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1 Executive Summary
The mission of the Alcohol, Drug and Mental Health
(ADAMH) Board of Franklin County is to improve
the well-being of the community by reducing the
incidence of mental health problems and eliminating
the abuse of alcohol and other drugs in Franklin
County. The board’s role is to plan, fund and
evaluate services that are provided by a network
of nonprofit, community-based organizations.
The providers’ role is to deliver quality, timely and
appropriate safety-net care to people in need, and
to implement prevention and wellness programs that
keep people healthy and support ongoing recovery.
Together—the board, its network of providers,
and other community partners—are responsible
for ensuring that Franklin County has a strong and
effective safety net for people living with addiction
and mental illness, and a comprehensive range of
behavioral health services that help residents lead
healthy and productive lives.

Policy changes

The policy landscape for community behavioral
health in Ohio has shifted dramatically in recent years
due to several major policy changes at the state and

federal levels. Among he most significant changes
are:
• The Affordable Care Act (ACA): A federal law
enacted in 2010 and fully implemented in 2014.
Key provisions include:
◦◦ Medicaid expansion (Ohio’s decision to
extend Medicaid coverage to residents with
incomes up to 138 percent of the Federal
Poverty Level )
◦◦ Establishment of the Health Insurance
Marketplace and health insurance subsidies
◦◦ Requirements that insurance plans cover a
package of Essential Health Benefits (EHBs)
• Mental Health Parity and Addiction Equity Act
(MHPAEA): A federal law passed in 2008, with
federal rules released in 2013 and effective July 1,
2014.

Demographic changes

By 2013, Franklin County was home to an
estimated 1.2 million people, making it the second
largest county in Ohio. Three key demographic
characteristics stand out as being relevant to
ADAMH’s long-term planning:

E.S. Fig. 1. Subsidized health coverage eligibility for Ohioans after the ACA and
Medicaid expansion
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Disability in this category of Medicaid follows the Social Security Administration criteria for disability determination and includes both children and adults.
Through the Medicaid Buy-in for Workers with Disabilities program, people with disability who wish to work can still receive their Medicaid benefits.
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E.S. Fig. 2. Poverty in Franklin County, 2005-2012
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Source: 1-year ACS estimates, 2005-2012
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Population growth: Franklin County’s
population size has grown steadily over the
past decade and is projected to grow 14%
from 2015 to 2040.
Persistent poverty: Franklin County is home
to many people with low incomes—
defined as those living below 200% of the
Federal Poverty Line (200% FPL was $39,560
for a family of three in 2014). The percent
of Franklin County residents who live below
200% FPL rose from 30% in 2008 to 36% in
2012.
Immigration: In 2012, 9.5% of Franklin
County residents were born outside the US,
up from 6% in 2000. The county is home to
immigrants from many different regions of
the world and there is great diversity in the
number of languages spoken.

What do these changes mean
for the future role of the ADAMH
Board of Franklin County?

Recent policy changes, coupled with a
steadily growing and increasingly diverse
population, are bringing unprecedented
opportunities and challenges for the ADAMH
Board of Franklin County. Key findings
about the nature of these opportunities and
challenges are listed below. These conclusions
and implications for action emerge from a
careful review of relevant policy changes
and initial information about how these
changes are playing out in Franklin County,
demographic and service use data, and input
from consumers and providers about unmet
4

needs.

Key finding #1. Access to care

As a result of Medicaid expansion and other
aspects of the ACA and MHPAEA, more people
in Franklin County are getting health insurance
coverage, and that coverage must include
mental health and addiction services. It is
too soon to tell, however, how many Franklin
County residents will still need the behavioral
health safety net for basic treatment services.
The following factors will influence the actual
impact of these policy changes on access to
care.
Medicaid enrollment in Franklin County has
been lower than in other large counties in
Ohio. The reason for this is unclear at this
time, but it points to a need for collaborative
leadership among community partners in
Franklin County to:
• Determine why Medicaid enrollment is
lower in Franklin County
• Research the practices that are leading to
higher enrollment in other counties and to
implement and/or adapt these practices
in Franklin County
• Explore strategies such as presumptive
eligibility, marketing, and outreach
The service-delivery environment is changing.
Navigation assistance will likely be an ongoing
unmet need for the next several years:
• Many people will need help enrolling in
Medicaid and navigating the coverage
options and subsidies in the health
insurance marketplace.

•

•

•

•

The newly-insured in particular may need
assistance understanding deductibles,
co-pays and co-insurance, as well as
restrictions related to provider networks
and prescription drug formularies.
People receiving health insurance tax
credits and/or cost sharing subsidies or
who are enrolled in Medicaid may need
help to understand how fluctuations in their
income could impact eligibility.
Providers may need guidance to
understand the implications of policy
changes, such as how to address access
when people are unable to afford costsharing responsibilities.
People leaving jail or prison may need
help enrolling in Medicaid and connecting
with mental health and addiction service
providers.

Even for those with insurance coverage, some
treatment services may not be adequately
covered by insurance or are in very short
supply, such as:
• Psychiatry
• Culturally-relevant services and traumainformed care
• Intensive services such as Assertive
Community Treatment (ACT), Intensive
Home Based Treatment (IHBT), and MultiSystemic Therapy (MST)
• Medication-assisted Therapy for addiction
• Acute intensive services such as peerbased crisis, 23-hour crisis stabilization, and
24/7 crisis hotline
• Out-of-home residential services, such
as crisis residential/stabilization, clinically
managed 24-hour care, clinically
managed medium intensity care, adult
mental health residential, children’s mental
health residential, youth substance abuse
residential, therapeutic foster care
• Outpatient services, such as family therapy
and multi-family therapy
Some groups of Franklin County residents will
remain uninsured. ADAMH will likely have a
role to play in helping the following uninsured
groups to access mental health and addiction
services:
• Those who feel they cannot afford
employer-sponsored coverage available
through their job, even if this coverage
meets the official definition of affordability.

•

•
•

Those who choose not to enroll in
Medicaid, even if they are eligible, or
not to purchase coverage through the
exchange because of cost or other
reasons.
Those who allow their coverage to lapse.
Immigrants without documentation.

The local impact of state and federal policy
changes is still unfolding and the stability of
state and local funding is an ongoing concern.
Monitoring and advocacy will be needed.
• While the Governor is likely to continue
to support Medicaid expansion, the
legislature may explore and perhaps move
forward with alternatives to Medicaid
expansion in the next biennial budget.
• Some policymakers and members of the
general public may erroneously assume
that Medicaid expansion and other
aspects of the ACA have fully addressed
all barriers to accessing behavioral
health care and that mental health and
addiction services are now adequately
covered for all Ohioans. The ADAMH
Board of Franklin County may have a role
to play to educate state leaders on the
impact of healthcare reform at the local
level and opportunities for improvement,
and to convene consumer advocacy
groups, providers and other stakeholders
to advocate to state-level policymakers for
policies that support ADAMH’s mission.
• Future changes to the Medicaid program
or the OhioMHAS budget could impact
ADAMH revenues and/or expenditures.
Furthermore, the current local property tax
levy expires in 2016. Given that the levy
provides over three-quarters of ADAMH’s
revenue, failure to pass the next levy
or a reduction in levy amounts would
negatively impact the ADAMH network.

Key finding #2. Prevention and
recovery supports

ADAMH has a critical role to play in providing
prevention, wellness and support services to
keep Franklin County residents well and to
support those in recovery.
As a result of the ACA and MHPAEA, health
insurance plans are now required to cover a
more comprehensive set of behavioral health
treatment services than ever before. Most
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prevention programs and support services,
however, are not covered by insurance.
Therefore, even if Ohio is able to reach nearuniversal insurance coverage, investments in
activities such as school-based alcohol and
other drug prevention programs, peer support,
and housing assistance will still be needed.
Furthermore, the “elevation” of payment
of the non-federal portion of the Medicaid
match to state government in 2013 provides
ADAMH with greater flexibility to invest local
levy dollars in prevention and support services.
There is widespread consensus that a broad
continuum of behavioral health services is
needed to help people who are in crisis, but
also to support people as they recover and
to prevent addiction and mental health
problems from occurring in the first place. This
needs assessment has identified the following
areas where ADAMH’s role in providing
services along this continuum is particularly
important.
Prevention and wellness activities that are not
covered by health insurance
• Universal prevention and health promotion
programs to reduce the prevalence of
mental illness and addiction, such as
school-based alcohol and other drug
prevention, and social-emotional learning
programs.
• Early intervention programs for young
people at risk of mental, emotional, and
behavioral disorders; parenting programs;
and caregiver support.
Recovery supports that are not covered by
health insurance, especially housing and peer
support
The needs assessment identified several
important recovery supports that are not
covered by health insurance, such as
supported employment and recovery support
coaching. Housing and peer support,
however, stand out as system strengths that
should be major areas of focus going forward.
Potential strategies include:
• Investments in on-site services that help to
engage tenants in treatment and support
services such as wellness groups and peer
support
• Partnership with other stakeholders to raise
capital for and build housing infrastructure
• Improve communication and coordination
between peers and other providers, and
increase capacity to connect consumers
with information about treatment and
6
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support services
Expansion of peer support programs,
including adding more peer support center
locations and doing more to enlist the help
of peers in respite and crisis settings
Train peer mentors to help consumers
navigate health insurance enrollment
Advocacy at the federal level for greater
investment in rent subsidies

Improved services for immigrants and refugees
• Specialized and culturally-appropriate
services: Currently, only about one-third
of ADAMH network providers (31.3% of
those surveyed) are providing specialized
programming targeted towards immigrants
and refugees. Surveyed providers also
mentioned that there is a lack of culturallycompetent training or experience with
some specific groups.
• Translator/interpreter services: Participants
in an immigrant and refugee focus group
expressed concern about the lack of
adequate translator/interpreter services
for non-English speakers and the need
for interpreters who are native speakers
and understand the culture of the person
seeking care.
• Outreach and navigation: Focus group
results indicate that many immigrants and
refugees are unfamiliar with the behavioral
health system and need guidance. In
addition, stigma, isolation, and cultural
norms may keep immigrants from seeking
services.
• Trauma-informed care: Many immigrants
and refugees have experienced trauma
and are in need of culturally-appropriate,
trauma-informed care, such as trauma
healing programs.
• Capacity-building: Focus group
participants suggested that ADAMH fund
capacity-building grants for community
health liaison programs.
• Collection of culturally-specific data:
Focus group participants commented
that current intake forms do not include
specific ethnic groups and therefore
miss an opportunity to gather important
information that could inform ADAMH’s
planning efforts.
• Transparency and responsiveness:
Representatives of immigrant and refugee
communities recommended that ADAMH
do more to explain how funding is
allocated.

Key finding #3. Capacity

The current community-based behavioral
health system does not appear to have the
capacity to meet existing demand, especially
for adults with mental illness and for those
struggling with addiction. Providers report
that low reimbursement rates are driving this
problem by significantly restricting their ability
to recruit and retain a qualified workforce and
to have adequate physical space to serve
those in need.
Penetration rates
Penetration rates for ADAMH-paid services
indicate that there is likely a significant
number of Franklin County residents who
are not getting the help they need. In 2012,
penetration rates were highest for those
with Serious Mental Illness (SMI, age 18+),
compared to the penetration rate for those

with Any Mental Illness or Dependence or
Abuse of Illicit Drugs or Alcohol. However,
even among the estimated SMI population,
only 42% had received at least one ADAMHfunded service in 2012.
The ability of the community behavioral
health system to reach consumers appears
to be particularly weak for those with Any
Mental Illness (AMI, age 18+) and for those
with Dependence or Abuse of Illicit Drugs
or Alcohol (age 12+). For the adult AMI
population, only 37% received at least one
service from the overall community behavioral
health system and just 22% had received an
ADAMH-funded service.
Among those with alcohol or other drug
dependence/abuse, 27% had received
at least one service from the overall

E.S. Fig. 3. Estimated penetration of ADAMH-funded services among the
ADAMH-eligible population (low-income Franklin County residents with
relevant condition), 2012
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Illness in Past
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condition)
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Drugs or Alcohol in
Past Year, age 12+

69,241
Estimated ADAMHeligible population

(low-income Franklin County
residents, age 18+, with
condition)

40,494
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(low-income Franklin County
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condition)

Source for prevalence estimates for Franklin County: SAMHSA: National Surveys on Drug use and Health (NSDUH)- Sub-state
level, 2008, 2009, 2010 (annual average)
Source for population size by age group: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012.
Source for number of consumers receiving services: Ohio Mental Health and Addiction Services. Aggregate number of
Franklin County consumers who received behavioral health services in county (individuals unduplicated with each year)
Note: Low-income is defined as income less than 200 percent FPL
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community behavioral health system, with
just 21% receiving an ADAMH-funded service.
Although it is possible that many residents
may not seek services, these relatively
low penetration rates seem to indicate a
general lack of capacity to serve people
experiencing mental illness or addiction
challenges. This lack of capacity appears
to be particularly pronounced for alcohol
and other drug addiction services, reflecting
the comparatively low penetration rate of
Medicaid in covering addiction services
compared to ADAMH.
The overall community behavioral health
system appears to be reaching most children
in need of care (94% received at least one
service). Medicaid is the key driver of this
higher penetration rate for children, reflecting
the historically strong role of Medicaid in
covering children. The ADAMH network, by
contrast, only reached 19% of the estimated
number of children needing behavioral health
services.
Provider challenges
Results of the survey, focus groups, and
interviews with providers indicate that the two
largest challenges to having capacity to meet
the demand for services are lack of:
• Workforce: Difficulty attracting and
retaining qualified staff due to low pay
and lack of skilled personnel in some areas,
especially psychiatry
• Physical space: Space for crisis and detox
beds
In the interviews and focus groups, providers
and consumers expressed concerns about
waiting lists and long waits for services.
Additionally, only 27% of ADAMH Network
Providers reported having enough capacity
to meet existing service needs in the survey.
There is, however, very little hard data on
the amount of time that people wait for a
first appointment within the ADAMH provider
network. Wait time metrics, such as the
average number of days consumers wait
for a first or second appointment, can be
a valuable way to assess system capacity.
ADAMH network providers do not currently
collect and compile wait time data in a
consistent way that allows for apples-to-apples
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comparisons across providers or with bestpractice benchmarks. It is therefore difficult to
pinpoint specific gaps or “bottlenecks” in the
accessibility of the existing behavioral health
system.
Stakeholders suggested the following potential
strategies to improve system capacity:
Increase unit rates
• Providers expressed widespread frustration
with low reimbursement rates, and cited
these rates as a major barrier to recruiting
and retaining qualified staff. The ceiling for
the unit rates for services in the Medicaid
taxonomy (as reimbursed by Medicaid and
ADAMH), has reportedly not been raised in
almost two decades.
• While local boards do not have control
over the reimbursement rate paid by
Medicaid, they do have an opportunity
to increase unit rates for non-Medicaid
services and to negotiate other changes
in allocations and the reimbursement
structure.
Make improvements to the payment structure
• Offer a training payment rate, which would
allow providers to train new employees,
in ADAMH-agreed upon ways, and avoid
creating a deficit. This system could also
be implemented for training in evidencebased practice, which would benefit both
new and existing clinicians.
• Create ADAMH-approved billing rates
for case manager activities that cannot
currently be reimbursed. ADAMH could
reorganize its funding structure to address
some of these gaps.
• Assistance in raising capital for new
physical space.
Workforce recruitment and retention
Although providers generally reported that
the low unit rate was responsible for workforce
challenges, some potential roles for ADAMH
other than increasing reimbursement emerged
from this assessment:
• Training (with CEUs) and technical
assistance on workforce retention
strategies.
• Collaborative leadership on workforce
pipeline strategies (such as minority
recruitment and loan forgiveness) in

•

partnership with higher-education
institutions, within-ADAMH-network and
out-of-network providers, and other
stakeholders.
Strategies to “extend the career ladder,”
such as building on the Peer Support
Certification program as a recruitment
tool and model for other entry-level
certification programs.

Communication
Input gathered from providers indicate that
ADAMH could improve communication with
the ADAMH network regarding major policy
changes and implications for the behavioral
health system. Consumers reported a need
for better communication and coordination
between providers, and immigrant groups
sought greater transparency and outreach
regarding ADAMH-funded programs.

•

•

•

•

Potential strategies to embrace
the change

The healthcare landscape is rapidly changing
in radical ways, with major implications
for the way mental health and addiction
services are delivered at the local level. The
full impact of these changes for the people
of Franklin County will not be known for
several years. This type of change presents
significant “adaptive challenges” for the
ADAMH Board of Franklin County and others
who are working to improve the health of the
community. Adaptive challenges are systemic
problems with no ready answers, in contrast
to “technical problems” which have more
concrete solutions.1
As described in the three key findings above,
there are several potential strategies to
address these challenges and opportunities for
the board to consider. Overall, the following
types of adaptive leadership roles for the
board emerge:
• Collaborative leadership: Convene and
strengthen partnerships with internal and
external stakeholders in order to improve
access to care.
• Advocacy: Educate the public and local,
state, and federal policymakers about
the impact of healthcare reform at the
local level. Advocate for changes that
will increase the capacity of the local

behavioral health system.
Information gathering and dissemination:
Monitor data about access to care,
including development of a standardized
method of tracking wait times. Partner with
others to conduct research and analysis
that describes how healthcare reform is
playing out at the local level.
Build navigation capacity: Ensure that
people have help to navigate the
complexities of enrolling in and using
health insurance.
Build workforce capacity: Continue to
explore strategies and partnerships to
support recruitment and retention of
a high-quality, culturally-competent
behavioral health workforce.
Maintain the safety net and add services to
build a comprehensive continuum of care:
Ensure that Franklin County has a strong
and effective safety net for people living
with addiction and mental illness, as well
as a comprehensive range of behavioral
health services that prevents illness and
addiction and supports people as they
recover. Lead multi-stakeholder efforts to
implement universal prevention strategies.

Metrics to monitor

At the time this needs assessment was
conducted, many important questions
remain unanswered and the full impact of
the Affordable Care Act on Franklin County
is not yet known. In order to accurately
estimate the number of people who will need
ADAMH-funded services over the next few
years, ADAMH and community partners should
carefully monitor the following quantitative
and qualitative data.
•

•

•
•

Number of uninsured residents, particularly
for ages 18-64 (American Community
Survey, updated annually, and Ohio
Medicaid Assessment Survey, to be
updated biennially)
Number of residents enrolled in Medicaid
(Ohio Department of Medicaid’s Medicaid
Expenditures and Eligibles Report, updated
each month)
Changes in the number of Franklin County
residents who are living below 200% FPL
(American Community Survey)
Prevalence of mental illness and substance
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•

abuse/dependence, which could potentially
increase due to rising poverty or decrease due
to widespread implementation of effective
prevention strategies (Substance Abuse and
Mental Health Services Administration National
Survey on Drug Use and Health)
Implementation of MHPAEA, the Essential Health
Benefits package, and other efforts to achieve
parity and provide a more comprehensive
range of behavioral health services, including
the extent to which restrictions on provider
networks and prescription drug formularies
impact access to quality care (could be
assessed through research by ADAMH and/or
community partners)
Changes in the capacity and effectiveness of
systems outside the behavioral health system
that have implications for the number of
people who need community-based recovery
supports. These systems include criminal
justice and corrections, subsidized housing and
homeless shelters, nursing homes, and other
forms of institutionalized health care, and child
protection (could be assessed through research
by ADAMH and/or community partners)
Wait times or other indicators of timely and
appropriate access to care within the ADAMH
network

About this study

The ADAMH Board of Franklin County hired the
Health Policy Institute of Ohio and Community
Research Partners in January 2014 to conduct this
needs assessment. The purpose of the needs
assessment was to provide the board with the
best-available information needed to make sound
decisions about the allocation of resources over the
next 5-7 years by answering the following general
questions:
• Policy changes: Which recent state and federal
policy changes are most relevant to ADAMH
and how are they likely to impact the number of
people needing ADAMH-funded services?
• Demographic trends: How will the demographic
make-up of Franklin County impact future needs
for ADAMH-funded services?
• Type of need: What types of services are most
needed?

Note
1.
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•
•

Demand: How many people will need services
that are funded through ADAMH, and which
types of services will be in greatest demand?
Capacity: Where are the gaps in provider
capacity now, and where will they likely be in
the future?

This needs assessment drew upon the following
sources of information:
• Secondary data, including compilation and
analysis of the most recent demographic
data available from the US Census Bureau,
prevalence of mental illness and substance
abuse/dependence from Substance Abuse
and Mental Health Services Administration
(SAMHSA), Medicaid enrollment data from the
Ohio Department of Medicaid, and service use
information from ADAMH of Franklin County
and Ohio Mental Health and Addiction Services
(OMHAS)
• Policy review, including analysis of recent
state and federal policy changes that impact
behavioral health
• Online survey of providers, including 26 ADAMH
network providers and 7 representatives from
provider organizations outside the ADAMH
network (total of 33 completed surveys, 38%
response rate)
• Focus groups with three stakeholder groups:
consumers (1 focus group), immigrant and
refugee community representatives (1 focus
group), and ADAMH contracted service
providers (2 focus groups)
• Stakeholder interviews, including initial
exploratory interviews with 5 internal
stakeholders (1 group exploratory interview with
ADAMH Board of Trustees members, 4 interviews
with ADAMH board staff and network providers)
and 8 interviews with the Chief Executive
Officers or Directors of large ADAMH network
providers

Ronald Heifetz and Marty Linsky “A Survival Guide for Leaders” Harvard Business Review, June 2002

2 Purpose and methods
The purpose of this needs assessment is to provide the ADAMH Board of Franklin County with the
best-available information needed to make sound decisions about the allocation of resources
over the next 5-7 years. In order to ensure that future investments are aligned with the most
pressing needs in Franklin County and that ADAMH’s network of providers has the capacity to
efficiently deliver high-quality services to those in need, this assessment is designed to answer the
following general questions:
• Policy changes: Which recent state and federal policy changes are most relevant to
ADAMH and how are they likely to impact the number of people needing ADAMH-funded
services?
• Demographic trends: How will the demographic make-up of Franklin County impact future
needs for ADAMH-funded services?
• Type of need: What types of services are most needed?
• Demand: How many people will need services that are funded through ADAMH, and which
types of services will be in greatest demand?
• Capacity: Where are the gaps in provider capacity now and where will they likely be in the
future?
This needs assessment draws upon the following sources of information:
• Secondary data, including compilation and analysis of demographic data from the US
Census Bureau, prevalence of mental illness and substance abuse/dependence from
Substance Abuse and Mental Health Services Administration (SAMHSA), Medicaid enrollment
data from the Ohio Department of Medicaid, and service use information from the ADAMH
Board of Franklin County and Ohio Mental Health and Addiction Services (OhioMHAS)
• Policy review, including analysis of recent state and federal policy changes that impact
behavioral health
• Online survey of providers, including 26 ADAMH network providers and 7 representatives
from provider organizations outside the ADAMH network (total of 33 completed surveys, 38%
response rate)
• Focus groups with three stakeholder groups: consumers (1 focus group), immigrant and
refugee community representatives (1 focus group), and ADAMH contracted service
providers (2 focus groups)
• Stakeholder interviews, including initial exploratory interviews with 5 internal stakeholders
(1 group exploratory interview with ADAMH Board of Trustees members, 4 interviews with
ADAMH board staff and network providers), and 8 interviews with the Chief Executive
Officers or Directors of large ADAMH network providers.
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3 Background
ADAMH Board of Franklin County

The ADAMH Board of Franklin County is the
entity responsible for planning, funding and
evaluating publicly-funded mental health and
alcohol and drug treatment services. ADAMH
does not provide any direct service, but
instead contracts with non-profit communitybased organizations to deliver services and
implement programs. As shown in Figure
1, ADAMH’s revenue comes from a local
property tax levy (77% in 2014) and from state
and federal sources (23% in 2014). ADAMH
uses that revenue to support planning and
evaluation activities by board staff and
contracts with 35 organizations that deliver
treatment and support services and prevention
programs to Franklin County residents. These
contract providers use ADAMH funding to
provide services on a sliding-fee scale basis.

Many people who receive ADAMH-funded
services are uninsured, or are seeking services
that are not covered by insurance (including
Medicaid), such as peer support or housing
and employment assistance.
One of the ADAMH board’s primary
responsibilities is to determine the strategic
direction for the publicly-funded, communitybased behavioral health system. ADAMH’s
current annual Strategic Business Plan focuses
on achieving the following Key Strategic
Results:
• Access to Integrated Care: By January
2017, ADAMH will expand access to care
for uninsured people through models
of primary care, addiction treatment,
and mental health care to help achieve
identified outcomes and recovery.

Fig. 1. ADAMH system of care, 2014
State and federal revenue

Ohio Department of Mental Health and
Addiction Services
(23% in 2014)

Local revenue

Single, 10-year property tax levy local
intergovernmental revenue
(77% in 2014)

Alcohol, Drug and Mental
Health Board of Franklin
County
Responsible for planning, funding
and evaluation of mental health
and AOD care

ADAMH network
of contract providers

35 Non-profit organizations, responsible
for delivery of behavioral health care
(crisis, outpatient and residential
services) to Franklin County residents

Consumers/recipients of
care

Franklin County residents who receive
care from an ADAMH contract provider
based on sliding fee scale
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Access to Quality Care &
Supports: By January 2017,
ADAMH will improve access
to clinically appropriate and
necessary treatment services
and supports for children,
youth, families and individuals
to help achieve identified
outcomes and recovery.
Value Based Contracting: By
January 2017, ADAMH will
streamline service delivery to
increase system efficiencies,
expand access to care, and
sustain clinical quality and
cultural competency through
value based contracting.
Community Collaboration
& Engagement: By January
2017, ADAMH will increase
support from Franklin County
communities for the Board’s
mission by sustaining and
expanding its collaboration
and outreach with
community partners.
Community Advocacy: By
January 2017, ADAMH will
advocate to local, state and
national elected officials
and decision makers to
provide increased support
for community-based
services and treatment for
children, youth, families and
individuals.

Vision and Mission of the ADAMH Board of
Franklin County
Vision statement

Citizens in need of care will receive the most progressive
and effective mental health and addiction treatment and
prevention services available. The unique cultural and
individual needs of each client will guide how the services are
provided, but treatment will always be provided in a timely
manner. ADAMH’s commitment to these goals establishes its
role as a vital partner in Franklin County’s healthcare network
and will help to de-stigmatize mental illness.

Mission statement

We exist to improve the well being of our community by
reducing the incidence of mental health problems and the
abuse of alcohol and other drugs.

Fig. 2. Number of Franklin County consumers
who received ADAMH-funded treatment and/
or support services from ADAMH network
providers, 2011-2013
Non-Medicaid Adults Ages 19+
15,657

15,858

16,489

Number of consumers

Figure 2 displays the number
of people who have received
ADAMH-funded services over
a three-year period. Adults
without Medicaid coverage are
by far the largest group served
by ADAMH contract providers,
and their numbers increased
from 15,858 in 2012 to 16,489 in
2013. The number of children
served has remained fairly
constant, while the number
of adults who qualified for
Medicaid at some point during
the year and received ADAMHpaid services declined from
4,703 in 2012 to 3,917 in 2013.

Medicaid Adults Ages 19+
4,809
4,703
Non-Medicaid Children Ages 0-18
Medicaid Children Ages 0-18

3,917

2,127
1,988

1,934
1,891

2012

2013

2,147
2,071

2011

Source: ADAMH Board of Franklin County
Note: “Medicaid” refers to people who were eligible for Medicaid at the time
of an ADAMH-funded service. “Non-Medicaid” refers to people who were not
eligible for Medicaid at the time of an ADAMH-funded service. Some individuals
may be duplicated across these two groups.
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Demographic profile of Franklin County
As shown in Figure 3, Franklin County’s population
size has grown steadily from 2000 to 2013. By 2013,
Franklin County was home to an estimated 1,212,263
people, making it the second largest county in Ohio.
According to projections from the Ohio Development
Services Agency, Franklin County’s population will
continue to grow, reaching an estimated 1,366,200
residents in 2040.

Demographic Highlights

The city of Columbus was home to an estimated
809,798 people in 2012. Other large municipalities
within the county include Dublin, Westerville, and
Grove City (see Figure 4).

Poverty
• The percent of county residents who live
below the poverty line rose during the Great
Recession and was still above pre-recession
lows as of 2012 (most recently-available data).
• The proportion of the population that was low
income (below 200% of the Federal Poverty
Line) rose from 30% in 2008 to 36% in 2012.

Franklin County’s population is slightly younger and
more racially and ethnically diverse than the state of
Ohio overall. For example, 9.9% of Franklin County
residents were age 65 or older in 2010, compared to
14.1% of all Ohioans. Twenty-three percent of county
residents were African American, compared to only
13.4% of the overall Ohio population.
Most Franklin County residents have at least a high
school diploma (88.5%), and 41.1% have some type
of college degree (associate’s degree, bachelor’s
degree, or graduate/professional degree).

Diversity
• Twenty-three percent of Franklin County
residents are African American, compared to
only 13.4% of the overall Ohio population.
• In 2012, 9.5% of county residents were born
outside the US, up from 6% in 2000.

The uninsured
• More than a quarter of low-income Franklin
County residents ages 0-64 were uninsured in
2012 (27% of those living below 200% FPL).
• Hispanics (34%), African Americans (21%),
and those of “Other race” (38%) were much
more likely than whites (13%) or others to be
uninsured in 2012 (ages 0-64).

Fig. 3. Estimated population change of Franklin County: Estimated actual 2000-2012
and projections for 2020-2040
Projected

Estimated actual
10-year levy approved

1,212,263

1,366,200

1,237,960

1,105,497

2000

2005

2013

SOURCE: U.S. Census Bureau, 2000 and 2010 decennial census; U.S. Census Bureau,
intercensal estimates of resident population for counties of Ohio: April 1, 2000 to July 1, 2010;
and annual estimates of the resident population, April 1, 2010 to July 1, 2013
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2020

2025

2030 2035 2040

Source: Ohio County Population Projections, Ohio
Development Services Agency (ODSA), 2013
Note: The ODSA used the 2010 Census the baseline
for projecting future population growth.

Fig. 4. Population of selected Franklin County cities, 2012
Columbus 809,798
Dublin 42,906
Westerville 37,073
Grove City 36,832
Franklin Co.
1,195,537

Reynoldsburg 36,347
Upper Arlington 34,203
Gahanna 33,828
Hilliard 30,564
Whitehall 18,403
Worthington 13,757

Source: U.S. Census Bureau, Annual Population Estimates, 2012; U.S. Census Bureau, American Community Survey, 5-year estimates,
2008-2012; Franklin County Auditor; Columbus Department of Development; Columbus Division of Police; Franklin County Job and
Family Services; Federal Bureau of Investigation

Fig. 5. Basic demographic characteristics
Franklin County
Total Population 1,163,414
Age

Race*

Gender

Ohio

United States

11,536,504

308,745,538

Under 5 Years

7.1%

6.2%

6.5%

5-17 Years

16.8%

17.4%

17.5%

18-64 Years

66.1%

62.3%

62.9%

65 Years and Over

9.9%

14.1%

13.0%

White

71.8%

84.5%

74.8%

African American

23.1%

13.4%

13.6%

American Indian/
Alaska Native

1.0%

0.8%

1.7%

Asian

4.6%

2.1%

5.6%

Native Hawaiian/
Other Pacific
Islander

0.2%

0.1%

0.4%

Other

2.7%

1.4%

7.0%

Hispanic or Latino
(of any race)

4.8%

3.1%

16.3%

Male

48.7%

48.8%

49.2%

Female

51.3%

51.2%

50.8%

*Race alone or in combination with one or more other races
Source: 2010 Census, U.S. Census Bureau, as compiled by Franklin County HealthMap 2013, Columbus Public Health
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Fig. 6. Household characteristics
Franklin County

Ohio

United States

Average Household 2.38
Size

2.44

2.58

Average Family Size 3.05

3.01

3.14

Total Households

477,235

4,603,435

116,716,292

Family Households

58.3%

65.0%

66.4%

Nonfamily
Households

41.7%

35.0%

33.6%

Households Without a Vehicle2

No Vehicle
Available

7.8%

8.0%

8.3%

46.5%

40.9%

Grandparents as Caregivers3

Grandparents who 43.7%
are living with and
are responsible
for their own
grandchildren
under the age of 18
Never Married

36.1%

29.5%

30.8%

Now Married

44.7%

50.3%

50.3%

Separated

2.2%

1.8%

2.2%

Widowed

5.2%

6.8%

6.3%

Divorced

11.8%

11.6%

10.4%

Franklin County

Ohio

United States

No High School

3.2%

3.5%

6.4%

Some High School

8.2%

9.7%

9.1%

High School Graduate

27.1%

36.3%

29.3%

Some College

20.3%

19.8%

20.3%

Associate’s Degree

6.1%

7.1%

7.4%

Bachelor’s Degree

23.0%

15.0%

17.4%

Graduate or Professional Degree

12.0%

8.6%

10.1%

Household Size

1

Household Type1

Marital Status

3

1. Source: 2010 Census, U.S. Census Bureau
2. Source: 2009, American Community Survey, U.S. Census Bureau
3. Source: 2005-2009, American Community Survey, U.S. Census Bureau
Compiled by Franklin County HealthMap 2013, Columbus Public Health

Fig. 7. Educational attainment
Education Level*

*Population 25 years and over
Source: 2005-2009, American Community Survey, U.S. Census Bureau as compiled by Franklin County HealthMap 2013, Columbus
Public Health

Fig. 8. Employment status
Franklin County

Ohio

United States

30.1%

35.0%

35.0%

69.9%

65.0%

65.0%

69.8%

64.8%

64.6%

(a) Employed

92.0%

92.0%

92.8%

(b) Unemployed

8.0%

8.0%

7.2%

0.1%

0.1%

0.5%

Employment Status* Not in Labor Force
In Labor Force
(1) Civilian Labor Force

(2) Armed Forces

*Population 16 years and over
Source: 2005-2009, American Community Survey, U.S. Census Bureau as compiled by Franklin County HealthMap 2013, Columbus Public Health
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Immigration and
language

In 2012, 9.5% of Franklin
County residents
were born outside
the US. The number
of immigrants grew
from 64,487 in 2000 to
113,290 in 2012. Franklin
County is home to
immigrants from many
different regions of
the world, including
Sub-Saharan Africa
(27.9%), North and
South America (22.4%),
and East Asian and
the Pacific (20.1%).
Among the foreignborn population, 42.5%
were naturalized as US
citizens.1
Among Franklin
County’s population
age 5 and older
(n=1,110,314), the
US Census Bureau
estimates that 12.7%
speak a language
other than English at
home. Among this
group that speaks
a language other
than English at home
(n=140,591), there is
no single language
that is predominant in
Franklin County (see
Figure 11). Spanish
is the most common
(28.4%), but is closely
followed by “other
language” (25%),
which is a Census
category that includes
Somali and Arabic. The
“Asian or Pacific Island”
category (22.3%)
includes languages
such as Bhutanese,
Nepali, Hindi and
Chinese.

Fig. 9. Number and percent of Franklin County population
that was born outside the US, 2000-2012
9.5% of Franklin Co.
population
8.5% of Franklin Co.
8.3% of Franklin Co. population
population

113,290

6% of Franklin Co.
population

96,146

88,656
64,487

2005

2000

2008

2012

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012

Fig. 10. Franklin County residents born outside the US, 2012

Born in East Asia or
Pacific Islands

20.1%

Born in North and
South America

22.4%

Born in South or
Central Asia

Born in Europe

9.9%

13.6%

Total foreign-born
population in Franklin
County

113,290

Born in Sub-Saharan
Africa
Born in Middle East or
North Africa

27.9%

6.0%

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012
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Fig. 11. Franklin County residents speaking a language other than English
at home (age 5+), 2012

Speak Spanish
at home
Total Franklin
County
population
speaking a
language
other than
English at
home

140,591

28.4%

Speak another
language at home

25.0%

Speak another
Indo-European
language at home

24.4%

Speak an Asian
or Pacific Island
language at home

22.3%

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012

Income and poverty

2014 Federal Poverty Level (FPL) Guidelines
Franklin County’s average
(by household size)
household income
64%
90%
100%
138%
200%
250%
400%
is higher than Ohio’s
overall, although a higher
1 $7,469
$10,503 $11,670 $16,105
$23,340 $29,175
$46,680
proportion of the county’s
residents live in poverty.
2 $10,067 $14,157 $15,730 $21,707
$31,460
$39,325
$62,920
Sixteen percent of Franklin
County individuals lived
3 $12,666 $17,811 $19,790 $27,310
$39,580
$49,475
$79,160
below the Federal Poverty
Level, compared to 13.6%
of Ohioans overall (2009).
4 $15,264 $21,465 $23,850 $32,913
$47,700 $59,625
$95,400
The percent of Franklin
Source: Federal Register, January 22, 2014
County residents who live
Note: Annual guidelines for all states except Alaska, Hawaii and DC. For each additional person, add
below the poverty line rose
$4,060
during the Great Recession
and was still above preuninsured. Among residents with low incomes
recession lows as of 2012
(<200% FPL), 103,777 Franklin Countians ages
(most recently-available data). The proportion of
0-64 were uninsured in 2012. Many residents with
the population that was low income (below 200%
low incomes were covered by public insurance,
of the Federal Poverty Level) rose from 30% in 2008
including Medicaid (177,903 in 2012). As shown
to 36% in 2012 (see Figure 13).
in Figure 17, Hispanics (34%), African Americans
(21%), and those of “Other race” (38%) were much
Health insurance coverage
more likely than whites (13%), Asians (15%), or multiIn 2012, 6% of Franklin County children (ages 0-17)
and 18% of nonelderly adults (ages 18-64) were
racial (9%) individuals to be uninsured in 2012.
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Fig. 12. Income, poverty and homelessness

Income1

Poverty Status

1

Homeless Persons2

Franklin County

Ohio

United States

Per Capita Income

$27,002

$24,830

$27,041

Median Household
Income

$49,041

$47,144

$51,425

Mean Household
Income

$65,006

$61,506

$70,096

Families Below
Poverty Level

11.4%

10.0%

9.9%

Individuals Below
Poverty Level

15.8%

13.6%

13.5%

Under 18 Years

21.2%

19.1%

18.6%

18 to 64 Years

14.7%

12.6%

12.2%

65 Years and Over

9.8%

8.5%

9.8%

Homeless
Persons Served in
Emergency Shelters

7,094

NA

NA

Average Number
of Persons who use
Shelter per Night

630

NA

NA

NA = Not Available
1. Source: 2005-2009, American Community Survey, U.S. Census Bureau
2. Source: June 1,2009-June 30, 2010, Community Shelter Board
Compiled by Franklin County HealthMap 2013, Columbus Public Health

Fig. 13. Poverty in Franklin County, 2005-2012
Percentage of Franklin County population

70%
60%

62%

65%

Under 400% FPL

50%
40%
30%

36%
31%

Under 200% FPL

15%

Under 100% FPL

18%

7%

Under 50% FPL

9%

20%
10%

2005

2006

2007

2008

2009

2010

2011

2012

Source: 1-year ACS estimates, 2005-2012
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Fig. 14. Health insurance status of Franklin County residents in 2012, Ages 0-17
Uninsured

Private

17,722

159,287

Definitions

6%

•

Public

56%

38%

107,507

•

•

Private — Private health
insurance, including
employer-sponsored
insurance
Public — Publicly funded
health insurance, including
Medicaid and Medicare,
military/veterans’ insurance
and those with both
private and public health
insurance
Uninsured — No health
insurance

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012

Fig. 15. Health insurance status of Franklin County residents in 2012, Ages 18-64
Private
535,808

Public

106,022

14%
68%

18%

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012
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Uninsured
141,666

Fig. 16. Franklin County residents with low incomes, ages 0-64, 2012 (less than 200
percent federal poverty level)
Health insurance status of
residents with low incomes,
ages 0-64

46%

37%

of
Franklin
County
residents
ages 0-64
with low
income
in 2012

27%

(385,335 out
of 1,048,742
total
population)

33%

Uninsured Private*
103,777
125,618

Public*
177,903

* Total exceeds 100 percent
because residents could
report more than one type of
insurance

Source: US Census Bureau, American Community Survey, 1-year estimates, 2012
Note: Numbers presented in these graphs only include Franklin County residents for whom poverty status was determined and
are therefore slightly lower than the total estimated population size of the county for 2012.

Fig. 17. Number and percent of Franklin County residents who were uninsured in
2012, by race and ethnicity, ages 0-64
13% uninsured

White
91,873
African
American

48,085

Asian

21% uninsured

15% uninsured

7,278

Other
race

7,702

Multiracial

38% uninsured

9% uninsured

3,516

Hispanic

(of any race)

Significant disparities

Among adults in 2012...
• 21% African Americans
were uninsured
• 38% of those of other race
were uninsured
• 34% of Hispanics were
uninsured

34% uninsured

19,978

Source: U.S. Census Bureau, American Community Survey, one-year estimates, 2012

Please see Appendix A for additional demographic information for Franklin County
and the City of Columbus.
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4 Policy landscape
The policy landscape for community behavioral
health in Ohio has shifted dramatically over the
past five years due to several major policy changes
at the state and federal levels. The most significant
changes include:
• Medicaid elevation: The state’s decision to
shift the payment of non-federal Medicaid
match from local ADAMH boards to the state
government, fully implemented in July 2013.
• The Affordable Care Act (ACA): A federal law
enacted in 2010 with many provisions, including
those listed below, fully implemented on January
1, 2014:
◦◦ Medicaid expansion (extension of Medicaid
coverage to residents with incomes up to 138
percent of the Federal Poverty Level [FPL];
the 2012 Supreme Court decision ruling on
the ACA made this provision optional for
states)
◦◦ Establishment of the Health Insurance
Marketplace and health insurance subsidies
◦◦ Changes to requirements that insurance
plans must follow, including that they must
cover Essential Health Benefits (EHBs)
• Mental Health Parity and Addiction Equity Act
(MHPAEA): A federal law passed in 2008, with
federal rules released in 2013 and effective July
1, 2014, that requires some insurers to cover
some mental health and alcohol and drug
treatment.
These changes have significant implications for
people who use mental health and addiction
services in Franklin County. Answering the following

questions will be important for the ADAMH Board of
Franklin County as it prepares to meet future needs
within this new policy landscape:
• Structure and funding: How is Ohio’s publiclyfunded community behavioral health system
structured and how are local ADAMH boards
funded? What restrictions are placed on federal
and state funding?
• Covered population: Who gets covered by
Medicaid and other types of health insurance
and how many people remain uninsured?
• Covered services: Which behavioral health
services get covered by Medicaid and other
types of health insurance and which services
remain uncovered?
• Health care delivery and payment: What are
the emerging health care delivery and payment
models and reforms and how might they impact
community behavioral health?
• Other relevant policy changes: What other
policy changes may impact community
behavioral health?
The answers to some of these questions are known
and the implications for the ADAMH Board of
Franklin County are clear, while others are not.
Lack of clarity primarily centers on the fact that
the implementation of the ACA and MHPAEA is still
unfolding. The purpose of this section of the report
is to describe the most significant recent policy
changes—particularly Medicaid elevation, the
ACA, and MHPAEA—and to lay out the implications
of these policies for the structure and funding
of the behavioral health system, the size and

Fig. 18. Timeline of recent policy changes impacting behavioral health
Oct. 21, 2013
Ohio Controlling Board approves
accepting federal funds for
Medicaid expansion

July 1, 2011 (SFY 2012)
State takes full financial
responsibility for non-federal share
of Medicaid funds (“Medicaid
match”) [transition year- funding
and claims still flow through boards
for SFY 2012]

March 23, 2010
President Obama signs
the Affordable Care Act
(ACA) into law

Jan. 1, 2014
Medicaid expansion
effective- eligibility
extended to 138% FPL
Marketplace coverage
begins
July 1, 2012 (SFY
2013) Providers begin
submitting Medicaid
claims directly to the
state

July 1, 2013 (SFY 2014)
Medicaid elevation transition complete
Medicaid made cabinet-level agency
Ohio Department of Alcohol and Drug
Addiction Services (ODADAS) and Ohio
Department of Mental Health (ODMH)
consolidate into the Ohio Department
of Mental Health and Addiction
Services (OhioMHAS)
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characteristics of the insured and uninsured
populations, the portfolio of services covered
and not covered by insurance, and changes
in health care delivery and payment models.
This section will describe the potential impact
of these changes on the ADAMH Board of
Franklin County and will identify factors and
impacts that remain unknown at this time.

Medicaid elevation

Medicaid, a joint state-federal health
insurance program, covers mental health and
addiction services for many Ohioans with lower
incomes and some with disabilities. In Ohio,
behavioral health services are “carved out”
from the general Medicaid program, meaning
that they are administered separately from the
Medicaid managed care system.
“Medicaid elevation” refers to a major
change in the way that Medicaid funding
for community behavioral health services is
administered in Ohio. This transition began on
July 1, 2011 (SFY 2012) and was in full effect
starting July 1, 2013 (SFY 2014). As a result of
elevation, payment of non-federal Medicaid
match shifted from local ADAMH boards to
the state government. Also, Medicaid provider
claims no longer flow through local ADAMH
boards.
Medicaid elevation positions boards to focus
on serving people who are uninsured or
providing support and prevention programs
not covered by Medicaid and private payers.
Another outcome of Medicaid elevation is
that because Medicaid claims data no longer
flows through the boards, it is more challenging
for boards to obtain complete data about
the number of people receiving community
behavioral health services in their areas.
Figure 19 illustrates the change in Medicaid
match and claims processing responsibilities
brought by elevation. The diagram also refers
to two state government structural changes
that occurred during the same time period:

•

•

The Ohio Department of Mental Health
(ODMH) and the Ohio Department of
Alcohol and Drug Addiction Services
(ODADAS) consolidated effective July
1, 2013 forming the Ohio Department of
Mental Health and Addiction Services
(OhioMHAS)
The Office of Medicaid was moved from
the Ohio Department of Job and Family
Services (ODJFS) as of July 1, 2013 and
was made a cabinet-level agency, Ohio
Department of Medicaid

Who gets covered?

Before looking at changes in health insurance
coverage resulting from the ACA, it is
important to note sources of coverage for
Franklin County residents prior to 2014. In 2012,
68% of Franklin County adults ages 18 to 64
had private health insurance, 14% had public
health insurance (Medicaid, Medicare, other
publicly-funded insurance, or combination of
public and private), and 18% were uninsured.
Among Franklin County children (ages 0-17),
38% had public coverage, 56% had private
coverage and 6% were uninsured (See Figure
20).2
The ACA is expected to benefit people with
mental illness and substance use disorders
by expanding access to affordable health
insurance coverage through private insurance
plans purchased on the Health Insurance
Marketplace, mandatory inclusion of Essential
Health Benefits for non-grandfathered plans
sold outside of the Marketplace, and through
Medicaid expansion, a state option that Ohio
decided to implement. As shown in Figure
21, all Ohioans (with some exceptions due to
immigration status) with incomes below 400%
of the Federal Poverty Level (FPL) are now
eligible for either Medicaid or subsidies through
the Health Insurance Marketplace.

Medicaid expansion

While the ACA expanded Medicaid coverage
up to 138% FPL, the U.S. Supreme Court
determined that the decision about whether
to expand eligibility for this program, which is
a state-federal partnership, is left to the states.
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ODJFS

Local levy

Funding streams

Key

receiving
services not
covered by
Medicaid

receiving
Medicaid
reimbursable
services

Medicaid

People with

People with

Medicaid

M

{

receiving
Medicaid
reimbursable
services

Medicaid

People with

M

Medicaid
providers

Medicaid
claims
processing and
reimbursement

Responsibility for covering
non-federal Medicaid match

Ohio Department of
Medicaid

State
Medicaid
match

Medicaid

Federal
Medicaid
match (FFP)

Health insurance marketplace subsidies (federal)

Local levy

Other state and federal funding

Local levy

Uninsured

People who are

U

coverage
receiving services
not covered by
their insurer

Marketplace

I
People
with subsidized

Services not covered by Medicaid or
other health insurance

Type of health insurance coverage

receiving
services not
covered by
Medicaid

Medicaid

People with

M

Some providers have contracts with Medicaid and ADAMH

coverage
receiving
covered services

Marketplace

People
with subsidized

I

Insurance
marketplaces

ADAMH of Franklin County network of providers of mental health and addiction
services (Non-Medicaid)

Claims processing
for non-Medicaid
services

ADAMH Board of Franklin County

OhioMHAS**

such as grants for specific
programs

Other state and
federal funding

Medicaid (community behavioral health “carve out” portion)

Uninsured

People who are

U

ADAMH of Franklin County
network of providers of mental
health and addiction services

Claims processing and reimbursement for
Medicaid and non-Medicaid services

Responsibility for covering non-federal Medicaid match

ADAMH Board of Franklin County

ODMH and ODADAS

such as grants for specific
programs

Other state and
federal funding

M

State
Medicaid
match

After Medicaid elevation, agency restructuring
and the ACA

* Limited to groups that are impacted by recent policy changes; does not include Medicare or veterans benefits.
** ODMH and ODADAS consolidated effective 7/1/13, forming the Ohio Department of Mental Health and Addiction Services (OhioMHAS)

Federal
Medicaid
match (FFP)

Medicaid

Before Medicaid elevation, agency restructuring
and the ACA

Fig. 19. Public funding streams* for community behavioral health services before and after recent policy changes
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Fig. 20. Where did Franklin County residents get health insurance
coverage before the ACA? Ages 18-64
Private
68%

Medicaid, Medicare, other public
insurance, and those with both private
and public insurance
14%

Uninsured
18%

Source: US Census Bureau, American Community Survey, 1-year estimates, 2012

Governor John Kasich included the expansion
of Medicaid coverage in the budget he
proposed early in 2013. However, the House
of Representatives removed this provision and
the budget bill was adopted without Medicaid
expansion included. The Kasich administration
requested and received federal approval of
a State Plan Amendment (SPA) to expand
eligibility, but needed approval from the Ohio
Controlling Board to expend the funds (the
first three years of the expansion is funded
by the federal government). The Controlling
Board granted approval in October 2013, but
several replacements of Controlling Board
membership took place in the House and
the Senate in order to gain sufficient votes.
Because of the SPA and the Controlling
Board action, Ohio’s Medicaid expansion is
authorized through the 2014-2015 biennium.
Some legislators have sought to limit the
Controlling Board’s scope to prevent the use
of this mechanism in the future.

The ACA is expected to benefit
people with mental illness and
substance use disorders by
expanding access to health
insurance coverage through:
• Medicaid expansion
• Private insurance plans
purchased on the Health
Insurance Marketplace
• Mandatory inclusion of a
package of Essential Health
Benefits

The question of continuing this policy beyond
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Fig. 21. Subsidized health coverage eligibility for Ohioans after the ACA and
Medicaid expansion
Medicaid eligibility before 2014

Current Medicaid and marketplace subsidy eligibility
400% FPL

400% FPL

Health insurance
marketplace
(with subsidies)

250% FPL

250% FPL

200% FPL

200% FPL

138% FPL

138% FPL

100% FPL

100% FPL

90%
FPL

Medicaid

64%
FPL

children pregnant parents childless disabled disabled2
women
adults workers1

1.
2.

Medicaid
expansion

children pregnant parents childless disabled disabled2
women
adults workers1

Disability in this category of Medicaid follows the Social Security Administration criteria for disability determination and includes both children and adults.
Through the Medicaid Buy-in for Workers with Disabilities program, people with disability who wish to work can still receive their Medicaid benefits.

For more details on Medicaid coverage for people with disabilities, see HPIO’s “Health and Disabilities Basics” publication at http://bit.ly/UWzCrY

June 30, 2015 is expected to be debated via the
2016-2017 biennial budget process (February –
June 2015). Given Governor Kasich’s ongoing
and consistent support of Medicaid expansion, it is
probable he will propose continuation of the policy.
It is likely that members of the General Assembly who
are concerned about Medicaid expansion, as well
as the cost of the Medicaid program, will introduce
policy options to limit cost growth and/or implement
expansion in a state-specific manner through a
waiver, similar to Indiana, Michigan, Arkansas and
Pennsylvania.
For now, though, expansion of Medicaid coverage
up to 138% of the Federal Poverty Level is in effect.
This Medicaid expansion significantly impacts adults
without dependent children (also known as childless
adults), as previously, Medicaid was not available
to this population. In Franklin County, an estimated
67,721 uninsured 18-64 year olds are eligible for
Medicaid due to the expansion.3 From Jan. 1 to
July 31, 2014, 28,559 Franklin County residents had
enrolled in Medicaid through the expansion, which
represents 42.2% of the eligible population in the
county.4
Ohioans can use HealthCare.gov to apply for
health coverage, including both Health Insurance
Marketplace plans and Medicaid. Ohioans also
have the option to apply for Medicaid coverage
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It is likely that members of the General
Assembly who are concerned about
Medicaid expansion, as well as the
cost of the Medicaid program, will
introduce policy options to limit cost
growth and/or implement expansion
in a state-specific manner through a
waiver, similar to Indiana, Michigan,
Arkansas and Pennsylvania.
through Ohio’s online self-serve portal, www.
benefits.ohio.gov. This website went live in October
2013 and is at the core of the state’s eligibility
modernization efforts. Ohio residents likely eligible
for Medicaid are encouraged to use benefits.ohio.
gov to apply, as healthcare.gov cannot, as of
August 2014, automatically transfer applications
for Ohioans eligible for Medicaid to the state. In
addition to applying online, applications can be
submitted at county job and family services offices
or by calling the Ohio Medicaid Consumer Hotline at
1.800.324.8680.

Consumer assistance is also provided by
local assister entities, such as navigators and
certified application counselors (CACs).
In federally-facilitated marketplace states
like Ohio, navigator programs are funded
and operated by the federal government.
Navigators assist consumers with enrollment
through the marketplace and conduct public
outreach and education activities. CACs
have similar functions to navigators, including
education and provision of application
assistance. As a result of supplemental funding
for community health centers from the federal
Health Resources Services Administration,
many CACs are providing assistance at
community health center sites.
Regional assistance coalitions have formed
across the state to help coordinate enrollment
efforts. In Franklin County, the Healthcare
Collaborative of Greater Columbus convenes
the Navigator and Certified Application
Counselor Learning Group. The group provides
individuals and organizations working on
health insurance marketplace consumer
assistance and Medicaid enrollment a space
to share best practices and learning.
Special challenges are anticipated regarding
outreach and enrollment for people with
mental illness and substance use disorders,
especially those who are also homeless. These
challenges include limited familiarity with
Medicaid and health insurance in general.
On the other hand, many people with mental
health disorders already are connected to
service delivery systems in some way, providing
an opportunity to work through those systems
for education and enrollment support.
In addition, the low-income population
is prone to income fluctuations that can
trigger changes in eligibility for Medicaid
and Marketplace coverage and migration
between the two programs, sometimes
referred to as “churning.” Such transitions
between coverage programs with varying
providers and benefits can be especially
challenging for people with mental health and
substance abuse disorders.
Medicaid expansion and the prison/jail
population
Medicaid expansion offers a unique
opportunity to improve access to health care

This Medicaid expansion
significantly impacts adults
without dependent children
(also known as childless adults),
as previously, Medicaid was not
available to this population.
for people with criminal histories while reducing
costs in the criminal justice and public health
care sectors. Offenders with mental illness or
chemical dependency cycle in and out of
local jails; many are poor and uninsured and
can gain coverage through Medicaid upon
release. Provision of health, mental health and
recovery services for people leaving prison
and jail can increase rates of reentry success
by improving their ability to work, support
themselves and abstain from substance use,
all of which have been shown to reduce
recidivism.5 Building partnerships to ensure
Medicaid enrollment before release between
jails and community providers — including
behavioral health providers on contract with
the ADAMH Board of Franklin County — is
key to maximizing the benefits of Medicaid
expansion for the prison population.

Health Insurance Marketplace

The purpose of the Health Insurance
Marketplaces, previously referred to as
“exchanges,” established by the ACA is
to help people find and purchase health
insurance and to determine if they are
eligible for subsidies. Ohio decided not
to pursue a state-based marketplace,
so Ohioans participate in the Federally
Facilitated Marketplace (FFM). This means
that Ohioans seeking health insurance and
subsidies from the Marketplace must use the
federal healthcare.gov website. People
who are eligible for Medicaid were to be
transferred automatically to state Medicaid
agencies for a final eligibility determination. As
discussed in the Medicaid expansion section,
this automatic transfer capability is not yet
operational.
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Under the ACA, individuals who are: 1)
“lawfully present,”6 2) are not eligible for
Medicaid or Medicare and, 3) do not have
access to affordable employer-sponsored
insurance that meets minimum benefit
standards are eligible to purchase health
insurance coverage through the FFM.7
Only qualified health plans (QHPs) can be
offered on the marketplace. A QHP is a
health plan that meets certain certification
requirements and minimum standards of
quality, value and benefit design. Health plans
may offer four levels of coverage, known as
“metal tiers”: bronze, silver, gold and platinum.
Platinum-level coverage will typically have
a higher premium, but provides the most
generous coverage (rated at 90 percent of
medical expenses) and often the least cost
sharing, while bronze-level coverage has
a lower premium with the least generous
coverage (60 percent of expenses) and often
the highest cost-sharing. A QHP issuer must
offer at least one silver level (70 percent) QHP
and one gold level (80 percent) QHP through
the marketplace.
Cost-sharing typically takes the form of coinsurance, deductibles and co-payments:
Co-Insurance ― A method of cost-sharing
in health insurance plans in which the
plan member is required to pay a defined
percentage of their medical costs after the
deductible has been met.
Deductible ― A set amount of medical
expenses a patient must pay before being
eligible for benefits under an insurance
program.
Co-Payment ― A fixed dollar amount paid
by an individual at the time of receiving
a covered health care service from a
participating provider. The required fee varies
by the service provided and by the health
plan.
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To help with costs, premium subsidies in the
form of tax credits are available to people with
incomes up to 400% of the federal poverty
level ($46,680 annually for an individual;
$79,160 annually for a family of 3). Cost
sharing subsidies are available to people with
incomes up to 250% of the federal poverty
level ($29,175 for an individual; $49,475
annually for a family of 3); consumers must
choose a silver level QHP to qualify for the cost
sharing subsidies.

During the initial open enrollment period,
154,668 Ohioans selected a marketplace plan.
This number includes 131,515 residents with
subsidies and 23,153 without subsidies. Countylevel enrollment numbers are not currently
available for the Marketplace.8 However, a
projected 40,661 Columbus residents will have
coverage through the Marketplace by 2016,
representing 4.77% of the population.9
While a primary goal of the ACA was to
improve the affordability of private health
insurance through subsidies and changes to
insurance regulations, some policy experts
have expressed concern that premiums
and cost-sharing may still be unaffordable
to people with low and moderate incomes.
For example, the need to meet deductibles,
which can be thousands of dollars depending
on the type of plan selected, may be
unfamiliar and frustrating, leading some
people to drop coverage, forgo services,
not pay provider bills or go into debt. The
first open enrollment period ended on March
31, 2014, and more analysis will be necessary
to examine issues related to affordability,
including how many people retain insurance.

Health insurance reforms in the ACA

In addition to Medicaid expansion and the
Health Insurance Marketplace, the ACA
includes several health insurance reforms that
apply to most forms of insurance, including
private employer-sponsored insurance.
Intended to increase access to care and
stability of insurance coverage and benefits,
these reforms include:
• Health insurers must sell and renew policies
to all who apply (known as “guaranteed
issue and renewal”)
• Insurers cannot deny coverage for a preexisting condition
• Health plans can no longer have lifetime or
annual limits
• Insurers cannot charge people with poor
health more than others; premiums can
only vary by a limited amount and only on
the basis of a few factors (tobacco use,
age, geographic area and family size)
• Insurers cannot discriminate based on a
person’s mental or physical disability
• Young adults—up to age 26 – can remain
on their parents’ health insurance, if
desired

•

Minimum requirements regarding services that
health plans must cover, including mental health
and substance abuse services and preventive
services

Remaining uninsured

While Medicaid expansion and the availability of
financial assistance to reduce the cost of private
insurance were intended to reduce the number of
uninsured, actual implementation of these provisions
has been impacted by a number of factors:
• The flawed initial implementation of the
healthcare.gov website, including the poor
functionality of the website and the lack of
automatic data exchange between the state
and federal eligibility systems
• General lack of familiarity among some people
regarding the benefits of health insurance
coverage
• Concerns among some that health insurance is
too expensive, especially when cost-sharing is
required
In addition, as of July 2014, Medicaid expansion
enrollment in Franklin County is lower than other
urban areas in Ohio, for reasons that are unclear at
this time.
Even if the issues above are resolved, there will
continue to be people without insurance in Franklin
County. For example, some residents may be
eligible for Medicaid or subsidized coverage but
choose not to enroll or purchase. Some people do
not enroll in employer-sponsored insurance for cost
reasons, even if this coverage meets the official
definition of affordability. The individual mandate
may not be robust enough to encourage all to
enroll, especially with many hardship exemptions
that can be claimed. Immigrants without
documentation are not eligible for Medicaid
or subsidies to purchase coverage through the
marketplace. In summary, the ACA is decreasing,
but not eliminating, the number of Franklin County
residents who are uninsured.
See Section 6 for data on the number of people
who are currently uninsured and enrolled in
Medicaid.

What is covered?

Historically, having health insurance has not
necessarily guaranteed access to needed
behavioral health benefits. Mental illness and
addiction services typically have not been covered
on par with services necessary to prevent and
treat conditions of the rest of the body. Two major

federal policy changes have been enacted in
recent years to address this disparity: Mental Health
Parity and Addiction Equity Act (2008) and the
Affordable Care Act (2010). The state of Ohio has
also passed bills that require coverage of specific
services.
The following policy changes to coverage of
specific benefits will be reviewed in this section:
• Essential Health Benefits (ACA)
• Marketplace coverage (ACA)
• Medicaid expansion benefits (ACA)
• Mental Health Parity and Addiction Equity Act
(MHPAEA)
• Relevant state policy changes

Essential health benefits (EHB) required by
the Affordable Care Act
The ACA requires small group and individual health
insurance plans to offer a comprehensive package
of covered items and services known as “essential
health benefits”(EHB). The ten statutory essential
benefits categories are:
• Ambulatory patient services
• Emergency services
• Hospitalization
• Maternity and newborn care
• Mental health and substance abuse treatment
• Prescription drugs
• Rehabilitative and habilitative services and
devices
• Laboratory services
• Preventive and wellness services and chronic
disease management
• Pediatric services, including oral and vision care
The EHB requirement pertains to plans offered
both inside and outside the marketplaces, with the
exception of “grandfathered” plans. Grandfathered
plans are those plans established prior to the
passage of the ACA on March 23, 2010 which have
not been substantially modified as to covered
services.10 The intent of the EHB provision is to ensure
health plans purchased by consumers and small
businesses cover a comprehensive set of health
services.
In addition to the 10 statutory categories dictated
by the ACA, the U.S. Department of Health and
Human Services (HHS) provided direction to states
to establish a benchmark that sets a minimum level
of benefit coverage for each QHP. If a state did not
choose a benchmark, the largest small group plan
in the state’s commercial market was the default. In
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Ohio, the state defaulted to the largest small
group plan sold in the state, Anthem’s Blue
6.0 – Blue Access PPO – Medical Option #D4/
Rx Option G. For dental and vision benchmark
plans, Ohio defaulted to the MetLife Federal
Dental plan and the Federal Employee
Program Blue Vision plan. Notably, individual
and small group plans must comply with
MHPAEA. Additional guidance offered by the
Ohio Department of Insurance on EHB requires
that QHPs adhere to the following:11,12
• Coverage must be substantially equal
to coverage in the Ohio EHB Benchmark
Plan, and cannot include more restrictive
quantitative limits or exclusions for EHB
benefits and services than the Ohio EHB
Benchmark Plan.
• No annual or lifetime dollar limits are
permitted on EHB benefits and services.
• Except for prescription drug benefits, a
plan may substitute benefits, or sets of
benefits, that are actuarially equivalent
to the EHB Benchmark Plan benefits
being replaced, but only within an EHB
benefit category, not between different
categories.
Regarding prescription drug coverage, each
plan must cover the greater of (i) one drug
in each United States Pharmacopeia (“USP”)
category or class, or (ii) the same number
of prescription drugs covered in each USP
category or class as the Ohio EHB Benchmark
Plan. A plan may substitute a prescription
drug(s) covered under the Ohio EHB
Benchmark Plan provided that the substitution
is in the same USP category or class as the drug
covered under the Ohio EHB Benchmark Plan.
Substitutions must be identified in a separate
document along with verification that the USP
category or class of the substituted drug is the
same as the drug covered under the Ohio EHB
Benchmark Plan.
The ACA also requires that insurance plans
must provide certain preventive services
without additional cost to consumers.
Preventive services most relevant to behavioral
health include:13
• Depression screening for adults and
children
• Alcohol misuse screening and counseling
for adults and adolescents
• Tobacco use screening and cessation
for adults, and expanded counseling for
pregnant tobacco users
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It is important to note that selfinsured plans are not required
to provide EHB. In 2011, 59.8%
of “private-sector enrollees”
in Ohio were enrolled in selfinsured plans.
•
•
•

Domestic and interpersonal violence
screening and counseling for women
Behavioral assessments for children of all
ages
Developmental screening for children
under age 3, and surveillance throughout
childhood

It is important to note that self-insured
plans are not required to provide EHB. A
self-insured plan is a group health plan in
which the employer assumes the financial
risk for providing health care benefits to its
employees. In 2011, 59.8% of “private-sector
enrollees” in Ohio were enrolled in self-insured
plans,14 which equates to about 3.4 million
Ohioans.

Benefits covered by Health Insurance
Marketplace plans

Specifically, QHPs are required to:
• Cover the “essential health benefits” (EHB)
(comprehensive package of covered
items and services)
• Be offered by a health insurance issuer that
is “licensed and in good standing” with the
state
• Offer plans that fall within the bronze, silver,
gold, platinum or catastrophic cost sharing
tiers
• Offer at least one silver and one gold level
QHP through the marketplace
•
•

Include an adequate provider network
including “essential community providers”
(ECP)
Limit out of pocket spending by consumers
to $6,350 for single coverage and $12,700
for family coverage in 2014

Medicaid benefits

Ohio Medicaid covers an array of behavioral
health services. See Appendix F for details.

Mental Health Parity and Addiction
Equity Act (MHPAEA)

The Mental Health Parity and Addiction Equity
Act (MHPAEA), a federal law passed in 2008,
required that group health insurance plans
(with some exceptions) that provide mental
health and substance benefits ensure that:
• Financial requirements that are applied to
mental health or substance use disorder
benefits are no more restrictive than the
predominant financial requirements that
are applied to substantially all medical/
surgical benefits. The statute defines
“predominant” as the most common
or frequent of such type of limitation or
requirements.
• There are no separate cost-sharing
requirements that apply only to mental
health or substance use disorder benefits.
• Treatment limitations that are applied to
mental health or substance use disorder
benefits are no more restrictive than the
predominant treatment limitations that are
applied to substantially all medical/surgical
benefits.
• There are no separate treatment limitations
that apply only to mental health or
substance use disorder benefits.
• The criteria for medical necessity
determinations with respect to mental
health or substance use disorder benefits
are made available to any current or
potential participant, beneficiary, or
contracting provider upon request.
• The reason for any denial of reimbursement
or payment for services with respect to
mental health or substance use disorder
benefits is made available within a
reasonable timeframe to participants and
beneficiaries upon request.
• If a plan provides out-of-network coverage
for medical/surgical benefits, it provides
out-of-network coverage for mental health
or substance use disorder benefits as well.15
Note that the federal law did not require
provision of mental health and addiction
services; instead it mandated that if these
services are offered, then they must be offered
in a manner on par with medical/surgical
services. Also, MHPAEA initially only applied
to employers with more than 50 employees.
The ACA expanded MHPAEA requirements
to the individual and small group markets as
well by requiring that all individual and smallgroup plans both inside and outside of the

insurance marketplace comply with essential
health benefit requirements (described
above). Plans that are self-funded or state
and local government plans can opt out of
compliance.16
While the intention of the law is clear,
implementation of the law has been
challenging. An Interim Final Rule to begin to
lay out implementation details was released
Feb. 2, 2010,17 but the Final Rule was not issued
until Nov. 13, 2013, with an effective date of
July 1, 2014.18 The rule defines how specific
provisions of the law are to be carried out and
how comparisons are to be made, such as:
• Laying out six categories of services
(in-network inpatient, out-of-network
inpatient, in-network outpatient, out-ofnetwork outpatient, emergency care and
prescription drugs) to which insurers must
make comparisons between mental health
/substance abuse services and medical/
surgical services in determining parity.
• Stating that intermediate levels of care,
such as intensive outpatient, partial
hospitalization, and residential, should be
assigned to the same category as the plan
or issuer would assign intermediate levels of
service for medical/surgical conditions.
• Changing how Non-Quantitative
Treatment Limitations (NQTLs), such as prior
authorization, are viewed.
• Explaining that “issuers may consider
a wide array of factors in determining
provider reimbursement rates” as long
as these are applied comparably.
Differences in rates alone do not mean
that the rate setting methodology was
flawed.
Litigation related to MHPAEA has focused on
a number of issues including differences in
pre-approval and review processes, provider
reimbursement methodologies, network
adequacy and access standards, and scope
and duration of services provided for mental
health benefits compared to medical benefits.
The first court case to interpret MHPAEA ruled
that an insurance plan bears the burden
of proof in justifying treating mental health
claims differently from other medical claims
based on clinical standards of care. Within
the past two years, at least two other lawsuits
have been filed in the US related to MHPAEA.
Litigation is still pending in the judicial system
and additional cases are likely to be filed in
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Note that the federal law did
not require provision of mental
health and addiction services;
instead it mandated that if
these services are offered,
then they must be offered in a
manner on par with medical/
surgical services.
the future. The courts’ rulings on these cases
could significantly impact implementation and
enforcement of the law.
While the federal mental health parity and
addition equity law does not require provision
of services for mental illness and addiction,
Ohio law has coverage mandates for
“biologically based mental illness” and some
substance abuse treatment. See Appendix
F for more details about these coverage
mandates.

Summary of changes to what gets
covered

Figure 22 provides a summary of the types
of services that are covered by Medicaid,
Medicare and private health insurance
plans after implementation of the ACA and
MHPAEA. This analysis shows that people who
are uninsured will continue to need assistance
to pay for the entire range of community
behavioral health services — from treatment
to support services to prevention. For those
with Medicaid or other forms of insurance,
many—but not all—treatment services are
covered. Overall, the need for support services
and community-based prevention, which
are typically not reimbursed by Medicaid or
private insurance, are unlikely to be impacted
by Medicaid expansion or increased
availability of affordable health insurance. A
strong role remains, therefore, for local boards
to invest in support services and treatment
post-ACA.
Section 5 of this report includes a more
detailed version of this table that describes
coverage for specific services along SAMHSA’s
continuum of care.
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Ohio Medicaid reforms

As a result of the ACA and many Ohiobased reforms led by the Office of Health
Transformation, the health care system is
currently undergoing changes to the way
health care is delivered and reimbursed. A
greater focus on coordinated care, including
the integration of mental and physical health,
and the transition from “paying for volume”
to “paying for value” may have positive
implications for people who use behavioral
health services.
Appendix F includes information about several
relevant reforms: Medicaid health homes;
patient-centered medical homes; episodebased payments; MyCare Ohio; and the Joint
Medicaid Oversight Committee.

Other relevant state policy
changes
OhioMHAS Strategic Plan

The newly consolidated agency, Ohio Mental
Health and Addiction Services (OhioMHAS),
released a Strategic Plan in October 2013. This
includes several priorities for state investments
that have implications for local behavioral
health boards. Overall, relevant sections of
this plan signal a shift toward investments
in recovery supports (such as housing and
employment); a future transition to Medicaid
reimbursement for Peer Support, Assertive
Community Treatment (ACT) and Intensive
Home-Based Treatment (IHBT); and a focus on
prevention, early intervention and emerging
young adults. Specific provisions that may
have implications for the ADAMH Board of
Franklin County’s portfolio of services include:
•

Housing:
◦◦ The “Recovery Requires a
Community—Money Follows the
Person” initiative aims to transition
individuals with severe and persistent
mental illness (SPMI) or serious
emotional disturbances (SED)
from institutional settings into the
community. More details are included
in the Housing section below.
◦◦ Funding and technical assistance for
development of permanent housing
units and other housing supports

Fig. 22. General summary of covered and uncovered behavioral health
services

Insurance Status
Uninsured
(includes some
services historically
covered by local
ADAMH board)

Medicaid

Medicare and private
insurance required to
adhere to ACA EHB and
MHPAEA coverage and
parity requirements

Treatment and other
health services
Such as CPST,
medication
management,
individual and group
counseling, crisis
residential, partial
hospitalization,
and inpatient
hospitalization

All services uncovered

Covered services*

Covered services*

Some uncovered services
(i.e. inpatient treatment for
people aged 21-64 who
reside in facilities that meet
the Federal definition of an
institution for the treatment
of mental disease, Intensive
Home-based Treatment,
or more than 30 hours of
counseling with MHA certified
provider for people NOT in
expansion group)

Some uncovered services**

Supportive services/
Non-health services
Such as vocational/
employment services,
housing, peer support
and family support,
and prevention

All services uncovered

All services uncovered

All services uncovered

Screening/Secondary
Prevention
Such as depression
screening, alcohol
misuse screening and
counseling, tobacco
use screening,
domestic violence
screening for women,
and behavioral
assessments for
children

All services uncovered

Covered services

Covered services

All services uncovered

All services uncovered

Type of
service

All services uncovered
Universal Prevention
Such as primary
prevention,
community-based
prevention programs,
and early intervention
programs

Shaded area = Potential unmet needs addressed by ADAMH/ ADAMH providers
* It is important to note that some services may be covered, but the consumer may be responsible for cost-sharing
(deductible, co-payments, co-insurance). In addition, quantitative limitations may be placed on benefits, as long as no
more restrictive that medical/surgical benefits.
** While unclear at this point, there may be uncovered services in the private insurance market, even with EHB and
MHPAEA.
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◦◦

•
•
•

•

•

Incentivize increased utilization of local
mental health and addiction services
for Adult Care Facility (ACF) and Adult
Foster Home (AFoH) residents
Employment: Funding and technical
assistance for Supported Employment
programs
Peer support: Preparation for a future State
Plan Amendment that would allow for
Medicaid reimbursement for Peer Support
ACT and IHBT: Preparation for a future
State Plan Amendment that would allow
for Medicaid reimbursement for ACT and
IHBT
Prevention and early intervention:
◦◦ Public awareness campaigns aimed at
young adults regarding help-seeking,
drug use, and problem gambling.
◦◦ Development of an “Ohio Coalitions
of Excellence” program to recognize
model substance abuse prevention
coalitions at the local level.
◦◦ Funding, training, and technical
assistance to support linkages between
criminal justice and community
behavioral health.
◦◦ Expansion of the ENGAGE (Engaging
the New Generation to Achieve their
Goals through Empowerment) program
for youth and young adults (ages 1421) with serious emotional disturbances
or serious mental illness.
Opiate addiction: Pilot programs for
drug courts and pregnant and addicted
mothers, and efforts to improve use of
medication-assisted treatment.

As OhioMHAS continues to move forward with
the strategic plan, it is likely that investments
will be limited in terms of amount of funding,
local match requirements, service and
program parameters and length of time during
which state funding will be available.

Housing

OhioMHAS’ focus on housing is of particular
relevance to local ADAMH boards. Recent
policy changes include Recovery Requires a
Community and housing-related provisions in
the Mid-Biennial Review bill, described below.
OhioMHAS’ Recovery Requires a Community
program is designed to provide state resources
that will enable people diagnosed with serious
and persistent mental illness (SPMI) and are
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in an institutional setting and wish to live in
the community to do so. Resources can be
used for housing assistance, debt elimination,
supplemental independent living assistance
and other services the person needs to
transition to a non-institutional community
setting. The program is meant to “fill the
gap” when no other resources can meet the
need of the individual. Recovery Requires a
Community is time and scope limited and
requires pre-approval. After the time limit is
exceeded, financial responsibility is shifted to
local behavioral health boards and/or other
local funders.
Working through the local ADAMH boards,
Recovery Requires a Community allocates
resources for communities to assist individuals
in institutional settings to transition into the
community, although it is not meant to be
a permanent housing subsidy. While the
federal government provides housing subsidies
that are managed locally by the Columbus
Metropolitan Housing Authority (CMHA), the
demand exceeds the supply for this assistance.
The lack of sustained federal or state funding
for housing presents challenges not only for
people who are in institutions, but for those
who live in the community as well.

Mid-Biennial Review Bill

While the state’s budget is created every
two years, Governor Kasich has adopted
a practice of proposing a Mid-Biennial
Review (MBR) Bill. In late June 2014, several
behavioral health policy changes were made
in HB 483, one of the MBR bills. During the
biennial budget process, $100 million was
appropriated by the House for the mental
health and addiction system (HB 59) in lieu
of expanding Medicaid coverage. Of this,
$47.5 was earmarked for local ADAMH boards.
When Medicaid expansion occurred, both
OhioMHAS and the legislature decided to
revise how these funds could be spent at the
local level, ultimately reaching consensus on
a specific approach that was adopted in HB
483:
• Tobacco use prevention programs,
including Start Talking! ($6.5 million)
• Increased licensed community-based
housing for people in crisis through the
Residential State Supplement program
($7.5 million)

•

•
•

Expanded access to recovery housing, which
provides safe and healthy environments to
support residents recovering from drug addiction
($5 million)
Additional county drug support staff to ensure
offenders comply with treatment($4.4 million)
Addiction and mental health recovery supports,
with an emphasis on crisis services and housingrelated changes ($24.1 million)

services for all levels of opioid and co-occurring drug
addiction.

Initially, HB 369 focused entirely on opioid addiction
treatment services and recovery housing, but was
subsequently incorporated into the main MBR bill, HB
483. In addition to the provisions highlighted above,
HB 483 requires that an ADAMH board’s continuum of
care must include an array of treatment and support

In July and August 2014, OhioMHAS released a
number of RFPs related to the above funding
allocations. Some local communities may
experience a net funding gain as a result of these
changes, while others may experience a net loss.
ADAMH of Franklin County currently estimates that
the board will receive almost $4 million less in state
General Revenue Funding for SFY 2015 compared
to SFY 2014 (See Figure 23). Instability and reductions
in state funding present ongoing challenges for
the board and underscore the importance of
maintaining local levy funds.

Fig. 23. ADAMH Board of Franklin County state General Revenue Funding (GRF),
Calendar years 2008-2013 actual and 2014-2015 estimated
$28,606,399

$18,639,365
$19,081,014
$15,935,381

$9,037,069
$7,164,261

$5,046,487
$3,173,456

2008

2009

2010

Source: The ADAMH Board of Franklin County

2011

2012

2013

2014

2015

Estimated
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5 Types of services needed
Analysis of covered and
uncovered behavioral health
services after implementation of
the Affordable Care Act (ACA)
and the Mental Health Parity and
Addiction Act (MHPAEA)

The U.S. Substance Abuse and Mental
Health Services Administration (SAMHSA) has
articulated a vision for a “good and modern
addictions and mental health service system”
that supports optimal health and productivity.19
This framework includes a broad continuum of
recommended prevention, early intervention,
treatment and support services. Figure 30
lists the services included in this SAMSHA
framework. The list begins with those services
that are most acute and delivered typically
with in a health care setting (i.e. hospital,
provider office, residential treatment setting)
and moves towards those services that are
delivered in a community setting.20
Figure 30 is intended to provide a rough
depiction of the recommended service
continuum, highlighting potential coverage
gaps and unmet needs. Service definitions
vary across payers, making it difficult to
define precisely what is covered and what
is uncovered. Also, MHPAEA rules just went
into effect for plans effective July 1, 2014, so
it is challenging to identify all covered and
uncovered services at this point. Importantly,
in the private insurance sector, a service may
be covered, but there may be cost-sharing
requirements and benefit limits that are barriers
to access.
This analysis highlights services that are
not currently covered by Medicaid, or
are covered by Medicaid with significant
restrictions. The diamond symbol in the table
signifies services not covered by Medicaid,
but paid for by the ADAMH Board of Franklin
County in 2012 or those that could be covered
by ADAMH in the future. These are services
that are regarded to be important elements
of a comprehensive behavioral health system,
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but are likely not covered by Medicaid or
other payers. The ADAMH Board of Franklin
County, therefore has a role to play in serving
as a “payer of last resort” for the following
services from the SAMHSA continuum:
• Acute intensive services
◦◦ Peer-based crisis
◦◦ 23 hour crisis stabilization
◦◦ 24/7 crisis hotline
• Out-of-home residential services
◦◦ Crisis residential/stabilization
◦◦ Clinically-managed 24-hour care
◦◦ Clinically-managed medium intensity
care
◦◦ Adult mental health residential
◦◦ Children’s mental health residential
◦◦ Therapeutic foster care
• Intensive support services
◦◦ Assertive Community Treatment (ACT)
◦◦ Intensive Home-Based Treatment (IHBT)
◦◦ Multi-Systemic Therapy (MST)
• Medication services
◦◦ Medication Assisted Therapy for
addiction
• Outpatient services
◦◦ Family therapy
◦◦ Multi-family therapy
• Prevention (including promotion)
◦◦ Brief motivational interviews
◦◦ Wellness recovery support
◦◦ Warm line
• Community support (rehabilitative)
◦◦ Supported employment
◦◦ Permanent supported housing
◦◦ Recovery housing
◦◦ Therapeutic mentoring
• Other supports (habilitative)
◦◦ Respite
◦◦ Supported education
• Recovery supports
◦◦ Peer support
◦◦ Recovery support coaching
◦◦ Recovery support center services
◦◦ Supports for self-directed care
◦◦ Continuing care for substance abuse
disorders

Fig. 24. Covered and uncovered behavioral health services after implementation of the
Affordable Care Act (ACA) and the Mental Health Parity and Addiction Act (MHPAEA)
Key
♦

Services covered by Medicaid, Medicare and/or private insurance
Services not covered
Services paid for by the ADAMH Board of Franklin County in 2012
Services NOT covered by Medicaid (or covered by Medicaid with restrictions) that were paid for by the ADAMH Board
of Franklin County in 2012

Payers
Types of services

From SAMHSA’s “Good and Modern
Addictions and Mental Health
Service System” continuum*

ADAMH Board of
Franklin County
(payer of last resort)

Medicaid

Medicare and private
insurance

Acute Intensive Services
Mobile crisis

Covered as MH crisis intervention for
clinical assessment and referral

Medically monitored intensive inpatient

Covered for expansion population;
non-expansion population limited to 30
days annually

Some coverage, but may be cost
sharing & benefit limits

Covered as MH crisis intervention or
med/somatic (under EHB 1)

Likely some coverage, but may be
cost sharing & benefit limits

Peer-based crisis

♦

Urgent care
23 hour crisis stabilization

♦

Likely some coverage, but may be
cost sharing & benefit limits

24/7 crisis hotline

♦

Some level of service may be
accessible through nurse hotlines

Out-of-Home Residential Services
Crisis residential/stabilization

♦

Not covered for people aged 22-64
who reside in facilities that meet the
Federal definition of an institution for the
treatment of mental disease

Likely some coverage, but may be
cost sharing & benefit limits

Clinically managed 24-hour care

♦

Not covered for people aged 22-64
who reside in facilities that meet the
Federal definition of an institution for the
treatment of mental disease

Likely some coverage, but may be
cost sharing & benefit limits

Clinically managed medium intensity
care

♦

Not covered for people aged 22-64
who reside in facilities that meet the
Federal definition of an institution for the
treatment of mental disease

Some coverage, but may be cost
sharing & benefit limits

Adult mental health residential

♦

Specific “treatment services” may be
covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

Children’s mental health residential
services

♦

Specific “treatment services” may be
covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

Youth substance abuse residential

♦

Specific “treatment services” may be
covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

Therapeutic foster care

Specific “treatment services” may be
covered under FFS or MCO

Intensive Support Services
Substance abuse intensive outpatient

Covered

Some coverage, but may be cost
sharing & benefit limits

Substance abuse ambulatory
detoxification

Covered

Some coverage, but may be cost
sharing & benefit limits

Partial hospital

Covered but defined more broadly to
include Day Habilitation

Some coverage, but may be cost
sharing & benefit limits

Assertive community treatment (ACT)

♦

Bundled services not covered. Specific
services may be billed and reimbursed
separately

Some specific services may be
covered, but may be cost sharing
& benefit limits

Intensive home based treatment (IHBT)

♦

Bundled services not covered. Specific
services may be billed and reimbursed
separately

Some specific services may be
covered, but may be cost sharing
& benefit limits

Multi-systemic therapy (MST)

♦

Bundled services not covered. Specific
services may be billed and reimbursed
separately

Some specific services may be
covered, but may be cost sharing
& benefit limits

Covered as CPST or health home

May be covered, depending on
insurance plan design/model

Intensive case management
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Fig. 24. Cont.
Types of services

From SAMHSA’s “Good and Modern
Addictions and Mental Health
Service System” continuum*

Payers
ADAMH Board of
Franklin County
(payer of last resort)

Medicaid

Medicare and private
insurance

Outpatient services
Individual or group evidence based
therapies

Covered; MH services limited to 52 hours
per year for adults; AOD services limited
to up to 30 hrs/wk when combined with
case management & medical somatic
for non-expansion; no limits for expansion

Family therapy

♦

Multi-family therapy

♦

Consultation to caregivers

Some coverage, but may be cost
sharing & benefit limits

Covered for MH services when the
primary patient is under age 21 and
interventions are directed at addressing
the MH issues.

Covered as CPST, AOD case
management, or health home

Healthcare Home/Physical Health
General and specialized outpatient
medical services

Covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

Acute primary care

Covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

General health screens, tests, and
immunizations

Covered under FFS or MCO

Some coverage, but may be cost
sharing & benefit limits

Comprehensive care management

Covered if in health home or MCO care
management program

May be covered, depending on
insurance plan design/model

Care coordination and health promotion

Covered if in health home or MCO care
management program

May be covered, depending on
insurance plan design/model

Comprehensive transitional care

Covered if in health home or MCO care
management program

May be covered, depending on
insurance plan design/model

Individual and family support

Covered if in health home or MCO care
management program

Referral to community services

Covered under CPST, AOD case
management, health home or MCO
care management program

May be covered, depending on
insurance plan design/model

Covered; MH services limited to 24
hours per year for adults; no limits for
expansion population

Some coverage, but may be cost
sharing & benefit limits

Covered; MH services limited to 24
hours/yr for adults; no limits for expansion
population

Some coverage, but may be cost
sharing & benefit limits

Assessment

Covered; MH services limited to 4
hrs annually for adults; no limits for
expansion population

Some coverage, but may be cost
sharing & benefit limits

Specialized evaluations (psychological,
neurological)

Covered; MH services limited to 4
hrs annually for adults; no limits for
expansion population

Some coverage, but may be cost
sharing & benefit limits

Service planning (including crisis
planning)

Covered as Health Home, CPST, or AOD
case management

Consumer/family education

Covered as Health Home, CPST, or AOD
case management

Outreach

Covered as Health Home, CPST, or AOD
case management

Medication Services
Medication management

Pharmacotherapy (including Medication
Assisted Therapy) for addiction treatment

♦

Laboratory services

Engagement Services

Prevention (including Promotion)
Screening, brief intervention, and referral
to treatment
Brief motivational interviews
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Covered for medical professionals only

♦

Likely covered, but may be cost
sharing

Fig. 24. Cont.
Types of services

From SAMHSA’s “Good and Modern
Addictions and Mental Health
Service System” continuum

Payers
ADAMH Board of
Franklin County
(payer of last resort)

Medicaid

Medicare and private
insurance

Prevention (including Promotion) (cont.)
Screening and brief intervention for
tobacco cessation

Covered for medical professionals only

Parent training

Covered as BH counseling or CPST if
addressing a MH/AOD issue specifically;
may be offered by some MCOs

Facilitated referrals

Covered under Health Home or MCO

Relapse prevention

Covered under AOD case management

Wellness recovery support
Warm line

Covered by Medicare, may be
covered by some private insurers

♦
♦

Community Support (Rehabilitative)
Parent/caregiver support

Covered as CPST or AOD case
management

Skill building (social, daily living,
cognitive)

Covered as CPST or AOD case
management

Case management

Covered as CPST or AOD case
management

Behavioral management

Covered as BH Counseling, CPST, or AOD
case management

Comprehensive community support

Covered as CPST or AOD case
management

Supported employment
Permanent supported housing
Recovery housing
Therapeutic mentoring

♦
♦
♦
♦

Day habilitation

May be covered, depending on
insurance plan design/model

Covered as CPST
Covered as CPST

Covered as partial hospitalization

Other Supports (Habilitative)
Personal care
Homemaker
Respite
Supported education

♦
♦

Covered by some MCOs

Transportation

Covered by MCOs

Assisted living

Covered by MCOs

Recreational services
Interactive communication technology
devices

Recovery Supports
Peer support
Recovery support coaching
Recovery support center services
Supports for self-directed care
Continuing care for substance use
disorders

•
•

♦
♦
♦
♦
♦

FFS=Fee for Service
MCO=Managed Care Organization

* SAMHSA. Medicaid handbook: Interface with behavioral health services. Module 3. 2013. (downloaded August 2014 from http://store.
samhsa.gov/shin/content/SMA13-4773/SMA13-4773_Mod3.pdf
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Prevention

It is important to note that the SAMHSA
continuum of services listed in Figure 30 does
not mention specific health promotion or
universal prevention activities, although there is
clearly a role for ADAMH to play in expanding
these types of prevention strategies in Franklin
County. Universal prevention strategies
are directed at the entire population and are
likely to provide some benefit to all. Examples
include social skills training for all children
in a school district to prevent bullying and
teen dating violence or media campaigns
to encourage parents to talk to their children
about drug and alcohol use.

Provider, consumer and
immigrant/refugee perspectives
on unmet service needs
Specialized programming for specific
populations

The provider survey conducted for this needs
assessment asked respondents to indicate
if their organization provides specialized

programming for specific groups of Franklin
County residents. As shown in Figure 25,
more than half of those surveyed said that
they provided services for the criminal
justice/re-entry population (63% of ADAMH
network providers surveyed). Almost onethird of ADAMH-network respondents said
that their organization provides specialized
programming for immigrants/refugees (31%).
The two focus groups with ADAMH-network
providers conducted for this needs assessment
included discussion of new and emerging
populations with behavioral health needs.
A few providers mentioned the surge in
controlled substance users. After specifying
that they were referring to heroin and cocaine
usage, many other providers agreed that they
are seeing or hearing of these populations
appearing more frequently. Following up
on the increased presence of controlled
substance users, service providers expressed
a need for more detox beds in the county for
people who are considered be indigent.

Fig. 25. Does your organization have specialized programming to serve the following
population? (n=18)
What is your affiliation with the ADAMH
Board of Franklin County?
ADAMH
contract
provider

Non-ADAMH
contract
provider

Total

Does your organization have specialized programming to serve the following population? Check all that apply.
Immigrants/refugees

5
31.3%

0
0.0%

5

LGBTQ persons

6
37.5%

0
0.0%

6

Homeless persons

3
18.8%

0
0.0%

3

Addicted/pregnant women

3
18.8%

0
0.0%

3

Persons who are intravenous/injection drug users (IDU)

4
25.0%

1
50.0%

5

Individuals with tuberculosis and other communicable diseases

0
0.0%

0
0.0%

0

Veterans

5
31.3%

0
0.0%

5

Deaf/hard-of-hearing persons

3
18.8%

1
50.0%

4

Criminal justice/re-entry population

10
62.5%

2
100.0%

12

Total

16
100%

2
100%

18

Source: ADAMH Board of Franklin County Needs Assessment Provider Survey, 2014.
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Many service providers talked about the
diversity of people served in the community
behavioral health system. In both of the
provider focus groups, service providers
noted that they have observed a change
in the racial makeup of people served. One
participant indicated that the changes may
be due to the rise in opiate use in Franklin
County, as service providers are seeing diverse
populations use opiates. One service provider
explained that she is seeing more men of
color seeking mental health services. This was
echoed by another service provider who
reported seeing more Somali males seeking
services after being involved in the legal
system.
There is also a growing number of people who
were born in other countries seeking services.
With more diverse populations seeking
services, service providers specified the need
for culturally appropriate and sensitive service
providers and interpreters working with these
populations. In addition, the service providers
clarified that finding culturally appropriate and
sensitive service providers and interpreters is a
common challenge.
For some organizations, specifically
organizations that work with youth and
transition-aged populations, the average age
of people seeking services has decreased.
One service provider pointed out that five
or six years ago, his organization provided
behavioral health services for youth that
typically fell in the age range of 13-17 years
old. Now, they are generally between 7 and
12 years old. Moreover, three service providers
agreed that there are not many resources for
youth with dual diagnoses or youth who are
transitioning from the youth system to the adult
system.

Consumer perspectives on unmet
needs

Participants in the consumer focus group
conducted by CRP for this needs assessment
were all affiliated with the P.E.E.R. (Peers
Enriching Each other’s Recovery) Center,
a program designed to link those currently
struggling with mental health or addiction
issues with others who have struggled with
those issues in the past. These participants
identified housing as a major unmet need

and also discussed concerns about lack of
coordination and cooperation between
service providers.
Housing needs
ADAMH consumers often have substantial
housing needs and many are going through
the shelter system while seeking services.
During the focus groups, some people
expressed that while shelters are meeting
primary housing needs, the current shelter
environment does not include an adequate
code of conduct to protect vulnerable
people. As a result, shelters are perceived by
some to be dangerous places. Additionally,
participants mentioned that shelters are not
always adequately equipped to handle
individuals with behavioral health concerns.
One focus-group participant observed that
some individuals would prefer to live on the
streets rather than to go to a shelter due to the
fear of violence and victimization.
As noted by multiple focus-group participants,
waitlists for transitional and permanent
supportive housing are long. Several explained
that some housing is available but accessing
this housing can be challenging. For example,
one said that individuals have to wait 120
days to get into federal housing, while another
commented on the unsatisfactory customer
service and the poor conditions of federal
housing. On the other hand, some focus-group
participants noted the availability of housing
for specific groups, such as veterans. While
this allows housing programs to target specific
vulnerable populations, it also leaves gaps in
meeting the needs of the broader community.
In addition, participants reported that housing
to support individuals in recent recovery or
detox is almost always at capacity. Some
were adamant about the need for housing
specifically for individuals who are detoxing
from controlled substances. One focusgroup participant explained that behavioral
health needs in this context are extremely
time sensitive. As a result of long waiting
lists, service providers miss opportunities to
provide treatment and supportive services to
consumers in immediate need. For example,
one person stated, “People are at a breaking
point…two days later they will be high again…
and won’t seek help again.”
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A consumer suggested the use of vacant
buildings, specifically vacant warehouse
space, to provide housing and treatment
services, which would increase behavioral
health capacity. He maintained that if the
system is moving toward integrated healthcare
and health homes, then repurposing
underutilized buildings is a good option.

closely with immigrants and refugees, including
but not limited to the Somali, Indian, Middle
Eastern, East Asian, and Hispanic populations.
Participants in this focus group also identified
housing as a major unmet need. In addition,
they identified several barriers to accessing
services and potential ideas for overcoming
them.

Coordination and cooperation between
providers
Some focus-group participants perceived
competition between agencies for funding.
Some also noted that lack of communication
complicates the process of connecting
people with the services they need and that
improved communication between partner
agencies would avoid confusion for potential
clients. According to one focus group
participant, “we might give a resource, but
the place is shut down and we don’t know it.”
One mentioned, “[I] don’t understand why you
need to leave one shelter and go to another,
it’s counter-productive.” If the agency does
not fully explain the reasoning behind that shift,
it may not make sense to the client.

Awareness and stigma
Focus group participants reported that many
immigrants and refugees have a poor or
low level of understanding regarding what
behavioral health resources are available and
how to access them. This unfamiliarity with the
system makes accessing behavioral health
care difficult. In particular, one participant
expressed the opinion that knowledge
surrounding the behavioral health system is
non-existent, unless an individual was born in
the United States or has an interest in mental
health. Focus group participants recognized
that billboards and commercials for ADAMH
are often in English; this example illustrates
how marketing by the ADAMH board and its
contract providers may exclude portions of the
community.

In order to overcome barriers to treatment and
supportive services, focus-group participants
recommended:
• Creating resource banks listing available
treatment and supportive services
• Encouraging supportive service agencies
to coordinate and communicate with
each other more frequently; this includes
increased communication between
agencies and shelter networks
• Using secret shoppers to go to shelters to
experience and check on conditions
• Focusing on outcomes rather than
productivity when evaluating a program or
system’s effectiveness
In particular, participants agreed that the
resource banks listing would be a great
resource for the P.E.E.R. Center. In general,
many of these potential solutions highlight
a need for more consistent coordination
between providers and between providers
and people who use their services.

Immigrant and refugee perspectives
on unmet needs

For the immigrant and refugee focus group,
CRP spoke with community leaders who work
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In order to increase awareness and
understanding of ADAMH contract providers
and the services offered, one community
member suggested that the ADAMH Board of
Franklin County reach out to immigrant and
refugee communities by visiting their resource
centers and places of worship and providing
them with contact information and brochures.
For some immigrant and refugee communities,
cultural values limit their familiarity with the
behavioral health system. For example, one
community member explained that the
people she works with organize around a
religion that forbids the use alcohol and other
drugs. Complicating that is the fact that
members of that religion seek help from their
own community. Therefore, when members
of the community struggle with alcohol and
other drug issues, they do not speak about
it internally because of religious beliefs, and
they are not sure where to go outside of their
community for assistance.
Isolated or insular communities are not
uncommon in immigrant and refugee groups.
One person pointed out that members of her

community desire to be served by people
who are like them, who speak their language,
and who provide a familiar face. Therefore, if
immigrants have limited access to culturally
relevant service providers, they also have
limited access to services.
Cultural competency
One community member stressed the need
for service providers to understand cultural
beliefs and to know how communities prefer
to handle behavioral health concerns. For
example, participants mentioned that mental
health issues are strongly stigmatized in the
Asian community. Also, if mental health
concerns are not addressed when they first
emerge, they can become an emergency.
One unique, culturally-competent service
is Trauma Healing Programs. This service
provides support for refugee populations who
have experienced physical violence, sexual
violence, and other trauma in their home
countries or refugee camps. The Trauma
Healing Programs also make an effort to go
out into the community, knowing that many
immigrants and refugees will not come to
ADAMH to seek help on their own.
At times, there are behavioral health
providers who attempt to connect with the
immigrant and refugee population but miss
the mark. One community member noted
that organizations are hiring translators or
interpreters that are not native speakers or
do not understand the culture. For example,
some translators or interpreters provide literal
translations that are of little value because the
translation does not explain what a consumer
is experiencing. One community member
observed an interpreter explaining that a
woman said someone came to her and took
her to the sky, which was a literal translation
of what the woman said. If the interpreter
had known about the culture, they would
have been able to inform the service provider
that the woman was having nightmares.
Inaccurate or insufficient translations are a
substantial barrier to effective behavioral
health care and many focus group
participants stressed the importance of
language and cultural competence. One

participant noted, “Interpreters are not
enough. ADAMH needs to hire someone
who knows the culture, the region, and the
language.”
Some of the community members expressed
their desire to see ADAMH fund grants for
capacity building and community health
liaisons. Those individuals would be community
members trained in behavioral health. They
would not be direct service providers but they
would have the trust of the community, while
helping individuals navigate the behavioral
health system and providing interpretation
services if needed.
Housing
One community member indicated a growth
in the number of older individuals and women
who are experiencing homelessness due to
mental health concerns. In some communities,
religious institutions are responding to housing
needs. For example, temples provide
temporary housing; however, they are only
providing shelter for men. For older individuals,
families are expected to provide care.
Another community member indicated the
need for housing initiatives for the re-entry
population. She explained that many refugees
come with extended family members. If they
are incarcerated, they may lose contact
with their family. When they are released,
they often do not know anyone and cannot
connect to support systems and services.
Therefore, supportive housing may assist with
connecting to resources as well as beginning
to heal from trauma.
Finally, community members indicated that
any housing-specific program needs to focus
on specific needs or populations. The city-wide
initiatives are too generalized and can ignore
hard to reach populations. One community
member proposed a shift in the way the
community regards behavioral health. She
suggested that behavioral health treatment
and supportive services be comprehensive
and include physical health, mental health, a
social component, housing, etc. “We should
shift our way of thinking from just behavioral
health to holistic health,” said this participant.
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6 Demand for services
Demand for ADAMH-funded mental health
and addiction services is largely driven by
three factors:
• Size and composition of the overall county
population
• Prevalence of mental illness and substance
abuse/dependence conditions
• Insurance coverage status of the
population
As discussed in Section 3 of this report, the
size of the Franklin County population has
grown over the past decade and is projected
to continue growing in the coming years.
In addition, Franklin County is becoming
increasingly diverse and is slightly younger than
other Ohio counties (see Figures 5 and 9).

Prevalence of mental illness and
substance abuse/dependence
conditions

Prevalence refers to the percent of a
population who are affected by a condition
in a given period of time. Prevalence of
behavioral health conditions is typically
estimated based on surveys of random
samples of the population. The Substance
Abuse and Mental Health Services
Administration’s (SAMHSA) National Survey
of Drug Use and Health (NSDUH) is a widelyused source of prevalence data. NSDUH data
is reported at the national, state, and substate level. Within Ohio, NSDUH prevalence
estimates are available for the larger counties,
including Franklin County. This ability to
estimate prevalence rates specifically for
Franklin County is a major strength of this data
source.
There are, however, several limitations to
the NSDUH data source as it pertains to this
county-level needs assessment. First, SAMHSA
only reports the county-level data for certain
age groups (18+ and 12+), although estimates
for additional age group categories are
reported for the national and state-level
data. Second, the NSDUH does not provide
prevalence estimates for children under
age 12. Finally, the county-level data is not
reported by race/ethnicity.
Figure 26 displays the best-available
prevalence rates. Almost one-quarter of
the adult population (24.10% among ages
18+) is estimated to have experienced Any
Mental Illness in the past year. A smaller
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proportion, 6.48%, is estimated to have
experienced Serious Mental Illness in the past
year. Dependence or Abuse of Illicit Drugs
or Alcohol was estimated to affect 10.88% of
Franklin County residents, reported for ages
12+.
County-level prevalence estimates for children
are more difficult to obtain. SAMHSA does,
however, report state-level NSDUH data for
the prevalence of Past-Year Major Depressive
Episodes (MDE) for adolescents aged 12-17;
8.9% of Ohio youth were estimated to have
experienced an MDE within the past year. An
additional source, the Institute of Medicine’s
(IOM) 2009 report Preventing Mental,
Emotional, and Behavioral Disorders Among
Young People, provides a general estimate
for the percent of young people affected by
behavioral health disorders in the US. This IOM
report estimates that 17% of young people
have one or more mental, emotional, or
behavioral disorders, which include unipolar,
anxiety, ADHD, disruptive behavior disorders
and substance abuse disorders.

Prevalence of co-occurring disorders

The terms “co-occurring disorders,” “comorbidity,” and “dual diagnosis” refer to two
disorders or illnesses occurring at the same
time for the same person. According to
the NSDUH, 19.2% of adults with Any Mental
Illness in the past year also had substance
dependence or abuse in the past year. This
estimate rises to 27.3% for the percent of adults
with Serious Mental Illness in the past year who
also had substance dependence or abuse in
the past year (see Figure 26).

Prevalence of co-morbidity with
medical/physical health conditions

People with behavioral health conditions are
also more likely to suffer from medical/physical
health problems. As displayed in Figure 27, a
national epidemiological survey found a great
deal of overlap between the number of adults
who have “medical conditions” (such as
diabetes, asthma, and cardiovascular disease)
and those who have “mental disorders,”
including depression, anxiety disorders,
schizophrenia and bipolar disorder.21 This study
found that 68% of adults with mental illness
conditions also have at least one physical
health condition.

Fig. 26. Estimated prevalence of mental illness and substance abuse in Franklin County

Indicator

Age

Prevalence
Rate
Estimate
(percent of
population)1

Total
number
of Franklin
County
residents in
age group

Estimated
number
of Franklin
County
residents
with
condition

Year of
prevalence
rate estimate

Geography
of prevalence
rate estimate

Source

Adults/ adults and adolescents
Serious Mental Illness in
Past Year (SMI)

18+

6.48%

910,702

59,013

2008, 2009,
2010 (annual
average)

Franklin
County

Any Mental Illness in Past
Year (AMI)

18+

24.10%

910,702

219,479

2008, 2009,
2010 (annual
average)

Franklin
County

Dependence or Abuse of
Illicit Drugs or Alcohol in
Past Year

12+

10.88%

993,203

108,060

2008, 2009,
2010 (annual
average)

Franklin
County

Serious Mental Illness in
Past Year (SMI)

18-25

4.10%

135,672

5,563

2012

US

Serious Mental Illness in
Past Year (SMI)2

26-49

5.20%

438,948

22,825

2012

US

Serious Mental Illness in
Past Year (SMI)2

50+

3.00%

336,082

10,082

2012

US

Any Mental Illness in Past
Year (AMI)

18-25

19.60%

135,672

26,592

2012

US

Any Mental Illness in Past
Year (AMI)2

26-49

21.20%

438,948

93,057

2012

US

Any Mental Illness in Past
Year (AMI)2

50+

15.80%

336,082

53,101

2012

US

Among adults with AMI
in past year, percent with
substance dependence
or abuse in past year

18+

19.20%

219,479

42,140*

2012

US

Among adults with SMI in
past year, percent with
substance dependence
or abuse in past year2

18+

27.30%

59,013

16,111*

2012

US

Past-Year Major
Depressive Episode
(MDE)2

12-17

8.90%

82,501

7,343

2011-2012

Ohio

SAMHSA:
Behavioral
Health
Barometer:
Ohio 2013,
data from
NSDUH

Young people with one or
more mental, emotional,
and behavioral disorder
(includes: unipolar,
anxiety, ADHD, disruptive
behavior disorders,
and substance abuse
disorders)

0-17

17.00%

284,835

48,422

meta-analysis
reported in
2009

US

Institute of
Medicine
(IOM)Preventing
mental,
emotional, and
behavioral
disorders
among young
people (2009)

SAMHSA:
National
Survey on Drug
use and Health
(NSDUH)- Substate level

SAMHSA:
Results from
2012 NSDUH:
Mental Health
Findings
(national)

Co-occurring disorders
SAMHSA:
Results from
2012 NSDUH:
Mental Health
Findings
(national)

Children

Source for population size: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012
1.
The prevalence rates in larger geographies may not be representative of Franklin County. Prevalence rates for the population as a whole may
also not be representative of population subsets (e.g., low-income population prevalence is higher for some indicators).
2.
We do not have penetration rate information for these indicators.
* Corrected 4.6.2015
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Fig. 27. Percentages of people with mental disorders and/or medical conditions,
2001-2003
People with mental disorders:
25% of adult population

68% of adults with mental disorders
have medical conditions

People with
medical
conditions:
58% of adult
population

29% of adults with medical
conditions have mental disorders

Source: Adapted from the National Comorbidity Survey Replication, 2001-2003 (3, 83), as reported in Mental Disorders
and Medical Comorbidity, Robert Wood Johnson Foundation. Research and Synthesis Report No. 21. Feb. 2011.

Differences in prevalence of adult
mental illness by gender, race/
ethnicity, and poverty level

Women are slightly more likely than men to
report that they have a diagnosable mental
illness; 22% of women ages 18+ in the US in
2012 and 14.9% of men reported Any Mental
Illness within the past year. Similarly, 4.9% of
women and 3.2% of men reported Serious
Mental Illness.22
Among the four most common racial/ethnic
groups in Franklin County (see Figure 5 on
page 15), white and Black/African American
adults in the US report similar rates of mental
illness; 19.3% of whites and 18.6% of Blacks/
African Americans had reported Any Mental
Illness in 2012, while Hispanics/Latinos (16.3%)
and Asians (13.9%) reported somewhat
lower prevalence (US data). Among these
groups, there was very little variability for the
prevalence of Serious Mental Illness.23
People living in poverty are much more likely
than those living above the poverty line to
experience mental illness. According to 2012
US data, 26.8% of those living below the FPL
experienced Any Mental Illness within the past
year, compared to only 15.6% of those with
incomes of 200% FPL or higher. Similarly, 7.2%
of those below 100% FPL experienced Serious
Mental Illness, compared to just 3% of those at
200% FPL or higher (see Figure 28).
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Significant disparities
•
•

People living in poverty are much
more likely than those living above the
poverty line to report mental illness.
Men are more likely than women to
report substance dependence or
abuse.

Differences in prevalence of substance
dependence or abuse by gender and
race/ethnicity
Men are more likely than women to report
substance dependence or abuse; 11.5% of
males aged 12+ in the US and 5.7% of females
reported substance dependence or abuse
in the past year (illicit drugs or alcohol).
Among the four most common racial/ethnic
groups in Franklin County, white (8.7%), Black/
African American (8.9%), and Hispanic/Latino
(8.8%) residents reported similar levels of
dependence/abuse (US data; illicit drugs or
alcohol). The prevalence of dependence/
abuse in the US was lower for Asians (3.2%).24

Insurance coverage status

ADAMH of Franklin County serves as “an insurer
of last resort” for consumers who are uninsured
and for those who need services that are not
adequately covered by health insurance.

Fig. 28. Prevalence of mental illness by poverty level, 2012 (US)
27%

= Any mental illness
= Serious mental illness in past year

22%

16%

7%
5%
3%
Less than
100% FPL

100%-199%
FPL

More than
200% FPL

Source: Results from the 2012 National Survey on Drug Use and Health: Mental health detailed tables

The number of people without insurance in
Franklin County is therefore a key driver of
demand for ADAMH-funded treatment and
support services. Furthermore, the number of
Franklin County residents who have insurance
(including Medicaid) but still struggle to
afford needed services—particularly support
services—is also an important driver of
demand.
As discussed in Section 4 of this report,
Medicaid expansion and other aspects
of the ACA are increasing the number of
people who have health insurance coverage,
although it is too soon to fully quantify the
impact these changes will have on the
uninsured rate in Franklin County. It is also
too soon to determine the extent to which
newly-insured people with low incomes may
still face affordability challenges, such as
difficulty covering deductibles and co-pays, or

gaps or changes in coverage due to income
fluctuations.
Figure 29 lists the key questions facing ADAMH
regarding the number of residents who
continue to be uninsured, including questions
about the number of residents who have
enrolled in Medicaid via the expansion and
the number who have enrolled in the health
insurance marketplace. For some of these
questions, county-level data is currently
available. For other questions, however, data
is not yet available; ADAMH should continue to
monitor these research questions as new data
become available. The key findings thus far
are:
• Although the exact impact of Medicaid
expansion and other aspects of the
ACA on uninsured rates is not yet known,
researchers have projected that the
number of nonelderly uninsured people in
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•

•

the city of Columbus will drop 61% from 137,241 prior
to the ACA to 54,108 by 2016.
A significant number of Franklin County
residents—67,721—are projected to be newlyeligible for Medicaid in 2014 via the Medicaid
expansion.
Enrollment in Medicaid began December 2013 for

coverage starting January 2014. As of July 2014,
42% of the projected number of expansion enrollees
have actually enrolled in Medicaid in Franklin
County. This enrollment rate is below the statewide
enrollment rate of 67% and below the enrollment
rates for other comparable large Ohio counties.

Fig. 29. Uninsured and Medicaid enrollment data research questions and sources
Research
question

Recommended
Data value
data source
Best available
data as of 7/31/14
Underlining
indicates hyperlink
to source

Notes on data limitations and alternative sources

Medicaid expansion
1. What is the
projected number of
FC residents eligible for
Medicaid expansion?

US Census Small Area
Health Insurance Estimate
for 2012
(Number of uninsured
Ohioans 18-64 years
below 138% FPL, by
county)

67,721 eligible
Franklin County
Ages 18-64

2. How many FC
residents have actually
enrolled in Medicaid
via the expansion as of
June 30, 2014?

Ohio Department of
Medicaid, ODM Eligible
Clients, July 2014
Medicaid Manged Care
Program Membership
Report

28,668 enrolled
Franklin County
Ages 18-64

3. What proportion of
the projected number
of Medicaid-expansion
eligible FC residents
have actually enrolled
in Medicaid as of
June 2014 and how
does that enrollment
rate compare to Ohio
overall and to other
large counties?

Calculated using rows 1
and 2 above.

Franklin County:
42.3% enrolled
(28,668/67,721)

US Census Small Area
Health Insurance Estimate
for 2012 and Ohio
Department of Medicaid,
ODM Eligible Clients,
July 2014 Medicaid
Manged Care Program
Membership Report

Alternative projections of the number of FC residents eligible for Medicaid expansion
include:
•
HPIO Medicaid expansion study projection for FC in 2015: 65,655. The sources for
this projection were the OSU Impact of Medicaid Expansion on Ohio Model using
the 2012 Ohio Medicaid Assessment Survey (OMAS) and data from Milliman’s 2011
Medicaid expansion report.
•
Office of Health Transformation (OHT) projection for FC: 69,663. (From county map
updated December 2013. The source for this projection was the 2010 US Census Small
Area Health Insurance Estimates.

Hamilton County:
78.4%
(28,463/ 36,327)
Montgomery
County: 67.7%
(18,569/ 27,413)

Ohio: 66.8%
(339,369/ 507,837)
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Not currently available

This report from the Ohio Department of Medicaid provides “Medicaid eligible” data by
month and by county. It is a point-in-time report and is generated on the last day of the
month providing totals for the current month only.
Similar data reported by Enroll America or other sources may differ slightly due to when the
reports are run.

Summit County:
75.5%
(17,487/ 23,174)

4. How many of the
FC residents newly
enrolled in Medicaid
due to expansion were
previously uninsured?

Data reported in a 7/21/14 e-mail message from the Ohio State Director of Enroll America
cites 75,862 Medicaid eligible individuals in Franklin County based on the same 2012 US
Census data. The 75,862 number includes ages 0-64, rather than ages 18-64.

NA

In the initial months of open enrollment, HealthCare.gov was unable to automatically
transfer Medicaid applications to states. As a result, many Ohioans who thought they had
applied for Medicaid through HealthCare.gov (245,700 in Ohio as of April 2014), did not
have their applications transferred for final Medicaid eligibility determinations. When the
applications were transferred to Ohio, the sudden influx of cases to county Job and Family
Services agencies resulted in a backlog of applications waiting to be processed, especially
in larger counties. (Source: Ohio Office of Health Transformation, “Ohio Benefits Update,”
4/30/14) For this reason, it is possible that Franklin County’s enrollment numbers may
significantly increase within the next few months.
Similar data reported by Enroll America or other sources may differ slightly due to when the
reports are run.
Cuyahoga County (56,644/59,415; 95.34%) is not included as a valid comparison for
Franklin County. Cuyahoga County‘s enrollment rate is an outlier because it includes
26,000 individuals who were bulk converted in April 2014 from “early enrollment” status
through MetroHealth hospital in Cleveland (part of the MetroHealth Care Plus Medicaid
waiver demonstration program) to “newly eligible” status under Ohio’s expanded
Medicaid program.

Fig. 29. (cont)
Research
question

Recommended
data source

Data value

Notes on data limitations and alternative sources

Non-expansion Medicaid
5. How many FC
residents were covered
by Medicaid prior to
implementation of the
ACA (in 2012 or 2013)?

Ohio Department of
Job and Family Services,
Ohio Medical Assistance
Eligibles, June 2013
Medicaid Expenditures
and Eligibles Report

264,534
Franklin County
All ages

6. How many FC
residents were
previously-eligible
but not enrolled in
Medicaid? (referred to
as the “welcome mat”
or “woodwork effect”
group)

Not currently available

NA

Health insurance marketplace
7. What was the
projected number of
FC residents eligible for
coverage through the
marketplace?

Ohio data:
Kaiser Marketplace
Enrollment as a Share of
the Potential Marketplace
Population

812,000 Ohioans
As of 4/19/14

Not currently available at the county level.

8. How many FC
residents have
actually enrolled in
marketplace plans
during the 2014
enrollment period?

Ohio data:
Profile of ACA coverage
expansion enrollment
for Medicaid/CHIP and
the health insurance
marketplace
(Through 3/31/14,
including special
enrollment period activity
through 4/19/14)

154,668 Ohioans
selected a
marketplace plan

Not currently available at the county level.

Columbus data:
Robert Wood Johnson
Foundation (RWJF) and
Urban Institute, The ACA
and America’s Cities:
Fewer Uninsured and
More Federal Dollars
Table 12. Nonelderly
population of Columbus
by type of insurance/
insurance status with ACA,
2016

40,661 Columbus
residents enrolled
2016 post-ACA nongroup exchange
coverage

The RWJF/Urban study used the Health Insurance Policy Simulation Model-American
Community Survey (HIPSM-ACS) to estimate the effects of the ACA. “The model
uses ACS data from 2009, 2010, and 2011 to obtain representative samples of state
populations and their pre-ACA implementation insurance coverage.” This study
included several large US cities, including Columbus, but did not provide county-level
data.

Ohio data:
Kaiser Marketplace
Enrollment as a Share of
the Potential Marketplace
Population

19% of the potential
marketplace
population in Ohio
have selected a
plan (as of 4/19/14)

Not currently available at the county level.

9. What proportion of
the projected number
of marketplaceeligible FC residents
have actually enrolled
in a marketplace
plan and how does
that enrollment rate
compare to Ohio
overall and to other
large counties?

Subsidized: 131,515
Unsubsidized:
23,153
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Fig. 29. (cont)
Research
question

Recommended
data source

Data value

Notes on data limitations and alternative sources

10. How many of the
FC residents newly
enrolled in Marketplace
plans were previously
uninsured?

US data:
Kaiser, Survey of NonGroup Health Insurance
Enrollees

57% of Americans
who purchased
health insurance
through the
marketplace had
been uninsured just
prior to obtaining
coverage

Not currently available at the county or state level.

11. How many people
were uninsured in FC
prior to implementation
of the ACA?

US Census Bureau, ACS
one-year estimates, 2012

17,722
Franklin County
Ages 0-17

12. How many
people in FC will
remain uninsured after
implementation of the
ACA?

Columbus projection:
Robert Wood Johnson
Foundation and Urban
Institute, The ACA and
America’s Cities: Fewer
Uninsured and More
Federal Dollars
Table 12. Nonelderly
population of Columbus
by type of insurance/
insurance status with ACA,
2016

Uninsured

141,666
Franklin County
Ages 18-64
54,108 (6.35%)
Uninsured
Post-ACA
Columbus
Non-elderly
Baseline (preACA)—137,241
(16.11%) uninsured

Not currently available at county level.
The RWJF/Urban study used the Health Insurance Policy Simulation Model-American
Community Survey (HIPSM-ACS) to estimate the effects of the ACA. “The model uses ACS
data from 2009, 2010, and 2011 to obtain representative samples of state populations and
their pre-ACA implementation insurance coverage.” This study included several large US
cities, including Columbus, but did not provide county-level data.

Fig. 30. Actual Medicaid expansion enrollment among Medicaid-expansion
eligible population for selected Ohio counties, as of July 2014
78.4%
28,463
enrolled

66.8%

75.5%
67.7%
18,569
enrolled

339,369
enrolled

17,487
enrolled

42.3%
28,668
enrolled

Ohio

Franklin Co.

Hamilton Co. Montgomery Co.

Summit Co.

Source: U.S. Census Bureau Small Area Health Insurance Estimate for 2012 and Ohio Department
of Medicaid, ODM eligible clients, July2014 Medicaid Manged Care Program Membership Report
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7 Capacity
Penetration of ADAMH-funded
treatment and support services
Methods

Penetration refers to the percent of individuals
who are in need of services who actually
received services. To estimate the penetration
rate of services provided by ADAMH network
providers, the numerator is the number of
people receiving behavioral health services
that were paid for by either Medicaid or
ADAMH, within the year. These numbers,
representing everyone who received
treatment or support services in the year,
were provided by the Ohio Department
of Mental Health and Addiction Services
(OhioMHAS). The denominator (ADAMHeligible population) is the estimated number
of individuals in Franklin County that meet the
criteria for a mental illness or substance abuse/
use condition (prevalence) and also have
an income at or below 200% of the federal
poverty level (FPL).
Appendix B includes a detailed description
of the penetration rate calculation method
and the limitations of the available data. The
following list is a brief summary of the basic
steps.
To calculate the denominator:
1. Prevalence rates (percent): Identify
prevalence rates for specific behavioral
health conditions and age groups using
data from SAMHSA. Preference was given
to prevalence data available for Franklin
County (county-level data; see Figure 32
for available prevalence data. Note that
SAMHSA’s age categories for prevalence
data are somewhat limited.)
2. Overall size of Franklin County population:
Number of people living in Franklin County,
as reported by the US Census Bureau.
3. Number of Franklin County residents with
low incomes: Number of Franklin County
residents living below 200% FPL, also from
US Census Bureau.
4. Prevalence numbers for the overall Franklin
County population: Apply prevalence
rate estimates to population size estimates
to determine the estimated number of

people in Franklin County with a mental
illness/substance abuse condition.
5. Prevalence numbers for low-income
Franklin County residents—Size of ADAMHeligible population: Apply prevalence rate
estimates to the portion of the Franklin
County population living below 200% FPL
to determine the estimated number of
Franklin County residents with low-incomes
with a mental illness/substance abuse
condition.
To calculate the numerator:
6. Number of Franklin County residents
who have received services: OhioMHAS
provided data from the Multi-Agency
Community Services Information System
(MACSIS) on the number of Franklin County
residents who received at least one mental
health and/or alcohol and other drug
treatment or support service during 2012.
This data includes both Medicaid and nonMedicaid claims.
Due to Medicaid elevation, claims data
for consumers who only receive Medicaidreimbursed services no longer flows through
the board. In order to get a full picture
of the capacity of the overall community
behavioral health system, therefore, it was
necessary to obtain data from OhioMHAS.
The MACSIS data obtained from OhioMHAS
includes Medicaid and non-Medicaid
services, reflecting all claims submitted for
Franklin County residents from the community
behavioral health system. It is important to
note that this Medicaid data from MACSIS
does not include claims generated from
outside the community behavioral health
system — for example, claims for people who
only received behavioral health services from
a provider such as an emergency room at a
community hospital or a primary care doctor.
All claims included in these penetration rate
calculations were generated from OhioMHAScertified “community behavioral health
providers.”
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Consumer groups

In order to get a complete understanding
of the penetration of Medicaid and nonMedicaid services in Franklin County,
penetration rates are displayed for five groups
of consumers, shown in Figure 31. Group 1
includes all Franklin County residents who
received a treatment or support service as
reported by OhioMHAS, including those who
received Medicaid-paid and/or ADAMHpaid services; Group 1 represents the overall
publicly-funded community behavioral

health system. Group 2 is a sub-set of Group
1. Group 2 includes all people who received
at least one ADAMH-paid service. Group
2 is therefore the most important group for
assessing the reach of the ADAMH Board of
Franklin County.
Appendix B includes the penetration rate
estimates for all five groups. Figure 31 lists the
columns that align with the columns in the
detailed penetration rate tables in Appendix B.

Fig. 31. Penetration rate calculation consumer groups

Group 1

Columns K and L
Medicaid-paid AND/OR ADAMH-paid combined, unduplicated
Includes every person who had an ADAMH-paid service, a Medicaid-paid service,
OR both in 2012
Publicly-funded, community behavioral health system overall*

Group 3

Columns O and P
ADAMH-paid only
Includes people who
received ADAMH-paid
services and did not
receive any Medicaidpaid services

Group 4

Columns Q and R
Medicaid-paid AND
ADAMH-paid (at least
one of each)
Includes people who
received at least 1
ADAMH-paid service
AND at least 1 Medicaidpaid service

Group 5

Columns S and T
Medicaid-paid only
Includes people who
received Medicaid-paid
services and did not
receive any ADAMH-paid
services

Group 2

Columns M and N
Received at least one ADAMH-paid service
Includes people who received only ADAMH-paid services
AND people who received both and ADAMH and
Medicaid-paid services
ADAMH Network

* Community behavioral health system refers to OhioMHAS-certified “community behavioral health providers”
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Penetration rate of ADAMH-paid
services

Figures 32, 33 and 34 highlight the penetration
rate for ADAMH-paid services for three
conditions/age groups for which countylevel prevalence data (denominator) was
available:
• Serious Mental Illness (SMI), age 18+
• Any Mental Illness (AMI), age 18+
• Dependence or Abuse of Illicit Drugs or
Alcohol, age 12+
Mental illness. Meeting the needs of adults
with SMI is a very high priority for ADAMH.
These results show that ADAMH-paid services
were more likely to reach those with SMI (42%
penetration rate) than those with AMI (22%
penetration rate). However, fewer than half of
those with SMI in Franklin County received an
ADAMH-paid service in 2012. When those with
SMI who only received Medicaid-paid services
only are added to the calculation (see Group
1 results in Figure 34), the penetration rate is
73%. This means that the overall community
behavioral health system reached almost
three-quarters of the estimated low-income
SMI population in 2012.

Many Franklin County
residents are not getting the
help they need. Adults and
those with alcohol or other
drug dependence/abuse,
in particular, appear to be
facing significant unmet
needs. This analysis is based
on the number of people who
have received at least one
service and does not address
the adequacy of services
received.

Dependence or abuse of illicit drugs or
alcohol. Penetration rates for those with
Dependence or Abuse of Illicit Drugs or
Alcohol (ages 12+) were lower than the

Fig. 32. Estimated penetration of ADAMH-funded services among the ADAMHeligible population (low-income Franklin County residents with relevant condition),
2012
Serious Mental
Illness in Past
Year (SMI), age
18+

42%

Any Mental Illness in Past
Year (AMI), age 18+

22% (15,370)

21% (8,320)

(7,759)

= Percent (and
number)
of Group 2
consumers
who received
services

18,617
Estimated ADAMHeligible population

(low-income Franklin County
residents, age 18+, with
condition)

Dependence or
Abuse of Illicit
Drugs or Alcohol in
Past Year, age 12+

69,241
Estimated ADAMHeligible population

(low-income Franklin County
residents, age 18+, with
condition)

40,494
Estimated ADAMHeligible population

(low-income Franklin County
residents, age 12+, with
condition)

Source for prevalence estimates for Franklin County: SAMHSA: National Surveys on Drug use and Health (NSDUH)- Sub-state
level, 2008, 2009, 2010 (annual average)
Source for population size by age group: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012.
Source for number of consumers receiving services: Ohio Mental Health and Addiction Services. Aggregate number of
Franklin County consumers who received behavioral health services in county (individuals unduplicated with each year)
Note: Low-income is defined as income less than 200 percent FPL
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penetration rates for those with mental illness,
indicating that there are many people in Franklin
County who are not getting needed alcohol and drug
treatment services. Only 21% of the estimated number
of Franklin County residents with an AOD condition
received an ADAMH-paid service in 2012. When those
who only received Medicaid-paid services are added
to the calculation (see Group 1 results in Figure 34),
the penetration rate is still only 27%, meaning that the
overall community behavioral health system is not
reaching almost three-quarters of those in need.
Children. County-level prevalence data for children
ages 0-17 with mental, emotional or behavioral
disorders comparable to the adult prevalence data

were not available. Using a national prevalence
estimate from the Institutes of Medicine (IOM),
however, it was possible to calculate approximate
penetration rates. The key finding from this analysis
(displayed in Figure 34) is that the overall community
behavioral health system appears to be reaching
most children in need of care (94% received at
least one service in 2012). The ADAMH network, by
contrast, only reached 19% of the estimated number
of children needing behavioral health services. The
high number of Medicaid-paid services is the key
driver of this higher penetration rate for children,
reflecting the historically strong role of Medicaid in
covering children.

Fig. 33. Estimated penetration of ADAMH-funded services among the ADAMH-eligible
population (low-income Franklin County residents with relevant condition), 2012
Estimated
population
numbers, by
indicator age
group

Prevalence

Estimated ADAMH-eligible
population

Number
Served

Penetration
Rate

OMHAS
reported
total
number
Franklin
County
residents
served
in 2012
(ADAMH
Only &
ADAMH/
Medicaid)3
(MH and/
or AOD
services
depending
on
prevalence
indicator)

Estimated
percentage of
ADAMH-eligible
population with
condition who
received at least
one ADAMH
service in 2012

Estimated
total
number
of
Franklin
County
residents2

Estimated
number
of lowincome
Franklin
County
residents
(<200%
FPL)2

Estimated
number
of
Franklin
County
residents
with
condition

Estimated
percentage
of residents
with
condition
who are
low-income
(<200% FPL)

Estimated
ADAMHeligible
population
(lowincome
Franklin
County
residents
with
condition)

Indicator

Age

Prevalence
Rate
Estimate
(percent of
population)1

Serious
Mental Illness
in Past Year
(SMI)

18+

6.48%

2008,
2009, 2010
(annual
average)

Franklin
County

910,702

287,306

59,013

31.55%

18,617

7,759

41.68%

Any Mental
Illness in Past
Year (AMI)

18+

24.10%

2008,
2009, 2010
(annual
average)

Franklin
County

910,702

287,306

219,479

31.55%

69,241

15,370

22.20%

Dependence
or Abuse of
Illicit Drugs
or Alcohol in
Past Year

12+

10.88%

2008,
2009, 2010
(annual
average)

Franklin
County

993,203

372,184

108,060

37.47%

40,494

8,320

20.55%

Appendix B
spreadsheet
column

B

C

D

E

F

G

H

I

J

M

N

Year of
prevalence
rate
estimate

Geography
of
prevalence
rate
estimate

Group 2: Received
at least one ADAMH
paid service

Sources
1. SAMHSA: National Surveys on Drug use and Health (NSDUH)- Sub-state level, 2008, 2009, 2010 (annual average)
2. U.S. Census Bureau, American Community Survey, 1-year estimates, 2012.
3. Ohio Mental Health and Addiction Services. Aggregate number of Franklin County consumers who received behavioral health services in
county (individuals unduplicated with each year)
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Fig. 34. Estimated penetration rates for Medicaid-paid and ADAMH-paid behavioral health
services (Groups 1 and 2) among the ADAMH-eligible population (Franklin County residents
with relevant condition and low income), 2012
94%

Percent of people who
received services:
Group 1 (overall
community behavioral
health system)
Group 2 (ADAMH)

73%

42%
37%
27%
22%

Serious mental
illness (SMI) in
past year, age
18+ 1,3,4

Any mental
illness(AMI) in
past year, age
18+ 1,3,4

21%

Dependence
or abuse of illicit
drugs or alcohol
in past year, age
12+ 1,3,4

19%

Young people with
one or more mental,
emotional or
behavioral disorder,
ages 0-17 2,3,4

1.

Source for prevalence estimates for Franklin County: SAMHSA: National Surveys on Drug use and Health (NSDUH)- Sub-state level,
2008, 2009, 2010 (annual average)
2. Source for prevalence estimates: Institute of Medicine, Preventing Mental, Emotional and Behavioral Disorders Among Young
People, 2009. Note: This is national prevalence data, not Franklin County.
3. Source for population size: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012.
4. Source for number of consumers receiving services: Ohio Mental Health and Addiction Services. Aggregate number of Franklin
County consumers who received behavioral health services in county (individuals unduplicated with each year)
Note: Low-income is defined as income less than 200 percent FPL

Overall, this penetration rate analysis finds that there is
likely a significant number of Franklin County residents
who are not getting the help they need. Adults and
those with alcohol or other drug dependence/abuse,
in particular, appear to be facing significant unmet
needs.
Furthermore, this analysis is based on the number of
residents who received at least one service. It does
not address the adequacy of the services received.
For this reason, these penetration rate estimates may
actually overestimate the extent to which people are
getting the help they need.

Penetration of ADAMH-funded
prevention programs

Unlike treatment and support services which are
for people who are experiencing mental illness or
addiction, prevention programs are directed toward
the overall community or to groups in the community,
such as children in K-12 schools. The denominator
for calculating the penetration rate for prevention
programs is therefore the size of the Franklin County
population, broken out by two age groups (0-17 and
18+).
Figure 35 displays the percent of Franklin County
residents who participated in ADAMH-funded
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Fig. 35. Estimated penetration of ADAMH-funded
prevention and early intervention programs, 2013
Children, age 0-17

14%

(39,155)

Adults, age 18+

4%

(35,931)

284,835
Estimated total number
of Franklin County
resident, age 0-17

910,702
Estimated total number
of Franklin County
resident, age 18+

= Percent (and
number) of
Franklin County
residents who
participated
in ADAMHfunded
prevention
or early
intervention
programs
implemented
by ADAMH
network
providers

Source for population size by age group: U.S. Census Bureau, American Community Survey,
1-year estimates, 2012.
Source for number of consumers receiving services: ADAMH
Note: Low-income is defined as income less than 200 percent FPL

prevention or early intervention programs
implemented by ADAMH network providers
in 2013. More children were reached (14%)
compared to adults (4%). These penetration
rates are quite low, although challenges with
tracking the number of prevention program
participants may be a limitation. These results
indicate that there are significant opportunities
to increase the numbers served by prevention
programs in Franklin County.

Provider perspectives on
capacity

Lack of adequate capacity to serve the
number of people who need services was a
consistent theme from the results of the survey,
focus groups and interviews with providers.

Provider survey results

The provider survey conducted for this
assessment asked respondents “Does your
organization currently have the capacity
to serve the number of consumers that are
seeking services from your organization?” Only
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27% of ADAMH contract providers replied
“yes,” compared to 57% of non-ADAMH
contract providers.
Respondents who reported having insufficient
capacity were then asked a follow-up
question to gather more details about the
types of capacity challenges they encounter.
The responses to this follow-up question fell
under two interrelated themes—resource
capacity and workforce capacity. Providers
cited waiting lists and “not enough beds” as
signs of their lack of resource capacity and
talked of turning away clients simply because
they do not have the staff or workforce
capacity to treat them or the physical space
to accommodate them.

Provider focus group results

The results of the provider survey were very
consistent with the findings of the provider
focus groups. During the focus groups,
providers reported two main areas of
capacity-related concerns: workforce and
physical (or building) space.

Fig. 36. “Does your
organization currently have
the capacity to serve the
number of consumers that
are seeking services from
your organization?” (n=33)
73% no

43% no

57% yes

27% yes

ADAMH
contract
providers
(n=26)

Non-ADAMH
contract
providers
(n=7)

Source: ADAMH of Franklin County Needs
Assessment Provider Survey, 2014

One service provider explained that
behavioral health service providers are in
competition to hire and retain the same pool
of credentialed staff. Nearly all of the service
providers, in both focus groups, agreed.
Retention is particularly difficult, especially
when there are private systems that can
compensate staff at a higher rate than
ADAMH-contract providers.
One service provider explained the process
that leads to workforce attrition and turnover.

Many behavioral health service organizations
allow college students to work and train, while
simultaneously enrolled in a direct service
program. A portion of those post-graduates
are hired full-time; at that time, some
graduates may have credentials, such as a
Licensed Social Worker. Once they receive a
certain amount of hours under the supervision
of a clinician, they get an endorsement
to their credentials, such as becoming a
Licensed Independent Social Worker. With
the endorsement to their credentials, a direct
service provider can compete for additional
opportunities.
To add to the workforce capacity issues,
service providers who are most needed are
often also the most expensive. Compensating
them adequately is a money-losing activity.
For example, the reimbursement rate for
psychiatry is not enough to cover the actual
cost of a psychiatrist. Acknowledging that
full reimbursement is not viable, one service
provider admitted that organizations operate
knowing they are developing a deficit. In
addition, many service providers agreed
that there is a shortage of psychiatrists and
psychiatric services, so even if rates were
increased there would not necessarily be
enough clinicians to fill the current void.
Another commonly mentioned limitation is
building space. Some providers have a waitlist
simply because they do not have the building
space to meet with all of the people seeking
their services; they have enough staff, but not
enough room. One organization’s services, for
example, are structured around peer support.
They may be able to increase the number of
people served, through drop-ins, if they had
the physical space.
Some organizations also do not have enough
bed units, a clear limitation of building space.
Without beds, it is difficult to keep people
engaged until they can be safely transitioned
out of the organization’s care. One provider
explains that since people with behavioral
health conditions are a vulnerable population,
some service providers are hesitant to release
them. The bed unit issue is then compounded
because if people are not released, they
occupy space that can be designated to
another person in need.
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Provider interview results

CRP conducted interviews with eight Chief
Executive Officers or Directors of large ADAMH
network providers. Lack of funding was
the overriding theme from these interviews.
Though CRP did not ask any questions
specifically about the unit rate, it was brought
up repeatedly, in response to nearly every
question, as a root cause of many other
challenges related to capacity and workforce.
Providers reported that existing unit rate
payments are limiting their opportunity to
build capital for physical infrastructure or
address non-billable needs of their clients.
Current funding is also a barrier to recruiting
a qualified, competent workforce that
will stay with the organization long term.
Providers offered several concrete solutions
to the ADAMH Board that would help the
Board better address specific funding needs,
including an increased unit rate and increased
diversity of billable activities. The bottom line,
as voiced by many providers, is that they want
to increase their services and overall capacity
to better meet client needs, but are unable to
do so without more funds.
Payment rate from ADAMH
Providers expressed widespread frustration
with low reimbursement rates, and cited these
rates as a major barrier to recruiting and
retaining qualified staff. The ceiling for the unit
rates for services in the Medicaid taxonomy
(as reimbursed by Medicaid and ADAMH),
has reportedly not been raised in almost two
decades. Providers reported that low unit
rates not only affect workforce stability, but
it also keeps providers from building capital
for physical infrastructure that would allow
them to build new facilities, particularly when
ADAMH is their only funding source.
This idea of “building capital” was mentioned
by several providers who want to increase
capacity and update current buildings, but
are not able to do so because of a lack of
funds. Several interviewees also mentioned
that ADAMH and Medicaid have been
“almost at odds” over the last few years,
and expressed hope that the two payers will
be able to work together through Medicaid
expansion to better coordinate their payments
and services.
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One interviewee noted, “We don’t really care
who the payer is, we just want the client to get
better.” This comment resonated throughout
most of the interviews; the providers focus first
and foremost on serving clients to the best
of their ability; payment is a secondary, but
important, concern.
Workforce
Workforce-related challenges were the most
frequently cited barrier to care among all the
interviews. One provider noted that because
of the specialized work at his organization,
they do not see the same rate of turnover
as others. However, the vast majority of
interviewees voiced concern with high rates of
turnover and insufficient qualifications among
staff. Some of the workers who are searching
for employment are not trained in evidencebased clinical practice, and they learn those
skills while working at ADAMH providers before
moving on to better-paying positions. This use
of ADAMH providers as a “training ground”
was mentioned in the focus groups as well
and presents a problem for consistency and
coordination of client care because a client
may encounter frequent clinician turnover
while seeking treatment.
Providers also mentioned difficulty filling open
employment slots. One CEO noted that about
ten (10) potential staff members have rejected
employment offers in recent months because
the pay structure was too low. Interviewees
mentioned that although ADAMH –contract
agencies offer good work environments, the
benefits and pay at other organizations are
a huge draw and ADAMH providers simply
cannot compete. Additionally, since the
economy is improving job seekers have more
options and may be more willing to risk leaving
a lower paying job for a higher paying one.
One provider made the point that the pay
structure is less of an issue than the lack of
clinicians in human services professions (nurse
practitioners, psych nurse practitioners, LSWs,
LISWs, and psychiatrists). In particular, there is
a high demand for psychiatrists that cannot
be met with the existing pool of available
clinicians. As workers in these fields retire the
challenge is becoming even more prominent.

Health policy-related changes
The providers interviewed were all very familiar
with the current health policy changes,
including the Affordable Care Act, Medicaid
expansion, and Medicaid elevation. They
estimated that about 20% of previously
ADAMH-funded clients will become Medicaid
clients, resulting in the perception of a possible
situation where 20% of ADAMH funds could
disappear. Overall, Medicaid expansion was
viewed as a positive for clients for several
reasons. For instance, providers reported fewer
rules and regulations for accessing Medicaid
dollars than ADAMH Board funding; the 20%
new Medicaid participants will now be able to
get psychotropic medications that they could
not be prescribed in the past due to ADAMH
regulations.
One provider also mentioned that Medicaid
expansion could provide a substantial, positive
shift in how providers view their clients.
“I think we as an agency used to view
the ADAMH Board as the client (from an
administrative standpoint) so you needed
to make sure you were serving the ADAMH
Board. When the funding is now following
the client [because of Medicaid expansion]
we need to make sure our focus is 100%
on them. That is a total change. It means
reframing and re-looking at how we serve
the clients.”
This renewed focus could benefit client care;
however, first clients need to know their
insurance coverage options. Many clients
have applied for Medicaid and are still
waiting to see if they are eligible; others are
confused and have yet to apply for Medicaid,
though they may qualify. This confusion belies
a constant theme related to health policy
changes: “Things are happening at the speed
of light…even professionals are having a hard
time keeping up with everything.” Clients and
providers alike are unsure of the exact effects
of Medicaid expansion, but most providers feel
it will be a net benefit for their consumers.
Questions regarding other aspects of the
Affordable Care Act drew more split reaction.
Providers expressed that they liked the idea
of the ACAand that it seemed to be resulting
in more people having health insurance.
However, on a practical level many of those
people cannot afford to pay their cost-sharing
obligations (i.e. copays and deductibles). This

Overall, it appears that ADAMH
network providers do not
currently collect and compile
wait time data in a consistent
way that allows for apples-toapples comparisons across
providers or with best-practice
benchmarks.
affects clients’ access to mental health and
AOD services, in addition to physical health
care services.
Finally, providers noted that all of these health
policy changes are resulting in an increased
administrative load. A few providers expressed
frustration towards what they see as a lack of
guidance from the ADAMH Board of Franklin
County. One said, “it feels pretty weird that
there’s complete silence [from ADAMH] when
we’re going through this huge change.” Many
interviewees mentioned that the confusion
over Medicaid expansion and other aspects of
the Affordable Care Act results in a substantial
administrative burden as staff members work
with clients to make sure they are covered.
Even without all the recent policy changes,
administrative documentation is very involved
and time-consuming, particularly for clients
using ADAMH-paid services. With the addition
of confusion over policies, providers reported
that they are sinking substantial time into
administrative tasks that are not reimbursed.

Wait times

In survey responses and focus group
discussions, several providers and consumers
referred to waiting lists or long wait times for
behavioral health services and for housing
programs.
The three largest adult mental health providers,
the largest child mental health provider,
and the two largest alcohol and other drug
treatment providers were asked to provide
information about waiting lists and wait times.
Among these six providers, only one reported
that they maintain an official waiting list.
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Some providers have adopted new intake
procedures that allow for same-day and walkin visits for first appointments, thereby reducing
their use of waiting lists. Others reported that
they typically have several consumers waiting
for admission into specific programs, although
they do not report these numbers as a formal
wait list.
These providers were asked if they tracked
access metrics such as “average number of
days consumers wait for a first appointment,”
“percent of consumers who wait less than/
more than 14 days for a first appointment,”
or other wait time measures. One provider
was able to report the average number of
days consumers wait for a first appointment
for specific service lines. Another provider
reported the average number of days for
the “third next available appointment.”
Other organizations shared more anecdotal
information about typical wait times.
Overall, it appears that ADAMH network
providers do not currently collect and compile
wait time data in a consistent way that allows
for apples-to-apples comparisons across
providers or with best-practice benchmarks.
Wait times for housing programs are also
extremely important to people in need. A
comprehensive review of housing programs
is beyond the scope of this report. Wait
list data from the Columbus Metropolitan
Housing Authority (CMHA), however, provides
a general indicator of the demand for one
type of housing on the continuum of housing
programs—subsidized independent housing.
As of July 2014, CMHA reported that 4,725
households were on the waiting list for public
housing. CMHA reports that it currently has
59% fewer housing units in 2014 compared to
2009.

Behavioral health workforce
considerations
Workforce shortages and
maldistribution

Nationally, behavioral health workforce
shortages are largely attributed to “high
turnover rates, worker shortages, an
aging workforce, stigma, and inadequate
compensation.”25 At present, Ohio has
approximately 19,100 mental health
professionals.26 Compared to the national
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average, Ohio scores much higher in terms of
the number of substance abuse counselors
and other counselors per capita.27 However,
Ohio falls below the national average for all
other types of behavioral health professionals.28
In addition, Ohio currently has 171 designated
mental health professional shortage areas
(HPSA), defined by the population to
psychiatrist ratio.29 HPSAs can be at the facility,
population group or service area level. In
Franklin County, there are 5 HPSA areas, all
at the facility-level. Franklin county facilities
with mental health professional shortages are:
Twin Valley Behavioral Healthcare, Columbus
Neighborhood Health Center, Capital Park
Family Health Center, Lower Lights Christian
Health Center, and Southeast, Inc. Facilities
are eligible for HPSA designation when there
are more than 30,000 people per psychiatrist in
the area being served.30

Need for diversity

There is also demand for a diverse workforce
to address issues of cultural competency and
outcome disparities for minority populations.
Research shows that health professionals who
come from minority populations are more
likely to practice and stay in underserved and
minority areas.31
At present, approximately 10 percent of U.S.
mental and behavioral health professionals
are non- white.32 While data regarding race
and ethnicity of Franklin County behavioral
health professionals is not available, it may be
likely that Franklin County follows this national
trend. Among all consumers receiving ADAMHfunded services in Franklin County in 2013, 36%
were Black/African American, 56% were white,
<1% were Asian, 2% were multi-racial, and 3%
were Hispanic or Latino.
The survey conducted for this needs
assessment found that local providers are
concerned about the pool of culturally
competent providers in the area. Respondents
noted a need for staff who can “speak the
languages of the consumers seeking service,”
as well as a need for greater training to serve
communities of color, women and re-entry
groups.

Workforce retention strategies

Every year, local universities and colleges

graduate students with behavioral healthrelated degrees, such as psychiatry, social
work, addiction studies and psychology. What
is unknown is how many of these graduates
stay in Franklin County to work. The state of
Ohio is currently working to develop the Ohio
Health Professions Data Warehouse, which will
provide agencies like ADAMH with accurate
Ohio health workforce data, allowing
for “health workforce forecasting, policy
development, and research.”33 This data is
expected by the end of 2015.
What is known is that retaining behavioral
health professionals generally is a challenge
for Franklin County. Respondents to the
provider survey noted that the marketplace
is competitive, and that behavioral health
organizations here are losing practitioners
to private institutions who can offer better
salaries. Additionally, behavioral health
generally offers a lower salary than similar nonbehavioral health occupations. For example,
an Ohio substance abuse counselor makes
an average annual salary of $42,040 and
mental health counselors make an average of
$45,710 per year.34 This compares to an annual
average salary of $59,000 for secondary
teachers (not including special education and
career technology teachers) and $61,750 for
registered nurses.
ADAMH can pursue efforts to retain local
graduates and current behavioral health
professionals in local practices. Programs might
include targeted campaigns, pursuing funding
for loan forgiveness programs for graduates
who stay local and targeting hiring practices
of local healthcare organizations. Considering
the numerous educational pipelines producing
behavioral health workers in Franklin County, it
is worth pursuing partnerships to promote local
employment.

Strategies to address maldistribution

Issues of maldistribution are linked to poor
retention in high-needs regional areas and
service types, as well as difficulty recruiting to
such areas and services. While information
is available at the state and county level

for concentration of workers and areas of
workforce shortage,35 there is little data about
behavioral health workforce distribution within
Franklin County. Focus group participants also
noted an existing lack of substance abuse
services, as well as a continuing decrease
of behavioral health services and providers
in this area. We therefore recommend that
ADAMH conduct an analysis of the location
of behavioral health providers in the county,
whether they are providing services where
they are needed and whether providers are
accessible to vulnerable populations.

Recruitment of minorities into the
profession

ADAMH network providers should consider two
avenues of minority recruitment partnerships:
• Partnering with local college-level
programs and other behavioral health
training programs to increase minority
enrollment.
• Partnering with local university
organizations that are specifically recruiting
minority students to campus, and work
to increase these students’ enrollment in
behavioral health programs.
Since behavioral health pay scales are a
barrier to recruitment as well as retention,
recruitment efforts might include targeted
recruitment campaigns and funding for
education and training. Efforts by the Office
of Health Transformation (OHT) to realign
educational funding to reflect workforce
priorities should be monitored and where
possible, ADAMH should participate in those
planning efforts. Additionally, it would be
useful to establish baseline data on the
number of behavioral health professionals in
Franklin County by race/ethnicity so that this
can be tracked over time to measure success
of recruitment efforts.

Extending the career ladder

Behavioral health lags behind other health
fields in creating low-level occupations to
help relieve workload stress on higher-level
professionals.36 Such occupations could
include “certified peer specialists, recovery
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coaches, and care coordination specialists.”37
Behavioral health could also increase use of
professionals used in other health settings,
like medical assistants, state-tested nursing
assistants, and scribes. These jobs pull from
the entry-level pool to expand the behavioral
health workforce, and is therefore one of the
quickest models for workforce growth.
Locally, creating these new jobs would
require the development of certification
training programs. We recommend that
ADAMH, potentially in collaboration with
the Ohio Department of Mental Health and
Addiction Services (OhioMHAS), develop entrylevel behavioral health training programs.
OhioMHAS already has one such program for
certification of Peer Supporters. This program
trains people who are in recovery from
mental illness or addiction to “use their ‘lived
experience’ as a tool to assist other persons
along their paths to recovery.”38 ADAMH can
use the Peer Support Certification program
both as a recruitment tool and as a model for
entry-level certification programs.
In addition, ADAMH could pursue efforts to
persuade providers that adding these jobs
frees up licensed professionals to spend more
time seeing patients, therefore growing their
practice.
Workforce capacity-building strategies
Integrated or Team-based model
This model builds workforce capacity and
addresses health outcome disparities by
integrating behavioral health into primary care
practices, and vice versa. For ADAMH, moving
the county toward integrated practices
means addressing key workforce barriers
to integration. Barriers include inadequate
training for an integrated practice,
reluctance to change practice behaviors and
organization, and lack of financial incentives
to develop necessary skills for integrated
practice.39
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Competencies training model
This model intends for communities to identify
the competencies needed in their workforce
and develop training programs to address
these competencies. In Ohio, the Direct Care
Worker Advisory Group presented findings in
2013 that define core competencies for Ohio
direct care workers.40 ADAMH could adapt
these findings and pursue funding options to
strengthen competency training for behavioral
health workers.
Emerging technologies model
ADAMH might also consider how emerging
technologies like telehealth and web-based
care can help address maldistribution of
practitioners. These technologies help span the
access gaps that exist for underserved or hardto-reach populations.

8 Conclusions: Unmet need
Question #1: Given recent
policy changes, what are
likely to be the greatest
areas of need over the next
5-7 years?

•

•

Coverage and affordability

While the ACA was crafted to increase access
to more affordable health insurance, questions
remain about the extent to which these new
coverage options will reduce the number of
Franklin County residents who cannot afford
mental health and addiction services. The
following areas are likely to be concerns for
people seeking behavioral health care.
Medicaid enrollment
Medicaid enrollment in Franklin County has
been lower than other urban areas in Ohio.
The reason for this is unclear at this time, but it
points to a need for collaborative leadership
among community partners to:
• Determine why Medicaid enrollment is
lower in Franklin County
• Research the practices that are leading to
higher enrollment in other counties and to
implement and/or adapt these practices
in Franklin County
• Explore other strategies such as
presumptive eligibility, marketing, and
outreach
While the Governor is likely to continue to
support Medicaid expansion, the legislature
may explore and perhaps move forward with
alternatives to Medicaid expansion in the next
biennial budget. This may lead to a need for
additional analysis and perhaps education
and advocacy focused on members of the
Ohio General Assembly.
Navigation
The service-delivery environment is changing
in ways that can be confusing and frustrating.
Navigation assistance will likely be an ongoing
unmet need for the next several years:
• Many people will need help enrolling in
Medicaid and navigating the coverage
options and subsidies in the health
insurance marketplace.

•

•

The newly-insured in particular may need
assistance understanding deductibles,
co-pays and co-insurance, as well as
restrictions related to provider networks
and prescription drug formularies.
People receiving health insurance tax
credits and/or cost sharing subsidies or
who are enrolled in Medicaid may need
help to understand how fluctuations in their
income could impact eligibility.
Providers may need guidance to
understand the implications of policy
changes, such as how to address access
when people are unable to afford costsharing responsibilities.
People leaving jail or prison may need
help enrolling in Medicaid and connecting
with mental health and addiction service
providers.

The uninsured
Some groups of Franklin County residents will
remain uninsured and may therefore need
help to access mental health and addiction
services:
• Those who feel they cannot afford
employer-sponsored coverage available
through their job, even if this coverage
meets the official definition of affordability.
• Those who choose not to enroll in
Medicaid or purchase coverage through
the exchange, even if they are eligible.
• Those who allow their coverage to lapse.
• Immigrants without documentation.

Types of services

As a result of the ACA and MHPAEA, health
insurance plans are now required to cover a
more comprehensive set of behavioral health
treatment services than ever before.
Prevention, wellness and recovery supports
Many of the services needed to support
wellness and recovery, however, are not
covered by insurance. Even if Ohio is able
to reach near-universal insurance coverage,
a payer source will still be needed for the
following activities:
• Universal prevention programs to reduce
the prevalence of mental illness and
addiction, such as school-based alcohol
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•

•

•

and other drug prevention, and socialemotional learning programs.
Early intervention programs for young
people at risk of mental, emotional, and
behavioral disorders; parenting programs;
and caregiver support.
Recovery supports that help people to live
in the community rather than in institutions,
including a continuum of housing options
and vocational services (including
supported employment, permanent
supported housing, therapeutic housing,
therapeutic mentoring, respite, and
supported education).
Recovery supports that help people to
improve their quality of life, such as peer
support and wellness programs (including
recovery support coaching, recovery
support center services, supports for selfdirected care, and continuing care for
substance use disorders).

Treatment services
Finally, unmet need may continue for some
treatment services that are not adequately
covered by insurance or are in very short
supply, such as:
• Psychiatry
• Culturally-relevant services and traumainformed care
• Intensive services such as Assertive
Community Treatment (ACT), Intensive
Home Based Treatment (IHBT), and MultiSystemic Therapy (MST)
• Medication-Assisted Therapy for addiction
• Acute intensive services such as peerbased crisis, 23-hour crisis stabilization, and
24/7 crisis hotline.
• Out-of-home residential services, such
as crisis residential/stabilization, clinically
managed 24-hour care, clinically
managed medium intensity care, adult
mental health residential, children’s mental
health residential, youth substance abuse
residential, therapeutic foster care
• Outpatient services, such as family therapy
and multi-family therapy
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Question #2: Given recent
demographic changes, what are likely
to be the greatest areas of need over
the next 5-7 years?
In addition to the projected overall growth in
the size of Franklin County’s population, two
demographic trends stand out as possible
drivers of future unmet need for community
behavioral health services:
Poverty
Growth in the number of low-income Franklin
County residents (those living below 200% FPL)
from 30% of the population in 2008 to 36% in
2012 may result in the following needs:
• Increased prevalence of behavioral
health conditions: Given that prevalence
of mental illness and substance abuse/
dependence is higher among those
living in poverty (based on US data from
SAMHSA), it is likely that this increase in
the number of Franklin County residents
with low-incomes could result in a higher
prevalence of behavioral health conditions
in the future.
• Gaps in coverage and fragmented
care: People with lower incomes often
experience fluctuations in employment
and income which can impact their
eligibility for Medicaid, health insurance
exchange subsidies, and other programs.
These fluctuations may negatively impact
access to consistent and coordinated
behavioral health services.
Specialized services
Growth in the proportion of the population
that was born in another country, from 6% in
2000 to 9.5% in 2012 may result in the following
needs:
• Specialized and culturally-appropriate
services: Currently, only about one-third
of ADAMH network providers (31.3% of
those surveyed) are providing specialized
programming targeted towards
immigrants and refugees. None of the
non-ADAMH network providers surveyed
reported providing services specifically
for immigrants or refugees. Surveyed
providers also mentioned that there is a
lack of culturally-competent training or

•

•

•

•

•

•

experience with some specific groups,
including communities of color, women,
and jail/prison re-entry groups.
Translator/interpreter services: Participants
in the immigrant and refugee focus group
expressed concern about the lack of
adequate translator/interpreter services
for non-English speakers and the need
for interpreters who are native speakers
and understand the culture of the person
seeking care.
Outreach and navigation: The focus group
results indicate that many immigrants and
refugees are unfamiliar with the behavioral
health system and need guidance to
understand how they can go about
getting help. In addition, stigma, isolation,
and cultural norms may keep immigrants
from seeking services.
Trauma-informed care: Many immigrants
and refugees have experienced trauma
and are in need of culturally-appropriate,
trauma-informed care, such as trauma
healing programs.
Capacity-building: Focus group
participants suggested that ADAMH fund
capacity-building grants for community
health liaison programs that would help
to build trust between immigrant groups
and behavioral health providers, assist
immigrants with navigating the system, and
build a cadre of qualified interpreters.
Collection of culturally-specific data:
Focus group participants commented
that current intake forms do not include
specific ethnic groups and therefore
miss an opportunity to gather important
information that could inform ADAMH’s
planning efforts.
Transparency and responsiveness:
During the focus group, representatives
of immigrant and refugee communities
recommended that ADAMH do more to
explain how funding is allocated and to
raise awareness of current services and
programs.

Question #3: What is the
estimated number of people
who will need ADAMH-funded
services?
Treatment services
The uninsured rate will have a significant
impact on the number of people needing
ADAMH-funded treatment services. It is too
soon to determine the impact of Medicaid
expansion and other aspects of the ACA on
decreasing the number of uninsured people
in Franklin County. Going forward, ADAMH
should monitor:
• Number of residents enrolled in Medicaid,
from ODM’s Medicaid Expenditures and
Eligibles Report, which is updated each
month
• Number of uninsured residents, ages 18-64,
as reported by the ACS and OMAS
Wellness and prevention
Universal prevention strategies are aimed
at the entire population—over 1.2 million
county residents in 2013. The number of
people needing prevention programs will
therefore grow as Franklin County’s population
continues to grow over the next decade. The
current penetration rate for ADAMH-funded
prevention activities is quite low as reported,
indicating both the need for improved
reporting of prevention services provided
and a significant opportunity to increase the
numbers served by prevention programs.
Support services
The number of people needing ADAMHfunded support services — such as peer
support, housing and vocational services — will
be impacted by the following factors:
• Changes in the prevalence of mental
illness and substance abuse/dependence,
which could potentially increase due
to rising poverty or decrease due to
widespread implementation of effective
prevention strategies
• Changes in the number of Franklin County
residents who are living below 200% FPL
• Implementation of MHPAEA, the Essential
Health Benefits package, and other
efforts to achieve parity and provide a
more comprehensive range of behavioral
health services, including the extent to
which restrictions on provider networks
and prescription drug formularies impact
access to quality care.
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•
•

Increases in the number of people who
are newly “brought into the system” via
Medicaid expansion
Changes in the capacity and effectiveness
of systems outside the behavioral health
system that have implications for the
numbers of people who need communitybased recovery supports. These systems
include criminal justice and corrections,
subsidized housing and homeless shelters,
nursing homes, and other forms of
institutionalized health care.

Question #4: Given the
estimated unmet needs and
current system capacity, where
are the most significant gaps
in the current ADAMH provider
network?
Penetration rates

Penetration rates for ADAMH-paid services
indicate that there is likely a significant
number of Franklin County residents who
are not getting the help they need. In 2012,
penetration rates were highest for those
with Serious Mental Illness (SMI, age 18+),
compared to the penetration rate for those
with Any Mental Illness or Dependence or
Abuse of Illicit Drugs or Alcohol. However,
even among the estimated SMI population,
only 42% had received at least one ADAMHfunded service in 2012.
The ability of the community behavioral
health system to reach consumers appears
to be particularly weak for those with Any
Mental Illness (AMI, age 18+) and for those
with Dependence or Abuse of Illicit Drugs
or Alcohol (age 12+). For the adult AMI
population, only 37% received at least one
service from the overall community behavioral
health system and just 22% had received an
ADAMH-funded service.
Among those with alcohol or other drug
dependence/abuse, 27% had received
at least one service from the overall
community behavioral health system, with
just 21% receiving an ADAMH-funded service.
Although it is possible that many residents
may not seek services, these relatively
low penetration rates seem to indicate a
general lack of capacity to serve people
experiencing mental illness or addiction
challenges. This lack of capacity appears
to be particularly pronounced for alcohol
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Only 27% of ADAMH network
providers reported having
enough capacity to meet
existing service needs
and other drug addiction services, reflecting
the comparatively low penetration rate of
Medicaid in covering addiction services
compared to ADAMH.
The overall community behavioral health
system appears to be reaching most children
in need of care (94% received at least one
service). Medicaid is the key driver of this
higher penetration rate for children, reflecting
the historically strong role of Medicaid in
covering children. The ADAMH network, by
contrast, only reached 19% of the estimated
number of children needing behavioral health
services.

Stakeholder feedback

Results of the survey, focus groups, and
interviews with providers indicate that the two
largest challenges to having the capacity to
meet the demand for services are lack of:
• Workforce: Difficulty attracting and
retaining qualified staff due to low pay
and lack of skilled staff in some areas,
especially psychiatry
• Physical space: Space for crisis and detox
beds
In the interviews and focus groups, providers
and consumers expressed concerns about
waiting lists and long waits for services.
Additionally, only 27% of ADAMH network
providers reported having enough capacity
to meet existing service needs in the survey.
There is, however, very little hard data on
the amount of time that people wait for a
first appointment within the ADAMH provider
network. Wait time metrics, such as the
average number of days consumers wait
for a first or second appointment, can be
a valuable way to assess system capacity.
ADAMH network providers do not currently
collect and compile wait time data in a
consistent way that allows for apples-to-apples
comparisons across providers or with bestpractice benchmarks. It is therefore difficult to
pinpoint specific gaps or “bottlenecks” in the
accessibility of the existing behavioral health
system.

9

Implications for action: Strengths, opportunities,
challenges and threats to the ADAMH network

Summary of known and unknown changes in
the policy landscape

The policy landscape for community behavioral health
in Ohio has shifted dramatically over the past five years
and will continue to evolve as stakeholders respond

to the realities of ACA implementation. The most
significant over-riding policy impacts are listed below,
along with the implications that remain unknown at this
time and unmet needs that are emerging as a result of
the policy changes.

Fig. 37. Summary of most significant policy changes: Known and unknown impacts and emerging
areas of unmet need
Potential strategies
to address emerging
unmet needs

Known

Unknown

Emerging areas of unmet need

• Medicaid expansion
and other aspects
of the ACA are
increasing the
number of people
who have health
insurance coverage.
• As of July 2014,
22,668 Franklin
County residents
have enrolled in
Medicaid via the
expansion.

• Why is Medicaid expansion
enrollment lagging in
Franklin County compared
other large Ohio counties?
Will it increase and to what
extent?
• What will be the total
net effect of Medicaid
expansion and other
aspects of the ACA on the
number of Franklin County
residents who are uninsured
or otherwise cannot
afford behavioral health
treatment services?
• Will state-level policymakers
attempt to make changes
to the Medicaid program
and/or to curtail Medicaid
expansion?

• Confusion among consumers and providers
about changes in health insurance (how to
enroll, how to handle deductibles, co-pays,
and co-insurance, etc.)
• Uncertainty about future of Medicaid
expansion in Ohio

• Analysis and research
• Navigation assistance for
consumers and providers
• Education
• Advocacy
• Collaborative leadership
• Monitoring of data on
Medicaid enrollment and
the uninsured rate
• Funding services for those
who remain uninsured

• As a result of
Covered services
the ACA and
Which behavioral
MHPAEA, health
health services
insurance plans
get covered by
are now required
Medicaid and
to cover a more
other types of
comprehensive set
health insurance
of behavioral health
treatment services
and which services
than ever before.
remain uncovered?

How will MHPAEA actually
be implemented? To what
extent will parity concerns be
addressed by MHPAEA and
the ACA?

Confusion and uncertainty among consumers
and providers about which services are covered
by which providers, and restrictions related
to provider networks and prescription drug
formularies

• Navigation assistance
• Monitor implementation of
MHPAEA
• Collaborative leadership

Health care
delivery and
payment
What are the
emerging health
care delivery and
payment models
and reforms and
how might they
impact community
behavioral health?

What kind of payer should
ADAMH be in order to fulfill its
mission within the changing
healthcare payment and
delivery landscape? How
does ADAMH’s focus on
“value-based contracting” fit
with payment reform strategies
such as ACOs and bundled
payments?

• Lack of consensus among payers and
providers regarding the metrics that indicate
“value” in behavioral health
• Lack of collaboration among all those with
a role (payers/providers) to explore patientcentered strategies that could lead to
improved value

• Collaborative leadership
• Collective impact strategies
to improve outcomes
• Investment in pilot projects
or initiatives focused on
paying for value over
volume

Covered
population
Who gets covered
by Medicaid and
other types of
health insurance
and how many
people will remain
uninsured?

• Most prevention
programs and
support services,
however, are
not covered by
insurance.

The healthcare system
is shifting from a feefor-service model to
“paying for value.”
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System strengths to sustain and
build upon (internal)
ADAMH has a critical role to play in providing
support to people who are in recovery from
addiction and mental illness by helping
them to live in the community rather than in
institutions, and in helping people to improve
their quality of life. Housing and peer support
in particular are two types of critical support
services in which ADAMH already invests.
These investments could be strengthened to
meet growing demands voiced by consumers
and providers in this needs assessment.
Housing. Housing support services continue
to be vital to recovery. Local ADAMH boards
have an important role in partnering with
providers on development projects to use
local funds to match state and private capital
funds. Housing assistance for behavioral
health consumers relies heavily upon
resources from outside the behavioral health
system. Building safe, affordable housing
requires that ADAMH boards partner with
local planning boards to secure Housing and
Urban Development (HUD) subsidies to access
vouchers to pay for rent for people with very
low incomes and those with disabilities. In
Franklin County, Columbus Metropolitan
Housing Authority (CMHA) is the planning entity
that manages and monitors federal housing
subsidies that flow thru HUD (e.g., Section 8,
Shelter + Care, and HUD 811).
Developing and sustaining a continuum of
housing options that support recovery requires
three key elements:
1. Capital for infrastructure
2. On-site services that help that engage
tenants in treatment and support services
(e.g., groups, wellness, and peer-supports)
3. Rent subsidies
ADAMH boards play a critical role in investing
in local, flexible funds for the first two elements.
Other funding streams, such as those from
HUD, are responsible for covering ongoing
rent subsidies. Recent funding freezes for HUD
vouchers have made it difficult to cover rent
costs. Advocacy at the federal level (HUD) is
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needed to lift the freeze on housing vouchers
in Columbus.
Overall, housing lends itself to partnership
opportunities with private and public
organizations that also have a stake in housing
supports, and ADAMH boards have a key
role to play in coordinating housing-related
activities and advocating for rent subsidies.
Peer support. Peer supports services are also
vital to recovery and are a current asset of
the ADAMH system in Franklin County that can
be built upon in order to help more people
engage in holistic wellness and recovery. There
are a wide variety of possibilities for how peer
support could be expanded, including adding
more peer support center locations and doing
more to enlist the help of peers in respite and
crisis settings. Given the increasingly complex
range of health insurance options, there may
be an opportunity to build upon existing peer
support programs by training peer mentors
to help consumers navigate health insurance
enrollment and to connect consumers to
information about existing programs and
services.
Current consumers affiliated with peer support
services recommended the following in order
to improve their treatment and supportive
services:
• Creating resource banks listing available
area treatment and supportive services.
• Encouraging supportive service agencies
to coordinate and communicate with
each other more frequently; this includes
increased communication between
agencies and shelter networks.
• Focusing on outcomes rather than
productivity when evaluating a program or
system’s effectiveness.
These elements all are focused on
communication and coordination between
both consumers and providers as well as
between groups of providers. Increased
communication can bolster the positive
outcomes associated with peer support
services and also improve community
knowledge of available resources.

Emerging opportunities to pursue
(external)
Medicaid elevation positions boards to focus
on a more flexible portfolio of services. As
the actual impact of Medicaid elevation,
economic recovery, and the ACA become
known, ADAMH will likely have greater flexibility
to invest local levy dollars in prevention and
support services. If the need for ADAMH to
pay for treatment services for the uninsured
does in fact decline and other funding streams
are relatively stable, then ADAMH will be in an
excellent position to expand investment in the
following activities:
• Universal prevention programs to reduce
the prevalence of mental illness and
addiction, such as school-based alcohol
and other drug prevention and socialemotional learning programs.
• Early intervention programs for young
people at risk of mental, emotional, and
behavioral disorders; parenting programs;
and caregiver support.
• Partnerships with schools to improve school
climate and access to care.
• Improved services for immigrants and
refugees, including culturally-competent,
trauma-informed services; effective
interpreter/translation services; and
culturally-specific Community Health
Navigators to connect immigrants to
care and overcome stigma that prevents
individuals from seeking treatment services.
• Education of state leaders on the impact
of healthcare reform at the local level and
opportunities for improvement.
• Convening consumer advocacy groups,
providers and other stakeholders to
advocate to state-level policymakers for
policies that support ADAMH’s mission.
• Leadership of collective impact strategies
to bring local partners together to improve
outcomes for people struggling with
mental illness and addiction.
• Building bridges with other payers to
invest in coordinated care for the “whole
person.” ADAMH is in a prime position
to be a leader, convener, and facilitator
to help providers navigate the changing
healthcare landscape.
•
Expanding Value Based Contracting in
order to focus on quality rather than volume of
services, including analytics with other funders
about importance of supports with treatment.

System challenges to address (internal)
Given the relatively low penetration rate
of ADAMH-funded services for adults,
particularly for those in need of alcohol
and other drug addiction services, lack of
capacity appears to be a significant system
challenge. Throughout the course of the
needs assessment, stakeholders—particularly
providers—emphasized the following concerns
and potential solutions.
Unit rate. According to interviews with
providers, the most fundamental barrier to
offering sufficient services is lack of funding.
Providers expressed widespread frustration with
low reimbursement rates, and emphasized
that the existing unit rate payments are limiting
their ability to build capital or address nonbillable needs of their clients. They reported
that current unit rates are a major barrier to
recruiting and retaining qualified staff. The
bottom line for many providers, as expressed in
the interviews and survey, was that they want
to increase their services to meet client needs,
but are unable to do so without more funds.
The ceiling for the unit rates for services in
the Medicaid taxonomy (as reimbursed by
Medicaid and ADAMH), has reportedly not
been raised in almost two decades. While
local boards do not have control over the
reimbursement rate paid by Medicaid, they do
have an opportunity to increase unit rates for
non-Medicaid services. It is important to note
that for most contract agencies, Medicaid
is a much larger source of revenue than
ADAMH. Any increase in the unit rates paid by
ADAMH would certainly be helpful to network
providers, although increases in the Medicaid
unit rates would be far more significant.
Payment structure. In addition to increasing
unit rates, providers offered several creative
strategies to improve:
• Offer a training payment rate, which would
allow providers to train new employees,
in ADAMH-agreed upon ways, and avoid
creating a deficit. This system could also
be implemented for training in evidencebased practice, which would benefit both
new and existing clinicians.
• ADAMH-approved billing rates for case
manager activities that cannot currently
be reimbursed. ADAMH could reorganize
its funding structure to address some of
these gaps.
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•
•

Assistance in raising capital for new physical
space.
Improvements to the current “shadow
claiming” claiming system.

Workforce recruitment and retention. Although
providers generally reported that the low unit
rate was responsible for workforce challenges,
some potential roles for ADAMH other than
increasing reimbursement did emerge from this
assessment:
• Training (with CEUs) and technical assistance
on workforce retention strategies
• Collaborative leadership on workforce
pipeline strategies (such as minority
recruitment and loan forgiveness) in
partnership with higher-education institutions,
within-ADAMH-network and out-of-network
providers, and other stakeholders
• Strategies to “extend the career ladder,”
such as building on the Peer Support
Certification program as a recruitment tool
and model for other entry-level certification
programs
Communication. In addition to concerns about
workforce, input gathered from providers
and other stakeholders indicate that ADAMH
could improve communication with providers
(including guidance when going through large
systems changes), between providers, and with
consumers, especially immigrant groups.

Emerging threats to mitigate
(external)
The following threats could negatively impact
ADAMH’s ability to fulfill its mission in the future:
• Erroneous belief among some in the general
public that the ACA, MHPAEA, and Medicaid
expansion have fully addressed all barriers to
accessing behavioral health care and that
mental health and addiction services are
now adequately covered for all Ohioans.
• Uncertainty about the stability of state and
local funding streams. Future changes to
the Medicaid program or the OhioMHAS
budget could impact ADAMH revenues and/
or expenditures. Furthermore, the current
local property tax levy expires in 2016. Given
that the levy provides over three-quarters of
ADAMH’s revenue, failure to pass the next
levy or a reduction in levy amounts would
negatively impact the ADAMH network.
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Potential strategies to embrace the
change
The healthcare landscape is rapidly changing
in radical ways, with major implications for the
way mental health and addiction services are
delivered at the local level. The full impact
of these changes for the people of Franklin
County will not be known for several years. This
type of change presents significant “adaptive
challenges”41 for the ADAMH Board of Franklin
County and others who are working to improve
the health of the community. Adaptive
challenges are systemic problems with no ready
answers, in contrast to “technical problems”
which have more concrete solutions.
As described in the three key findings above,
there are several potential strategies to address
these challenges and opportunities for the board
to consider. Overall, the following types of
adaptive leadership roles for the board emerge:
• Collaboration: Convene and strengthen
partnerships with internal and external
stakeholders in order to improve access to
care.
• Advocacy: Educate the public and local,
state, and federal policymakers about
the impact of healthcare reform at the
local level. Advocate for changes that will
increase the capacity of the local behavioral
health system.
• Information gathering and dissemination:
Monitor data about access to care. Partner
with others to conduct research and analysis
that describes how healthcare reform is
playing out at the local level.
• Build navigation capacity: Ensure that people
have help to navigate the complexities of
enrolling in and using health insurance.
• Build workforce capacity: Continue to
explore strategies and partnerships to support
recruitment and retention of a high-quality,
culturally-competent behavioral health
workforce.
• Strategic planning to maintain the safety net
and a comprehensive continuum of care:
Ensure that Franklin County has a strong and
effective safety net for people living with
addiction and mental illness, as well as a
comprehensive range of behavioral health
services that prevents illness and addiction
and supports people as they recover.

10 Appendices
Appendix A. Demographic Profile of Columbus and Franklin County
Appendix A. Table 1. Age Profile: Columbus
and Franklin County, 2010

Appendix A. Table 2. Age Profile: Columbus and
Franklin County, 2012

INDICATOR

COLUMBUS

FRANKLIN
COUNTY

INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL POPULATION

787,033

1,163,414

TOTAL POPULATION

809,890

1,195,537

Population under age 5

60,029

83,117

Population under age 5

62,764

85,223

7.6%

7.1%

7.7%

7.1%

122,390

195,425

122,880

199,612

15.6%

16.8%

15.2%

16.7%

110,702

138,761

102,618

135,672

14.1%

11.9%

12.7%

11.3%

352,800

508,528

368,434

519,690

44.8%

43.7%

45.5%

43.5%

73,512

121,877

80,428

131,294

9.3%

10.5%

9.9%

11.0%

67,600

115,706

72,766

124,046

8.6%

9.9%

9.0%

10.4%

Percent population under age 5
Population ages 5 to 17
Percent population ages 5 to 17
Population ages 18 to 24
Percent population ages 18 to 24
Population ages 25 to 54
Percent population ages 25 to 54
Population ages 55 to 64
Percent population ages 55 to 64
Population age 65 and over
Percent population age 65 and over

Percent population under age 5
Population ages 5 to 17
Percent population ages 5 to 17
Population ages 18 to 24
Percent population ages 18 to 24
Population ages 25 to 54
Percent population ages 25 to 54
Population ages 55 to 64
Percent population ages 55 to 64
Population age 65 and over
Percent population age 65 and over

Source: U.S. Census Bureau, 2010 decennial census

Source: U.S. Census Bureau, American Community Survey, 1-year
estimates, 2012

Appendix A. Table 3. Race & Ethnicity Profile:
Columbus and Franklin County, 2010

Appendix A. Table 4. Race & Ethnicity Profile:
Columbus and Franklin County, 2012

INDICATOR

COLUMBUS

FRANKLIN
COUNTY

INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL POPULATION

787,033

1,163,414

TOTAL POPULATION

809,890

1,195,537

White population

483,677

805,617

White population

474,087

793,282

61.5%

69.2%

58.5%

66.4%

220,241

247,225

222,644

251,025

28.0%

21.2%

27.5%

21.0%

31,965

44,996

35,043

49,583

Percent white
Black or African American popualtion
Percent African American
Asian population

4.1%

3.9%

Native American population

Percent Asian

2,105

2,852

Percent Native American

0.3%

0.2%

22,959

28,018

2.9%

2.4%

26,086

34,706

3.3%

3.0%

44,359

55,718

5.6%

4.8%

Other race population
Percent other race
Multiracial population
Percent multiracial
Hispanic or Latino population (of any
race)
Percent Hispanic or Latino (of any
race)

Source: U.S. Census Bureau, 2010 decennial census

Percent white
Black or African American popualtion
Percent African American
Asian population

4.3%

4.1%

Native American population

Percent Asian

1,288

1,692

Percent Native American

0.2%

0.1%

Other race population

4,452

5,112

Percent other race

0.5%

0.4%

27,728

34,743

3.4%

2.9%

44,378

59,529

5.5%

5.0%

Multiracial population
Percent multiracial
Hispanic or Latino population (of any
race)
Percent Hispanic or Latino (of any
race)

Source: U.S. Census Bureau, American Community Survey, 1-year
estimates, 2012
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Appendix A. Table 5. Migration & Language Profile: Columbus and
Franklin County, 2012
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL POPULATION

809,890

1,195,537

Percent born in Ohio

65.9%

66.8%

Percent born in a different state or the District of Columbia

22.1%

23.0%

Percent born in a US territory or born abroad to American parents

0.9%

0.8%

Percent foreign born

11.1%

9.5%

FOREIGN BORN POPULATION

90,135

113,290

Percent naturalized as US citizens

39.4%

42.5%

Percent born in North and South America

22.0%

22.4%

Percent born in Europe

7.4%

9.9%

Percent born in Sub-Saharan Africa

33.0%

27.9%

Percent born in the Middle East or North Africa

5.9%

6.0%

Percent born in South or Central Asia

11.9%

13.6%

Percent born in East Asia the Pacific

19.8%

20.1%

798,718

1,179,151

22.1%

19.2%

POPULATION AGE 1 YEAR AND OVER
Percent who lived in another residence 1 year ago
POPULATION WHO LIVED IN ANOTHER RESIDENCE 1 YEAR AGO

176,434

226,138

Percent who lived elsewhere in Franklin County

62.9%

63.9%

Percent who lived in another county in Ohio

19.2%

18.5%

Percent who lived in another state or the District of Columbia

13.7%

13.8%

Percent who lived abroad

4.1%

3.8%

747,126

1,110,314

14.7%

12.7%

109,978

140,591

Percent speaking English less than "very well"

39.9%

37.8%

Percent speaking Spanish at home

27.1%

28.4%

Percent speaking another Indo-European language at home

21.9%

24.4%

Percent speaking an Asian or Pacific Islander language at home

21.8%

22.3%

Percent speaking another language at home

29.1%

25.0%

POPULATION AGE 5 YEARS AND OVER
Percent speaking a language other than English at home
POPULATION SPEAKING A LANGUAGE OTHER THAN ENGLISH AT HOME (AGE 5+)

Source: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012

Appendix A. Table 6. Employment Profile:
Columbus and Franklin County, 2012
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

POPULATION AGE 16 AND OVER

640,865

937,748

30.9%

31.5%

623,791

910,180

7.2%

7.8%

442,506

642,021

0.1%

0.1%

442,506

642,021

8.5%

7.7%

Percent not in labor force
CIVILIAN POPULATION AGE 18
AND OVER
Percent who are veterans
TOTAL LABOR FORCE
Percent Armed Forces
CIVILIAN LABOR FORCE
Unemployment rate
CIVILIAN EMPLOYED POPULATION
AGE 16 AND OVER

404,692

Source: U.S. Census Bureau, American Community Survey,
1-year estimates, 2012
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Appendix A. Table 7. Home Area Worker
Profile: Columbus and Franklin County, 2011
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

Total Primary Jobs

321,264

497,867

Percent male

48.9%

49.3%

Percent female

51.1%

50.7%

Percent under age 30

28.1%

26.2%

Percent age 30 to 54

56.0%

56.7%

Percent age 55 or over

15.9%

17.1%

Percent white

71.6%

77.4%

Percent black or African American

23.1%

17.6%

Percent Asian

3.6%

3.5%

Percent Hispanic

3.1%

2.7%

Percent earning $1,250 per month or less

20.9%

20.1%

Percent earning $1,251 to $3,333 per
month

41.9%

39.1%

Source: U.S. Census Bureau, Local Employment Dynamics, 2011

Appendix A. Table 8. Income & Poverty Profile: Columbus and Franklin
County, 2012
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL HOUSEHOLDS

329,502

471,438

Median household income (dollars)

$43,844

$50,074

Percent households with income less than $25,000

29.1%

24.9%

Percent households with income $75,000 or above

25.0%

31.2%

Percent households receiving Supplemental Security Income (SSI)

5.4%

4.8%

Percent households receiving cash public assistance

4.2%

3.8%

Percent households receiving food stamps/SNAP benefits

18.5%

15.5%

788,907

1,169,005

Poverty rate (percent persons below poverty level)

21.8%

17.9%

Percent persons below 200% of poverty (self-sufficiency)

42.4%

35.8%

Child poverty rate

31.8%

25.2%

178,697

278,092

16.9%

13.2%

97,370

148,728

24.6%

19.7%

37,465

47,560

42.9%

40.5%

POPULATION FOR WHOM POVERTY STATUS IS DETERMINED

FAMILIES
Family poverty rate
FAMILIES WITH OWN CHILDREN (UNDER AGE 18)
Poverty rate for families with own children (under age 18)
FEMALE-HEADED HOUSEHOLDS WITH OWN CHILDREN (NO HUSBAND PRESENT)
Poverty rate for female-headed households with own children (no husband present)

Source: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012

Appendix A. Table 9. Public Assistance Profile:
Columbus and Franklin County, 2013
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL POPULATION (2012)

809,798

1,195,537

Food stamp recipients

177,587

220,671

21.9%

18.5%

213,610

279,386

26.4%

23.4%

16,797

19,819

2.1%

1.7%

Percent population receiving food stamps
Medicaid recipients
Percent population receiving Medicaid
TANF (Temporary Assistance for Needy Families)
recipients
Percent population receiving TANF

Source: Franklin County Job and Family Serivces, Summer 2013; U.S. Census
Bureau, Annual Population Estimates,2012
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Appendix A. Table 10. Children Services Profile: Columbus and Franklin County, 2012
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

TOTAL CHILD POPULATION (UNDER AGE 18)

183,644

284,835

CHILDREN IN OPEN CHILDREN SERVICES CASES

3,240

4,216

Open children services cases per 100 children

1.8

1.5

Percent male

52.3%

52.4%

Percent female

47.5%

47.3%

Percent under age 6

38.1%

36.7%

Percent age 6 to 11

23.9%

23.5%

Percent age 12 to 17

34.9%

36.3%

Percent White

42.4%

44.3%

Percent Black of African American

44.8%

42.4%

Percent Asian

0.2%

0.2%

Percent American Indian

0.1%

0.1%

Percent multiracial

1.1%

10.7%

Percent living with a family member

64.4%

60.2%

Percent living in paid care

31.8%

35.6%

Percent living arrangements not documented

3.8%

4.2%

1,795

2,325

Percent of cases opened for child abuse or neglect

55.4%

55.1%

Open child abuse or neglect cases per 100 children

1.0

0.8

483

697

Percent of cases opened for child dependency

14.9%

16.5%

Open child dependency cases per 100 children

0.3

0.3

OPEN CHILD UNRULINESS OR DELINQUENCY CASES

OPEN CHILD ABUSE OR NEGLECT CASES

OPEN CHILD DEPENDENCY CASES

553

735

Percent of cases opened for child unruliness or delinquency

17.1%

17.4%

Open child unruliness or delinquency cases per 100 children

0.3

0.3

Source: Franklin County Children
Services, 2012

Appendix A. Table 11. Childbirth Profile: Columbus and Franklin County, 2013
COLUMBUS

FRANKLIN
COUNTY

40.1%

43.3%

106,144

136,384

50.3%

48.8%

500,568

751,700

Percent without a high school diploma or GED

11.8%

10.4%

Percent with only a high school diploma or GED

26.3%

25.7%

Percent with only some college or an associate's degree

29.1%

28.0%

Percent with a bachelor's degree or higher

21.9%

23.3%

Percent with a graduate degree

10.9%

12.7%

INDICATOR
Percent enrolled in preschool
POPULATION AGES 18 TO 24
Percent enrolled in higher education
POPULATION AGE 25 YEARS AND OVER

Source: U.S. Census Bureau, American Community Survey, 1-year estimates, 2012
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Appendix A. Table 12. Student Demographics Profile: Columbus City School District 2012-2013
INDICATOR

Franklin
County

CCS
District

INDICATOR

Franklin
County

CCS
District

TOTAL STUDENTS

Homeless

2.1%

6.3%

Doubled-up

1.2%

3.4%

Hotel/motel

0.1%

0.4%

162,192

49,510

Preschoolers

0.7%

1.1%

Kindergarteners

6.3%

9.9%

1st graders

8.3%

9.3%

2nd graders

8.1%

8.8%

Shelter

0.8%

2.5%

3rd graders

7.9%

8.2%

Unsheltered

0.0%

0.0%

4th graders

7.9%

8.0%

5th graders

8.0%

7.8%

13.6%

16.7%

6th graders

7.9%

7.1%

Autism

1.1%

1.0%

7th graders

7.9%

6.9%

Cognitive disabilities

0.9%

1.4%

8th graders

7.7%

6.9%

Deafness

0.2%

0.4%

9th graders

8.6%

8.8%

10th graders

7.3%

6.3%

Developmental delay

0.3%

0.5%

11th graders

7.0%

6.1%

Emotional disturbance

1.0%

1.6%

12th graders

6.5%

4.9%

Orthopedic impairments

0.1%

0.1%

White

55.8%

26.8%

Black or African American

27.3%

57.3%

Special learning disabilities

5.5%

6.6%

Asian/Pacific Islander

4.6%

2.5%

Speech and language impairements

1.7%

2.0%

American Indian

0.1%

0.2%

Traumatic brain injury

0.1%

0.2%

Hispanic

6.8%

8.0%

Visual impairments

0.0%

0.1%

Multiracial

5.4%

5.2%

Speaking English at home

*

85.8%

Multiple disabilities

0.6%

0.8%

Speaking Spanish at home

*

5.1%

Other

2.3%

2.0%

Speaking Somali at home

*

2.1%

Traumatic brain injury

0.1%

0.2%

Speaking another language at home

*

7.0%

Visual impairments

0.0%

0.1%

Limited English proficiency

8.3%

11.7%

Immigrant

*

2.6%

Multiple disabilities

0.6%

0.8%

Economically disadvantaged

47.1%

79.0%

Other

2.3%

2.0%

Students with disabilities

Source: Ohio Department of Education, 2012-2013
Note: Franklin County data was aggregated from data for the 16 districts primarily in Franklin County
*Data unavailible or not sufficient enough to represent Franklin County
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Appendix A. Table 13. Student Performance & Discipline Profile: Columbus City School District,
2012-2013
INDICATOR

Franklin
County

CCS
District

PERCENTAGE STUDENTS PROFICIENT ON
OAA

INDICATOR

Franklin
County

CCS
District

TOTAL STUDENTS

162,192

49,510

TOTAL DISCIPLANARY EVENTS

59,377

37,477

DISCIPLINARY EVENTS PER 100 STUDENTS

36.6

75.7

Expulsions per 100 Students

0.3

0.8

Grade 3 math

74.1%

53.4%

Grade 3 reading

77.5%

61.5%

Grade 4 math

73.4%

49.3%

Grade 4 reading

84.0%

68.7%

Grade 5 math

64.7%

38.6%

Out of School Suspensions per 100
Students

22.0

54.4

Grade 5 reading

71.5%

51.3%

Other Discipline Types per 100 Students

14.3

20.5

Grade 5 science

62.6%

34.8%

Grade 6 math

72.3%

48.5%

36.6

75.7

Grade 6 reading

79.6%

59.7%

Alcohol-related

0.1

0.1

Grade 7 math

71.8%

48.2%

Disobedient/disruptive behavior-related

22.5

42.5

Grade 7 reading

78.8%

60.2%

Explosive-related

0.0

0.1

Grade 8 math

74.8%

53.9%

False alarm/bomb threat-related

0.0

0.1

Grade 8 reading

84.8%

71.7%

Grade 8 science

64.8%

39.9%

Fighting/violence-related

6.0

14.5

Grade 10 math

80.5%

65.5%

Firearm look-a-like-related

0.1

0.2

Grade 10 reading

86.4%

75.8%

Firearm-related

0.0

0.0

Grade 10 science

74.0%

54.0%

Grade 10 writing

83.4%

72.8%

Harrassment/intimidation-related

1.8

4.3

Grade 10 social studies

80.3%

65.7%

Serious bodily injury-related

1.1

3.4

Grade 11 math

86.3%

78.8%

Theft/stealing-related

0.6

1.0

Grade 11 reading

92.8%

88.5%

Tobacco-related

0.2

0.4

Grade 11 science

82.6%

69.6%

Grade 11 writing

91.6%

86.6%

Truancy-related

3.0

6.3

Grade 11 social studies

87.5%

79.7%

Unwelcome sexual conduct-related

0.5

1.5

Grade 12 math

92.8%

91.6%

Vandalism-related

0.2

0.5

Grade 12 reading

>95%

>95%

Other drug-related

0.4

0.6

Grade 12 science

89.7%

86.2%

Other weapon-related

0.2

0.4

Grade 12 writing

>95%

>95%

Grade 12 social studies

93.2%

92.4%

DISCIPLINARY EVENTS PER 100 STUDENTS

Source: Ohio Department of Education, 2012-2013
Note: Franklin County data was aggregated from data for the 16 districts primarily in Franklin County
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Appendix A. Table 14. Crime Profile: Columbus and Franklin County, 2012
INDICATOR

COLUMBUS

FRANKLIN
COUNTY

68

74

0.1

0.1

444

489

0.6

0.4

2,872

3,104

3.5

2.8

2,208

2,298

2.7

2..1

5,592

5,965

6.1

5.5

14,218

15,555

17.5

14.2

25,822

32,214

31.8

29.5

3,525

3,775

4.4

3.5

43,565

51,544

53.8

47.1

VIOLENT CRIMES
CRIMINAL HOMICIDES
Criminal homicides per 1000 population
FORCIBLE RAPES
Forcible rapes per 1000 population
ROBBERIES
Robberies per 1000 population
AGGRAVATED ASSAULTS
Aggravated assaults per 1000 population
TOTAL VIOLENT CRIMES
Violent crimes per 1000 population
PROPERTY CRIMES
BURGLARIES
Burglaries per 1000 population
LARCENIES, THEFTS (non-motor vehicle)
Larcenies, thefts per 1000 population
MOTOR VEHICLE THEFTS
Motor vehicle thefts per 1000 population
TOTAL PROPERTY CRIMES (excl. arsons)
Property crimes per 1000 population

Source: Columbus Division of Police, 2012 and Federal Bureau of Investigation, 2012
Note: Franklin County data was aggregated from the 10 most populous Franklin County
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6.3%

23.4%

5.4%

44.5%

12.2%

8.2%

Population
under age 5

Population
ages 5 to 17

Population
ages 18 to 24

Population
ages 25 to 54

Population
ages 55 to 64

Population
age 65 and
over

42,906

78.1%

2.0%

15.7%

0.1%

0.0%

1.8%

2.3%

TOTAL
POPULATION
(2012)

White alone

Black or
African
American
alone

Asian alone

Native
American
alone

Other race
alone

Multiracial
population

Hispanic or
Latino (of any
race)

RACE & ETHNICITY, 2008-2012

42,906

TOTAL
POPULATION
(2012)

AGE, 2008-2012

Dublin

1.7%

2.8%

0.5%

0.1%

1.8%

7.3%

85.8%

37,073

13.4%

13.5%

39.0%

11.0%

17.8%

5.3%

37,073

Westerville

2.2%

2.2%

0.1%

0.0%

1.1%

1.6%

92.9%

36,832

12.7%

11.6%

42.1%

7.5%

18.4%

7.8%

36,832

Grove City

3.7%

3.3%

0.1%

0.1%

2.1%

22.3%

68.3%

36,347

11.7%

11.9%

41.9%

8.5%

20.2%

5.9%

36,347

Reynoldsburg
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2.6%

1.6%

0.1%

0.1%

4.5%

0.6%

90.4%

34,203

16.5%

14.1%

39.0%

5.3%

19.4%

5.6%

34,203

Upper
Arlington

1.4%

1.2%

0.1%

0.1%

2.6%

11.5%

83.2%

33,828

12.0%

13.0%

41.6%

10.4%

18.3%

4.7%

33,828

Gahanna

2.7%

1.4%

0.1%

0.0%

4.3%

3.7%

87.5%

30,564

10.0%

9.5%

44.3%

6.4%

24.1%

5.6%

30,564

Hilliard

11.8%

3.9%

0.0%

0.3%

0.7%

29.7%

53.7%

18,403

10.0%

11.2%

43.3%

10.5%

17.6%

7.5%

18,403

Whitehall

1.9%

1.4%

0.6%

0.2%

2.7%

2.2%

91.1%

13,757

16.6%

15.3%

38.8%

4.1%

17.1%

8.0%

13,757

Worthington

5.4%

3.0%

0.3%

0.2%

4.2%

27.4%

59.4%

809,798

8.7%

9.5%

45.1%

13.4%

15.6%

7.7%

809,798

COLUMBUS

4.7%

2.8%

0.2%

0.1%

3.9%

20.9%

67.3%

1,195,537

10.0%

10.5%

43.8%

11.7%

16.8%

7.1%

1,195,537

FRANKLIN
COUNTY

79.7%

20.3%

14,847

76.1%

68.7%

43.8%

3.7%

20.3%

Owneroccupied

Renteroccupied

TOTAL
HOUSEHOLDS

Families

Married
couples

Families with
children

Femaleheaded HHs
w/children

Persons living
alone

0.85%

$321,778

With sheriff
sales

AVG. APP.
VALUE (SFU)

$177,722

1.36%

8,753

24.4%

4.3%

31.4%

62.1%

71.4%

13,276

25.5%

74.5%

13,276

Westerville

0.3

0.00

0.00

0.20

0.10

12.68

2.24

10.23

0.21

VIOLENT
CRIMES

Criminal
homicides

Forcible rapes

Robberies

Aggravated
assaults

PROPERTY
CRIMES

Burglaries

Larcenies,
thefts (nonMV)

Motor vehicle
thefts

0.46

20.72

2.83

24.01

0.00

0.20

0.10

0.00

0.4

CRIME RATES (PER 1000 POP), 2012

9,140

PARCELS WITH
1 TO 3 UNITS

HOUSING, OCTOBER 2013

14,847

OCCUPIED
HOUSING
UNITS

HOUSEHOLDS, 2008-2012

Dublin

1.06

30.60

5.10

36.76

0.10

0.50

0.03

0.00

1

$138,244

2.09%

10,352

25.3%

7.7%

33.3%

54.4%

70.0%

13,422

28.6%

71.4%

13,422

Grove City

0.96

23.06

4.90

28.92

0.60

1.60

0.20

0.10

2.4

$126,841

1.80%

7,320

28.8%

9.5%

33.0%

46.0%

64.3%

14,196

36.7%

63.3%

14,196

Reynoldsburg
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0.50

11.34

1.93

13.77

0.00

0.20

0.00

0.00

0.3

$327,661

0.05%

11,552

27.3%

3.4%

31.8%

60.4%

68.8%

13,536

17.6%

82.4%

13,536

Upper
Arlington

0.62

20.01

3.67

24.30

0.20

0.10

0.02

0.00

0.7

$185,341

0.22%

9,922

25.6%

7.0%

32.4%

54.6%

68.8%

12,989

25.2%

74.8%

12,989

Gahanna

1.01

19.11

4.84

24.96

0.10

0.50

0.00

0.00

0.7

$203,771

1.38%

8,342

20.7%

5.5%

42.8%

63.4%

75.1%

10,233

23.3%

76.7%

10,233

Hilliard

3.97

70.97

17.10

92.10

2.30

5.80

0.70

0.10

8.9

$76,256

0.15%

4,579

35.6%

12.6%

27.3%

30.6%

57.1%

7,327

59.2%

40.8%

7,327

Whitehall

0.58

19.26

8.43

28.28

0.10

0.01

0.00

0.00

0.3

$229,741

0.37%

4,818

24.2%

4.4%

34.2%

59.0%

72.4%

5,399

19.5%

80.5%

5,399

Worthington

4.35

31.89

17.57

53.80

2.70

3.50

0.50

0.10

6.9

$115,673

1.27%

178,882

36.3%

10.0%

26.5%

33.4%

53.6%

323,012

52.2%

47.8%

323,012

COLUMBUS

3.5

29.5

14.2

47.1

2.1

2.8

0.4

0.1

5.5

$149,081

1.15%

303,962

32.7%

8.8%

28.7%

40.5%

58.6%

464,018

44.2%

55.8%

464,018

FRANKLIN
COUNTY

Westerville

6.1%

10.9%

0.3%

Receive food
stamps

Receive
Medicaid

Receive TANF

0.6%

14.7%

9.7%

37,073

1.2%

24.9%

16.6%

36,832

Grove City

1.1%

25.6%

18.2%

36,347

Reynoldsburg

0.0%

0.4%

0.2%

34,203

Upper
Arlington

0.7%

12.1%

8.0%

33,828

Gahanna

1.1%

23.9%

14.2%

30,564

Hilliard

1.1%

18.7%

14.1%

18,403

Whitehall

0.6%

12.4%

7.6%

13,757

Worthington

2.1%

26.4%

21.9%

809,798

COLUMBUS

1.7%

23.4%

18.5%

1,195,537

FRANKLIN
COUNTY

Source: U.S. Census Bureau, Annual Population Estimates, 2012; U.S. Census Bureau, American Community Survey, 5-year estimates, 2008-2012; Franklin County Auditor; Columbus Department of
Development; Columbus Division of Police; Franklin County Job and Family Services; Federal Bureau of Investigation
Note: Single-family units are parcels with 1-3 units

42,906

TOTAL
POPULATION
(2012)

PUBLIC ASSISTANCE, SUMMER 2013

Dublin
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80

Appendix B. Penetration rate calculations (methods description and
complete detailed tables)
399 East Main Street, Suite 100

Columbus, Ohio 43215-5303
telephone: 614.224.5917
www.researchpartners.org
399 East Main Street, Suite 100

Columbus, Ohio 43215-5303
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www.researchpartners.org

ADAMH Board Needs Assessment
Penetration
Rate Calculation
Method
ADAMH
Board
Needs Assessment
8/12/14 version for review by ADAMH

Introduction

Penetration Rate Calculation Method
8/12/14 version for review by ADAMH

The Health Policy Institute of Ohio (HPIO) and Community Research Partners (CRP) are conducting a
policy review and needs assessment for the Alcohol, Drug, and Mental Health Board of Franklin County
(ADAMH).
ThePolicy
primary
goals are
to estimate
the Community
prevalence of
mental Partners
illness and
substance
abuse in a
The Health
Institute
of Ohio
(HPIO) and
Research
(CRP)
are conducting
Franklin
and needs
to assess
mental health
alcoholDrug,
and and
drugMental
addiction
treatment
and
prevention
policy County
review and
assessment
for theand
Alcohol,
Health
Board of
Franklin
County
service
needs
for
residents
of
Franklin
County.
Specifically,
the
assessment
looks
at
residents
have
(ADAMH). The primary goals are to estimate the prevalence of mental illness and substancewho
abuse
in
noFranklin
insurance
or
insufficient
insurance
and
Medicaid/Medicare
recipients
in
need
of
behavioral
health
County and to assess mental health and alcohol and drug addiction treatment and prevention
support
thatresidents
are not covered
by County.
Medicaid/Medicare.
serviceservices
needs for
of Franklin
Specifically, the assessment looks at residents who have

Introduction

no insurance or insufficient insurance and Medicaid/Medicare recipients in need of behavioral health
support services that are not covered by Medicaid/Medicare.

Method
Prevalence

Method

When considering behavioral health, prevalence is the proportion of individuals, within a population,
Prevalence
who
have a particular behavioral health condition. Prevalence rate calculations answers the question,
“Approximately
how behavioral
many people
within
the population
the specific
behavioral
health
condition?”
When considering
health,
prevalence
is the have
proportion
of individuals,
within
a population,

who have aRate
particular behavioral health condition. Prevalence rate calculations answers the question,
Penetration
“Approximately how many people within the population have the specific behavioral health condition?”
The penetration rate is defined as the percent of individuals who are in need of behavioral health
Penetration
Rate
services
and who
receive the services they need. To estimate the penetration rate of services provided
byThe
ADAMH
network
providers,
theasnumerator
is the
number ofwho
individuals
receiving
behavioral
health
penetration rate
is defined
the percent
of individuals
are in need
of behavioral
health
services
that
were
paid
for
by
either
Medicaid
or
ADAMH,
within
the
year.
These
numbers,
representing
services and who receive the services they need. To estimate the penetration rate of services provided
everyone
whonetwork
receivedproviders,
treatment,
support,
or prevention
services
in the year,
were provided
by the
by ADAMH
the
numerator
is the number
of individuals
receiving
behavioral
health
Ohio
Department
of
Mental
Health
and
Addiction
Services
(OMHAS).
The
denominator
(ADAMH-eligible
services that were paid for by either Medicaid or ADAMH, within the year. These numbers, representing
population)
is thereceived
estimated
number of
individuals
in Franklinservices
Countyin
that
criteria
for the
everyone who
treatment,
support,
or prevention
themeet
year,the
were
provided
by the
condition
or
behavioral
health
concern
and
also
have
an
income
at
or
below
200%
of
the
federal
poverty
Ohio Department of Mental Health and Addiction Services (OMHAS). The denominator (ADAMH-eligible
level.
Many
of
the
people
who
are
ADAMH-eligible
are
also
eligible
for
Medicaid;
however,
no
data
population) is the estimated number of individuals in Franklin County that meet the criteria for the
exists
that would
allow us health
to determine
people
Medicaid-eligible.
As a of
result,
we used
condition
or behavioral
concernhow
andmany
also have
an are
income
at or below 200%
the federal
poverty
ADAMH-eligible
(<200%
FPL)
as
an
imperfect
denominator
for
penetration
rate
calculations.
level. Many of the people who are ADAMH-eligible are also eligible for Medicaid; however, no data

exists that would
allow us to
determine how many people are Medicaid-eligible. As a result, we used
Assumptions
and Secondary
Data
ADAMH-eligible (<200% FPL) as an imperfect denominator for penetration rate calculations.
To complete the prevalence and penetration calculations, HPIO provided CRP with a list of prevalence
Assumptions
and
Secondary
Dataand Mental Health Services Administration (SAMHSA) and the
indictors
from the
Substance
Abuse
Institute
of
Medicine
(IOM).
Each
is linked
to an ageHPIO
group
(ColumnCRP
B), with
which
creates
a
To complete the prevalence andindicator
penetration
calculations,
provided
a list
of prevalence
subpopulation
within
the county.
Noteand
that
SAMHSA’s
age
categories
for prevalence
data areand the
indictors from
the Substance
Abuse
Mental
Health
Services
Administration
(SAMHSA)
somewhat
limited.
For
instance,
for
the
indicator
“Dependence
or
Abuse
of
Illicit
Drugs
orcreates
Alcoholain
Institute of Medicine (IOM). Each indicator is linked to an age group (Column B), which
Past
Year” the most
granular
age category
provided
by SAMHSA,
at a county
level, is thedata
age group
subpopulation
within
the county.
Note that
SAMHSA’s
age categories
for prevalence
are 12+.
This
is
a
drawback
of
the
county-level
data
that
CRP
addressed
by
also
drawing
comparisons
from
somewhat limited. For instance, for the indicator “Dependence or Abuse of Illicit Drugs or Alcohol in
national-level
data.
Past Year” the
most granular age category provided by SAMHSA, at a county level, is the age group 12+.
This is a drawback of the county-level data that CRP addressed by also drawing comparisons from
national-level data.
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1

Next, the prevalence rates were provided using SAMHSA sources (Column C). In addition, the year of
each calculation and the geography to which that calculation relates were provided (Columns D and E).
The estimated total number of Franklin County residents was provided by the United States Census
Bureau using the 2012 1-year American Community Survey estimates (Column F). The census data is
organized in to age groups, which closely relate to the age groups of the prevalence rate estimates. In
addition, the estimated total number of low-income Franklin County residents was provided by
corresponding age group (Column G). However, please note that these numbers only include residents
for whom poverty is determined, which omits a small subsection of the total population. Low-income,
for the purposes of this penetration rate calculation, is defined as <200% of the Federal Poverty Line
(FPL).
OMHAS provided the numbers of residents who received Medicaid-paid and/or ADAMH-paid services.
These data were organized by indicator, age, and health insurance coverage (Medicaid and/or ADAMH,
Medicaid-only, ADAMH-only, and Medicaid and ADAMH).
Some prevalence estimates are only available for larger geographies such as the State of Ohio or the
nation as a whole. Thus, the prevalence and penetration rate estimates based on these larger
geographies may not accurately represent Franklin County. All estimates were calculated using the most
accurate and recent estimate data available. The prevalence data is based on self-reports of behavioral
health needs gathered by SAMHSA. The survey that gathered this information was cross-sectional and
not longitudinal.
Calculations
In order to calculate the penetration rate, the populations eligible for ADAMH-paid services (“ADAMHeligible population”) and the number actually served need to be determined. The estimated total
numbers of Franklin County Residents (Column F) were taken from the 2012 1-year American
Community Survey estimates. Some prevalence rate age groups do not fit perfectly within the age
groups provided by the 2012 1-year American Community Survey estimates. Therefore, the population
for 18-25 year-olds does not include 25 year-olds. Instead, 25 year-olds are included in the population
for 26-49 year-olds.
The number of Franklin County residents with a condition (Column H) (as specified in the indicator) is
calculated by multiplying the provided prevalence rate estimate by the estimated number of Franklin
County residents (Column C*Column F).
The estimated numbers of low-income (<200% FPL) Franklin County residents (Column G) were taken
from 2012 1-year American Community Survey estimates. In order to estimate the number of Franklin
County residents who are both low-income and have an identified condition (as specified in the
indicator), we first calculated the percentage of people in that age range who are low income (Column G
divided by Column F). This resulted in the percentage readings in Column I (rows 7-9 and 12-13 only).
For some indicators (rows 7-9, 12-131), we then multiplied that percentage by the number of Franklin
County residents with that specific condition (Column H). The end result in Column J is our denominator,
the ADAMH-eligible population of residents who may be in need of services and are qualified to receive
those services from ADAMH. For the indicators described in rows 7-9 and 12-13 this number could also
be calculated more simply by multiplying the prevalence rate of each indicator by the number of lowincome individuals in that specific age range. However, to maintain consistency, we produced Column I
for all rows.
1

Rows 10-11 used a different process to arrive at Column J, the eligible population. That process is described in the
next paragraph.
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For some of the national level data2, the master National Survey on Drug Use & Health (NDSUH) dataset
was used to create cross-tabulations that calculate the percentage of low-income individuals with a
specific behavioral health condition and within a specific age range (See table 2 in rows 21-22). This
provides a more accurate percentage of people, in a given age range with a given indicator, with income
<200% FPL (reported again in Column I – see dark purple rows). Because low-income individuals may be
more likely to have a specific behavioral health condition than the general population, the dataset
provides a better prevalence rate estimate, which will help with the accuracy of penetration rate
calculations. That percentage was multiplied by the estimated number of Franklin County residents with
a condition (as specified in the indictor). This uses the same formula (Column H *% of low income
residents within the specific range), which establishes the estimated number of low-income residents
with a specified condition, or the eligible population (as specified in the indicator).
The numbers of residents served (columns K, O, Q and S) were provided by OMHAS. These numbers
indicated both Medicaid and ADAMH consumers who received mental health services, alcohol and other
drug services, or both (includes treatment and/or support services). In addition, CRP calculated the
numbers in Column M (those who received at least one ADAMH-paid service) by adding together
Columns O and Q.
The categorizations were as follows:
1. Medicaid-paid AND/OR ADAMH-paid combined, unduplicated – Columns K and L
a. Includes every person who had an ADAMH-paid service, a Medicaid-paid service, OR
both in 2012
2. Received at least one ADAMH-paid service – Columns M and N
a. Includes people who received only ADAMH-paid services AND people who received both
and ADAMH and Medicaid-paid services
3. ADAMH-paid only – Columns O and P
a. Includes people who received ADAMH-paid services and did not receive any Medicaidpaid services
4. Medicaid-paid AND ADAMH-paid (at least one of each) – Columns Q and R
a. Includes people who received at least 1 ADAMH-paid service AND at least 1 Medicaidpaid service
5. Medicaid-paid only – Columns S and T
a. Includes people who received Medicaid-paid services and did not receive any ADAMHpaid services
Categories 3, 4, and 5 are mutually exclusive; a person cannot appear in more than one. Categories 3
and 4 were added together to arrive at Category 2 (Column M=Column O + Column Q). The total number
served, in category 1, contains the sum of Categories 3, 4 and 5 (Column K=Column M + Column S AND
Column K=Column O + Column Q + Column S).
The numbers provided by OMHAS were compared to the relevant estimated prevalence numbers. The
estimated percentage of ADAMH-eligible population served is calculated by dividing the number of
residents served by the estimated number of people in the population who are low-income and may
have a specific behavioral health condition (as specified in the indicator). These calculations were done
as follows: For Medicaid and/or ADAMH: Column K/Column J; For “at least one ADAMH-paid service”:
Column M/Column J; For ADAMH-only: Column O/ Column J; For Medicaid AND ADAMH: Column
Q/Column J; For Medicaid-only: Column S/Column J. The percentages in Columns L, Column N, Column
2

Rows 10-13; indicators for which national data could be used to establish income-based prevalence rates
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P, and Column T are estimated penetration rates, which show the number of residents who received
treatment and/or support services as a percent of the approximate size of the population in need.
Example
Looking at the indicator, Serious Mental Illness in the Past Year (Row 7), the prevalence rate for the 18+
population is 6.48%. The total estimated 18+ population is 910,702 residents. When the prevalence rate
is applied to the total population, the estimated number of residents with serious mental illness is
59,013. The estimated number of low-income residents is 287,306. Dividing the number of low-income
residents by the number of total residents provides the percentage of residents who have a low-income
(287,306 / 910,702), or 31.55%. From there, you can multiply the percentage of the population at <200%
FPL by the estimated total number of Franklin County residents with condition in age group. This
provides the ADAMH-eligible population, in this case (0.3155*59,013), or 18,617. OMHAS reported
serving 13,531 low-income people with serious mental illness in the last year. Therefore, OMHAS served
72.68% of eligible residents who utilized Medicaid and/or ADAMH-paid services.
Formulas
(Total POPa * PREV ESTab) = POPab
(POPab * % Low Income POP) = Low income POPab
(Residents served ab / Low income POPab) = Penetration rateab
Where a = age group; and b = condition
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C
Prevalence

0‐17

17.00% meta‐analysis
reported in 2009

Year of
Prevalence Rate
Estimate (percent of prevalence rate
estimate
population)
Age
18+
6.48% 2008, 2009, 2010
(annual average)
18+
24.10% 2008, 2009, 2010
(annual average)
12+
10.88% 2008, 2009, 2010
(annual average)
18‐25
4.10%
2012
18‐25
19.60%
2012
18+
19.20%
2012

B

135,672
135,672
219,479

US
US
US

284,835

993,203

Franklin County

114,544

68,185
68,185
71,019

372,184

287,306

Estimated total number Estimated number of low‐income
of Franklin County
Franklin County residents (<200%
5
residents5
FPL)
910,702
287,306
910,702

US

G

Estimated population numbers, by indicator age group

F

Franklin County

Geography of
prevalence rate
estimate
Franklin County

E

Percentage in age
group with
SMI/AMI at
<200% FPL
(translates to
Column I, rows 10‐
13)

18‐25
438
801
54.68%
Serious Mental Illness in Past Year (SMI)3
3
18‐25
1992
3711
53.68%
Any Mental Illness in Past Year (AMI)
This table uses data from NSDUH to calculate what percentage of the SMI/AMI population has a low income <200% FPL.
This data is only available for US‐level data and for 18‐25 year olds so it is only utilized in rows 10 and 11 above (see
darker green cells in Column I). This data is used here in acknowledgment of the fact that SMI/AMI are more common in
the low income population than in the general population.

Percentage of residents with condition who are low‐income (<200% FPL)
Total Population
Population at <200 % Total
Population
with SMI/AMI
FPL with SMI/AMI
with
SMI

3

Note: The prevalence and penetration rates in larger geographies do not accurately represent Franklin County. The estimates were calculated using the most accurate and recent estim
behavioral health needs and treatment. The survey that gathered this information was cross‐sectional and not longitudinal. Finally, the low‐income residents were calculated using the
small subsection of the total population.

7. Prevalence estimate of mental, emotional, and
behavioral disorders; Percent of young people
with one or more disorder (includes: unipolar,
anxiety, ADHD, disruptive behavior disorders, and
substance abuse disorders)4

3. Dependence or Abuse of Illicit Drugs or Alcohol
1
in Past Year
4. Serious Mental Illness in Past Year (SMI)3
3
5. Any Mental Illness in Past Year (AMI)
6. Among adults with AMI in past year, percent
with substance dependence or abuse in past year
3
(Co‐Occurring Disorders)

2. Any Mental Illness in Past Year (AMI)1

Indicator
1. Serious Mental Illness in Past Year (SMI)1

A

D

Estimated penetration rates of mental illness and substance abuse services in Franklin County, Ohio

Data provided by Ohio Department of Mental Health and Addiction Services
August 25, 2014 Version 8, with formatting updates 9/8/14
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37.47%
54.68%
53.68%
32.36%

40.21%

108,060
5,563
26,592
42,140

48,422

12+
18-25
18-25
18+

3. Dependence or Abuse of Illicit Drugs or Alcohol
1
in Past Year
4. Serious Mental Illness in Past Year (SMI)3
3
5. Any Mental Illness in Past Year (AMI)
6. Among adults with AMI in past year, percent
with substance dependence or abuse in past year
(Co-Occurring Disorders)3

rates in larger geograate data available. The prevalence data is based on self-reports o
Note: The prevalence and
for whom poverty status is determined, which omits
behavioral health needs and treatment. The survey that gat
small
of the total

0-17

31.55%

219,479

18+

7. Prevalence
of mental,
and
behavioral disorders; Percent of young people
with one or more disorder (includes: unipolar,
behavior disorders, and
anxiety, ADHD,
substance abuse disorders)4

J

19,472

3,042
14,274
13,636

40,494

69,241

L

Number Served

93.75%

63.55%
29.19%
32.15%

26.88%

36.96%

This includes the sum total of everyone who received, in 2012: 1) at least
one ADAMH-paid service, no Medicaid; 2) at least one Medicaid-paid
service, no ADAMH; 3) at least 1 ADAMH-paid AND at least 1 Medicaidpaid service

18,255

1,933
4,166
4,384

10,885

25,593

percentage of ADAMH-eligible
with
who received
services in 2012
72.68%

rate

Group 1: Medicaid-paid AND/OR ADAMH-paid combined, unduplicated

OMHAS reported total
number Franklin County
ADAMH-eligible residents served in 2012 (MH
and/or AOD services
(low-income
percentage of
depending on prevalence
who are Franklin County residents
number of Franklin residents with
indicator)
with
low-income (<200% FPL)
Age County residents with
59,013
31.55%
18,617
13,531
18+

B

2. Any Mental Illness in Past Year (AMI)1

Indicator
1
1. Serious Mental Illness in Past Year (SMI)

A

K

87

Number Served

rates in larger geogra
Note: The prevalence and
behavioral health needs and treatment. The survey that gat
small
of the total

to people

18.59%

3,619

This includes people who received ADAMH-paid services ONLY in
who received ADAMH-paid AND Medicaid-paid services

33.17%
15.78%
26.94%

1,009
2,252
3,674

18 25
18 25
18+

0 17

20.55%

8,320

12+

3. Dependence or Abuse of Illicit Drugs or Alcohol
1
in Past Year
4. Serious Mental Illness in Past Year (SMI)3
3
5. Any Mental Illness in Past Year (AMI)
6. Among adults with AMI in past year, percent
with substance dependence or abuse in past year
(Co Occurring Disorders)3

7. Prevalence
and
of mental,
behavioral disorders; Percent of young people
with one or more disorder (includes: unipolar,
anxiety, ADHD,
behavior disorders, and
substance abuse disorders)4

22.20%

15,370

18+

7.64%

13.94%
9.43%
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15.35%

14.21%

percentage of ADAMH-eligible
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who received
services in 2012 (ADAMH Only)
19.95%

This includes people who received at least one ADAMH-paid service in 2012 and did
not receive ANY Medicaid-paid service.

1,487
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1,346
2,116
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9,840
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Penetration rate

Group 3: ADAMH-paid only
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O
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Only)6 (MH and/or AOD services
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Age
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18+

B

N
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1
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M
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Number Served
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1,558

2,132

18 25
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one Medicaid-paid service.
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2,106
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1
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(Co Occurring Disorders)3
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5,530

18+

7. Prevalence
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Number Served

S

75.16%
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13.41%
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with
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services in 2012 (Medicaid Only)
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This includes people who received at least one Medicaid paid service in 2012 and
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14,636

924
1,914
710

1,606

10,223

T

Penetration rate

Group 5: Medicaid-paid only

OMHAS reported total number
Franklin County residents served in
2012 (Medicaid Only)6 (MH and/or
percentage of ADAMH-eligible
with
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AOD services depending on
services in 2012 (Medicaid AND ADAMH)
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Penetration rate

Group 4: Medicaid-paid AND ADAMH-paid (at least one of each)

OMHAS reported total number
Franklin County residents served
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(MH and/or AOD services
depending on prevalence
indicator)
Age
4,045
18+

B

R

2. Any Mental Illness in Past Year (AMI)1
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1
1. Serious Mental Illness in Past Year (SMI)

A

Q
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The Health Policy Institute of Ohio (HPIO) and Community Research Partners (CRP) are conducting a
policy review and needs assessment for the Alcohol, Drug, and Mental Health Board of Franklin County
(ADAMH). The primary goals are to estimate the prevalence of mental illness and substance abuse in
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workforce and capacity. The survey included questions to inventory the behavioral health services
offered by providers. Some areas of interest included: populations seeking services; types of services
provided; types of insurance consumers have; and capacity issues.
ADAMH provided CRP with a list of email addresses for 87 Executive Directors, Medical Directors, and
Clinical Directors. Though many of the email participants are ADAMH contract providers, some
participants provide similar services outside of the ADAMH network. Having both groups’ perspectives is
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Questions about services were also tailored specifically by type of organization. For example, if a service
provider said they do not provide treatment services, they were not asked follow-up questions about
the types of treatment services they provide.
Forty (40) of the contacts completed at least part of the survey and thirty three (33) completed the
entire survey. Only complete responses were considered, for a response rate of 37.9%.
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Respondent
Characteristics
respondents were from non-profit organizations; only one person was from a for-profit organization.
The thirty three (33) survey respondents represented Executive Directors (13), Clinical Directors (10),
Medical Directors (2) and Other senior staff/managers (8). Additionally, thirty two (32) of the
respondents were from non-profit organizations; only one person was from a for-profit organization.
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Finally, twenty six (26) respondents were ADAMH contract providers and the remaining seven (7) were
non-ADAMH contract providers.

Organizational Characteristics
Respondents provided information about the populations they serve as well as the services they
provide. This information helps to shape the remaining responses and also shows areas where capacity
may be lacking.
What populations are they serving?
Across all surveyed providers, consumers age 18-64 years old were seen most frequently whereas
consumers 0-5 years old were seen least frequently. Among ADAMH-contract providers, 25%-80% of all
their clients are uninsured; the non-ADAMH-contract providers reported that 0% of their clients are
uninsured. When considering only clients who are ADAMH network consumers, a greater percentage
are covered by Medicaid, both among ADAMH- and non-ADAMH network providers.
What services are they providing?
Providers were asked to report on their treatment services, prevention/early intervention services,
supportive services, services for consumers with co-occurring disorders, and integrated care services.
The results are summarized below; since many providers offer multiple types of services the responses
were not mutually exclusive (i.e., there are more than 33 total responses). See Appendix B for the full
set of results.
Services offered by surveyed providers:






22 organizations are providing treatment services (AOD, Mental Health, or both).
9 organizations are providing prevention and early intervention (AOD, Mental Health, or both).
16 organizations are providing supportive services.
21 organizations are providing services for consumers with co-occurring disorders.
5 providers are engaged in integrated care.

In addition, service providers offer a variety of specialized programming targeted towards different
subpopulations. ADAMH-contract providers (N=16) reported offering services for:









Immigrants/Refugees (31.3%)
LGBTQ persons (37.5%)
Homeless persons (18.8%)
Addicted/pregnant women (18.8%)
Persons who are intraveneous/injection drug users (IDU) (25.0%)
Veterans (31.3%)
Deaf/hard of hearing persons (18.8%)
Criminal justice/re-entry population (62.5%)

The non-ADAMH contract providers (N=2) offer specialized programming in:




Persons who are intraveneous/injection drug users (IDU) (50.0%)
Deaf/hard of hearing persons (50.0%)
Criminal justice/re-entry population (100.0%)

2
90

What are service providers seeing?
Capacity Issues
Through exploratory interviews conducted at the beginning of this needs assessment project, CRP found
that service providers often report that they need additional capacity to meet service needs. The survey
confirms that finding; only a third (33.3%) of service providers reported having enough capacity to serve
all the consumers that seek services from their organization. Among ADAMH providers, only 26.9% have
enough capacity; among non-ADAMH providers that figure was much higher at 57.1%.
The two-thirds (66.7%) of respondents who reported having insufficient capacity were then asked a
follow up question to gather more details about the types of capacity challenges they encounter. The
responses fell under two interrelated themes—resource capacity and workforce capacity.
Resource capacity: unmet needs
Survey respondents noted several pieces of evidence that resource capacity is lacking. For instance,
waitlists are a common indicator that need exceeds capacity, particularly when the waitlists are
constantly full. One respondent explained, “We currently have, and have consistently had, a waitlist for
almost all of our major programs.” For some programs, consumers wait two weeks to two months for
service, which can be problematic for consumers with urgent behavioral health concerns. Highlighting
this fact, another person said, “We don’t have the space to serve all our participants…the number of
people enrolled with us is much higher than the amount we can literally serve in our buildings.”
Organizations also find themselves prioritizing consumer needs and engaging in “triage”. When
possible, some organizations direct consumers to other service providers. One senior staff member
acknowledges, “We often must divert admissions to other [Regional Psychiatric Hospitals].” In these
cases, some consumers do not receive services as they pursue them; instead, they receive services when
an opening is available.
Workforce capacity: unmet needs
Workforce capacity was also a concern for service providers. An Executive Director explained, “Our lack
of capacity is evident on high-utilization, or high attendance days. The only way to mitigate the capacity
concerns is to plan for increased staff on all operational days.” While increasing staff presence is an
option for this organization, other organizations do not have enough staff to meet the consumer
demand. One survey respondent noted a workforce-related problem where, “severe staffing shortages
lead[ing] to diversion of clients at peak times.” These organizations are turning away clients simply
because they do not have the staff capacity to treat them.

What would help organizations build capacity?
The survey asked service providers what would help them build the capacity necessary to serve all
consumers in need. It may seem obvious that most respondents would cite increased funding as a way
to build capacity. Service providers were asked to provide answers that were independent of funding. In
response, respondents noted how organizations could build capacity both in terms of physical space and
workforce.

Additional physical space
Several staff members noted that even when sufficient staffing resources are available, physical
(building) space may limit the amount of consumers who can receive services. Six service providers
explicitly mentioned needing more physical space, but the reasons to increase space varied. One
3
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Medical Director desires to, “Increase [the] number of adult crisis beds, increase access to detox beds as
well as YCSU [Youth Crisis Stabilization Unit] beds, as that would create additional capacity for walk
ins…” On the other hand, some service providers would like to use space for particular populations. One
service provider shared the concern, “Youth clients are mixed with adult clients causing safety issues as
well as minimizing capacity for adult clients.” Additional space would allow providers to serve youth and
adults in separate places. Aside from physical space, other responses ranged from diversifying the
services offered to providing inpatient beds for consumers who require a higher level of care.

More qualified staff
In order to address workforce capacity issues, multiple service providers identified the need to have
more qualified staff members, additional staff members, or both. One case manager explained the need
to attract and retain skilled and competent staff members. Failing to address workforce capacity issues
causes problems in other areas of service delivery. For example, in some instances there may be a wait
for the appropriate service provider to become available; that can delay a patient’s release and also
another potential patient’s admission.

Reduced administrative load from funders
Service providers state that administrative efforts and requirements for funding may consume
substantial resources and time. One Clinical Director would like to see “better coordination for reporting
between ADAMH, ODADAS and ODMH [ODMH and ODADAS have been combined into OMHAS]. There is
a vast amount of duplication when reporting in different databases.” In addition, as a result of policy
changes, administrative procedures are frequently in transition, which causes a strain. For instance, one
service provider mentioned the need for policy clarification on whether or not ADAMH will be
supplementing funding for clients who have not purchased insurance through the Affordable Care Act.
The respondent continued, “These clients have huge deductibles they cannot meet.” Sorting through
these (often crucial) administrative details requires substantial time and the policies are not guaranteed
to remain stable, placing a substantial burden on administrators.

What are the organizational challenges to service
delivery?
Each service provider indicated some challenges their organization encounters. A few echoed the
challenges that appear through capacity issues—waitlists, not enough spaces for crisis care, and not
enough staff members to accommodate the number of consumers seeking service. Many challenges
were directly related to consumer needs, while some challenges were related to operations.

Reimbursement
Often, organizations are reimbursed for their services based on a fixed unit rate. Service providers noted
that fixed rates are problematic because they do not take level of care into consideration, leave gaps in
funding for services, and are not updated as the costs of care increase. Moreover, some providers noted
that some services, such as inpatient opiate detox, are not covered or reimbursable by ADAMH. One
service provider suggested that funding be changed from bed units to a per diem reimbursement, a
suggestion that may also be applicable for service reimbursement.

Partnerships
A number of behavioral healthcare providers collaborate with other organizations and institutions to
meet the needs of their consumers. Service providers noted that coordinating care can become
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problematic when the parties are not equal partners, or when they want to work with partners who
have limited capacity. For example, one service provider noted a lack of stability with a local school
district; another mentioned the “lack of addiction recovery services in the community.” Issues with
partnerships during care coordination may leave consumers “feeling unsupported by other agencies,”
and can also decrease the likelihood of a consumer receiving coordinated, holistic care.

Housing: unmet needs
For many clients, lack of stable, affordable housing is a barrier to accessing care. In particular, clients
who are on waitlists for behavioral health care or are part of an outpatient treatment program require
safe, stable housing while they work through or await treatment. Housing issues were an immediate
concern for service providers, since many of their organizations do not provide housing-related services.
Even for the organizations that have programs and initiatives that focus on housing, there is still a need
to bolster those services. There is a sense that housing is incredibly important, but not enough help
exists to support clients who need access to safe, affordable, stable options.

Psychiatry: unmet needs
One organization’s Vice President cited “being able to match the intensity of service delivery needed” as
a challenge. Based on the survey responses and exploratory interviews, this often occurs with
psychiatric care. An Executive Director identified a challenge as, “inadequate psychiatry availability”.
Another respondent noted, “We are not able to address mental health concerns and many of our clients
are dual diagnosed.” There is a particular concern with the prevalence of trauma patients in the area.
Some of this hearkens back to workforce capacity issues; since maintaining consistent staffing is difficult,
there is often a lack of sufficient psychiatrists on staff.

How are service providers overcoming these barriers?
Some service providers have already implemented changes to address the challenges they encounter;
others are still considering options. Potential and current solutions are summarized below.

Adding units
Some organizations are modifying their physical space to accommodate more consumers. One service
provider reported a plan to add 30 additional beds in 2015. Other organizations are considering options
for larger or new facilities. The added space will allow providers to serve more people at a specific point
in time without using overflow resources.

Successful partnerships
Though partnerships and care coordination are difficult, one Executive Director reports “partnering with
organizations that serve similar populations.” Organizations that already partner with other institutions
are trying to make the most of those relationships. One Clinical Director explains that their organization
is currently adjusting service provision and “trying to make services seamless.” That Clinical Director
shares that their organization has been “developing closer relationships with academic institutions.”
Another service provider echoed this by highlighting their organization’s work with university programs
and training students in behavioral health. These efforts provide organizations with an increased
workforce, consumers with more services, and future service providers with applied experience.

Financial development
As the cost of care increases, organizations are pursuing grants, requesting additional funds from
existing funders, and using volunteers to cover their costs. Additionally, eight service providers indicated
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that they are exploring new funding sources. Some providers also reported “operating at a deficit to
provide services regardless” and “retaining people in the hospital setting beyond their clinical need for
hospitalization” in order to meet the needs of their consumers. Some organizations are finding
alternative ways to cut costs, such as increasing outpatient services, partnering with “preferred”
organizations, and remaining current on other institution’s policies to avoid serving a consumer longer
than they needed.

Staff coordination
A number of organizations have noticed that there seem to be peaks in need for services; this can result
in insufficient resources or inefficient service delivery. A few service providers noted that they are
scheduling staff members during peak times to handle the normal ebb and flow of consumers. Along
those same lines, in order to coordinate staff effectively, providers need consistent staff. Several
providers mentioned their work towards staff retention, specifically including increased pay.

What are some workforce-specific capacity issues?
Since workforce issues were a key concern expressed by ADAMH staff, the survey specifically asked
service providers if they had any concerns about the mental health and addiction services workforce in
Franklin County.

Lack of service providers: unmet needs
Many respondents indicated that there are not enough direct service providers, particularly psychiatrists
and case managers. Therefore, many providers are serving more consumers than they can adequately
handle. A Clinical Director explains, “Mental health providers seem to be overloaded with case load
sizes.” Often these providers cannot provide the same level of care as providers with more appropriate
caseloads.

Qualified service providers: unmet needs
Some service providers explained that attracting and retaining behavioral healthcare professionals can
be a competitive process. Multiple service providers explained that they are losing providers to
organizations and institutions that have better hourly rates and benefits, which increases turnover.
Service providers are in high demand; one Executive Director suggests that there are “fewer graduates
with appropriate degrees.” Therefore, service providers can be more selective with the positions they
take. One respondent provides this example, “It can be challenging to find credentialed professionals
who are willing to work in community or home-based services. There is too often a preference for
office-based practice.”

Cultural competency: unmet needs
The need for a pool of culturally competent providers is an area of concern for a few respondents. One
service provider responds “[there are] not enough qualified staff that are licensed and speak the
languages of the consumers seeking service.” Another provider explains that there is a lack of training or
experience with particular populations: communities of color, women, and re-entry groups. Providers
also mentioned a need for “cultural competence training specific to trauma-informed practices”, and
three providers explicitly express concerns for the lack of professional development and experienced
service providers in these fields.
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Conclusion
Behavioral health service providers face a plethora of capacity issues related to capital and workforce
retention. Without sufficient capital providers struggle to increase their physical capacity to serve
clients, and also struggle to hire more (and more qualified) employees. This creates a cycle where staff
turnover is high and consumer care is negatively affected; if a client meets with three separate
psychiatrists over the course of a year, he or she may suffer from a lack of trust and rapport. To address
these concerns, service providers are exploring options to increase staff compensation and diversify
funding options. The ADAMH board has an opportunity here to increase their payments to providers and
work with providers to consider new funding options; both of these would aid providers in better
serving their consumers.
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Appendix A-Survey
1) What is your current role within your organization?
( ) Executive Director/CEO
( ) Clinical Director
( ) Medical Director
( ) Other: _________________________________________________
2) Please select your organization type.
( ) For Profit
( ) Non-profit
3) What is your affiliation with the ADAMH Board of Franklin County?
( ) ADAMH contract provider
( ) Non-ADAMH contract provider
4) Please select your organization’s funding/revenue sources. Check all that apply.
[ ] ADAMH Board Funding
[ ] Medicaid
[ ] Medicare
[ ] Private Health Insurance
[ ] Fee for Service (such as self-pay or sliding fee scale)
[ ] Grants from local public or private sources
[ ] Grants from state or federal public or private sources
[ ] Private Donations

Page exit logic: Page LogicIF: Question "What is your current role within your organization?" #1 contains
any ("Executive Director/CEO") THEN:
5) Please indicate the types of services provided by your organization. Check all that apply
[ ] Prevention and Early Intervention-AOD
[ ] Prevention and Early Intervention-Mental Health
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[ ] Treatment-AOD
[ ] Treatment-Mental Health
[ ] Support services-AOD
[ ] Support services-Mental Health
[ ] Services for persons with co-occurring disorders (mental health and addiction)
[ ] Integrated Care (Primary and Mental Health)
6) Please indicate which of these age groups your organization serves and their frequency.
Never

Occasionally

Frequently

0-5

()

()

()

6-17

()

()

()

18-24

()

()

()

25-44

()

()

()

45-64

()

()

()

64+

()

()

()

7) Does your organization have specialized programming to serve the following population? Check all
that apply.
[ ] Immigrant/Refugees
[ ] LGBTQ Persons
[ ] Homeless Persons
[ ] Addicted/pregnant women
[ ] Persons who are intravenous/injection drug users (IDU)
[ ] Individuals with tuberculosis and other communicable diseases
[ ] Veterans
[ ] Deaf/Hard of Hearing persons
[ ] Criminal Justice/Re-entry population
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Validation: Must be numeric Whole numbers only Positive numbers only
Logic: Hidden unless: Question "What is your current role within your organization?" #1 contains any
("Executive Director/CEO")
8) About what percentage of your consumers have the following health insurance? Please provide
your best estimate. Your percentages should add up to 100%.
________Medicaid Insurance
________Dual Eligibility (Medicaid and Medicare) Insurance
________Private Health Insurance (Marketplace or an Employer)
________Other Insurance
________Uninsured
Validation: Must be numeric Whole numbers only Positive numbers only
Logic: Hidden unless: Question "What is your current role within your organization?" #1 contains any
("Executive Director/CEO")
9) About what percentage of your ADAMH Network consumers have the following health insurance?
Please provide your best estimate. Your percentages should add up to 100%.
________Medicaid Insurance
________Dual Eligibility (Medicaid and Medicare) Insurance
________Private Health Insurance (Marketplace or an Employer)
________Uninsured
________Other Insurance

Logic: Hidden unless: Question "Please indicate the types of services provided by your organization.
Check all that apply" #5 contains any ("Treatment-AOD","Treatment-Mental Health","Support
services-AOD","Support services-Mental Health","Services for persons with co-occurring disorders
(mental health and addiction)","Integrated Care (Primary and Mental Health)")
10) Please indicate the treatment services offered by your organization. Check all that apply.
[ ] Inpatient treatment
[ ] Outpatient treatment (Intensive)
[ ] Crisis intervention
[ ] Medication-assisted treatment
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[ ] Intensive outpatient treatment
[ ] IDT/ACT
[ ] Housing
[ ] Vocational/employment
[ ] Peer Support
[ ] Detox
Logic: Hidden unless: Question "Please indicate the types of services provided by your organization.
Check all that apply" #5 contains any ("Prevention and Early Intervention-AOD","Prevention and Early
Intervention-Mental Health")
11) Please indicate the prevention services offered by your organization. Check all that apply.
[ ] In School
[ ] After School
[ ] Summer
[ ] Community/faith-based
[ ] Other: _________________________________________________*

12) Does your organization currently have the capacity to serve the number of consumers that are
seeking services from your organization?
( ) Yes
( ) No

Logic: Hidden unless: Question "Does your organization currently have the capacity to serve the
number of consumers that are seeking services from your organization?" #12 contains any ("No")
13) Please describe the ways in which that lack of capacity is evident.
Logic: Hidden unless: Question "Does your organization currently have the capacity to serve the
number of consumers that are seeking services from your organization?" #12 contains any ("No")
14) Aside from funding, what would help your organization build the capacity necessary to serve
consumers in need, or to address their unmet needs?

11
99

15) Considering the needs of your consumer population, please list some of the challenges your
organization is facing in meeting the needs of your consumers.
Challenge 1: _________________________________________________
Challenge 2: _________________________________________________
Challenge 3: _________________________________________________

16) If applicable, please list the adjustments your organization is implementing to address the needs
of your consumers.
Adjustment 1: _________________________________________________
Adjustment 2: _________________________________________________
Adjustment 3: _________________________________________________

17) What concerns, if any, do you have about the mental health and addiction services workforce in
Franklin County?
18) Is there anything ADAMH of Franklin County could do to help improve or increase the mental
health addiction services workforce in Franklin County?
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Appendix B-Selected Survey Responses
Please indicate the types of services provided by your organization. Check all that apply. (N=33)

Please indicate which of these age groups your organization serves and their frequency. (N=33)
Never

Occasionally

Frequently

Responses

0-5

42.9%
12

35.7%
10

21.4%
6

28

6-17

25.8%
8

12.9%
4

61.3%
19

31

18-24

6.1%
2

6.1%
2

87.9%
29

33

25-44

6.3%
2

12.5%
4

81.3%
26

32

45-64

9.7%
3

16.1%
5

74.2%
23

31

64+

13.3%
4

46.7%
14

40.0%
12

30

13
101

Does your organization have specialized programming to serve the following population? Check all
that apply. (N=18)

About what percentage of your consumers have the following health insurance? Please provide your
best estimate. Your percentages should add up to 100%. (N=9; ADAMH contract providers only)
Note that each individual respondent entered percentages in any category of insurance coverage that
they see among consumers. Due to this, the # of responses does not correspond to the N, which is 9.
Item
Medicaid Insurance
Dual Eligibility (Medicaid and Medicare)
Insurance
Private Health Insurance (Marketplace or an
Employer)
Other Insurance
Uninsured

Min
(>0)

Max

Average

#Responses

10.00
5.00

50.00
6.00

30.33
5.25

9
4

5.00

25.00

12.00

5

1.00
25.00

10.00
80.00

4.33
59.22

3
9
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About what percentage of your consumers have the following health insurance? Please provide your
best estimate. Your percentages should add up to 100%. (N=2; non-ADAMH contract providers only)
Note that each individual respondent entered percentages in any category of insurance coverage that
they see among consumers. Due to this, the # of responses does not correspond to the N, which is 2.
Item
Medicaid Insurance
Dual Eligibility (Medicaid and Medicare) Insurance
Private Health Insurance (Marketplace or an
Employer)
Other Insurance
Uninsured

Min
(>0)

Max

Average

#Responses

85.00
40.00
15.00

85.00
40.00
60.00

85.00
40.00
37.50

1
1
2

N/A
N/A

N/A
N/A

N/A
N/A

0
0

About what percentage of your ADAMH Network consumers have the following health insurance?
Please provide your best estimate. Your percentages should add up to 100%. (N=9; ADAMH contract
providers only)
Note that each individual respondent entered percentages in any category of insurance coverage that
they see among consumers. Due to this, the # of responses does not correspond to the N, which is 9.
Item
Medicaid Insurance
Dual Eligibility (Medicaid and Medicare) Insurance
Private Health Insurance (Marketplace or an
Employer)
Uninsured
Other Insurance

Min
(>0)

Max

Average

#Responses

10.00
2.00
5.00

100.00
10.00
40.00

34.44
5.40
16.00

9
5
5

10.00
3.00

85.00
80.00

52.50
42.00

6
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About what percentage of your ADAMH Network consumers have the following health insurance?
Please provide your best estimate. Your percentages should add up to 100%. (N=2; non-ADAMH
contract providers only)
Note that each individual respondent entered percentages in any category of insurance coverage that
they see among consumers. Due to this, the # of responses does not correspond to the N, which is 2.
Item
Medicaid Insurance
Dual Eligibility (Medicaid and Medicare) Insurance
Private Health Insurance (Marketplace or an
Employer)
Uninsured
Other Insurance

Min
(>0)

Max

Average

#Responses

90.00
N/A
10.00

90.00
N/A
10.00

90.00
N/A
10.00

1
0
1

N/A
N/A

N/A
N/A

N/A
N/A

0
0
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Please indicate the treatment services offered by your organization. Check all that apply. (N=32)

Please indicate the prevention services offered by your organization. Check all that apply. (N=12)
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Does your organization currently have the capacity to serve the number of consumers that are seeking
services from your organization? (N=33)

Please describe the ways in which a lack of capacity is evident. Key themes are summarized below.
Category

Selected sample(s)

Waiting Lists

“currently operating a waitlist and deflections”

More consumers than services/beds,
due to a variety of reasons including
staff, physical space, work force,
funding

“simply not enough beds to keep pace with demand for crisis
service”
“we receive requests from about 150 person per week that we
cannot fill due to lack of funding”

Aside from funding, what would help your organization build the capacity necessary to serve
consumers in need, or to address their unmet needs? Key themes are summarized below.
Category

Selected sample(s)

Workforce recruitment and retention

“attraction and retention of skilled/competent staffing”

Reduce administrative load

“reduced administrative load from ADAMH”
“better coordination for reporting between ADAMH, ODADAS,
and ODMH [ODMH and ODADAS have been combined into
OMHAS]… there is a vast amount of duplication when reporting
in different databases.
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Considering the needs of your consumer population, please list some of the challenges your
organization is facing in meeting the needs of your consumers. Key themes are summarized below.
Category

Selected sample(s)

Access to services

“access to services due to transportation”
“access to medical care”
“their ability to navigate the system”
“no funding and insurance companies will not pay for this
[inpatient opiate detox]”

Workforce retention and recruitment

“psychiatry pay rates”
“difficulty recruiting qualified providers due to payscale”
“workforce availability”

Reimbursement/funding

“increase in all expenses with no increase in unit rates”
“lack of relationship with funding source representative”

Communication / coordination

“poor communication with county agencies”
“making sure consumers know that we are available to them”

If applicable, please list the adjustments your organization is implementing to address the needs of
your consumers. Key themes are summarized below.
Category

Selected sample(s)

Increase / diversify funding

“find other funding sources”
“trying to get grants”

Add more staff, increase training and
pay

“adding more nursing staff”
“increased training”
“increasing pay of provider employees”

Find housing

“looking into sober housing”
“providing a small amount of money for temporary housing”
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What concerns, if any, do you have about the mental health and addiction services workforce in
Franklin County? Key themes are summarized below.
Category

Selected sample(s)

Compensation

“we continue to lose good employees to private systems as
they have a better compensation and benefits package”
“caps on unit rates and constantly changing funding
possibilities are pushing us to have to hire less education
staff”

Cultural competency

“lack of viable cultural competency with special needs
populations: communities of color, women, re-entry”

Education

“hiring more bachelor level staff and fewer masters level
staff”

Time

“the counselors and social workers have too high of a case
load”

Inter-related issues

“Concerned about the seeming lack of intersection of
poverty, homelessness, incarceration on the health and
wellness of people living with mental illness, addiction and
who are also trauma affected…there is not enough training
system-wide for these issues.”

Is there anything ADAMH of Franklin County could do to help improve or increase the mental health
addiction services workforce in Franklin County? Key themes are summarized below.
Category

Selected sample(s)

Funding

“increase funding and move to a per diem rate”
“improve the funding so that services can be effectively
performed”

Address specific community needs

“Invest based on community need and outcomes”
“cultural competence training specific to trauma-informed
practices”
“fund more addiction tx [treatment] programs”
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Appendix D. Focus group summary report
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Introduction

August 1, 2014

The Health Policy Institute of Ohio (HPIO) and Community Research Partners (CRP) are conducting a
policy review and needs assessment for the Alcohol, Drug, and Mental Health Board of Franklin County
(ADAMH). The primary goals are to estimate the prevalence of mental illness and substance abuse in
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County, including challenges they’ve encountered and possible solutions to those challenges.
Each of the focus groups discussed their role with ADAMH, as a consumer, provider, and/or observer.
Additionally, the focus groups talked about their experiences with behavioral health services in Franklin
County, including challenges they’ve encountered and possible solutions to those challenges.

Introduction

Methods

Participants

Methods
Participants for all four focus group were identified, contacted, and confirmed by ADAMH staff. Each of
the focus groups had between 5 and 10 participants in addition to 2 CRP staff. In order to protect

Participants
participant confidentiality, CRP did not gather any demographic or otherwise identifying information
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addiction issues with others who have struggled with those issues in the past.
Participants in the Consumers Focus Group were all affiliated with the P.E.E.R. (Peers Enriching Each
other’s Recovery) Center, a program designed to link those currently struggling with mental health or 1
addiction issues with others who have struggled with those issues in the past.

For the immigrant and refugee focus group, CRP spoke with community leaders who work closely with
immigrants and refugees, including but not limited to the Somali, Indian, Middle Eastern, East Asian, and
Hispanic populations.
Finally, the two groups of ADAMH network providers included leaders in crisis care, housing support
services, addiction treatment, and leaders of mental health treatment centers and hospitals, including
those focused on the needs of children and youth.

Location

Three of the focus groups were hosted at the ADAMH offices located in downtown Columbus, while the
consumer focus group was hosted at the P.E.E.R. Center. Both facilities are located on East Broad Street
and are easily accessible by a variety of public buses. Focus groups were conducted in private meeting
rooms to ensure confidentiality.

Confidentiality

Focus group discussions were recorded (audio only) for record-keeping reasons. In addition, one CRP
staff member took detailed notes during the course of the discussions. The audio tapes and detailed
notes will be kept confidential; only the de-identified summaries will be shared. No responses or
comments will be attributed to an individual focus group participant.

Consumers

Familiarity with the behavioral health system and ADAMH
By nature of their participation in the P.E.E.R. Center, all members of this focus group were familiar with
the behavioral health system as both consumers and providers. They initially navigated the system for
treatment or supportive services and now work with others seeking similar services. As a result, they
have knowledge about many different behavioral health concerns and services, as well as a unique
perspective on both offering and providing services.
All of the consumers were familiar with the ADAMH Board of Franklin County. The consumers noted
ADAMH’s willingness to provide support if they have issues with an ADAMH contract provider. For
instance, it was mentioned that ombudsmen are available to advocate for clients, and support
individuals as they access services, even accompanying a person to court if necessary. Another
consumer described the ADAMH-hosted group CFAC (Consumer & Family Advocacy Council), which
encourages consumers to participate as stakeholders. CFAC also holds monthly meetings that any
interested party can attend, increasing their visibility and transparency in the community.

Barriers to behavioral health services

Focus group participants cited multiple barriers to receiving behavioral health services including: dislike
of mandated referrals; worries surrounding stigma; expense and time involved in follow up
appointments; insufficient communication from providers; and limited transportation options. Each of
these barriers may serve as an initial access barrier as well; for instance, if someone worries about
stigma they may never access care in the first place.
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The first step towards accessing behavioral health care often involves a referral process. Consumers
access treatment through a variety of channels: they may receive a voluntary or mandated referral or
may present on their own. Voluntary referrals come from sources such as primary care doctors and
schools, while mandated referrals typically result from legal processes and court mandates. The latter
type of referral may act as a barrier for clients; one consumer stated that forcing individuals into
treatment is not an effective method. Instead, an individual must desire treatment or supportive
services and those services must be present when an individual is ready.
The consumers maintain that stigma is another primary reason people do not access behavioral health
treatment or supportive services. Several consumers referenced the value of the P.E.E.R. Center in
overcoming barriers. Specifically, the P.E.E.R. Center provides services from like individuals, which
decreases the shame and stigma associated with pursuing behavioral health treatment and supportive
services. In addition, one consumer explained that some of the consumers she encounters desire
treatment or supportive services; however, they need assistance navigating the system or completing
the appropriate paperwork. Having the support of the P.E.E.R. Center makes that process less daunting.
Another barrier is maintaining the connection between consumer and services over time. Some
individuals may receive initial treatment and support services but may not have provisions in place to
continue treating their health issues. Consumers provided examples of individuals who are discharged
to independent living prematurely and individuals who cannot or do not take their medicine as
prescribed. In both examples, consumers still need supportive services to maintain their progress.
Additionally, it was commented that consumers who are forced into treatment, as mentioned above,
often come in biased against maintaining a connection to service providers. This barrier can result in
lost ground after initial treatment as the continuity of care is directly affected.
It was also noted that lack of communication complicates the process of connecting consumers with the
services they need. Consumers seek improved communication between partner agencies to avoid
confusion for potential clients. According to one focus group participant, “we might give a resource, but
the place is shut down and we don’t know it.” Additionally, consumers themselves need detailed
communication. One mentioned, “[I] don’t understand why you need to leave one shelter and go to
another, it’s counter-productive.” If the service does not fully explain the reasoning behind that shift, it’s
an illogical burden on the client.
Consumers also revealed that transportation is a major barrier to accessing treatment and support
services. Even if an individual knows where to go for treatment or services, they are still limited by
transportation cost. One consumer maintained that even with a discount, the costs of bus passes are
prohibitive. Another consumer explained that there are some organizations that are willing to serve
individuals but they are not easily accessible by public transportation, which adds an additional barrier.
In order to overcome barriers to treatment and supportive services, consumers recommended:



Creating resource banks listing available treatment and supportive services
Encouraging supportive service agencies to coordinate and communicate with each other more
frequently; this includes increased communication between agencies and shelter networks
3
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Using secret shoppers to go to shelters to experience and check on conditions
Focusing on outcomes rather than productivity when evaluating a program or system’s
effectiveness

In particular, participants agreed that the resource banks listing would be a great resource for the
P.E.E.R. Center. In general, many of these potential solutions highlight a need for more consistent
coordination between providers and between providers and consumers.

Unmet needs – Consumer perspective
Housing needs
ADAMH consumers often have substantial housing needs, and many are going through the shelter
system while seeking services. It was communicated by consumers that while shelters are meeting
primary housing needs, the current shelter environment does not include an adequate code of conduct
to protect vulnerable people. As a result, shelters are perceived by some to be dangerous places.
Additionally, it was mentioned that shelters are not always adequately equipped to handle individuals
with behavioral health concerns. One consumer observed individuals who would prefer to live on the
streets than to go to a shelter due to the fear of violence and victimization.
As noted by multiple consumers, waitlists for transitional and permanent supportive housing are long.
Consumers explained that some housing is available but accessing this housing can be challenging. For
example, one consumer said that individuals have to wait 120 days to get into federal housing, while
another commented on the unsatisfactory customer service and the poor housing conditions of federal
housing. On the other hand, some consumers noted the availability of housing based on being in a
specific group, such as veterans. While this allows housing programs to target specific vulnerable
populations, it also leaves gaps in meeting the needs of the broader community.
In addition, participants reported that housing to support individuals in recent recovery or detox is
almost always at capacity. Consumers were adamant about the need for housing specifically for
individuals who are detoxing from controlled substances. One consumer explained that behavioral
health needs in this context are extremely time sensitive. As a result of long waiting lists, service
providers are missing opportunities to provide treatment and supportive services to consumers in
immediate need. For example, one consumer stated, “People are at a breaking point…two days later
they will be high again… and won’t seek help again.”
A consumer suggested the use of vacant buildings, specifically vacant warehouse space, to provide
housing and treatment services, which will increase behavioral health capacity. He maintains that if the
system is moving toward integrated healthcare and health homes, then repurposing underutilized
buildings is a good option.
Funding needs
Finally, some consumers perceived competition between agencies for funding. One consumer sees the
current lack of coordination as an opportunity for future collaboration. Participants noted that
consumers are the only ones who lose when agencies are too deep in competition to work together.
4
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Some focus group participants were concerned that cuts to ADAMH funding could result in a
corresponding reduction in availability of services. They feel that the P.E.E.R. Center offers invaluable
services, particularly in a system wrought with long wait lists and confusion over where to seek services.
One group participant mentioned, “People are lost, they don’t know what to do or where to go.” The
P.E.E.R. Center provides a welcome alternative to many, particularly those who need support but don’t
know where to find it. Cutting funding to the P.E.E.R. Center would leave a gap in ADAMH’s
programming and greatly affect consumers.

Immigrant and Refugee Community Representatives

Immigrants and refugees often have a different experience navigating the behavioral health system than
the general population for a range of reasons, including language barriers, lack of familiarity with the
system, and differing cultural norms. Since there is a growing population of immigrants and refugees in
Central Ohio, their experiences with the behavioral health system are important to an overall system
assessment.

Familiarity with the behavioral health system and ADAMH

A number of immigrants and refugees have a poor or low level of understanding regarding what
behavioral health resources are available and how to access them. This basic level of unfamiliarity with
the system makes accessing behavioral health care difficult. In particular, one participant expressed that
knowledge surrounding the behavioral health system is non-existent, unless an individual was born in
the United States or has an interest in mental health. Focus group participants recognized that
billboards and commercials for ADAMH are often in English; this example illustrates how marketing that
the ADAMH board and its contract providers arrange may exclude portions of the community.
In order to increase awareness and understanding of ADAMH contract providers and the services
offered, one community member suggested that the ADAMH Board of Franklin County reach out to
immigrant and refugee communities by visiting their resource centers and places of worship and
providing them with contact information and brochures. In addition, prevention programs for youth
may expose community members to resources outside of their community.
For some immigrant and refugee communities, cultural values limit their familiarity with the behavioral
health system. For example, one community member explains that the people she works with organize
around a religion that forbids the use alcohol and other drugs. Complicating that is the fact that
members of that religion seek help from their own community. Therefore, when members of the
community struggle with alcohol and other drug issues, they do not speak about it internally because of
religious beliefs and they are usually not sure where to go outside of their community for assistance.
Isolated or insular communities are not uncommon in immigrant and refugee groups. One person
pointed out that members of her community desire to be served by people who are like them, who
speak their language, and who provide a familiar face. Therefore, if they have limited access to those
serviced providers, they also have limited access to services that may be more nuanced and complex
within their community due to shared trauma.
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Barriers to behavioral health services

According to community members who represent or work with immigrant and refugee populations,
consumers often access behavioral health services when the concern becomes a crisis situation. This
crisis may occur when a consumer is involved in the criminal justice system, becomes homeless, or
experiences a mental illness episode. Furthermore, once a consumer goes to seek services, they may be
faced with waiting lists, language barriers, and poor customer service.
One community member stressed the need for service providers to understand cultural beliefs, and to
know how communities prefer to handle behavioral health concerns. For example, participants
mentioned that mental health issues are strongly stigmatized in the Asian community. If mental health
concerns are not addressed when they first emerge, they can become an emergency. One unique,
culturally-competent service is Trauma Healing Programs. This service provides support for refugee
populations who have experienced physical violence, sexual violence, and other trauma in their home
countries or refugee camps. The Trauma Healing Programs also make an effort to go out into the
community, knowing that many immigrants and refugees will not come to ADAMH to seek help on their
own.
At times, there are behavioral health providers who attempt to connect with the immigrant and refugee
population but miss the mark. One community member noted that organizations are hiring translators
or interpreters that are not native speakers or do not understand the culture. For example, some
translators or interpreters provide literal translations that are of little value because the translation does
not explain what a consumer is experiencing. One community member observed an interpreter
explaining that a woman said someone came to her and took her to the sky, which was a literal
translation of what the woman said. If the interpreter would have known about the culture, they would
have been able to inform the service provider that the woman was having nightmares. Inaccurate or
insufficient translations are a substantial barrier to effective behavioral health care and many focus
group participants stressed the importance of language and cultural competence. One participant
noted, “Interpreters are not enough. ADAMH needs to hire someone who knows the culture, the region,
and the language.”
Some of the community members expressed their desire to see ADAMH fund grants for capacity
building and community health liaisons. Those individuals would be community members trained in
behavioral health. They would not be direct service providers but they would have the trust of the
community, while helping individuals navigate the behavioral health system and providing
interpretation services if needed.

Unmet needs – immigrant and refugee perspective
Housing needs
One community member indicated a growth in the number of older individuals and women who are
experiencing homelessness due to mental health concerns. In some communities, religious institutions
are responding to housing needs. For example, temples are providing temporary housing; however, they
are only providing shelter for men. For older individuals, families are expected to provide care.
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Another community member indicated the need for housing initiatives for the reentry population. She
explained that many refugees come with extended family members. If they are incarcerated, they may
lose contact with their family. When they are released, they often do not know anyone and cannot
connect to support systems and services. Therefore, supportive housing may assist with connecting to
resources as well as beginning to heal from trauma.
Finally, community members indicated that any housing-specific program needs to focus on specific
needs or populations. The city-wide initiatives are too generalized and can ignore hard to reach
populations. One community member proposed a shift in the way the community regards behavioral
health. She suggested that behavioral health treatment and supportive services should be
comprehensive and include physical health, mental health, a social component, housing, etc. “We
should shift our way of thinking from just behavioral health to holistic health,” said one participant.
Concerns about ADAMH
Community members explained that they have already participated in ADAMH assessments and they
have not seen much follow-up or received more information on how to apply for funding. One
participant noted, “ADAMH needs to give grants for projects that we know how to do. I am very familiar
with ADAMH, but every time we apply for a grant, there is no money. It’s all for re-entry, which is
important, but not what we need. We need dollars for PTSD. Stop funding needs assessments. We know
our needs.”
In addition, community members believe that there is not enough data collected about behavioral
health concerns in specific immigrant and refugee populations. One service provider explained that
behavioral health intake forms do not reflect culturally competent data collection methods. For
example, ethnic groups are not specified and some race categories lump groups together. Therefore,
providers cannot understand, let alone quantify which smaller populations are accessing services.
Moreover, the community members would like to know: what are ADAMH-funded programs, what can
they do for the communities that they work with or represent, and where are funds going? They suggest
circulating a list of services, organizations, and contact information, which will make outreach more
proactive for communities that may not seek services.

ADAMH Contracted Network Providers
Care coordination

Many of the ADAMH network providers noted that they provide the majority of their consumers’
behavioral health services, indicating a strong familiarity with the ADAMH clientele. However,
consumers also seek behavioral health services from emergency rooms, free clinics, and faith-based
service providers. For other services, clients are going to community “free stores” and to the Community
Shelter Board. Often, these individuals are referred to ADAMH network providers from other social or
human service organizations.
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All of the ADAMH network providers said that they engage in care coordination. However, the levels of
care coordination vary. The ADAMH network providers explained that they have Memorandums of
Understanding (MOUs) with some providers and informal ties with others. For this reason, they
stressed the importance of remaining updated and knowledgeable about what other resources are
available to their consumers. While consumers may receive the services they need from informal care
coordination, consumers have an increased chance of receiving the services they need if two things are
true: 1) if there is an official agreement between behavioral health service providers; and 2) if the
consumer requires emergency behavioral health care or “crisis care”.

Unmet needs – contract provider perspective
Emerging populations, new needs
When asked about new and emerging populations with behavioral health needs, a few providers
mentioned the surge in controlled substance users. After specifying that they were referring to heroin
and cocaine usage, many other providers agreed that they are seeing or hearing of these populations
appearing more frequently. Following up on the increased presence of controlled substance users,
service providers expressed a need for more detox beds in the county for indigent consumers.
Many service providers talked about the diversity within the consumer population. In both of the
Providers focus groups, service providers noted that they have observed a change in the racial makeup
of consumer populations. One participant indicated that the changes may be due to the rise in opiate
use in Franklin County, as service providers are seeing diverse populations use opiates. One service
provider explained that she is seeing more men of color seeking mental health services. This was echoed
by another service provider who reported seeing more Somali males seeking services after being
involved in the legal system. There is also a growing number of foreign-born consumers. With more
diverse populations seeking services, service providers specified the need for culturally appropriate and
sensitive service providers and interpreters working with these populations. In addition, the service
providers clarified that finding culturally appropriate and sensitive service providers and interpreters is a
common challenge.
For some organizations, specifically organizations that work with youth and transitional-aged
populations, the average age of consumers seeking services has decreased. One service provider
pointed out that five or six years ago, his organization provided behavioral health services for youth that
typically fell in the age range of 13-17 years old. Now, consumers are generally between 7 and 12 years
old. Moreover, three service providers agreed that there are not many resources for youth with dual
diagnoses or youth who are transitioning from the youth system to the adult system.
In both focus groups, participants recognized some populations that may not be emerging but the gaps
in services are becoming increasingly apparent. Some of these populations include: reentry, sex
offenders, veterans, rural consumers, individuals with dual diagnoses (specifically, behavioral health and
intellectual disabilities), and homeless individuals. Some service providers described creating specialized
services or connecting consumers with other organizations that provided specialized services for these
populations.
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Capacity-related needs
As CRP gathered prior qualitative data, it became clear that lack of capacity to meet current needs is a
common barrier to service delivery. Through the service provider focus groups, we found two main
areas of capacity-related concerns: workforce; and physical (or building) space. A portion of the service
providers noted that their priority has not been to increase capacity but to maintain and try to keep up
with other behavioral health service providers.
One service provider explained that behavioral health service providers are in competition to hire and
retain the same pool of credentialed staff. Nearly all of the service providers, in both focus groups,
agreed. Retention is particularly difficult, especially when there are private systems that can
compensate staff at a higher rate than ADAMH-contract providers.
One service provider explained the process that leads to workforce attrition and turnover. Many
behavioral health service organizations allow college students to work and train, while simultaneously
enrolled in a direct service program. A portion of those post-graduates are hired full-time; at that time,
some graduates may have credentials, such as a Licensed Social Worker. Once they receive a certain
amount of hours under the supervision of a clinician, they get an endorsement to their credentials, such
as becoming a Licensed Independent Social Worker. With the endorsement to their credentials, a direct
service provider can compete for additional opportunities.
To add to the workforce capacity issues, service providers who are most needed are often also the most
expensive. Compensating them adequately is a money-losing activity. For example, the reimbursement
rate for psychiatry is not enough to cover the actual cost of a psychiatrist. Acknowledging that full
reimbursement is not viable, one service provider admitted that organizations operate knowing they are
developing a deficit. In addition, many service providers agreed that there is a shortage of psychiatrists
and psychiatric services, so even if rates were increased there would not necessarily be enough
clinicians to fill the current void.
Another commonly mentioned limitation is building space. Some providers have a waitlist simply
because they do not have the building space to meet with all of the consumers seeking their services;
they have enough staff, but not enough room. One organization’s services, for example, are structured
around peer support. They may be able to increase the number of people served, through drop-ins, if
they had the physical space to hold consumers.
Some organizations also do not have enough bed units, a clear limitation of building space. Without
beds, it is difficult to keep consumers engaged until they can be safely transitioned out of the
organization’s care. One provider explains that since behavioral health consumers are a vulnerable
population, some service providers are hesitant to release consumers. The bed unit issue is then
compounded because if consumers are not released, they occupy space that can be designated to
another person in need.
Finally, one service provider talked about the relationships between different capacity issues. She
explained that increasing capacity in one area may create a capacity issue in another area. For example,
increasing staff members may create the need for more physical space or the need to create an
9
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outpatient service. Her point was not to discourage increasing capacity but to encourage thoughtfulness
when doing so.
Housing needs
Without stable housing, many consumers lose contact with the behavioral health system. When asked
about housing needs, service providers explained that lack of housing can be more of a barrier for some
populations than for others. For example, service providers mentioned that it is difficult for sex
offenders, drug offenders, and arsonists to secure housing.
Some youth cannot receive particular services because they do not meet the criteria according to
funding definitions. For instance, the guidelines for homelessness often exclude individuals who are
homeless but are temporarily sheltered. “Couch surfing”, when someone moves from house to house
without a permanent residence, is common among the younger homeless population but is not
recognized federally as a form of homelessness. Some women’s programs require individuals to be
considered homeless for a specific amount of time before they can receive services. These guidelines
and specifications can force someone to be without shelter for a specific period of time, putting them at
risk.
Finally, service providers explained that securing housing for clients is crucial to the discharge process.
One service provider said that her organization prefers to discharge consumers to permanent or
permanent supportive housing. Though reluctant, her organization at times is forced to discharge
consumers to shelters or temporary housing solutions. She clarified that this can be problematic,
especially when case managers are attempting to reconnect or follow up with consumers. Another
service provider added that there are a few recovery houses in the county but spaces in them are
limited. Therefore, there is a need for coordinated housing services and additional housing units.

Other Comments

Since they often encounter long waitlists, consumers are finding ways to make their cases a priority for
service providers. One service provider explained that some consumers take extreme measures to
ensure they are served in a timely manner. She provided the example of consumers knowing that there
is a reserve bed for specified referrals. Consumers will say that they are suicidal or even become
intoxicated to have access to that reserved bed, which affects an organization’s ability to serve the
consumers who sought services first or the consumers who need services the most.
Service providers also shared their perceptions about access to substance abuse services.
Overwhelmingly, service providers identify a lack of these services. One service provider commented
that it seems the available number of substance abuse services is decreasing; this is particularly
apparent in substance abuse treatment and services for youth and transitional age consumers. This
reduction is less of an issue in the private behavioral healthcare system. Similarly, bed units for detox
have decreased, which concerns service providers given their observations of opiate use in Franklin
County.
Fund allocation and restrictions present an issue for some service providers. One expressed a desire to
see more funds designated for prevention. Though a few service providers agreed, more service
10
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providers commented about the desire to have fewer restrictions on funds, which would allow them to
shift funds as needed and cover gaps in coverage.
Finally, service providers described how behavioral health services are often provided based on a
consumer’s or organization’s requirements, not based on what the providers deem most necessary. One
service provider explains that some psychiatrists are prescribing medicines based on what the
consumer’s insurance will cover. On the other hand, some doctors are bound by insurance policies, such
as those requiring consumers to try multiple medicines before prescribing one for long term use, which
delays stability.

Conclusion

Interestingly, even though the focus group conversations covered a variety of topics, nearly all
comments related back to barriers to care. It became apparent that those who do best in the behavioral
health system are the same people who have the fewest barriers to accessing care. Barriers may occur
at multiple steps along the way, including: before the person enters care (if they are not knowledgeable
about available services); prior to receiving care (if waitlists are long); during care (if interpreters are
either not available or insufficient); during maintenance (if the client does not have enough money to
afford his or her medication or continued appointments); and at discharge (if the client has no stable
housing options). While there are many reasons for these barriers, the majority could be remedied with
increased and unrestricted funding, inter-provider coordination/communication, and improved cultural
competency.
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Appendix A-Consumer Group (P.E.E.R Center)
“Hello. My name is _______ from Community Research Partners. Today we would like to have a
conversation with you about mental health and substance abuse treatment needs in Franklin County.
We want to get a better understanding mental health and substance abuse treatment needs in Franklin
County, particularly unmet needs. Are there any questions?”
“So we can keep track of what people are saying, let’s have one person talking at a time. This is a safe
space. Nothing I say will be link to you personally or people you work with.
In this conversation, I’m going to be asking questions and I may say “you” or “someone you know”.
When I ask these questions, you don’t have to answer about you specifically; you can answer about the
people you work with. We will summarize the things you tell us and combine it with other focus groups
we are conducting. One of my jobs today as the moderator is to make sure we discuss all of the issues
we planned to discuss.”








What is your level of understanding or familiarity with the BH system (Mental Health and
Addiction treatment or supportive services)?
o By a show of hands, how many of you are familiar with the ADAMH Board of Franklin
County?
 What do you know about them?
 What is your understanding of the ADAMH Board’s role in meeting MH &
addiction needs?
How do you or people you know currently access mental health and addiction services?
o Where are people going?
 What happens during this process?
o Who or what institutions do you first turn to for assistance?
 What is the referral process like?
What are some challenges or barriers to obtaining needed services?
o How could access to services be improved?
 What would access to services look like?
 What kinds of mental health and addiction treatment and supportive services
would you like to see offered?
Thinking about the populations you work with, please tell me about some of the challenges
they’ve experienced with finding and keeping housing.
o Thinking about some of the challenges you’ve mentioned, what changes would you like
to see made to accommodate them?
 How can ADAMH and its network of providers assist with housing needs?
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Appendix B-Immigrant and Refugee Representative
Group
“Hello. My name is _______ from Community Research Partners. Today we would like to have a
conversation with you about mental health and substance abuse treatment needs in Franklin County.
We want to get a better understanding mental health and substance abuse treatment needs in Franklin
County, particularly unmet needs. Are there any questions?”
“First, let’s all turn off our cell phones so we are not interrupted. So we can keep track of what people
are saying, let’s have one person talking at a time. This is a safe space. Nothing I say will be link to you,
your organization, or people you work with.
In this conversation, I’m going to be asking questions and I may say “you” or “someone you know”.
When I ask these questions, you don’t have to answer about you specifically; you can answer about the
people you work with.”
We will summarize the things you tell us and combine it with other focus groups we are conducting. One
of my jobs today as the moderator is to make sure we discuss all of the issues we planned to discuss.”








What is the level of understanding and familiarity with the BH system among immigrant/new
American communities?
o What is your understanding of the ADAMH Board’s role in meeting MH & addiction
needs?
How do immigrant/new American communities currently access mental health and addiction
services?
o Where are people going?
o Who or what institutions do you first turn to for assistance?
 What is the referral process like from human service agencies or behavioral
health practitioners?
What unique challenges do immigrants face in obtaining needed services?
o How could access to services be improved?
 What would access to services look like?
 What kinds of mental health and addiction treatment services would you like to
see offered?
Thinking about the populations you work with, please tell me about some of the challenges
they’ve experienced with finding and keeping housing.
o What about for those with mental health or addiction needs?
o Thinking about some of the challenges you’ve mentioned, what changes would you like
to see made to accommodate them?
 How can ADAMH and its network of providers assist with your housing needs?
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Appendix C-Service Provider
“Hello. My name is _______ from Community Research Partners. Today we would like to have a
conversation with you about mental health and substance abuse treatment needs in Franklin County.
We want to get a better understanding mental health and substance abuse treatment needs in Franklin
County, particularly unmet needs. Are there any questions?”
Pause for questions:
“First, let’s all turn off our cell phones so we are not interrupted. So we can keep track of what people
are saying, let’s have one person talking at a time. This is a safe space. What you say will be in
confidence. We will not link your response to you or your organization.
In this conversation, I’m going to be asking questions and I may say “you” or “someone you know”.
When I ask these questions, you don’t have to answer about you specifically; you can answer about
people like you or other service providers.”
We will summarize the things you tell us and combine it with other focus groups we are conducting. One
of my jobs today as the moderator is to make sure we discuss all of the issues we planned to discuss.”








By a show of hands, how many of you have consumers who do not get 100% of their
behavioral health needs met at your organization?
o Where else are your clients getting their needs met?
 Does your organization participate in care coordination?
 What does that look like?
Please describe some populations that are appearing more often in your organization.
o What about other underrepresented populations? (For example Homeless, Refugee,
Re-entry)
 How are their needs different?
 How is your organization meeting those needs?
In the provider survey, many brought up a variety of capacity issues and ways these issues
are evident. Please tell me how you or other service providers you know are addressing
capacity issues.
o Workforce capacity?
o Service/Resource/physical capacity?
Please tell me about some of the greatest needs related to housing for people with severe
mental disabilities and/or severe substance abuse or addictions in Columbus.
o What are the barriers to finding and maintaining housing for your consumers?
o Thinking about securing housing for people with a mental illness and/or addiction,
what is most helpful in finding and maintaining housing?
 Which sources do you rely on most for your consumers?
 Why?
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account recent health policy changes.
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rate of turnover as others. However, the vast majority of interviewees voiced concern with high rates of
turnover and insufficient qualifications among staff. Some of the workers who are searching for
employment are not trained in evidence-based clinical practice, and they learn those skills while working
at ADAMH providers before moving on to better-paying positions. This use of ADAMH providers as a
“training ground” was mentioned in the focus groups as well, and presents a problem for consistency
and coordination of client care because a client may encounter frequent clinician turnover while seeking
treatment.
Providers also mentioned difficulty filling open employment slots. One CEO noted that about ten (10)
potential staff members have rejected employment offers in recent months because the pay structure
was too low. Interviewees mentioned that although ADAMH –contract agencies offer good work
environments, the benefits and pay at other organizations are a huge draw and ADAMH providers
simply cannot compete. Additionally, since the economy is improving job seekers have more options
and may be more willing to risk leaving a lower paying job for a higher paying one.
One provider made the point that the pay structure is less of an issue than the lack of clinicians in
human services professions (nurse practitioners, psych nurse practitioners, LSWs, LISWs, and
psychiatrists). In particular, there is a high demand for psychiatrists that cannot be met with the existing
pool of available clinicians. As workers in these fields retire the challenge is becoming even more
prominent.

Payment rate from ADAMH

ADAMH’s payment rate is interrelated with providers’ ability to retain and attract staff members, and
according to providers, the payment (unit) rate has not increased in close to 20 years. This not only
affects workforce stability, but it also halts providers from building capital that would allow them to
build new facilities, particularly when ADAMH is their only funding source. This idea of “building capital”
was mentioned by several providers who want to increase capacity and update current buildings, but
are not able to do so because of a lack of funds. Several interviewees also mentioned that ADAMH and
Medicaid have been “almost at odds” over the last few years, and expressed hope that the two payers
will be able to work together through Medicaid expansion to better coordinate their payments and
services.
One interviewee noted, “We don’t really care who the payer is, we just want the client to get better.”
This comment resonated throughout most of the interviews; the providers focus first and foremost on
serving clients to the best of their ability; payment is a secondary, but important, concern.

Stable housing

Overall, providers expressed that ADAMH handles clients’ housing concerns quite well. However, the
community still requires substantially more support in this area. The current Community Housing
Network (CHN), which receives support from ADAMH, provides excellent services but providers said it
could use more beds to meet current need.
According to the interviewees, there are also very few services for younger clients. They mentioned that
recently emancipated former foster children have no system in place to meet their often significant
housing needs. This group encounters additional challenges because they often partake in couch
hopping, or staying with friends/family for short spurts of time, and therefore do not technically qualify
as homeless under the federal definition. Providers said that for this group, but also for some older
adults, supervised housing is needed. While permanent supportive housing is important, it does not
meet the full spectrum of prevention, treatment, and wraparound services and needs to be
supplemented with additional options and services.
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Immigrant population

The immigrant population is also often difficult to reach, for reasons that range from lack of trust to
language barriers, according to providers. The providers noted that immigrant groups historically tend to
be insular for the first or second generation after they move to the United States. This is reflected in the
small number being served in certain communities, such as the Somali and Hispanic communities. One
provider reflected that the organization does not have a large number of immigrant referrals, but that is
not particularly surprising to him because they have not made the necessary adaptations to seem
inviting to immigrant groups.
When clients from immigrant communities do come for services, they regularly encounter difficulty
communicating because of language and/or cultural barriers. Providers utilized interpreters in well over
20 languages last year, including Spanish, Somali, Arabic, and Russian. One provider mentioned that
even when interpreters are in place to help, often the client knows the interpreter, which can be a
conflict. At other times, a client may request that a family member interpret; this can be problematic for
providers when working with patients who have mental health or AOD concerns.
Finally, undocumented immigrants often present a challenge for providers. While at least one of the
interviewees specifically mentioned that undocumented immigrants are not turned away from receiving
services, those clients usually do not have access to physical medical care, so they have a significant gap
in their health care.

Health policy-related changes

The providers interviewed were all very familiar with the current health policy changes, including the
Affordable Care Act, Medicaid expansion, and Medicaid elevation. They estimated that about 20% of
previously ADAMH-funded clients will become Medicaid clients, resulting in a possible situation where
20% of ADAMH funds could disappear. Overall, Medicaid expansion was viewed as a positive for clients
for several reasons. For instance, providers reported fewer rules and regulations for accessing Medicaid
dollars than ADAMH Board funding; the 20% new Medicaid participants will now be able to get
psychotropic medications that they could not be prescribed in the past due to ADAMH regulations.
One provider also mentioned that Medicaid expansion could provide a substantial, positive shift in how
providers view their clients.
“I think we as an agency used to view the ADAMH Board as the client (from an administrative
standpoint) so you needed to make sure you were serving the ADAMH Board. When the funding
is now following the client [because of Medicaid expansion] we need to make sure our focus is
100% on them. That is a total change. It means reframing and re-looking at how we serve the
clients.”
This renewed focus could benefit client care; however, first clients need to know their insurance
coverage qualifications. Many clients have applied for Medicaid and are still waiting to see if they are
eligible; others are confused and have yet to apply for Medicaid, though they may qualify. This
confusion belies a constant theme related to health policy changes: “Things are happening at the speed
of light…even professionals are having a hard time keeping up with everything.” Clients and providers
alike are unsure of the exact effects of Medicaid expansion, but most providers feel it will be a net
benefit for their consumers.
Questions regarding other aspects of the Affordable Care Act drew more split reaction. Providers
expressed that they liked the idea of the Act, and that it seemed to be resulting in more people having
health insurance. However, on a practical level many of those people cannot afford to pay their co-pays.
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This affects clients’ access to mental health and AOD services, in addition to physical health care
services.
Finally, providers noted that all of these health policy changes are resulting in an increased
administrative load. A few providers expressed frustration towards what they see as a lack of guidance
from the Franklin County ADAMH Board. One said, “it feels pretty weird that there’s complete silence
[from ADAMH] when we’re going through this huge change.” Many interviewees mentioned that the
confusion over how Medicaid expansion and other aspects of the Affordable Care Act results in a
substantial administrative burden as staff members work with clients to make sure they are covered.
Even without all the recent policy changes, administrative documentation is very involved and timeconsuming, particularly for clients using ADAMH-paid services. With the addition of confusion over
policies, providers reported that they are sinking substantial time into administrative tasks that are not
reimbursed.

Proposed solutions: ADAMH’s role
Adjust payment structure

Many providers emphasized that ADAMH’s unit rate has not increased in years. This harms providers
because they are not being reimbursed at a sustainable rate. However, it is particularly detrimental to
providers with high turnover rates. As they train staff, those new staff members are expected to be
efficient immediately, which is not a realistic expectation. One provider suggested that ADAMH have a
training payment rate, which would allow providers to train new employees, in ADAMH-agreed upon
ways, and avoid creating a deficit. This system could also be implemented for training in evidence-based
practice, which would benefit both new and existing clinicians.
Along those same lines, one provider mentioned a significant need for ADAMH-approved billing rates for
case manager activities that may be outside the scope of direct service. For instance, there are some
community activities offered by providers that cannot currently be reimbursed. ADAMH could
reorganize their funding structure to address some of these gaps in their funding structure.
Capital funds needs were also frequently mentioned by interviewees, as many have physical space
capacity issues or are looking to update existing space. One interviewee noted that most ADAMH
providers have no reserves and no capital with which to expand and build new offices. Another noted
that while the provider has several priority concerns, maintaining a safe physical environment for clients
and employees is the number one priority. Lack of capital funds makes this difficult, as one CEO
mentioned, “When you look around Columbus you don’t see cranes in front of the Medicaids…you see
cranes in front of the Children’s hospital.”
This lack of capital stems largely from the current ADAMH unit rate, as well as a lack of diversity of
funding streams. One provider suggested that ADAMH could either increase the unit rate or move from
unit rates to block grants; “basically, they need to significantly increase the unit rate or come up with a
completely new spending mechanism.”
Shadow claiming was also an area of contention for providers. ADAMH currently uses the system so they
can count units instead of outcomes; while providers acknowledged this is an easier way to report how
dollars are spent, it is less useful to providers because it does not provide information on outcomes. An
adjustment of the payment system was recommended by nearly all interviewees.
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Provide guidance on policy changes

Payment is also closely tied to the recent health policy changes, which have given clients more options
to pay for services. Several providers noted that this could have a twofold effect. First, it may cause less
demand for funding from ADAMH Board, freeing up money for new projects; on the other hand, the
ADAMH Board may see less demand and offer less money to match the lower demand. Providers
expressed hope that the Affordable Care Act and Medicaid Expansion would give ADAMH the
opportunity to spread their funding to more clients. Along those same lines, several Franklin County
residents struggle to cover their new cost-sharing requirements (co-pays, deductibles, and other forms
of co-insurance) that resulted from the Affordable Care Act. One provider suggested using Franklin
County dollars to supplement cost-sharing amounts (e.g., co-pays or deductibles) so those clients can
access health care services.
That practical suggestion also emphasizes the gap in communication between providers and the ADAMH
Board in relation to health policy changes. Providers seem unsure of what steps the ADAMH Board is
taking to mitigate the potential negative effects of the Affordable Care Act and Medicaid expansion and
elevation. One interviewee suggested that, to address this concern, each of the biggest providers be
appointed an Ohio Department of Jobs and Family Services (JFS) liaison. This appointed person would be
someone they could go to with questions, challenges, and resolutions, but ADAMH would need to take a
leadership role in organizing the process.
In addition, providers expressed that they would have liked more communication from ADAMH as the
policy changes were occurring. Even if ADAMH is still sorting out how exactly the changes will affect
their funding, providers need to be aware of the status. Providers were particularly concerned with the
status of payment systems and non-interoperable electronic health record (EHR) systems. When
ADAMH providers all purchase EHRs without guidance from ADAMH, the systems are not able to
communicate with one another, which is a barrier to care coordination. ADAMH could have stepped in
and suggested that providers purchase certain EHRs to avoid this conflict. Essentially, the feedback boils
down to one of guidance; though providers do not want to be told directly what to do, they would like
to be guided and kept aware of any changes that may affect their services.

Encourage partnerships and coordination

Utilizing EHRs that can communicate with one another is one way of encouraging coordination of care.
Providers mentioned other areas, such as stable housing, where partnerships and coordination could
help them bolster their existing services. For instance, with housing, many providers said that ADAMH
currently does a good job of providing services. One potential area for growth is in increased
coordination with the Community Shelter Board and United Way, both of which target vulnerable
populations in different ways than ADAMH. ADAMH, the Community Shelter Board, and United Way
could work together to try to consolidate their efforts where they overlap, improving efficiency.
Providers also mentioned a need for partnerships with area organizations that offer wraparound
services.
While providers offered significant ideas for service coordination, they also emphasized the importance
of having those partnerships in writing, through Memorandums of Understanding (MOUs) or contracts.
If the ADAMH Board could support these partnerships, and allow providers towards viewing themselves
as part of an ADAMH community, providers feel they would benefit. On a more specific level, providers
mentioned coordinating care between mental health/AOD providers and physical health care providers.
ADAMH could pay for care coordination which would help consumers navigate through all the different
healthcare systems.
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Coordination of services is also very closely tied to data collection. Many providers noted duplication of
data collection efforts stemming from a lack of coordination. One provider suggested that to address
duplication and the inefficiencies of ADAMH’s current outcomes-based system, ADAMH should work
with providers to design a new outcomes-based system. The new system would be simpler for providers
to use and would combine the reporting needs of ADAMH with the providers’ other reporting needs
(i.e., to other funders and for internal purposes).

Develop immigrant-focused services

Immigrants present a special set of challenges that need to be addressed in an effective, culturally
competent way. Since language barriers are such a constant challenge, and good interpreters are
difficult to come by, some providers suggested solutions based on other successful models they have
seen utilized in other areas. For instance, one recommended that ADAMH produce a list of approved
interpreters. These interpreters would be pre-screened and would be trained in working with people
who may have severe mental health or AOD problems. Another person mentioned a different Ohio
ADAMH Board that has a contracted interpretation service, providing more oversight and training; this
could be a helpful model for Franklin County. Finally, one of the providers suggested computerized
translating tools that could be used; however, these services, like interpretation, are expensive and
ADAMH would need to take that expense into consideration with updated billing rates or funding.
In addition to streamlining the interpretation process, providers mentioned that it would be helpful if
ADAMH could pay for interpreter services (or pay a portion of the fee). Those services are expensive, but
necessary to attracting non-English speaking clientele. Along those same lines, one interviewee
suggested that ADAMH fund the conversion of materials into other languages; when providers only have
materials in English, it signals to non-English speaking people that you are not interested in treating
them.

Address most pressing service needs

Some of the most pressing community needs are not sufficiently met by existing Medicaid or ADAMH
services. For instance, Medicaid will not pay for sub-acute care, though it does pay for acute care detox
beds. In this case, the ADAMH Board has stepped in to provide funding to meet the funding gap.
However, there are many targeted prevention services that Medicaid does not fund, and the current
programming, according to one provider, is “like bailing [the] Atlantic Ocean out with a thimble.” In
other words, existing services do not get at the root cause of the problems. Someone mentioned that
targeting youth is ideal, “the younger you start, the better,” because it allows providers to step in before
problems become significant. ADAMH could fund more prevention services and meet this growing need.
Medicaid also will not cover services in jails. There are two main criminal justice areas where providers
are currently focused: providing services in jails, and having services ready for inmates when they leave
jail. Both of these types of services help the formerly incarcerated avoid recidivism. One provider
mentioned utilizing innovative funding streams to provide in-jail services. However, this approach is
complicated because so many jurisdictions are involved. ADAMH has an opportunity to step in and
provide funding for jail-based services to reach that particular population.
One of the most pressing needs, that was mentioned repeatedly, is the so called “soft services” that
make service delivery more acceptable to the person in need. These include relationship building and
trust. Aside from the fact that building relationships is difficult with high staff turnover, current payment
rates make funding soft services difficult. “It’s something we all want,” said one provider, “we want to
feel comfortable with our doctor…we want to have rapport building and it’s just not possible in the
current market.” Though interviewees acknowledged that in the past there was a built in cushion in the
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payment rate, providers are now at a point where they have to eat into their profits just to provide basic
services, leaving them with little or no funds to address clients’ soft needs.

Conclusion

The most fundamental barrier to offering sufficient services, which was reiterated by nearly every
interviewee, is lack of funding. Though CRP did not ask any questions specifically about the unit rate, it
was brought up repeatedly, in response to nearly every question, as a root cause of many other
challenges related to capacity and workforce. Providers reported that existing unit rate payments are
limiting their opportunity to build capital or address non-billable needs of their clients. Current funding
is also a barrier to recruiting a qualified, competent workforce that will stay with the organization long
term. Providers offered several concrete solutions to the ADAMH Board that would help the Board
better address specific funding needs, including an increased unit rate and increased diversity of billable
activities. The bottom line for many providers is that they want to increase their services and overall
capacity to better meet client needs, but are unable to do so without more funds.
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Appendix – Interview Protocol
My name is _________ from Community Research Partners. We are working with the ADAMH Board of
Franklin County to better understand both the most pressing needs for mental illness and addiction
treatment and prevention services in Franklin County and also gaps in provider capacity in light of recent
policy and demographic changes. To date, we have collected data through a survey, demographic
profiles, focus groups, and estimates of health insurance coverage in Franklin County. We will use this
conversation to supplement and expand upon these previous phases of data collection. The information
gathered through this conversation will be aggregated with other information and included in the final
qualitative summary, so specific content from this interview will not be linked directly to you.
Before we begin, do you have any questions?
1. Based on previous data collection efforts, we found that many ADAMH contract providers do
not have sufficient capacity to meet the existing needs of the community. Some of the largest
capacity-related challenges include: high rates of workforce attrition to higher paying jobs;
insufficient physical space to conduct private client meetings; and insufficient funding for
programs. With those types of issues in mind, please tell me about any capacity-related
challenges you are encountering and, if applicable, how they are related to one another.
o

How would you prioritize the capacity-related challenges you mentioned? Is one a top
priority?


If they specify a top priority: Please describe why you think this is the most
significant capacity challenge.

o

Please tell me about some of the ways that ADAMH can help their contract providers to
address capacity-related needs.

2. Based on our focus group conversations, we heard that some groups of residents, such as
immigrants, are finding it difficult to access services. Some barriers to service delivery include
language, stigma, lack of stable housing, and lack of health insurance. Please tell me about your
experience with those and other barriers to service delivery.
o

Which consumer groups are most affected by these barriers?


If applicable, in what ways are service providers overcoming these barriers?

3. As you know, there have been many significant health policy changes over the past few years
that impact the behavioral health system, such as the Affordable Care Act, Medicaid Expansion,
Medicaid elevation, and other recent legislative changes in Ohio.
o

How are these changes currently impacting the consumers served by your organization
and how do you think they are likely to impact your consumers over the next few years?
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If participant does not mention Medicaid Expansion: How is Medicaid expansion
currently impacting the consumers you serve?

o

In what ways has ADAMH assisted its contract providers during and following policy
changes? Is there any additional assistance that ADAMH could provide in this area?

4. Thinking about services that are not covered by Medicaid and services for those who remain
uninsured, what do you see as the most pressing unmet needs for consumers over the next few
years?
o

What are the most significant unmed needs for treatment services?

o

What are the most significant unmet needs for support services?

o

What are the most significant unmet needs for prevention activities?

5. We have heard through the survey and focus groups that lack of stable housing is a major
challenge for some consumers. What is the most important thing the ADAMH Board can do to
improve access to housing for behavioral health consumers in Franklin County?
6. Some ADAMH contract providers explained that formal care coordination, particularly MOUs
and contracts, are helpful in getting consumers timely services. In what ways can the ADAMH
Board help contract providers engage in successful care coordination?
7. For some populations, service providers and policy makers are unable to quantify the demand
for and even the number of people currently receiving behavioral health services. Based on your
perspective, are there any new methods that could help service providers collect better data on
their consumers?
o

For example: One representative, from a refugee group, suggested that service
providers expand ethnic identifiers beyond just Hispanic/Latino when collecting
demographic data.

8. What are your organization’s priorities and future plans in terms of service provisions? Are there
any specific changes or goals your organization is considering implementing?
o

What role can the ADAMH Board play in helping you to implement these plans?

9. Is there anything else you would like to add about unmet needs for mental illness and addiction
treatment and preventions services in Franklin County or gaps in the current ADAMH provider
network?
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Appendix F. Additional policy landscape information
Medicaid elevation

“Medicaid elevation” refers to a major
change in the way that Medicaid funding
for community behavioral health services is
administered in Ohio. This transition began on
July 1, 2011 (SFY 2012) and was in full effect
starting July 1, 2013 (SFY 2014). As a result of
elevation, payment of non-federal Medicaid
match shifted from local ADAMH boards to
the state government. Also, Medicaid provider
claims no longer flow through local ADAMH
boards.

Ohio’s Medicaid program and
community behavioral health system

Medicaid, a joint state-federal health
insurance program, covers mental health and
addiction services for many Ohioans with lower
incomes and some with disabilities. The vast
majority of people with Medicaid are enrolled
in Medicaid Manged Care Organizations
(MCOs) rather than fee-for-service Medicaid.
Prior to 2012, the Medicaid funding for
community mental health and addiction
services flowed through the 53 behavioral
health boards, including the ADAMH Board
of Franklin County. These boards and the
contracted providers in their networks
comprise Ohio’s publicly-funded community
mental health system. Most individuals served
in this system either have Medicaid or are
uninsured.
In Ohio, behavioral health services are
“carved out” from the general Medicaid
program, meaning that they are administered
separately from the Medicaid managed care
system. Medicaid reimbursement for services in
the publicly-funded behavioral health system
is paid on a fee-for-service basis and is not the
responsibility of managed care plans. People
who are enrolled in Medicaid managed
care plans can choose to receive mental
health and addiction treatment services from
providers within the managed care plan’s
network (rather than through “carve out”
providers), although access may be limited.
Among those who are not served through
Medicaid managed care plans are people on
waivers, people who are institutionalized, and
children who are in foster care or receiving
adoption assistance.42

Medicaid match

State Medicaid programs receive matching
funds from the federal government to help
pay for Medicaid services and administration.
The Federal Medical Assistance Percentage
(FMAP) determines the proportion of Medicaid
costs that will be covered by the federal
government. For example, Ohio’s 2012 FMAP
was generally 64.15%, meaning that the state
was responsible for providing the remaining
35.85%. Prior to elevation, state agencies
(ODMH and ODADAS) allocated state funding
to the community behavioral health boards,
which used the funds to cover the non-federal
Medicaid match. For some boards, including
the ADAMH Board of Franklin County, this
state allocation was not enough to cover the
full cost of the Medicaid match, requiring the
boards to use funds raised from local property
tax levies to make up the difference. Medicaid
elevation shifted the match payment to the
state. Therefore, these local boards have more
flexibility to use local levy dollars, as well as
non-Medicaid-related state appropriations,
to invest in prevention programs and support
services that are not covered by Medicaid,
such as housing, transportation, and
employment assistance.

Contracts and claims processing

Prior to elevation, local boards contracted
with mental health and addiction service
providers to serve Medicaid enrollees. Those
providers billed the boards and the boards
processed the claims. As a result of elevation,
Medicaid claims are now processed by the
state and boards no longer contract with
providers for Medicaid-reimbursable services.
The relationship between boards and their
network providers that offer Medicaidreimbursable services has therefore undergone
a major shift within the past few years;
agencies that only provide services for people
with Medicaid coverage (and/or Medicare
or private insurance coverage) no longer
need to contract with local boards. Local
boards continue to contract with providers for
treatment services for the uninsured and for
services that are not reimbursed by Medicaid
or other types of insurance (e.g., support and
some prevention services).
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Fig. 1. Medicaid enrollment by delivery system, SFY 2012
Fee-for-Service — Covered
Families and Children (CFC)
150,000
Fee-for-Service — Aged,
Blind and Disabled (ABD)
283,000

Managed Care — Aged,
Blind and Disabled (ABD)
127,000

Managed Care — Covered
Families and Children (CFC)
1.52 million
Medicaid elevation positions boards to focus on
serving people who are uninsured or providing
support and prevention programs not covered
by Medicaid and private payers as a part of the
Essential Health Benefits or not covered by a plan
offered by a self-insured employer (these are not
required to provide EHB). Boards also now may have
resources to invest in community-based prevention.
Another outcome of Medicaid elevation is that
because Medicaid claims data no longer flows
through the boards, it is more challenging for boards
to obtain complete data about the number of
people receiving community behavioral health
services in their areas.
Figure 19 in the main report (page 24) illustrates the
change in Medicaid match and claims processing
responsibilities brought by elevation. The diagram
also refers to two state government structural
changes that occurred during the same time period:
• The Ohio Department of Mental Health (ODMH)
and the Ohio Department of Alcohol and Drug
Addiction Services (ODADAS) consolidated
effective July 1, 2013 forming the Ohio
Department of Mental Health and Addiction
Services (OhioMHAS)
• The Office of Medicaid was moved from the
Ohio Department of Job and Family Services
(ODJFS) as of July 1, 2013 and was made a
cabinet-level agency, Ohio Department of
Medicaid
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Source: ODJFS Data Run, 1/15/2013. Additional
calculations by HPIO.

Board revenue and expenditures

Medicaid elevation has significantly reduced the
ADAMH Board of Franklin County’s revenues and
expenditures. As shown in Figure 2, Medicaid funds
made up a large portion of the overall budget
prior to elevation; 46% of ADAMH’s revenues were
from Medicaid and 56% of expenditures were
for Medicaid claims in Calendar Year (CY) 2011
(before elevation). The overall size of the budget
(revenues) shrank from $167,478,671 in CY 2011 to
a projection of $75,556,902 for CY 2014 because
of a reduction in state allocations. Levy dollars
have therefore become the largest single source
of revenue for the board, from 38% of revenues in
CY 2011 to 76% of revenues projected for CY 2014.
Levy funds are more flexible than Medicaid funds
or other state or federal funds allocated for specific
mandated services. Medicaid elevation therefore
positions boards to focus on a more flexible portfolio
of treatment, recovery, support, and prevention
services (both clinical/screening and communitybased prevention) that can be tailored to meet
local needs.
Figures 3 and 4 display trends in revenue and
expenditures from CY 2009 through CY 2016
(projected). Aside from the elimination of Medicaid
funding, the most significant change has been
the reduction in levy revenues due to the Great
Recession. Levy revenues fell from $65,040,211 in
2010 to a low of $57,671,556 projected for 2014.

Fig. 2. ADAMH Board of Franklin County expenditures and revenues before and after
Medicaid elevation
Calendar Year 2011 Revenue ($167,478,671 actual total)

Calendar Year 2014 Revenue ($75,556,902 projected total)
Misc. levy fund
1%

Misc. levy fund
0.2%
Levy
38%

Pass-through grants
4%

Pass-through grants
8%
Levy
76%

Non-levy discretionary
15%

Non-levy discretionary
12%

Medicaid match
46%

Calendar Year 2011 Expenditures ($145,484,214 total actual)
Provider non-levy
discretionary
6%

Provider levy
discretionary
27%

Provider pass-through
grants
5%

Calendar Year 2014 Expenditures ($78,299,717 projected total)

Provider levy
discretionary
67%

Provider pass-through
grants
8%
Other (board operating, debt
service, county fees, etc.)

Provider Medicaid
claims (state match)
56%

Other (board operating, debt

service, county fees, etc.)

4%

11%

Provider non-levy
discretionary
14%

Provider Medicaid
claims (levy match)
2%

Source: The ADAMH Board of Franklin County, 2014
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Fig. 3. ADAMH Board of Franklin County revenues, Calendar Year 2009-2013
Actual and 2014-2016 Projected
Medicaid elevation
transition

$80 million

$70 million
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$60 million
Medicaid
match

$50 million

$40 million

$30 million
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Other
(board operating, debt service,
COG fees, county fees, etc.)

$0

2009

2010

Source: The ADAMH Board of Franklin County, 2014

134

2011

2012

2013

2014

2015

2016

Fig. 4. ADAMH Board of Franklin County expenditures, Calendar Year 2009 to 2013
actual and 2014 to 2016 projected
Medicaid elevation
transition
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Source: The ADAMH Board of Franklin County, 2014
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Medicaid benefits

Under the ACA, states that opt to expand
Medicaid coverage to 138% FPL must provide
the newly-eligible low-income adult group
with an Alternative Benefit Plan (formerly
called the Medicaid benefit benchmark). Any
Alternative Benefit Plan must:43
• Cover the 10 essential health benefits (EHB)
as described in the ACA
• Comply with the Mental Health Parity and
Addiction Equity Act
• Include coverage for family planning
services and supplies
• Include transportation to and from
medically necessary covered Medicaid
services
• Assure access to Early and Periodic
Screening, Diagnostic and Treatment
(EPSDT) services44
The ACA modified Section 1937 of the Social
Security Act to implement two standards
for minimum coverage provisions related
to Alternative Benefit Plans: (1) not only
must EHBs, as defined by the Secretary, be
provided, but (2) all requirements of Section
1937 of the Social Security Act continue
to apply.45 States can choose one of four
benchmark options:
1. The Standard Blue Cross/Blue Shield
Preferred Provider Option offered through
the Federal Employees Health Benefit
program (FEHBP)
2. State employee coverage that is
offered and generally available to state
employees
3. The commercial HMO with the largest
insured commercial, non-Medicaid
enrollment in the state
4. Secretary-approved coverage, which can
include the state’s full Medicaid benefit
package
Ohio chose the fourth option, “Secretaryapproved coverage” and received federal
approval for its Alternative Benefit Plan State
Plan Amendment (SPA), effective January
1, 2014. As described in Ohio’s approved
Alternative Benefit Plan (ABP) SPA,46 benefits
“are the same as offered in the Ohio Medicaid
state plan with the following exceptions:
quantitative limitations that were applied
to mental health outpatient services, AOD
intensive outpatient services, and psychologist
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services in the Ohio Medicaid state plan
have been eliminated in the Alternative
Benefit Plan.”47 These quantitative limitations
have been lifted in order to comply with
parity requirements. It is worth noting that
as of August 2014, these limitations have not
been lifted for the non-expansion Medicaid
population. State officials have indicated they
are considering lifting the limitations.
Under the Alternative Benefit Plan, as well as
the state plan, some services are covered but
limited:
Rehabilitation Services: Mental Health Inpatient
— Pre-certification review is required to “obtain
clinical documentation of the admission.”
Does not include services provided to people
aged 21-64 who “reside in facilities that meet
the Federal definition of an institution for the
treatment of mental disease.”
Inpatient Hospital Services: AOD Inpatient
Detoxification — Limited to detoxification only.
Does not include services provided to people
aged 21-64 who “reside in facilities that meet
the Federal definition of an institution for the
treatment of mental disease.”
Targeted Case Management — Target groups
include those receiving AOD treatment
services and those who have a psychiatric
illness and are in need of coordinated services.
No other authorization process is required.
Rehabilitation Services : Community
Psychiatric Supportive Treatment (CPST) —
Limited to 104 hours of group and individual
treatment annually. Additional hours may
be permitted if medically necessary and
approved through prior authorization.
Prescription Drugs —Limited as to number of
days’ supplied and use of preferred drug list.

Relevant state policies

Ohio’s Biologically-Based Mental Illness and
Alcoholism Coverage Mandates
While the federal mental health parity
and addiction equity law does not require
provision of services for mental illness and
addiction, Ohio law has required coverage
for biologically based mental illness (BBMI),
defined as “schizophrenia, schizoaffective

Fig. 5. Community behavioral health services covered by Ohio Medicaid
Services

Limitations

Alcohol and other drug
Alcohol/drug screening analysis/lab
urinalysis

None

Ambulatory detoxification

None

Assessment

None

Case management

Up to 30 hours per week when combined with counseling
and medical somatic

Crisis intervention

None

Invidivual or group counseling (MHA
certified providers)

Up to 30 hours per week when combined with case
management and medical somatic

Induction of Buprenorphine

None

Injection of Naltrexone (to treat
addiction)

None

Intensive outpatient (to treat
addiction)

None

Medical somatic

Up to 30 hours per week when combined with counseling
and case management

Methadone administration

None

Mental health*
Community psychiatric supportive
treatment

104 hours per year; more service available with prior
authorization documenting medical need.

Crisis intervention

None

Health home comprehensive care
coordination

Eligibility limited to Medicaid beneficiaries with serious
mental illness and identified by the State as needing care
coordination

Individual or group behavioral
health counseling (MHA certified
providers)

52 hours per year; applies to individuals age 21 and older
only.

Individual or group behavioral
health counseling (non-MHA
certified providers)

•
•

Injections (long-acting antipsychotic
medications)

None

Mental health assessment

4 hours per year; applies to individuals age 21 and older only.

Partial hospitalization

None

Pharmacological management

24 hours per year; applies to adults only.

Psychiatric diagnostic interview

2 hours per year; applies to adults only.

Psychological testing

8 hours per year

25 visits per year
This service can be provided by a clinical psychologist,
psychiatrist, physician, Advanced Practice Nurse,
Licensed Counselor or Family Therapist or a clinic

Note: These services can only be provided by agencies certified by the Ohio Department of Mental Health and Addiction
Services.
*Quantitative limitations on mental health outpatient services, AOD intensive outpatient services, and psychologist services for
the Ohio Medicaid state plan do not apply for the Medicaid expansion (Alternative Benefit Plan)
Source: Ohio Department of Medicaid via http://medicaid.ohio.gov/FOROHIOANS/CoveredServices.aspx#662155psychological-testing
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disorder, major depressive disorder, bipolar disorder,
paranoia and other psychotic disorders, obsessivecompulsive disorder, and panic disorder” since
2006 (ORC 3923.281). This coverage must include
diagnosis and treatment, as long as the diagnosis is
made by an appropriately licensed practitioner and
the treatment has “proven its clinical effectiveness”
(ORC 3923.281). Similarly, state law had also
mandated a certain level of treatment for alcoholism
(ORC 3923.29). These state-level parity laws initially
impacted the individual and small group market,

as well as state and local public employer plans,
multiple employer welfare arrangements (MEWAs)
and insurance plans purchased by large groups
(51+). Other self-insured plans were exempt from
these state laws, but are held to the federal MHPAEA.
With implementation of the ACA, the individual and
small group markets are held to the higher standard
of providing essential health benefits, including
mental health and substance abuse treatment, and
complying with MHPAEA.

Fig. 6. Ohio mental health and substance use benefit comparison

Plan type

Federal ― Mental Health
Parity and Addiction
Equity Act of 2008  
(MHPAEA)

Ohio ―
Biologically based
mental illness
coverage
mandate (BBMI)

Ohio ―
Alcoholism
coverage
mandate

Ohio ― Outpatient
mental
or emotional disorders
coverage mandate

Self-insured market (employer assumes own insurance risk)
Employee Retirement
Income Security Act
(ERISA) regulated
employer
plans

Full parity applies*

Federal employee
health benefits

Full parity applies***

Public employer
plans (state and local)
Multiple
employer
welfare
arrangements
(MEWAs)

Superseded by federal
law

Superseded by federal
law

Superseded by federal law

Full parity applies, unless
plan elects to opt-out*

Full parity for BBMI under
O.R.C. §3923.282

$550/year under O.R.C.
§3923.30

At least $550/year under O.R.C.
§3923.30

Full parity applies*

Full parity for BBMI under
O.R.C. §3923.282

$550/year under O.R.C.
§3923.30

At least $550/year under O.R.C.
§3923.30 (will be superseded)

Fully-insured market (employer’s insurance company assumes risk)
Large employer
groups (51+)

Full parity applies

Full parity for BBMI under
O.R.C. §3923.281

$550/year under O.R.C.
§3923.29 (will be
preempted)

$550/year under O.R.C.
§3923.28 (will be superseded)

Small employer
groups (1-10)

Full parity applies and must be
included per essential health
benefits (ACA)

Full parity for BBMI under
O.R.C. §3923.281**

$550/year under O.R.C.
§3923.29**

$550/year under O.R.C.
§3923.28**

Individuals

Full parity applies and must be
included per essential health
benefits (ACA)

Full parity for BBMI under
O.R.C. §3923.281**

Exempt

Exempt

Health insuring corporations (HICs) (health maintainance organizations [HMOs])
Large employer
groups (51+)

Full parity applies

Full parity for BBMI under
O.R.C. §1751.01 (A)

Small employer
groups (1-50)

Full parity applies and must be
included per essential health
benefits (ACA)

Full parity for BBMI under
O.R.C. §1751.01 (A)**

Individuals

Full parity applies and must be
included per essential health
benefits (ACA)

Full parity for BBMI under
O.R.C. §1751.01 (A)**

FOR ALL HIC PLAN TYPES: Coverage for mental health
services; short-term outpatient evaluative and crisis
intervention mental health services; and, medical or
psychological treatment and referral services for alcohol
and drug abuse or addiction may be offered alone or in
combination with Basic Health Services under O.R.C.
§1751.01 (B). (if offered, will be preempted for Large
Employer Groups)

* Not required to provide mental health and addiction services, but if do, must be at parity
** For individual and small-group, Ohio law technically applies, but benefit will be more robust because of EHB/MHPAEA
*** This took place before 2008 MHPAEA
Source: Ohio Department of Insurance, updated by Health Policy Institute of Ohio
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Health homes

Medicaid health homes are one example
of an ACA opportunity that the State of
Ohio decided to implement. The federal
government provides a match rate of 90%
for health home services for the first two years
of each health home. The ACA defines
both the types of chronic conditions that
may be targeted by states and the types of
services that may be included in the health
home reimbursement. Ohio decided to
target this service, focused on improved care
coordination and integration of physical and
behavioral health services for people with
Serious and Persistent Mental Illness (SPMI).
Medicaid health homes have been
implemented in a phased, county-by-county
approach. Franklin County was slated for
Phase II implementation, which has been
delayed by the state because of concerns
related to cost and sustainability. With new
rules effective July 1, 2014, the state has now
further specified eligibility criteria and reduced
the provider reimbursement rates for medical
home services. In order to be eligible for
health home services, a person with Medicaid
coverage must meet one of the following
criteria during the research period (as of April
2014 this is defined as Jan. 1-Dec.31, 2013):48
1. Must have received 4 or more visits with
1 or more services from a specific list of
services AND have a diagnosis from a list of
specific mental health conditions
2. Must have received 12 or more
prescriptions from a specific list of
medications or received any office
administered antipsychotic medication
and have a diagnosis from a list of specific
mental health conditions and meet the
cost threshold of greater than or equal to
the average total Medicaid cost of the
SPMI/Serious Emotional Disturbances (SED)
overall population ($10,471 for SPMI; $5,653
for SED).
3. Must have had at least 1 inpatient
hospitalization, have a diagnosis from a
list of specific mental health conditions,
and had Medicaid claims of at least the
average total cost of SPMI/SED overall
population ($10,471 for SPMI; $5,653 for
SED)
4. Must have had 4 or more visits to a hospital
emergency department, have a diagnosis

from a list of specific mental health
conditions, and had Medicaid claims of at
least the average total cost of SPMI/SED
overall population ($10,471 for SPMI; $5,653
for SED)
State Plan Amendments have been filed with
the federal government. These amendments
reflect the changes made in the recently
adopted rules. Discussions are ongoing
between the state and federal government
regarding the proposed risk adjustment
methodology, but it appears that the state is
moving forward with providers in the following
counties now eligible to participate: Adams,
Butler, Cuyahoga, Erie, Franklin, Hamilton,
Lawrence, Lucas, Portage, Scioto and Summit.
The local impact of these Medicaid
health homes is not yet known because of
uncertainty about provider participation.

Patient-centered medical homes and
episode-based payments

Through a State Innovation Model (SIM) design
grant, private and public payers in Ohio
began to plan for episode-based payments
as part of an overall effort to shift to paying for
value. Five episodes for acute care have been
selected and defined for Year One. While no
episodes have been defined for behavioral
health, the number of episodes will grow to
20 by Year Three and over 50 by Year Five,
and will spread to more payers. Monitoring
the development of additional episodes,
especially related to behavioral health, will be
important.
The public and private payers also made
progress on payment for patient-centered
medical homes (PCMH). In July 2014, Gov.
Kasich submitted a proposal for the federal
State Innovation Models testing program to
“scale up” both episode-based payments and
PCMH.

My Care Ohio and Managed Care

MyCare Ohio is a program in which Ohio
Medicaid and the Centers for Medicare and
Medicaid Services (CMS) have partnered
to coordinate service delivery through a
managed care approach. The three-year
demonstration is a fully capitated program
that creates organized systems of care to
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provide comprehensive services to people
enrolled in both Medicare and Medicaid
(“dual eligibles”). MyCare Ohio has been
implemented in seven regions comprised
of 29 counties across the state. Enrollment
began on May 1, 2014 in some counties,
and as of July 10, 2014, 105,635 beneficiaries
were enrolled. Implementation began in
Franklin County effective July 1 2014. People
enrolled in MyCare Ohio will have their care
coordinated by a managed care plan,
unless they are enrolled in a Severe Persistent
Mental Illness (SPMI) Health Home. In that
case the Health Home provider will coordinate
services. It is possible that the current or future
administration may at some point propose
carving-in behavioral health services for all
people receiving Medicaid to Medicaid
managed care organizations.

Joint Medicaid Oversight Committee

The Joint Medicaid Oversight Committee
(JMOC) was established by Senate Bill 206
and is responsible for overseeing reforms to
Ohio’s Medicaid program. The committee
is composed of five members appointed by
the Senate President, three from the majority
party and two from the minority party, and
five members appointed by the Speaker of
the House, three from the majority party and
two from the minority party. Specifically, the
committee is required to: (1) review how the
Medicaid program relates to the public and
private provision of health care coverage;
(2) review the reforms the Medicaid Director
is to implement; (3) recommend policies and
strategies that encourage self-sufficiency and
less use of the program and improvements in
statutes and rules concerning the program.
This committee will likely be active during the
upcoming biennial budget deliberations and
monitoring its work will be important, especially
since several members have expressed interest
in behavioral health issues.

Recent State Legislation

In addition to HB 483, the Ohio General
Assembly passed several other pieces of
legislation in 2014 that may impact ADAMH:
• House Bill 92: Syringe exchange programs
• House Bill 104 & Senate Bill 43: Mentally
ill persons- civil commitment/ treatment
change law. This bill clarifies court-
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•
•
•
•

•
•
•

•

•
•

ordered outpatient treatment and defines
treatment that may be included as part
of a court order. This law is expected to
increase the number of individuals on
court-ordered outpatient treatment status.
House Bill 316: Medicaid-covered
community behavioral health services
House Bill 367: School health curriculuminstruction in prescription opioid abuse
prevention
House Bill 369: Opioid addiction- treatment
services/recovery housing projects
House Joint Resolution 6: Constitutional
amendment- marijuana- regulate/tax
production/use/sale under specified
circumstances
Senate Bill 7 (Deputy Suzanne Hopper Act):
court-ordered mental health evaluation or
treatment
Senate Bill 105: Naloxone availability, local
board programs
House Bill 483 (MBR appropriation changes
and minor policy changes): ADAMHS
board member qualifications; payment
for services; creation of the Nursing Facility
Behavioral Health Advisory Workgroup
under the Department of Medicaid
House Bill 483 (MBR piece): Led to firstof-its-kind Franklin County Guardianship
Service Board to assist vulnerable residents
that need support to make decisions and
have been declared unable to handle his
or her own affairs because of age, mental
illness or disability.
House Bill 485 (MBR piece): Creation of the
Office of Human Services Innovation
House Bill 487 (MBR piece): School health
care advisory workgroup

Recent Federal Legislation

The federal Protecting Access to Medicare Act
(H.R. 4302) was passed by Congress on March
31, 2014. This legislation includes the Excellence
in Mental Health Act demonstration project,
intended to increase access to community
mental health and substance use treatment
services. The act provides $25,000,000
in planning grants for states to develop
applications to participate in the 2-year pilot.
From the states that receive planning grants,
eight will be selected to participate.
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