specific cases during the team meetings and throughout the individual’s course of participation

· Advocate for clinical needs of the individual with providers and the court system

· Provide mental health resources to the Polaris team

· Develop outcomes that are based on evidence-based practices and research done through other mental health courts in the country

· Collect data and address outcomes throughout the fiscal year

· Collect referrals made to the Program and show a steady increase in referral numbers over the fiscal year

· Develop a plan to address outcome concerns

· Share outcomes with StarkMHAR and Canton Municipal Court and facilitate/participate in open dialogue regarding outcomes on a quarterly basis

· Use the Stages of Change to successfully move individuals through the program

· According to best practice and MOU (Memorandum of Understanding) entered by StarkMHAR and Canton Municipal Court, provide accurate documentation that contains releases of Information for all parties involved, rights and responsibilities as a participant in Polaris, Stages of Change Assessment, Polaris assessment, ongoing coordination with courts and providers, goal of participation in Polaris, services rendered, etc.

· Identify the need and coordinate a care coordination meeting when the need arises. When the need arises, appropriately and professionally address concerns that impede progress. Develop a plan to move concerns through the system as needed in order to address any system concerns.

· Research best practices of mental health courts and develop protocol that addresses those best practices

· Care Coordinator will conduct regular IMR (Illness Management Recovery) groups according to the need of individuals


[bookmark: Jail_Liaison]Jail Liaison
· Follow the established Program Guidance Document

· Provide information to jail staff and inmates with mental health/AoD concerns regarding behavioral health services offered in Stark County

· Advocate for clinical needs of individuals with providers and the criminal justice system

· Implement positive and effective communication to providers regarding a client that is at Stark County Jail (SCJ)

· Develop and implement a plan to provide Jail Liaison services to those non-linked individuals with mental health and AoD concerns

· Develop and implement a plan that addresses those individuals with AoD issues

· Appropriately refer people to appropriate specialized court dockets

· Identify needs and appropriately refer to behavioral health, addiction, and other community resources as needed

· Provide documentation that includes but is not limited to releases of information for all parties involved, services provided, referrals provided, ongoing coordination with the jail, court system, and providers, assessment of needs, and goals addressed

· Collect identified data and address outcomes throughout the fiscal year

· Provide follow-up to non-linked individuals

· Develop a plan to address concerns with outcomes

· Make referrals to the collaborative care team for frequent jail utilizers as needed

· Be a member of the Re-Entry Coalition/Citizens Circle

[bookmark: Forensic_Services]Forensic Services
· Follow the established Forensic Procedures and Practices Guidance Document

· Providers will know conditional release (CR) plans, continuously work with clients to understand CR Plan and adhere to it, as well as discuss concerns regarding adherence to CR Plan with Forensic Monitor

· Complete an assessment of risk factors and plans to address identified risk factors, as well as clinical concerns
· Actively participate in team/unit meetings at Heartland Behavioral Healthcare (HBH), providing clinical input as indicated

[bookmark: Recovery_Support_Services]Recovery Support Services
StarkMHAR recognizes that a full continuum of services needs to be available in order for a person with a mental illness or substance use disorder to reach their maximum potential and to lead a fulfilling life. Services that empower clients to become self-sufficient or self-directed are an important part of the safety net of services. Preference will be given to those programs who serve one or more of the priority populations. Preference will also be given to programs who have established partnerships or collaborations and whose services contribute to positive outcomes for clients/consumers.

[bookmark: Drop_In]Drop-In Services
It is expected that these services will be staffed by certified peer supporters and will include support and/or education group curriculum as part of the service delivery model.

[bookmark: Guardianship_Services]Guardianship Services
It is the expectation that this program will keep an average enrollment of 44 individuals by adhering to the admission and discharge schedule:

· SFY27 and thereafter, the expectation is that eight individuals will discharge from the program each year

· In SFY27 and thereafter, the program will admit eight additional individuals to the contract each year

· Admission criteria:

· Individuals that are current clients of StarkMHAR’s provider agencies

· Individuals that have a severe mental illness that leads to chronic problems making effective decisions about their personal care, health, and safety. Evidence of how the severe mental illness has caused chronic problems is present and current problems are not acute in nature. 

· The problems with functioning must be directly related to the individual’s mental health diagnosis

· Individuals who are lacking in natural supports or where other alternatives are not available or are not appropriate

· Individuals where all other avenues of intervention have been exhausted

· The Guardianship program will continually and consistently work with the provider of the individual to discuss an active plan of guardianship that will continue to address needs of the individual. There will also be ongoing dialogue with the providers that will address the goal and likelihood that the individual can eventually manage self without a legal guardianship in place.
· The use of power of attorneys, limited guardianships, conservators, payee, volunteer guardians, natural supports, State of Ohio Declaration of Mental Health, etc. should be considered and used when appropriate.

· The Guardianship program will have a proactive and effective protocol/plan in place to successfully resolve disagreements with physicians regarding Expert Evaluations, etc.

· The Guardianship program, in consultation and agreement with the Court, will have a protocol in place to decide appropriate guardianship alternatives for an individual
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[bookmark: Peer_Support_Services]Peer Support Services*
Due to concerns surrounding dual relationships and boundaries, if someone is employed by an organization as a peer supporter and is working with an individual, they are not to hold a secondary role for the same individual served, regardless of other credentials they may have.

The below Venn diagram provides an overview of the different types of peers that can provide services in the behavioral health system, as well as areas where they may overlap.
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*For more information on SDOH, please visit https://health.gov/healthypeople/priority-areas/social-determinants-health.
	[bookmark: Diff_bw_Peers_CMs]Differences between Peers and Case Managers

	Peer Support
	Case Management

	Per OAC 5122-29-15, “Peer support services consist of activities that promote resiliency and recovery, self-determination, advocacy, well-being, and skill development. Peer support services are individualized, resiliency and recovery focused, and based on increasing knowledge and skills through a peer relationship that supports an individuals or family’s ability to address needs, navigate systems and promote recovery, resiliency, and wellness. They promote family driven, youth guided, trauma informed care and humility, encourage partnership with individuals and families, and advocate for informed choice.”

· Utilizes personal experience/stories from their own recovery journey to lend support and inspire hope
· Addresses 4 types of support associated with recovery: emotional, informational, instrumental, and affiliational
· Supports the individual’s ability to: 
· make helpful choices
· advocate for themselves
· create and sustain relationships that support recovery
· direct their care according to their needs and goals
· achieve personal independence
· Develops or participates in the development of a Service Plan or setting goals
· Completes documentation as required by OAC/ORC and agency standards
	Information in this section is compiled from the OAC pages for Community Psychiatric Supportive Treatment, Eligible Providers and Supervisors (QBHS), SUD Case Management services, and Mental Health Therapeutic Behavioral services and Psychosocial Rehabilitation:

· Participates in treatment planning and coordinating the treatment plan, which includes accessing and linkages to natural and/or formal supports within the system 
· Provides ongoing assessment of needs, monitoring, advocacy, crisis management, and stabilization when appropriate, and coordinating criminal justice services if applicable 
· Facilitates personal independence in managing basic needs and/or completion of Activities of Daily Living
· Service delivery may be to the individual served and/or any other collateral supports
· Services may be face-to-face, over the phone, and/or virtually
· Services may be to individuals or groups, except for PSR
· Completes documentation as required by OAC/ORC and agency standards
· Reference OAC links: 5122-29-17, 5122-29-30, 5122-29-13, and 5160-27-08

	Approaches and activities shared by both roles

	Strength-based focus
Assertive engagement
Provides hope
Setting & meeting goals

	How the roles can complement each other

	While a case manager provides crucial referrals to services, a peer support professional can provide the emotional support needed (i.e., supportive coaching to prepare for the job interview) and/or the instrumental support needed for maximum success. 

For example, when a case manager provides a referral to job services and makes note that an individual has legal history that may impact obtaining employment, a peer support can help the individual clear up their criminal record for the job application. 

Where a case manager brokers a service for an individual, a peer support boosts their resiliency, well-being, and skill development.




[bookmark: Early_Childhood_Mental_Health_Services]Early Childhood Mental Health Services
All Early Childhood Mental Health Services in Stark County are to be proposed and provided in strategic partnership/collaboration with the Early Childhood Resource Center (ECRC) of Stark County. Early childhood mental health consultation needs to be part of a coordinated community network of caregivers, schools, daycare, healthcare centers, and the various disciplines of programs that serve families and young children. Funding for sites for ECMH consultation should not exceed five (5) consecutive years. This limitation is intended to ensure that resources and programmatic benefits are distributed equitably across the community and that additional sites have the opportunity to benefit from the service. Sites may be eligible for funding after 2 years. 
	
[bookmark: School_Based_Services]School-Based Services
School-based behavioral health (mental health and AoD) services are to be proposed in partnership with the Stark County’s C.A.R.E. Team Initiative (iCARE), StarkMHAR, and any behavioral health organizations that are currently serving the district to ensure coordinated and non-duplicative strategies. The Director of Whole Child Supports and a representative of StarkMHAR meet with school district leadership to assess the behavioral health needs of their district/buildings and the available school and community resources to support strategic funding and programming decisions.

School-based clinicians are required to hold a master’s degree.

Preference will be given to those organizations who demonstrate the ability to collaborate with StarkMHAR in coordinating school-based services across Stark County school districts.

[bookmark: CEP_Services]Prevention Services
The term “prevention” is reserved for interventions designed to reduce the occurrence of new cases of mental, emotional, and behavioral health disorders (IOM, 2009). Two criteria define primary prevention efforts:

1. Prevention strategies must be intentionally designed to reduce risk or promote health before the onset of a disorder.
2. Strategies must be population-focused and targeted either to a universal population or to sub-groups with known vulnerabilities (IOM, 2009).

Therefore, by definition, prevention EXCLUDES clinical assessment, treatment, recovery support services, relapse prevention, or medications of any type. It also EXCLUDES working with only one individual at a time except in rare instances when a prevention professional must use the Problem Identification & Referral Strategy to screen and refer an individual enrolled in a direct prevention service that is identified as possibly needing or being able to benefit from services that exceed the scope of prevention.

Prevention services can encompass universal, selective, or indicated strategies. Indicated prevention programs/services to high-risk individuals will have a preference over programs that target the general population. Additionally, prevention programs/services that address the current needs and trends, as identified in the community assessment and plan (i.e., opiates, prescription drug use, and suicide prevention) will have preference over programs that provide general prevention strategies. Prevention programs are expected to be evidence-based, grounded in sound prevention principles, and delivered by qualified staff. Prevention strategies can be defined as:

· Universal prevention strategies are targeted to the general public or a whole population group that has not been identified on the basis of individual risk. The intervention is desirable for everyone in that group (IOM, 2009, p. xxix).

· Selective prevention strategies are targeted to individuals or to a subgroup of the population whose risk of developing mental, emotional, or behavioral disorders are significantly higher than average. The risk may be imminent, or it may be a lifetime risk. Risk groups may be identified based on biological, psychological, or social risk factors that are known to be associated with the onset of a disorder. Those risk factors may be at the individual level for non-behavioral characteristics (i.e., biological characteristics such as low birth weight), at the family level (i.e., children with a family history of substance abuse but who do not have any history of use), or at the community/ population level (i.e., schools or neighborhoods in high-poverty areas) (IOM, 2009 p. xxviii).

· Indicated prevention strategies are targeted to high-risk individuals who are identified as having minimal but detectable signs or symptoms that foreshadow mental, emotional, or behavioral disorder, as well as biological markers that indicate a predisposition in a person for such a disorder but who does not meet diagnostic criteria at the time of the intervention (IOM, 2009, p. xxvi). Early Intervention (previously known as Secondary Prevention) are interventions that happen after serious risk factors have already been discovered or early in disease progression soon after diagnosis. The goal is to halt or slow the progress of disease in its earliest stages.

Substance use prevention services and programs are required to be entered into the DBH Grants and Funding Management System (GFMS) as a means of reporting outcomes. Mental health prevention services should focus on increasing resiliency, improving family and school bonding, and promoting healthy behaviors. 

StarkMHAR anticipates awarding funding to current programs that address the identified priority area and populations. While efficiency and effectiveness will continue to play significant roles in allocation decisions, fairness – particularly ensuring that those facing the greatest risks or most serious outcomes if not served are prioritized – will be the overriding value guiding our funding choices.

The following table illustrates the priority populations for StarkMHAR C&P services. Priority populations include those individuals eligible for indicated prevention/early intervention and selective prevention strategies. Programs that serve these populations will have preference over ones that serve lower risk groups. Non-priority populations include individuals eligible for universal prevention strategies.




	Consultation and Prevention

	Priority Area
	Target Population
	Category Name
	Definition

	Priority 1
	Priority Populations only
	Urgent risk 
	Indicated prevention strategies are targeted to high-risk individuals who are identified as having minimal but detectable signs or symptoms that foreshadow mental, emotional, or behavioral disorder, as well as biological markers that indicate a predisposition in a person for such a disorder but who does not meet diagnostic criteria at the time of the intervention; exhibit life threatening behaviors.

[bookmark: _Hlk23401541]Early Intervention (previously known as Secondary Prevention) are interventions that happen after serious risk factors have already been discovered or early in disease progression soon after diagnosis. The goal is to halt or slow the progress of disease in its earliest stages.

	Priority 2
	Priority Populations only
	High Risk  
	Indicated prevention strategies are targeted to high-risk individuals who are identified as having minimal but detectable signs or symptoms that foreshadow mental, emotional, or behavioral disorder, as well as biological markers that indicate a predisposition in a person for such a disorder but who does not meet diagnostic criteria at the time of the intervention.

	Priority 3
	Priority Populations only
	Serious Risk
	Selective prevention strategies are targeted to individuals or to a subgroup of the population whose risk of developing mental, emotional, or behavioral disorders are significantly higher than average.

	Priority 4
	Everyone in General Public
	Important Needs
	Universal prevention strategies are targeted to the general public or a whole population group that has not been identified based on individual risk. The intervention is desirable for everyone in that group (IOM, 2009, p. xxix).



Consultation and Prevention services will compete in a segregated fund pool based on adjusted definitions of priority populations. C&P allocations will be approximately 15% of the allocations for the year. This 15% allocation shall include all funding streams identified by DBH to be utilized exclusively for C&P. If StarkMHAR does not receive proposals that amount to 15% of the budget, then those “unused” dollars will be moved to fund treatment proposals or coalitions for the current year. In the following year, the allocation for C&P will return to 15%. StarkMHAR reserves the right to periodically adjust the percentage of the budget that will go to C&P based on a 5-year average. StarkMHAR approval will be needed if the adjusted percentage of the budget for C&P is an amount that exceeds 15%.
[bookmark: Zero_Suicide]Zero Suicide
In 2024, 70 individuals died by suicide in Stark County, an increase of approximately 46% from the previous year. Suicide rates increased 37% between 2000-2018 and decreased 5% between 2018-2020. However, rates returned to their peak in 2022. Nationally, suicide has been second leading cause of death for people ages 10-34. Zero Suicide is a key concept through the National Action Alliance for Suicide Prevention, Suicide Prevention Resource Center (SPRC), and SAMHSA. The foundational belief of Zero Suicide is that suicide deaths for individuals under care within health and behavioral health systems are preventable. Safer suicide care is achieved by filling the gaps that patients at risk can fall through by utilizing evidence-based tools, systematic practices, training, and embedded workflows. Zero Suicide relies on a system-wide approach to improve outcomes and close gaps rather than on the heroic efforts of individual practitioners and clinicians. Zero Suicide consists of seven essential elements for health and behavioral health care systems to adopt:

1. Lead – Create a leadership-driven, safety-oriented culture committed to dramatically reducing suicide among people under care. Include survivors of suicide attempts and suicide loss in leadership and planning roles.
1. Train – Develop a competent, confident, and caring workforce.
1. Identify – Systematically identify and assess suicide risk among people receiving care.
1. Engage – Ensure every individual has a pathway to care that is both timely and adequate to meet his or her needs. Include collaborative safety planning and restriction of lethal means.
1. Treat – Use effective, evidence-based treatments that directly target suicidal thoughts and behaviors.
1. Transition – Provide continuous contact and support, especially after acute care.
1. Improve – Apply a data-driven quality improvement approach to inform system changes that will lead to improved patient outcomes and better care for those at risk.

Agencies who have been trained in Zero Suicide are required to expand Zero Suicide efforts throughout their organization to decrease the rates of suicide deaths. This can include but is not limited to utilizing the Columbia Suicide Severity Rating Scale at every session for every client who is able to developmentally understand dying; creating a Stanley-Brown Safety Plan for all individuals identified as at risk of suicide, including counseling on access to lethal means; tracking suicide attempts; creating policies and procedures for screening, assessment, risk formulation, treatment, and care transitions; expanding competency of safer suicide care; evaluating progress; and measuring results. 

[bookmark: Evidence_Based_Practices]Evidence-Based Practices
StarkMHAR maintains a list of evidence-based practices that are approved and supported by StarkMHAR. StarkMHAR may also show support for these approaches by offering trainings in the model. Please see the separate PDF document named SFY27 – Evidence-Based Treatment, Prevention, & Program Models containing a non-exhaustive list of prevention, program, and treatment models approved and supported by StarkMHAR.

StarkMHAR would consider funding the Triple P levels and courses outlined in the following table. Level 2 is considered prevention and levels 3 through 5 are considered treatment. StarkMHAR will not consider funding Triple P as a standalone program. When completing an RFP that includes Triple P, please include a description of what course(s) will be provided.
	Level
	Level Name
	Course Name

	Level 2
	Brief Intervention
	Selected Triple P
Selected Teen Triple P
Selected Stepping Stones Triple P

	Level 3
	Brief Intervention
	Primary Care Triple P
Primary Care Teen Triple P
Primary Care Stepping Stones Triple P
Triple P Discussion Groups
Teen Triple P Discussion Groups

	Level 4
	Intensive Intervention
	Group Triple P
Group Teen Triple P
Group Stepping Stones Triple P
Standard Triple P
Standard Teen Triple P
Standard Stepping Stones Triple P
Fear-Less Triple P

	Level 5
	Adjunctive Support
	Enhanced Triple P
Pathways Triple P



[bookmark: Types_of_Groups]Types of Groups StarkMHAR May Fund

1. Treatment
a. Covered under OAC 5122-29-03
b. Evidence-based or evidence-supported curriculum
c. Delivered by a licensed clinician
d. Purpose is to deliver a group treatment intervention as deemed medically necessary based on recent assessment and plan and agreement of individuals being served
e. 12 or fewer members per group
f. Covered by insurance plans, Medicaid, etc. Possible fee based on insurance reimbursement/coverage.

2. Prevention
a. Covered under OAC 5122-29-20
b. Evidence-based or evidence-supported curriculum, as noted in separate PDF document
c. Delivered by a certified prevention specialist
d. Purpose is to deliver a group prevention curriculum as deemed necessary based on referral information and screening for risk factors that meet criteria for selective or indicated populations
e. Average group size is 6-8 youth/families – follow recommendation of model being used
f. Usually covered by local funders and/or grants rather than an insurance company, no fee to attend

3. Support
a. Covered under OAC 5122-29-27
b. Curriculum based on recovery principles based on the core purpose of the support group 
c. Delivered by staff trained to facilitate a support group format and how to respond to issues raised by the groups’ members
d. If support groups are led by staff in peer support roles, those peer supporters should be certified through DBH, formerly OhioMHAS.
e. Purpose is to provide an opportunity for people with common issues to share their personal experiences, feelings, coping strategies, etc. 
i. Groups members offer support, encouragement, and comfort to each other
ii. Peer perspective is shared as a reference point for recovery
iii. Provides socialization in a safe judgement-free space with community support
iv. Provides solution-focused strategies, empowerment, and problem-solving
f. Set group format and structure with recovery principles acting as topics for the sessions
g. Excludes 12-step and self-help group types
h. 10 or fewer members per group, unless provided by NAMI Stark County, whose national guidelines recommend 5-20 participants
i. Usually covered by local funders and/or grants rather than an insurance company, no fee to attend.
j. Reference the Emotions Matter website for an example of support group and facilitator training
k. Documentation should include – 
i. Sign-ins for each session
ii. Notes for each session that include the services(s) provided, if objectives were met, the date of the service(s) provided, and the staff or facilitator who provided the service(s)
l. See also: Provider Contract Attachment 2, section 7.6

4. Education
a. Covered under OAC 5122-29-27
b. Evidence-based or evidence-supported curriculum
c. Delivered by staff trained to deliver information in a group format and trained to deliver the content area
d. If education groups are led by staff in peer support roles, those peer supporters should be certified through ODBH, formerly OhioMHAS.
e. Purpose is to provide/teach educational information about a specific mental health or substance use related content area over a certain number of weeks
f. 20 or fewer members per in-person group or up to 30 members per group in a virtual group format
g. Usually covered by local funders and/or grants rather than an insurance company, no fee to attend
h. Reference the Emotions Matter website for support group and facilitator training.

[bookmark: Outcomes_Management]Outcomes Management
It is the expectation of StarkMHAR that providers are able to demonstrate successful outcomes as a return on investment, as well as provide verification to substantiate the reported results. It is recommended that agencies engage in continuous quality improvement activities that collect data to measure agreed-upon outcomes. 

StarkMHAR will provide established outcome statements for every program to use in the proposals and to track and report throughout the funded SFY. Providers will use the projected percentage assigned to the outcome statements listed below. For newly proposed programs, providers may select outcome statements and percentages below that best fit the program, with selection from as few differing programs as possible. StarkMHAR will provide final approval of proposed outcome statements and percentages.

Outcomes are reported to StarkMHAR as part of the agreement for funding and are scored in StarkMHAR’s quarterly provider dashboard, unless otherwise specified. Outcomes are also included in the annual CQI Report. The dashboard and CQI Report present various measures of quality assurance within provider organizations. The dashboard is presented to the Finance and Program and Evaluation Committees of StarkMHAR’s Board of Directors, and the CQI Report is submitted for approval to the Program and Evaluation Committee and becomes a public document.

While StarkMHAR does not currently base funding decisions solely on the outcomes achieved by each program, outcomes are one of several areas that are scored when evaluating a proposal. Programs that do not achieve the agreed-upon outcomes in a cost-effective manner will be discontinued in favor of programs that do. 

Due to the state implementation of the Ohio Behavioral Health Information System (OBHIS) on October 1, 2020, StarkMHAR requires OBHIS outcome measures to be measured and reported for treatment programs. The reporting on these measures should reflect clients achieving any of the outcomes within the reporting period for StarkMHAR.

The following table consists of outcome statements and percentages set by StarkMHAR by program that are incorporated into the RFP and are an expectation of providers to track and report to StarkMHAR.

Consultation and Prevention Services Outcomes

	[bookmark: _Hlk148948868]Program Name
	Outcome Statements and Percentages

	BH (Behavioral Health) Prevention

	1. For those implementing CAST, LifeSkills, or Too Good for Drugs, 60% of participants will improve their ability to develop healthy interpersonal skills through promoting social/emotional development
2. For those implementing CAST or Too Good for Drugs, 60% of participants will maintain abstinence or reduce substance abuse
3. For those implementing CAST, 65% of participants will experience a reduction in suicide risk behaviors (not reportable in GFMS)
4. For those implementing LifeSkills or Too Good for Drugs, 60% of participants who complete the program will perceive substance use as risky and/or harmful
5. For those implementing Stark County Youth Led Prevention (SCYLP), please choose to measure outcome statement #1, 2, or 4 from above
6. For those implementing SCYLP, increase the average number of attendees by 20% each quarter (not reportable in GFMS)
7. For those implementing Strong African American Families, Strengthening Families, or Triple P (level 2), 65% of participants will experience an increase in positive family management
8. For those implementing Smart Choices, 60% of participants will perceive problem gambling as risky and/or harmful

	ECMH (Early Childhood Mental Health) Prevention 

	1. For those implementing the Ohio model, 95% of children will have no suspension or expulsion 
2. For those implementing the Ohio or DINA models, 75% of children will experience an improved social-emotional competence
3. For those implementing the Ohio model, there will be improved parental participation and understanding of child’s needs by 90%

	SBMH (School-Based Mental Health) Consultation
	1. Of the students over the age of 10 who were referred for a behavioral health screening, 100% were screened for suicide
2. 100% of youth referred for consultation will be screened to determine the need for services or additional resources
3. 80% of youth referred for consultation will be asked and able to identify at least one trusted adult during the screening session
4. Of the students screened and who were determined to need additional services or resources [i.e., community or natural support linkages, prevention linkages, and/or behavioral health treatment], 70% of the students will be linked to a resource(s)
Additional measures:
1.  How many students received behavioral health counseling services from the SBMH counselor?
2.  How many students received behavioral health counseling services from a provider other than the SBMH counselor?



Recovery Support Services and Government Entity Outcomes

	Program Name
	Outcome Statements and Benchmark Percentages

	Access to Wellness
	1. Report the number of individuals hospitalized during participation in AtW project during the reporting period
2. Report the number of individuals incarcerated during participation in AtW project during reporting period

	Barbershop Program
	6. 15% of individuals will increase their knowledge about the effects of mental illness/substance abuse, as well as where to go for help
6. 25% of individuals will be engaged in a discussion about mental illness/substance use and/or resources
6. 20% of individuals will receive a fentanyl testing strip upon leaving the barbershop




	Classes/Support Groups

Includes:
· Canton Friendship Center
· Classes/Support Groups at Ascend
· Drop In at MAW
· Family at NAMI
· Peer at NAMI
· Young Adult Coordinator at NAMI
	1. 90% of individuals will learn to share their own recovery journey and be able to advocate for themselves
2. 80% of individuals will remain in the community/home (i.e., no hospitalization, residential, incarceration)
3. 85% of individuals will obtain/maintain pro-social relationships/activities

Additional measure for NAMI Young Adult Coordinator:
1.   Will provide the Ending the Silence presentation on mental health awareness to at least 100 middle school and high school students across at least 3 Stark County school districts (80%)

	Community Response Team (CRT)

	1. 85% of individuals engaged will be linked to appropriate treatment services
2. 85% of individuals engaged will increase their knowledge and understanding of trauma and available community resources

	Community Support Services Initiative (CSSI)
	1. 70% of individuals identified as needing services will be screened for behavioral health services
2. 100% of individuals screened for behavioral health services will be linked to appropriate service provider(s)
3. 100% of individuals will remain supported and engaged in behavioral health services for a minimum of 60 days

	Cultural Allies
	1. Report the number of community events or presentations made within the county
2. Report the number of contacts made with individuals within the various groups to be served by this program (i.e., black, LGBTQ+, Hispanic/Latinx, those experiencing poverty)
3. Report the number of contacts made with individuals within marginalized communities who need linked to services/supports
4. Report the number of individuals who need linked to services/supports who were connected to essential and services/supports

	Eldercare Coordinator
	1. 90% of participants in Navigation will successfully connect with at least 2 new services to which they have been referred
2. Participants in Navigation will have reduced the rate of hospital ED visits and interaction with law enforcement and EMT by 75% during the program

	Family Support Coordinator

	2. 100% of caregivers will increase their knowledge of behavioral health services available in the community 
2. 75% of youth/young adults not currently connected to behavioral health services will be successfully linked

	Guardianship Program

	1. 90% of individuals will remain in the community and avoid a higher level of care (i.e., hospitalization, incarceration, residential, etc.)
2. 15% of individuals will successfully terminate their guardianship
3. Of those referred to guardianship, where guardianship is not deemed appropriate, 100% will be referred to other community alternatives (i.e., Assertive Community Treatment, housing level of care, increased services, Outpatient Commitment, etc.)

	HAP/REACH

	1. 85% of individuals will maintain their housing
2. 95% of individuals will maintain connected to their treatment provider (unless successful completion of treatment is agreed upon between provider and StarkMHAR)
3. 95% of individuals will obtain/maintain employment, education, and/or financial entitlements 

	Indigent Hospitalization
	Information to be reported in the COVID Diversion Reimbursement Funding Application

	Indigent Transportation
	Information to be reported in the COVID Diversion Reimbursement Funding Application

	Jail Liaison

	1. 80% of individuals will be released to safe and stable housing
2. 75% of individuals will keep at least 2 appointments post-release
3. 80% of individuals will incur no new arrest

	PATH (MH + SUD Outreach)

	1. At least 207 individuals will receive a street outreach
2. Of those who have been outreached, 57% will be enrolled into the PATH Program
3. Of those enrolled into the PATH Program, 64% will be connected to community mental health services

	Payee Center

	1. 5% of individuals that receive payee services will successfully graduate and achieve financial independence
2. 20% of individuals that receive payee services will increase their financial literacy

	Peer Navigator
	1.  75% of individuals served will successfully link to ongoing services and attend at least 2 appointments
2.  85% of individuals served will have their 1-3 SDOH (social determinants of health) items completed prior to handoff to ongoing service provider
Additional measures:
1.  % served who stayed linked with services past 7 sessions
2.  % served whose families were also engaged collaboratively in the recovery process

	Permanent Supportive Housing (PSH) – without treatment services

	1. >96% of participants will remain in PSH or exit to permanent housing (PH) as of the end of the reporting period or at program exit
2. >95% of participants (including adults and children) will receive at least one source of health insurance at program exit
3. >5% of adult participants will gain or increase earned (employment) income by Start and Exit
4. >30% of adult participants will gain or increase cash (non-employment) income by Start and Exit

	Polaris

	1. 81% of individuals will incur no new charges/arrests 90 days post-graduation
2. 71% of individuals will remain in the community (i.e., no hospitalization, incarceration, residential, etc.) 
3. 95% of individuals will obtain/maintain stable housing
4. 85% of individuals will obtain and/or maintain employment, education and/or entitlements that best support their level of recovery and reflect their choice

	Recovery Housing Assistance (RHA)
	1.  100% of treatment provider-approved bed days will be paid
2.  100% of timely invoices will be issued by the 15th of every month

	Residential Housing Support (RHS)
	1. 100% of treatment provider-approved bed days will be paid
2. 100% of timely invoices will be issued by the 15th of every month

	SOR Peer
	1. 83% of individuals who meet with a Peer Recovery Support Specialist will accept a referral to ongoing treatment
2. 75% of individuals who accept a referral to ongoing treatment will attend their first appointment with that provider
3. 51% of individuals who keep their first appointment will be transferred over to ongoing Peer Recovery Support Specialist services
4. Increase the number of unique vending machine participants by 10% each quarter
5. 25% of vending machine participants will be educated about other services

	SPARK

	1.  100% of children identified has having concerns, will be presented to the Responsive Services Team
2.   90% of children screened will be successfully linked to community and/or treatment services

	Transition Beds

	1. 80% of individuals will avoid a more restrictive placement (i.e., hospitalization, incarceration, residential, etc.)
2. 78% of individuals will exit to permanent and stable housing



Treatment Program Outcomes
Please use the following 6 OBHIS outcomes for adult and youth treatment programs:*

	1. Percent currently enrolled in education setting
2. Percent living in the community in their own apartment, home, or residential care/group home/ACF setting
3. Percent employed
4. Percent arrested in the past 30 days
5. Percent used drug of choice (including alcohol) in the last month
6. Percent maintaining social connectedness (outside of DBH definition)



*Please propose percentages for each outcome statement in the RFP narrative as they apply to the program and population served. StarkMHAR understands that not every treatment outcome statement will apply to every program, therefore, a “0%” can be inserted into the outcomes section of the RFP narrative for specific outcome statements (i.e., ‘drug of choice’ outcome would not apply to a mental health only program).

Some programs have other required outcomes due to the services provided. Please see the following table for those programs and outcomes.

	Program Name
	Outcome Statements and Benchmark Percentages

	Adult Mobile Response
	1.  90% of individuals will be linked to treatment services or receive a warm hand-off to their treatment provider upon Mobile Response encounter
2.  85% of adults with a Mobile Response encounter that results in a community disposition will not have an additional Mobile Response encounter within 14 days
3.  70% of adults will remain in the community without a psychiatric hospitalization
4.  100% of individuals referred for and meeting criteria for Outpatient Commitment will be referred to Probate Court
5.  90% of persons receiving CTI services will not be re-hospitalized within 30 days following discharge

	BH Coordinator
	1. 95% of participants will not return to the ED 30 days following initial contact
2.  95% of those seen by the BH Navigator will be linked with a community behavioral health provider or primary care provider as part of their discharge plan

	Community Linkage

	1. 95% of individuals will have a release plan prior to release
2. 70% of individuals will keep 2 treatment-related appointments within 30 days post-release
3. 100% of individuals will obtain recovery-oriented housing immediately upon release and obtain/maintain permanent housing throughout the program
4.   80% of individuals will incur no new arrests 90 days post- discharge

	Crisis Services
	1.  200 Project DAWN kits will be distributed
2.  100% of calls will be answered
3.  100% of callers will be provided with a referral or linkage to services

	Permanent Supportive Housing –  with treatment services

	1.  >96% of participants will remain in PSH or exit to permanent housing (PH) as of the end of the reporting period or at program exit
2.  >95% of participants (including adults and children) will receive at least one source of health insurance at program exit
3.  >5% of adult participants will gain or increase earned (employment) income by Start and Exit
4.  >30% of adult participants will gain or increase cash (non-employment) income by Start and Exit



	SUD Peer Support
	1.  35% or less of individuals served have used drug of choice (including alcohol) in the last month, since engaging with SUD Peer or other SUD treatment staff
2.  52% of individuals served have persevered through level of care transitions and experienced a successful discharge



[bookmark: Request_for_Proposal]Request for Proposals
Decisions to fund programs/organizations will be determined through the RFP process that will be evaluated utilizing a standardized scoring tool.

It is the responsibility of the organization submitting the RFP to thoroughly complete the application and provide all the necessary information so that appropriate decisions can be made. It is the responsibility of the applicant to demonstrate to the funder (StarkMHAR) that the organization is serving priority populations.

StarkMHAR expects that submitting agencies will know to what extent they are serving priority populations and will be able to provide evidence-based services to those populations. Additionally, it is expected that agencies will be collecting and reporting outcomes that can be used for program evaluation. StarkMHAR reserves the right to move funding away from a program that is underperforming, underutilized, or that serves a lower priority to a higher priory area program. Requests for increased funding will be based upon the priority area that the program is serving. It should not be expected that programs will be funded if they have not been meeting the expectations of StarkMHAR or have not fulfilled the deliverables as agreed upon in the prior SFY program proposal.

Consideration and preference will be given to those organizations that have demonstrated positive collaborations with not only StarkMHAR but with community stakeholders as to programs and services that are able to demonstrate effective services with maximum cost efficiency.

Providers will be required to submit units of service via SmartCare, where applicable, for reimbursement. Units of service, combined with program budget and outcomes, will be used to monitor and evaluate services.

[bookmark: Mandates]Mandates
Mandated services or programs should be clearly identified in the proposal. If the organization is requesting funding for a program that is considered both a mandate and a discretionary program, please clearly identify the portions of the request that are eligible for discretionary funding. For example, if the request for funding is for a program that includes GFA funding as well as StarkMHAR funding, please identify those funds clearly.

[bookmark: Training]Training
Proposals for specialized training to improve the outcomes of the most disadvantaged will be considered when evaluating proposals if the proposal can clearly demonstrate that it is necessary for staff to attend training to provide evidence-based services. Approved costs include such items as registration fees, travel to training (if the training is not available locally), supplies, etc. Costs associated with lost productivity or wages/salaries/ benefits for staff to attend trainings will not be funded. 

[bookmark: Scoring]Scoring
While a scoring tool has been developed, it is to be understood that the funding of services and programs will not be based solely on the use of the scoring tool, as it has not been objectified or validated. The scoring tool is one aspect of the evaluation of the RFP and will be used as a common point of reference for funding discussions.

Proposals that will do well on scoring are those that address or include the following:
· Serve high priority populations, satisfy a mandate, serve those urgent needs and/or satisfy an unmet need, or provides non-essential yet necessary support/services for priority areas
· Are able to demonstrate positive outcomes
· Leverages resources to secure additional funding from other sources
· Collaborates with other programs or services in order to increase the final level of services that are available to high priority areas
· Demonstrate positive fiscal management both as a program and as an agency, including accurate budget projections, fiscal stewardship, and transparency
· Has a positive track record of the effective and efficient provision of service

[bookmark: Flex_Funds]Flex Funds (aka ‘client supplies’)
This funding is available for community-based recovery strategies/supports to assist in the discharge from the hospital/CSU/jail/prison/residential treatment and/or to prevent (re)admittance/(re)arrest, that are necessary to support recovery in the least restrictive level of care. This funding is also available to support individuals in their recovery journey in the areas of social/recreational, educational, employment, symptom management, hobbies, etc., when all other sources of funding have been ruled out.

Applications for flex funds should come from the treatment provider if the person is open with treatment services, and the request should be clearly tied to a behavioral health need. This funding is available for cases that have been discussed at collaboratives such as MI/ID, SRC, and Collaborative Care, or which the complexities have been brought to the attention of StarkMHAR and/or individuals being served in priority programs 1-4, as described in this Guidance Document. All applications will be considered on an individual basis and are contingent on available funds.

Specific items that will not be reimbursed as flex funds are:

· Automobile-related expenses
· Medical supplies
· Treatment of bed bugs
· Family planning services
· Hotel/motel stays, unless a program exception is granted
· Payments for utilities, rent, and security deposits – unless the client is being discharged from the hospital (hospitalization was for behavioral health), residential treatment, jail, or if a program exception is granted
· Any requests for other household members that are not currently receiving services from the requesting agency, unless a program exception is granted

This specific funding is to be used on a case-by-case basis. If a provider would like to provide any of the abovementioned supports or strategies for multiple clients served in the same program, StarkMHAR would consider that a program expense, and the provider should consider including those costs in the program budget.

StarkMHAR will add flex funds to an existing internal budget line, to which the provider network can submit requests for funding. As a result, these funds are not to be requested in provider budgets in the RFP. The exception to this will be programs such as PATH, Recovery Court, and Community Linkage programs, which heavily bill flex funds/client supplies. These programs may include client supplies in the program budget. They also already have an established invoicing process for this funding.

[bookmark: Hardship_Funds]Hardship Funds
Hardship funds may be used to cover private copays or deductibles for clients who are not eligible for Medicaid. Two forms are available to any StarkMHAR-funded treatment provider who is interested in accessing hardship funds: the Co-Pay Waiver Form and Potential Medicaid Waiver Form. The Potential Medicaid Waiver Form can be accessed here, and the Co-Pay Waiver Form can be accessed upon request by emailing SmartCareSupport@StarkMHAR.org. Please reference the PartnerSolutions SmartCareMCO Provider User Manual for further instructions.

[bookmark: Interpretive_Fees_and_Hardship_Funds][bookmark: Interpretive_Fees]Interpretive Fees
Interpretive Fees may be requested for reimbursement in a program budget and are considered separate from flex funds. These funds should be billed on units at the actual amount spent, up to the max rate. Please maintain documentation around use of this code, as StarkMHAR will be reviewing the utilization of it in the future. If considering writing these funds into the program budget, please use the following information in the Non-Medicaid Eligible Procedure Codes section of the budget detail:

	Service Code Number and Name for Program Budget
	Service Code Acceptable Use(s)
	Max Rate
	Restrictions
	Notes

	(P2150) Interpretive Fees 
	Interpretive Fees
	$40.00 
	Do not bill for transportation time or cancellation/ no-shows
	Rate is $20.00 per hour





[bookmark: Fiscal_Guidance_Forms]Fiscal Guidance
Programs will score higher in the RFP scoring process when the total indirect costs do not exceed 45% of the total program cost.

StarkMHAR will be utilizing the same coding and reimbursement rates as Medicaid for all Medicaid eligible services.

StarkMHAR will be in contact with each provider individually to establish codes and reimbursement rates for non-Medicaid eligible services.

StarkMHAR will be sending each provider (as applicable) a listing of any inventory (equipment) items that are on record that is required to be tracked and reported back to StarkMHAR. Examples include items purchased via a grant or as start up for a program. StarkMHAR will ask that the listing be reviewed, any changes be noted, and that an updated listing be returned.

[bookmark: Billing]Billing 
Those programs currently being billed on an actual basis will be considered for unit-based billing, should that be feasible. StarkMHAR prefers to have programs, especially treatment programs, bill units via SmartCare (versus on actuals) whenever possible. StarkMHAR reserves the right in the future to move towards funding based on outcomes or a funding model that aligns with the managed care or other major funders of behavioral health services.

Reimbursement from StarkMHAR will be paid based on a sliding fee scale. Provider organizations should not bill StarkMHAR for insurance reimbursable services due to the provider not being paneled with the client’s insurance company. Refer to the following coverage of benefits for services not reimbursable by insurance that StarkMHAR would cover.

[bookmark: StarkMHAR_Coverage_of_Benefits]StarkMHAR Coverage of Benefits
· StarkMHAR will only pay for services for residents of Stark County per 5122.01 of the ORC.
· StarkMHAR requests that Medicaid, Medicare, or private insurance be billed first by contract providers with individuals who have one or more of those types of coverage.
· There may be situations when third party payers will not pay for services for a Stark County client. Various scenarios are described below, as well as StarkMHAR’s guidance around being billed for each scenario.





The remainder of this page was intentionally left blank for spacing purposes.
	Section
	Reason Third Party Payer will not Pay
	StarkMHAR’s Role in Specific Scenario

	

1
	Services not covered by third party that StarkMHAR will also not cover: 
· Group counseling
· CPST group
· Peer group
· Marriage and family counseling
· Psychological testing 
	StarkMHAR may not be billed for these services.




Exceptions may be made based on the funded program.

	


2
	
Services not covered by third party, where StarkMHAR will pay a set limit: 
· Nursing
· Case management/TBS/PSR 
· Peer support service 
· Vocational services
· CSU room & board
	
StarkMHAR will fund the following services as described: 
· Nursing
· Case management/TBS/PSR
· Peer support service
· Vocational services
· CSU room & board

	
3
	Service limit max has been reached 
	Use the prior authorization (PA) process for IHBT (including MST) and ACT. Additional assessments or other programs not listed are not considered for payment.

	4
	Deductible has not yet been met
	StarkMHAR will address on a case-by-case basis through the hardship funds process.

	5
	Level of care or medical necessity has not been met
	StarkMHAR may not be billed for these services.

	

6
	Prior authorization is required or has expired
	If a prior authorization is required to be obtained for third party coverage, StarkMHAR may not be billed for these services. If a prior authorization expires and additional days are needed, StarkMHAR may not be billed for the additional days.

	7
	Services are out-of-network
	StarkMHAR may not be billed for an out-of-network service unless it is a crisis intervention service. 

	8
	Other insurance is primary
	Other payer source will be billed first, as stated above.

	9
	Provider is not qualified to provide service
	StarkMHAR may not be billed for these services.



Providers may submit Prior Authorizations retroactively up to 30 days after the start of services. The limit is set at 30 days due to requirements for claims submissions, per the Provider Contract 11.3.14, and to align with Medicaid limits. Providers must submit PA paperwork and documentation as described in Prior Authorization Instructions.

[bookmark: Billing_for_Services]Billing for services for a client who may be in danger 
There are circumstances in which clinical staff may believe that to bill the client, or the client’s insurance, may result in harm to the client. One example, although not the only example, is in the case of a client seeking services related to domestic violence. While it is incumbent upon the agency to seek all other forms of reimbursement, including getting paneled on various insurance companies, if billing a service to the insurance would place the client in danger, then StarkMHAR will reimburse the agency for those services until the client is no longer in danger. It is the agency’s responsibility to document this need in the clinical record.

[bookmark: Questions_Related_to_the_RFP]Questions Related to the RFP
Any questions for StarkMHAR related to the RFP process that come up after the RFP is released shall be sent to the designated email address, RFPQuestions@StarkMHAR.org, and not to specific StarkMHAR personnel. Questions received through this email address, as well as the answers, will be compiled and shared publicly on the StarkMHAR website for reference.
Stark County Mental Health & Addiction Recovery
SFY27 Request for Proposals Guidance Document

- 19 -

image2.png
Adult,
Family, &
Youth
Peers

Peers:

Similarities

&
orop-in \Differences;

Center
Peers

Peer
Navigators

Similarites of ALL Peers:
 Certfied as a peer by ODBH (formerly OhioMHAS)
= Empowers Indviduals and families

Toaches skils that assis ndividuals infinding their own voice

Helps people create and maintain positive peer interactions that promate wellness,

resiliency, and recovery

= Shares practical guidance and realife lessons leamed through thir own recovery.
journeyor that of theirchild

« Focuses onthe inividual 25 a prson

* Helps the indvidual o family understand thatrecoveryis not a one-siz-fts-all.

Adult, Famity, and Youth Pee
* Cantransportthe person
« Focused on goals roma treatment plan.
. Bogins work with the individualor family once treatment sorvices start
« Bills Medicsid service codes

Peer Navigators:

« Cantransportthe person

« Initlly focused on 1o 3 identified social dsterminants of health

. Bogins work with the individua prior o treatment services.

= May continue working with the indiidual o5 a Peer throughout reatment services,
when clinically appropriate.

. Bils non-Medicaid funds pior t Individual being open to reatment services

« Bills Medicaid service codes once the individual is open o treatment services
“must be added to treatment plan

Drop-in Center Peer
« Does not provids transportation
« Leads groups (support groups or educational groups) for rogram partcipans using.
evidence-based curriculum
Is not focused on treatment-specific goals or social determi
‘Can begin working with an individusl at any time
 Workis notted to treatment service delivery
= Onlybill non-Medicaid funds





image1.png
STARK COUNTY

Q Mental Health &

Addiction Recovery




