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New York State Systems of Care:
Action Planning Workshop Data Report

One of the many challenges in mental healthcare is a lack of cross-agency coordination bringing together
services across the many systems that serve children and their families including social services, juvenile
detention, mental health, medical, care management, education, addiction services, developmental
disabilities, and caregivers. Consequently, there are significant limitations in mental healthcare resulting
in an “overuse of excessively restrictive settings, limited home- and community-based service options,
local of cross-agency coordination and a lack of partnerships with families and young people” (Stroul, Blau,
& Larsen 2021). Use of the system of care (SOC) approach with child and youth mental healthcare offers a
potential solution to rectify these difficulties.

An SOC is a theoretical framework defined as “a comprehensive spectrum of mental health and other
necessary services which are organized into a coordinated network to meet the multiple and changing
needs of severely emotionally disturbed children and adolescents” (Stroul and Friedman, 1986). The goal
of the system of care philosophy is to harness the wide array of services available in communities across
the many system domains to create a functional referral network and centralized coalition of partnerships
that provide accessible, coordinated care that is culturally competent and incorporates family and youth
voices.

In New York State (NYS), there is a long history of adoption and implementation of the SOC framework.
Multiple grants awarded to New York counties by the Center for Mental Health Services of the federal
Substance Abuse and Mental Health Services Administration (SAMHSA) since 1994 have helped support
the broad-scale operation, expansion, and integration of the SOC approach via the development of
sustainable networks and infrastructure. The NYS Office of Mental Health (OMH), in partnership with
multiple state, local, and county stakeholders, is in the final year of a four-year SAMHSA grant known as
the NYS SOC Project. The NYS SOC Project is building on the successes and lessons learned from the prior
2016-2020 SOC Expansion Grant (known as NYS ACHIEVE).

Engaging counties in SOC framework implementation can be challenging. To provide a structured process
to assist counties, Policy Research Associates created the SOC Action Planning Workshop (APW) curriculum
during the NYS ACHIEVE grant to help assess systems-level needs and entry points, in addition to
identifying service-level gaps and barriers. The APW was adapted from the Sequential Intercept Model™,
which aims to aid communities in mapping the flow of services that support children with mental health
needs within the juvenile justice system.

APW Format and Demographics

The APW takes place over the course of a single full day or up to several partial days depending on the
availability of the participants and the chosen workshop formatting. The workshop is led by the NYS SOC
Project team in partnership with a local county coordinator (or team) who collectively provide support for
the step-by-step planning processes and prepare the APW series materials. A county coordinator or team
develops a workshop invitation list of county stakeholders representing a broad range of systems to
collaborate in the local children’s system of care development and strategic planning. Latham (2014)
explains the effectiveness of a collaboration significantly impacts the coalition’s ability to promote positive
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systems change, therefore, APWs provide an opportunity for representative stakeholders across systems

to come together to identify priorities and develop a local SOC action plan. Key system partners include

mental health, medical, care management, education, community providers, substance use, crisis, public
health, juvenile justice, developmental disabilities, caregivers, and child welfare.

The first SOC APW was held in October 2020 during the COVID-19 pandemic, which required the workshop
curriculum to be reformulated into a fully virtual format. As pandemic restrictions were lifted, the SOC
Project team began offering the workshop series in-person and in a hybrid format as well based on the

county’s preference. Figure 1 (left)

WORKSHOP PRESENTATION FORMAT illustrates the prevalence of counties
Virtual W In-Person that have completed workshops in
m Hybrid each of the delivery formats. The five

New York City (NYC) counties went
through an abbreviated version of the
SOC APW and are not represented in
Figure 1.

Assessing implementation and
malleability of the SOC framework in
rural counties in comparison to urban
counties has been a focus area for the
NYS SOC Project because of the ways
rural infrastructure may differ from
urban centers. As per the U.S. Census
Bureau (2021), rural counties can be
considered as those with populations
of less than 200,000 individuals. Based
on this definition, 24 rural counties and

13 urban counties have completed the

Figure 1: Prevalence of workshop format across NYS counties.
SOC APWs.

As of May 2024, 60% of all NYS counties have completed the APW. Across NYS OMH regions, 12 workshops
were completed in the Central region, 10 workshops in the Western region, 10 workshops in the Hudson
River region, and five in the New York City region. Figure 2 (below) illustrates the geographic breadth of
the 37 counties that have completed APWs across NYS, county population density, and the year of APW
completion. There are many common challenges, needs, priorities, barriers to care, and goals shared
across locales, which are reflected in workshop participant’s Self-Assessment Survey responses (additional
details below). Many of these shared issues differ in severity and intricacy between rural and urban
regions, however they are difficult to tease out due to the limitations of the survey responses, given that
this was not the central focus of the surveys. It could be useful to delineate the variations between urban
and rural regions in future research to understand how population density and disparate infrastructure
might influence service and support resources and how they can be harnessed to bridge gaps and create
opportunities.
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Figure 2: Counties that completed APW between 2020 to 2024.
Note: Year indicates SOC APW completion date.

Participants complete a Self-Assessment Survey prior to the workshop to document perspectives and
provide input that aids the collective group in the process of selecting priority areas for change. This
assignment allows individuals, regardless of role or system affiliation, to provide data in several areas
pertaining to population needs, service needs, funding, access points and barriers, underperforming
services, service gaps, and implementation barriers. The responses to this survey are used as the starting
point for a discussion on the system-level gaps and opportunities for positive change in each county. The
following report is a synthesis of the Self-Assessment Survey data for APWs conducted between 2020 and
May 2024. Because the first APW began at the height of the global COVID-19 pandemic, the data is
reflective of both longstanding and newly arising needs and challenges that emerged during this
timeframe across NYS.



Office of
Mental Health

HEW
YORK
ém

The first question of the Self-Assessment Survey asks participants to identify needs of the youth and family
population in their respective counties. Data compiled from 37 counties identified a range of issues from
basic human needs requirements to needs for a variety of services, including those for substance use,
developmental disabilities, family/caregiver support, transportation, crisis, and mental healthcare
services (Figure 3 below).

Needs and Concerns of Youth and Families

Needs of Population

Mental Healthcare Services —00%

Basic Needs I  O5%
Substance Abuse I 34%
Developmental Disability Services I /3%
Educational Attainment I /8%
Family/Caregiver Support NI  70%
Medical and Dentalcare I 70%
Community/ Home-based Services I 57%
Case management I 57%
Transportation GGG 57 %
Trauma Informed Care I 57%
Crisis Services NN 51%
Anger Management I 49%
Socialization/ Social Isolation GG 413%
Safety Concerns NN 43%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Figure 3: Needs of county population.
*Reported by 37 counties.

All counties reported youth and families needed mental healthcare services and required a “continuum
of psychiatric supports” that included psychiatric evaluations, emergency evaluations, crisis intervention,
hospitalization, discharge, and individual as well as family therapy. Notably, 95% of counties said youth
and families were concerned about meeting their basic needs for living which included access to housing,
financial assistance to address poverty, clothing, and food security.

Eighty-four percent of counties stated substance abuse and addiction was a concern among their
population. Counties recorded a need for substance abuse evaluation, treatment that included
detoxification and rehabilitation services, addiction counseling, and substance abuse education. One
county requested further specialized services educating younger children on “use/misuse of multiple
substances, especially cannabis” as well as “regarding risks of early onset substance abuse for both adults
and children.” Counties also mentioned concerns around the use of fentanyl, opioids, and vaping, but did
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not elaborate further. More than three-fourths of counties (78%) stated problems with educational
attainment, especially truancy, were an issue amongst their target populations.

Seventy-eight percent of counties documented the need for developmental services to serve youth and
families with multiple complex needs. One county remarked, “As service providers and placements have
disappeared, youth with intellectual disabilities/developmental disabilities are being pushed into the child
welfare system when they show up in hospitals.” Counties suggested the needed services should include
physical therapy, occupational therapy, early childhood education and special education. Seventy percent
of counties said there was further need for medical and dental services, especially pediatric dental
providers. Likewise, 70% of counties underscored the need for family and caregiver support services.
More than half the counties noted their communities also required community and/or home-based
services (57%), and crisis services (51%).

Along with an increase in services, more than half the counties (57%) stated their population needed case
management and service coordination provisions to advocate for their clients, manage the volume of
services, and navigate the complexities of each system. One county shared that system navigation is
important for “assistance and support in remaining connected to therapy, psychiatry, medical and
specialty providers (e.g., transportation, understanding medication, maintaining appts).” Counties added
system navigation should include assistance with applying for insurance, SNAP benefits, social security
and medication management. Fifty-seven percent of counties reported a need for transportation among
their constituents.

Safety was a concern for 43% of counties, who reported issues with community and domestic violence, as
well as parental neglect and abuse. A few counties highlighted the need for greater investigation into
issues of domestic violence and an increase in victim/survivor services, providing shelters that are
“structured, safe and social environment[s] that have wraparound services,” family/partner violence
counseling, and education on conflict resolution skills. This sub-population requires further trauma
informed care along with victims of other forms of trauma —a crucial need noted by 57% of counties. This
need included education and resources made available to parents and providers, grief counseling, as well
as realization and treatment of intergenerational trauma. Moreover, anger management was cited by half
the counties (49%) as a need for their youth who demonstrated challenges with emotional regulation.

Social isolation was highlighted by 43% of counties who indicated the need for positive socialization
opportunities in their local communities for youth. Counties attributed social isolation to many reasons:
safety concerns, remote learning due to COVID-19, “self-isolation related to social media,” limited after-
school activities, and absence of recreational venues for youth.

A unique challenge to four out of five NYC counties was needing services to address the growing immigrant
and refugee population in the region, particularly programs in school settings and assistance with
academics.
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The second question on the Self-Assessment survey asks respondents to identify common barriers to
access in their respective counties. Data compiled for 37 counties reported access barriers on the
following themes: waitlists, staffing shortages, lack of knowledge of available services, limited
funding/resources, transportation, eligibility criteria to accessing resources, family/caretaker
disengagement, language limitations, negative stigma and lack of childcare support (Figure 4 below).

Barriers to Accessing Services and Programming

Barriers to Access

Transportation I  95%
Staffing/Workforce Challenges I  39%
Awareness of Services I  39%
Waitlists I 39%
Funding/Resource Limitations I  34%
Eligibility/Qualification Challenges I /6%
Stigma I 54%
Difficulty Engaging Family/Youth/Parents I 51%
Language Barriers I  16%
Referrals EEEEG—EE 41%
Childcare GG 35%
Scheduling Challenges I 4%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Figure 4: Barriers to accessing resources in counties.
*Reported by 37 counties.

Transportation was the most commonly reported barrier to accessing services and resources, with 95% of
counties indicating it restricted youth and families from connecting with providers. Counties documented
that geographic isolation prevented those living in remote rural areas from accessing locally available
services and programs. Several counties also noted the limitations of bus schedules. Counties said buses
did not run in the evenings in their region restricting students from participating in “positive activities
after school.” Oftentimes these “positive activities” were outside county boundaries, too far to appreciate
without reliable consistent transportation. Transportation also served as a barrier to employment
opportunities, with one county stating, “Most often youth do not have transportation to and from job
sites and have minimal supports in place.”

Barriers related to staffing and workforce were raised by most counties (89%). Concerns were related to
limited or lack of service providers, challenges with workforce retention, as well as high turnover. Counties
reported a statewide “workforce crisis” resulting in serious “capacity challenges” due to staff shortages,
which has resulted in lengthy waitlists and delays in providing services. Counties remarked providers are
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paid “below market value, making recruitment difficult.” Several counties noted COVID-19 widened the
wage gap, deepened staffing shortages, and narrowed the volume of available services. All counties
except for four (89%) identified waitlists as a barrier to access. One county noted youth can sometimes
wait up to two months before being able to access services.

Lack of knowledge and/or awareness was also cited by 89% of locations as a barrier to service access. This
included a lack of knowledge of available services, programs, supports, or how to access them and/or
navigate systems. One county stated, “People are often unaware of what services are available to
them/where services are located; knowing where to go. The services are not advertised; there needs to
be a better mechanism for reaching youth and families.” Families struggled with navigating bureaucracy,
citing issues with filling out documentation and paperwork, finding a point person to communicate with
within each system, as well as obtaining insurance. One county reported, “Engaging parents and youth
when they feel that too many services and options are available [is] confusing.”

Funding and resource barriers were voiced by 84% of counties, which included technology concerns such
as availability of internet access, cellphone service, and data. Counties reported that limited access to the
internet has created barriers to accessing telehealth services that would be useful in low resource regions.

Seventy-six percent of locations reported barriers related to meeting eligibility and qualification
requirements necessary to access services. One prominent example was either lack of insurance or
disparity of services available to children and families based on payer systems—private insurance versus
Medicaid. Medicaid recipients were noted to be eligible for programs and services that barred patients
with private insurance, and vice versa. Counties, additionally, remarked Medicaid applications were time
intensive to complete and in the meantime children and families were at greater risk of further
deteriorating. Age and diagnostic criteria further limited youth from accessing services. One county
reported, “We also experience barriers for children who do not have a diagnosis yet but are in need of
services immediately, [who] we can’t serve until proof of qualifying diagnosis is secured. At times,
transition age youth who are not 18 yet but living on their own request our services but are unable to
obtain services without parental consent.”

Fifty-four percent of counties reported stigma as a barrier to services. One county reported, “The
department is very stigmatized, so some families shy away from preventative services.” Family
engagement and lack of buy-in was noted by 51% of counties as a limitation to accessing services. A
county stated, “these are families that are usually very stressed out and to add one more ‘thing’ for them
to do sometimes isn't helpful.” Several counties highlighted families would often not have the insight to
recognize the need for or potential benefit of available services. Other times, families were unwilling to
recognize their child was exhibiting mental health difficulties. A county stated, “Many services require
parent permission, and some parents are near impossible to get ahold of or do not support their
children/families utilizing the service.” One county provided the example that parents were unwilling to
acknowledge their child has a problem with substance abuse resulting in underutilization of outpatient
substance abuse programs. A few counties reported families feared reaching out to crisis services because
it could lead to their child being taken away from their home either through hospitalization or through
involvement of Child Protective Services and/or police. These fears fed into their distrust of the system.
Reporting indicated that families also feared placing labels on their child, felt overwhelmed by the number
of services, and were concerned about negative stigma.
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Forty-one percent of counties said the referral process was a barrier to receiving services and was a point
of “disengagement.” Counties reported that the referral process was slow and made it “difficult to
[provide] wraparound opportunities with student[s].” Referral processes sometimes require extensive
paperwork, documentation, and/or diagnostic information from providers who do not respond
punctually. One county stated that care managers were not familiar with service referral processes
specific to community and home-based care services, delaying receipt of services. Another county noted
challenges when families receive referrals but then do not respond in a timely manner, indicating this
issue usually occurs when the youth is older or their own consenter. One county highlighted that failures
in the referral process can be overcome through greater connection and collaboration among services.

Family disengagement was reported to be further driven by the lack of affordable and reliable childcare
support, which was documented by 35% of counties as a barrier to accessing services, particularly in-
person appointments. Parents who did not have childcare support at home would need to bring their
small children with them to their appointment and were “unable to focus on themselves and talk openly.”
Scheduling challenges to mental health and mental health adjacent services were documented by almost
a quarter of counties (24%) who noted lack of service availability after school and work hours. Counties
cited limitations of having services available solely through the school during school hours as inhibiting
youth who did not attend school-- either due to truancy or homeschooling--from accessing these services.

Immigrant population faced unique challenges of their own. Language barriers were noted by 46% of
counties. Non-English speakers and/or immigrant populations faced barriers to access due to lack of
language lines and/or lack of bilingual staff members providing services. Several counties remarked having
staff of color would be useful in building rapport with youth and families of color, who are
disproportionately affected by medical and mental healthcare burdens as well as systemic
marginalization.
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The third question on the Self-Assessment survey asks respondents to identify services that need
improvement in their organization. For respondents in the NYC counties, wording was adjusted to ask
about services needing improvement in their “borough.” Looking at compiled data for 37 counties, a
variety of services needing improvement were reported, ranging from parent support and community
services to housing, respite, and psychiatric services (Figure 5 below).

Services Needing Improvement

Services Needing Improvement

Family/parent supports/services I /3%
Home-based/Community services NI 65%
Therapy/counseling/psychology I 54%
Housing I 51%
Respite services NN 41%
Preventive services NN 41%
Transportation NG 41%
Peer services NN 35%
Care/case management NG 27%
Psychiatric services I 1%
Substance use services/treatment I 24%
Crisis services NN 21%
School-based services I 24%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Figure 5: Services needing improvement.
*Reported by 37 counties.

It was notable that almost three-fourths (73%) of counties reported needing improvement in
family/parent supports/services, such as family therapy, parent education, parent support groups and
parenting classes. Counties reported on the specific need for additional parenting support for cross-
system children, further supports for parents of children with disabilities, and the need for respite services
for families of children with behavioral issues. As one county remarked “often the family system needs
support; not just the child.”

Another important set of services that many counties (65%) reported needed improvement were home-
based and community services. Counties specifically noted a need to improve CFTSS (Children and Family
Treatment and Support Services), HCBS (Home and Community Based Services), HBCI (Home Based Crisis
Intervention) services, as well as a need to improve home-based mental health services and home-based
therapy in general. Therapy and counseling services themselves were also noted by a significant number
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of counties (54%) as needing improvement. Specifically, one county observed the need for expanded
hours for all counseling services to include evenings and weekends.

Housing was another service needing improvement noted by just over half of counties (51%), with
multiple counties reporting the need for affordable housing in particular. Counties also highlighted the
need for housing for youth ages 18-24 years old, youth transitional housing, family housing, emergency
housing and housing for clients seeking recovery in outpatient treatment. Likewise, respite services were
also reported by many counties (41%) as needing improvement, with counties indicating long waiting lists
and a need for expansion of their respite services.

Forty-one percent of counties also mentioned the need for improving their preventive services, with one
county underscoring the “need to be preventive/proactive vs. reactive.” Multiple counties mentioned the
need for evidence-based preventive services, with specific mention of substance use prevention services
and programs focused on parenting, including services like the Magic Parenting Program, Caring for a
Newborn Parenting Program and Surviving Adolescence Parenting Program.

Transportation was also mentioned by many counties (41%) as needing improvement, with one county
reporting the need for “accessible and affordable transportation services.” Meanwhile, peer services were
noted by about a third of counties (35%) as needing improvement, with counties specifically mentioning
the need for improving both family and youth peer services. Highlighted areas included family peer
advocacy and support, as well as peer mentoring and peer support.

Care/case management was reported by 27% of counties as needing improvement. Similarly, about one-
fourth of counties (24%) noted the need for improved psychiatric services, with a few counties noting a
shortage of psychiatrists. Specific psychiatric services mentioned included psychiatric evaluation and
consultation, inpatient treatment, and CPEP (Comprehensive Psychiatric Emergency Program) evaluation.
The need to improve substance use services came up for about one-fourth of counties (24%), including
improvement of substance use related supports, medication assisted therapies (MAT), counseling for
youth with substance use issues, and substance use prevention services.

Crisis services were also noted by about one-fourth of counties (24%) as needing improvement. Counties
reported not only a need to expand mobile crisis service availability and for crisis services in schools, but
also a need for crisis services serving special populations such as those with developmental disabilities
and complex needs. One county noted the need for “Having a Mobile Crisis Team that is designated to
responds just to children/youth & family calls ([as this is] such a specialized skill).”

The need for improvement in school-based services was similarly reported by about one-fourth of
counties (24%), with counties expressly highlighting the need to improve mental health services and
supports in schools. Specific services and supports mentioned included crisis services, after-school
programs, clinical group offerings and school satellites. One county noted the limits of school-based
services, saying that “schools are being tasked with providing supports outside of our purview. We can
also only offer services while school is in session; [students] need services over breaks/vacations.” Lastly,
it is also notable that though not a service, many counties reported staffing as something that needs
improvement. Additionally, multiple counties also reported a need for more mental health services in
general, without identifying specific services. There were no prominent unique needs for the New York
City counties.
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The fourth question on the Self-Assessment survey asks respondents to identify services that are needed
but not offered by their organization. For respondents in the NYC counties, wording was adjusted to ask
about services needed but not offered in their “borough”. Looking at the compiled data for the 37
counties, a variety of services were commonly noted, ranging from respite and housing services to family
supports and home-based services, as well as crisis services (Figure 6 below). Of note, across the
participating sites, some respondents did indicate services they do currently offer but have inadequate
numbers of to meet population needs. When this distinction was made by the respondent, these services
were not included in the data analysis.

Services Needed, But Not Offered

Services Needed But Not Offered

Family/parent supports/services I 70%
Respite services I 5%
Crisis services NN 60%
Housing I 49%
Transportation IEEEEEEEGEGEGEGNGNGNGENNNN  49%
Peer services I 19%
Home-based/Community services I 46%
Substance use services/treatment IEEEEEEEEEEEEEEEEEENNG—G 46%
Psychiatric services NN 38%
Trauma services NN 35%
Therapy/counseling IEEEEEGGGGGGGEGN 30%
School-based services I 7%

Services/supports for dually-diagnosed GG 27%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Figure 6: Services needed, but not offered by the counties.
*Reported by 37 counties.

The most commonly reported service needed but not offered across 70% of counties was family/parent
supports/services. Specifically, counties reported needing mental health supports for families, family
counseling, parent support groups, parenting classes, parent education and parenting skills training. In
terms of parent education, one county noted the “need for increased awareness of the negative impacts
associated with too much screen time, too little sleep, poor nutrition, etc.” One county noted that in
general “support for parents is insufficient to meet needs.” Another county highlighted the need for family
services, stating a need for “services with a level of intensity needed to wrap the family in services. Many
times, the youth is receiving care but no one else in the family is getting help.”

Similarly, many counties (65%) reported the need for respite services. Multiple counties reported having
a need for crisis respite services, along with respite for youth with developmental disabilities, special
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needs populations, and foster care youth. The need for respite for families was also noted. Some counties
also specifically highlighted needing hourly respite, day respite and overnight respite services. Crisis
services were another major need reported by 60% of counties. Specifically, counties mentioned the need
for mobile crisis services, crisis respite services, 24-hour crisis services, and residential crisis services. One
county reported needing “short- and long-term crisis interventions for students with behavioral concerns
that impact home and educational experience[s].”

Notably, both housing and transportation were also significant needs for about half of counties (49%)
each. Counties pointed out the need for affordable housing and transportation to services and
appointments. About half of counties (49%) also reported the need for peer services, with counties
indicating the need for both youth and family peer supports and services. Home-based and community
services were another important need for about half of counties (46%). Specifically, counties mentioned
the need for CFTSS, HCBS, and HBCI services, as well as the need for OPWDD (Office for Persons with
Developmental Disabilities) in-home and community services. Of note, while not a service, some counties
mentioned staffing as a barrier to providing home-based and community services, with one county
reporting a need for “C-HCBS/CFTSS support, staffing - very difficult to overcome in a rural community.
Staffing is almost nonexistent, preventing service provision.”

Similarly, about half of counties (46%) reported a need for substance use services/treatment. Counties
mentioned a need for many different levels of substance use treatment including detoxification, inpatient,
partial hospital programs and outpatient, as well as a need for counseling and medication assisted
treatment. Meanwhile, a need for psychiatric services was reported by 38% of counties, and again
underlined a need for many different levels of psychiatric care including emergency/urgent psychiatric
care, inpatient treatment, partial hospitalization, intensive outpatient programs and outpatient
treatment. Just over one-third of counties (35%) noted the need for trauma services, with counties
mentioning trauma treatment, counseling for those who have experienced trauma, and trauma-informed
care in general.

Therapy and counseling services were a need reported by 30% of counties, with multiple counties
mentioning the need for family therapy/counseling. Counties indicated the need for “counseling services
that are affordable and easily accessed by families” and for “therapy from providers who accept
insurance.” The need for school-based mental health services came up for about one-fourth of counties
(27%). Lastly, the need for services/supports for dually diagnosed youth (those with mental health and
developmental disability or intellectual disability) was documented by about one-fourth of counties
(27%). Specific services mentioned included specialized inpatient psychiatric beds that serve dually
diagnosed youth, as well as crisis services. Notably, one county reported in general “there is a gap in the
system for children with developmental disabilities and comorbid mental health issues. The OPWDD
system does not have capacity to care for these children, and neither does the MH [mental health]
system.” Similarly, another county stated that “there is a lack of appropriate services and supports for the
OPWDD and OMH system eligible youth.”

When looking at the NYC counties independently of the rest of the counties, two unique service needs
came up. All five NYC counties noted that hearing impaired families have extremely limited services and
the ones that are available are nearly impossible to access. Four out of five of the NYC counties also
reported a need for suicide awareness, intervention, prevention, and postvention services.
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Barriers To New Service Development

The last question on the Self-Assessment survey asks respondents to identify the barriers to new service
development in their county. Of note, this question was not asked of the NYC counties and thus their data
is not represented in Figure 7 (below) or the following discussion.

Barriers to New Service Development
Staffing/workforce

100%
Funding | 07%

Transportation |GGG 56%
Resources |GG 53%
Time I 50%
Limited space |G :/%
Regulatory burdens [ NNNEGEGEGEEGEEEEEEE 3%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Figure 7: Barriers to new service development.
*Reported by 32 counties.

Looking at compiled data for the 32 counties, staffing/workforce and funding were the major concerns,
with every county reporting barriers related to recruitment and/or retention of staff, and almost every
county (97%) reporting barriers related to funding. As one county remarked, “we have limited funding
and limited workers to meet the growing needs of the county.”

Another significant barrier noted by over half of counties (53%) was related to lack of resources, with
counties specifically indicating that “resources to provide/access programming” and resources related to
“state aid/rates” being “not sufficient for sustainability” were barriers for them. Other notable barriers
listed by counties were related to transportation and time (reported by 56% and 50% of counties,
respectively). Limited space was also an important barrier noted by 34% of counties. One county
highlighted a “lack of services/resources/facilities in our rural area - being a small county, it can be tough
to find the services needed.”

Lastly, regulatory burdens were another barrier noted by counties, with 28% of counties reporting this
concern. Specific regulatory burdens observed by counties were related to licensing and regulatory issues
for co-location of services and lack of billing ability for some services. Some counties also mentioned
regulatory barriers related to funding, with one county indicating that the “state system [is] not always
helpful in using the grant funds” and another noting that “regulations on how existing funds can be spent”
can be a barrier.
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Concluding Comments

The SOC Project team uses the information collected in the Self-Assessment Survey to help focus
discussion during APWs and assist counties as they prioritize and strategize on their SOC goals and
objectives. Despite the wide variations in geography, population, and demographics between the 37
counties that have completed APWs to date, common themes can be found within each of the five main
question areas.

With regards to needs of the population being served, the most commonly endorsed themes included
mental healthcare services, basic needs, substance abuse resources, developmental disability services,
and educational resources. Additional needs highlighted by majority of counties included medical and
dental care, family/caregiver support, community/home-based services, transportation, care
management, and trauma-informed care. Transportation, staffing challenges, awareness of services,
waitlists and funding/resource limitations were among the most reported obstacles to accessing mental
healthcare resources and services.

For services needing improvement, the most common themes noted by over half of counties included
family supports/services, home-based services, community services, therapy, and housing. Other services
many counties noted as needing improvement included respite services, preventive services, and
transportation. In terms of services that are needed but not offered, over half of counties mentioned
family supports/services, respite services and crisis services. Additionally, about half of counties reported
housing, transportation, peer services, home based services, community services and substance use
treatment as services that were needed but not offered. Lastly, when looking into barriers to new service
development, counties reported similar challenges as barriers to accessing resources, including
staffing/workforce turnover and funding. Transportation, resources, and time were three other significant
barriers cited by about half of counties.

A noted challenge by the SOC Project team has been the need to develop a structured approach that helps
reinforce the activities of action planning outcomes so that the momentum gained during the SOC Action
Planning workshops does not decrease. Stemming from inspiration and sharing received at SAMHSA’s
National Training and Technical Assistance Center (NTTAC) Children’s Mental Health Initiative (CMHI) SOC
grantee meeting in July 2023, the SOC Project team revised the SOC 101 instruction portion of the Action
Planning series. Additionally, the SOC Project team has been developing an SOC 201 Resource Kit including
a broad selection of tools and supportive materials to help guide counties as they continue their SOC
efforts following completion of the workshop series. In September 2023, consultation began with NTTAC
to collaborate on a final SOC Action Planning workshop that could be released more broadly, and
potentially at the national SOC Grantees meeting in July 2024.

In the last year of the grant, the SOC Project team continues to provide support and technical assistance
to counties who have completed workshops to ensure a smooth transition from strategic planning to
action, through implementation and into the sustainability phase of their local SOC infrastructure.
Focusing on commonalities in the workshop data may be beneficial in guiding counties as they formulate
next steps, as well as with the development of SOC in specific regions such as those that are rural and/or
underserved.
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