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Community Needs Assessment for Douglas County, Georgia 

Executive Summary: 

Douglas County, Georgia, is facing significant challenges that impact its most 
vulnerable residents. A combination of rising inflation, increasing housing 
demands, and limited access to low-cost community support services is 
exacerbating the hardships faced by low-income and Medicaid-eligible individuals 
and families. The growing economic pressures are further compounded by a lack 
of affordable housing, insufficient healthcare services, and limited social support 
programs. These issues disproportionately affect the most vulnerable populations, 
including seniors, low-income families, people with disabilities, and those 
experiencing homelessness. 

This needs assessment examines the critical gaps in services and the negative 
impact on vulnerable citizens, proposing actionable recommendations to address 
these challenges through targeted investments in social and community support 
services. 

Community Overview: 

Douglas County, located in the northwest metropolitan area of Atlanta, Georgia, 
has experienced rapid growth and urbanization in recent years. While the region 
boasts a diverse and growing population, it also faces challenges related to 
economic inequality, limited access to affordable services, and an overstretched 
social safety net. The county’s economic landscape includes a mix of urban and 
suburban areas, with significant economic disparities between different 
communities. 

Key Demographics: 

• Population: Approximately 143,000 people (2023). 

• Median Household Income: The median household income in Douglas 
County is around $57,000, which is lower than the state median of $61,000. 

• Poverty Rate: Approximately 14% of the population lives below the federal 
poverty level, with higher rates among specific groups, including children 
and seniors. 



• Medicaid Eligibility: A significant portion of the population in Douglas 
County is Medicaid eligible, with roughly 28% of the population depending 
on Medicaid for health coverage. This is particularly concerning given the 
rising cost of healthcare and the ongoing burden on the local healthcare 
infrastructure. 

Current Challenges: 

1. Affordable Housing Crisis: The demand for affordable housing in Douglas 
County has surged, leading to a rise in rental and homeownership costs. As 
market rates climb, many low-income residents struggle to find affordable 
housing, leading to overcrowding and an increased risk of homelessness. 
The area has seen a marked increase in rental prices, making it difficult for 
families with low incomes to secure stable housing. This housing crisis 
disproportionately impacts vulnerable groups, including seniors, people with 
disabilities, and families with children. 

2. Inflationary Pressures: Inflation has significantly increased the cost of 
living in Douglas County, putting additional financial strain on vulnerable 
residents. Essentials such as food, transportation, and healthcare have 
become more expensive, pushing many individuals further into poverty. 
With the rising cost of goods and services, many low-income households 
find themselves struggling to make ends meet, particularly when wages do 
not keep up with inflationary trends. 

3. Lack of Low-Cost Services: Douglas County faces a significant gap in 
social and support services. There is limited access to low-cost or no-cost 
programs that can assist with basic needs such as childcare, mental health 
services, transportation, and emergency assistance. The availability of 
affordable healthcare options is also inadequate, with long wait times for 
Medicaid-eligible patients and insufficient mental health facilities. 
Additionally, there are limited programs to help residents gain skills and job 
opportunities, contributing to a cycle of poverty that is hard to break. 

4. Healthcare Access: The Medicaid-eligible population faces challenges in 
accessing healthcare due to limited local healthcare infrastructure. Medicaid 
recipients often face long waiting times to see doctors, a shortage of 
providers accepting Medicaid, and limited access to specialized services 
such as mental health and substance abuse treatment. This is exacerbated by 



the county's reliance on a few healthcare providers, making it difficult for 
residents to receive timely care. 

5. Disparities in Social Support: Social services such as food assistance, 
housing support, and mental health care are insufficient to meet the demand 
in Douglas County. Many vulnerable residents have limited access to these 
services, leading to a reliance on emergency measures rather than 
sustainable support. The lack of community-based services that provide 
holistic care to families in need creates a fragmented safety net that fails to 
effectively address the root causes of poverty. 

Impact on Vulnerable Populations: 

1. Children and Families: High housing costs and inflation disproportionately 
impact children and families, leading to food insecurity, inadequate housing, 
and reduced access to education and healthcare. For children in low-income 
households, these challenges can hinder their overall development and 
educational success, perpetuating cycles of poverty. 

2. Seniors and People with Disabilities: Seniors, many of whom live on fixed 
incomes, and individuals with disabilities face increased difficulty affording 
both basic needs and healthcare. A lack of accessible housing options, 
affordable healthcare, and adequate social services puts this population at 
high risk of homelessness, isolation, and worsening health conditions. 

3. Homelessness: As rental prices continue to rise, the number of individuals 
and families experiencing homelessness in Douglas County is expected to 
increase. There are limited shelters, transitional housing, and other forms of 
support for those experiencing homelessness, making it difficult for 
residents to find stable living conditions. 

4. Mental Health and Substance Use: Mental health services in the county 
are also insufficient. The lack of access to care for mental health and 
substance use disorders, coupled with rising economic and housing 
instability, has contributed to an increase in community health crises. People 
who are struggling with mental health issues or addiction may have 
difficulty accessing the treatment they need, leading to higher rates of 
emergency room visits and incarceration. 

Recommendations for Social and Support Service Investments: 



1. Increase Affordable Housing Stock: The county should prioritize 
investments in affordable housing development through incentives for 
builders to create low-income housing. Additionally, the expansion of rental 
assistance programs and the development of permanent supportive housing 
for homeless individuals would help address the growing housing crisis. 
Partnerships with local nonprofit organizations and developers could ensure 
that affordable housing is available to those most in need. 

2. Expand Access to Healthcare and Mental Health Services: Expanding 
Medicaid access and increasing the number of healthcare providers 
accepting Medicaid would alleviate strain on vulnerable populations. 
Additionally, increasing funding for mental health and substance abuse 
treatment programs, particularly those that offer low-cost or no-cost 
services, would address a significant gap in community support. 

3. Invest in Social Services and Support Programs: The county should 
increase funding for food assistance programs, childcare subsidies, 
transportation services, and other vital community support services. This 
could include expanding the network of community-based organizations that 
provide case management, job training, and other services to help families 
achieve economic stability. A robust social service infrastructure will help 
break the cycle of poverty. 

4. Increase Job Training and Employment Support: Creating local job 
training programs and providing support for businesses that hire from the 
local community can help improve employment opportunities for low-
income residents. These programs could focus on sectors that offer 
sustainable wages and benefits, such as healthcare, manufacturing, and 
technology. 

5. Support for Seniors and People with Disabilities: Targeted programs for 
seniors and individuals with disabilities, including affordable housing 
options, healthcare services, and home assistance programs, should be 
expanded. This can be achieved by leveraging federal and state resources, as 
well as encouraging local businesses and nonprofits to offer services tailored 
to these populations. 

6. Community Outreach and Education: Ensuring that residents are aware of 
available services is crucial. Community outreach programs that educate 
individuals about their rights, available services, and how to access support 



should be developed. This includes establishing more accessible 
communication channels, especially in underserved areas. 

Conclusion: 
Douglas County is at a critical juncture where its most vulnerable citizens face 
increasing economic pressures due to inflation, housing demand, and inadequate 
access to low-cost services. Without significant investment in affordable housing, 
healthcare, and social support services, these challenges will continue to 
undermine the wellbeing of the county’s residents. By prioritizing these 
investments, Douglas County can build a more equitable, sustainable future for all 
of its citizens. 

 

 

Executive Summary: One Community Health Solutions FY25-28 Strategic 
Plan 

The One Community Health Solutions FY25-28 Strategic Plan is designed to 
reflect a new, evolved approach to community health and well-being, particularly 
for our most vulnerable populations. The roles of Community Services Boards 
(CSBs) have significantly shifted in the post-COVID-19 era, and this strategic plan 
builds upon the expanded responsibilities and increased demands placed on CSBs. 
Historically, CSBs focused primarily on behavioral health services, but the 
pandemic underscored the critical need for a holistic, integrated approach to 
community well-being. As a result, the role of CSBs now more closely resembles 
that of a local Department of Health and Human Services, encompassing not only 
behavioral health services but also housing stability, employment support, and 
intervention services. 

Community Services Boards Post-COVID-19: 

1. Behavioral Health Services Access: In response to the pandemic’s mental 
health toll, CSBs have become front-line providers for addressing increased 
behavioral health needs. The rise in stress, anxiety, depression, and 
substance use has amplified the need for accessible mental health services. 
CSBs now focus not only on crisis intervention but also on providing 
ongoing care through telehealth, expanded counseling services, and 
community-based outreach. 



2. Housing Stability: Housing insecurity has risen dramatically in the wake of 
COVID-19, exacerbating the challenges faced by vulnerable populations. 
CSBs now play a pivotal role in coordinating housing assistance, including 
emergency housing, transitional housing, and long-term solutions to prevent 
homelessness. In collaboration with local government agencies and 
nonprofits, CSBs work to stabilize families and individuals, particularly in 
urban communities, by offering housing support alongside behavioral health 
services. 

3. Employment and Economic Stability: The pandemic has led to widespread 
unemployment and economic hardship, particularly in communities of color. 
As part of their expanded mandate, CSBs now include employment and 
workforce development services, providing job training, resume building, 
job placement, and financial literacy programs. These services are designed 
to help individuals regain independence and self-sufficiency, aligning with 
the broader mission of improving economic mobility and reducing 
disparities. 

4. Targeted Intervention Services: CSBs have increasingly focused on 
proactive and preventive services, especially in minority-majority 
communities, where disparities in access to healthcare, mental health 
services, and economic opportunity are most pronounced. This includes 
outreach programs, school-based mental health services, family support 
initiatives, and crisis intervention teams designed to support individuals 
before they reach a crisis point. CSBs now also engage with law 
enforcement and community organizations to ensure that individuals in need 
are connected to appropriate services in a timely manner. 

5. Integration with Local Health and Human Services: The role of CSBs 
has expanded to become more integrated with local health and human 
services. By coordinating behavioral health care, housing programs, 
employment initiatives, and social services, CSBs have become key players 
in the safety net that supports vulnerable populations. The COVID-19 
pandemic has highlighted the necessity for a seamless, integrated approach 
to addressing the complex and intersecting needs of individuals and families, 
particularly those from marginalized groups. 

Strategic Focus for FY25-28: 



The One Community Health Solutions strategic plan for FY25-28 focuses on 
furthering this evolution by: 

• Expanding access to behavioral health services, with a focus on integrated 
care that includes mental health, substance use treatment, and primary care 
services. 

• Strengthening community partnerships to ensure comprehensive service 
delivery, particularly in housing and employment services for at-risk 
populations. 

• Addressing health inequities by targeting resources and interventions to 
minority-majority communities, where disparities in access and outcomes 
are most pronounced. 

• Implementing data-driven approaches to track outcomes and continuously 
improve the delivery of services, ensuring that individuals receive the 
support they need in a timely and effective manner. 

In conclusion, the One Community Health Solutions FY25-28 Strategic Plan 
positions CSBs as central to the well-being of the community, playing a critical 
role in the intersection of health, housing, employment, and social services. The 
shift to a more comprehensive model that includes a focus on vulnerable 
populations represents a commitment to building a more equitable, supportive, and 
resilient community infrastructure for all. 
 

Objective A: Strategic Plan to Change Perceptions of the Douglas County 
Community Service Board (One Community Health Solution) to Its 
Governmental Strategic Partners 

 
I. Executive Summary 

This strategic plan outlines the steps to reshape the perception of the Douglas 
County Community Service Board (CSB) also known as One Community Health 
Solution among its governmental strategic partners, including law enforcement, 
judicial accountability courts, and local nonprofits. The aim is to establish the CSB 
as a critical, reliable, and effective partner in promoting community safety and 
stability through its services in behavioral health, housing stability, and 



employment services. This plan will foster better collaboration to address socio-
economic factors that directly impact community safety and well-being. 

 
II. Mission and Vision Alignment 

Mission of the One Community Health Solution: To provide comprehensive and 
compassionate services to individuals in need, fostering recovery and stability 
through behavioral health, housing, and employment services. 

Vision for the Plan: To be recognized as a valued, effective partner in improving 
community safety by addressing the root socio-economic causes of crime, 
homelessness, and instability in Douglas County. 

Goal: To Be the employer and provider of choice! 

 
III. Key Areas of Focus and Strategic Priorities 

1. Behavioral Health Services 

o Objective: Enhance perceptions of CSB as an expert in behavioral 
health by showcasing its positive impact on reducing crime and 
recidivism. 

o Key Actions: 

 Collaborate with Law Enforcement and Judicial Courts: 
Develop joint initiatives such as diversion programs for 
individuals with mental health or substance use disorders, 
where appropriate, diverting them to treatment rather than 
incarceration. 

 Education and Awareness Campaign: Launch a communication 
campaign that educates law enforcement and courts on the 
behavioral health services offered, such as crisis stabilization 
units, counseling, and therapy programs. 

 Data-Driven Impact Stories: Share success stories and data 
showing how behavioral health interventions have reduced 
crime rates, recidivism, and long-term incarceration. 



 Staff Training and Joint Sessions: Train CSB staff and law 
enforcement officers together on best practices in handling 
individuals with behavioral health issues. 

2. Housing Stability 

o Objective: Change perceptions by demonstrating the CSB's critical 
role in providing housing stability, an essential element for 
community safety. 

o Key Actions: 

 Partnership with Local Law Enforcement and Courts: 
Develop and expand programs that provide housing assistance 
for individuals exiting the justice system, as stable housing 
reduces reoffending rates and supports reintegration into 
society. 

 Nonprofit Collaboration: Engage with local nonprofits 
focused on homelessness prevention and affordable housing, 
establishing collaborative projects to provide transitional 
housing and supportive services. 

 Evidence of Impact: Use case studies and data to show how 
providing stable housing prevents homelessness, reduces 
emergency room visits, and lowers law enforcement calls. 

 Engage Local Government: Advocate for policy changes or 
funding that supports housing-first initiatives for individuals 
experiencing homelessness. 

3. Employment Services 

o Objective: Ensure CSB is seen as an essential partner in stabilizing 
socio-economic factors, particularly in reducing unemployment and 
improving access to job opportunities. 

o Key Actions: 

 Workforce Development Programs: Highlight employment 
readiness programs, job training, and placement services 



offered to individuals involved in the judicial system or those 
with behavioral health challenges. 

 Job Retention Partnerships: Partner with local businesses, 
law enforcement, and nonprofits to facilitate employment 
opportunities for individuals receiving CSB services, ensuring 
long-term job retention. 

 Data Sharing: Share data with law enforcement and courts to 
illustrate how employment services contribute to reducing 
recidivism and improving public safety. 

 Community Outreach and Awareness: Develop presentations 
and informational sessions for partners on how employment 
services impact crime reduction and community safety. 

 

IV. Stakeholder Engagement Strategy 
1. Law Enforcement 

o Objective: Foster a deeper understanding of how CSB's behavioral 
health, housing, and employment services contribute to public safety. 

o Engagement Actions: 

 Develop regular meetings or roundtables between CSB 
leadership and law enforcement to share challenges and 
solutions. 

 Provide educational workshops on de-escalation techniques for 
officers when interacting with individuals experiencing 
behavioral health crises. 

 Joint community initiatives, such as behavioral health screening 
in the field or community-wide mental health first aid training. 

2. Judicial Accountability Courts 



o Objective: Strengthen relationships and alignment with judicial 
partners, emphasizing how CSB’s services can support rehabilitative 
court programs and reduce recidivism. 

o Engagement Actions: 

 Build collaborative programs where individuals with behavioral 
health or housing instability are diverted from traditional 
punitive measures into rehabilitation programs. 

 Present data on how stable housing and employment reduce 
reoffending, and advocate for incorporating these factors into 
judicial decision-making. 

 Foster regular dialogue with judges to ensure CSB services are 
being utilized effectively in cases related to substance abuse, 
mental health, and homelessness. 

3. Local Nonprofits 

o Objective: Collaborate with nonprofits to form a network of 
community support that strengthens the safety and well-being of 
Douglas County residents. 

o Engagement Actions: 

 Create a coalition or task force of nonprofits, CSB, law 
enforcement, and the judicial system to address key community 
issues. 

 Jointly apply for funding to expand services in areas like 
housing stability, mental health, and employment. 

 Share resources and expertise to better serve vulnerable 
populations, leveraging the strengths of each organization. 

 
V. Communication and Marketing Plan 

1. Internal Communication 

o Ensure that CSB leadership and staff are fully aligned and aware of 
the strategic priorities. 



o Establish a clear internal communication system for sharing updates, 
successes, and feedback on initiatives. 

2. External Communication 

o Develop a comprehensive communication strategy to engage partners, 
including creating tailored presentations and reports for law 
enforcement, courts, and nonprofits. 

o Host annual stakeholder forums or workshops to update partners on 
progress and outcomes. 

o Establish a CSB newsletter or website that includes success stories, 
upcoming events, and data-driven results, highlighting the impact on 
community safety. 

3. Social Media & Public Relations 

o Utilize social media platforms and press releases to highlight 
successful collaborations and outcomes, positioning CSB as an 
essential partner in the community. 

o Feature collaborative case studies in local media that show the 
benefits of CSB services on community safety and stability. 

 
VI. Data Collection, Monitoring, and Evaluation 

1. Establish Baseline Metrics 

o Collect baseline data on the current perceptions of the CSB among its 
partners, as well as metrics on crime rates, homelessness, 
unemployment, and recidivism. 

2. Monitor Progress 

o Regularly collect feedback from law enforcement, courts, and 
nonprofits to evaluate the effectiveness of collaboration and changes 
in perceptions. 

o Track key indicators such as reductions in crime, recidivism rates, 
homelessness, and the number of individuals employed post-program. 

3. Annual Review and Adjustments 



o Conduct an annual review of the strategic plan to assess progress and 
make necessary adjustments based on feedback, changes in the 
community, and evolving needs of the population. 

 

VII. Conclusion 
This strategic plan aims to transform the perception of the Douglas County CSB 
into that of a vital partner in addressing the socio-economic factors influencing 
community safety. By focusing on key areas such as behavioral health, housing 
stability, and employment services, and building strong collaborations with law 
enforcement, judicial partners, and local nonprofits, CSB can become a trusted 
leader in stabilizing the community and improving safety outcomes. 

Through targeted outreach, evidence-based results, and ongoing communication, 
the CSB will foster partnerships that lead to long-term success for individuals and 
the community. 

 

Objective B: Localized Behavioral Health Jail Intervention Program Using 
the Community Service Board (CSB) for Early Intervention with Mentally 
Challenged Individuals 

Program Overview 

This program is designed to intercept individuals with behavioral health needs, 
including those with mental health disorders and intellectual disabilities, before 
they are incarcerated, utilizing local Community Service Boards (CSBs) as a key 
partner in providing services. The goal is to reduce the overrepresentation of 
individuals with mental health issues in the criminal justice system, ensuring they 
receive appropriate care, rather than incarceration, through a collaborative 
approach between law enforcement, healthcare professionals, and social services. 

 

Program Objectives 
1. Early Identification and Intervention: Identify individuals exhibiting 

signs of mental health issues or developmental disabilities before they are 
incarcerated. 



2. De-escalation and Support: Provide immediate, short-term interventions 
that de-escalate the crisis and offer stabilization services. 

3. Linkage to Services: Connect individuals with appropriate mental health 
services or intellectual disability resources to avoid future involvement in 
the criminal justice system. 

4. Reduce Recidivism: Decrease the likelihood of individuals with mental 
health challenges being re-arrested or incarcerated due to untreated issues. 

5. Promote Community Safety and Well-Being: Ensure that individuals 
receive treatment that enhances their ability to live in the community safely 
and responsibly. 

 
Key Components 

1. Community Education & Training 

o Training Law Enforcement: Provide training for police officers and 
first responders to recognize symptoms of mental health crises, 
intellectual disabilities, and developmental disorders. 

o Crisis Intervention Teams (CIT): Form or strengthen existing CIT 
programs to ensure officers are equipped with the skills to manage 
individuals in crisis with compassion and understanding. 

o Community Awareness: Host educational sessions for community 
members, encouraging them to recognize early signs of mental health 
challenges and engage with CSBs for support. 

2. Mental Health Screening and Assessment 

o Initial Screening at First Contact: Implement a standardized mental 
health and behavioral assessment at the first point of contact with law 
enforcement (e.g., during a call, when an arrest is made, or when an 
individual is detained). 

o Immediate Assessment by CSB Clinicians: Have mental health 
professionals or clinical staff from the CSB available to assess 
individuals at the scene or at a local facility to determine if they are 
experiencing a mental health crisis or need further intervention. 



o Access to Telehealth Services: Ensure that officers and CSB 
clinicians have access to telehealth services to facilitate immediate 
assessment or follow-up consultations when in-person availability is 
limited. 

3. Collaboration Between CSBs and Law Enforcement 

o 24/7 Availability: Ensure that CSBs are available 24/7 to law 
enforcement and the public, providing rapid response to crisis 
situations. 

o Dedicated Liaison: Assign a dedicated CSB liaison to work closely 
with law enforcement, ensuring communication flows smoothly and 
the individual’s needs are met promptly. 

o Crisis Stabilization Centers: Establish or partner with crisis 
stabilization centers where individuals can be taken instead of jail. 
These centers provide a safe space for mental health crises and allow 
for intensive observation, treatment, and connection to services. 

4. Coordinated Care Approach 

o Care Coordinators: Assign care coordinators or case managers to 
follow up with individuals who have been intercepted prior to 
incarceration. These coordinators will ensure that individuals stay 
connected to long-term treatment, medication management, and 
community-based services. 

o Comprehensive Services: The CSB should provide a range of 
services, including mental health treatment, substance abuse 
counseling, housing support, life skills training, vocational services, 
and peer support programs. 

o Mental Health Diversion Programs: Create specific diversion 
programs that focus on behavioral health needs, such as mental health 
courts or specialty courts for individuals with intellectual disabilities, 
to ensure that individuals are diverted from the criminal justice system 
entirely. 

5. Collaboration with Local Jails and Courts 



o Pre-trial Diversion Programs: Work with local courts to develop 
pre-trial diversion programs that allow individuals with mental health 
or intellectual challenges to receive treatment instead of being 
incarcerated, with the option for dismissal or reduced sentencing upon 
completion of treatment. 

o Jail-based Mental Health Services: If individuals must be 
incarcerated, ensure that jails have mental health services in place to 
address their needs. This includes screenings, therapy, medication 
management, and access to counselors who specialize in 
developmental disabilities. 

6. Data Collection and Evaluation 

o Tracking Interventions: Collect data on the number of individuals 
intercepted, the types of services provided, and the outcomes of those 
services (e.g., improved stability, reduced recidivism). 

o Ongoing Evaluation: Regularly evaluate the effectiveness of the 
program through community feedback, reduction in arrests, 
improvements in mental health, and changes in jail populations. This 
can be used to make adjustments to the program as needed. 

 
Steps for Implementation 

1. Establish Partnerships 

o Build a strong coalition between local law enforcement agencies, the 
CSB, healthcare providers, and other community-based organizations. 

o Set up memoranda of understanding (MOUs) or formal agreements to 
clarify roles and responsibilities and ensure mutual collaboration. 

2. Develop Protocols 

o Create protocols for when law enforcement encounters someone in a 
behavioral health crisis, including how to connect them to the CSB for 
immediate assessment and follow-up. 

o Outline the process for transporting individuals to crisis stabilization 
centers or other safe spaces, and how to track progress. 



3. Train Law Enforcement and CSB Staff 

o Conduct joint training for law enforcement and CSB staff to improve 
coordination and understanding. 

o Offer specific crisis de-escalation training for officers and how to 
handle individuals with intellectual disabilities or severe mental health 
challenges. 

4. Implement a Community Outreach Campaign 

o Engage local community members through outreach programs that 
inform them about mental health services, including how to contact 
the CSB or access early intervention before the situation escalates. 

5. Launch Pilot Program 

o Roll out the program in a specific geographic area or community to 
assess effectiveness and gather initial data. 

o Use feedback from law enforcement, CSB staff, and participants to 
refine the program. 

 
Sustainability 

• Funding: Seek federal, state, and local funding opportunities, including 
grants for behavioral health and criminal justice reform. 

• Partnerships: Ensure continued collaboration between local agencies to 
sustain the program in the long term. 

• Community Involvement: Actively involve community stakeholders, 
including local advocacy groups for mental health and intellectual 
disabilities, in program evaluation and feedback to maintain community 
buy-in. 

 
Outcome Metrics 

1. Reduction in Jail Admissions: Track how many individuals with mental 
health needs are diverted from jail to treatment. 



2. Increased Treatment Engagement: Measure engagement rates in mental 
health services, including ongoing care post-intervention. 

3. Reduced Recidivism: Analyze re-offense rates and re-arrests for individuals 
who participated in the program. 

4. Community Impact: Assess community safety, public perception of mental 
health crisis management, and the overall effectiveness of the program in 
supporting individuals with behavioral health needs. 

By implementing such a program, local communities can reduce the 
criminalization of mental health challenges, provide timely intervention, and offer 
individuals the support they need to lead fulfilling lives outside of the criminal 
justice system. 

 

Objective C: Housing Stabilization Plan for Individuals with Mental Health 
Challenges, Addiction, and Survivors of Domestic Violence 

Plan Overview 

This Housing Stabilization Plan is designed to address the complex needs of 
individuals with mental health challenges, substance use disorders, and survivors 
of domestic violence. It aims to provide a holistic, person-centered approach to 
stabilize housing, improve health outcomes, and promote long-term stability. The 
plan involves collaboration between mental health providers, addiction specialists, 
domestic violence organizations, housing services, and community partners to 
create a supportive, integrated system of care. 

 

Program Objectives 
1. Provide Safe and Stable Housing: Ensure individuals at risk of 

homelessness or housing instability have access to secure, safe housing. 

2. Improve Mental Health and Addiction Treatment: Connect individuals to 
mental health services, addiction treatment, and trauma-informed care. 

3. Offer Survivors of Domestic Violence Legal, Emotional, and Financial 
Support: Address the unique needs of survivors, ensuring they are protected 
from further harm and supported in rebuilding their lives. 



4. Promote Long-Term Housing Stability: Empower individuals with the 
tools, resources, and support necessary to maintain long-term housing 
stability. 

5. Collaborative Support: Provide integrated services that address the 
intersectionality of mental health, substance use, and domestic violence, 
ensuring holistic care. 

 
Key Components 

1. Integrated Housing First Model 

o Immediate Housing Placement: Provide immediate access to stable 
housing without preconditions such as sobriety or mental health 
treatment. Housing First eliminates barriers to housing, offering 
immediate relief to individuals experiencing homelessness. 

o Diverse Housing Options: Offer a range of housing options such as 
emergency shelters, transitional housing, permanent supportive 
housing, or scattered-site housing that aligns with the individual’s 
needs and preferences. 

o Safety Considerations for Survivors of Domestic Violence: Ensure 
housing options for survivors are confidential and offer necessary 
security features, such as locking systems, secure entryways, and in 
some cases, relocation assistance to prevent re-victimization. 

2. Person-Centered Case Management and Support Services 

o Comprehensive Assessment: Upon entry into the program, 
individuals will undergo a comprehensive assessment to evaluate 
mental health, addiction, trauma history, and housing needs. 



o Case Management: Assign dedicated case managers to provide 
ongoing support for individuals in accessing housing, health services, 
benefits, and other resources. Case managers will work closely with 
clients to set goals, track progress, and provide personalized guidance. 

o Personalized Service Plans: Develop individualized service plans 
that incorporate goals for housing stability, treatment for mental health 
and addiction, safety planning for domestic violence survivors, and 
life skills development. 

o Regular Check-ins and Follow-up: Case managers will ensure 
continuous monitoring, including regular check-ins, home visits, and 
follow-up services to assess the individual’s progress and challenges 
in maintaining stable housing. 

3. Coordinated Mental Health and Addiction Services 

o Mental Health Treatment: Connect individuals with mental health 
services, including therapy (individual and group), medication 
management, and psychiatric support. Incorporate trauma-informed 
care for those with histories of domestic violence and substance use. 

o Substance Use Treatment: Provide access to addiction treatment 
services, including inpatient or outpatient rehabilitation, peer support 
groups (e.g., AA, NA), and harm reduction programs. These services 
should be flexible to accommodate various stages of recovery. 

o Integrated Care: Develop collaborative treatment plans that 
incorporate both mental health and addiction services, offering holistic 
care that addresses co-occurring disorders. This approach ensures that 
both conditions are treated simultaneously, reducing the risk of relapse 
and improving overall outcomes. 

4. Survivor-Specific Support Services 

o Safety Planning and Advocacy: Ensure that survivors of domestic 
violence are given a clear safety plan, including legal advocacy, 
assistance with obtaining protection orders, and resources for 
emergency relocation, if necessary. 



o Legal Assistance: Provide access to legal aid services to help 
survivors with issues such as custody, eviction prevention, divorce, 
and obtaining restraining orders. 

o Trauma-Informed Care: Ensure all service providers are trained in 
trauma-informed care, recognizing the impact of violence and abuse 
on mental health, addiction, and recovery. Offer counseling, support 
groups, and workshops specifically for survivors of domestic violence 
to help them process their experiences and rebuild their lives. 

o Financial Empowerment: Provide financial assistance and resources, 
such as emergency funds for survivors to move into stable housing, 
job training, and financial literacy programs. 

5. Long-Term Housing Stability and Independent Living Skills 

o Supportive Housing: Offer permanent supportive housing with 
wraparound services that include mental health care, addiction 
treatment, and life skills training. These services will help individuals 
maintain stable housing by addressing the underlying issues 
contributing to their housing instability. 

o Life Skills and Employment Support: Provide job readiness 
training, employment placement services, and financial education to 
help individuals gain independence. This may include skills such as 
budgeting, time management, and self-advocacy. 

o Peer Support Programs: Connect individuals with peer mentors who 
have successfully navigated similar challenges, offering emotional 
support and guidance on how to thrive in the community. 

6. Collaboration and Community Partnerships 

o Partnerships with Housing Authorities: Collaborate with local 
housing authorities to secure affordable housing units for individuals. 
Advocate for priority placement for individuals with mental health 
challenges, addiction, and histories of domestic violence. 

o Community Resource Collaboration: Develop a network of local 
organizations that can provide resources such as food, transportation, 
childcare, and healthcare services, ensuring that individuals have the 
full range of supports needed for long-term success. 



o Crisis Intervention Partnerships: Partner with local law 
enforcement and crisis intervention teams to ensure immediate 
response and de-escalation when individuals face housing crises or 
relapse situations. 

o Multidisciplinary Teams: Establish multidisciplinary teams that 
include housing providers, mental health professionals, addiction 
specialists, legal advocates, and domestic violence service providers 
to ensure a coordinated response to individuals’ needs. 

 
Steps for Implementation 

1. Establish a Steering Committee 

o Form a steering committee consisting of representatives from key 
stakeholders, including mental health and addiction providers, 
domestic violence organizations, housing authorities, and local 
government officials. This committee will oversee the development 
and implementation of the plan. 

2. Secure Funding and Resources 

o Identify potential funding sources such as federal and state grants, 
private donations, and local funding streams. Explore funding from 
programs like the U.S. Department of Housing and Urban 
Development (HUD) and Substance Abuse and Mental Health 
Services Administration (SAMHSA). 

o Ensure sufficient resources for staffing, training, housing subsidies, 
case management, and support services. 

3. Develop and Implement Housing Options 

o Work with landlords, housing authorities, and private rental 
companies to secure housing units for program participants. If 
necessary, partner with developers to create additional housing 
specifically designated for vulnerable populations. 

o Implement flexible housing arrangements that meet individual needs, 
such as emergency shelters, transitional housing, and permanent 
supportive housing. 



4. Launch a Community Awareness Campaign 

o Educate the community about the availability of housing support for 
individuals with mental health challenges, addiction, and domestic 
violence survivors. Ensure that both individuals in need and service 
providers are aware of how to access the program. 

5. Training and Capacity Building 

o Train case managers, housing providers, and other involved agencies 
on trauma-informed care, co-occurring disorders, and best practices 
for working with individuals with complex needs. 

o Offer ongoing professional development to ensure the team stays up-
to-date on best practices in housing stabilization, addiction treatment, 
mental health care, and domestic violence support. 

 
Sustainability 

1. Long-Term Funding Strategy 
o Develop a sustainable funding model that includes public funding 

(federal and state), private donations, and service fees. Advocate for 
long-term investment in supportive housing for vulnerable 
populations. 

2. Monitoring and Evaluation 

o Implement a data collection system to track client progress, housing 
stability, treatment outcomes, and overall program effectiveness. 

o Conduct regular program evaluations to identify areas for 
improvement and ensure that individuals are receiving the support 
they need to succeed in long-term housing. 

 
Outcome Metrics 

1. Housing Stability: Percentage of individuals who remain housed for 12 
months or longer. 



2. Reduction in Recidivism: Rate of relapse into addiction or re-victimization 
among survivors of domestic violence. 

3. Health and Well-being: Improvement in mental health and substance use 
outcomes, as measured by standardized assessments. 

4. Employment and Self-Sufficiency: Increase in employment rates, income, 
and independent living skills. 

5. Survivor Satisfaction: Feedback from survivors of domestic violence 
regarding safety, support, and empowerment within the program. 

By integrating these various elements, the Housing Stabilization Plan can provide a 
comprehensive, sustainable solution to address housing instability among 
individuals with mental health challenges, addiction issues, and survivors of 
domestic violence. This approach aims to create a path to long-term stability and 
recovery for individuals who face multiple barriers to housing. 

 

Objective D: Expansion Plan for Community Access Group Services for 
Adults with Intellectual and Developmental Disabilities (IDD) 

Plan Overview 

This expansion plan aims to increase and enhance the availability of Community 
Access Group Services (CAGS) for adults with Intellectual and Developmental 
Disabilities (IDD). These services are designed to support individuals in achieving 
greater independence, community participation, and social inclusion. The goal is to 
expand both the geographic coverage and the scope of services offered, ensuring 
that more adults with IDD can benefit from comprehensive, person-centered care. 
This expansion will also focus on enhancing quality, improving access to services, 
and ensuring sustainability. 

 

Program Objectives 
1. Increase Access: Expand services to reach more adults with IDD, especially 

those in underserved or rural areas. 



2. Enhance Service Delivery: Broaden the variety of community-based 
services to better meet individual needs and preferences. 

3. Promote Social Inclusion: Support adults with IDD in participating more 
fully in community life, fostering social relationships, and improving their 
quality of life. 

4. Ensure Sustainability: Develop a funding and resource strategy to ensure 
long-term sustainability and growth of the expanded services. 

5. Strengthen Partnerships: Build collaborative partnerships with other 
community organizations, service providers, and local government agencies 
to enhance service delivery. 

 
Key Components of the Expansion Plan 

1. Needs Assessment and Market Analysis 

• Conduct a Community Needs Assessment: Identify the current gaps in 
services and assess the needs of adults with IDD, including geography, 
underserved populations (e.g., people of color, rural residents), and service 
types (e.g., vocational training, social activities). 

• Community Feedback: Gather input from individuals with IDD, family 
members, caregivers, and other stakeholders (e.g., healthcare providers, 
local government) to understand the specific barriers to accessing current 
services and to identify areas for growth. 

• Market Analysis: Assess the competitive landscape, identify potential 
community partnerships, and understand funding opportunities and 
challenges. 

2. Service Expansion 

• Geographic Expansion: 

o Extend services to underserved areas, particularly rural communities 
or neighborhoods with high concentrations of individuals with IDD 
who have limited access to current resources. 



o Open new service locations or partner with local community centers, 
schools, or healthcare facilities to provide accessible venues for 
services. 

• Increase Service Variety: 

o Vocational and Employment Services: Expand programs that 
provide job readiness training, supported employment, internships, 
and job placements. Offer specialized services to meet the needs of 
individuals with various intellectual disabilities. 

o Community Integration: Increase access to recreational, educational, 
and cultural activities that foster socialization and community 
engagement. This may include partnerships with local parks, arts 
organizations, and fitness centers. 

o Health and Wellness Programs: Offer additional health services 
such as physical therapy, nutrition counseling, mental health support, 
and self-care programs tailored to the needs of adults with IDD. 

o Peer Support and Social Groups: Expand peer mentorship programs 
where individuals with IDD can provide support to each other in 
group settings, enhancing socialization, shared experiences, and life 
skills development. 

• Person-Centered Planning: Implement person-centered plans that tailor 
services to the unique needs and preferences of each individual, ensuring 
that they have the autonomy to guide their own care and life goals. 

3. Staffing and Capacity Building 

• Hire and Train Staff: Increase the number of qualified staff, including 
direct care workers, employment specialists, and program coordinators. 
Ensure staff receive specialized training in supporting individuals with a 
range of disabilities, including training on trauma-informed care, behavior 
management, and communication techniques. 

• Cultural Competency Training: Ensure that all staff members are trained 
in cultural competency to better serve a diverse population, particularly for 
underserved communities such as racial minorities, immigrant populations, 
or LGBTQ+ individuals with IDD. 



• Professional Development: Provide ongoing education opportunities for 
staff to stay updated on best practices, new research, and legal/regulatory 
changes related to IDD services. 

4. Technology Integration 

• Assistive Technology: Integrate technology to enhance service delivery. 
This could include communication devices for individuals with nonverbal 
communication, virtual workshops, telehealth for counseling or therapy, and 
job-searching software tailored to people with IDD. 

• Digital Platforms for Services: Implement an online portal for individuals 
with IDD and their families to easily access information, make 
appointments, track progress, and communicate with service providers. This 
will help bridge access gaps, particularly for those who live in rural areas or 
have mobility issues. 

• Virtual Community Engagement: Develop virtual social engagement 
opportunities, particularly for individuals who are homebound or have 
transportation challenges. 

5. Collaboration and Partnership Development 

• Build Partnerships with Local Agencies: Strengthen relationships with 
local organizations that serve people with disabilities, such as vocational 
training centers, mental health providers, and healthcare systems. 
Collaborative agreements can ensure that individuals have access to 
integrated services (e.g., healthcare, housing, and education). 

• Government and Community Partnerships: Work with local government 
bodies, disability advocates, and nonprofit organizations to advocate for 
policies that support individuals with IDD and secure funding for expanded 
services. 

• Employer Partnerships: Collaborate with businesses and corporations to 
create inclusive employment opportunities for individuals with IDD. This 
can include developing internship programs, offering supported 
employment, or creating a job training pipeline for people with IDD. 



6. Financial Sustainability and Funding Strategy 
• Identify Funding Sources: Research and apply for federal, state, and 

private funding opportunities, including Medicaid Waivers, grants from 
agencies such as the Department of Health and Human Services (HHS), and 
philanthropic foundations that focus on disability services. 

• Develop Fee-for-Service Models: In addition to grant funding, consider 
implementing sliding scale fees for services that can provide financial 
sustainability while still ensuring that no individual is excluded based on 
their ability to pay. 

• Fundraising and Community Donations: Launch fundraising campaigns 
targeting individual donors, community foundations, and businesses to 
secure ongoing support for the expansion. 

7. Program Evaluation and Quality Assurance 

• Regular Program Evaluation: Develop an evaluation framework to track 
the effectiveness of expanded services. This includes measuring participant 
outcomes such as increased employment, social integration, satisfaction with 
services, and overall well-being. 

• Feedback Mechanisms: Implement regular surveys, focus groups, and one-
on-one interviews with participants and their families to gather feedback and 
ensure the services are responsive to evolving needs. 

• Continuous Improvement: Use data from evaluations and feedback to 
make continuous improvements in service delivery, staff training, and 
operational practices. 

 
Steps for Implementation 

1. Establish Expansion Team: Form an internal task force or expansion team 
responsible for overseeing the expansion, including service design, funding 
strategies, and community partnerships. 

2. Conduct Needs Assessment and Community Outreach: Implement a 
comprehensive community outreach and needs assessment campaign to 
gather data and build relationships with stakeholders. 



3. Develop Service Expansion Roadmap: Outline clear, phased goals for 
geographic expansion, service delivery enhancement, and staffing increases, 
with specific milestones and timelines. 

4. Secure Funding: Finalize funding strategies, including applying for grants, 
approaching local government bodies, and engaging with community 
donors. 

5. Recruit and Train Staff: Begin hiring additional staff and ensuring they are 
trained and prepared for the expansion. 

6. Launch New Locations and Services: Open new locations, expand virtual 
services, and increase service availability according to the phased plan. 

7. Monitor, Evaluate, and Adjust: Regularly assess the impact of the 
expansion and make adjustments based on feedback and data collected. 

 
Sustainability and Long-Term Impact 

1. Community Involvement: Engage the community in supporting the 
expansion, from volunteering to advocacy, to ensure that the program 
remains relevant and well-supported. 

2. Policy Advocacy: Work with advocacy groups to push for policies that 
support ongoing funding and sustainable service models for adults with IDD. 

3. Long-Term Financial Planning: Develop diversified funding streams, 
including public and private partnerships, grants, and fee-for-service models, 
to ensure the continued growth and sustainability of expanded services. 

 
Outcome Metrics 

1. Increased Enrollment: Number of adults with IDD enrolled in expanded 
services compared to baseline figures. 

2. Service Utilization: Increase in the number of individuals accessing 
community-based services (e.g., employment, social activities, education, 
health services). 



3. Community Integration: Measure the level of social participation and 
community involvement of individuals with IDD, using qualitative and 
quantitative data. 

4. Employment Outcomes: Track the number of individuals obtaining and 
maintaining employment, and the types of employment settings offered to 
adults with IDD. 

5. Participant Satisfaction: Collect data on participant and family satisfaction 
with expanded services, through surveys and feedback tools. 

This expansion plan, with its focus on accessibility, service variety, community 
partnerships, and sustainability, aims to create a more inclusive and supportive 
environment for adults with IDD, ultimately enhancing their quality of life and 
promoting long-term community integration. 

 

Objective E: Expansion Plan for Douglas Mental Health Outpatient Services 

Plan Overview 

The expansion of Douglas Mental Health Outpatient Services aims to enhance 
accessibility and improve the quality of care for individuals seeking mental health 
treatment. This expansion will focus on increasing service availability by 
extending operating hours, including more weekday hours, and offering services on 
weekends. The goal is to better accommodate individuals' schedules, increase the 
capacity to serve more clients, and reduce barriers to care. The expansion will 
incorporate additional staffing, training, facility enhancements, and partnerships to 
meet the growing demand for mental health services in the community. 

 

Program Objectives 
1. Increase Accessibility: Provide more flexible hours, including evenings and 

weekends, to meet the needs of clients with varying work, school, or family 
schedules. 

2. Reduce Wait Times: Decrease wait times for appointments and services, 
ensuring clients can access timely care. 



3. Improve Client Retention and Satisfaction: Enhance overall client 
satisfaction by offering convenient hours and a wider range of services. 

4. Expand Service Capacity: Serve more individuals by extending the number 
of available appointments and the types of services offered. 

5. Increase Community Engagement: Build awareness of extended outpatient 
services and increase the participation of diverse populations in mental 
health care. 

 
Key Components of the Expansion Plan 

1. Extended Hours and Weekend Service Availability 

• Evening Hours: Extend weekday hours, such as from 5:00 PM to 9:00 PM, 
to accommodate individuals who work standard daytime hours. 

• Weekend Hours: Offer services on Saturdays and Sundays to accommodate 
those who are unavailable during the workweek. Consider operating hours 
from 10:00 AM to 4:00 PM on weekends. 

• Flexibility in Appointment Scheduling: Allow clients to book 
appointments during extended hours and on weekends, making it easier for 
those with busy schedules to find a time that works for them. 

2. Staffing and Capacity Building 

• Increase Staffing Levels: Hire additional mental health professionals, 
including therapists, psychiatrists, case managers, and support staff, to meet 
the increased demand for services during extended hours. This may involve 
offering flexible scheduling for staff to ensure coverage during evening and 
weekend hours. 

• Training and Development: Ensure that all staff members, including new 
hires, receive training in delivering high-quality mental health care, crisis 
management, and culturally competent care. Focus on developing skills for 
handling clients in nontraditional hours and ensuring a continuity of care 
across shifts. 



• Supervisor and Management Support: Appoint additional supervisors to 
oversee evening and weekend operations and provide staff with regular 
opportunities for supervision and support during these hours. 

3. Service Delivery Enhancements 

• Telehealth Integration: Introduce or expand telehealth services for both 
daytime and extended-hour appointments, offering clients the flexibility to 
access therapy from home or a location of their choice. 

• Expanded Therapy Options: Increase the variety of services available 
during extended hours, such as individual therapy, group therapy, medication 
management, crisis intervention, and family counseling. 

• After-Hours Crisis Support: Develop a protocol for managing mental 
health crises that arise outside of regular hours, including on-call staff or 
partnerships with local emergency services and crisis hotlines. 

• Specialized Services: Ensure that specialized services, such as substance 
abuse counseling, trauma-informed care, and support for specific 
populations (e.g., youth, veterans, elderly clients), are available during 
extended hours and weekends. 

• Outreach to Underserved Populations: Target underserved populations, 
such as individuals in rural areas, working families, and marginalized 
communities, to ensure they are aware of the expanded services. 

4. Technology and Infrastructure Enhancements 

• Appointment Scheduling System: Implement or upgrade the online 
appointment scheduling system to allow clients to book appointments easily, 
view available slots during extended hours, and receive reminders and 
confirmations. 

• Client Communication Tools: Utilize text messaging, email, or app-based 
communication tools to send reminders, updates, and pre-appointment 
questionnaires, increasing convenience for clients and reducing no-shows. 

• Telehealth Platform: Ensure that the telehealth platform is HIPAA-
compliant and user-friendly, supporting virtual appointments with both 
clinicians and clients during extended hours. 



• On-Site Infrastructure: Enhance the physical infrastructure by extending 
the operating hours of the facility, ensuring that rooms are available for 
therapy sessions and that the space is adequately staffed and equipped. 

5. Community Outreach and Marketing 

• Public Awareness Campaign: Launch a targeted marketing and outreach 
campaign to inform the community about the new extended hours and 
weekend availability. This could include social media posts, local radio 
advertisements, flyers in community centers, and outreach through local 
healthcare providers. 

• Partnerships with Employers and Schools: Establish partnerships with 
local employers, schools, and community organizations to spread awareness 
about the new service hours. This could involve offering presentations or 
distributing informational materials about mental health services to 
employees, students, and parents. 

• Engagement with Local Media: Collaborate with local media outlets to 
highlight the importance of accessible mental health care and promote the 
new hours and services. Consider interviews with staff members or 
testimonials from clients to build trust in the expanded offerings. 

6. Financial Planning and Sustainability 

• Budgeting for Expanded Services: Create a detailed budget to ensure 
sufficient funds are allocated for staffing, training, technology upgrades, 
marketing, and operational costs associated with extended hours. 

• Funding Sources: Identify and secure funding through local, state, and 
federal grants, insurance reimbursements, and potential partnerships with 
healthcare providers. Explore new funding models, including sliding scale 
fees or collaboration with community foundations focused on mental health. 

• Cost-Efficiency Strategies: Analyze the cost-benefit of extending service 
hours, using metrics such as increased client retention rates, improved access 
to care, and the potential reduction in emergency department visits due to 
better access to outpatient services. 

7. Monitoring and Evaluation 



• Track Utilization Rates: Collect data on the number of clients served 
during extended hours and weekends, and compare these numbers to pre-
expansion figures. Track demographic information to ensure that 
underserved populations are utilizing the expanded services. 

• Client Feedback and Satisfaction: Use client surveys, focus groups, and 
informal feedback mechanisms to gather information on client satisfaction 
with the new hours and service options. This data will be used to refine and 
improve the program. 

• Outcomes Monitoring: Measure key outcomes such as treatment 
adherence, symptom reduction, client engagement, and overall mental health 
improvement. This will help assess the effectiveness of the expanded service 
hours in supporting client well-being. 

 
Steps for Implementation 

1. Establish Expansion Team: Form an internal task force to oversee the 
expansion, including representatives from management, clinicians, IT, and 
outreach. 

2. Assess Staffing Needs: Review current staffing levels, identify gaps, and 
begin recruiting additional staff to cover the extended hours and weekend 
shifts. 

3. Train Staff: Provide training to staff on managing extended hours, using 
telehealth technology, and addressing specific needs of clients during 
nontraditional hours. 

4. Upgrade Systems: Implement the necessary technology updates, including 
appointment scheduling systems, telehealth platforms, and communication 
tools. 

5. Launch Marketing Campaign: Begin a community outreach and 
marketing campaign to inform the public about the expanded hours and 
services. 

6. Start Expanded Services: Begin offering services during extended hours 
and weekends, ensuring that all operational processes are in place. 



7. Monitor and Evaluate: Continuously track service utilization, client 
feedback, and outcomes to assess the effectiveness of the expansion and 
adjust strategies as needed. 

 
Sustainability and Long-Term Impact 

1. Long-Term Funding Strategy: Develop a strategy for securing sustainable 
funding through insurance reimbursements, grants, and local partnerships. 

2. Continuous Evaluation: Conduct ongoing evaluations to ensure the 
services are meeting the needs of the community and adjust services 
accordingly. 

3. Community Integration: Strengthen relationships with local employers, 
schools, and community organizations to maintain engagement and increase 
awareness of the services offered. 

 
Outcome Metrics 

1. Increased Client Access: Track the number of individuals accessing 
services during extended hours compared to baseline data. 

2. Improved Client Satisfaction: Measure client satisfaction with the 
availability and quality of services offered during nontraditional hours. 

3. Service Utilization Rates: Monitor the number of appointments booked 
during evenings and weekends. 

4. Clinical Outcomes: Track improvements in client outcomes, including 
symptom reduction, treatment adherence, and overall mental health 
improvement. 

5. Cost-Effectiveness: Assess the financial sustainability of the extended hours 
model by analyzing the cost-benefit and client retention rates. 

The expansion of Douglas Mental Health Outpatient Services with extended days 
and weekends will provide greater flexibility and accessibility for individuals 
seeking mental health care. By focusing on community needs, client satisfaction, 
and sustainable growth, this expansion aims to significantly improve mental health 
service delivery and ensure ongoing support for individuals in the community. 



 

Objective F: ASO/Medicaid Mental Health Clinical Audit Improvement Plan 

Introduction 
An Audit Improvement Plan for Medicaid Mental Health Services is critical for 
enhancing the quality of care, ensuring compliance with federal and state 
regulations, and improving overall client outcomes. The purpose of this plan is to 
address the findings of recent clinical audits related to Medicaid mental health 
services and to implement strategies to correct deficiencies, optimize service 
delivery, and meet Medicaid requirements effectively. The plan focuses on 
improving clinical documentation, enhancing service quality, ensuring regulatory 
compliance, and addressing any identified performance gaps. 

 

Plan Objectives 
1. Improve Compliance with Medicaid Regulations: Ensure that all clinical 

documentation and service delivery align with Medicaid rules and 
guidelines. 

2. Enhance Service Quality and Client Outcomes: Address identified areas 
of service delivery where improvements can lead to better outcomes for 
individuals receiving mental health services. 

3. Strengthen Clinical Documentation: Improve the accuracy, completeness, 
and timeliness of clinical records to ensure they meet Medicaid standards. 

4. Address Audit Findings: Correct any deficiencies identified during the 
audit, including clinical, operational, and administrative practices. 

5. Promote Continuous Quality Improvement (CQI): Develop sustainable 
systems for ongoing monitoring, staff training, and process improvement. 

 
Key Components of the Improvement Plan 

1. Review and Analyze Audit Findings 



• Audit Data Review: Thoroughly review the findings from the most recent 
Medicaid mental health audit, including any deficiencies or areas of non-
compliance. Specific areas of focus may include: 

o Incomplete or inadequate clinical documentation. 

o Incorrect or missing billing codes. 

o Lack of proper treatment plans or progress notes. 

o Non-compliant service delivery (e.g., insufficient frequency of visits 
or services). 

o Issues with eligibility verification or authorization processes. 

• Root Cause Analysis: Conduct a root cause analysis to determine the 
underlying reasons for the audit findings, whether they are related to clinical 
practices, administrative systems, training gaps, or other factors. 

2. Enhance Clinical Documentation Practices 

• Training for Clinicians: Provide targeted training for all clinical staff on 
best practices for Medicaid documentation requirements, including: 

o Correct use of Medicaid billing codes and modifiers. 

o Comprehensive documentation of diagnosis, treatment plans, and 
client progress. 

o Ensuring documentation includes sufficient detail to justify the 
services provided. 

o Addressing any gaps or issues identified in the audit related to 
documentation. 

• Standardize Documentation: Develop or update standardized templates for 
clinical documentation to ensure consistency across clinicians and services. 
This will ensure that treatment plans, progress notes, and service logs align 
with Medicaid standards. 

• Audit Readiness Checklist: Create a checklist that clinicians and 
administrative staff can use to verify that records are complete and 
compliant before submitting for payment or review. 



• Increase Timeliness: Ensure that clinical documentation is completed 
within the required timeframe, which can vary by state or payer. Set internal 
deadlines to ensure records are completed and reviewed promptly. 

3. Optimize Service Delivery and Compliance 

• Treatment Plan Development: Ensure that individualized treatment plans 
are developed for all clients, with clear goals, objectives, and measurable 
outcomes. Ensure that these plans are updated regularly and include the 
client’s progress. 

• Service Frequency and Duration: Verify that services are provided at the 
frequency and duration specified in the treatment plan and are documented 
appropriately. 

• Medicaid Authorization and Eligibility: Ensure all Medicaid eligibility 
requirements are verified before initiating services and that prior 
authorizations are obtained when necessary. 

• Staff Supervision and Peer Reviews: Increase oversight of clinical services 
through regular supervision and peer review processes. Supervisors should 
routinely review clinical documentation to ensure quality and compliance. 

• Client Satisfaction Surveys: Use client feedback to monitor the 
effectiveness and quality of services provided, identifying areas where 
improvements can be made. 

4. Improve Billing and Coding Practices 

• Correct Billing Codes: Ensure that clinicians and administrative staff are 
properly trained in using the correct billing codes and modifiers for the 
services provided. A focus on the correct application of diagnosis and 
service codes, as well as coding for any additional services provided (e.g., 
crisis intervention, case management), is necessary. 

• Billing Audits: Conduct internal audits of billing practices to ensure that 
submitted claims match the documented services and align with Medicaid 
billing codes. 

• Billing Accuracy Checklist: Develop a checklist for the billing department 
to confirm that claims are accurate before submission, reducing errors and 
denials. 



5. Staff Training and Education 

• Ongoing Training Programs: Implement ongoing, comprehensive training 
programs for all clinical and administrative staff. Training should cover: 

o Medicaid-specific policies, regulations, and compliance requirements. 

o Documentation standards, including proper use of treatment plans, 
progress notes, and discharge summaries. 

o Billing, coding, and claims submission processes. 

o Clinical interventions and best practices in mental health care. 

o Regular updates on changes to Medicaid policies and procedures. 

• Cross-Training: Ensure that administrative and clinical staff are cross-
trained on Medicaid documentation and compliance to ensure a unified 
approach to meeting Medicaid requirements. 

6. Implement Performance Monitoring and Continuous Quality Improvement 
(CQI) 

• Monthly Audits: Conduct regular internal audits of clinical documentation, 
billing practices, and service delivery to ensure ongoing compliance with 
Medicaid standards. These audits should be scheduled at regular intervals 
and involve random reviews of clinical files and claims. 

• Feedback Loop: Create a feedback loop for staff where audit results are 
communicated, and corrective actions are taken when necessary. Use audit 
findings to refine procedures, improve training, and increase staff awareness 
of areas for improvement. 

• CQI Process: Develop a formal Continuous Quality Improvement (CQI) 
program to regularly assess and improve the quality of care provided. This 
should involve: 

o Regular reviews of clinical outcomes, client satisfaction, and 
adherence to treatment plans. 

o Identification of trends or patterns in audit findings, client outcomes, 
and operational data. 



o Ongoing adjustments to processes, training, and service delivery to 
optimize care and reduce audit deficiencies. 

• Data-Driven Decision Making: Use data from internal audits, client 
outcomes, and feedback surveys to inform decisions on program 
improvement and resource allocation. 

7. Address External Audit Recommendations 

• Corrective Action Plan: Develop and implement a corrective action plan to 
address any deficiencies or non-compliance findings identified by external 
Medicaid audits. This plan should include: 

o Clear steps to address each issue. 

o Deadlines for implementing corrective actions. 

o Assigned responsibility for each action. 

o A process for verifying the effectiveness of the actions taken. 

• Timely Submission of Corrective Actions: Ensure that all required 
corrective actions are submitted to Medicaid or other regulatory bodies in a 
timely manner, and that follow-up reports demonstrate resolution of issues. 

8. Foster Collaboration and Communication 

• Interdepartmental Collaboration: Ensure that clinical, billing, and 
administrative teams collaborate effectively to address any audit findings 
and improve service delivery. Foster communication and teamwork between 
departments to ensure that both clinical staff and administrative staff 
understand the full scope of Medicaid requirements. 

• Regular Meetings: Hold regular meetings between management, clinical 
staff, and auditors to review progress on the improvement plan, discuss audit 
findings, and share best practices. 

 
Timeline for Implementation 

1. Month 1-2: 

o Review audit findings and perform root cause analysis. 



o Develop the audit improvement plan and establish goals and 
timelines. 

o Begin staff training on Medicaid documentation, billing, and 
compliance. 

2. Month 3-4: 

o Implement the documentation standardization process. 

o Begin enhancing service delivery to ensure compliance with Medicaid 
rules. 

o Initiate internal billing and coding audits. 

3. Month 5-6: 

o Conduct a follow-up audit to assess progress. 

o Monitor improvements in clinical documentation and billing practices. 

o Evaluate client satisfaction and implement adjustments as needed. 

4. Month 6 and Beyond: 

o Continue ongoing staff training and implement CQI processes. 

o Conduct regular audits and make improvements based on findings. 

o Monitor the effectiveness of the improvement plan and adjust 
strategies as necessary. 

 
Outcome Metrics 

• Audit Compliance Rate: Percentage of audit findings addressed and 
corrected. 

• Documentation Quality: Percentage of clinical records meeting Medicaid 
documentation standards (e.g., treatment plans, progress notes). 

• Billing Accuracy: Rate of claims accepted without errors or denials. 

• Client Satisfaction: Survey results reflecting client satisfaction with the 
mental health services provided. 



• Service Utilization: Improvement in service utilization rates, indicating that 
the expansion or enhancement of services meets community needs. 

 

Conclusion 
This Medicaid mental health clinical audit improvement plan is designed to 
address identified deficiencies, ensure compliance with Medicaid regulations, and 
enhance the quality of care for individuals seeking mental health services. By 
focusing on training, improving clinical documentation, optimizing service 
delivery, and implementing a system of continuous quality improvement, the 
organization can ensure the sustained success of Medicaid mental health services 
and better meet the needs of the community. 

 

Objective G: Service Growth Plan for IPS Supported Employment 

Overview 

The Individual Placement and Support (IPS) Supported Employment model is an 
evidence-based approach designed to assist individuals with mental health 
conditions in obtaining and maintaining competitive employment. This service 
growth plan aims to expand and enhance the IPS Supported Employment program 
by partnering with the Atlanta Regional Commission (ARC) and Elevate 
Douglas (Douglas Economic Development Committee) to create a robust, 
collaborative, and sustainable system that offers increased opportunities for 
employment, training, and community integration for individuals with mental 
health challenges. 

Through these partnerships, the goal is to improve employment outcomes, build 
community support, and expand program accessibility across the region. This plan 
will include an emphasis on leveraging local resources, increasing job 
opportunities, improving workforce readiness, and fostering strong partnerships to 
achieve long-term success. 

 



Program Goals and Objectives 
1. Expand IPS Supported Employment Access: Increase the number of 

individuals with mental health conditions who can access IPS services in 
partnership with ARC and Elevate Douglas. 

2. Increase Job Placements: Expand the scope of job placements, ensuring a 
focus on sustainable, competitive employment opportunities that match 
individual skills and preferences. 

3. Build Strong Partnerships: Strengthen relationships with local businesses, 
community organizations, and workforce development agencies to enhance 
employment opportunities for program participants. 

4. Promote Workforce Development: Develop and deliver specialized 
workforce readiness training and skill-building workshops to support job 
seekers in preparing for competitive employment. 

5. Sustain Program Growth: Ensure that the program’s growth is sustainable 
through funding, local partnerships, and the continued involvement of key 
stakeholders in the community. 

6. Improve Client Support and Retention: Provide enhanced ongoing 
support to individuals to ensure successful job retention, addressing any 
challenges they may encounter on the job. 

 
Key Components of the Service Growth Plan 

1. Partnership Development with Atlanta Regional Commission (ARC) 

• Collaboration with ARC Workforce Development: Leverage ARC’s 
regional expertise in workforce development to identify local employment 
needs, job markets, and training resources. Work with ARC to align IPS 
Supported Employment services with regional economic development 
strategies. 

• Access to Regional Resources: Utilize ARC’s connections with businesses, 
educational institutions, and community organizations to increase job 
opportunities for IPS clients. ARC’s regional workforce development 
initiatives can provide training resources, career pathways, and targeted job 
placement strategies. 



• Data Sharing and Research: Collaborate with ARC on research to better 
understand workforce trends, employer needs, and how individuals with 
mental health conditions can best be supported in obtaining and maintaining 
employment. 

• Regional Job Fairs and Networking: Participate in ARC’s job fairs, 
networking events, and employer engagement initiatives to connect job 
seekers with potential employers across the region. 

• Grant Opportunities and Funding: Explore opportunities for joint funding 
applications and grant initiatives through ARC, including regional funding 
sources that support workforce development and mental health integration. 

2. Partnership with Elevate Douglas (Douglas Economic Development 
Committee) 

• Local Business Engagement: Work closely with Elevate Douglas to create 
a network of local businesses that are committed to providing job 
opportunities to individuals with mental health conditions. Elevate Douglas 
has strong relationships with local employers and can help facilitate 
connections between job seekers and businesses willing to hire. 

• Economic Development Synergy: Align IPS Supported Employment 
services with Elevate Douglas’s broader economic development strategy, 
ensuring that job placements are integrated into Douglas County’s growing 
industries and local business landscape. 

• Job Training and Placement: Elevate Douglas offers access to local 
training programs, apprenticeship opportunities, and employment resources. 
Leverage these services to prepare individuals with mental health conditions 
for job placement, while also creating customized training opportunities that 
address both individual and employer needs. 

• Community Advocacy: Elevate Douglas can help advocate for the 
importance of mental health inclusion in the workplace, helping to shift local 
perceptions and remove barriers to employment for people with mental 
health conditions. 

• Promote Local Employment Initiatives: Elevate Douglas’s existing 
infrastructure can help promote job fairs, workshops, and other events 



tailored to supporting IPS participants and foster partnerships between 
employers and job seekers. 

3. Enhanced Job Placement and Workforce Development Strategies 

• Customized Job Matching: Focus on providing individualized job 
placements that match participants' skills, interests, and abilities. Use a 
person-centered approach that considers individual preferences, such as job 
type, location, and work environment. 

• Job Coaching and Employer Engagement: Provide on-the-job coaching 
and regular follow-up with employers to ensure job retention. IPS staff can 
assist employers in understanding the support available to them and their 
employees through the program. Foster open lines of communication 
between employers, participants, and IPS providers to address concerns and 
provide support as needed. 

• Workforce Readiness Training: Develop and implement specialized 
workforce readiness training programs, including resume writing, interview 
preparation, soft skills training, and workplace etiquette. Offer pre-
employment workshops in collaboration with ARC and Elevate Douglas to 
prepare individuals for the job market. 

• On-the-Job Support and Retention Services: Provide ongoing support and 
monitoring after placement to ensure job retention. This may include regular 
check-ins with employees and employers, troubleshooting challenges, and 
providing additional job training or skill development where needed. 

• Promote Mental Health Awareness in the Workplace: Develop resources 
and materials that educate employers on mental health conditions, workplace 
accommodations, and strategies for creating inclusive and supportive work 
environments. 

4. Program Marketing and Outreach 

• Targeted Outreach to Employers: Use targeted outreach campaigns to 
educate and recruit local employers who are willing to hire individuals with 
mental health challenges. Highlight the benefits of the IPS model, such as 
job retention, productivity, and diversity in the workplace. 

• Community Engagement Campaigns: Leverage both ARC and Elevate 
Douglas’s networks to promote the IPS program within the community. Use 



social media, local events, and community meetings to raise awareness 
about the program and its benefits for both job seekers and employers. 

• Client Outreach: Expand outreach efforts to recruit individuals with mental 
health challenges who may benefit from the IPS model. Collaborate with 
local mental health providers, case managers, and other support services to 
refer individuals into the program. 

5. Sustainability and Funding Strategies 

• Diversify Funding Streams: Seek a combination of public and private 
funding sources to ensure long-term sustainability. This includes Medicaid 
funding, federal and state grants, local economic development funds through 
Elevate Douglas, and potential partnerships with businesses. 

• Employer Sponsorships and Partnerships: Explore opportunities for 
employer sponsorships or partnerships, where businesses may provide 
funding or other resources in exchange for access to a trained and supported 
workforce through IPS. 

• Grant Applications: Work with both ARC and Elevate Douglas to apply for 
joint grants aimed at workforce development, mental health services, and 
inclusive employment programs. Secure funding for program expansion and 
innovation through these partnerships. 

6. Monitoring and Evaluation 

• Program Tracking and Reporting: Establish clear metrics for tracking the 
success of IPS job placements, including job retention rates, the duration of 
employment, client satisfaction, and employer feedback. Use these metrics 
to measure the program’s impact and identify areas for improvement. 

• Regular Stakeholder Meetings: Hold regular meetings with ARC, Elevate 
Douglas, and other community stakeholders to assess the progress of the 
service growth plan, discuss challenges, and share successes. 

• Continuous Improvement: Incorporate feedback from clients, employers, 
and partners into the ongoing improvement of the program. Use data to 
inform changes in strategies, workforce development opportunities, and 
employer engagement approaches. 

 



Timeline for Implementation 

Phase 1: Initial Development (Months 1-6) 

• Establish partnerships with ARC and Elevate Douglas. 

• Conduct needs assessments with local employers, ARC, and Elevate 
Douglas. 

• Develop workforce readiness and training programs. 

• Start outreach to potential employers and clients. 

• Begin the recruitment and training of IPS staff. 

Phase 2: Program Expansion and Integration (Months 7-12) 

• Begin placing individuals in employment opportunities through IPS. 

• Coordinate job fairs, employer engagement events, and training programs 
with ARC and Elevate Douglas. 

• Initiate workforce readiness training and workshops. 

• Monitor and report on job placement success rates and client satisfaction. 

Phase 3: Full Implementation and Evaluation (Year 2) 

• Expand the program’s reach to additional individuals and businesses. 

• Continuously refine the training and support processes based on feedback 
and outcomes. 

• Begin securing additional funding sources through grants and employer 
partnerships. 

• Implement a formal evaluation process to assess long-term outcomes, job 
retention, and program impact. 

 

Conclusion 
The expansion of the IPS Supported Employment program, through strong 
partnerships with the Atlanta Regional Commission (ARC) and Elevate 
Douglas, presents a significant opportunity to improve employment outcomes for 
individuals with mental health conditions. By increasing access to local resources, 



expanding job placement opportunities, providing workforce readiness training, 
and fostering collaboration between community stakeholders, this plan will not 
only support individuals in achieving competitive employment but will also 
contribute to a more inclusive, supportive workforce. Through careful planning, 
sustainable partnerships, and a focus on job retention, the program can make a 
lasting impact on the lives of individuals with mental health challenges and the 
broader community. 

Objective H: Suicide Reduction Plan for Douglas County 

Overview 

Douglas County has experienced a tragic loss of life in the form of 100 suicides 
this year, with 60 of these deaths occurring among men aged 24-45. This represents 
a significant public health concern, necessitating a multifaceted, targeted, and 
community-based approach to reduce suicides. This suicide reduction plan aims to 
address the specific risk factors, enhance mental health resources, engage 
community stakeholders, and create a support network focused on prevention, 
intervention, and postvention for those at risk. 

Primary Goals 
1. Reduce Suicide Rates in Douglas County: Achieve a measurable reduction 

in suicides by focusing on the most vulnerable populations, particularly men 
aged 24-45. 

2. Increase Awareness and Education: Raise public awareness around suicide 
prevention, mental health issues, and available support services. 

3. Enhance Access to Mental Health Services: Expand access to mental 
health care, including crisis intervention, therapy, and peer support for high-
risk individuals. 

4. Strengthen Community Engagement: Build community networks to 
provide support, reduce stigma, and encourage help-seeking behaviors. 

5. Targeted Outreach for High-Risk Groups: Focus interventions on the age 
group most at risk (men aged 24-45) while also addressing other vulnerable 
populations, including veterans, LGBTQ individuals, and people with 
substance abuse disorders. 

 



Key Components of the Suicide Reduction Plan 

1. Community Education and Awareness Campaigns 

• Targeted Messaging for Men Aged 24-45: Design specific educational 
campaigns that resonate with men in this age range. Utilize local media, 
social media, and community groups to reach men through messages that 
encourage open conversations about mental health, de-stigmatizing therapy, 
and promoting help-seeking behavior. 

• Public Awareness Campaign: Partner with local media outlets, schools, 
workplaces, and community centers to distribute information on warning 
signs of suicide, available resources, and the importance of mental health 
care. Use compelling stories of recovery and resilience to counter stigma. 

• Workplace Mental Health Programs: Collaborate with local employers 
and unions to implement workplace wellness programs that address mental 
health, stress management, and suicide prevention. Encourage the 
establishment of Employee Assistance Programs (EAPs) and promote 
mental health awareness at work. 

• Community Engagement Events: Organize community events such as 
mental health forums, town hall meetings, and suicide prevention awareness 
walks to engage residents in conversations about mental health, trauma, and 
coping mechanisms. 

2. Enhance Access to Mental Health and Crisis Services 

• Crisis Intervention Services: Establish and promote 24/7 crisis intervention 
services for individuals in immediate danger. This could include the 
expansion of mobile crisis units, a local suicide prevention hotline, or 
strengthening collaboration with the National Suicide Prevention Lifeline. 
Ensure these services are staffed by trained professionals who can offer 
support and direct individuals to appropriate care. 

• Training Gatekeepers in Suicide Prevention: Train local first responders, 
law enforcement officers, healthcare providers, teachers, and community 
leaders in recognizing the signs of suicidal ideation and effectively 
intervening. Provide Mental Health First Aid and Question, Persuade, Refer 
(QPR) training to key community members to build a network of 
gatekeepers who can respond to mental health crises. 



• Collaborate with Local Healthcare Providers: Work with hospitals, 
mental health clinics, and outpatient providers to ensure that those who seek 
help for mental health crises or suicidal ideation receive immediate attention 
and follow-up care. Encourage mental health screenings during routine 
medical visits for those in high-risk categories. 

• Telehealth Options for Remote Areas: Provide access to telehealth services 
for those living in more isolated areas of the county, ensuring they have 
access to counselors and therapists without the burden of travel. 

3. Targeted Outreach for High-Risk Groups 

• Focus on Men Aged 24-45: Men in this age group often face societal 
pressures related to work, family, and identity, which can contribute to 
mental health struggles. Create outreach programs specifically for men, such 
as support groups, peer mentorship, and tailored counseling services. Include 
topics such as stress management, coping strategies, and emotional 
regulation. 

• Veterans and First Responders: Focus on individuals who have served in 
the military, law enforcement, or firefighting professions, as they are at 
higher risk for suicide. Collaborate with veteran organizations and first 
responder agencies to provide mental health services, including trauma-
informed care. 

• Substance Use Disorder and Mental Health Integration: Address the 
overlap between mental health issues and substance abuse, which is a 
common risk factor for suicide. Expand access to integrated care for 
individuals with co-occurring disorders and improve collaboration between 
mental health providers and addiction treatment services. 

• LGBTQ+ Community: Create safe, inclusive spaces for LGBTQ+ 
individuals, who may experience higher rates of suicidal ideation and 
attempts. Partner with LGBTQ+ organizations to ensure culturally 
competent services and support systems. 

4. Strengthen Postvention Support and Resources 

• Support for Survivors of Suicide Loss: Implement programs that provide 
grief counseling, peer support groups, and resources for those who have lost 



loved ones to suicide. Create a supportive community where survivors can 
share their experiences and heal together. 

• Educational Programs for Families and Friends: Offer training programs 
for family members and friends of individuals who may be at risk of suicide, 
focusing on how to support someone experiencing suicidal thoughts, how to 
start difficult conversations, and how to access help. 

• Mental Health Aftercare: Ensure that individuals who survive suicide 
attempts or who have been hospitalized for mental health crises have access 
to ongoing support and treatment. This can include follow-up therapy, case 
management, and support groups. 

5. Building Strong Community Networks 

• Create a Suicide Prevention Task Force: Establish a local Suicide 
Prevention Task Force that includes mental health professionals, public 
health officials, local business leaders, educators, first responders, and 
community members. This group would meet regularly to review trends, 
provide guidance on new initiatives, and coordinate resources for suicide 
prevention efforts. 

• Public-Private Partnerships: Leverage the strengths of both public health 
organizations and private businesses to enhance suicide prevention efforts. 
This could include joint funding of programs, outreach initiatives, and 
mental health support services. 

• Faith-Based and Community Organizations: Engage faith-based 
organizations and community groups in mental health outreach and support. 
These groups can offer safe, nonjudgmental environments where individuals 
at risk can seek help and find emotional and spiritual support. 

6. Data Collection, Monitoring, and Evaluation 

• Suicide Data Analysis: Collect and analyze data on suicide rates, attempts, 
and related factors to identify trends, high-risk groups, and potential gaps in 
services. Work with local public health agencies to develop a comprehensive 
surveillance system. 

• Program Evaluation: Continuously evaluate the effectiveness of the suicide 
prevention strategies and interventions implemented. Use feedback from 



individuals who have utilized services, community members, and partners to 
assess what is working and where adjustments are needed. 

• Annual Report: Provide an annual report to the community and 
stakeholders that details suicide rates, interventions, successes, and 
challenges. This report can be used to advocate for continued funding and 
support for suicide prevention initiatives. 

 
Action Plan Timeline 

Phase 1: Immediate Response (0-6 Months) 

• Launch a public awareness campaign targeting men aged 24-45. 

• Expand crisis intervention services and ensure 24/7 availability. 

• Train key community members (first responders, healthcare providers) in 
suicide prevention and Mental Health First Aid. 

• Initiate a local Suicide Prevention Task Force. 

• Begin outreach to high-risk populations (veterans, substance users, 
LGBTQ+ individuals). 

Phase 2: Mid-Term Expansion (6-12 Months) 

• Expand mental health services and telehealth options. 

• Implement community-based programs for men, such as support groups and 
peer mentoring. 

• Partner with local businesses, schools, and workplaces to provide mental 
health education and resources. 

• Organize a series of community events (mental health forums, grief support 
groups) and outreach programs. 

• Begin postvention programs for families of suicide survivors. 

Phase 3: Long-Term Sustainability (1-3 Years) 

• Establish long-term funding mechanisms and partnerships with local 
businesses and organizations to sustain programs. 



• Expand outreach and education efforts, continually engaging with the 
community. 

• Regularly review and refine suicide prevention strategies based on data and 
feedback. 

• Strengthen the network of support services available for individuals in need. 

 

Conclusion 
Reducing suicides in Douglas County, particularly among men aged 24-45, 
requires a coordinated, multi-pronged approach. This plan focuses on increasing 
awareness, improving access to mental health services, providing targeted outreach 
to high-risk groups, and building a community network that supports both 
prevention and postvention efforts. Through collaboration, education, and 
sustained commitment, the community can work together to reduce suicides and 
offer hope and healing to those in need. 

Objective I: Veterans Peer-Driven Alliance Plan in Partnership with the 
Georgia Department of Veterans Services (GDVS) 

Overview 

The Veterans Peer-Driven Alliance (VPDA) will be a collaborative initiative 
designed to create a strong, supportive network for veterans within Georgia. By 
partnering with the Georgia Department of Veterans Services (GDVS), this 
program aims to leverage peer support to improve the well-being, mental health, 
and overall reintegration of veterans into civilian life. Veterans are often best 
understood and supported by those who have shared similar experiences, making 
peer-driven models an effective approach to addressing the challenges they face. 
This plan focuses on creating a sustainable alliance that enhances the support 
structure for veterans, connects them to essential resources, and fosters a sense of 
community and belonging. 

 



Primary Goals 
1. Create a Sustainable Peer Support Network: Develop a peer-driven 

model where veterans are trained and empowered to assist one another in 
navigating the challenges of transitioning to civilian life. 

2. Enhance Access to Resources: Increase veterans’ awareness of and access 
to critical services provided by GDVS, as well as community-based 
resources that aid in employment, healthcare, housing, and mental health. 

3. Improve Mental Health and Well-Being: Use peer support to reduce the 
stigma around seeking mental health services, provide emotional and 
psychological support, and enhance overall mental health outcomes for 
veterans. 

4. Build Community and Combat Isolation: Create an inclusive community 
where veterans can find camaraderie, share experiences, and support one 
another. 

5. Foster Collaboration Between Veterans Organizations and GDVS: 
Strengthen the partnership between GDVS, local veterans organizations, and 
other community stakeholders to provide a comprehensive support system 
for veterans. 

 
Key Components of the Veterans Peer-Driven Alliance (VPDA) 

1. Development of Peer Support Network 

• Recruitment and Selection of Peer Leaders: Identify and recruit veterans 
who have demonstrated leadership skills, empathy, and a willingness to help 
others. Peer leaders can be from various branches of service, ensuring a 
diverse range of experiences. 

• Peer Leader Training Program: Provide a comprehensive training program 
for peer leaders to equip them with the skills needed to provide effective 
support. Training should cover topics like: 

o Active Listening: Ensuring peer leaders can listen empathetically and 
offer sound advice. 



o Mental Health First Aid: Basic training to identify mental health 
concerns such as PTSD, depression, and anxiety, and refer veterans to 
appropriate resources. 

o Navigating Veterans Benefits: Educating peer leaders on the services 
and benefits available through GDVS, including healthcare, 
employment support, and disability benefits. 

o Conflict Resolution and Crisis Management: Providing veterans 
with strategies to manage conflict and offer support during times of 
crisis. 

• Peer Support Groups: Organize peer support groups in various locations 
across Georgia, led by trained veterans. These groups could focus on 
specific issues such as mental health, housing, employment, or family 
reintegration. 

• Virtual Peer Support: For veterans in rural or underserved areas, provide 
virtual peer support via online platforms or telehealth services. This ensures 
that all veterans, regardless of location, can access peer-driven support. 

2. Access to Resources and Services 

• Collaboration with GDVS: Partner with GDVS to ensure that peer leaders 
are well-versed in the full range of services available to veterans, such as: 

o Health care services through the VA 

o Housing assistance and transitional housing programs 

o Educational and job training programs 

o Disability benefits and compensation 

o Legal aid and advocacy for veterans’ rights 

• Veterans Resource Guide: Develop a comprehensive veterans’ resource 
guide that lists local and state-level services, organizations, and points of 
contact for veterans. This guide should be regularly updated and accessible 
to veterans, peer leaders, and community organizations. 

• Service Navigation: Peer leaders will assist veterans in navigating the 
complex systems of veterans’ services, helping them fill out forms, schedule 
appointments, and follow up on cases. 



• Resource Events: Host resource fairs and informational sessions where 
veterans can meet with service providers, learn about available resources, 
and connect with peers. 

3. Mental Health and Well-Being Support 

• Peer Counseling for Mental Health: Peer leaders will be trained to 
recognize signs of mental health struggles among veterans and can provide 
initial support by encouraging veterans to seek professional help when 
needed. This can include: 

o Facilitating connections with mental health professionals 

o Encouraging participation in group therapy or counseling 

o Providing peer support during the mental health treatment process 

• Stress Relief and Resilience Workshops: Offer workshops focused on 
stress management, building resilience, and coping with the challenges of 
reintegration. These workshops can be led by both peer leaders and mental 
health professionals, and will focus on topics such as: 

o Mindfulness and relaxation techniques 

o Anger management and conflict resolution 

o Coping with PTSD, anxiety, and depression 

• Veterans Wellness Retreats: Organize periodic wellness retreats that 
combine outdoor activities, community-building exercises, and mental 
health workshops. These retreats provide veterans with a chance to connect 
with one another and focus on self-care and healing in a supportive 
environment. 

4. Building Community and Combatting Isolation 

• Veterans Social and Support Events: Plan regular social events where 
veterans can come together to form connections, share experiences, and 
provide mutual support. This can include: 

o Barbecues, outings, or movie nights 

o Sporting events, tournaments, or group fitness sessions 



o Volunteer opportunities that engage veterans in giving back to their 
communities 

• Family Support: Provide programs for the families of veterans, who are 
often crucial in the veterans' reintegration process. Offer support groups, 
educational workshops, and counseling for spouses and children to help 
them adjust to the challenges of having a veteran family member. 

• Mentorship Program: Pair new or recently transitioned veterans with peer 
mentors who have successfully navigated reintegration. The mentorship 
program can include advice on finding employment, securing housing, and 
coping with mental health challenges. 

5. Collaboration and Outreach with Other Veterans Organizations 

• Partnership with Local Veterans Organizations: Collaborate with local 
veterans’ organizations, such as American Legion, VFW, and DAV, to 
provide a unified front of support and increase awareness about the VPDA 
and GDVS services. 

• Joint Events and Initiatives: Partner with these organizations to host joint 
events such as job fairs, health screenings, and family support services, 
ensuring that all veterans in the community can benefit from the resources 
and services available. 

• Advocacy and Legislative Support: Work with GDVS and other veterans’ 
organizations to advocate for improved policies and services for veterans, 
particularly in areas such as mental health, housing, and employment. 

6. Sustainability and Long-Term Impact 

• Fundraising and Grant Applications: To ensure the sustainability of the 
VPDA, pursue funding through government grants, private foundations, and 
corporate sponsorships. Organize fundraising events to support the work of 
the alliance. 

• Veteran-Led Advisory Board: Create an advisory board consisting of 
veterans who have been positively impacted by the VPDA. This board will 
provide ongoing feedback on the program’s success, offer advice on how to 
reach more veterans, and help advocate for additional resources. 



• Data Collection and Evaluation: Regularly collect data on the success of 
peer support programs, including how many veterans are accessing services, 
the number of peer support groups established, and the outcomes of veterans 
receiving assistance. Use this data to evaluate the program’s effectiveness 
and make adjustments as necessary. 

 
Implementation Timeline 

Phase 1: Initial Development (0-6 Months) 

• Establish formal partnership with GDVS. 

• Recruit and train initial cohort of peer leaders. 

• Develop resources such as the Veterans Resource Guide and outreach 
materials. 

• Launch initial peer support groups and virtual support services. 

• Begin outreach to local veterans’ organizations and partners. 

Phase 2: Expansion (6-12 Months) 

• Expand peer support networks and host community-building events. 

• Increase awareness of the VPDA through local media, outreach efforts, and 
partnerships. 

• Offer first round of wellness retreats and mental health workshops. 

• Begin organizing and participating in local veterans’ resource fairs and job 
fairs. 

Phase 3: Full Implementation and Sustainability (Year 2 and Beyond) 

• Expand services to reach a larger number of veterans across Georgia. 

• Strengthen relationships with GDVS and other community stakeholders. 

• Continue to fundraise, apply for grants, and explore other funding 
opportunities. 

• Continue program evaluation and improve services based on feedback and 
data. 



 

Conclusion 
The Veterans Peer-Driven Alliance, in partnership with the Georgia Department of 
Veterans Services, offers a unique opportunity to create a comprehensive, 
sustainable support network for veterans in Georgia. By using the power of peer 
support, this initiative will help veterans navigate the complexities of civilian life, 
improve mental health outcomes, and foster a strong sense of community and 
belonging. Through strategic partnerships, targeted outreach, and ongoing support, 
the VPDA will enhance the lives of Georgia’s veterans, providing them with the 
tools and resources they need to succeed. 
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