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III: B. Planning Step 2: 
Identify the unmet service needs and critical gaps within the current system.
[bookmark: _GoBack]
Step 2: Identify the unmet service needs and critical gaps within the current system. 
This step should identify the unmet service needs and critical gaps in the state’s current M/SUD system as well as the data sources used to identify the needs and gaps of the required populations relevant to each block grant within the state’s M/SUD system. Especially for those required populations described in this document and other populations identified by the state as a priority. This step should also address how the state plans to meet the unmet service needs and gaps. 
A data-driven process must support the state’s priorities and goals. This could include data and information that are available through the state’s unique data system (including community-level data), as well as SAMHSA’s data sets including, but not limited to, the National Survey on Drug Use and Health (NSDUH), the Treatment Episode Data Set (TEDS), the National Facilities Surveys on Drug Abuse and Mental Health Services, , and the Uniform Reporting System (URS). Those states that have a State Epidemiological and Outcomes Workgroup (SEOW) should describe its composition and contribution to the process for primary prevention and treatment planning. States should also continue to use the prevalence formulas for adults with SMI and children with SED, as well as the prevalence estimates, epidemiological analyses, and profiles to establish mental health treatment, substance use disorder prevention, and SUD treatment goals at the state level. In addition, states should obtain and include in their data sources information from other state agencies that provide or purchase M/SUD services. This will allow states to have a more comprehensive approach to identifying the number of individuals that are receiving services and the types of services they are receiving. 
In addition to in-state data, SAMHSA has identified several other data sets that are available to states through various federal agencies: CMS, the Agency for Healthcare Research and Quality (AHRQ), and others. 
Through the Healthy People Initiative16 HHS has identified a broad set of indicators and goals to track and improve the nation’s health. By using the indicators included in Healthy People, states can focus their efforts on priority issues, support consistency in measurement, and use indicators that are being tracked at a national level, enabling better comparability. States should consider this resource in their planning.


New Hampshire Priorities & Areas of Need
PART I: BACKGROUND
A. Community Mental Health Settlement Agreement
There are certain parameters within which our work must occur; and certain priorities that we are required to address in response to legal challenges:
The State of New Hampshire’s needs assessment “A Strategy for Restoration” (also known as the Ten Year Plan) was crafted in 2008.  Since then, claims of over-utilization of institutions and prolonged wait times resulted in a class action lawsuit, Amanda D. v. Hassan,; United States v. New Hampshire, No. 1:12-cv-53-SM, filed in 2013, alleging “New Hampshire's administration of its mental health system violates the rights of individuals with SMI”.
Priority populations named in the CMHA are adults who reside at New Hampshire Hospital (NHH) or Glencliff Home for the Elderly (GHE) who may have been “unnecessarily institutionalized”; the impact of the provisions of the CMHA is being felt largely by the CMHCs, upon whose shoulders rest the responsibility to implement these expanded programs and demonstrate their success to the State of New Hampshire.
As specified in the Agreement, the Expert Reviewer (ER) has submitted to all parties involved in the settlement quarterly public reports of the State’s implementation efforts and compliance with the provisions of this Settlement Agreement, including, as appropriate, recommendations with regard to steps to be taken to facilitate or sustain compliance with the Settlement Agreement.
The most recent report of the Expert Reviewer (ER), required under the Settlement Agreement was released January 21, 2019.  This report reflects the end of four and one half years of implementation of the CMHA.
Although the CMHA makes service improvements mandatory, they are, of course, reliant on funding and workforce resources.  In a serious of difficult budget decisions, the NH legislature has, in the past, struggled to find available funds to assist the Community Mental Health programs with the costs associated with implementation of the elements of the CMHA.  Given the nationwide shortage of psychiatrists and the improved economy in NH, staffing challenges will continue.
Much remains to be accomplished to meet all the requirements of the CMHA. The parties originally anticipated that the CMHA could be fully implemented in five years, with a sixth year for maintenance of effort. The CMHA was approved and filed with the Federal Court on February 12, 2014, and the five-year anniversary of that event is less than a month away.
The initiatives that have been mandated by the CMHA are an effort to alleviate the wait times that individuals with severe mental illness (SMI) experience for a bed at New Hampshire Hospital as well as to successfully transition individuals from NH Hospital to the community.
The ER report indicates that over a quarter of all those discharged from NHH are readmitted within 180 days. Robust and innovative programs and services designed to help reduce the number of hospital readmissions throughout the state, if such individuals are promptly screened and referred, including peer-based programs, will need to be supported as much as possible by the MHBG to bring NH into compliance with the CMHA.  
New Hampshire Hospital Admissions and Wait List
For the time period July through September 2018, DHHS reports that NHH effectuated 209
admissions and 212 discharges. The mean daily census was 153, and the median length of stay
for discharges was 16 days. The total number of NHH beds set aside for involuntary admissions is 144.  Including all of the voluntary beds along with other psychiatric beds at general admissions hospitals, and the designated receiving facilities, the total number of inpatient psychiatric beds in NH numbers 414 (SOURCE: BMHS Inventory of Services and Inpatient Psychiatric Bed Capacity by CMHC Reg).

And yet, based on information reported by DHHS, a monthly average of 46 adults were waiting for a NHH inpatient psychiatric bed from November of 2016 through November of 2018.  The average number of adults waiting for admission has trended up during the two year reporting period.
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B. The Ten-Year Plan
In January 2019, The Department of Health and Human Services (DHHS), pursuant to 2017 Laws Chapter 112 (House Bill 400), developed the Department’s 10-Year Mental Health Plan (Plan).  This Plan takes a comprehensive approach to essential services and supports across the life span. The 2008 Plan and the Community Mental Health Agreement (CHMA), signed in 2014, only took into account the needs of adults, leaving out children. The Plan includes child-focused strategies and recommendations.  
While meaningful investments have been made to address the mental health system, more significant challenges remain. The Plan identifies these challenges and presents recommendations to the Governor and the legislature.
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PART II 
10-Year Plan Goals Addressable by the 2020-2021 MHBG
Priority 1:
Prevention and Early Intervention – Early Identification and Treatment
10-Year Plan Goal:
Intervene “upstream” to prevent the emergence of and halt the progression of mental illness.
Prevention and early intervention are crucial and cost-effective methods for addressing diseases, yet they are underfunded and underutilized. Prevention ranges from universal strategies appropriate for the entire population to early intervention to reduce current and future impairment and suffering among individuals with emergent mental health conditions.
Intervene at the Earliest Signs of Mental Illness 
The majority of individuals who develop serious and persistent mental illness show early signs in late adolescence or early adulthood. Early intervention can often mitigate progression of symptoms, improve functioning, and avert other negative impacts of mental illness.
10-Year Plan Recommendation:
NH should expand coordinated specialty care for FEP and early serious mental illnesses.
What is it Like to Experience a First Crisis in Psychosis? 
“It was like a lightning bolt hitting my world.” This was defined by a shattered sense of self, a feeling of being trapped, and suicidal despair.
Several participants in a study described this experience in terms of a sudden shock or attack and linked it to past experiences with traumatic abuse. A sense of “apocalypse” was common: pain, horror, being trapped, and a lack of power.
“pushed about, bullied, emotionally, and physically abused […] It would stop, it would – it would stop all my normal functions. […] That’s when it [hearing voices] first started. It was a horrific experience,” one participant explains.
The second theme the authors call “an all-enveloping strangeness and lingering threat.” This theme was marked by “feelings of disorientation” and “a lingering sense of threat.” Confusion, being overwhelmed and feeling as though the world is alien or unreal were shared experiences. There was also a strong sense of being unable to distinguish what was “true” from what was “not true.”
This confusion coincided with fearful anticipation of danger. One participant described this as an “air of danger.” The experience of threat was often undefined and unknowable, more of a background feature of life than any nameable danger.
“Yes, it just felt like you’re being watched and perhaps people are following your every moves, so you have to be careful and very … I guess there’s also a feeling of … Like I was always a bit scared and frightened of everything that I encountered.”
The third theme was lacking a sense of belonging, expressed by one participant, “I was left stranded in the dark.” All seven participants reported this experience of loneliness and disconnection. The experience was often followed by a desire to avoid contact with other people, for the participants’ safety. Feelings of abandonment, such as by God, were also a reported experience. Participants longed for connection but struggled to feel safe enough to pursue it.
“I didn’t think I was part of it [the world], I didn’t think I was ever going to get better. I didn’t think anybody understood me, I felt alone, I wanted to achieve in the world, but didn’t think I ever would.”
The researchers noted that trauma was a common feature in the experiences of their participants, confirming previous research linking trauma and psychosis. These historical traumatic experiences were present in the psychosis, often amplified as loss of sense of self, unreality, and sense of imminent danger. 
Unmet Needs:
Based on the State's population, it is estimated that between 200 and 400 residents develop a first episode of psychosis each year. Symptoms of early mental illness often go unrecognized and untreated. Left untreated, the illness can intensify, requiring crisis intervention, and become a chronic condition requiring ongoing intensive levels of care.
Early intervention of FEP and other ESMI leads to better health and treatment outcomes. Early intervention in episodes of FEP and other ESMI is shown to decrease the need for higher levels of care, such as psychiatric hospitalization or other inpatient or residential services, that are more expensive.  Because Medicaid, commercial health insurance and MHBG funds only cover a portion of ESMI-FEP program costs, states with strong ESMI -FEP program implementation rely on additional funding sources.
One FEP program exists in the southernmost region of the state.  There is urgent need for a program to serve the entirety of the state.  In order to build an infrastructure, certain preliminary steps need to be taken, to ensure feasibility and sustainability:  NH needs a statewide education initiative regarding the importance and availability of early intervention services to individuals experiencing Early Serious Mental Illness (ESMI) and/or First Episode Psychosis (FEP), to develop and implement an evidence-based model that provides treatment for ESMI, including psychotic disorders and/or FEP statewide.
Data Support - State
New Hampshire is home to 1.34 million people, 67.2% of whom are between the ages of 18 and 65 years old. A national First Episode Psychosis (FEP) calculator estimated that between 200 and 400 people in New Hampshire develop a first episode of psychosis each year. Symptoms of early mental illness often go unrecognized and untreated.  Left untreated, the illness can intensify, requiring crisis intervention, and become a chronic condition requiring ongoing intensive levels of care.
Each year, many more youth and young adults experience Early Serious Mental Illness (ESMI) and need intensive evidence-based treatment services. During State Fiscal Year (SFY) 2018, data collected from NH's Community Mental Health Centers documented more than 16% of clients served experienced symptoms of ESMI, which translates to approximately 2,500 NH youth experiencing ESMI. 
(Please see Table 2, line 3 for planned expenditures)
NH HOPE Program, in existence since June 2017: 
	Clients Enrolled Over Time
	Average Days in Program
	Primary Referral Sources

	18
	358
	NH Psychiatric Hospital

	
	Greater Nashua Mental Health Acute Care Services

	
	Greater Nashua Mental Health Community Support Services



Data Support – Federal
The prevalence reports below illustrate the high level of incidence of the symptoms of serious mental illness being reported and treated during late adolescence and early adulthood.  Schizophrenia, which is characterized by psychosis, usually begins between the ages of 16 and 30. People can and do experience recovery, yet many people get too little treatment, too late. Inadequate and delayed treatment takes a heavy toll on individuals and families. 
Prevalence of Any Mental Disorder Among Adolescents 
SMI is a smaller and more severe subset of AMI/AMD (Any Mental Illness/Any Mental Disorder), but the following data may be extrapolated to estimate ESMI prevalence.
· An estimated 49.5% of adolescents had any mental disorder.
· Of adolescents with any mental disorder, an estimated 22.2% had severe impairment. DSM-IV based criteria were used to determine impairment level.
	Lifetime Prevalence of Any Mental Disorder Among Adolescents (2001-2004) 

	Demographic
	Percent

	Overall
	49.5

	With Severe Impairment
	22.2

	Sex
	Female
	51.0

	
	Male
	48.1

	Age
	13-14
	45.3

	
	15-16
	49.3

	
	17-18
	56.7


SOURCE: SAMHSA via NIMH
Prevalence of Serious Mental Illness (SMI)
· In 2017, there were an estimated 11.2 million adults aged 18 or older in the United States with SMI. This number represented 4.5% of all U.S. adults.
· The prevalence of SMI was higher among women (5.7%) than men (3.3%).
· Young adults aged 18-25 years had the highest prevalence of SMI (7.5%) compared to adults aged 26-49 years (5.6%) and aged 50 and older (2.7%).
· The prevalence of SMI was highest among the adults reporting two or more races (8.1%), followed by White adults (5.2%). The prevalence of SMI was lowest among Asian adults (2.4%).

	Past Year Prevalence of Serious Mental Illness Among U.S. Adults (2017) 

	Demographic
	Percent

	Overall
	4.5

	Sex
	Female
	5.7

	
	Male
	3.3

	Age
	18-25
	7.5

	
	26-49
	5.6

	
	50+
	2.7

	Race/Ethnicity
	Hispanic or Latino*
	3.2

	
	White
	5.2

	
	Black
	3.5

	
	Asian
	2.4

	
	NH/OPI**
	4.8

	
	AI/AN***
	5.1

	
	2 or More
	8.1


*All other groups are non-Hispanic or Latino | **NH/OPI = Native Hawaiian / Other Pacific Islander ***AI/AN = American Indian / Alaskan Native
SOURCE: SAMHSA via NIMH
Priority 2:
System Improvement – Coordinated Continuum of Care
10-Year Plan Goal:
Expand a comprehensive, robust, and coordinated continuum of care with supported transitions between steps in the care pathway to meet the mental health needs of all NH citizens.
System Transformation: Fully Integrate a System of Care for Children
The New Hampshire Department of Health and Human Services recently released an Adequacy and Enhancement Assessment of New Hampshire’s child welfare system, which called for integration of services with the children’s behavioral health system; immediate enhancements to the service array for children with significant emotional, behavioral and mental health needs; and transformation of New Hampshire’s child-serving system to one that is based on early intervention, evidence-based services, and accountability for outcomes.
10-Year Plan Recommendation:
Create care pathways for common & complex conditions
The FAST Forward Program
Coordinating services is largely up to each individual and his or her family in NH, which can be an overwhelming experience for someone in distress because NH’s mental health system is fragmented and difficult to navigate. Communication and coordination is left to individual organizations, providers, and their patients (and families), rather than systematically supported and incentivized by the system.
The FAST Forward Program is a service provided within New Hampshire’s System of Care which is designed to serve New Hampshire children, youth, and families experiencing difficulties in day-to-day life due to a severe emotional disturbance (SED) and are at risk for acute psychiatric hospitalization or placement in a residential treatment facility. Built on partnerships among service systems within the NH Department of Health and Human Services and community-based providers, FAST Forward offers access to individualized services, guided by a strengths-based, wraparound care coordination process.

This wraparound care planning process must be integrated with other DHHS and other state agency efforts designed to address the whole health needs of children, adults and families. This includes child welfare systems transformation, the state health improvement plan, the governor’s commission on alcohol, and the system of care for children’s mental health (RSA 135-F).

Ten Principles of the Wraparound Care Planning Process
Outlined by the National Wraparound Initiative
1. Family voice and choice.
2. Team-based.
3. Natural supports.
4. Collaboration.
5. Community-based
6. Culturally competent.
7. Individualized.
8. Strengths-based.
9. Persistence.
10. Outcomes-based.
SOURCE: Designing Care Management Entities for Youth with Complex Behavioral Health Needs (ARHQ)
Several studies have shown that wraparound care coordination can produce better outcomes than services as usual. Results of this study, however, indicate that wraparound also can be a more costly approach than an intensive community-based alternative that yields no better outcomes. Results suggest that local and state policymakers and providers must attend carefully to concerns around wraparound-specific issues such as training, supervision, and fidelity controls, as well as system issues, such as collaboration among systems.When the wraparound process is considered as a potential option, especially within a system with existing mandates such as child welfare, policy makers and practitioners should carefully consider the level of additional complexity being introduced.  
In May of 2019, the New Hampshire Legislature voted in favor of SB 14, legislation that provides for the enhancement of children’s mental health services in a system of care. By unifying children’s behavioral health services within the Division of Behavioral Health, DHHS will be able to reach children throughout the system of care, transforming a strained mental health and substance use delivery system and providing a greater focus on the services and supports children in the State need.  
One of the requirements of SB 14 is the use of a common assessment to streamline integration efforts across the child-serving system that would provide a means of ensuring accountability by measuring outcomes: 
I.  All contracts between the department and providers of services under this chapter, or any behavior health service to children, shall include provisions addressing outcome measurement, incentives for the use of evidence-based practices, and accountability for high-quality services.  Such provisions shall, at minimum, include the following:
(a)  Required use of a uniform assessment instrument developed and/or approved by the department pursuant to RSA 170-G:4-e
SOURCE: SB 14-FN - FINAL VERSION, May 8, 2019
Unmet Needs:
There is promise for refinement of the wraparound practice model, and the need for development of technologies that may be needed to promote positive outcomes when large scale service reforms are attempted in public child-serving systems. The establishment of a Common Statewide Assessment for Children in the NH System of Care mandated by NH Legislation is a first step in developing and evaluating methods for more consistently connecting wraparound-enrolled youths to effective clinical and other services.  The development of technologies to reduce barriers to the implementation of the common assessment and a means to store assessment data are required to support the sustainability of the NH System of Care.
The NH-CANS
Because of its unique ability to incorporate the key elements of the wraparound process, the assessment chosen was the NH-CANS (NH Child and Adolescent Needs and Strengths Assessment.
All providers and agencies required to participate in the NH System of Care will use the NH-CANS to rate individuals on a periodic basis, and the resulting data will be included in a centralized statewide database.   DHHS will access this database to measure the extent and type of need, the degree of improvement, and the efficacy of local programs. 
At the state level, there are limited resources for the NH-CANS data project.  Most IT Analytics resources are absorbed by the reporting demands of the CMHA.
Currently 45 clinicians in 8 CMHCs are certified in the NH-CANS.  Costs for certification are supported by the SMHA.
Data Support: State
FAST Forward 2014 - 2017
	Referrals to FAST Forward*
	Enrolled in FAST Forward
	# Not enrolled in FAST Forward
	# of Successful Transitions
	Primary Reason for Program Exclusion
	Primary Referral Source

	237
	120
	124
	84
	Family did not meet eligibility criteria
	NH State Psychiatric Hospital, Community Mental Health Centers, Schools

	* Data from  8/2014 to 12/1/17 3.25 year period



Comparison through 2018: 
	Referrals to FAST Forward*
	Enrolled in FAST Forward
	# Not enrolled in FAST Forward
	# of Successful Transitions
	Primary Reason for Program Exclusion
	Primary Referral Source

	305
	168
	137
	118
	Family did not meet eligibility criteria
	DCYF Assessment Workers, NH State Psychiatric Hospitals, Schools, Community Mental Health Centers,

	* Data from 12/1/17 to 3/1/2019- 14 months



Data Support: Federal
In NH, the number of children and youth receiving treatment at CMHCs increases annually (see MH Epidemiology elsewhere in this application).  Nationally, the level of children and youth receiving treatment has risen and then leveled off, as can be seen in the chart below from HealthyPeople.gov.
Implementation of the system of care for needy NH youth should present a rising trajectory, as the referrals from schools and DCYF cases increase.
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Priority 3:
Recovery and Community - Community Services and Housing Supports
10-Year Plan Goal:
Integrate peer and natural supports throughout the continuum of care to empower consumers, reduce reliance on professional supports, and reduce avoidable ED and inpatient visits.
Community Services and Housing Supports: Increase utilization of existing bed capacity for expanded populations
Peer respites are voluntary, short-term, overnight programs that provide community-based, non-clinical crisis support to people in acute distress. They operate 24 hours per day in homelike environments. Peer respites are staffed and operated by people with lived experience of mental illness.  
Peer supports should be fully integrated throughout the care continuum, where they can serve as powerful advocates and public educators, provide recovery-oriented outpatient care, and support individuals as they transition into and out of EDs and psychiatric hospitals.
10-Year Plan Recommendation:
NH currently has three peer respites that are significantly underutilized; we recommend expanding knowledge of, access to, and utilization of peer respite across the state.
Crisis Respite
Step-up and step-down services help transition people discharged from inpatient settings back into the community, reducing readmissions to the hospital. They also help people experiencing acute distress recover in non-hospital, community-based settings, thereby diverting them from unnecessary ED or inpatient stays. 
Consumer-operated Crisis Respite programs are consumer-run efforts.  Crisis Respite programs are 24-hour, short-term,  non-medical  interventions,  designed  as an alternative  to  psychiatric  hospitalization.   The four current Crisis Respite programs each have two bedrooms, located within the peer support agency.  These programs are statewide resources and are available to any SMI individual in New Hampshire.  Candidates for the program must have a pre-crisis interview and develop a crisis plan with a trained staff person.  Episodes of crisis respite may range from one to seven days.   All supports and interventions are negotiated, by the guest and the staff,  for the safety and satisfaction  of  the  respite guest in a non-judgmental, non-critical and accepting environment.  When a person leaves the program, an exit interview is conducted that helps them evaluate what they have learned and   proceed   with   their wellness plan for the future. 
Unmet Needs:
Crisis Respite that provides early intervention for individuals (18) years of age and older who have a mental illness and are experiencing a crisis in the community.  Crisis Respite must be available for peers to stay a maximum of seven (7) days per episode and programs must have at least one (1) staff person onsite 24 hours per day when participants are in the program.
Alternatively or additionally: Peer-run step-down beds that consist of short-term, temporary housing intended for individuals who have been discharged from psychiatric hospitalization, when permanent housing is unavailable.
Data Support: NH
	NH CRISIS RESPITE UTILIZATION
	SFY 2018 
	SFY 2019 (est.)

	A) Total Number of Days Person(s) Occupied a Bed(s)
	238
	115

	B) Number of Persons Served (unduplicated)
	28
	38

	C) Total Number of Admissions
	51
	51

	D) Total Number of Available Beds
	8
	8


source: psa-provided sfy 2018-2019 statistical reports

Data Support: Federal
Peer respite programs are increasing in number across the United States, yet there is very little rigorous research or data on models, whether they are being implemented consistently across sites, and what the processes and outcomes are that may lead to benefits for persons experiencing psychiatric crises and to overburdened mental health systems. Peer support services have demonstrated many notable outcomes. However, studies that better differentiate the contributions of the peer role and are conducted with greater specificity, consistency, and rigor would strengthen the evidence.
An unmet need is more rigorous research on program implementation and outcomes, especially as alternatives to psychiatric hospitalization.
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Data Source: National Health Interview Survey (NHIS); Centers for Disease Control and Prevention, National Center for Health Statistics (CDG/NCHS)
Additional footnotes may apply to these data. Please refer to footnotes below the data table for further information




