State:






Contact: 


The State Mental Health Agency (SMHA) Profiling System has been developed by the National Association of State Mental Health Program Directors Research Institute, Inc. (NRI) in collaboration with NASMHPD and SMHAs. This cycle updates information compiled from the states last year and expands systems knowledge in areas where substantial requests for additional information have been received from the states. Please complete the components and either send it to Robert Shaw (robert.shaw@nri-inc.org) as an email attachment or mail the completed forms to Robert Shaw, 3141 Fairview Park Drive., Suite 600, Falls Church, VA 22042.

The purpose of the SMHA Profiling System (SPS) is to develop and maintain a centralized, computer-based compilation of descriptive information about the organization, funding, operation, services, policies, statutes, staffing, and consumers of SMHAs. The SPS was originally proposed by the SMHA directors as a mechanism to systematize compilation, storing, and retrieval of information about SMHAs, to facilitate its acquisition and use, and to minimize the burden on states in responding to periodic surveys from NASMHPD and others. This cycle builds upon the content of prior cycles to update information. Once the information is collected, it will be available on our website: http://www.nri-inc.org/projects/Profiles/.

Whenever possible, information from existing sources, such as the U.S. Census and the CMHS Inventory of Mental Health Organizations, will be incorporated into the SPS to minimize the information compilation burden on the states.

The information within this component of the 2012 Profiles will be used in a new SAMHSA Publication on state mental health systems. This information compiled through this cycle of the profiles project will be available to SMHAs and the general public in several formats. The information will be electronically available to users via the NRI website. SMHA employees will also be able to call the NRI to request information from the Profiles and special analyses will be prepared for the state. Please return the completed component to the NRI by February 3, 2012.

I. Health-Mental Health & Prevention

This component compiles information on SMHA involvement around the state’s health system redesign activities, health-mental health integration, health promotion activities, prevention/early prevention initiatives, stigma and mental health information initiatives, suicide prevention, and primary prevention initiatives.

Please respond to each question as thoroughly as possible. Please report information for your current activities or your most recently completed fiscal year (2011). When information is not available, please indicate this on the form and continue to the next question. Please direct any questions you may have to Robert Shaw (703-738-8171 or robert.shaw@nri-inc.org) or Ted Lutterman (703-738-8164 or ted.lutterman@nri-inc.org).
SMHA Role in State and National Health System Redesign Activities
1. Has your SMHA identified potential future role(s) in providing mental health services in anticipation of the expansion of private insurance and Medicaid coverage under health system redesign? 

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

2. Which of the following potential roles/areas is your SMHA working to address?  

a. Providing a “leadership” function in regard to mental health services that will become more available to consumers through private insurance and/or Medicaid – (e.g., helping consumers enroll in benefits, monitoring provision of benefits, health systems planning, provider credentialing, provider licensing / training and /or defining the scope of mental health benefits.) 

 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No, If yes, Please explain:

b. Providing services to individuals with serious mental illnesses who lack health insurance: 

 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No, If yes, please explain:

c. Providing essential supports not covered by private insurance (e.g., employment, housing, wrap- around, etc.) to complement services that persons with serious mental illness receive via health insurance. 


 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
If yes, please explain:

3. Has your SMHA developed a methodology to determine the fiscal impact to your SMHA resulting from expansion of Medicaid and private insurance under health care redesign?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, 
a. 
If yes, please describe the methodology and enumerate the potential fiscal impact, if known:
4. Has your SMHA identified a set of mental health services and supports that it considers “essential” benefits for persons with mental illness?
a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
In Expanded Medicaid

b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
In Insurance Essential Benefit Packages

c.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No 
In the SMHA Service System (SMHA funded and operated services)

d. If yes to any, please describe:

Potential SMHA Roles working on Medicaid Expansion:

5. Current Medicaid law will greatly expand the numbers of individuals (especially single adults up to 133% of the Federal Poverty Level) who will be covered under Medicaid by 2014. 
a. Is your SMHA working with Medicaid to ensure appropriate mental health services are covered in the expanded Medicaid benefit?


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please describe
b. Is your SMHA planning or working to help newly eligible mental health consumers get enrolled in Medicaid when it is expanded in 2014?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please describe
c. Has your SMHA identified a set of mental health services or supports that the expanded Medicaid benefit will not cover? 


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

i. If yes, what mental health services will not be covered by Medicaid?

ii. Will your SMHA be responsible for ensuring the provision or funding of any mental health services or supports that expanded Medicaid will not cover?




 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please describe: ___________________________






_____________________________________________






_____________________________________________

iii. Have you developed any estimates of how many consumers will not be covered by Medicaid?



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please describe: ___________________________






_____________________________________________






_____________________________________________

iv. Have you estimated the cost of providing services not covered by Medicaid?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please describe: ___________________________

Enrollment in Health Insurance Plans:

6. Many states are establishing Health Insurance Exchanges (HIE) (where consumers can go to select private health insurance).  If your state is establishing an exchange, what role does your SMHA have in working with the exchange to assist mental health consumers in selecting and enrolling in insurance?

a. State is developing a Health Insurance Exchange?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

b. If your state is developing Health Insurance Exchange, is your SMHA working with the exchange regarding behavioral health benefits to be included in insurance plans and/or issues in helping consumers participate in the exchange and select coverage from the exchange?


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No,

c. Please describe how your SMHA will work with the exchange to assist mental health consumers in selecting health plans and enrolling in them:

Essential Mental Health Benefits:
7. Is your SMHA working with your State Health Insurance Commissioner/Office to develop Essential Health Benefit requirements/guidelines for health insurance plans?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
a. If yes, please describe how your SMHA is working with your State Insurance Commissioner/Office.

b. Are discussions underway about the mental health benefits that will be offered under insurance plans available through the health insurance exchange?  

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No, If yes, please list essential mental health services under discussion:
c. Has your SMHA identified mental health services and/or supports it will be responsible for providing or funding that will not be included under Essential Health?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, describe these services and/or supports?

8. Is your SMHA developing plans or collaborating with your Insurance Commission to provide assistance and guidance to mental health consumers to assist them in selecting health insurance plans?


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


a. 
If yes, please describe SMHA activities:

Behavioral Health System Capacity to Meet Expanded Health Insurance Coverage:
9. Have you estimated the capacity of your state mental health system to provide services after Medicaid and private insurance is expanded and demand increases? 


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No,


If yes, describe how you estimated the capacity and any steps you are taking to ensure appropriate capacity is developed.

Accountable Care Organizations: CMS has issued guidelines for Accountable Care Organizations (ACOs) that are networks of doctors and hospitals that can receive special Medicare payments for assuming responsibility for serving consumers.

10. Is your SMHA working with health providers in your state to include mental health services within ACOs?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   If yes, please describe:
Health Homes: health homes are designed to be person-centered systems of care that facilitate access to and coordination of the full array of primary and acute physical health services, behavioral health care, and long-term community-based services and supports.
11. Is your SMHA working with Medicaid and/or health providers in your state to establish Health Homes that include behavioral health services and supports?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   If yes, please describe:
a. If Yes, Is your SMHA working with:

i. Medicaid Health Homes State Plan Amendment (Section 2703)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   If yes, please describe how your SMHA is working with Medicaid Health Homes (or providers developing plans/applying to become Health Homes):
ii. Health Homes being developed with funds other than Medicaid?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No   If yes, please describe how your SMHA is working with potential FQHC Health Homes or Other Health Homes: 
b. Is your SMHA providing any financial supports to help establish Health Homes that include behavioral health services?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No, If yes, please describe:
c. Is your SMHA providing technical assistance and training to mental health providers to help them partner with primary care providers?


 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No, If yes, please describe:
d. Are any of the SMHA’s Community Mental Health Centers (CMHCs) in your state partnering with health providers to become part of a Health Home?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No, If yes, please describe:
i. Have any CMHCs partnered with FQHCs to form a Health Home?



 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No, If yes, please describe:
MH Parity:

12. Is the SMHA involved in the implementation of the parity statute along with other state partners such as the state insurance department?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

a. If yes, what is the role of the SMHA?

b. If your SMHA is working on Parity, who is the contact person for information regarding your SMHAs’ parity work?
Name: _________________________
e-mail: ________________________


A. Health-Mental Health Integration
13. Does your SMHA have initiatives to improve the integration of mental health with primary healthcare?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
 No

If yes, please describe: _____________________________________________________________________________
i. Does your SMHA support the co-location of primary care in mental health programs?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, please describe: _____________________________________________________________________________
ii. Does your SMHA support the co-location of mental health providers in primary care?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
If yes, please describe: _____________________________________________________________________________
iii. Are community mental health centers in your state partnering with federally qualified health centers (FQHCs) to integrate or better coordinate mental health and primary care?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe: _____________________________________________________________________________
Health Screening In Mental Health Program

14. Does your SMHA screen or assess mental health consumers for physical health issues in community mental health programs?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes,

i. In all SMHA-funded or operated community mental health programs
a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
All patients
b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Some patients (specify): _____________________________
ii. Some SMHA-funded or operated community mental health programs (describe): 
____________________________________________________________________
a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
All patients
b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Some patients (specify): _____________________________

iii. What physical health screens are being used in SMHA-funded or operated community mental health programs?

	Health Screen/Assessments Conducted
	Community Mental Health Programs

	
	At Intake
	Periodically after intake
	Not Measured

	a. Personal History of diabetes, hypertension, CVD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b. Family history of diabetes, hypertension, CVD
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c. Body Mass Index (BMI)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d. Blood pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e. Blood Glucose or HbA1C
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f. Lipid Profile
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g. Tobacco Use history
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	h. Substance use history
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	i. Medication history
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	j. Current list of behavioral health medications with dosages
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	k. Current list of physical health medications with dosages, including over-the-counter and alternative remedies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	l. Social supports
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	m. HIV
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	n. Other (specify): ___________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	o. Other (specify): ___________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



iv. Are these screens required by the SMHA?

a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Health screening is required
b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Health screening is encouraged, but not required
v. Is information about health status measures reported to the SMHA central office or accessible at the SMHA central office?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    

If yes, are these data included in:

a.  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No   SMHA Client databases

b.  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No   Special health screen data bases (available at the client level)
c.  FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No   Aggregate data about health screens (not available at the client level)

d. Other data are maintained: describe: __________________________________

vi. How does the SMHA pay for these health screens?

a.  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
State General Funds

b.  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
Medicaid Funds

c.  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
Medicare Funds

d. Other: describe:____________________________________________________

e. Please describe any special funding or reimbursement approaches to pay for health screening:

Screening for Trauma

15. Does your SMHA require or work with mental health providers to screen for histories of trauma in persons served by the public mental health system?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

If yes, 

b. Please describe these activities:
c. Does your SMHA compile information on the number of persons with a history of trauma receiving mental health services?

 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

d. Does your SMHA provide or make referrals for specialized trauma treatment or services?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

e. Does your SMHA fund or operate special trauma treatments or services for individuals with trauma?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Substance Abuse Screening

16. Does the SMHA have targeted efforts with mental health providers for co-occurring mental health and substance abuse disorders (special program funding, technical assistance, etc)?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

If yes, 
a. please describe:
b. Does your SMHA compile information on the number of persons needing co-occurring mental health and substance abuse services?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No
Tobacco Smoking Policy/Prevention

17. Is there a statewide requirement that your hospital buildings and grounds be tobacco free?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

a. If yes, please describe your smoking/tobacco policy:
ii. If no, is your SMHA considering adopting a policy about smoking or tobacco use?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No
Health Promotion Activities of SMHAs

18. Does your SMHA have any health education/promotion initiatives/programs to improve the health of consumers?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

If yes, please describe:
19. What health areas are addressed by your programs/initiatives:
	SMHA Health Education/Promotion Activities
	

	a. Physical Fitness/Exercise Programs
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	i. Group Physical exercise programs
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	ii. Individual physical exercise programs
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	iii. Does the exercise program include a nutrition component
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	iv. Does the exercise program include a fitness club (e.g., YMCA) membership?
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	b. Nutrition Programs
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	i. Group based education
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	ii. Individual education/counseling
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

	c. Smoking Cessation
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No


B. Mental Health Early Intervention Initiatives
20. Does your SMHA have any early intervention programs for adults or children with mental illness (such as the Portland Identification and Early Intervention (PIER) program in Maine or the NIMH funded Recovery after an Initial Schizophrenic Episode (RAISE) initiative)? Are these initiatives available statewide or only in parts of the state or only as a pilot project for some clients?

	Focus of Initiative
	Statewide
	Parts of State*
	Please Describe initiatives:

	a. Children Initiatives
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	

	b. Adult Initiatives
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
	


* Includes pilot projects only available in parts (or one area) of your state.

21. Does your SMHA have any partnerships to increase early identification and treatment of depression?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe these initiatives:

22. Is your SMHA currently involved in the development or promotion of SBIRT (Screening, Brief Intervention, and Referral to Treatment) mental health programs within your state?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe these initiatives:

C. Stigma and Mental Health Information Initiatives
23. Does your SMHA have any stigma or discrimination reduction activities?

a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Universal initiatives (designed to address all groups)
b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Targeted initiatives (focused on specific populations or settings)

If yes, please describe these initiatives:

24. Does your SMHA have any public information initiatives to promote a better understanding of the role of mental health to overall health?

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Children and adolescent health

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Adult health

If yes, please describe these initiatives:

D. Suicide Prevention Programs
25. Has your SMHA implemented any of the recommendation set forth in “Suicide Prevention Efforts for Individuals with Serious Mental Illness: Roles for the State Mental Health Authority”, a technical report released by NASMHPD’s Medical Directors Council in March 2008?
a.  Does your state’s public mental health system support or collaborate with crisis hotlines to ensure individuals at risk for suicide, including those who have made a suicide attempt, can readily access high quality crisis support services? (Recommendation 3.1)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe:

b. Has your SMHA, in collaboration with the SHA, initiated policies and practices that promote improved continuity of care for individuals at heightened risk for suicide following discharge from emergency departments for suicide attempts and inpatient psychiatric hospitalization? (Recommendation 5.1)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe:

c. Has your SMHA, in collaboration with the SHA, developed and implemented strategies to reduce access to lethal means for suicide? (Recommendation 7.1)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe:

d. Has your SMHA implemented strategies to improve training of mental health professionals in evidence-based treatments that reduce rates of suicidal behaviors among the mentally ill? (Recommendation 9.2)

 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

If yes, please describe;

26. Does your SMHA operate, fund, or participate in any suicide prevention programs for the following groups?

a.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Children

b.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Adolescents

c.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Adults

d.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Older adults

e.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Veterans and military personnel
f.  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
Lesbian/Gay/Bisexual/Transgender Individuals (LGBT)
g. If yes to any of the above, please describe these programs, including key partners:

27. Does your SMHA operate, fund, or participate in any programs providing post-suicide  support for families?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

If yes, please describe these initiatives:

28. What assistance or resources would help you strengthen your work in suicide prevention?

E. Primary Prevention Initiatives
29. Does your SMHA provide any evidence-based interventions to prevent the onset of mental health problems and to foster resilience?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No

If yes, please describe these initiatives, including the specific program models, target population, 
and where they are delivered.

30. Does your SMHA collaborate with other systems and/or stakeholder groups on initiatives to prevent risk factors for mental health problems and to foster resilience?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No
If yes, please describe these initiatives. 

31. Does your SMHA offer any family-based and/or parenting support services as a prevention measure to support healthy emotional development of the minor aged children of the adult consumers that you are serving?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
No
If yes, please describe these initiatives. 

Please provide the following information for the contact person who completed this component:

Name: ______________________________________________________________________________

Title: _______________________________________________________________________________

Address: ___________________________________________________________________________

City: _____________________________ State: _________________________ Zip: _______________

Telephone: _______________________________ Fax: ______________________________________

Email: ______________________________________________________________________________

When this component is completed, you may, (1) submit the component as an email attachment to robert.shaw@nri-inc.org, (2) fax the completed component to Robert Shaw – 703-738-8185, (3) mail the completed component to Robert Shaw, 3141 Fairview Park Drive, Suite 650, Falls Church, VA 22042.
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