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Abstract

Growth in the field of mental health care has provoked an evolution of the definitions of
mental health and mental illness, as well as a new understanding of infectious disease and their
involvement in the development of mental illnesses. Stigmatization and access to care are two
primary issues faced by the institutions seeking to provide care for those with mental illness. A
subset of these institutions is Community Mental Health Centers (CMHCs), which provide
comprehensive public health care to underserved populations throughout the United States.
Pawnee Mental Health Services (PMHS) is one of 26 CMHCs in Kansas, based out of
Manhattan in Riley County, and serves ten contiguous counties.

The project | completed at PMHS was centered around the creation of an annual report.
This report summarized the services provided by PMHS, the clientele they serve, and a financial
summary for fiscal year 2018. This report was the culmination of work completed in three
phases: (1) research of other CMHCs in Kansas, (2) data presentation, and (3) creation of the
report in Adobe InDesign. Each phase of the report produced diverse challenges, and the
overall project greatly expanded my view of mental health care. A challenge to public health
care in Kansas, for example, is insufficient funding which is driven by poor or lacking public
health policy. | gathered a more adequate understanding of Medicaid, and how the utilization of
all governmental subsidized insurance is a significant barrier to care. Finally, | developed new
skills in sectors including design software, such as Adobe InDesign, exemplifying the

importance of multidisciplinary skills as the quintessential purpose of field experience.

Subject Keywords: Mental health, annual report, Pawnee (PMHS), infectious disease,

community mental health center (CMHC), public health
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Chapter 1 - Literature Review

. Mental Health

Mental health is defined by the World Health Organization (WHO) as, “a state of well-
being in which every individual realizes [their] own potential, can cope with the normal stresses
of life, can work productively and fruitfully, and is able to make a contribution to [their]
community”.! A 2015 paper, published in World Psychology, considered how the current
definition of mental health utilized by the WHO could lead to misunderstanding or
misinterpretation of what it means to be mentally healthy. The authors argue that the
identification of positive feelings and positive functioning as essential components to mental
health disavows the fact that people in good mental health do not always have this positive
affect in life. As a more inclusive definition of mental health, the authors offered the following:

Mental health is a dynamic state of internal equilibrium which enables individuals to use

their abilities in harmony with universal values of society. Basic cognitive and social

skills; ability to recognize, express and modulate one’s own emotions, as well as
empathize with others; flexibility and ability to cope with adverse life events and function
in social roles; and harmonious relationship between body and mind represent important
components of mental health which contribute, to varying degrees, to the state of
internal equilibrium.?
The continuation of work to discover a universal definition of mental health shows the level of
complexity in this field.

The field of mental health encompasses a plethora of illness associated with a lack in
one’s mental health. A mental iliness is defined by the American Psychiatric Association (APA)
as a, “health condition involving changes in emotion, thinking or behavior (or a combination of
these)... [that is] associated with distress and/or problems functioning in social, work or family

activities”.® Mental health and mental illness are often utilized interchangeably in everyday



language; however, the two terms are distinct from one another. This distinction is essential to
the destigmatization of those with mental illnesses and those who seek mental health care.

Utilizing estimates from the Institute for Health Metrics and Evaluation and those
reported in the Global Burden of Disease Study, the website Our World in Data reports that an
estimated 1.1 billion people globally, or one in six people, had one or more mental health or
substance use disorders in 2016 *. Anxiety disorders are the most reported and diagnosed
disorders, at 3.8% of the world’s population, followed closely by depressive disorders, as shown
in Figure 1.1.# The National Alliance on Mental lliness, NAMI, reports that 18.1% of American

adults live with an anxiety disorder.®

Anxiety disorders 3.83%

Depression 3.77%

Alcohol use disorders 1.37%

Drug use disorders 0.85%

Bipolar disorder 0.61%

Schizophrenia 0.29%

Eating disorders I 0.14%

0% 0.5% 1% 1.5% 2% 2.5% 3% 3.5%

Source: IHME, Global Burden of Disease CC BY

Figure 1.1 Prevalence of Mental and Substance Use Disorders in 20164
From Our World in Data, this graph shows the highest prevalence of mental and substance use
disorders falls into two categories: anxiety disorders, at 3.83% of the total population, and
depression, at 3.77%. The remaining five categories, when combined, do not total the
prevalence seen for either anxiety disorders or depression. This data gives a true estimate,
which is based on diagnosis data as well as epidemiological and medical data, surveys, and
meta-regression models. The graph only estimates the mental and substance use disorders as
part of the total prevalence of all disorders, so the total of all seven does not add to 100%.

Anxiety has the broadest definition of mental illnesses, including social, phobic, post-traumatic,

obsessive compulsive, and generalized anxiety disorders. Depression, on the contrary, is only



divided into two major categories, mild persistent depression and severe depressive disorder.®
To put mental and substance use disorders into context with other health issues, Figure 1.2
depicts the share of total disease burden in the world by cause. The data indicates that mental
and substance use disorders fall in the top ten.” Figure 1.3 shows the share of the total disease
burden by country, in Disability-Adjusted Life Years (DALYSs), that mental and substance use
disorders hold.* The National Institute of Mental Health (NIMH) reports that nearly one in five
adults in the United States lives with a mental iliness, roughly 46.7 million individuals in 2016.8
The United States and Australia have the highest contribution to their overall disease burden by

these mental health and substance use disorders.
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Figure 1.2 Share of the Global Disease Burden by Cause in 2016
Burden of disease by cause as a share of the total disease burden, measured in
Disability-Adjusted Life Years (DALYSs). DALYs include years of life lost and years lived
with a disability, where one DALY represents one lost year of healthy life. Mental and
substance use disorders are ranked number six, at 6.77%. Blue represents non-
communicable diseases, red represents communicable or vertically transferrable
diseases, and gray represents those that do not fall in either category.
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Figure 1.3 Mental & Substance Use Disorders as Share of Global Disease Burden
in 2016
The percentage of the global disease burden taken up by mental and substance use
disorders, measured in disability-adjusted life years (DALYs). DALYs include years of
life lost and years lived with a disability, where one DALY represents one lost year of
healthy life. Mental and substance use disorder account for the greatest percentage of
the total disease burden in the United States and Australia.

Due to stigma, economic and social burden, and violation of human rights or freedoms,
the prevalence of mental illnesses are known to be underreported and underestimated.®° A
review published in March 2014 in JAMA Psychiatry, considered the accuracy of reports from a
Baltimore epidemiological study. On comparison of retrospective and cumulative evaluations of
both mental and physical illnesses, the authors concluded that the lifetime prevalence of mental
disorders are underestimated by certain types of evaluations, specifically single-time, cross-
sectional surveys.! It is important to note that because of this underestimation, the previously
discussed prevalence of mental and substance use disorders are not likely to accurately
represent the true prevalence of these disorders.

There are many barriers in access to treatment for mental illnesses. Two primary

barriers are lack of financial means, such as generational poverty, and being underinsured or



uninsured. The U.S. Census Bureau reported that, in 2017, 8.8% of the U.S. population did not
have insurance, and 19.3% of those insured were covered by Medicaid.'? In Kansas, the
numbers run similarly, with 8.5% uninsured in 2017, and 13.5% covered by Medicaid, including
those covered under the Children’s Health Insurance Program (CHIP).2? These statistics show a
need for services that are available to those who fall in these percentages. While these
individuals can get care by paying out of pocket, these expenses are often too great for the
individual to cover. Other barriers to mental health care, such as the influence of stigma, directly
affect the productivity of mental health care agencies. Analogous to its effects on the
underreporting of mental ilinesses, stigmatization impacts the likelihood of an individual to seek
services as well as the location where that individual might seek those services. If an individual
is concerned about what another person will think when they discover that they received
services from a publicly funded center, that individual may be less likely to get the care they
need. This is especially true if that individual is underinsured or uninsured. Someone with
private insurance might seek care at a non-publicly funded center, but the impact that stigma

has on whether a potential client seeks services is clear.

I[I. Mental Health & Infectious Diseases

Researchers have long wondered about a connection between mental illness and
infectious diseases. The comorbidities of infectious diseases, such as the Human
Immunodeficiency Virus (HIV) and Acquired Immunodeficiency Syndrome (AIDS) complex or
infectious meningitis, are relatively common with prevalent mental ilinesses, like
neuropsychiatric and depressive disorders. Considerable research regarding these
comorbidities has been conducted, but little significant data can be shown as criteria for a
causative relationship®-1¢ In fact, some mental illnesses may have a protective effect against
communicable diseases due to behavioral patterns exhibited by those with mental illness.

Coughlin reports that, during an influenza pandemic, people with higher state anxiety, a



temporary condition categorized by worry and fear about a particular situation, are more likely to
practice hand hygiene behaviors.'* The connection between mental health and infectious
disease is contradictory, lacking a direct causative pathway. Currently, discussion regarding the
unclear connection is centered around the ability of pathogens to cause central or peripheral
nervous system effects in individuals with neurodevelopment disruption or adverse childhood
experiences.'®1® An infection hypothesis, considered in connection with the development of
schizophrenia, was detailed in a 2014 review examining immune activation in rodent systems.
The authors reported that prenatal exposure to many viral agents, in humans, has been
connected to risk of schizophrenia, including: influenza, rubella, measles, polio, and herpes
simplex 1 and 2.1 Human epidemiologic research has been unable to establish causality for
these associations, which is the premise for the development and study of these rodent models.
Human Immunodeficiency Virus

Many studies have investigated a connection between HIV/AIDS and the development of
neurocognitive changes — specifically depression, mania, and frank dementia. The NIMH
describes depression as common but serious mood disorder that causes severe symptoms that
persist for two or more weeks, and describes mania as an extreme increase in talking or level of
activity.2 Dementia is defined by the National Institute on Aging and the National Institute of
Health as a loss of cognitive functioning and ability to an interfering extent.*® A shared term
used in this research is HIV-associated neurocognitive disorders (HAND), which are comprised
of three conditions — asymptomatic neurocognitive impairment (ANI), mild neurocognitive
disorder (MND), and HIV-associated dementia (HAD).?® Each of these conditions are essentially
dementia, with HAD being the worst. HAD is defined by cognitive impairment in two different
areas at two standard deviations below the normative mean, difficultly in activities of daily living
(ADLs), and lacking delirium or comorbidity. MND and ANI are both defined by cognitive
impairment at one standard deviation below the normal and lacking qualifications for more

advanced diagnosis. The distinguishing factor between these two is that MND requires



impairment in everyday functioning, with ADLs.?® HANDs have been substantially affected by
the introduction and widespread use of highly active antiretroviral treatment (HAART). A 2007
review of the nosology of HANDs reported that the disorders remain frequent, with an increase
in prevalence, since the inception of HAART, even though there has been a reported decrease
in the incidence of HAD, the most severe condition.?° HIV-1, the more prevalent and virulent
form of HIV, is known to have direct effects on the central nervous system (CNS) which may be
responsible for the development of neuropsychiatric conditions.?* A 2018 review concerning the
neuropsychiatric aspects of infectious diseases considered the comorbidity of HIV/AIDS and
substance abuse with depressive and anxiety disorders. The authors reported that in medical
inpatients that were HIV-positive, depressive spectrum disorders were the most commonly
diagnosed disorders.'® Considering the potential effects of mental illness on the likelihood in
contracting HIV/AIDS, a 2005 study reported that individuals with schizophrenia are at an
increased risk becoming infected with HIV, hepatitis C virus, or both. This is due to a variety of
factors, most markedly higher rates of substance abuse and increased high-risk sexual behavior
seen in individuals with schizophrenia.??
Other Infectious Diseases

HIV/AIDS is only one of several diseases associated with mental illness. A review by
Coughlin in 2012 explored the links in available scientific literature surrounding anxiety and
mood disorders as they relate to viral diseases. The authors reviewed those viruses that were
most heavily discussed in literature, notably discussing a connection between influenza A
(HIN1) and anxiety-related behaviors.* They reviewed literature demonstrating that stress-
induced dysregulation of the immune system can reduce the immune response to vaccines for
influenza, thus manipulating the viral spread. They also indicated a potential protective effect
against viral spread in individuals with state anxiety, or a feeling of negative emotions when
faced with a threat. Another study linked gestational influenza with the development of bipolar

disorder — type I, Il, or not otherwise specified — in children, with a near 4-fold increase in the



risk of bipolar disorder in children whose mothers has influenza at any time during
preganancy.?® The relationship between gestational influenza and the increase in risk of bipolar
disorder was only found to be significant during the third trimester, with a near 5-fold increase.
This supports the infection hypothesis, as discussed previously. In 1998, a primary article giving
a description of the first 50 cases of a similar symptoms course for childhood-onset obsessive-
compulsive disorder (OCD) and tics related to streptococcal infections.?* This novel pathway of
developing OCD and tic disorders became known as Pediatric Autoimmune Neuropsychiatric
Disorders Associated with Streptococcal Infections (PANDAS).?> PANDAS are distinguished by
an association between neuropsychiatric symptoms and Group A Strep (GAS) infections. GAS
infections are the cause of strep throat, but also of more serious diseases like scarlet fever,
rheumatic fever, and necrotizing fasciitis.?® Recent evidence indicates that anti-neuronal
autoantibodies react with dopamine receptors in the brain thus causing the neuropsychiatric
symptoms of PANDAS.?’

Several studies discuss the neuropsychiatric symptoms of Lyme disease, a tick-borne
zoonotic illness caused by the bacterium, Borrelia burgdorferi.?82° Lyme disease is considered
to be endemic in the northeastern and north-central parts of the United States and its vectors
are Ixodes scapularis (northeastern, mid-Atlantic, and north-central USA) and Ixodes pacificus
(Pacific Coast USA).*° Similar to HIV/AIDS, Lyme disease is known to be connected with
neuropsychiatric symptoms, though the etiology remains controversial.®* Johnco et al. reports
that approximately 15-40% of patients with Lyme disease present with neurological symptoms.
While there has not been a causal link established between Lyme disease and mental illness,
Lyme disease patients have been shown to have greater rates of depression when compared
with controls.8

Susceptible Populations
Specific subsets of the general population are at a high risk for both communicable and

non-communicable diseases. One of the most susceptible populations for the development of
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these disease are the homeless. As reported in Homelessness, Health, and Human Needs,

there are three different relationships between health and homelessness: (1) some health
issues come before and contribute and homelessness, (2) some health issues are a
consequence of homelessness, and (3) homelessness makes treatment of many illnesses
difficult or futile.? Mental illness fall into all three of these categories. Chronic schizophrenia and
affective disorders are reported to be some of the most common mental health precedents to
homelessness, while anxiety and phobic disorders are more likely to be a consequence of
homelessness.®? Many health problems that result from homelessness, such as sexually
transmitted infections, tuberculosis, and infectious hepatitis, are seen comorbidly with mental

illnesses which have many barriers to be treated in these populations.3

[ll. Community Mental Health Centers in Kansas

In Kansas, there are 26 Community Mental Health Centers (CMHCs) that serve the 105
counties and their constituents under the Kansas Department of Aging and Disability Services
(KDADS). See Appendix 2 for a listing of each CMHC, their locations, and their sitting Executive
Director as of June 2018. CMHCs receive federal funding from the Community Mental Health
Services Block Grant that was established in 1981 and is currently allocated by the State of
Kansas **. Some additional funding comes from local county governments and any remaining
funds needed are received through the work of grant applications and client fees. The majority
of CMHCs in Kansas are operating on extremely limited budgets.

A combined staff of over 4,000 individuals provide mental health services in over 120
locations in Kansas, with at least one service location in each county. Services provided by
CMHCs vary from comprehensive rehabilitation services and outpatient clinical services to
substance abuse treatment and mental health hospital referral.*® All services at CMHCs are
provided regardless of ability to pay and are available to those with private insurance, Medicare,

Medicaid, and to the underinsured and uninsured. Not all therapists and programs are available
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to every potential client due to insurance restrictions laid out by the federal and state
governments.

CMHCs are governed by separate Board of Directors that are elected or appointed in
each county that a CMHC serves. These boards are held accountable to the citizens they serve,
their county officials, the Kansas State Legislature, and the Governor of Kansas. Due to the
variability of their catchment areas, each CMHCs is unique in how their government structure is
set up. Figure 1.4 lists all the CMHCs in Kansas and depicts just how varied these catchment
areas are. High Plains Mental Health Center covers a large portion of northwestern Kansas,
while Shawnee County is served by two different CMHCs: Family Service & Guidance Center,

treating children only, and Valeo Behavioral Health.

1 Compass Behavioral Hacith
High Ploins Mental Health
W southwest Guidance Center
W iraquois Cenler for Human Developrenl
W Horizons Mertal Health Center
W The Center for Counseling and Consultafion
W Cerrral kansas Mental Health Center
: MMrairie View
Comcare of Sedgwick Counly
. Sumrer Mental Health Cerrer
Lanette Cenfer for Mental Health Services
W south Central Mental Health Caunseling
Cerver

—

Ml Perwnes Mental Heclth Services
[ €anza Menta Hedlth & Cuidance Center
[ Crosswinds Courssling & Wellness

[ Family Service & Guidance Cenler; Veleo
2enavicral Healthcare

[l vyandat Center for Commurity Behaviaral
Healthcare

[l Johnson County Mental Hecith Center
W 2t Nosh mental Health Center

[ tlizabeth Laytor Center

W southeas! Kansas Mental Heallh Center
Wl spring River Mentol Health & welness
W CNVHG of Crawfard County

Created with mapchart.net © Four County Mental Health Center

I The Guidance Centor

Figure 1.4 Community Mental Health Centers in Kansas
IV. Pawnee Mental Health Services®¢

Pawnee Mental Health Services opened on November 19, 1956 as Riley County Mental
Health Center (RCMHC) and through support from Riley County Mental Health Association.
After a tax law was passed by the Kansas Legislature in 1957, community mental health centers
were able to receive support via this county commissioner levied tax and RCMHC was able to

grow. Throughout the 1960s, Geary, Clay, and Marshall counties joined the service area of
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RCMHC, and the center was renamed North Central Kansas Guidance Center (NCKCG).
Another community mental health center, Sunflower Guidance Center, was formed via funding
given by Cloud County Commissioners, which eventually grew to cover Cloud, Jewell, Republic,
Mitchell, and Washington counties. In 1977, Pawnee Comprehensive Mental Health Center was
formed from the affiliation of NCKGC, with the addition of Pottawatomie County, and Sunflower
Mental Health. An official merger under one board of directors was completed in 1981 and the
name was changed to Pawnee Mental Health Services (PMHS) in 1982. The affiliation and
merger joined these ten counties together to be served by one CMHC. Since the affiliation, the
catchment area of PMHS as remained relatively the same and in 2016, PMHS celebrated 60
years of service.

A total of 13 locations are served by PMHS, with at least one service location in each of
the ten counties within the catchment area. Regional offices for PMHS are in Manhattan,
Junction City, and Concordia, Kansas. The location where | completed my experience was one
of three Manhattan locations, located at 2001 Claflin Rd. PMHS is currently in the process of
reconstructing their Manhattan offices to accommodate for the opening of a new crisis center in
Manhattan and to more effectively utilize space for their therapists. Part of being a growing
institution with limited funding means that spaces need to be flexible and highly utilitarian. By
the end of this fiscal year, the portion of administrative offices where | completed my hours will
move to join the remainder of PMHS administration at the Houston Street location. The Claflin
location will be reorganized to utilize more office space for clinical services, including children’s
programs. This reconstruction will provide a single location for both the clinical and
administrative sides of PMHS, helping them more adequately service their community.

The governing structure of PMHS is led by both a foundational board of directors and a
governing board of directors. The governing board of directors is made up of elected or
appointed individuals from each of the ten counties served by PMHS. This board works with the

day-to-day needs of PMHS, provides the annual budget, and oversees the executive director.
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Contrarily, the foundational board is made of up individuals selected by appointment only. They
work almost exclusively in fundraising and grant acquisition to further the development of
PMHS. The executive director of PMHS reports directly to the governing board and is reported
to by the remainder of the management team. The Chief Operations Officer (COO) is a newly
developed position to oversee the clinical side of PMHS. This additional position has shifted the
management style of PMHS to look more like other CMHCs in Kansas. An overview of the

management team, as of January of 2018, can be viewed in Figure 1.5.

—
Board of
Directors

L _J

—_—

Robbin Cole
Executive Director

iy

Rita Hoelscher Bob Hanson Craig Foe
Quelity Director CFO HR Director

Cindy Wichman
coo

Dr. Padma Lassi
Medical Directar
Matt Myers Shelli Schottler Becky Woodward
Crisis Director CES Director TRS Director

Figure 1.5 Pawnee Mental Health Services Governance®’

V. Preceptors at Pawnee Mental Health Services

Robbin W. Cole, LSCSW
Robbin Cole is a Licensed Specialist Clinical Social Worker (LSCSW) and has worked in
different capacities at PMHS for over 15 years. Currently, she serves as the Executive Director
at PMHS, reporting to the governing board of directors and overseeing the other eight members
of the management team. Robbin has worked in a variety of public health settings, including in a

nursing home, a hospital, and in three different mental health clinical settings as a licensed
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therapist and administrator. Her work extends into the greater Manhattan community, through
support to programs like Helping International Students (HIS), AFS-USA, and the Manhattan
Rotary. She served as my primary preceptor, providing support and guidance for meeting the
goals for both the Kansas State Graduate School and for PMHS.

Deanna J. Hall

Deanna Hall serves as the Marketing Manager and Employee Assistance Program

(EAP) Director at PMHS. Newly hired to her position, Deanna was an integral part of guiding my
experience at PMHS. She worked with me on the day-to-day, focused more specifically on the
production of my products and integrating me into the workforce. Before beginning at PMHS,
Deanna was the president of Manhattan Advertising Agency, Inc., where she had served since
2001. She holds a Bachelor of Science from Kansas State University in Consumer Economics
and is a member of the KSU Alpha Chi Chapter of Phi Upsilon Omicron honorary professional
fraternity. Living in Manhattan for all her life, Deanna has been highly involved in community
outreach. Notable, she has served as Vice Chair on the Homecare and Hospice Board of
Directors, worked on the marketing committee for the Flint Hills Breadbasket and United Way,

and has sat on the Board of Directors at Manhattan Arts Center.
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Chapter 2 - Learning Objectives and Project Description

I. Learning Objectives

1. To develop a comprehensive report that summarizes the activities and populations
served at PMHS.

2. Toincrease knowledge about the informal and formal structural processes at PMHS
and other CMHCs that create an environment for a successful community mental
health center.

3. To effectively communicate the agency mission and vision to clients, community

stakeholders, and staff.
[I.  Project Description

At the beginning of my project at PMHS, my preceptors and | developed a goal-oriented
plan for my project. During this time, we scheduled weekly meetings with Robbin and Deanna
for Mondays at 8:00am. Later, this developed into meeting whenever needed with Deanna, and
scheduling meetings with Robbin as time allowed. The primary goal was to complete the annual
report for fiscal year 2018 through a variety of smaller exercises split into phases. The phases
allowed for great flexibility and guided my daily activities at PMHS. When unexpected event
would arise, | was able to set aside my work and involve myself in the community at PMHS
while still adhering to a deadline. One example of this was the Mardi Gras for Mental Health or
Pancakes for Pawnee event on March 5. During this day, | put aside my work on the annual
report to volunteer at this annual fundraiser at Early Edition.

Phase One

Phase one of the project was to review the annual reports of other CMHCs in Kansas,
and utilize previous annual reports completed by PMHS to develop content for the annual report
for fiscal year 2018. This included deconstructing the previous ten years of PMHS Annual

Reports and reviewing annual reports from all other CMHCs in Kansas. We also determined
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which Kansas CMHCs did not have their annual report available online, as well as details on
how many annual reports were listed, if they were available. | called each of the CMHCs that did
not have their annual report available online, and generated details from those conservations
that could be used to adjust how PMHS handles all of their incoming calls.

To conclude phase one, | presented a summary to Robbin and Deanna of the
information, style, and data | gathered from other annual reports, and reported what features |
would like to integrate into the most recent annual report for PMHS. Robbin provided guidelines
for producing a presentation, including graphics and visual display from annual reports of other
agencies that | reviewed. Before moving to phase two, Robbin required that she and Deanna
come to a consensus on what PMHS data should and would be accessible to me.

Phase Two

Phase two was centrally focused around the data reported for fiscal year 2018 at PMHS.
This was to include: (1) making recommendations on what data should be presented in an
annual report; (2) indicating what data was presented by other CMHCs in Kansas; and (3)
considering methods to inspire and motivate the constituent audience of the annual report
through this data.

Phase Three

Phase three was focused on the design and creation of the annual report document.
Essentially, the annual report was to be created with the following two questions in mind. First,
what makes the audience want to know more about a mental health care facility? Second, what
makes the audience feel good about referring people or feel likely to refer people to the facility?
This was intended to include research about how non-profits accurately report information to
their constituents, while balancing the needs to communicate with diverse audiences. The
culmination of these phases was to produce material that demonstrated the narrative and
purpose of PMHS, including, but not limited to, the influence of financial support and the

diversity of clientele served.
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lll.  Advocacy Day on the Hill

On February 21, 2019, Deanna Hall, Diane Hinrichs (PMHS Development Manager),
Morgan Mitchiner (intern at PMHS), and | traveled to Topeka, Kansas for Community Mental
Health Center Advocacy Day on the Hill. This is an annual event held by the Kansas
Association of CMHCs that is dedicated to lobbying for policies that further mental health care or
mental health care funding in the state of Kansas. We spent approximately four hours in the
morning staffing an informational booth in the Capitol Rotunda, providing materials and
information to attendees. Additionally, Deanna and | delivered policy materials to the two of the
five Senators and six of the eleven House Representatives that represent the catchment area of
PMHS, see Figure 2.1. The remaining eight legislators were visited by Diane Hinrichs and
Morgan Mitchiner. The materials we delivered could be easily retrieved online, but importance
can be placed on delivering these materials in person. Having a person in the legislator’s
constituency take the time to come to their office and advocate for change shows a vested
interest by the constituency, the same constituency that has influence over how long that
legislator will be in office. The Capitol Rotunda was filled with many of the CMHCs in Kansas to
advocate for these policies as well, which included Mental Health 2020, Medicaid expansion,
and a push for funding in terms of 13.2 million dollars. These policies were laid out in a handout

we used for talking points and delivered to each legislator, which can be found in Appendix 3.
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Figure 2.1. CMHC Advocacy Day on the Hill with House Representatives.

Left picture: Amy Wedel, Diane Henricks, Rep. Tom Phillips, Deanna Hall, Morgan Mitchiner
Right picture: Deanna Hall, Rep. Susan Carlson, Amy Wedel

IV. Presentation to PMHS Management Team

On Monday, March 18, 2019, | presented a draft of the annual report to the management
team of PMHS and Deanna Hall. As described above, the management team of PMHS currently
consists of nine individuals, including Robbin. This presentation was an opportunity for me to
meet the remainder of the management team, and to give me an opportunity for an explanation
and a description of the work | had been doing for the previous several months. Included within
the presentation was an introduction of myself, my internship requirements, and the degree | am
pursuing. Deanna then introduced the project, explaining why the annual report is such an
essential part of the marketing plan for PMHS. | presented the annual report product, and
guided the management team through each page layout, including my influences in design and
structural organization, and describing the clients-served data which are represented throughout
the report. The management team provided input and suggestions, which | incorporated into the

final adjustments to the document. This presentation is connected directly to my third learning
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objective, which enabled me to enhance my communication skills and show the staff where

PMHS is going into the future.
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Chapter 3 - Results

Phase One

As the research-focused phase, this part of my experience includes the information |
gathered from CMHCs in Kansas. Table 3.1 outlines information about the annual reports from
other Kansas CMHCs and whether they were available for my research. It summarizes which
reports were accessible online, and, if they were on their website, how many years of reports
were available as well as which were provided through other means | gathered this information
through a variety of methods, including thorough website searches, telephone conversations, e-
mail requests, and faxing requests. As noted, not all of the CMHCs in Kansas were responsive
to the requests, but many were interested in this project. Two CMHCs in Kansas indicated that
they do not currently produce an annual report and nine others never provided their report for
me.

The steps for accumulating this information began with an extensive search for and of
each website, recording and downloading annual reports as | proceeded. If annual reports were
unavailable online, | would call the telephone number provided on each website to request the
report. The telephone communication and resulting voicemails and were further completed by
providing my PMHS email address for their most recent annual report to be emailed to me.
Deanna asked me to collect additional data on the 12 CMHCs that required a telephone call.
Table 3.2 indicates which of these CMHCs had automated answering systems. Additional data
was collected from these telephone conversations that is not included here. This data was
compiled into a subjective rating scale for Pawnee’s use only in the advancement of their
telephone system. Since | had never called any of these centers before, my subjective rating
gave Deanna & Robbin a unique opportunity to see how a third-party is impacted by certain

factors during a simple telephone call.
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Table 3.1 Annual Reports from CMHCs in Kansas

A green cell with “Y” indicates a yes, a red cell with “N” indicates a no, and a gray cell with “n/a
represents CMHCs that do not produce an annual report. The first two columns indicate the 26
CMHCs in Kansas and whether their annual report was available to me. This includes those
reports that were pulled from the website, all of those indicated “Y” in the third column, as well
as those provided via other means. The fourth column indicates the number of annual reports
that were present on that CMHCs website. For example, Bert Nash had their most recent
annual report online (FY17) and four previous years, giving a total of five years present.

Annuval Report Annual Report  #

CMHC Title Received on Website?

of Years
Present

Bert Nash Community Mental Health Center, Inc. ¥ ¥
Central Kansas Mental Health Center L b
Comcare of Sedwick County ¥ ¥
Community Mental Health Center of Crawford County

Compass Behavioral Health

|
T—
a1}
= |
T,
=1}

Crosswinds Counseling & Wellness

Elizabeth Layton Center

Family Service & Guidance Center

Four County Mental Health Center

High Plains Mental Health Center

Horizons Mental Health Center

Iroquois Center for Human Development, Inc.
Johnson County Mental Health Center
Kanza Mental Health & Guidance Center
Labette Center for Mental Health Services
Pawnee Mental Health Services

Prairie View, Inc.

Souwth Cenfral Mental Health Counseling Center, Inc.
Southeast Kansas Mental Health Center
Southwest Guidance Centfer

Spring River Mental Health & Wellness, Inc.

T EZEZZ << < < F < =< < ZF <« < = Z
Z £ £ £ % % % F 2 £ £ % £ Z = = Z Z

Sumner Mental Health Center

o |
—
o
o |
Ty
ol

The Center for Counseling and Consultation

-
-

The Guidance Center, Inc.

=
=

Valeo Behavioral Healthcare

-
-

Wyandot Center for Community Behavioral Healthcare, Inc.

5
1
1
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Table 3.2 Phone Conversations to CMHCs in Kansas.

A green cell with “Y” indicates a yes, a red cell with “N” indicates a no. This figure shows the 12
CMHCs that received telephone calls from me in search of their most recent annual report and
whether they had automated answering as a part of their telephone system.

Automated
Answering?
Community Menfal Health Center of Crawford County | N
Compass Behavioral Health N
Crosswinds Counseling & Wellness Y
Four County Mental Health Center N
High Plains Mental Health Center N
Irequois Center for Human Development, Inc. N
Johnson County Mental Health Center Y
Labette Center for Mental Health Services N
Southeast Kansas Mental Health Center N
Southwest Guidance Center N
Spring River Mental Health & Wellness, Inc. N
Sumner Mental Health Center Y
The Center for Counseling and Consultation N
Valeo Behavioral Healthcare Y

The culmination of this phase was the oral presentation | gave to Robbin and Deanna
before moving on to phase two. The presentation slides from this presentation are included in
Appendix 1 as a part of my products. These slides represent a substantial portion of the
research compeleted during this phase, with details from the 15 annual reports received and
from three non-profit reports | reviewed for comparison. This culmination of the first phase
connects to my second learning objective, in regard to increasing knowledge about formal
processes, such as creation of annual reports, at other CMHCs and at PMHS that create an
environment of success as it relates to receviing funding from donors and providing services to
clientele. This objective was valuable to me as it related directly to my interest in pursuing a

career in the mental health sector, especially in the nonprofit area.
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Phase Two

During phase two this project, | analyzed the data provided to me for fiscal year 2018
(FY18), defined as July 1, 2017 through June 30, 2018. The data was provided to me in simple
table formats organized in Microsoft Excel. All graphical images and tables presented here were
produced using Microsoft Excel. Many of the tables shown here were recreated in Adobe
InDesign to facilitate capatabile graphs for the completed annual report.

The total number of clients served by PMHS during FY18 was 7,480. Table 3.3 shows
the dispersal of clients by county based on the address given at time of service. These data
represent the number of clients from each county that received services at any PMHS location,
not the numbers from that specific county’s location. PMHS also served 609 individuals from
outside of the catchment area, in essense, people who did not live within any of the ten counties
PMHS served but still received services at PMHS. Population-adjusted humbers show that the
proportion of clients served is the greatest in Cloud County, at 6.24 clients per 100.

Table 3.3. PMHS clients served by county during FY18.

Number of clients served at PMHS by the county indicated on their intake form is represented in
the first column. The second column is the percentage of total clients served from each county.
The third column gives the population adjusted number of clients per 100 population.

Population
# of % of adjusted
County Clients | Clients | #of ::Iienis /
100 population
Clay 342 4.57 4.30
Cloud 561 7.50 6.24
Geary 1839 24,59 5.43
Jewell 104 1.39 3.45
Marshall 448 5.99 4,40
Mitchell 213 2.85 3.48
Pottawatomie 492 &.58 2.06
Republic 157 2.10 3.35
Riley 2557 34.18 3.45
Washington 158 2.1 2.88
Out of Catchment s09 8.14
Total 7,480
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Program utilization by clients, as shown in Table 3.4, represents a number greater than
the total number of clients served by PMHS. This is because single clients often utilize more
than one service. We cannot utilize percentages for the program data but can recognize that the
most utilized service characterized here is therapy services. Therapy services include individual,
matrtial, family, and group therapy for both adults and youth, as well as psychological
evaluations and competency to stand trial evaluations. The clients utilizing these services could
have any one or any combination of the diagnoses laid out in Table 3.5. An important discussion
to have regarding the diagnosis data is that nearly 85% of clients served during FY18 fall into
the unknown category. This category is made up of individuals for which data was not collected
and is therefore not known. This drastically limits the sample size in the diagnosis categories, of
which the distribution is not likely to accurately represent the true dispersal of client by
diagnosis.

Table 3.4. Program utilization by PMHS clients from FY18.

Program # of
Clients
Recowvery Services 1,385
Youth Rehabilitation 658
Adult Rehabilitation 383
Crisis Services 1,716
Medical Services 2,943
Therapy Services 4,365

Table 3.5. Diagnoses of PMHS clients from FY18.
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Diagnosis #:of % of

Clients| Clients
A/D Reloted & 0.08
Anxiety 144 1.93
Childhood related 289 3.86
Dementia and related disorders 2 0.03
Deprassive 291 3.89
Mood 250 3.234
Obsessive/compulsive 17 0.23
Other 5 0.07
Psychotic disorder(s) 154 2.06
Unknown 6,322 54.52
Total 7,480

Demographically, the clients served by PMHS during FY18 were not racially diverse, but
were split relatively evenly by gender identification, and were well-dispersed by age. Of the
clients that indicated their race, 56% of the clients that were served in FY18 are white, while the
other 44% are a racial minority. Table 3.6 shows the breakdown of race, with 26% of the total
marked as other or unknown. The unknown category encompasses individuals for which racial
data was not collected as well as individuals who selected other. This is a limitation of the data,
as the categories of the data need to be well-defined or those individuals that fall into minority
groups are easily misrepresented by these other and unknown categories. Compared to the
racial data for all of Kansas, fewer PMHS clients identified their race as Asian or White and
more identified their race as American Indian or Alaskan Native.

Gender, as shown in Figure 3.1, is identified by the client from three options: (1) female,
(2) male, (3) other/unknown. Again, the unknown category includes individuals for which age
data was not collected and those who do not identifiy within the binary. The limitation discussed

in terms of race also applies to the gender identification data from PMHS.
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Table 3.6. Race demographics of PMHS clients from FY18 compared to Kansas
racial data.

The other/unknown category for the percentage of Kansas residents includes two census
categories of race that were not available options for PMHS clients. They are: Native Hawaiian
or other Pacific Islander and Some Other Race.*®

Foce # of ‘3‘3': of | ~%in

Clients |Clients | Kansas

American Indian/Alaska Mative 77 9.59 2.11

Aslan 23 0.71 .43

Black 468 .23 7.26

White 4,002 23.50 88.03

Cther/Unknown 2,242 29.97 2.79

Total 7,480

Unknown
401

Gender of Clients
Figure 3.1 PMHS clients from FY18 by gender

The age distribution of clients served shows that over half of PMHS clients fall in one of
two age categories: ages 0 to 12 and ages 19 to 34. The lowest served age group served by
PMHS in FY18 is the 55-year-olds and older population, which makes up only 6% of the total
served. Only 14% of the total is made up by 13 to 18-year-olds, less than each of the other age
categories, excluding the 55 and older population (Figure 3.2). For comparison, Figure 3.3
shows the age dispersal individuals served at public mental health care agencies in the United

States in 2016. There are considerable differences between the zero to twelve, 35-55, and 55
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plus age groups when comparing PMHS client data to the national data, as will be considered in

the discussion.

2500 32%
2000
1500

1000

# of clients

500

0

0-12 13-18 19-34  35-55 >55
Client Ages

Figure 3.2 PMHS clients from FY18 by age

00,000 299 0%
600,000 26.90%

A00,000
~200,000
J000,000
800,000
&00,000
400,000
200,000

14.50%

14%

# of individuals

0-12 13-18 19-34 35-55 56+
Ages

Figure 3.3 National percentage of individuals served by age, 20163°

In fiscal year 2018, the primary source of income for PMHS was from client fees at
approximately 12.5 million dollars. Approximately 4.5 million dollars-worth of these fees were
uncollectable, leaving a net gain from client fees of approximately 8 million dollars, which makes

up about 65% of the total income brought in by PMHS. These 8 million dollars funded 81% of
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the highest expense for PMHS in FY18, salaries and benefits of employees. In Figure 3.3, it is
shown that the remainder of the revenue for FY18 came primarily from public support through
federal, state, county, and local funding and the remainder of expenses came for operational or
day-to-day costs. Miscellaneous income, representing 4% of the total income from FY18, comes
primarily from donors and grants. Each year, PMHS applies for grant funding, in FY18, they

received nearly $290,000 from these grants — detailed in Table 3.7.

REVENUE/INCOME
Client Fees $12,417,363
Allowance for fee ($4,379,364)
adjustments/uncollectables
Miscellaneous Income $532,071 4%
Public Support
State/Federal Funding $2,464,385
County Funding $1.044,693 31%
Local Funding $261,752
TOTAL $12,340,900 65%

Figure 3.3. Revenue of PMHS during FY18.

EXPENSES

Salaries & Benefits $9,930,981
Operational Costs $2,843,300
TOTAL $12,774,281

Figure 3.4. Expenses of PMHS during FY18.
Table 3.7. Grants awarded to PMHS during FY18. Grants are included in the

miscellaneous income category of Figure 3.2.
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Grant Name Grant Award
Amount
Philanthropic Grants
Blue Cross Blue Shield of Kansas $2,000
Caroline Peine Charitable Foundation $52,949
Ciane G. Hanson Foundation $19.137
Greater Manhattan Community Foundation $4,750
Howe Family Foundation $2&,000
Lincaln W. and Dorthy . Deihl Endowed Fund $2.750
Tower Mental Health Foundation $11,554
We Are Wamego $1,000
Sub total 512,140
Governmental Grants
City of Manhattan - 2018 Special Alcohol Funds $40,000
City of Manhattan - Community Block Grant $27,450
F.ansas Department for Aging & Disability
Services $43,753
PATH Grant

Fansas Department of Transportation $29.225
sub total $131.203
GRAND TOTAL $287.588

Phase Three
The final portion of the experience was to culminate all of the research and data
presentation | had completed into the official FY18 annual report for PMHS. Almost all of this
work was completed in Adobe InDesign, a software built for graphic design and marketing. The

final annual report, as will be printed by PMHS this spring, can be found in Appendix 1.
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Chapter 4 - Discussion

My understanding of mental health care in Kansas was greatly expanded while working
at PMHS Mental Health Services (PMHS). Mental health is an enormously broad field
encompassing clinical, medical, rehabilitation, and crisis services which are all influenced by
public health policy, access to care, and availability of therapists.

Public health policy plays an integral role in the ability of a CMHC to provide their
services. These centers provide care regardless of patients’ ability to pay. The number of
individuals they serve that lack insurance or utilize government subsidized insurance is much
greater than number of individuals served by private mental health care. In this manner, PMHS
provides a service that fills a void in the access to care struggle faced by patients. Noting this
service CMHCs can provide throughout the state of Kansas, it is also important to note that not
all therapists accept Medicaid. Stringent requirements laid out by the state and federal
government limit which therapists meet the qualification to accept Medicaid as payment for care.
The expansion of Medicaid, which PMHS has advocated for, is a vital step in providing care for
individuals that fall in the insurance coverage gap caused by these limitations.

While creating the annual report, there was a careful discussion on what information
could be included and highlighted. When planning how to include information about which
insurances are used by a majority of PMHS clients in FY18, we discussed that including this
data might discourage certain individuals from coming to PMHS. If PMHS publicizes information
on the proportion of clientele that utilized Medicaid or were uninsured, it could show the
necessity of expanding Medicaid and providing supplemental funding in Kansas. The concern
however, is that this information could inadvertently discourage individuals with private
insurance from utilizing the services at PMHS, because they believe it could be incorrectly
viewed as lower quality care than from private providers. Some CMHCs in Kansas do publish

clientele insurance statistics. PMHS and other CMHCs provide services to clientele in diverse
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financial situations, however, individuals and families that are underinsured or uninsured are
more likely to pursue care at these public clinics. Conversely, individuals and families that have
high levels of insurance may feel as though a CMHC will not provide adequate care. This
concept is an extrapolation of the epidemiological concept of participation bias or non-response
bias. Only the individuals that receive care at PMHS are included in the summary data which
skews results by factors that correspond to the types of individuals who seek care at a CMHC.
This results in summary statistics that are only representative of a subset of the population
rather than the entire population. Considering bias as a barrier to mental health care, Dr.
Snowden stated that bias occurs when assumptions become normative beliefs that then are
shared by members in a community.*°

The data from a community mental health center (CMHC), such as PMHS Mental Health
Services, represents only a small sector of the data for that geographical area. CMHCs are not
the only available form of mental health care in many areas and may disproportionately serve
populations that confound the overall data. Identifying data to include in the annual report and
designing methods to represent the data had to be carefully considered. Every decision was
complicated by considering how any given population may interpret the data. This process
challenged my ability to explore the data from different points of view.

The age dispersal of PMHS clients during FY18 and national data from 2016 show clear
differences in the results (Figures 3.2 & 3.3). The difference between the zero to 12 age group
the 13-18 age group caught my eye when first viewing this data, but after comparison with the
national data | realized that the difference | was seeing was skewed by the services offered at
PMHS. The other large difference, seen in the 55 plus population, may have to do with the lack
of specialized services PMHS provides for this age group. Since there is little to draw the older
population to PMHS, they may simply be receiving services elsewhere. It is also possible that

this difference is showing a disparity in care for this population.
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The data visualizations for this project were completed using Microsoft Office Excel and
tables were recreated in Adobe InDesign. These two pieces of software are prime examples of
the financial costs associated with data analysis and presentation. PMHS is limited in their
ability to utilize software like this due to the cost, but the subscription service for the Adobe
Cloud was purchased for one month of use during this project and I utilized a student version of
Microsoft Office. The annual report design was completed in Adobe InDesign, a part of the
Adobe Cloud. This software came with a substantial learning curve, which | learned mostly de
novo and through the help of Ashley Neufeld, a senior graphic design student at Kansas State.
Ashley is a member of a student group on campus, of which | am the president, and gave me
input regarding font style, white space use, and suggestions of design elements for the annual
report. Learning to use this program gave me clear insight as to why many nonprofits do not
have professional visual pieces. Most non-profits are utilizing Microsoft Office software, such as
Word, Publisher, and PowerPoint, and some may be using open source software, such as
LibreOffice. These programs are inflexible, provide subpar templates, and produce products that
are visually unprofessional when compared to true graphic design software. There is an
importance to these kind of partnerships for PMHS. Connecting with Kansas State University,
through the Master of Public Health program, provided them with access to Microsoft Office
software and further knowledge about this software. My direct connections with a student in the
graphic design program provided me with information about discounts attached to the Adobe
Cloud, thus allowing PMHS to provide a small portion of funds to cover the use of this software.
Without these partnerships, insufficiently funded agencies, like PMHS, in underappreciated
fields, like mental health care, would struggle further to keep up with the fast-paced marketing
and development departments of better funded agencies.

My culminating experience at PMHS developed a variety of skills, and greatly influenced
how | view the impact of policy on health care. | established skills in verbal, written and visual

communication, with Adobe InDesign and Microsoft Excel, and in time management and
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information dispersal. The learning objectives, specified in Chapter 2, were all met throughout

this project, as designated in this paper.
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Chapter 5 - Competencies

I. Attainment of MPH Foundational Competencies

Competency #4: Interpret results of data analysis for public health research, policy or practice.
One of the essential parts of creating the annual report was displaying the data collected
by PMHS in multiple ways to prepare for all potential interpretations before selecting how it
would be displayed in the final report. The methods in which data are displayed can have a
direct impact on how data is interpreted or understood. For the annual report, is was critical to
consider how visual displays of data could influence the potential audience. The audience of the
annual report is highly diverse, including potential clients, donors, and city council members, all
with differing levels of education and different needs from the report. This diversity makes it
difficult to decide upon how the data should be represented. After each graph or table
associated with the data was created, as presented in Chapter 3, | considered the possible
interpretations by each potential audience member. As an example, we chose to display the
clients served data in the report without the percentages seen in Table 3.3. This choice was
made after considering the impact including these percentages could have. They might
discourage clients from outside the majority counties, Riley & Geary, from seeking care at
PMHS. Additionally, they could discourage potential donors from giving to PMHS. Especially if
those donors fall in the service area of PMHS, but not in the two majority counties. Another way

to remedy this issue would have been to provide population-adjusted numbers.

Competency #13: Propose strategies to identify stakeholders and build coalitions and
partnerships for influencing public health outcomes.

Marketing materials, such as brochures, annual reports, and web pages, are essential
methods to influence public health outcomes. During this experience, | proposed and executed

the development of strategies for potential stakeholders of PMHS through the publication of the
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annual report. Strategies included, the use of client quotes or stories to encourage vested
interest, an emphasis on the tagline of PMHS to show where the company is going, and the

inclusion of grants received to indicate the financial effort PMHS is putting forward.

Competency #14: Advocate for political, social, or economic policies and programs that will
improve health in diverse populations.

This competency was achieved through attendance to the Kansas Association of
CMHC’s Advocacy Day on Hill in Topeka, KS. Throughout the day we pushed the agenda laid
out by the Association of CMHCs of Kansas, Inc., which is centered around Mental Health 2020.
Mental Health 2020 includes the promotion of the needs of underinsured and uninsured
populations, in connection with Medicaid expansion and enhancing the Medicaid rates for
behavior health. The primary request of these policies was an allocation of funds from the
Legislature of $13.2 million. We lobbied these policies to all the house representatives and

senators who fall in the catchment area of PMHS.

Competency #19: Communicate audience-appropriate public health content, both in writing and
through oral presentation.

This competency was achieved through the written annual report document and an oral
presentation to Robbin and Deanna. These two items also are my products from this
experience. The annual report provides public health content in the services section and data
section, which make up much of the report. The services pages include descriptions of what
public health services are available at PMHS, broken down by category, and the educational
programs PMHS provides. The way in which to represent the data was a component in
achieving this competency. Presentation of written and graphical information needed to be
clear, but through, to function for all audiences of the annual report. The oral presentation to

Robbin and Deanna functioned as an example to show the effectiveness, or lack thereof, of
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other CMHCs in presenting public health data to their constituency. This competency is

essentially my first learning objective, as indicated in Chapter 2.

Competency #21: Perform effectively on interprofessional teams.

Working with Robbin, who is trained as an LSCSW and has worked in administration for
over 15 years, was an incredibly different experience to working with Deanna, who has worked
in marketing and advertisement for 20 or more years. These two functioned as my primary team
at PMHS and performing effectively with them required. We met approximately once a month to
discuss the progress on my project. Integrating the marketing skills from Deanna’s background,
the administrative and clinical skills from Robbin’s, and my public health knowledge was vital to
the completion and production of an annual report. When making decisions on how to move
forward with a design style or data representation, Deanna would have thoughts on why that
data could encourage or discourage a client from coming to PMHS and Robbin would have
thoughts on how it might discourage or encourage donors from giving. This back-and-forth
allowed for the development of a report that is foundationally both interdisciplinary and
multidisciplinary.

| also interacted some with other PMHS employees, specifically the management team
through email. Since my interactions with these individuals were limited, | would not say we
worked as a team. However, it was interesting to see how individuals in different disciplines

reacted and responded to my requests for information.

37



Table 5.1 Summary of MPH Foundational Competencies

Number and Competency

Description

Interpret results of data analysis for public

health research, policy or practice

Taking the data collected by PMHS and
considering different ways of interpretation to
determine what should be included in the annual

report.

Propose strategies to identify stakeholders
13 | and build coalitions and partnerships for

influencing public health outcomes

Marketing materials are essential methods to
influence public health outcomes. | used the
specific marketing material of an annual report to

execute these strategies.

Advocate for political, social, or economic
14 | policies and programs that will improve health

in diverse populations

Advocacy day on the hill for the Association of
CMHs of Kansas, Inc. was a day full of
advocating for Mental Health 2020 to legislators

in the PMHS catchment area.

Communicate audience-appropriate public
19 | health content, both in writing and through

oral presentation

Public health content communication was
achieved through the writing and publication of
the annual report services and data, as well as
through an oral presentation on the services and

data presented by other CMHCs in Kansas.

21 | Perform effectively on interprofessional teams

My primary team at PMHS came from three
different backgrounds, all seeking to further
mental health care. Being a member on this team
provided the space to create an annual report
that included influences from clinical, marketing,

administrative, and public health sides of PMHS.
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Attainment of MPH Emphasis Area Competencies

The competencies for an emphasis in infectious diseases and zoonoses were all
covered in my coursework. However, for this project there are two competencies in particular
that connect to mental health. Competency number one is to evaluate modes of disease
causation through pathogenic mechanisms. Infectious diseases are a possible pathogenic
mechanism for the development of mental illness, as is supported by research. The most
researched disorders are HIV-associated neurocognitive disorders or HANDs. HANDs include
HIV-associated dementia, mild neurocognitive disorder and asymptomatic neurocognitive
impairment, as discussed in the literature review. These three disorders are essentially all
dementia, but do not fall into the typical causative pathway for dementia. The more pathogenic
and widespread type of HIV, HIV-1, is known to have direct effects on the central nervous
system, which may be responsible for the development of these neuropsychiatric conditions.

The second competency that is relevant is number 3, which is examining the influence of
environmental and ecological forces on infectious diseases. Similarly to infectious disease, the
environment can be a major influencer when it comes to the development of mental illness. An
at-risk population for both mental illness and infectious disease is the homeless population.
There are three different relationships between health and homelessness: (1) some health
issues come before and contribute and homelessness, (2) some health issues are a
consequence of homelessness, and (3) homelessness makes treatment of many illnesses
difficult or futile. Mental illnesses and many infectious diseases fall into each of these
categories. One example, that combines infectious diseases and mental illnesses in this
context, is chronic schizophrenia as a precedent to homelessness, then infectious hepatitis
(commonly known as Hepatitis A) as a result of homelessness, and then an inability to get
access to care for a sustained period to go through complete treatment to prevent the cycle

from repeating itself.
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Table 5.2 Summary of MPH Emphasis Area Competencies

MPH Emphasis Area: Infectious Diseases & Zoonoses

Number and Competency Description
Pathogens/pathogenic mechanisms Evaluate modes of disease causation of infectious
' agents.
Host response to pathogens/immunology Investigate the host immune response to
’ infection.
Environmental/ecological influences Examine the influence of environmental and
3

ecological forces on infectious diseases.

Disease surveillance Analyze disease risk factors and select

appropriate surveillance.

Investigate the role of vectors, toxic plants and
5 Disease vectors
other toxins in infectious diseases.
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from Our E‘xmﬁv@ Director ?( E’uam? a\mr

L Edi Koshler Rebbin Cole, LSCSW
We believe Board Chai Ereoutive Brest

Pawnee Mental Health Services is a leader in
promoting healthy communities by providin
mental health and substance use treatmen
services which are driven by community, family,
and individual needs. "
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COUNTIES

WASHINGTON MARSHALL POTTAWATOMIE
WE SERVE 321 C. 5t Swite 102 404 M. 3rd 51. Suite 3 S10E. US Hwy 24

Washington, K5 66058 Marnysvile, K5 546508 Wamego, K5 §6457

TB5.325.3252 78554623707 FE5.456.7403
REPUBLIC RILEY
1836 M Street 001 ch:“i"l Bd.
BEE\""E. K5 88R35 Manhatian, K5 46502
785.527 2547 TE5.567.4300

1558 Hayes Dr.

-.IEWEI.I. Mannattan, KS 45502
122 West Main FBSSETAINS
Marikato, KX 86756 423-425 Houston St
7BS 378.5898 Nannattan, K5 6502

MITCHELL CLOUD

207-5 M. Mill 210W. 215t 51

Beloit, K5 47420 Concondia, K5 46701

7B5.738.5363 785.243.8900
503 Grant Ave
Chay Center, K5 47432
7B5.432 2108

BOARD OF
DIRECTORS

785567 4341

GEARY

814 Caroline Ave
Junction City, K5 &bd41
FB5.7&2.5250

1735 W. Ash 51,
Jumiction City, K3 &6441
FES23B.1085

Poranee is govermned by a Board of Direcfors appointed oy the County Commissioners of the ten counties served
oy the agency. Boord members and alternates are appointed o three-year terms by their respective county
commissicns. Special boord appointments include: an adult with a severe aond persistent mental Bness and the

parent of a chid with a serious emotional disfurbonce.

JEWELL COUNTY

Mel Brown, Treasurer
Karen Boden

CLOUD COUNTY
Sizter Beth Stover
Dravid BRemond

REPUBLIC COUNTY
Hizabefh [Leanns) DeJoia
Sharon Segerhammar, Vice-Chair
Meilvin Jeardoe

CLAY COUNTY
Mingy Blake
Ed Koahler, Chair
Fadia Hamadah, Alfermate

WASHINGTON COUNTY
Mary Tate
Anita Bolf

BOARD APPOINTMENTS
Stan Wilson

GEARY COUNTY
Andrea Mace, Secretary [2078])
Joy Davis, Secrefary (2017)]
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MITCHELL COUNTY
Eathy Webster
Terry Bailey

MARSHALL COUNTY
Bill Ceorny
Apil Todd

POTTAWATOMIE COUNTY
Lisx Kenworthy
Digne Hinrchs
Rick Hemandez
Todd Wilert

RILEY COUNTY

Anne Browne

Jirm Flynn, Treasurer



QOur mission Is to provide comprehensive quality mental health & substance use

Dur %e,rviwg

2,943 clients served

MEDICAL

* Medication Evaluation
* Medication Managemeni
= Tele-medicine o Rural Communities

COMMUNITY

Youth Rehabilitation Services

658 clients

= Community Psychiainic Support
and Treatment

= Individual and Group Psychosocial
Renabilitation

= |ndependent Living Skills Building

= Family Support and Education

= Shori-term Respite Care

= Targeted Case Managermeni

= Wraparocund Facilitation

= Attendant Care

Adult Rehabilitation Services
383 clients

= Community Psychiairic Support
and Treatrnent

= [ndividual and Group Psychosocial
Rehabilitation

= Targeted Case Management

= Benefit Specialist

* Attendant Care

= Peer Support

CRISIS

TRAINING &
EDUCATION

THERAPY & RECOVERY

Mental Health SRR ]

4,345 clients

* Individueal. Marital, Farmily,
& Group Therapy

* Competency to Stand Tral
Evaluaticns

* Psychological Evaluations

Substance Use
1,385 clients

* |Imdividual, Family, and Group
Jubstance Use Treatment

* Alcohol/Drug Screening & Referal

* Alcohcl/Drug Evaluation

* Level 1 & 2 Alcohol/Drog
Treatment

* Alcohcl/Drug Information
School [ADIS)

* Anger Evaluation

* Domestic Viclence Assessment

* Batterer Intervention
Prograrm (BIF)

* Anger Management Group

1.716 clients served

= Screening and assessrment of childrenf/adults to state psychiatric hospitaks or inpatient psychiatric units

= 2 licensed co-responders working with the Riley County Police Department

* Pre-admission Screening and Resident Review for confinued stay at Nursing Facilities for Mental Healtn

= Cowrt requested competency evaluations

= Crisis stabilzation services for youth and adults

= Crisis house for youth in Junction City and Concordia

= Forensic interviews for Child Advocacy Centers

= Crtical Incident Stress Management Team

= Provide Community Based Service Team meetings for Psychiainc Residenfial Treatrment Facility
Admissions and ongoing freatment plans

= Working towards completfion of the Crisis Stablzation Center in Manhattan, KS
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freatment & recovery services to sfrengthen the welliness of our communities.

hental Health First Ald is o pulcic education program

that teaches you how fo ldentify, understond, aond
respona to signs of mental illnesses ond substonce
use oiscrders. This B-hour training gives you the skils

you need fo reach cut onad provide inificl support 1o

somecne who moy be developing a mental heaolth
or sukstance use prololem and help connect them
fo the appropeiate core. For more information on a

class near you, plecse contact us ot 785587 4300 cr

mhfa@poawnee.orng.

EMPLOYEE ASSISTANCE
PROGRAM (EAP)

Owr Employee Assistonce Program is an
agreement between an crgonizoation or
company & Poanes Menfal Health Semvices
to provide assessment and refemal in order
ta help employees ond their families deal
with problems that affect ther personal lives
andfor job performance. The EAP is free fo
employees and immediate family members.
Businesses sign up for EAP services with us
and payment is bosed on the numoer of
employees. For further informaotion please
call us at 7B5 587 4300 or emaoil us at

deanna hol@pownee.cng.

%MWTTW

Pawnee is directed by an Execufive Director and a management team which is responsible for program
services across all ten counties served by Pownee.

Robkin Cole, LSCIW
Exmoufive Direotor

[}

Adarm .l'u‘ra.:CuFfrE‘_f, LECIW. LCAC  Shelli Schﬂﬂlr, LMASW
Theraopy 4 Beoovery kerdoes Dirmotor Community Servioes Dincofor

Padra Lassi, MD
Madioal Direcfor

Divorce &

- CHILDREN'S |

NEEDS

Chivorce and Children's
Meeads teache:s porents
hizw fio help ther
children novigote the
difficulfies associaoted
with divorce.

12 Divorce & Children's
Meeds classes offered

| BASIC/: |

?ﬂﬁﬂﬁﬂg

Basic Parenting = a
course based on fthe
Maficnal Edension
Parenfs Education
of Critical Parenting
Pracfices.

4 Basic Parenfing
sewzions offered

Rolert Hanson, BS
Chief Finanoial Offficer

2 porents served

MARKETING

Staff represented the agency at healthjwelliness fairs,
on community boands and committees, and gave
presentations in person, print. ond broodcost media.

Pawnee recognized:
Wearld Suicide Prevention Day
Intematinoal Survivor af Suicide Loss Day

All our counties declared:
May as Menfal Health Month
September as Recovery Month

Camber Boland, BS
Hurman Resowroes Dineofor

Karen Smothers, LSCSW, LCAC
Assistant Direotor, Clinical Direotor

Matt Myers, LEC3W, LMAC
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WHO WE SERVE

Unkncwn

£
Clay 347 o
Cloud 21 -
1,839
Jewell 104
Marshall 445
fohell 213
Foffowalomie 477
Republic 157
Filey 2,557
Washingfon T
Ouf of
Catchment

WHO SUPPORTS US

Ouvur foundation is grateful for the generous support of the following
individuals, organizations, and foundations.

£10,000 & higher

Bresgifast Cuk
Harbwecek Far Good
‘Wiliarn B Linda Richber
Sink, Gordon L Asoclates, LLF
Mory Tata
S.hl..l-lTl:l'ﬂnr
Thi Krogar Co
amey £ Assochates, CPas LT

£1,000-$9,999

Bhse Croas & Boa Shisdd
of Earaas Foundatian
L. Chde Jonos
Dane G. Hansan Foundation
First Presbyheslon Church
Gabler Roofing & Home
Imiprowement

Community Faundadon
Eyie & Lba Bauer

Leo & Joy Schall
Lincoln W & Donothy | Deinl
Endywmans Fund
MoCown Gordon
Confruction LLC

Poder Homnfin Coporation
Pilof Club of Junctian City
Robart L Alkon Boyd

Tary & Robbin Cobe

Tha Trust Comp=any

Tim E Tirea Stedfensmedies
Traaa Waaver ‘Waldhausr

B Duane E Koarma Hordgeen
Bl & Ermna Rikey Family
Foundation

Bl Palast

Boy Scout Troop 72
Choslene Trost

Chadle & Anne Browne
Crek Spooner L Kol Mogaon
City ot Concordia

City of Mankois

City of Washington

Dale E Dearma Hommaond
Dan & Dwanna Hal

David Cooi

David Gushals

Dat-orah B 5
D-I:hnllu:v.
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$100-3499
Adam E Butls
Andrea Moos

Todd

E’r'lﬂluﬂl:ﬂﬂ'lf
Ban E 2o Ann Branndr
Ben E Rachal Wikon
Badn Kadhsom
Bill & Fove Eormaedy
Bill & Arma Feyeshaim
Brian & Shall

Edtwin Oisanm

Elizatath U

m Sha

Candar

thleplcfh'lBL?.t "
Counselng L
Consubolion Sardoes, LLC

Frashman Suco s Acadenmy

Gary L Joorne Suslethe

Grogg & Gwan Eyastons

Jan Carlsan
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o2 1218 19-24 3555 »55
Client Ages
Race # of clients|
Amencan Indianf 71
Alaskan Native
Asian 5
[Black A&
White 4,003
COther/Unkrown 2,243
Dole & Suson Schinstock Pon Amanican Group
Dan and Michedle Farka Jockscn-kitas
i Expesrza Pohick & Eall Schutier
Darlene Gabal Marhuany
Dioreid ond Roberto J Pilot Club of Manhotion
Eramim Randy & Hiafrar
Dawid Coa Fandy & He Petesson
Dioraid Diafrias Richard E Somiantta
Dwnnis and Anbo Boft Rick L Jule Hemandez
Ciana Ricky's Calé
Diaone Goade Robert & Tan Wahle
Diane Minrkchs and Jackis Roger & Linda Johnson
Toburan Second Bopdst Church
Dm\urdmebntu Sath L Mofaols Gosdon
Dunra's Phamrmacy Shan
Ed Steven & Ched Graham
Lindia L. Maorsa Sua F. Stout
Lorane E Robsart Shaimel Susan L Jomes Joocobs
COrmos Sydney Codin
Mok and Judy Scheock The Dardd Health Group
McoTownGordon Chaiable  The Young Trusioe
Foundation Employes Tharese Milar
Motching Gt Fund Tim & Cindy Donohouws
Hﬂﬂ&m F;n:ir'lb- ‘m m.:u opitt
] & L] & T
MEch L Jamin Binns ‘Walzoma Club of
Moty E Koty Websher Wandy Matiock
Ntyson & Mancy Colboun Toch MoCalfray
Loy & SusanSehz Elrbesoiod
Lowa Hohanbory Sora Loes Boiery
Lucile Jahrson Smithileld Foods
Mok & Pomala Milkes Sire Guites
Martte Seaton Susan Sayson
M Broam Tary Planrera Sl
Madisa Koo od The Smimaons Company
Melodia Foolar TH‘I‘EMSTTDPITHI'{:‘(
Mike & Jule Clark Tireeboss Acaps
Miyea Platter Trovels B Aghlary Moaon
Mancy Hordy Tylar & Faddi Vela
Propsarhy, Inc. Wain L Suske Swanson
Pornela Hatesohl wiamen & Collean Robbper
Patbicha Shathman ‘wilam & Shamen
Prastan Chapal Washingfon
Roy and Mary M Eurtz willom Dby
Roy's Applamoricet wilmea Turison
Chay Canter YourCause
Fifo Ho-abchar [yourauss.com)
Roger E Virginia Raitz



HOW WE SERVE

REVEMUE/INCOME
Chient Fees P12 A7 383 4%
Allcwance Tor fee (34577 354]
adjustmentsfuncollectables
Miscellaneous Income U
[Fublic Suppor 3%
state/Federal Funding F2. 454 385
County Funding P1O44 593 A5
Local Funding kY kel
TOTAL 512,340,700

Calares & Benefifs 7 530781
EXPENSES |Tperafional Cosfs 2543300

. \ TOTAL TZ773.287]

Philanthropic Grants ELERLL)

Blue Cross Blue Shield of Kansas.. ... §2,000

Caroline Peine Chantable Foundation.. 344,750

Dane G. Hanson Foungaion.. ... £11.370

Greater Manhattan Community Foundafion....$58,750 Governmental Grants

Howe Family Foundation 326,000 City of Manhattan - 2018 Special Alcohol Funds........... £40,000
Lincoln W. and Doty | Deinl Endowed Fund.. $7.750 City of Manhattan - Community Block Grant................. 427 450
Tower Mental Health Foundafion ... $11,554 K5 Dept. of Aging & Disability Services - PATH Grant.... 543,753
Wie Are Wamego $1.000 K5 Dept. of Transporation fap 205
Sub Total 2115174 Suk Tohbal 5140428

PLEASE SUPPORT US

Yes! | want to contribute to the work of Pawnee Mental Health Services by GIVIMG!

| will support by pledging a gift of § . D My company will match my gift.

D Full Pizdge Amourit, Check Enciased
[Fayable to Pawnes Mental Health Foundation, PO Box 144, Manhattan, K5 §6505-01 454]

D cradit Card E‘;"I;_i oo Exp Date i eve

D Donate online at wlw.Downee.org/oontioute-to- ==

Danor Mame|s)
Flease prnt name|s] exoctly as you would like tThem fo appear in recognifion matedials.

Address
City State Iip Code
Ermiail Address Prhione Mumoer
Signature Date
pf—:_;}‘;*-',' :T:;;m rl-::: mumm pour name uzed in recognifion materiak.
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OUR FOUNDATION

Our mission is to secure financial support
and to manage assets and investments — L,

to help sustain and promote the mission Gitee e
of Pawnee Mental Health Services. FOUNDATION
Seth Gordon Ed Koehler Kyle Bauer
President Governing Board Liaison Mitch Binns
Mavurice MacDonald

Tyler Damell Robbin Cole Heather Peterscn
Vice-President Executive Director Wayne Sloan

_ Tem Wahle
Jeff Pfannenstiel Kathy Webster
Secretary/Treasurer

Tresa Weaver

The Pawnee Mental Health Foundation is a 501(c)(3) non-profit organization. For
information on how you can support the mission of Pawnee Mental Health Services
through a tox-deductible charitable contribution, please contact the Develepment
Manager at 785.587.4300 or development@pownee.org.

Pawnee's work of
responding to needs,
building healthy
communities and
restoring lives is
powered by private
donors. Philanthropic
suppaert helps equip
Pawnee to provide
comprehensive
menial heaith care
to the adulfs, children
and youth who seek
assistance. Privafe
donors help bridge
the gap between
_the cost of deiivering
the services that
our neighbors need
and what they
can afford.

bitly/PawneeMts  [iMpEWRESIGIGN @PawneeMHS ,

Pawnee Mental Health Services is a 501{c){3} non-profit organzafion
P.O. Bax 747 Manhatian, K3 46505

[
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Appendix 2 - CMHCs in Kansas

KANSAS COMMUNITY MENTAL HEALTH CENTER DIRECTORY

BERT MASH COMMUMNITY MENTAL
HEALTH CENTER, INC.

Patrick Schmitz, CEO

200 Maing, Suite A

Lawrence, K5 66044

Telephone: 785-843-91092

Fax: 785-843-0264

pschmitziEbertnash org

CENTRAL KANSAS MENTAL HEALTH
CENTER

Kathy Maosher, Executive Director
809 Elmhburst

salina, K5 67401

Telephone: 785-823-6322

Fax: 785-B23-3109

kmoshergEckmhc org

COMCARE OF SEDGWICK COUNTY
Joan Tammany, Executive Director
271 W Third Street Morth

Wichita, K5 67202

Telephone: 316-660- 7600

Fax: 316-660-7510

joan_tammal ick.gov

COMMUNITY MENTAL HEALTH CENTER
OF CRAWFORD COUNTY

Rick Pfeiffer, Executive Director

911 E. Centennial

Pittsburg, K5 66762

Telephone: 620-231-5130

Fax: 620-235-7148

rpfeiffer@cmhoccong

COMPASS BEHAVIORAL HEALTH
Lisa Southern, Executive Director
531 Campus View/PO Box 477
Garden City, K5 67846
Telephone: 620-276-76E0

Fax: 620-276-0501

Isouthern® compassbh.org

CROSSWINDS COUNSELING & WELLNESS
amanda Cunningham, Interim Exec. Dir.
1000 Limcoln

Emporia, K5 66801

Telephone: 620-343-2211/B00-279-3645
Fax: 620-342-1021

acunninghamiEcrosswindsks. org

ELIZABETH LAYTOMN CENTER
Leslie Bjork, Executive Director
2537 Eisenhower Rd/POD Box 677
Ottawa, KS 56067

Telephone: 785-242-3780

Fax: TE5-242-6397

Ibjork& laytoncentar.org

FAMILY SERVICE & GUIDAMNCE CENTER
Brenda Mills, CED

325 5W Frazier

Topeka, K5 66606

Telephone: 785-232-5005

Fax: BEE-972-5031

bmills clopeka.com

FOUR COUNTY MENTAL HEALTH CENTER
Greg Hennen, Executive Director

3751 West Main

Independence, K5 67301

Telephone: 620-331-1748

Fax: G20-332-1940

EhennenEfourcounty. com

HIGH PLAINS MENTAL HEALTH CENTER
walt Hill, Executive Director

208 East Tth Street

Hays, K5 67601

Telephone: 785-628-2871/800-432-0333
Fax: 7B5-628-143E

walt.hillEhpmhc.com

HORZOMNS MENTAL HEALTH CENTER
Michael Garrett, CEQ

1500 M. Lofraine Suite 202
Hutchinson, K5 67501

Telephone: 620-663-7595

Fax: 620-728-2038

garrettmy&hmhc.com

IROOQUOIS CENTER FOR HUMAN
DEVELOPMENT, INC.

Ric Dalke, Executive Director
610 E Grant Avenue
Greensburg, K5 67054
Telephone: 620-723-2272
Maobile: 520-271-3807

Fax: 620-723-3450

icdalkeSi

57

JOHNSOMN COUNTY MENTAL HEALTH
CENTER

Tim DeWesass, Director

E000 Lamar, Suite 130

Mission, K5 66202

Telephone: 913-715-5000

Fax: 913-BE26-1504
tim.deweese & 0roFov. oE,

KAMZA MENTAL HEALTH & GUIDAMNCE
CENTER

David Jasper, CED

909 south 2™ Street

Hiawatha, K5 656434

Telephone: 7E5-742-7113

Fax: 785-742-3085
delsbury@kanzamhgr.org

LABETTE CENTER FOR MENTAL HEALTH
SERVICES

Matt Atteberry, Executive Director
1730 Belmont

Parsons, KS 67357

Tel-q:hune: 620-421-3770

Fax: 620-421-0434

miatt & cmhs. com

PAWMNEE MENTAL HEALTH SERVICES
Robbin Cole, Executive Direchor
2001 claflin Rd

Manhattan, kK5 56502

Telephone: 7ES-587-4300

Fax: 785-5B7-4377

robbin cole@ pawnes org

PRAIRIE WVIEW, INC.

Jessie Kaye, President and CED
1901 East 1% Street

Mewton, K5 67114
Telephone: 316-284-6310
Fax: 316-284-6491

SOUTH CENTRAL MENTAL HEALTH
COUNSELING CENTER, INC.

Dan Rice, Executive Director

520 E Augusta Ave.

Augusta, KS 67010

Telephone: (316) 775-5491

Fax: 316-775-5442

danirice @scmhcc.org
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KANSAS COMMUNITY MENTAL HEALTH CENTER DIRECTORY

SOUTHEAST KANSAS MENTAL HEALTH

CENTER

Mathan Fawson, Executive Director
304 Jefferson

loda, K5 66749

Telephone: 620-365-B641

Fax: 620-365-B642

nfawson&sekmhc.org

SOUTHWEST GUIDANCE CENTER
Leslie Bissell, Executive Director
333 W 15" St/PO Box 2495
Liberal, K5 67905

Telephone: 620-624-E171

Fa: 620-624-0114

IbissallEsweuidance ong

SPRIMNG RIWVER MENTAL HEALTH &
WELLMNESS, INC.

5cott Jackson, Exeoutive Director
6610 5E Quakervale Road/Box 550
Riverton, K5 66770

Telephone: 620-848-2300

Fax: 520-E4B8-2301

sjacksonEsmmiw. org

SUMMER MENTAL HEALTH CENTER
Rick Gaskill, CEQ

1601 West 16™ Strest

wellington, K5 67152

Telephone: 620-326-7448

Fax: 620-326-6662
reaskill@sumnermentalheatth. org

THE CENTER FOR COUNSELING AND
COMNSULTATION

Julie Kramp, Executive Director
5815 Broadway

Great Bend, K5 67530

Telephone: 620-792-2544

Fax: 620-792-7052
juliek@thecentergb.org

THE GUIDANCE CENTER, INC.
Keith Rickard, Executive Director
500 Limit Strest

Leavenworth, K5 66048
Telephone: 913-682-5118

Fax: 913-682-4664

krickard @ mytgc ong
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WVALED BEHAVIORAL HEALTHCARE
Bill Persinger, CEQ
330 5W Dakley
Topeka, K5 66606
Telephone: 785-228-3071
Fax: 785-7B3-7516
rsi alectopeka.

WYANDOT CENTER FOR COMMUNITY
BEHAVIORAL HEALTHCARE, INC.
randy callstrom, President/CED

757 ArMstrong Avenue

Kansas City, K5 656117

Telephone: 913-328-4600

Fax 913-233-3350

callstrom r@wmhci.org

Updaind 331718



Appendix 3 — Lobbying Policies
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534 5. Kansas Ave, Suite 330, Topeka, Kansas 66600
Telephone: T5-234-4773 ! Fax: TA5-234-3189

waaw. acmich ong
FY 2019

The Association supports funding in the amount of $1.8 million from the Siare General
Funding (SGF) to support the community crisis centers which were 1o be funded by 2017 HB
2194 relating 1o lottery vending machines. However, this revenue is no longer anticipated 1o
be received this fiscal year.

FY 2019 and 2020

Mental Health 2020

The Association proposed a package of mental health improvement initiatives in August 2017 that we called
Mental Health 2020, This aimed to restore funding balance to the Community Mental Health Center (CMHC)
Syatem as well as assist in workforce development programs to increase the numiber of psychiatrists who will
be frained and incentivized to stay in Kansas. The Association also requested funding for the Kansas
Department of Aging and Dizability Services (KDADS) to invest in community-based crisis stabilization and
treatment services similar to programs commenced in Kansas City with Rainbow Services, Inc. and in Wichita
with the COMCARE Crisis Center.

Addressing the Needs of the Uninsured and Underinsured-Restoring the Promise of Mental Health
Reform. The Kansas Mental Health Reform Act of 1990 paved the way for all Kansans to receive community
based mental health freatment. The CMHC= are required to serve every person who walks through their doors,
regardless of their ability to pay, much like community hospitals. This funding stream has been reduced
significantly over the last decade, though the demand for services from the uninsured and underinsured
continues to increase. If those in need of services do not receive fimely treatment, they may have to be served
in emergency rooms, state hospitalz or jailz, all of which are much more expensive than community-based
senvices.

Leaders in the Legiglature stepped forward to begin the process of restoring the promize of mental health
reform during the 2017-2018 Legislative Biennium. $5.5 million was restored to the CMHC conftracts program
for FY 2018 and an additional $6 million was restored to this program for FY 2019. We ask that legislators
help us keep these commitments and work toward the goal of retuming to at least the same level of funding as
FY 2007 and restoring the process of mental health reform and supporting Community Mental Health Centers.
To account for the growth in persons served, our request to the Legislature is for $13.2 million.

Support Community Crisiz Center Funding. Support and enhance current funding community crisis centers
for FY 2019 as necessary. Funding to establish local public/private partnerships for regional Crisis
Stabilization Units has helped provide treatment for those individuals who can be stabilized without utilizing a
State psychiatric hospital. This model of care that provides a “port of calm” for patients should be replicated
where possible across all communities in Kansas.
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Medicaid Expansion. More than half of those who present for freatment at CMHCs have no ingurance.
Expansion of Medicaid will provide coverage for those who have a mental illness so they can access needed
mental health treatment in their communities. What we know is that if a person with a mental health need does
not have insurance, he or she is less likely to seek out care, which means that CMHCs oftentimes are dealing
with crisis situations for those without insurance. Our Association strongly believes that mental health
treatment parity needs to be a requirement of any expanzion plan.

Enhance Medicaid Rates for Behavioral Health. Medicaid reimbursement rates for providers of specialized
senvices are not adequate to maintain and enhance the behavioral health network in Kansas. With stagnant
rates and increased expectations, we have seen increased tumover in many of the professions we employ. In
order to support a robust public mental health system that can provide specialized senvices to individuals
experiencing a mental iliness, we need to ensure that our professionals are adequately reimbursed.

Support Increase of the Residency Program at the University of Kansas Department of Psychiatry.
CMHC= and the State psychiatric hospitals are facing an alarming shortage of licensed psychiatrists who
gpecialize in the treatment of persons with mental ilness. Kansas has logt a significant number of peychiatrists
over the last decade due to a reduction in training programs and retirements. This trend needs to be reversed
and could be achieved by doubling the number of residents at KU to begin the process of replenishing this
shorfage and helping Kansas to be a national leader in mental health treatment.

Address Critical Meeds in Psychiatric Inpatient Resources. Reductions in State psychiatric inpatient
budgets, coupled with funding reductions in Mental Health Reform dollars, have resulted in our system
reaching a crisis. The State hospitals are the inpatient safety net for individuals with severe mental illness in
Kansas. Seventy (70) percent of those admitted to State hospitals do not have Medicaid as a payor source.
We support returmning the bed capacdity at Ozawatomie State Hospital to 206 beds either on that campus or
through regional psychiatric hespital sites. Our state cannot afford to lose any more inpatient beds.

Support Use of Problem Gambling and Addictions Fund (PGAF) As Provided in Statute. Senate Bill 66,
the Expanded Lottery Act, established the Problem Gambling and Addiction Fund to treat pathological
gambling and other addictions. Two percent of state gaming revenues are supposed to go to establish
prevention and treatment programs as well as long-standing funding gaps in the prevention and treatment of
substance use disorders.

Support initiatives providing care coordination. Kansas should be a leader in establishing care
coordination programs for individuals on Medicaid with chronic conditions. Health homes type programs that
imtegrate physical and behavioral healthcare should be the comerstone of Medicaid. Providing the right care at
the right time for patients, and linking those patients to other community resources is a core value of CMHCs.

Increase access to critical housing resources. Lack of stable housing resources for individuals with a
mental illness remaing &s an issue across Kanzas. What we oftentimes see, iz that without the availability of
housing, recovery for those individuals remains beyond their reach. The Association supports the funding and

implementation of the Medicaid housing programs that were approved and funded by the 2018 Legislature.

Support Recommendations of the Mental Health Task Force. The 2017 and 2018 Legislatures
respectively authorized and reauthorized a Mental Health Task Force supported and facilitated by the Kansas
Health Institute. Recommendations made by the Task Force as part of its work cover a wide amay of issues
not just in mental health, behavioral health and health care overall.

Oppose efforts that could destabilize the public mental health system. CMHCs are the foundation of the
public health safety net. They have a statutory and contractual rezponsibility to serve every patient regardless
of their ability to pay. Any changes to Medicaid, which is an integral pariner in helping CMHCs provide
behavioral health treatment, must be thoughtfully and thoroughly vetted.
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