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EXECUTIVE SUMMARY

Dependence on alcohol, tobacco, and other drugsanplex and

costlychronic illness Despite a widespread perception that substance

abuse and addiction represent a failure of an iddal’s
morals’scientists now know that drug addiction is a bdisorder.
Although this disorder is triggered by the useudstances, there are
predisposing genetic and environmental factorsc¢aatmake some
people more susceptible to addiction.

Addiction disorders are remarkably similar to otbleronic diseases.
People with addiction disorders have similar adhegeand relapse
rates as do people who have asthma, type 2 dialoetegpertension.
Chronic diseases, including substance abuse disp@® generally
lifelong conditions. They are not “cured” in theuée care sense.
Instead, the goal of treatment isni@nagethem so that the burden on
the individual—and to the healthcare system, thekplace, and
society in general—is minimized as much as possible

In North Carolina, there are more than 250,000 [geaged 12 years
or older who report illicit drug dependence, andenban twice as
many (550,000) who report alcohol dependence osefbvet fewer
than 10% of those with dependence on illicit dragd fewer than 5%
of those with alcohol dependence or abuse receareatinent in North
Carolina (SFY 2007) from providers funded throulgé Division of
Mental Health, Developmental Disabilities, and Sabse Abuse
Services (DMHDDSAS), the lead agency charged wattrdinating
prevention, treatment, and recovery supports. Madiyiduals with
substance abuse problems either do not recogreyehtive a problem
or do not seek treatment. Even those who do seatntent are not
always able to get the services they need whenrteegl them or with
the intensity needed to successfully address pmeblem. Further,
people with substance abuse problems need ongetogery supports
to help prevent relapse.

DMHDDSAS has primary responsibility for the cooraliton of
substance abuse services throughout the state.d¥ityst direct
provision of publicly-funded substance abuse ses/is managed by
Local Management Entities (LMES). Services are affered through,
or in collaboration with, many other agencies tigloaut the state.
Overall, North Carolina spent $138 million in 20@6fund the public
substance abuse service system in the state, ¢hatiteft North
Carolina substance abuse services underfundethiioreto other
states’ A report presented to the North Carolina Genessefbly in
2007 estimated it would take an additional $35iomilin
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Alcohol and
drug abuse
cost the
North Carolina
economy over
$12.4 billion in
direct and
indirect
costs in 2004

appropriations to achieve parity with national papita funding for
substance abuse services.

Substance abuse carries both direct and indiret$ ¢o society. In
addition to the direct costs of prevention, treattmand recovery
supports, there are indirect costs associatedmatfor vehicle
accidents, premature death, comorbid health camditidisability, lost
productivity, crime, unemployment, poverty, homslesss, and a host
of other social problems. Alcohol and drug abusst ttte North
Carolina economy over $12.4 billion in direct andirect costs in
2004° In 2005, more than 5% of all traffic accidentghie state were
alcohol-related, and these accidents accounte26i@ of all crash-
related fatalitieS.Alcohol and drug-related crimes also consume a
large amount of criminal justice resources, withsimaf the people
entering prisons (63%) needing substance abuseee# The rate of
drug possession arrests has hovered over 400 pg¥Q0population
for the past 10 yeafsand there were over 70,000 DWI cases
adjudicated in the state court system in SFY 2005.

The North Carolina General Assembly asked the NGetolina
Institute of Medicine (NC IOM) to convene a taskd®to study
substance abuse services in the state (SL-2008B233A) and to
present an interim report with recommendation$&2008 General
Assembly and the final report and recommendatioribed 2009
General Assembly. The Task Force is cochaired lyayhe Book,
MD, Medical Director, Fellowship Hall; RepresentatiVerla Insko,
Representative District 56, North Carolina Hous&epresentatives;
and Senator Martin L. Nesbitt Jr., JD, Senatorrigistt9, North
Carolina Senate. It includes 63 other members ductuother
legislators, state and local agency officials, sautse abuse providers,
other health professionals, consumers, educatodsoier
knowledgeable and interested individuals. In additthe work of the
Task Force is guided by a 12-member steering coteeniThe Task
Force met 7 times between October 2007 and Ap@iB2ihd will
continue to work over the next 9 months to devéapfinal report to
the North Carolina General Assembly.

Most of the Task Force’s work focuses on developing
comprehensive system of care to provide evidenseebmterventions
based on a person’s need. This comprehensive sy&gims with a
strong prevention effort, targeted at adolescemiisy@ung adults.
Targeting youth and young adults will help reduoe tumber of
people who later become addicted, as evidence stiawvpeople who
initiate substance use in childhood or adolescaneenore likely to
later become addicted. According to the Substarimesd and Mental
Health Services Administration (SAMHSA), communstiean save 4
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to 5 dollars for every 1 dollar they spend on saihst abuse
preventiort’ The following is a summary of the Task Force’s
prevention recommendations. The full recommendatame included
in the report in Chapter 4. Priority recommendagiare noted in bold.

Recommendation 4.1

(PRIORITY RECOMMENDATION)

The North Carolina General Assembly should
appropriate $1,945,000 in SFY 2009 and $3,722,000 i
recurring funds in SFY 2010 to the Division of Menal
Health, Developmental Disabilities and Substance
Abuse Services (DMHDDSAS) to develop a
comprehensive state and local substance abuse
prevention plan. Of these funds, $1,770,000 (SFY Q®)
and $3,547,000 (SFY 2010) would be used to implenten
county or multi-county comprehensive prevention plas
consistent with the statewide comprehensive substes
abuse prevention plan. DMHDDSAS should make
funding available on a competitive basis to Local
Management Entities (LMESs), selecting 1 rural pilot
and 1 urban pilot in the 3 MHDDSAS regions acrosshe
state. Eligible LMEs must develop a comprehensive
plan that includes a mix of evidence-based strategg,
and should include a wide array of community
partners. $250,000 should be allocated from Mental
Health Trust fund to evaluate these pilots and, if
successful, to recommend roll-out to other parts ahe
state.

Recommendation. 4.2

The North Carolina General Assembly should dirket t
State Board of Education, Office of Non-Public Eatimn,
NC Community College system, and University of Mort
Carolina system to review existing substance abuse
prevention, early intervention, treatment and redgplans
and report on these plans to the General Assembly.

Recommendation 4.3

The Division of Mental Health, Developmental Didétas,
and Substance Abuse Services; Division of PublialtHe
Division of Alcohol Law Enforcement; and Departmeit
Public Instruction should develop a plan to furtfextuce
tobacco and alcohol sales to minors.

Task Force on Substance Abuse Services 13
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Recommendation 4.4

(PRIORITY RECOMMENDATION)

In order to further reduce youth smoking, the North
Carolina General Assembly should increase the tobao
tax per pack to the national average. Increasing
tobacco tax has been shown to reduce smoking,
particularly among children and youth. The increasel
fees should be used exclusively to support preveot
and treatment efforts for alcohol, tobacco, and otar
drugs.

Recommendation 4.5
The North Carolina General Assembly should appeateri
$1.5 million to support Quitline NC.

Recommendation 4.6

(PRIORITY RECOMMENDATION)

The North Carolina General Assembly should enact a
law which prohibits smoking in all public buildings
including, but not limited to, restaurants, bars, ad
worksites.

Recommendation 4.7

(PRIORITY RECOMMENDATION)

In order to reduce underage drinking, the North
Carolina General Assembly should increase the exes
tax on beer. Beer is the alcoholic beverage of cloei
among youth, and youth are sensitive to price incases.
In addition, the excise taxes on beer and wine shiobe
indexed to the consumer price index so they can kee
pace with inflation. The excise tax for beer was &
increased in 1969, and wine was last increased i879.
The increased fees should be used exclusively tpport
prevention and treatment efforts for alcohol, tobaco,
and other drugs. $2.0 million of the funds raised
through the new taxes should support a comprehensv
alcohol awareness education and prevention campaign
aimed at changing cultural norms to prevent initiaion
and reduce underage alcohol consumption and to
reduce alcohol abuse or dependence among adults

Recommendation 4.8

The Division of Mental Health, Developmental Diddtas,
and Substance Abuse Services; Division of PublialtHe
Division of Social Services; and other providersidd
develop a prevention plan to prevent alcohol spectr
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disorders and report the plan to the Legislativer®ght
Committee on Mental Health, Developmental Disalesit
and Substance Abuse Services no later than J2§0B.

Early screening and intervention strategies areledéor people who
start to engage in risky behaviors but who haveyabbecome
addicted. Without early intervention services, theglividuals are
likely to progress to worse stages of abuse ar#pendence.
SAMHSA has developed an evidence-based screenied, b
intervention, and referral into treatment (SBIRTygram for
individuals who are at risk for substance abusélpros. Although
SBIRT has been shown to be effective in helpingsktindividuals
reduce their use of alcohol, tobacco, or other sirpgoviders do not
routinely use these strategigésThe Task Force’s recommendations
focus on educating primary care and other providbmuit the SBIRT
model or other strategies to encourage provideigetatify and treat
people with substance abuse disorders. A summaheofask Force’s
recommendations in this area are as follows:

 Recommendation 4.9
North Carolina health professional schools, the €door’s
Institute on Alcohol and Substance Abuse, the NEaAr
Health Education Centers program, residency progyam
health professional associations, and other apiattepr _
organizations should expand training for primargeca Early screening
providers and other health professionals in acaclem and intervention
clinical settings, residency programs, or othetticming .
education programs on screening, brief treatmerat, a strategies are

referral for people who have or are at risk of taimg needed for

alcohol, or substance abuse or dependency. people who start
* Recommendation 4.10 to eng_age In ”Sky

(PRIORITY RECOMMENDATION) behaviors but

The North Carolina General Assembly should who have not yet

appropriate $1.5 million in recurring funds to the
Division of Mental Health, Developmental Disabilites,
and Substance Abuse Services to work with the Offic
of Rural Health and Community Care, Governors
Institute on Alcohol and Substance Abuse, and Area
Health Education Centers program to expand use of
SBIRT in Community Care of North Carolina (CCNC)
networks and other primary care and outpatient
settings.

become addicted
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* Recommendation 4.11
The North Carolina General Assembly should dirket t
NC Division of Medical Assistance and NC Health @eo
to pay for annual wellness visits for children and
adolescents, and to pay for annual screeningslacto,
alcohol, and drug use beginning at age 11.

* Recommendation 4.12
The North Carolina General Assembly should appeateri
$750,000 in recurring funds to the Office of Rurgalth
and Community Care. Funding can be used to helpastip
co-location of licensed substance abuse profedsiama
primary care practices, or to provide cross-trajrfor
mental health professionals who are already cotéalcia
an existing primary care practice for services fed to
Medicaid and uninsured patients. The goal is teroff
evidence-based screening, counseling, brief inteiwe,
and referral to treatment to help patients preveat,ice, or
eliminate the use of or dependency on tobaccohalcand
other drugs.

 Recommendation 4.13
(PRIORITY RECOMMENDATION)
The North Carolina General Assembly should mandate
that insurers offer the same coverage for treatmenof
addiction diseases as for other physical illnesses.
Insurers should reimburse for substance abuse
screening, intervention, and treatment services wltleer
offered through primary care providers or specializd
substance abuse providers. Insurers should also
reimburse for telephone consultations by psychiatsts,
as well as for mental and behavioral health servise
provided on the same day as medical services are
provided.

Individuals with more severe problems need diffetevels of
treatment offered through the specialized substahase system.
Substance abuse services are generally providedghiprivate
providers under contract with Local Management tie#i(LMES).
LMEs screen people to determine eligibility anddhé&® services and
then help these individuals access appropriatecexvDMHDDSAS
has established performance standards to ensuneethle with
substance abuse problems can obtain timely semiteghe
frequency needed to address their problems.

16 No@arolina Institute of Medicine



LMEs currently do not serve most of the people \Wwhwve substance
abuse disorders. In fact, the LMEs that are serthedgighest
percentage of people who need services are onthiregn8.6% of the
estimated number of children who need servicesoahd10.9% of the
estimated number of adults who need services; MiEd reaching the
lowest percentage of people in need are only sgi¥i5% of the
estimated number of children and 4.4% of the aduiits need
services. LMEs also vary in their ability to mdee state’s
performance standards for timely initiation of treant and ongoing
engagement in the substance abuse system. Fuatlearywhen
services are offered, they may not be provided thighlevel of
intensity needed to help a person achieve sobriety.

The Task Force recognizes that individuals withssaihce abuse
problems should have access to a full continuuseofices including
screening and assessment, brief intervention, tatgaervices,
medication management, intensive outpatient aniigpar
hospitalization, clinically managed low-intensigsidential services,
clinically managed medium-intensity residentiabtraent, inpatient
services, and crisis services including detox.dditton, individuals
also need access to recovery supports in ordezlpothem live
without use of alcohol, tobacco, and other drugsadhieve this goal,
the Task Force recommends:

* Recommendation 4.14
(PRIORITY RECOMMENDATION)
The Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services should
develop plan for a recovery oriented system of carer
adults and adolescents, ensure that services are
available and accessible across the state, and are
coordinated among different providers. DMHDDSAS
should develop plans for performance based inceniv
contracts to encourage LMEs to ensure timely
engagement, active participation in treatment,
retention, program completion, and participation in
recovery supports. In addition, DMHDDSAS should
identify barriers and strategies to increase the qality
and quantity of substance abuse providers in the ate
including, but not limited to, electronic health records,
reduced paperwork, streamlined administrative
processes, expanded service definitions, and adegya
of reimbursement rates. DMHDDSAS should also
immediately begin expanding the capacity of adolesat
treatment services across the state.

Task Force on Substance Abuse Services 17
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* Recommendation 4.15
The North Carolina General Assembly should appeateri
$17.2 million in SFY 2009, $34.4 million in recurg
funds in SFY 2010 to the Division of Mental Health,
Developmental Disabilities, and Substance Abusegi&es.
DMHDDSAS should make funding available on a
competitive basis to Local Management Entities (Ldylt6
support 6 pilot programs to implement county or timul
county comprehensive recovery oriented system ref. ca
DMHDDSAS should select 1 rural and 1 urban pilotha
3 MHDDSAS regions across the stalbe North Carolina
General Assembly should appropriate $750,000 oftien
Health Trust Funds to independently evaluate tpegjects
and, if successful, build a plan to expand systaonsss the
state.

 Recommendation 4.16
(PRIORITY RECOMMENDATION)
The General Assembly should appropriate funding for
staffing in state agencies to support these
recommendations, including:

o $650,000 in recurring funds to the Division of
Mental Health, Developmental Disabilities, and
Substance Abuse Services to hire 13 FTE staff;

o $130,000 in recurring funds to the NC Office of
Rural Health and Community Care to hire a
statewide coordinator and administrative
support to work with CCNC networks to
implement substance abuse screening, brief
intervention, and referral into treatment.

o $81,000 in recurring funds and $50,000 in non-
recurring funds to the Division of Medical
Assistance to assist with new service definitions

North and Medicaid reimbursement; and
Carolina o $100,000 in recurring funds to the Department of
Public Instruction to hire staff to work on
needs gOOd substance abuse prevention.
data to make
informed The Task Force also examined the data needs gfdble North

. . Carolina needs good data to make informed poliojogs. Not only
policy choices does the state need to enhance its data collezdjoacity, it also needs
to enhance its analytic capability to better idgmieeded changes in
the existing substance abuse service system. A snynohthe Task
Force’s recommendations regarding data is listéalAbel he full text
of these recommendations is found in Chapter S®f¢port.
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Recommendation 5.1

The North Carolina General Assembly should appeateri
$1.2 million in recurring funds to DMHDDSAS to emfte
and expand current data system. Funding shouldde to
develop an information technology plan, including
adoption of electronic health records, and to dgvel
additional analytic capacity and undertake stutbes
understand systemic patterns and barriers to fitEatton,
referral, and engagement of consumers in treatment.

Recommendation 5.2

The Division of Mental Health, Developmental Didétas,
and Substance Abuse Services should work with other
agencies, including the Departments of Juveniléchiand
Delinquency Prevention, Corrections, and other theahd
Human Services agencies to collect comprehensiwvearta
substance abuse prevention and treatment servides a
people served with public funds. Further, the North
Carolina General Assembly should adopt an equalizat
formula to ensure that Local Management Entitiegire
comparable funding to achieve equity in accesste and
services.

The importance of a comprehensive substance alaliserny system
cannot be overstated. Our failure to adequatelygnt treat, and
provide recovery supports to people with addicpooblems has huge
implications to our state. We can no longer afflardtigmatize and
ignore people with addiction problems. Rather, wedto work
together to ensure that appropriate evidence-badecation,
prevention, treatment, and recovery resources\aitable and
accessible throughout the state. This will takeitkrelvement of
many different agencies, providers, and treatmssfepsionals. This
interim report provides a roadmap that can be tsetsure that
comprehensive publicly-funded substance abusecasrare available
throughout the state. More work is needed to examibstance abuse
workforce issues, financing options (including peniance-based
contracts to reward positive outcomes), and thdabikty and
adequacy of services offered through other pulnit @rivate
organizations. The Task Force will continue to neeetr the next 9
months to study these issues and will preparea feport for the
2009 General Assembly.
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CHAPTER 1
INTRODUCTION

OVERVIEW OF SUBSTANCE ABUSE PROBLEMS IN NORTH CAROLINA

According to 2005-2006 National Survey on Drug lded Health
(NSDUH) data, 7.7% of North Carolinians 12 yearagé and older
reported illicit drug use in the past month, andb¥reported past
month alcohol binge drinkingUsing 2008 population projections, this
translates into approximately 642,000 individu&sygars or older
reporting illicit drug use, and 1.63 million indduals reporting
alcohol binge drinking. A smaller, but still substiial, number of
people reported dependence or abuse problems. pareent of the
state’s population aged 12 years or older repaltied drug
dependence or abuse in the past year (approxinizéélp00 people),
and 6.6% reported alcohol dependence or abusedfapmately
550,000 people). The same survey reports thateenent gap (those
individuals needing, but not receiving, treatmeumtrmly the past year)
for illicit drug users 12 years and older was apprately 225,000
and for alcohol binge drinkers was 526,000 (in 2p6pBulation
numbers). In total, only about 10% of those whedesl treatment for
illicit drug use received it, and less than 5%laf¢e who needed
treatment for alcohol dependence or abuse recdivéttescription
drug abuse is a significant problem in North Caralas well as
nationally: the study revealed that over 400,00@INGarolinians
aged 12 years or older used pain relievers nongakyin the past
year.

Alcohol and drug use varies by age and typicallgisebetween the
ages of 18 and 25. Approximately 37.7% of high stistudents in
North Carolina reported past month alcohol use, 8% reported
current marijuana use. Over 20% of high schoolesttglreport first
using alcohol before the age of *3These statistics are especially
troubling because it has been shown that brainldpreent and
maturation is incomplete during this period andaspe to substances
can cause long-term changes in brain function.

The prevention, diagnosis, and treatment of substabuse is difficult
for several reasons. A large percentage of indalglwith substance
abuse problems do not recognize that they haveldegm. Similarly,
many of those who know they have a problem do eek sreatment.
In fact, national estimates suggest that nearly 80%eople who
abuse or are dependent on alcohol or illicit dnugger seek
treatment:> The few who do seek treatment often encounterl@nob
accessing it due to service availability or coste General medical
setting has not played a large role in the substabase treatment
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North Carolina
substance abuse
services are
underfunded in
relation to
other states

system despite the fact that, if identified earyg &reated
appropriately, substance use disorders can be ssfodlg managed
without further progression.

Only 6% ($66.8 million) of the Division of Mentald4lth,
Developmental Disabilities, and Substance AbusegiSes
(DMHDDSAS) expenditures in 2005 were for substaasivaese
services for 42,000 peoptéOverall, North Carolina spent $138
million in 2006 to fund the public substance absserice system in
the state, a sum that left North Carolina substatcese services
underfunded in relation to other stafes.report presented to the
North Carolina General Assembly in 2007 estimateebuld take an
additional $35 million in appropriations to achiga&rity with national
per capita funding for substance abuse services.

Substance abuse carries both direct and indirets$ ¢o society. In
addition to the direct costs of prevention, treattmand recovery
supports, there are indirect costs associatedmatfor vehicle
accidents, premature death, comorbid health camditidisability, lost
productivity, crime, unemployment, poverty, homslesss, and a host
of other social problems. Alcohol and drug abusst ttte North
Carolina economy over $12.4 billion in direct andirect costs in
2004? In 2005, more than 5% of all traffic accidentghie state were
alcohol-related, and these accidents accounte26i@ of all crash-
related fatalitieS.Alcohol and drug-related crimes also consume a
large amount of criminal justice resources. Theeeawover 70,000
DWI cases adjudicated in the state court systeS8Fivi 2008 and the
rate of drug possession arrests has hovered o0gret(0100,000
population for the past 10 yedrblationwide, half of all state prison
inmates were under the influence of drugs or alcahthe time of
their offense, and nearly 1 in 6 state inmates citacha crime to
support a drug habtt.

The importance of a comprehensive substance alalisery system
cannot be overstated. State efforts that ensun@ppate and
evidence-based education, prevention, treatmedtressovery
resources can minimize the myriad problems asstiaith substance
abuse and dependence.

TASK FORCE ON SUBSTANCE ABUSE SERVICES

The North Carolina General Assembly asked the NGetolina
Institute of Medicine (NC IOM) to convene a taskcd®to study
substance abuse services in the state (SL-2008B233A). The
Task Force is cochaired by Dwayne Book, MD, Medig@éctor,
Fellowship Hall; Representative Verla Insko, Repreative District
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56, North Carolina House of Representatives; am&h®e Martin L.
Nesbitt Jr., JD, Senator District 49, North Caralenate. It includes
63 other Task Force and Steering Committee mem(i&es. pages 2-6
for a complete listing of Task Force and Steerign@ittee
members.) The North Carolina General Assembly athtiye Task
Force with 9 goals, specifically:

1. Identifying the continuum of services needed featment of
substance abuse services including, but not limaded

prevention, outpatient services, residential treaimnand The North Carolina

recovery support. General Assembly
2. ldentifying evidence-based models of care or promgis

practices in coordination with the North Carolina®ice Charged the

Improvement Collaborative (NC PIC) for the preventand Task Force

treatment of substance abuse services and devglopin with 9 goa|S

recommendations to incorporate these models it@uhrent
substance abuse service system of care.

3. Examining different financing options to pay foibstance
abuse services at the local, regional, and staeédsle

4. Examining the adequacy of the current and futubstsunce
abuse workforce.

5. Developing strategies to identify people in needwdistance
abuse services, including people who are duallgriddaed as
having mental health and substance abuse problems.

6. Examining barriers that people with substance apusiglems
have in accessing publicly-funded substance alers&ces and
explore possible strategies for improving access.

7. Examining current outcome measures and identifgiher
appropriate outcome measures to assess the effieetis of
substance abuse services.

8. Examining the economic impact of substance abudith
Carolina.

9. Making recommendations on the implementation afst-c
effective plan for prevention, early screening gdiasis, and
treatment of North Carolinians with substance alpreblems.

The Task Force was directed to develop an integpont for the 2008
session with the final report due before the comgenf the 2009
General Assembly (Section 10.53A of Session Law223).

INTERIM REPORT

This interim report captures the work of the Taskce for the 6

months between October 2007 and March 2008. Duiiisgime, the
Task Force met monthly and discussed the followapics:
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Date

October 15, 2007

November 16, 2007

December 10, 2007

January 14, 2008

February 15, 2008

March 14, 2008

April 24, 2008

Topics

Overview of Task Force charge
Substance abuse as a chronic iliness
Introduction to North Carolina’s publicly-
funded substance abuse system

Continuum of services needed to treat
addiction

Evidence-based substance abuse
prevention and treatment models

Data collected by the Division of Mental
Health, Developmental Disabilities, and
Substance Abuse Services

Evidence-based prevention strategies for
adolescents and substance abuse
improvement models (NAITX.net)

Panel of North Carolina providers
highlighting successful substance abuse
treatment and prevention programs
operating in the state

Strategies to identify people in need of
substance abuse services

Screening, Brief Intervention, Referral,
and Treatment (SBIRT)

Primary care and mental health co-
location and integration models

Data on evidence-based prevention
strategies for adolescents operating in
North Carolina

Recovery-oriented systems of care
Discussion of potential recommendations

Crisis services

Care provided in hospital emergency
departments for people with substance
abuse problems

Discussion of potential recommendations

Prioritizing recommendations

Adoption of interim report and
recommendations
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The interim report includes 6 chapters, the fieshg this brief
introduction. Chapter 2 describes how substanceeabnd
dependency is a chronic illness, similar to otheonic illnesses such
as diabetes or asthma. Chapter 2 also describeshieouse of alcohol
and drugs as a child or adolescent impacts braialdgment. Finally,
Chapter 2 examines the influence of risk and pttedactors on
addictive behavior. Chapter 3 describes the cupehlic substance
abuse prevention and treatment system in Northli@ardocusing on
services provided by the Division of Mental Healllevelopmental
Disabilities, and Substance Abuse Services anddopallManagement
Entities. Chapter 4 describes the array of servieesled to address
alcohol and substance abuse problems as well ampein the
current delivery system. Chapter 4 also focusegsrevention and
some early intervention services. Additional seesiwill be discussed
in the final report (2009). Chapter 5 provides aargiew of existing
substance abuse data as well as the identifiatdegag@s. Chapter 6
summarizes the Task Force’s interim recommendaasnsell as the
additional issues that will be addressed in thalfiaport. For
example, over the next 9 months, the Task Fordeébeiexamining
workforce issues, varying financing options, ang dlailability and
adequacy of substance abuse services offered thiathgr public
agencies.
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CHAPTER 2
ADDICTION IS A CHRONIC DISEASE

Before considering the current state of the Nordinoina substance
abuse system and how it might be improved, it igartant to
understand what scientists currently know aboutctidd and
substance abuse, including its causes, risk faqibgsiologic effects,
and—most critically—treatment.

SUBSTANCE ABUSE DISORDERS

Although some substances are patently illegal,rethee illegal only
for certain age groups (eg, alcohol and tobacchilevothers are legal
per sebut are misused (eg, prescription drugs, presonpough
syrup, aerosol cans used for huffing). Some arggiwhile others are
best considered substances. For the purposessokttort,
“substances” will be the generic term used to desatrugs, alcohol,
and other substances.

Modest use of some of these substances may nobgagalic health
problem. For example, some studies suggest thgtmederate use of
alcohol not only has few adverse health effectabay, in some
circumstances, improve health (eg, occasional copson of a glass
of red wine)!®**® |t is important to differentiate betweabuseand
dependenceAbuserefers to misuse of a substance (usually in terins
guantity/frequency) which puts the individual akrof a variety of
harms (eg, injury, job loss, family disruption, sakassault, and a host
of medical conditions). One example would be bidgeking.
Dependencehowever, entails an emotional and physiological
dependence on the substance abuse in which theduadi loses
control over alcohol use or drug-taking behavicspdee the adverse,
and often very dramatic, consequences in his olifieer This is
commonly called addiction.

In the past, addiction or dependence on alcohb§dco, or other
drugs has often been viewed as a sign of morair&ailA 1998
editorial in theAmerican Journal of Psychiatgcknowledged this
history and pointed out how much remains to be done

American psychiatry has made remarkable progress in
recategorizing the addictive disorders from moadlfes to
brain diseases, but the need for community edutatio
continues. The concept of moral failure is by n@ansegone
from the discussion of addictive disorders, as @vagd by our
country’s investment in criminal justice ratherrnheaeatment,
including the denial of health insurance paritydddictive
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disorders and the court ruling that alcoholism agnonlitary
personnel was “willful misconduct,” not a disease.

Despite this widespread perception that iubstalmueeaand addiction
represent a failure of an individual’s moratsientists now know that
Some people drug addiction is, in fact, a brain disorder. Altigh this disorder is
are more  triggered by the use of substances, there aregpesing genetic and
susceptible to environmental factors that can make some people susceptible to
addiction addiction. Genetics accounts for approximately balké-of the
. likelihood that an individual becomes an addidinding similar to
disorders than  other chronic ilinessés?°(See Table 2.1.) Use of addictive substances
others due to brings satisfaction to the user while creating ptaischanges in a
; specific brain circuit. Over time, most substangietd ever lower
genetlc and levels of satisfaction as they alter the physiologthe brain.
environmental  physiologic effects from substance abuse may erfduteng periods
factors after the substance use is curtailed. For exartipeyrain activity of a
monkey that is cocaine-abstinent for 227 days iserfike one that is
abstinent for 3 days than of one that has never beposed to
cocaine' That is, changes induced by long-term drug useu#ast
drug use. This highlights the importance of avaidéxposure to these
substances in the first place as well as intereestthat take the brain
physiology of addiction into account by trying tortail drug use as
soon as possible after it starts.

An additional physiologic consideration that is ongant in the
development of drug use in adolescents is thedetelopment of the
prefrontal cortex region of the brain. This is #eetion of the brain
that controls long-term decision making such agithee-off between
a small reward now (eg, getting high) and a lasyeard in the future
(eg, going to college). This region of the braipitally does not fully
develop until around age 25, so adolescents atiegarly vulnerable
to the allure of drug use. In addition, substarimgsa can actually alter
the normal maturation of the brain. Thus, the lsahyoung people
respond differently to drugs than the brains ofisd@The younger
drug use starts, the greater the likelihood of etah.

Recent findings about how the adolescent brainldpsemake it clear
that adolescents and young adults are at higtséstai addiction if
they begin abusing drugs. Young adults have thiedsigrates of
alcohol use while adolescents and young adults tievhighest rates

& Scientists ascertain the degree to which a diseagmetically determined by
comparing outcomes among identical twins. Thesagwtudies conclude that
genetics plays a similar role for substance abddeton disorders, asthma, type 2
diabetes, and hypertension, leading to betweerhigume-third and one-half of the
total causes of the disease.
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of current drug use (ie, drug use in the previoositim). (See Charts
2.1and 2.2))

Chart 2.1
Use of Alcohol is Highest Among Young Adults
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Source: Substance Abuse and Mental Health Serfidesnistration.Results From
the 2006 National Survey on Drug Use and Healthidyeal Findings Rockuville,
MD: Department of Health and Human Services; 2@HHS publication SMA 07-
4293.

Chart 2.2
Use of Drugs is Highest Among Adolescents and Yourglults
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Source: Substance Abuse and Mental Health Serfidesnistration.Results From
the 2006 National Survey on Drug Use and Healthidyel Findings Rockuville,
MD: Department of Health and Human Services; 2@HHS publication SMA 07-
4293.

More disturbing is the effect early use has on {tergh addiction. As
an example, the age at first use of alcohol isetjoassociated with the
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likelihood of abuse or drug dependence later i [[Eee Chart 2.3.)
While nearly one-sixth of those first using alcoabbhge 14 or
younger will eventually become dependent, less 8%rof those first
using at age 21 or older are similarly afflictetheTcombination of

high prevalence of use and abuse and the inhenémenability of the
adolescent brain suggest of future abuse and depeaduggests that
targeting prevention efforts specifically at adokssts may be the most
effective use of scarce prevention dollars.

Chart 2.3
Early Initial Use of Alcohol is Associated with Higher Risk of
Abuse or Dependence
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Source: Substance Abuse and Mental Health Serdidesnistration The NSDUH
Report: Alcohol Dependence or Abuse and Age at Bise.Rockville, MD:
Substance Abuse and Mental Health Services Admatish; 2004.

TREATING SUBSTANCE ABUSE AS ACHRONIC |LLNESS

There is a common misconception that treatmengudbstance use
disorders does not work. This is because indiveluaih substance
use disorders are generally not permanently “cueséh after
undergoing an episode of treatment. Many individwath addiction
disorders experience periods of decreased userasulioety during
treatment, followed by relapse into use or abusmaaly take an
average of 5-7 serious attempts for sobriety tgiperThe percentage
of those who are able to maintain abstinence dirops 100% to 70%
within the first month and to 40% by the end of thied month post-
treatment. People seeking treatment may exper@mcenber of
periods of relapse before they gain the motivaéiod build the skills
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needed to resist substance use and to replacesaesising activities
with constructive behaviors. They may need to dstanew
relationships before being able to live for longipds of time in
recovery. If viewed from the perspective of thetaatare model—
where health problems are treated and cured (edgilhie for strep
infection)—this pattern of addiction, treatmentaeery, relapse, and
later treatment would rightly be categorized aailufe. However, this
chronic relapsing pattern is not surprising or ypested if we view
addiction disorders as we do other chronic illnesse

Scientists and healthcare professionals who stuain khemistry and
addiction disorders have now recognized that aidics indeed a
chronic, relapsing disease with no complete cAexording to the ddicti is lik
chronic care modethe appropriate and effective healthcare system Addiction 'S_ IKe
approach seeks to manage the chronic disease proeesuse it can other chronic

not be cured* Addiction is just like other chronic diseases sash diseases such as
diabetes, high blood pressure, and asthma. Theseichliseases can ; i

not be cured in the acute care sense. Insteadptief treatment is to diabetes, hlgh
managethem so that the burden on the individual—andhéo t blood pressure,
healthcare system, the workplace, and societymege—is and asthma
minimized. While the ultimate goal is to help treople live without

alcohol, tobacco, or other substances, the moresiffate goal is to

decrease use per episode or increase the lengtheobetween

episodes of use and, in so doing, improve funatigiiincluding

avoiding legal problems, keeping a job, and impngviamily

dynamics). The availability of treatment is dirgatblated to

improvement in public health and safety as wellcaductions in

health costs. Treatment also helps the work enmient. Studies show

that reported job problems such as incomplete waiskenteeism,

tardiness, work-related injuries, mistakes, andglisements among

employees are cut by an average of 75% among eegsoyho have

received treatmerit.

This approach is just like the approach used &t people with other
chronic diseases such as diabetes. There is ndarut@betes.
Instead, the immediate goal is to help people matiagr diabetes so
they minimize the negative impact of their disease¢heir body to
avoid complications such as heart disease, blirsgjkédney failure, or
amputation of feet and legs. The goal is to develsgstem of care
that helps people manage their chronic conditiahgevent the acute
symptoms of their disease and the later far mopemrsive and life-
threatening complications.

Understanding that addiction is a chronic illnessriportant when

evaluating the effectiveness of individual treattr@nthe substance
abuse treatment system as a whole. For examplpose treatment
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for some chronic disease led to the outcomes sho@hart 2.4. Prior
to the treatment, the individual had a high leviedyonptoms. During
treatment, the symptoms were diminished. This sstggeat treatment
is effective and is the kind of evidence the FDAHKs for when
evaluating new drugs and other therapies. For thesapies, the
increase in symptoms after the treatment is stogpest) is further
evidence that treatment is effective. Unfortunagtttis is not how we
have viewed substance abuse treatments. Even tliougtuse
diminishes during treatment, if it reoccurs afteatment, we take that
as evidence that treatment has failed. This cumicisotomy between
how we view most treatments and how we view sulostabuse
treatment has led us to believe that substancesdlesment is
ineffective even though it is just as effectiveeoen more effective,
than treatments for diabetes, hypertension, armirest

What has become clear is that addicts aren't affigrdint than patients
with other chronic disorders. Data show that somevdll because
they closely adhere to treatment guidelines. Otfaerso heed those
guidelines and end up in emergency rooms or batieaiment. No
one would tell someone with a second heart attaakite could not
have any more treatment because he didn’t chasgeating or
exercise habits. However, recovering addicts whedar relapse
back into drug use are routinely thrown out of timeent programs.

Chart 2.4
Chronic Care Treatment Outcomes
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Source: McLellan T. Reconsidering addiction treatinhave we been thinking
correctly? Presentation to the North Carolina Jbagislative Oversight Committee
on Mental Health, Developmental Disabilities, andb&ance Abuse; October 31,
2007; Raleigh, NC.

Treatment for any chronic illness, including suhstaabuse disorders,
is much more effective if the patient adheres &ottkatment protocol,
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prescribed medications, and recommended followaup.dviany
people think that people with substance abuseditssrare less likely
to adhere to their treatment regimens and moréylikerelapse than
people with other chronic ilinesses. However dataot support this
conclusion. People with substance abuse disord@ees $imilar
adherence and relapse rates as those with asypea tliabetes, or
hypertension. (See Table 2.1.) Adherence ratesvaigywidely across
specific types of treatments (eg, adherence toeca@dn is generally
higher than adherence to treatments like diet areXercise), but
adherence is generally similar across all typeshodnic illnesses.
Furthermore, factors decreasing adherence to tezatrsuch as
poverty, lack of family support, and co-occurrirgyphiatric
conditions—are similar across all 4 diseases.

Table 2.1
Substance Abuse Similarity to Other Chronic Disease
in Adherence to Treatment, Relapse, and Genetic Heability

Chronic Disease Substance

Abuse Asthma Diabetes | Hypertension
Adherence ~60% 60% <40% <40%
Relapse/Recurrence| 40%-60% | 50%-70% | 30%-50%| 50%-70%
Genetic Inheritability| .34-.61 .36-.70 .30-.55 .25-.50
Controllable Risk
Factors? Yes Yes Yes Yes
Uncontrollable Risk
Factors? Yes Yes Yes Yes
Cure? No No No No
Clear Diagnostic
Criteria? Yes Yes Yes Yes
Research-based
Treatment Guidelines
and Protocols? Yes Yes Yes Yes
Effective Patient and
Family Education? Yes Yes Yes Yes
Parity With Other
Medical Conditions? No Yes Yes Yes

Sources: McLellan AT, Lewis DC, O'Brien CP, Kleld¢D. Drug dependence, a
chronic medical illness: implications for treatmeansurance, and outcomes
evaluationJAMA 2000;284(13):1689-1695. Gilmore JD, Lash SJ,éragtA,
Blosser SL. Adherence to substance abuse treatoigntcal utility of two MMPI-2
scalesJ Pers Asses2001;77(3):524-540. Comparisons among alcohated|
problems, including alcoholism, and other chrongedses. Ensuring Solutions to
Alcohol Problems, George Washington University MatliCenter Web site.

http://www.ensuringsolutions.org/usr_doc/Chronicsézise_Comparison_Chart.pdf.

Accessed September 28, 2007.
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The fact that addicts are treated differently, degpe similar
adherence and relapse rates, is evidence thatweenlod been dealing
with addicts fairly. A treatment failure for anyhetr chronic conditions
would be a reason to change treatment optionscogase the intensity
of treatment. For addicts, it is a reason to disrthem from treatment.
Creating successful treatment systems for peopleaddiction
disorders will require a paradigm shift, one tleatagnizes and treats
addicts the same as any other person with a chiltmess.
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CHAPTER 3
PuBLICLY -FUNDED SUBSTANCE ABUSE SERVICES

Many public agencies provide services aimed atgreng, reducing,
or treating people with substance abuse problerhg. Division of
Mental Health, Developmental Disabilities, and Sabse Abuse
Services (DMHDDSAS), within the NC Department ofaith and
Human Services, is the lead agency charged withdawetting

prevention, treatment, and recovery supports. i&es\are also offered

through or in collaboration with the DepartmenQaifrrection,
Administrative Office of the Courts, Division of Ntar Vehicles,
Department of Juvenile Justice and Delinquency étreon, Division
of Social Services within the NC Department of Heaind Human
Services, Department of Public Instruction, Nortdrdina
Community College System, and the University oftN@arolina
system. In addition, Medicaid pays for substarimesa services for
some people. However many people with substanceeatisorders
are not eligible for Medicaid. These individuaftea rely on the
publicly-funded system of care, or pay for servioasof pocket, as
most third-party insurers offer limited coveragesabstance abuse
service$’  This chapter provides an overview of the strietfrthe
publicly-funded substance abuse system, focusirggorices offered
through DMHDDSAS and local agencies. A brief sumyrarthe
services offered through other agencies is provatdte end of this
chapter.

DIvISION OF MENTAL HEALTH , DEVELOPMENTAL DISABILITIES ,
AND SUBSTANCE ABUSE SERVICES

The primary source of federal funding for substaaioese services
comes from the Substance Abuse Prevention andriieeat{SAPT)
block grant provided by the federal Substance AlaunseMental
Health Services Agency (SAMHSA). North Carolinagwed
approximately $46.2 million in SAPT funds in SFYQ®) In addition,
the North Carolina General Assembly appropriate@l $illion for
the 3 Alcohol and Drug Abuse Treatment Centers (ARA) and
$28.1 million to DMHDDSAS to provide substance abasrvices
across the state.

In order to get federal SAPT funds, states musgdage a “single
state authority.” The single state authority sp@nsible for planning,
administering and overseeing the SAPT funds, ugdelelines

® Nationally, most insured employees (88%) had soowerage for substance abuse
treatment services in 2006. However, coverage lodtsimce abuse treatment services

is typically much more limited than for other mealisurgical benefits, and cost
sharing is much higher.
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established by SAMHSA. The North Carolina Gené&isdembly
(NCGA) designated the North Carolina Departmertieélth and
Human Services as the single state authority. tDaday management
of substance abuse services was placed in theivig Mental
Health, Developmental Disabilities, and Substanbas® Services. As
its name suggests, DMHDDSAS oversees the careg@d\uo people
with mental health, developmental disabilities, anodstance abuse
problems. The NCGA established the structure oHDINDSAS,

along with the target populations and servicesreffeln the past,
DMHDDSAS employees focused on 1 of these 3 didglalieas.

With mental health system reform, employees weregamnized into
sections that cut across all 3 disability afred$he Community Policy
Management (CPM) section of DMHDDSAS is chargedwit
overseeing substance abuse services, as well aalrhealth and
developmental disability services. CPM staff meraleork in 1 of 5
cross-disability teams, including: Best Practicd @ommunity
Innovations, Local Management Entities (LMES) SysteJustice
Systems Innovations, Quality Management, and Hatgrvention and
Prevention. DMHDDSAS now has very few employeed focus
exclusively on 1 of the 3 disability areas.

DMHDDSAS establishes policies for the target popaie to be
served, structure of the delivery system, coveegdices, data
collection, and monitoring, under broad guideliestablished by
SAMHSA, the Centers for Medicare and Medicaid Sasi(CMS),
and the North Carolina General Assembly.

Target populations According to SAMHSA estimates, there were
approximately 709,000 North Carolinians (8.5% & gopulation age
12 and older) who had illicit drug or alcohol dedence or abuse or
both in 2005-2008> Of these, 250,000 (3.0%) were estimated to
have illicit drug dependence or abuse, and 551(6@36) were
estimated to have alcohol dependence or abuse.XDtyor less of
these individuals with alcohol or substance abuakctions received
treatment. According to SAMHSA, approximately Z8%) people
with illicit drug dependence or abuse (90%) neduolgddid not receive
treatment for illicit drug use, and 526,000 peaopith alcohol
dependence or abuse (95%) needed but did not eescestment for
their alcohol problems.

¢ The 5 cross-disability sections include State @tsefr Services (SOS), Community
Policy Management (CPM), Resource Regulatory Mamege (RRM), Advocacy
and Customer Services (ACS), and Operations Supp&}.

4 lllicit drugs include marijuana, hashish, cocaineroin, hallucinogens, inhalants,
and prescription drugs that are used non-medically.

® SAMHSA defines needing but not receiving treatmanpeople who were
classified as needed treatment for either illegagg or alcohol but who did not
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Under state law, DMHDDSAS is required to targetvses to those
most in need® The targeted adult population includes indivigual
who have a primary diagnosis of a substance abhseeddr who are or
have been:

* Injecting drug users or individuals with communileatiseases

* Pregnant women or women with dependent childrereuade
18

* Criminal justice offenders

» Parents of children in the Division of Social Seed (DSS)
Child Protective Services System or parents whaoereiving
Work First payments

* People arrested for Driving While Impaired (DWI)

* High management clients (eg, individuals who hasenb
involuntarily committed, admitted to or dischardeaim an
inpatient hospital or residential treatment fagjla state
operated hospital or ADATC, or a non-hospital matar
social setting detox facility, have a diagnosiaatimulant
drug, or who have a substance abuse use patteeowofing
episodes of chronic use with unsuccessful atteaiptscovery)

* Deaf and hard of hearing

* Homeless

* Those who require treatment engagement and recovery
services and supports

The target populations are broadly defined to idelanyone who has
a substance abuse or dependency diagnosis. lodlgidho are part
of a target population can receive the level ofises that is
proximate to their level of severity, within thdlftange of publicly-
funded substance abuse services.

Children and adolescents who are in the targetedlption include
youth (under age 18) with a primary diagnosis stibstance-abuse
related disorder who are or have been:

* Pregnant

» Criminal justice offender

» Arrested for Driving While Impaired

» Enrolled in the MAJORS Substance Abuse/Juveniléchis
Program

receive treatment from a specialty facility (indhugl drug or alcohol rehabilitation
facility, hospital, or mental health center).

" DMHDDSAS has further defined priority populationghin these broad categories
of targeted adult and child populations based derfaly-established priorities.
These include adult and adolescent pregnant ingdtiug users, adult and

adolescent pregnant substance abusers, and adwtlatescent injecting drug users.
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In addition, other groups of youth are eligible fweventive services.
These include adolescents who are at-risk of snbstabuse or who
are currently using alcohol or other drugs at prgiaal levels. To
qualify under this category, the youth must: haxeeeienced (in the
last 6 months) documented school related problemsgative
involvement with law enforcement; or have one ahljmarents or
guardians with one or more child abuse and negieestigations or
SUbStanc_e abuse substantiated reports; or have parents with doctedesubstance-
Services are related disorders.

genera”y Structure of the Delivery Systerith certain limited exceptions
prqwded tthUQh DMHDDSAS does not provide services directly. Substaabuse
private prowders services are generally provided through privatevigers under
under contract contract with LMEs. The only services providededity through
. DMHDDSAS include substance abuse services offdrealigh the 4
with LMEs state psychiatric hospitdlsr the 3 Alcohol and Drug Treatment
Centers (ADATCs§. The state psychiatric hospitals provide inpatient
mental health services for people with mental 85yeand include
services for individuals dually diagnosed with natealth and
substance abuse problems. The ADATCs provide detatwon
services, behavioral health crisis stabilizatiord acute and intensive
inpatient treatment.

Most of the direct provision of publicly-funded sténce abuse
services is managed by the LMEs. There are 25 Lifi&soversee
and manage care provided to individuals at the conitylevel. (See
Appendix A for a listing of LMEs and counties thiaey cover.)
LMEs must cover a population of at least 200,0G0dents or a 5-
county area. Most LMEs cover multiple counties, $mame of the
larger counties have single-county LMEs.

LMEs are responsible for providing or assuring &4xh7-day a week
access to the MHDDSAS system. (See Chart 3.1.) 4 Ndve
qualified substance abuse professionals who, ditineugh telephone
or in-person contact, screen individuals to deteenligibility and
need for services. Individuals who have an emengane referred
immediately into crisis services. Others will beesmed further to
determine if they are a member of a target popadatr whether they
are Medicaid-eligible. Every person is eligible &hours of
community support services without prior authoiiat This allows a

9 The 4 state psychiatric hospitals are Broughtosgital (Morganton), Cherry
Hospital (Goldsboro), Dorothea Dix Hospital (Ralgigand John Umstead Hospital
(Butner).

" The ADATCs are Julian F. Keith ADATC (Black Mouirth Walter B. Jones
ADATC (Greenville), and R. J. Blackley ADATC (Butne
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provider to assess the individual’s needs, and wattk the individual
and family (as appropriate) to develop a Persort&ed Plan.
Providers can also begin to offer treatment angbstservices as part
of the 8 hours of community support, which allolws provider to
begin providing care without delay while seekinghauization for
services. The LMEs authorize state-funded senfmeson-Medicaid-
eligible individuals, and Value Options authorizesvices for
Medicaid-eligible individual$® In addition to the initial screening,
LMEs must recruit providers, establish contract$hwacal or regional
substance abuse providers, approve the Personr€gmkans for
individual clients, and establish local Consumet Bamily Advisory
Committees.

In general, LMEs do not provide direct servicesd@$rom the initial
screening, crisis services, and case managemdaotyever, if private
providers are not adequately available in the conitputhey can
receive approval from DMHDDSAS to provide one orrenof the
following core services: community support, sosktting and non-
hospital medical detoxification, residential dagettment, and day
treatment in homeless shelté?s.

' The Person-Centered Plan is expected to follovswmers from provider to
provider, but there is currently no electronic mealéransfer the plan as the
consumer moves from one provider to another.
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Chart 3.1

ACCESSING CARE:

A Flow Chart for New Medicaid and New State Funded Consumers

= Client Choice

24/ 7 Initial Contact for STR

with the LME or Provider (Telephonic or Face to Face)

‘ = Utilization Review
& Authorization by

Value Options (Medicaid)
& LME (State)

Referral: To another type of
non MH/DD/SA community
services provider

MH/DD/SA
problem?

YES

Emergent = Response initiated within 1 hr.;
Face to face service within 2 hrs. of contact.

Urgent = Appt. within 48 hrs.

Routine = Appt. within 7 calendar days

STR

(Screening/Triage/Referral)*
Basic demographics & Severity of need
Qualified Professional of LME or Provider
Supervised by a Licensed Professional

;l

Crisis Services
Mobile Crisis *

YES

A

23 Hour Bed
Facility Based Crisis Program

Detox (4 levels)
Inpatient hospitalization '
Respite (State funding only)

Emergent? Referral: To
natural community
supports and/or
county funded
community-based

programs

NO T

A 4

Qutpatient Visits including
hanch ol A >
Medi .°,°"‘P' sive Clinical A e ment = * Referral to a Clinical Home Provider ***
ledicaid: 8 adult/26 child unmanaged visits; prior authorization N . . )
required for additional visits. Note: MM (90862) visits are not For Comprehensive Clinical Assessment ** and Service
counted toward 8/26 visits. ‘ -Intensive In-Home (IIH)
State: As authorized by LME -Multisystemic Therapy (MST)

!

-Assertive Community Treatment Team (ACTT)
-Community Support Team (CST)

v

| -SA Intensive Outpatient Program (SAIOP)

All Other Medic

State: as authorized by LME

aid and State -SA Comprehensive Outpatient Treatment (SACOT)

Funded MH/DD/SA Services -Targeted Case Management (8 hours unmanaged - Medicaid) (TCM)

-Community Support-Children/Adolescents (8 hours unmanaged -Medicaid) (CS)
-Community Support-Adults (8 hours unmanaged - Medicaid) (CS)

Medicaid: as authorized by ValueOptions
‘ Medicaid: as authorized by ValueOptions

®

*Comprehensive Clinical Assessment
Frequently Used Codes:

Diagnostic Assessment: T1023

Evaluation/Intake: 90801, 90802

Assessment: H0001, H0031

Evaluation & Management (E/M) Codes

State Substance Abuse Assessment: YP830

Note: This is a non-inclusive ist.

*Ata

State: as authorized by LME

***Clinical Home Provider
Qualified Professional
PCP (& Crisis Plan)

ITR/ ORF2/CTCM

- . P . Consumer Admission Form
Note: Financial eligibility is NC-TOPPS & NC.SNAP
determined by the provider. First Responder

Comprehensive Clinical Assessment
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an Urgent resp is required for SA consumers.
EPSDT is considered through the process.
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Services DMHDDSAS has established policies for what sabsé
abuse services can be covered and reimbursed. DNEASalsO
developed an array of authorized services to ersstul continuum of
services needed for people with or at risk of aioicdisorders. These
service definitions were developed in collaboratth the Division

of Medical Assistance in order to ensure that nebste services are
also Medicaid reimbursable. DMHDDSAS's allowabégvices
include a range of services recommended by the iareSociety of
Addiction Medicine (ASAM).

DMHDDSAS and the LMEs are required to provide preixe
services aimed at youth and adolescents in ordaretcent or reduce
the use of tobacco, alcohol, and other drugs.déiti@n, individuals in
the target population are also eligible for aniahiassessment to
develop a Person-Centered Plan. Some of the gpseilices that
can be provided as part of the Person-Centerediftarde outpatient
services, medication assisted treatment, interygatient and partial
hospitalization, clinically managed low-intensigsidential services,
clinically managed medium-intensity residentiabtraent, inpatient
services, crisis services including detox, and veopsupports.

* Preventive servicesPrevention activities are designed to
prevent or reduce the use of tobacco, alcoholoémer drugs.
They may be targeted to the whole community (“urgag), to
people who have risk factors that make them mégdyito
engage in these unhealthy behaviors (“selectia)o
individuals who have started using these substabcgesvho
have not yet become dependent or addicted (“inelitat
Evidence-based prevention programs are discussesl foity
in Chapter 4.

» AssessmenA face-to-face evaluation of a recipient’s
substance abuse condition is used to develop amr€wsntered
Plan. The assessment should include a recommendsitm
whether the consumer falls into one of the targgiations; a
description of the person’s general health, behal/ltealth
history, and presenting problems; and the indiiidwsdrengths
and weaknesses across a variety of biological,hmggical,
familial, social, developmental, and environmeuliatensions.

I The American Society of Addiction Medicine (ASAN4)an international
organization of physicians with a mission to inseaccess and improve the quality
of addition treatment. ASAM developed widely recizgu guidelines for placement,
continued stay, and discharge of patients withtedtand other drug problems.
ASAM also developed a continuum of services forlsdand children.
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» Outpatient treatmentncludes therapy, medication
management, and supportive services needed to help
consumer’s manage their substance abuse problems.
Outpatient treatment is limited to people who domeed more
intensive levels of care (such as residential twxdfcation
services). Some outpatient services include etialua
community support services, methadone administratio
psychosocial rehabilitation, supported employmant in-
home services (for children and adolescents).

* Medication assisted treatmemncludes medication to help
people remain in recovery, such as methadone, bapkine,
and naltrexone (for opiods); disulfiram, naltrexpaed
acamprosate (for alcohol dependence); and other
pharamacologic agents as they are developed amdveaopby
the FDA.

* Intensive outpatient and partial hospitalizatiomcludes day
treatment, intensive outpatient programs, and cehmrsive
outpatient programs.

» Clinically managed low-intensity residential treant
Includes substance abuse services provided indergsl
setting 24-hours day, 7-days a week. Residergialers
provide treatment for children, adolescents, andtadhrough
a multi-disciplinary team of substance abuse psibesls.
These residential services are targeted to indalgdwith less
severe addiction problems and may include halfwayshks and
supervised or group living arrangements.

* Clinically managed medium- and high-intensity resitial
treatment Similar to clinically managed low-intensity
residential treatment, these services also indlasielential
based services. However these services are geared
individuals with more severe addiction problem$ie3e
services include non-medical community residentedtment,
medically monitored community residential treatmemtd
residential services for pregnant and parenting aoand their
children®

X The Perinatal and Maternal Substance Abuse Iivitid administered by the
Division of MHDDSAS and includes specialized resiti@ programs for substance
abusing pregnant and parenting women and theidrelmnl These programs provide
comprehensive gender-specific substance abuseassttiat include, but are not
limited to, the following: screening, assessmeasecmanagement, intensive out-
patient substance abuse and mental health serpaes)ting skills, residential care,
referrals for primary and preventative healthcarel referrals for appropriate
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Inpatient, medically monitored high-intensity injeait
treatment and detoxncludes care provided in a general
hospital, psychiatric hospital, psychiatric resitirtreatment
facility (adolescents), or intensive residentiavgges for high-
risk individuals provided in a hospital setting.

Crisis services (including detoxificatianLrisis stabilization
and support includes all supports, services, auatrirent
necessary to stabilize and manage the consumdrssasice
abuse problems. Crisis services are available Bhlzour,
7-day a week basis, and includes immediate evalugdtiiage,

other needed support services. Crisis serviceadeamnobile
and facility based crisis services, detoxificats@mvices
offered in social settings, or non-hospital based.

Recovery supportsincludes services that help people remain
sober, such as telephone follow-up, sober housag,
management, employment coaching, and family sesvice

Data: DMHDDSAS collects a wide variety of data from
different data sources. These data include nundigysople
who seek care and the timeliness of services peoyidumbers
of people served and services provided through DSBS
payments or Medicaid funds; and visits to the comityu
hospital emergency department due to mental illness
developmental disabilities, or substance abusedikss. More
information about the data collected, as well gssga the
current data system, is described in Chapter 5.

SUBSTANCE ABUSE PREVENTION AND TREATMENT PROGRAMS
OPERATED IN CONJUNCTION WITH OR BY OTHER STATE AGENCIES

DMHDDSAS administers and funds several progranmitaboration
with other state agencies. Some of those prognachsde:

Treatment Accountability for Safer Communities (TAS
TASC is administered by DMHDDSAS and operates in
accordance with the memorandum of agreement between
DHHS, the Administrative Office of the Courts, ahe
Department of Correction. TASC provides care manesgg
services for individuals involved in the criminakjice system

interventions for the children. The children ingbdamilies benefit from the services
provided by the local health departments (pedia@i®), early intervention
programs, and child services coordination services.
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who need substance abuse and/or mental healtltagiVi
TASC care managers work in conjunction with paraggncy
staff to link clients to appropriate levels of tireant and
support, using the authority of the criminal justgystem to
engage and retain people in treatment with the gioadducing
drug use and corresponding criminal behavior. TA8ices
are available in all 100 counties throughout tla¢est

Managing Access for Juvenile Offender Resources and
Services (MAJORSMAJORS is administered by
DMHDDSAS in collaboration with the Department oivéuile
Justice and Delinquency Prevention (DJJDP). Thgnam
provides specialized community-based substancesabus
treatment services to children and adolescentsrur@igears
old who have substance abuse problems. To qu#igyyouth
must be involved with DJJDP and have a substangseab
diagnosis. Youth are provided substance abusersogand
assessment, offered therapy, life skills trainery] ongoing
monitoring. MAJORS staff also provide services taith
transitioning from youth development centers arsitiential
programs. MAJORS is currently offered in 31 judidistricts
spanning 61 counties.

Driving While Impaired (DWI) Servicedndividuals who have
been convicted of driving while impaired, or whorev@nder
age 21 after consuming alcohol or drugs, have thraiers
licenses revoked. In order to have their licemssetored by the
Division of Motor Vehicles (DMV), these individuataust
have a substance abuse assessment and completedequ
education or treatment services. DMHDDSAS authereaed
monitors agencies that provide DWI-related servares
verifies the completion of services prior to DMVnsidering
restoration of an individual’'s driver’s licensediniduals who
do not have significant risk factors or clinicahgytoms of a
substance use disorder must complete an educational
intervention called Alcohol and Drug Education TiaSchool
(ADETS). Individuals with a substance use disordest
complete substance abuse treatment which may edhdrt-
term outpatient, longer-term outpatient, day treatthntensive
outpatient, or residential/inpatient treatmentSKY 2007, of
the 28,097 assessments reported, 84% were reterseuine
form of substance abuse treatm&nifhe majority of these
services are provided through private agencieardifor by
the individual. A little over 2% of individuals ceived
publicly-funded substance abuse services.
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» Work First/Child Protective Services (CPS) Substafbuse
Initiative: This program is funded by DMHDDSAS,
administered by the LMESs, and operates in accoelaiit
memoranda of agreement at the state and locakléved
goals of the Work First/CPS Substance Abuse Ingadre to
provide early identification of Work First recipigrthat have
substance abuse problems severe enough to imgacaltility
to become self-sufficient and to assist parentsluad with
CPS who have substance abuse problems engageropepie
treatment. Each LME receives funding to suppast th
initiative. Qualified Substance Abuse Professioaaésout-
stationed, when possible, in the local departmehs®cial
services to provide screening, assessment, cardioation,
and referral to treatment. The Qualified Substakimaese
Professionals and the Work First case manager 8r\v@tker
jointly develop a plan for the family to ensure cegs.

» CASAWORKS for Families Residential InitiativEhe NC
CASAWORKS for Families Residential Initiative is a
collaborative project between DMHDDSAS and the Bimn
of Social Services. This Initiative supports 9 goahensive
residential substance abuse programs for Work Wioghen
and their children. The CASAWORKS for Families moaas
originally developed by the Center for the StudyAdfliction
and Substance Abuse (CASA) at Columbia University i
response to the impact of welfare reform on sultstafusing
families. To support Work First families to become
economically self-sufficient, this program integmgender
specific substance abuse treatment and job readsugports,
vocational training, and employméfit.

» Safe and Drug-Free SchoolBhe Division of Mental Health,
Developmental Disabilities, and Substance AbusegiSes
manages the governor’s portion of the Safe and {breg
Schools and Communities (SDFSC) funding from the US
Department of Education. The governor’s portionsists of
20% of the funds for communities, while 80% goetht®
Department of Public Instruction to use directlyhe school
system (see below). The governor’s portion provides
community based services to special populationsyanth that
are high-risk who are not normally served by ttagesor local
education agencies. These funds are coordinatedghrthe
Local Management Entities (LMESs) who contract with
community providers in over 30 counties.
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In addition to programs funded and administeredugh the
DMHDDSAS system, other state agencies provide priawe,
treatment, and recovery supports to people who habkadhol or
substance abuse problems. Most of these agenorsin
collaboration with DMHDDSAS in delivering the seres; however
some of the programs operate independently of thisibn. Some
agency programs are described below.

Administrative Office of the Courts

* Drug Treatment Courts (DTC)The North Carolina General
Assembly created Drug Treatment Courts (DTC) in5199
These courts were set up to reduce alcoholism augl d
dependence among adult and juvenile offenders mnwh@
adults involved in juvenile petitions for abuseneglect® The
Adult Treatment Courts currently operate in 15 guali
districts covering 19 counti€sand Youth Treatment Courts
operate in 5 counti€sFamily Drug Treatment Courts operate
in 6 counties, and were established to provideises\to
parents who have lost custody of their children wuabuse or
neglect, or who are in danger of losing custddypdividuals
involved in drug treatment courts may receive s&vithrough
the DMHDDSAS system and are subject to frequeratalt
and drug testing.

Division of Community Corrections (DCC), DepartmehCorrection
* Criminal Justice Partnership Program (CJPR)JPP provides

grants to support community-based programs aimed at
reducing recidivism, probation revocations, alcarmland

' The Task Force learned about some of the subssinee prevention and treatment
programs available through other public agenciesvéver, there are additional
substance abuse services being offered through ptiidic agencies which have not
yet been discussed in Task Force meetings. Thdkkenncluded in the final Task
Force report in 2009.

™ The following judicial districts operate adult D$CAvery/Watauga (District 24),
Buncombe (District 28), Carteret (District 3B), @aba/Burke (District 25), Craven
(District 3B), Cumberland (District 12), Durham @bict 14), Forsyth (District 21),
Guilford (District 18), Mecklenburg (District 26lNew Hanover (District 5), Orange
(District 15B), Person/Caswell (District 9A), P{Ristrict 3A), Randolph (District
19B), and Wake (District 10).
(http://www.nccourts.org/Citizens/CPrograms/DTC/&df.asp)

" Youth Drug Treatment Courts deal with childrennagtubstance abuse problems
post adjudication in the following counties: Durh@istrict 14), Forsyth (District
21), Mecklenburg (District 26), Rowan (District 19@nd Wake (District 10).
(http://www.nccourts.org/Citizens/CPrograms/DTC/YtoDefault.asp)

° Family Drug Treatment courts are available in 6rt@s including Mecklenburg,
Buncombe, Cumberland, Halifax, Orange, and Wayne.
(http://lwww.nccourts.org/Citizens/CPrograms/DTC/HgtDefault.asp)
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other drug dependencies, and the costs of incdiaerta the
state and counties. DCC administers the prograrm.€ligible
offender population includes adult sentenced ofesidvho
receive an intermediate sanction and post-releaparole
offenders.

There are 83 funded programs operating in 93 cesiniihe
types of programs operating include 3 basic types.
Reporting Centers, Satellite Substance Abuse Progrand
Resource Centers. Services offered through CIJRgmzg
include combinations of substance abuse treatrdeun,
testing, cognitive behavioral interventions, emphaynt
assistance, and academic/vocational educatiortassis’

Substance Abuse Screening and Intervention Progféae
Substance Abuse Screening and Intervention Program
statewide program that provides drug testing sesyitraining
for DCC officers and outside agencies on drugngsti
procedures, education of DCC officers on drugsahdr
substance abuse issues, and trend monitoring. fbigegm’s
primary goal is to assist DCC in accomplishingsitsted
mission by identifying offenders with substancesdbu
problems and guiding them through the recoverygsst

Division of Alcoholism and Chemical Dependency Paats
(DACDP), Department of Correction

DACDP’s mission is to plan, administer, and cooatinchemical
dependency screening, assessment, interventiatmieat, aftercare,
and continuing care services for the Departme@arfection.
DACDP programs encompass 4 major service levels:

DART-Cherryis a community-based residential treatment
program for male probationers/parolees. Eligibitay
admission is determined by court order or the Rudease
Supervision and Parole Commission.

DACDP Intervention-24rogram is designed to provide 24
hours of content over a period of 3-4 days for naalé female
prison inmates determined to be substance abumerapt
dependent.

Intermediate DACDP prograntange from 35-180 days and
are available in 13 residential settings locategrisons across
the state for male and female inmates.
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Long-term treatment programsThere are 2 types of long-term
treatment programs: federally-funded residentiaksance
abuse treatment programs and contractual priveagntent
facilities. Each is designed to treat seriouslgieteéd male and
female prison inmates. Participants remain in {terqn
treatment programs for 180-365 d&ys.

NC Division of Public HealthThree branches of the Division of
Public Health work on substance abuse preventiowities.

Tobacco Control Branchrhe Tobacco Prevention and Control
Branch works to improve the health of North Caralin
residents by reducing tobacco use and exposuextmdhand
smoke. The Branch helps prevent tobacco usetioitiand
promote quitting among young people; assists @adhticco
users in quitting when they seek help; works tmelate
exposure to secondhand smoke by building suppaoniaice all
NC schools, workplaces, and public places smoles fied
works to eliminate tobacco-related health dispesitiThe
Branch contracts to offer a statewide tobacco igeitl1-800-
Quit-Now, and works collaboratively with worksitesghools,
community groups, and healthcare systems to cairy o
effective policy, media, and program services.

Injury and Violence Prevention Branchhe Branch works
with the State Poison Control Center (at Caroliaslical
Center), the State Bureau of Investigation andrdtve
enforcement agencies, and with the Division of MéHhtealth,
Developmental Disabilities, and Substance Abusgi&s in
its oversight of the new Controlled Substance Riappr
System. The Branch is also actively involved inveillance of
injuries (including poisonings) using a wide vayiet
databases.

Forensic Tests for Alcohol Branchihe Forensic Tests for
Alcohol Branch seeks to reduce the incidence ofineol
driving by providing comprehensive training progsata law
enforcement personnel in the detection and appsibreof
impaired drivers.

Department of Public Instruction

48

Safe and Drug-Free Schoofs As noted earlier, the
Department of Public Instruction (DPI) manages &fi%the
Safe and Drug-Free Schools and Communities (SDFSC)
funding from the US Department of Education. Thgopse of
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the DPI program is to prevent violence in and adschools;
prevent students from using alcohol, tobacco, bentirugs;
involve parents and communities; and work with ofiederal,
state, and community efforts to foster a positearhing
environment that supports academic achievementalLo
education agencies have a lot of flexibility in tiee of the
federal funds, as long as it is used to supporgytads stated
above. For example, schools can use these furelgand
and improve school-based mental health servicésdimg
early identification of violence and illegal drugey provide
counseling, mentoring, and referral services fodshts at risk
of violent behavior and illegal use of drugs; attstudents for
illegal drug use. However schools can also uséuhes for
other purposes which are not as directly tied &venting,
identifying, referring, or treating students akraf or using
alcohol, tobacco, or other drugs.

Healthful Living Curriculun™ Schools are also responsible
for providing substance abuse prevention educatictudents.
This curriculum is part of the Healthful Living Gigulum, the
state’s health education curriculum that is reqlufag children
in kindergarten through high school. The curriculs
designed to be age-appropriate and includes anarge of
health topics. At various times in the 12 yeamsdents are
exposed to information that describes the heattsrof using
alcohol, tobacco, and other drugs, and helps tieestudents
the skills to decline offers to engage in theseeatthy
behaviors.

University of North Carolina System

Substance Abuse Prevention and Intervention Ressurhe
schools of the University of North Carolina systeave
developed substance abuse prevention and inteowventi
resources on campus and report them annually oniaiky
through the University of North Carolina Board abv@&rnors
Policy on lllegal Drugs (1988) and the federal Diurge
Schools and Campuses Regulations (EDGAR Part &9)19
biennial review. These regulations require reviéwuwrent
prevention efforts and areas that need improvement,
availability of campus counseling services for algloand
other drugs, and reports of campus policy enforecgmdéNC
campuses provide substance abuse prevention andtiotu
programs, screening, counseling services, andrat$dp
treatment agencies for alcohol and drug addictioaddition,
many work together with their local community thgbu
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coalitions and partnerships and collaborate witthexzher
through the Network Addressing Collegiate Alcohad@ther
Drug Issues.

North Carolina Community College System

50

Substance Abuse Information and Referral Servidegh
Carolina community colleges must provide informatio
students and employees to prevent drug and alaiuse, in
compliance with the federal Drug-Free Schools aoch@unities
Act of 1986 and 1988, and the Drug-Free Workplacech 1988.
Information for students includes prevention maisriconduct
standards and sanctions relating to drugs and a@llclolcal, state,
and federal legal sanctions; descriptions of alsklaounseling,
treatment, and rehabilitation programs; and desonp of health
risks associated with the use of drugs and alcoBollege
campuses partner with local agencies and faciltiesn referring
students with drug and alcohol issues. Many caegppsovide
substance abuse and prevention programming andtiasti
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CHAPTER 4
SUBSTANCE ABUSE SYSTEM OF CARE

SUBSTANCE ABUSE COMPREHENSIVE SYSTEM OF CARE

Many North Carolinians engage in risky alcohol,@oto, and/or drug

use behavior. Some are physically or psychologiaddicted to these

substances, while others have engaged in riskipusiee behaviors
that may later turn into an addiction. Reducingssaibce use, abuse,
and dependence requires a comprehensive systeaneofhat starts
with prevention, offers early intervention servidesgore people
become dependent, provides various levels of trewitiservices to
meet the needs of people with more severe substduse problems,
and offers continual recovery supports to help peoprecovery
remain sober.

The Task Force envisioned a system of care thaldywovide
evidence-based interventions based on a persoats’Wd one end of
the spectrum, the state would target preventioorisfto youth and
adolescents to enhance their knowledge and siellisice risk factors,
and enhance protective factors so that they asdiledy to engage in
risky behaviors. Implementing evidence-based preveprograms,
policies, and practices should help reduce or didayse of alcohol,
tobacco, and other drugs among adolescents. Asstied in Chapter
2, people who initiate substance use in childhaoadolescence are
more likely to later become addicted. Thus, if skete implements
evidence-based prevention programs that reducelay dse among
adolescents, the result will be fewer people wittietion problems.

A different strategy is needed for people who &aeting to engage in
risky behaviors but who have not yet become addicteese
individuals would benefit greatly from a primaryedased brief
intervention to help prevent them from engagingiore destructive
behaviors. Without these early intervention seisjtkese individuals
are likely to progress to worse stages of abuséadeépendence.

At the far end of the spectrum, individuals withnmgevere problems

need different levels of treatment offered throtigh specialized
substance abuse system. Even after they have lestad and have
become sober, they will likely need recovery supptir prevent

relapse. Chart 4.1 shows the services neededlycafiiress substance

abuse problems in the state.

P The National Registry of Evidence Based ProgramssRractices (NREPP), a part
of SAMHSA, maintains a searchable database ofvuatdgions for the prevention and

treatment of mental and substance use disorddosmation is available online at
www.nrepp.samhsa.gov.
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Implementing
evidence-based
prevention
programs and
policies can help to
reduce the burden
of substance abuse
in North Carolina

Chart 4.1 Comprehensive Substance Abuse ServicessBm
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Care Setting Referral into more

Screening, Brief intensive treatment Linkages
Counseling Treatment to primary
| care
Prevention Strategies
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\ .
No Risk Occasional Dependence
Problem Factors Problem / Abuse

COMPREHENSIVE COMMUNITY PREVENTION EFFORTS

Substance abuse severely impacts the lives ofithdhls and the
quality of life for individuals, families, and comumities. In addition,
as discussed more fully in Chapter 1, alcohol ang dbuse cost the
North Carolina economy over $12.4 billion in diractd indirect costs
in 20042 In 2005, alcohol use contributed to 26.8% of crashted
fatalities® Further, people with alcohol or drug abuse prolslane
more likely to commit crimes or have their childmemoved due to
abuse or neglect than people without these addidisorders”
Implementing evidence-based prevention programgahdes can
help to reduce the burden of substance abuse ith Karolina and on
North Carolinians. According to the Substance Abarsg Mental
Health Services Administration (SAMHSA), communstiean save 4
to 5 dollars for every 1 dollar they spend on samhst abuse
preventior-’ Research has shown that prevention and interveatie
among the most appropriate strategies to resposulitient
problematic behaviors such as violence, substamagea school
failure, and delinquency?***°Research also supports the
development of comprehensive strategies involvindipie systems
that target youth during critical developmentabstt’*

Addiction is a disease that often begins in chilsthand adolescence.
The adolescent developmental period is the critioaé to intervene to
prevent substance abuskwe can prevent youth from using alcohol,
tobacco, or other drugs, or if we catch youth wieabusing

52 No@arolina Institute of Medicine




substances early, we can prevent people from bexpdapendent on

these substancé$Surveys of North Carolina youth show that almost

40% of high school students had at least one dninlke last 30

days* A national survey showed that 19% of college stislenet

criteria for alcohol abuse or dependefitalmost 40% of high school

students in North Carolina have used marijuana etk the use of

tobacco is declining among youth, still more th@f&o2of high school

students smoked cigarettes in the last 30 daysh&ya substantial

proportion of children in middle school have alsed these

substancef; The adolescent
For optimal results, a comprehensive community @méoen plan for developmental
the state should consider the risk status of athbvers of the period is the
population and should incorporate various stratetpeeffectively I )

reach members with varying degrees of risk. Sordwiduals have ?”tlcal time to
risk factors which make them more likely to engagesky behaviors; Intervene to
others have protective factors which protect thigvidual even if he prevent

or she is exposed to risk factors. For examplk,fastors for

adolescent substance abuse include parents wistesude abuse substance abuse
problems, lack of parental supervision, and negatieer influences.

Protective factors include increased parental vetmlent and a strong

attachment to the community. Evidence-based prewestrategies

can help reduce risk factors and strengthen piweetactors?®

A mixture of different evidence-based preventiordels are
appropriate, depending on whether the preventiforte$ targeted at
the general population (“universal” populationubset of the
population at increased risk (“selective” populajicor aimed at
individuals who have already begun to use or misufstances
(“indicated” population). This maximizes the oppunity for all
individuals in the population to receive an intertren but tailors
interventions to the appropriate risk level. THassification system,
developed by the Institute of Medicine of the NatibAcademies of
Science, has been adopted by the North Carolinsibivof Mental
Health, Developmental Disabilities, and Substanbask Services
(DMHDDSAS)*

* Universal Interventions are aimed at the general population
with the assumption that every individual in theoplation is at
some level of risk for substance abuse. The goahofersal
prevention is to deter onset of use.

» Selectivelnterventions are tailored to reach a subsetef t
general population—those individuals who are belteto be
at some level of risk for substance abuse simpéytdutheir
inclusion within a particular subset of the popialiat Children
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with a parent with a substance abuse problem ddrem who
are displaying poor academic performance are sulpgrthat
warrant selective prevention interventions. Biobtad
psychological, social, or environmental risk fasttirat are
associated with substance abuse can also be ugkshtdy at-
risk segments of the population.

* Indicated Interventions target those persons at high sk f
substance abuse problems, such as those who agealsbhol,
tobacco, or other drugs but not at a level thdtagnosable as
addiction. Teachers, youth workers, parents, ahdrot
community members can refer individuals to indidate

Multilevel prevention program&

approaches rely
on interventions In addition to targeting prevention interventionsstibsets within the
. population, using multilevel interventions to impeopopulation
aimed at the health has been shown to be effective in a vadgégreas including
personal,  substance abué&This multilevel approach relies on interventions
interpersonal, aimed at the personal, interpersonal, institutioo@nmunity, and/or
institutional public policy level$° Designing and implementing prevention efforts
o in this way allows for various interventions to lbubn and support
community, one another. Evidence suggests that a multiley@iomgh may be
and/or public essential to create change in a broad popul&tiobstance abuse
olicv levels prevention efforts should incorporate strategiesagh of the above-
P y mentioned levels. For example, a successful sutstainuse
prevention initiative might include individual leMaterventions (ie,
increasing knowledge and skills to resist peerganesto use drugs),
interpersonal interventions (ie, strengthening fprmonnections and
positive peer networks), institutional intervensdie, evidence-based
programs in schools, universities, or worksites)nmunity factors (ie,
community anti-drug coalitions that involve variaz@mmunity
groups and agencies in drug prevention effortg],@rblic policy
interventions (including smoking bans and taxatiaralcohol).

Implementing prevention programs that reflect sjpecommunity
needs is critical to the success and sustainabiliprograms.
Currently, DMHDDSAS works with Local Management iEps
(LMESs) to conduct needs assessments and to imptesu&tence-
based prevention programs, practices, and pofi¢léaunds are
allocated to LMEs through the Substance Abuse Rt@reTreatment
(SAPT) block grant. On a semiannual basis, comnasieport the

9 This intervention approach is based upon the sgological model of health
behavior theory.

" SAMHSA'’s National Registry of Evidence-based Pasgs and Practices (NREPP)
provides a searchable database of evidence-baseenpion programs for use in
communities at http://www.nrepp.samhsa.gov.
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use of evidence-based prevention programs, practcel policies to
the state. This information is then provided tofégeral government.
However, while LMEs are required to engage in comitytbased
needs assessments and implement evidence-basedwav

programs, these community-based prevention progreath very few

people. In 2007, there were 731,632 children aged 1 years in
North Carolina. Of those, DMHDDSAS estimates thesnty all were
in need of a universal substance abuse preventagrgm, and
275,826 were in need of selective or indicated gm&éen programs.
However, DMHDDSAS estimates that only 10,000 wenead
through substance abuse block grants and the 8dfBraig-Free
Schools and Communities Act (SDFSC) grants (SFY620007)*

A comprehensive statewide substance abuse prermgitia with
multilevel interventions will enable North Carolitmmore effectively
leverage its substance abuse prevention and treatesources and
enhance data collection systems to reflect progredsneeds at the
family, school, and community level. These enhare@swill in turn
enable North Carolina to track and demonstratetheacy of its
prevention efforts.

Therefore, the Task Force recommends:

Recommendation 4.1 (PRIORITY RECOMMENDATION)

(a) The North Carolina General Assembly should approprate
$1,945,000 in SFY 2009 and $3,722,000 in SFY 2040 i
recurring funds to the Division of Mental Health,
Developmental Disabilities, and Substance Abuse S#res
(DMHDDSAS) to develop a comprehensive substance adri
prevention plan for use at the state and local leVg
consistent with the Center for Substance Abuse Prewtion
(CSAP) Strategic Prevention Framework’ The plan should
increase the capacity at the state level and withilocal
communities to implement a comprehensive substance
abuse prevention system, prioritizing efforts to rach
children, adolescents, young adults, and their pargs. The
goal of the prevention plan is to prevent or delayhe onset

*The Strategic Prevention Framework (SPF) is SAMKS)proach to substance
abuse prevention from a systemic perspective. Tétefis operate as the guiding
foundation with sustainability and cultural compete as embedded principles.
There are several required components to the Sikding:

* Needs Assessment
Capacity Building
Planning
Implementation
Evaluation
Information taken from: http://www.samhsa.gov/csap.
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$1,770,000 of the
recurring funds in
SFY 2009 and
$3,547,000 in SFY
2010 should be
used to fund
6 pilot projects to
implement county
or multi-county
comprehensive
prevention plans

of use of alcohol, tobacco, or other drugs, redudge use of
addictive substances among users, identify those wimeed
treatment, and help them obtain services earlier ithe
disease process.

(1) DMHDDSAS should work with appropriate
stakeholders to develop, implement, and monitor the
prevention plan at the state and local level.
Stakeholders should include, but not be limited to,
other public agencies that are part of the
Cooperative Agreement Advisory Board, consumer
groups, provider groups, and Local Management
Entities (LMES).

(2) DMHDDSAS should direct LMEs to involve similar
stakeholders to develop local prevention plans that
are consistent with the statewide comprehensive
substance abuse prevention plan.

(b) Of the recurring funds appropriated by the North Carolina

General Assembly, $1,770,000 in SFY 2009 and $3,300
in SFY 2010 should be used to fund 6 pilot project®
implement county or multi-county comprehensive
prevention plans consistent with the statewide
comprehensive substance abuse prevention plan.
DMHDDSAS should make funding available on a
competitive basis, selecting 1 rural pilot and 1 uran pilot
in the 3 MHDDSAS regions across the state. Technica
assistance should be provided to the selected comnities
by the regional Centers for Prevention Resources.MEs
should serve as fiscal and management agencies foese
pilots.! The 6 pilot projects should:

(1) Involve community agencies, including but not
limited to the following: Local Management Entities
local substance abuse providers, primary care
providers, health departments, social services
departments, local education agencies, local
universities and community colleges, Healthy
Carolinians, local tobacco prevention and anti-
drug/alcohol coalitions, juvenile justice
organizations, and representatives from criminal
justice, consumer, and family advisory committees.

' The Division of Mental Health, Developmental Diiiles, and Substance Abuse
Services is the lead agency charged with prevetitiegise of tobacco, alcohol, and
other illegal substances. DMHDDSAS staffs a Codperadgreement Advisory
Board (CAAB) that functions to monitor federal peetion initiatives and funding.
Funding from DMHDDSAS normally flows at the localkl through Local
Management Entities (LMESs). Thus, LMEs should sexs¢he grantees for the pilot
programs, although the LMEs can receive the fusdsaas-through for projects
implemented in partnership with other communityasrigations.
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(2) Be comprehensive, culturally appropriate, and
based on evidence-based programs, policies, and
practices.

(3) Be based on a needs assessment of the local
community that prioritizes the substance abuse
prevention goals.

(4) Include a mix of strategies designed for universal,
selective, and indicated populations.

(5) Include multiple points of contact to the target
population (ie, prevention efforts should reach
children, adolescents, and young adults in schools,
community colleges and universities, and
community settings).

(6) Be continually evaluated for effectiveness and
undergo continuous quality improvement.

(7) Be consistent with the systems of care principles.

(8) Be integrated into the continuum of care.

(c) The North Carolina General Assembly should approprate
$250,000 of the Mental Health Trust Fund to the Diision
of Mental Health, Developmental Disabilities, and
Substance Abuse Services to arrange for an indepesat
evaluation of these pilot projects and for implemetation of
the state plan. The evaluation should include, butot be
limited to, quantifying the costs of the projectsjdentifying DMHDDSAS
the populations reached by the prevention effortsand

assessing whether the community prevention effortsave S_hO_UId use the

been successful in delaying initiation and reducinthe use findings from the

of tobacco, alcohol, and other drugs among_children independent
adolescents, and young adults. The evaluation shduhlso .

include other community indicators that could detemine evaluatl_on of _
whether the culture of acceptance of underage dririkg or prevention services
other inappropriate or illegal substance use has @nged, to develop a p|an to
including but not limited to arrests for driving under the .

influence, underage drinking, or use of illegal sustances; 'mplement the _
alcohol and drug related traffic crashes; reductionin other successful strategies
problem indicators such as school failure; and incience of statewide

juvenile crime and delinquency.

(d) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services should use the findafgom
the independent evaluation of prevention service®t
develop a plan to implement the successful stratexs
statewide. The plan should be presented to the Ledmtive
Oversight Committee on Mental Health within 6 montts of
when the evaluation is completed.
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SCHOOL -BASED PREVENTION , SCREENING, AND TREATMENT
EFFORTS

Schools are an integral part of a multifaceted @n&on strategy, as
youth spend a considerable amount of time at sci@wotently, the
North Carolina Department of Instruction (DPI) pides the Healthful
Living Curriculum, which has a section dedicatedubstance abuse
prevention at each grade lev&ln addition, DPI allocates Safe and
Drug-Free Schoblfunds to local education authoritigsin 2004,
Pankratz and Hallfors found that while schools ortN Carolina do
use evidence-based prevention curricula, they @réhe most
commonly used®

DPI and DMHDDSAS should work to establish collalive
prevention, early intervention, and treatment paowg for students in
the school setting. In the past, both agencies abdollaboratively to
support student assistance programs, which pro\adesimework to
deliver prevention, intervention, and support seFsito students with
alcohol and drug problenisThese programs were initially funded in
1988 through state funds but lost state fundingegrs of tight budget
constraints. Other potential sources of fundingluding the federal
Safe and Drug-Free School monies, were used toosuphool
Resource Officers rather than student assistarmgggmns. As a result,
the availability of these programs dwindled. Effeetstudent
assistance programs, like the one in Washingtote Steclude
developmentally appropriate services that targedvsis, classrooms,
and individual students. The programs offer ealdgpl@ol and drug
prevention services to students and their famihef with referrals to
community treatment providers, and strengthenrtesttion back to
school for students who have alcohol or drug alpusklems. When
implemented appropriately, this model has been shovbe effective
in reducing use of alcohol and drugs and alsodueing barriers to
learning®® Every school district in North Carolina should bav
substance abuse treatment referral plan in ordemdare that children
with substance abuse problems are identified eatireferred into
treatment with the appropriate family and schoqipsrts.

Community colleges and universities should alsceleav
comprehensive substance abuse prevention and &egran.
Research suggests that drinking among collegei8384 years)
students is prevalent, with an estimated 51% of ar@h40% of

Y Safe and Drug-Free School and Communities Acke T¥.

Y Help is Down the Halis a handbook on student assistance from SAMSHWs T
handbook provides a sample of selected studergstasse models and selected
national resources. It is available online at:
http://www.nacoa.net/pdfs/SAP%20HANDBOOK.pdf.
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women being classified as binge drinkers (defiree@ ar more drinks
on the same occasion for men, and 4 or more dankke same
occasion for women’. Further, it is estimated that drinking among
college students contributes to 1,700 deaths, 889rfjuries, and
97,000 cases of sexual assault or date rape ntyieaah year’
Thirty-one percent of college students abuse alcamal 6% meet the
clinical guidelines for alcohol dependence with feseking treatment

during college’® A comprehensive substance abuse prevention plan

would focus on preventing children, teens, and goangtults from
initiating or using alcohol, tobacco, or other dsumyt should also
include early intervention, brief treatment, anféreals to more
intensive services for those who need it. Theefyias might differ,
depending on whether the students with substanegegtroblems are
enrolled in community colleges or universities. Goumity colleges
typically have far fewer resources to screen, gevrief intervention,
or treat students with substance abuse problemsditvanost
universities. Further, students who attend commywatleges are all
commuters, whereas many students who attend uitigeréve on
campus. At a minimum, all postsecondary institigishould be able
to refer students with substance abuse problerath&y community
resources, such as the Local Management Entitiaswill help link
students to appropriate treatment services. Theadidmal institutions
should help link students with substance abusel@mudbto recovery
supports once they return to campus. These recoupports
including, but not limited to, 12-step programsyrba available on
campus or may be available in the community.

Community colleges, colleges, and universitiesrageiired to submit
crime reports to the US Department of Educations Téport, often
referred to as the Clery Report, includes infororatbout the number
of people who have been arrested or subjectedstaptinary actions
involving illegal drugs or alcohd|.Postsecondary institutions are
required to report illegal drug use, possessiosate if it occurs on
campus property. These institutions are also redu report on
underage drinking and illegal purchase or trangiort of alcohol but
not driving under the influence and drunkennesstitlitions arenot
required to report on tobacco use by students pstudent activities
that occur on private property off campus (evdeafling to a
disciplinary action).

To reduce duplication of efforts, effectively leage state and federal
resources, and reach more of North Carolina’s adel#s, youth, and
young adults with evidence-based prevention intergas, the Task
Force recommends:

W 20 USCS§ 1092(f).
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Recommendation 4.2
(a) The North Carolina General Assembly should directhe
State Board of Education, Office of Non-Public Eduation,
North Carolina Community College System, and Univesity
of North Carolina System to review their existing abstance
abuse prevention plans and availability of substareabuse
screening and treatment services, in order to ensarthat
these educational institutions offer comprehensive
substance abuse prevention and treatment services t
North Carolina students enrolled in their schools. These institutins should
educational systems submit a description of their prevention plan, pro@dures
for early identification of students with substanceabuse
should offer problems, and information on screening, treatmentand
comprehensive referral services to the Joint Legislative Oversigh
substance abuse Committee on Mental Health, Developmental Disabilies,
i and Substance Abuse Services, the Appropriations
prevention and Subcommittee on Education, and Education Committeeso
treatment services later than the convening of the 2009 session. The
to students enrolled description should include the following:
. . (1) Information about what evidence-based or
in their schools promising prevention programs, policies, and
practices have been or will be implemented to
prevent or delay children, adolescents, and young
adults from initiating the use of tobacco, alcoholor
other drugs, or reducing the use among those who
have used these substances in public schools,
community colleges, and the public universities.

(2) Information from the State Board of Education on
how local education agencies have implemented the
substance abuse component of the Healthful Living
Curriculum.

(3) A plan from the Office of Non-Public Education to
incorporate similar prevention strategies into home
school and private school settings.

(4) Information from the State Board of Education,
North Carolina Community College System and the
University of North Carolina System on the schools
treatment referral plans, including linkages to the
Local Management Entities and other substance
abuse providers, the criteria used to determine whe

*The Task Force was unable to identify any eviddrased strategies that had been
tested to prevent, delay, or reduce the use ohalaar drugs on a community-
college setting, as the students are commutergamerally older than on college
campuses. Therefore, the Task Force recommendethéblorth Carolina
Community College System identify best practicasufse in a community college
system.
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students need to be referred, and whether follow-up
services and recovery supports are available on
campus or in the community.

(b) The Department of Public Instruction, North Carolina
Community College System, and University of North
Carolina system should coordinate their preventiorefforts
with the prevention activities led by the Divisionof Mental
Health, Developmental Disabilities, and Substancelise
Services to ensure the development of consistent ssages
and optimization of prevention efforts. Preventionefforts
should be based on research-based programs that tecon
intervening early and at each stage of developmentith age
appropriate strategies to reduce risk factors andtsengthen
protective factors before problems develop.

In addition to general prevention efforts, the Thskce also focused
on prevention efforts that have been shown to fexife in reducing
the use or misuse of tobacco, alcohol, prescripdimigs, and illicit
drugs.

Tobacco

Youth tobacco usdobacco is considered a gateway drug and is often
one of the first substances that children Useobacco use (as well as

alcohol and marijuana use) is a precursor to dtligt drug use>’ Children and
Studies show that children and adolescents whaoaleeco are more adolescents who
likely than those who do not use tobacco to consale@hol or use use tobacco are
other illicit substance¥ Tobacco is a highly addictive substance and .

targets the same pathway in the brain as alcottbhamy other more “kely than
drugs®® those who do not

. . : use tobacco to
North Carolina Youth Risk Behavior Survey data fra@07 show that
22.5% of high school students have smoked cigaretiel or more of consume alcohol
the past 30 days, while 11.7% of middle schoolestsi havé® In or use other illicit
general, as age increases, so does the probabditgigarettes have substances
been smoked on 1 or more of the last 30 days.

Congress enacted the Synar Amendment in 1992 tegtrgouth from
tobacco. The Synar Amendment requires states t® lass
prohibiting the sale of and distribution of tobad¢oandividuals under
the age of 18 and to have effective enforcemenhar@sms. Under

Y Promulgation of regulation and monitoring statesnpliance with the
requirements of Synar are the responsibility ofShbstance Abuse and Mental
Health Administration (SAMHSA)The SAMHSA regulation implementing the
Synar Amendment requires the State to do the fatigw

“a. Have in effect a law prohibiting any manufaetyretailer or distributor of
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this law, North Carolina must conduct random, urcamted
inspections of retail outlets. In 2005, the statd hn inspection failure
rate of 16.9%, making it the state with the 5thhieig failure rate in
the country that yedr™®

The North Carolina Department of Crime Control &adety, Division
of Alcohol Law Enforcement (ALE), is the lead statgency for the
Tobacco Education and Compliance Check Prodfdworking in
partnership with DMHDDSAS, ALE is responsible feducing
tobacco sales to minors. In 2007, the agency caadi&;895 tobacco
compliance checks across the state. Citations grees to 1,125 store
clerks in 91 counties for selling tobacco or tolmapooducts to a
minor

To further reduce the opportunity for children tzess tobacco
products, the Task Force recommends:

Recommendation 4.3
The Division of Mental Health, Developmental Disalities, and
Substance Abuse Services; the North Carolina Divisnh of
Alcohol Law Enforcement; the Division of Public Hedth; and

A 10% price the Department of Public Instruction should developa
. . strategic plan to further reduce tobacco and alcohcsales to
increase in the minors.

cigarette tax
results in a In 2005-2006, North Carolina increased its cigar&k by 30 cents,
0 bringing the state cigarette tax up to its currate of 35 cents.
6-7% decrease Increasing the unit price for tobacco products tlp reduce the
in the number  number of people who start smoking and help thdse smoke quit?
of kids who Research shows that a 10% increase in the priagatk of cigarettes
smoke results in a 3-5% drop in adult consumptf8further, research

tobacco products from selling or distributing sppecbducts to any individual under
the age of 18.

b. Enforce such laws in a manner that can reasptebéxpected to reduce the
extent to which tobacco products are availabladividuals under the age of 18.
c¢. Conduct annual random, unannounced inspectinesgure compliance with the
law. These inspections are to be conducted in awely as to provide a valid
sample of outlets accessible to youth.

d. Develop a strategy and timeframe for achievimgnapection failure rate of less
than 20% of outlets accessible to youth.”

SAMHSA Web site. http://prevention.samhsa.gov/taoaequire.aspx. Accessed
February 24, 2008.

 Connecticut, Michigan, the District of Columbiadakansas had higher failure
rates than North Carolina in 2005.

#Beginning in 2002, the North Carolina Health andlWess Trust Fund began
providing $500,000 in grant funds/year to NC DMHDASSto purchase services
from ALE. Continued funding is not guaranteed asftmds are awarded as part of a
competitive grant process.
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findings suggest children are more sensitive tonarease in price,
and a 10% price increase results in a 6-7% decierdbe number of
kids who smoké&? Increasing the cigarette tax by 75 cents per pack
would provide tremendous gain for the state in seofireducing death
and disability due to tobacco use. The Campaig édracco Free
Kids estimated the amount of taxes that would begeed from a 75-
cent increase in North Carolina’s tobacco tax (Wwould raise the
state tax to 1 cent below the national averageg.driganization found
that a 75-cent increase in North Carolina’s cigarttx would result in
a 15.7% decrease in the youth smoking rate an®tha00 children
alive today would not become smokers. Furthermei#h-cent
increase would raise $347.4 million in new stateréavenues each
year® The revenues generated from the increased tapeddshe

used to support substance abuse prevention effdrésTask Force
recommends:

Recommendation 4.4 (PRIORITY RECOMMENDATION)
In order to further reduce youth smoking, the North Carolina
General Assembly should increase the tobacco taxmpeack to
the national average. Increasing the tobacco tax Badbeen
shown to reduce smoking, particularly among childre and
youth. The increased fees should be used exclusivé support
prevention and treatment efforts for alcohol, tobaco, and
other drugs.

Adult tobacco useParents play a key role in adolescent health
behavior development. Children who have parents svhoke are

more likely to smoké&” ®®One step to reduce adolescent smoking is to

encourage cessation among paréhReducing the number of adults
or parents who smoke may lead to reductions imtimeber of youth
who initiate and/or continue to smoke.

The Centers for Disease Control and PreveRti®DC) recommends
telephone counseling and support to assist indalgim quitting
tobacco when included in a comprehensive tobacssaten plan. All
50 states and the District of Columbia offer qodliservices as
evidence-based practice for smoking cessation. Rtowember 2005

®® This recommendation was developed by the US TasteFon Community
Preventive Services, which is a group of experpoayed and supported by the
Centers for Disease Control and Prevention, US Bewat of Health and Human
Services. The recommendations of the US Task Fard@ommunity Preventive
Services are compiled in tii&uide to Community Preventive Sergicerhich “serves
as a premier source of high quality informationtlemse public health interventions
and policies (including law-based interventiongtthave been proven to work in
promoting health and preventing disease, injurg, iampairment.” Community
Guide Web site. http://www.thecommunityguide.orgfath and
http://www.thecommunityguide.org/policymakers.htitcessed March 7, 2008.
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to November 2007 over 5,000 callers had reached the Quitline
NC®for cessation assistance. Success rates for thn@INC
program show an average 17% quit rate, which ispewable with
other tobacco use cessation programs. Prelimiratey show that 94%
of callers are satisfied with their Quitline NC exignce. On average,
quitlines reach an average of 4% of all smokersigwer, the current
annual funding of North Carolina’s quitline onlyats the quitline to
reach less than 1% of smokers in the state. Thée@efor Disease
Control and Prevention recommends that state geglreach 6% of
smokerd" Funding to maintain operation of the quitline éeded to
provide cessation assistance to all adults. Thexdfe Task Force
recommends:

Recommendation 4.5

As of January The North Carolina General Assembly should approprate
2008, 22 states $1.5 million in recurring funds to the Division of Public Health
g to support Quitline NC. The Division of Public Heath should
and the DIS'[I‘I.C'[ use some of this funding to educate providers andié public
of Columbia about the availability of this service.

have passed As of J 2008, 22 d the Districtafi@bia h
) s of January , 22 states and the District ia have
smoke-free I_a\_NS passed smoke-free laws that prohibit smoking itateants and bafs.
that pFOthIt Four other states have smoke-free laws that ce@gtaurants but
smoking in  exempt stand-alone balf’

restaurants The CDC recommends smoking bans and restrictiodsdoease
and bars  exposure to secondhand smdke review of the research showed that
“smoking bans and restrictions also helped to redhe cigarette
consumption and to increase the number of peoptequit
smoking.”®

“ Quitline NC was established in November 2005.

4 Quitline NC is administered by the Tobacco Preieenand Control Branch
(TPCB), NC Department of Health and Human ServiEesding is provided by the
NC Health and Wellness Trust Funds, Blue CrossBiud Shield of North Carolina,
and the Centers for Disease Control and Prevefifwough the TPCB).

*®Free & Clear, Inc. is the current Quitline NC vendrhe vendor for SFY 2008-
2009 will be determined in April 2008.

™ Information provided by the Tobacco Prevention @aahtrol Branch, NC
Department of Health and Human Services, on Feh2iar2008.

% States with smoke-free laws are Arizona, Califayd@olorado, Connecticut,
Delaware, Hawaii, lllinois, Maine, Maryland (Feh.2D08), Massachusetts,
Minnesota, Montana (extends to bars Sept. 1, 2008), Hampshire, New Jersey,
New Mexico, New York, Ohio, Oregon (Jan. 1, 20@®)pde Island, Utah (extends
to bars Jan. 7, 2009), Vermont, and Washington.

"" States with smoke-free laws covering restaurdmiisexempting stand-alone bars
are Florida, Idaho, Louisiana, and Nevada.

" US Task Force on Community Preventive Services.
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In 2007, the North Carolina General Assembly passeoke-free
legislatiod prohibiting smoking in buildings owned, leased, or
occupied by state governméfitn order to create more environments
throughout the state to reduce cigarette consumptial increase the
number of people who quit smoking, the Task Foeo®mmends:

Recommendation 4.6 (PRIORITY RECOMMENDATION)
The North Carolina General Assembly should enact &w
which prohibits smoking in all public buildings including, but
not limited to, restaurants, bars, and worksites.

Alcohol

Adolescent Alcohol Us@dolescent alcohol use is a nationwide

problem. According to the US Surgeon Gener@kdl to Action to

Prevent and Reduce Underage Drinkiadnich was released in 2007,

some of the leading adverse outcomes associateduniterage Alcohol is the

alcohol use include death from injury, risky sexoahavior, and

increased risk of sexual and physical assaultdttitin, the report most Commonly

highlights that underage drinking is associatedhaitademic failure, used drug among

illicit drug use, and tobacco use. Furthermore;esithe brain youth and is

continues to develop well into the 20s, alcohol icapact structure . .

and function of the developing brdih. aSSOCIat_ed Wlth
academic failure,

The US Surgeon General’s Repﬂcl)frrft] states that aldslitioé most illicit drug use,
commonly used drug among youthand that a large proportion of

youth begin drinking alcohol prior to age 13. Why@uth drink, they and tobacco use
tend to drink larger quantities than adults, resglin more frequent
binge drinking’* Further, the quantity of alcohol that the youth
consumes in one setting is associated with othgaithe outcomes. A
study of community college students showed thagéulrinkers were
more likely to report school, relationship, jobddagal problems than
were nonbinge drinkers and nondrink&& The consequences of
underage drinking include violence, traffic crash@esperty damage,
injury, and high-risk sexual behavior, all of whicbst the state of
North Carolina $1.2 billion in 2005 (or $1,705 yeuth annually).
(See Table 4.1%

1'S..2007-193

*HB 24/ SB 43

" Underage in the report refers to persons undemthanum drinking age of 21.
™™ Youth refers to individuals under the age of 21.

"In this study, binge drinkers were defined as w@msuming 5 or more drinks on
one occasion or women consuming 4 or more drinksnenoccasion at least 2-3
times a month. Nonbinge drinkers were defined asetwho consume alcohol but
do not meet the definition of a binge drinker.
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Table 4.1
The Costs of Underage Drinking in North Carolina (D05)

Problem Total Costs
(in millions)
Youth Violence $521.1
Youth Traffic Crashes $393.0
High-Risk Sex, Ages 14-20 $120.2
Youth Property Crime $97.7
Youth Injury $43.8
Poisonings and Psychoses $8.5
Fetal Alcohol Syndrome among Mothers Age 15-20 &22.
Youth Alcohol Treatment $19.1
Total $1,225.3

Source: Underage drinking in North Carolina: thetdaPacific Institute for Research
and Evaluation Web site. http://www.udetc.org/faetsts/NorthCarolina.pdf.
Published October 2006. Accessed February 10, 2008.

Early onset of drinking increases the risk of aladddiction’
Furthermore, most people who die from alcohol beginking in their
youth/® Delaying initiation of alcohol use is importantbese age of
first use is a predictor of future alcohol abuse.ahalysis of data from
the 1992 National Longitudinal Alcohol Epidemiologsurvey
revealed the percent of individuals with lifetimeadol abuse to be
higher among those individuals who started drinkihgge 14 or
younger compared to those who started drinkingyat2® or older
(40% versus 10%). Further analysis showed thatuhglanitiation
was associated with reduced risk of later deperel@rfccording to a
2004 National Survey on Drug Use and Health repadiyiduals who
first drank alcohol prior to age 15 were more tbaimes as likely to
report alcohol dependence or abuse in the pastilyaamwere persons
who fist drank alcohol at age 21 or oldéEurther, more than 90% of
the 14 million adults who were classified as haafgphol abuse or
deesendence problems in 2003 had initiated themkdrg before age
21.

Data from the 2007 North Carolina Youth Risk BelbaBurvey
(YRBS) show that 19.7% of high school students thed first drink
of alcohol before age 18, while 15.9% of middle school students
reported their first drink before age 1Having at least one alcohol
drink on one or more of the past 30 days was reddyy 37.7% of

°° YRBS QN40: Percentage of students who had thsir dirink of alcohol other
than a few sips before age 13 years.
PPYRBS QN25: Percentage of students who had thairdirink of alcohol other
than a few sips before age 11 years.
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high school studenf§:* Results from a recent nationwide survey
showed that 19% of college students ages 18-24x8Bt-1V criteria
for alcohol use or dependert&

Prevention and Reducing Youth Alcohol Use and Alfseal norms
education is the core of a majority of youth aldghr@vention
programs. Research has shown that youth overestitmaamount
their peers drink. Additionally, they misunderstahdir peers’
feelings toward alcohol use, believing them to lweerpositive than
they are’® Counter-marketing tobacco media campaigns have bee
successful in changing social and cultural norradiley to reduced
teen smoking. Similar media strategies should lee wgth alcohol, in
an effort to change the cultural acceptance of tagedrinking.
Media campaigns to reduce underage drinking thragimging social
norms have been proven to be effective on collegepuses®

In addition to media campaigns, tax increases a&ebeen
suggested as one method to prevent harmful drirkyngputh.
Several studies have shown that increasing the pfialcohol reduces

youth consumptiofi: Further, studies have shown that increasing beer

or alcohol taxes leads to other positive healthsoual
consequence€For example, a study by Grossman and Markowitz
(20012 showed that a 10% increase in the price of bekde:
* 4.5% decrease in the rate at which students gotiatible
with the police, residence hall, or other collegtharities.
* 5.5% drop in the rate at which students damageeptpp
* 3.4% decline in the rate at which students getanguments or
fights.
» 3.6% decline in the rate at which students takenathge of
another person sexually or are taken advantagexoiadly.

In addition, another study by Hollingsworth (20@6pgests that
increasing the cost of beer by $1 per 6-pack coeddce premature
alcohol-related deaths by 3.3%.

Beer is the alcoholic drink of choice among yotithherefore, it is
especially important to examine the cost of beerthe beer excise
taxes in the state. North Carolina has the 4thdsgheer excise tax in
the country; however, the last time the beer tag va#sed in North
Carolina was in 1969. The current beer tax of 58per gallon
equates to 5 cents per 12-ounce béftlEhe real dollar value of the
beer tax has eroded by more than 82% since itagsdised. Had the

9“9YRBS QN41: Percentage of students who had at teestlrink of alcohol on one
or more of the past 30 days.

" National Epidemiologic Survey on Alcohol and RethConditions, National
Institute on Alcohol Abuse and Alcoholism.
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tax been adjusted for inflation, it would have egdao $3.13 per
gallon or 29 cents per 12-ounce bottle sold. Wime spirits are taxed
at a higher rate than is beer. The wine tax isetuly 79 cents per
gallon, which is the 18highest state tax on wiféThe wine tax was
last increased in 1979. The real dollar value of thix has eroded by
65% by failing to keep pace with inflation. Nortlai©lina has a 25%
tax on distilled spirits, which was last raisedLBB7. Unlike the other
taxes, this is a percentage of the cost of digtiiguor; therefore it
naturally increases as the cost of alcohol ince¥se

Tax increases,
particularly on

beer, can help

reduce youth

. Tax increases, particularly on beer, can help regocith drinking. In
drinking and are

addition, increases in excise taxes are also liteehgduce use among

also likely to heavy drinkers, who have been shown to be respensitax
reduce use increaseé’ 88 89
among heavy Preventing and Reducing Driving While Impair@tiving under the
drinkers influence of alcohol is a statewide concern witlthbyoung and adult

drivers. For young drivers, driving under the ieftice amplifies the
preexisting risks facing young drivers such as jpegience,
impulsiveness, and driving often at night and/ahvmultiple
passengerd. As shown in Table 4.2, approximately 1 in 4 fatal
crashes in North Carolina were alcohol-related f&f1@1 to 2005, and
approximately 5% of all crashes were alcohol-relatering this

The last time the
beer tax was

raised in period.
North Carolina able 4.2
. able 4.
was in 1969 Crashes in North Carolina and the Percent of thos€rashes that
were Alcohol-Related Crashes, 2001-2085
2001 2002 2003 2004 2005
Non- 83,043 82,558 83,525 83,211 78,313
fatal (8.9) (8.1) (6.9) (7.5) (7.8)
Crashes
Fatal 1,363 14,226 1,403 1,420 1,417
Crashes | (24.5) (24.5) (24.5) (25.6) (26.8)
Total 217,923 222,164 231,588 230,931 222,298
Crashes | (6.5) (5.5) 4.7) (5.0) (5.1)

Source: North Carolina alcohol facts. UniversityNafrth Carolina Highway Safety
Research Center Web site. http://www.hsrc.unc.adek.cfm. Accessed February
28, 2008.

Aside from the risk of alcohol abuse, there is &igncern regarding
the percent of North Carolina youth reporting tarbsituations where
alcohol use overlaps with vehicles. Results from2007 Youth Risk
Behavior Survey show that 24.7% of high school etslin North
Carolina have ridden in a vehicle with someone Wwao been

*SProperty damage only crashes were not includéigeinable; therefore nonfatal
crashes and fatal crashes do not equal total nuafloeashes.
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drinking alcohof! while 26.9% of middle school students reported
ever riding in a car being driven by someone wha been drinking
alcohol” Moreover, 9.6% of high school students reportedrmty
while under the influenc®:*?

The CDC recommends media campaigns to prevent ietpdriving,
provided that campaigns are “carefully plannedartl executed;
attain adequate audience exposure; and are imptecthen
conjunction with other ongoing alcohol-impairedvilig prevention
activities.™ In the review of the literature, the US Task Fasoe
Community Preventive Services found a 13% medianedese in total
alcohol-related crashes associated with such camgHi

Given the need to reduce youth access to alcohelrages, reduce
underage alcohol consumption, and reduce the inc&lef driving
while impaired, the Task Force recommends:

Recommendation 4.7 (PRIORITY RECOMMENDATION) In order to

(@) In order to reduce underage drinking, the North Carlina reduce underage
General Assembly should increase the excise tax baer. drinking the
Beer is the alcoholic beverage of choice among ybytand ! .
youth are sensitive to price increases. North Carolina

(b) The excise taxes on beer and wine should be indexedhe General
consumer price index so they can keep pace with Iafion.
The excise tax for beer was last increased in 1968hd wine Assembly should
was last increased in 1979. The increased fees slibbe increase the
used exclusively to support prevention and treatmdn excise tax on beer

efforts for alcohol, tobacco, and other drugs.

(c) The General Assembly should appropriate $2.0 millio of
the funds raised through the new taxes to support a
comprehensive alcohol awareness education and prexmsn
campaign aimed at changing cultural norms to preven
initiation and reduce underage alcohol consumptiomand to
reduce alcohol abuse or dependence among adults.

Fetal Alcohol Spectrum Disordefetal alcohol spectrum disorder
(FASD) refers to the range of adverse outcomesechig alcohol use
during pregnancy. Fetal alcohol spectrum disondétself is not a
diagnostic term but a term that broadly referseteesal conditions
related to alcohol use during pregnancy. Theseitiond include fetal

"YRBS QN10: Percentage of students who rode omeooe times during the past
30 days in a car of other vehicle driven by someshe had been drinking alcohol.
“'YRBS QN9: Percentage of students who ever ro@decar driven by someone
who had been drinking alcohol.

"' YRBS QN11: Percentage of students who drove arcather vehicle one or more
times during the past 30 days when they had beaekindg alcohol.

"W US Task Force on Community Preventive Services.
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alcohol syndrome (FAS), alcohol-related neurodguelental
disorder, and alcohol-related birth defe€tépproximately 1% of all
births are children born with FASH.Individuals affected by FASD
may have physical, mental, learning, and /or bejral/disabilities
that must be contended with for a lifetiffe.

Brain damage is the most serious effect of FASD.fact, brain
imaging and autopsy studies have shown reductiodsbnormalities
in overall brain size and shape in children witawheprenatal alcohol
exposure”? In addition to brain damage, FASD can result im lirth-
weight babies with failure to thrive. Other advepbgsical outcomes
of FASD may include heart and skeletal defectspmiand hearing
problems, kidney and liver defects, and dental ababties® Heavy
prenatal alcohol exposure can lead to overall imnpamts in
intellectual performance, learning and memory, e, attention,
reaction time, visual spatial abilities, executiuactioning, fine and
gross motor skills, and adaptive and social skifS.Further, FASD
can lead to other social problems. In one stud406f adolescents and
adults with FAS and fetal alcohol effects, 90% hashtal health
problems, 60% had trouble with the law, 50% hachbeeonfinement
(for inpatient treatment for mental health problesnslcohol/drug
problems, or incarcerated for a crime), 50% shoivegdpropriate
sexual behavior, and 30% had alcohol or drug prosfe

The financial burden of FASD is great. In the USs iestimated that
FAS cost $4 billion in 199&Another source has the estimate
approaching $5 billiof® Estimates predict that each child with FAS
incurs a lifetime cost of $2 milliof:*® North Carolina spent an
estimated $22 million on FAS among teen mothersaln 200573
Klug and Burd analyzed data from the North Dakogalth Claims
Database and found that the mean annual cost thbae for
children (from birth through age 21) with FAS was&i2 versus an
average of $500 for children without FAS. The awhestimated that
preventing 1 case of FAS alone would result invarggs of $23,420 in
10 years”

The occurrence of fetal alcohol-related disordgr#ni theory, an
entirely preventable public health problem. Premeninterventions
for FASD may include public service announcementslzeverage
warning labels (universal prevention), counselinggpant women
who positively screen for drinking alcohol (selgetprevention), and
long-term counseling for high-risk women, includiigse with an
alcohol abuse history and/or a child with FASD {oaded prevention).
Universal prevention interventions have increasedgeneral public’'s
knowledge about drinking alcohol and pregnancytharmore, a

* FAS is the only condition within FASD for which stanformation exists.
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reduction in alcohol consumption by pregnant woraed improved
outcomes for the child can result from selective edicated
prevention effortS® For example, a recent study published in the
American Journal of Preventive Mediciskowed that a brief

motivational interventioff with preconceptual women can reduce the

risk of an alcohol-exposed pregnancy in at-risk \warii

According to 2005 North Carolina Pregnancy Risk Mamg System
(NC PRAMS) data, 3.8% of pregnant women in Nortihoiaa had 5
or more alcoholic drinks in 1 sitting at least teviduring the last 3
months of their pregnancy, while 0.5% reported hgwlone this 1
time during the last 3 months of their pregnaff@y.

To reduce the burden of FASD, the SAMHSA Fetal AlgloSpectrum
Disorders (FASD) Center for Excellence and the dvei
Organization on Fetal Alcohol Syndrome have dewedog curriculum
for addiction professionals to prevent, recognaze] address FASD.
Curriculum components have been designed for memem, and
children; however, the prevention component is ditosvard
women*®! Still, more needs to be done to ensure that dtaalth
professionals are trained to recognize at-riskviddials, provide early
intervention and education to women and adoles@nisk of giving
birth to children with FASD, and provide help taegivers of children
born with FASD. Given the burden of fetal alcohpéstrum disorders
to society and to individuals born with FASD, tliekrof drinking
during pregnancy within the state, and the pre\wliyaof FASD, the
Task Force recommends:

Recommendation 4.8

(a) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services; the Division of Publi
Health; the Division of Social Services; and appropate
provider associations should develop a preventionlgn to
prevent fetal alcohol spectrum disorders and reporthis
plan to the Joint Legislative Oversight Committee a
Mental Health, Developmental Disabilities, and Suliance
Abuse Services no later than July 1, 2009. The plashould
include baseline data and evidence-based strategibsit
have been shown to be effective in reducing useaitohol
in pregnant women and adolescents as well as strgtes for
early screening and identification, intervention, ad
treatment for children who are born with fetal alcahol
spectrum disorders. The plan should:

¥ The brief motivational intervention consisted afeunseling sessions and 1
contraception consultation and services visit.
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(1) Focus on women and adolescents at most risk of gig
birth to children with fetal alcohol spectrum disorders.

(2) Include strategies to educate, train, and support
caregivers of children born with fetal alcohol spettum
disorders.

(3) Identify strategies to educate primary care provides
about early identification of infants and young chidren
born with fetal alcohol syndrome disorder, availabé
treatment, and community resources for the affected
children and their families.

EARLY INTERVENTION SERVICES IN PRIMARY CARE AND OTHER
SETTINGS

The goal of North Carolina’s prevention effortsageduce the
numbers of people who use, abuse, or become dememdalcohol,
tobacco, or other drugs. However, we know thatelaee people who
currently use these substances. Not everyone wdstabacco
products, drinks alcohol, or uses illicit drugsiseady addicted. Early
interventions may be helpful in reducing the numifesccasional
users who eventually become dependent.

Primary care providers are ideally situated toeseradividuals to
identify people who currently use alcohol, tobaamogther drugs.
Once identified, primary care providers can prowidanseling and
brief treatment about the health risks of usinglmusing these
substances. Research shows that people are melyetbkquit
smoking if they are advised to do so by their priyr@are provider,
particularly if this is combined with other treatmi@nd intervention
strategies®® Similarly, research shows that counseling is gpairant
element of a larger intervention for alcohol andgluse®

The Substance Abuse and Mental Health Services 3g@AMHSA)
has developed an evidence-based screening andrteiefention or
treatment program for individuals who use and &iresé for
substance abuse problems. This program, Scredbriig],

Intervention, and Referral to Treatment (SBIRTas been successful
in helping reduce consumption among people whallesgl
substances or consume 5 or more alcoholic beverages setting®*
The program has been tested in emergency depagnpeimary care
providers’ offices, hospitals, federally qualifiedalth centers, health
departments, and school-based cliffés6:1%

# For more information on SBIRT, visit the SAMHSA W/site at
http://sbirt.samhsa.gov/index.htm.
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Under the SBIRT system, providers first screengpéi to determine
the severity of the person’s substance abuse prsbdéed identify
appropriate levels of interventidft Providers are trained to offer brief
intervention or brief treatment for people who aot yet dependent on
alcohol, tobacco, or other drugs. Those who haveeregtensive

needs are referred into the specialized substdnesedreatment
system. Creating linkages and improving coordimatibcare between
primary care providers and substance abuse spsiaicritical to the
effective treatment of people with substance alpusblems. The
SBIRT Core Components are shown in Chart 4.2.

Chart 4.2
SBIRT Core Components

Screening
Incorporated into the normal routine in medical and
other community settings, screening provides
— identification of individuals with problems relatéal —
alcohol and/or substance use. Screening can begihro
interview and self-report. Three of the most widesed
screening instruments are AUDIT, ASSIST, and DASJT.

\/ \/

Brief Intervention Brief Treatment Referral to Treatment
Following a screening result Following a screening result Following a screening result
indicating moderate risk, of moderate to high risk, of severe dependence, a
brief intervention is provided| | brief treatment is provided. referral to treatment is
This involves motivational Much like brief intervention, provided. This is a proactive
discussion focused on raising | this involves motivational process that facilitates acces
individuals’ awareness of discussion and client to care for those individuals
their substance use and its empowerment. Brief requiring more extensive
consequences, and treatment, however, is more treatment than SBIRT
motivating them toward comprehensive and includes| | provides. This is an
behavioral change. assessment, education, imperative component of the
Successful brief intervention problem solving, coping SBIRT initiative as it ensures
encompasses support of the| | mechanisms, and building a access to the appropriate
client’'s empowerment to supportive social level of care for all who are
make behavioral change. environment. screened.

Source: SBIRT core components. SAMHSA Web site.
http://sbirt.samhsa.gov/core_comp/index.htm. Acedddarch 27, 2008.
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|deally, early
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Although SBIRT has been shown to be effective iiping at-risk
individuals reduce their use of alcohol, tobacemtber drugs,
providers do not routinely use these stratetfiddany providers are
unaware of this model and others are unfamiliahwe
recommended screening and assessment tools. @thgnseed
further information about billing strategies to eresthat they can be
compensated for the time spent in counseling, assad, and brief
treatment. Others may need help establishing liekdgtween
primary care providers and available substanceeabpiscialists. Thus,
to encourage more providers to use SBIRT stratetfiesTask Force
recommends:

Recommendation 4.9
(a) North Carolina health professional schools, the Garnor’s

Institute on Alcohol and Substance Abuse, the North
Carolina Area Health Education Centers (AHEC)
program, residency programs, health professional
associations, and other appropriate organizationswuld
expand training for primary care providers and other
health professionals in academic and clinical settgs,
residency programs, or other continuing education
programs on screening, brief treatment, and referrafor
people who have or are at risk of tobacco, alcohaby
substance abuse or dependency. The curriculum shall
include information about:

(1) Evidence-based screening tools.

(2) Instructions on how to deliver brief interventions,
brief treatment, and referral and how to assess for
co-occurring mental illness.

(3) Successful strategies to address commonly cited
disincentives to care for patients in a primary cae.

(4) Strategies to successfully engage people with more
severe substance abuse disorders and refer them to
specialty addiction providers for treatment servics.

(5) The importance of developing and maintaining
linkages between primary care providers and
trained addiction specialists to ensure continuityof
care.

Ideally, early intervention strategies such as SBI& counseling
individuals about the risks of using alcohol, todmmoor other drugs,
should occur in the primary care office. Nationaladshow 55% of
individuals visited a primary care physician atlkeance during 2005.
This far exceeds the percentage of people whocaekfor substance
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abuse services from an office-based provider (0.2£8%yhile some

people may be wary of seeking help for substanoseproblems

through specialized mental health or substanceegmaviders

because of the stigma, there is little stigma h#ddo care given by

primary care providers. Thus, to further encounag®ary care

providers to incorporate SBIRT into their primagre practices, the

Task Force recommends: The North

Carolina General
Recommendation 4.10 (PRIORITY RECOMMENDATION)

(a) The North Carolina General Assembly should approprate Assemb.ly should
$1.5 million in recurring funds to the Division of Mental app_rOp”ate $1.5
Health, Developmental Disabilities, and Substancebise million to
Services (DMHDDSAS). The funds shall be used to delop

a Memorandum of Agreement with the North Carolina encourage

Office of Rural Health and Community Care (ORHCC), healthcare

the Governor’s Institute on Alcohol and Substance Buse, professionals to
North Carolina Area Health Education Centers (AHEC) offer counseling
program, and other appropriate organizations to edeate . g L2
and encourage healthcare professionals to use evithe- brief intervention,
based screening tools and offer counseling, brief and referral to
intervention, and referral to treatment to help patients treatment for at-
prevent, reduce, or eliminate the use of or dependey on . C e

alcohol, tobacco, and other drugs as outlined in t6/SBIRT risk individuals

model ™ The DMHDDSAS should work with ORHCC, the
Governors Institute on Alcohol and Substance Abuse,
AHEC, and other appropriate organizations to develp an
implementation plan and for use of these state fured The
plan should include:
(1) Mental health and substance abuse system
specialists to work with the 14 Community Care of
North Carolina (CCNC) networks. These staff will
work directly with the CCNC practices in
development, implementation, and sustainability of
evidenced-based practices and coordination of care
between primary care and specialty services. This
would include but not be limited to the Screening,
Brief Intervention, and Referral to Treatment
(SBIRT) model allowing for primary care providers
to work toward a medical home model that has full

#asource for both: NC IOM calculations using 2005 R& Agency for Healthcare
Research and Quality. Substance abuse visits eireddy visits with at least
diagnosis for ICD-9 code 303, 304, or 305. Thisneste is almost certainly low as
both patients and providers may face incentivedmatclude billing codes related to
substance abuse.

bbb The Task Force specifically recommends the uskedSAMHSA evidence-based
program SBIRT. SBIRT refers to a specific progrditizing evidence-based
screening tools, brief intervention, counseling] agferral to treatment.
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integration of physical, mental, developmental, and
substance abuse services. In keeping with the SBIRT
model, the mental health and substance abuse
system specialists would work within communities

to develop systems that facilitate smooth
bidirectional transition of care between primary

care and specialty substance abuse care. These btaf
should establish - in conjunction with LMEs, CCNC
networks, the Governors Institute, and regional
AHEC:s - efficient methods to increase collaboration
between providers on the shared management of
complex patients with multiple chronic conditions
that is inclusive of mental health, developmental
disabilities, and substance abuse. An effective
system would smooth transitions, reduce
duplications, improve communication, and facilitate
joint management while improving the quality of
care.

(2) A system for online and office-based training and
access to regional quality improvement specialists
and/or a center of excellence that would help all
healthcare professionals identify and address
implementation barriers in a variety of practice
settings such as OB/GYN, emergency room, and
urgent care.

(3) Integrated systems for screening, brief interventino,
and referral into treatment in outpatient settings
with the full continuum of substance abuse services
offered through DMHDDSAS.

Many health plans cover 1 annual physical per yearder to focus
on prevention and provide counseling to encouragjgness. The
North Carolina State Health Plan, for example, gay4 wellness
visit per enrollee per year, beginning at agé®Zhe American
Association of Pediatrics recommends an annuahesd visit for all
children and adolescents after age 3 (and moredrgty for children
who are younger than 3¥ In contrast, the North Carolina Medicaid
program and North Carolina Health Choice only playsan annual
visit once every 3 years after the child reaches7ag

Adolescents are less likely to seek healthcardsEsthan other age
groups™° This problem is compounded for low-income childeen
Medicaid because there may not be a source of payiorea wellness
visit. Thus, primary care providers lose the opaity to intervene
and counsel the child/adolescent when they aresfiasting to
experiment with alcohol, drugs, or tobacco. In NdCarolina, 17.3%
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of children try their first cigarette before age 19.7% drink alcohol

before age 13, and 8.3% smoke marijuana or use dthgs before

age 13" The Task Force thought it was important to encgeira

physicians to screen youth and adolescents toifgdé¢ndse who have

begun to experiment with or use any of these sabsta Once

identified, providers should counsel these youtartcourage them to

stop using these substances or refer them into mtaesive treatment

services. Medicaid and NC Health Choice shouldrb&gicover

annual wellness visits for children and adolescentsder to remove The North
any financial barriers which prevent these youtimfrseeking care.

Thus, the Task Force recommends: Carolina General
Assembly should
Recommendation 4.11 direct the Division

The North Carolina General Assembly should directhe f Medical
Division of Medical Assistance and NC Health Choicprogram 0 _e Ica
to provide coverage for annual wellness visits fachildren and Assistance and NC

ﬁ%ﬁl:giglntécﬁhe wellness visit should include but not be Health Choice
(a) An annual psychosocial behavioral assessment. prog_ram to
(b) An annual screening for tobacco, alcohol, and drugse, prowde coverage
beginning at age 11. N _ . for annual
(c) Brief intervention and/or anticipatory guidance atthe time ..
of screening. wellness visits for
children and

North Carolina has also developed other promisiagtes to help adolescents
address the mental health needs of patients inapyicare practices.

These models involve co-locating licensed mentalthgrofessionals

in a primary care practice or, conversely, locaangimary care Wellness visits
provider in a mental health practice. Individuasntified with mental i

health problems can be directly referred to thenged mental health should mCIUde. an
practitioner who is located in the same facilitp-Bcation facilitates annual screening

appropriate referral and treatment and improvesdination of care for tobacco,
between the primary care provider and the licemsedtal health alcohol. and drug
professional!? Patients who are treated in an integrated catieget P

are more likely to receive preventive care and agpee improved use, begmnmg at
health outcome§->*** age 11

The North Carolina General Assembly appropriate@ $illion in
nonrecurring funds in SFY 2008 to the North Ca@I@iffice of Rural
Health and Community Care (NCORHCC) to supportexuhnd co-
location of licensed mental health professionalk \primary care
providers. There are currently 44 primary pract@e®ss the state that
received state funds to develop mental health cation models.
Currently, only 1 of these practices focuses orresking the

““ This follows the American Association of Pediatriecommended wellness
screening.
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Mental health and
substance abuse
professionals
should be
cross-trained

substance abuse needs of these patients. Thesésrhade been
successful in offering early intervention servieesl identifying and
treating problems before they reach a crisis. feurtihe co-location
model helps make mental health services more abtess the
public.

The Task Force believed that a similar co-locatimdel was
warranted to provide accessible services for peafilesubstance
abuse problems. However, rather than develop aenf initiative
that focuses exclusively on people with substabcesea problems in
the primary care setting, the Task Force recomnebdéding on the
existing successful co-location model. Many peoyté substance
abuse problems also have mental health problemss, Tihe
professionals who are trained to address the mkatdih problems
should be cross-trained to identify and providefareatment and
referrals for people with substance abuse disordexslicensed
substance abuse professionals should be simitaityed to identify
and provide brief treatment and referrals for peapith coexisting
mental health problems.

Thus, to support further expansion of co-locatiardels across the
state, the Task Force recommends:

Recommendation 4.12
The General Assembly should provide $750,000 in reaing
funds to the Office of Rural Health and Community Gare to
work in collaboration with the Division of Mental Health,
Developmental Disabilities, and Substance Abuse Seres; the
Governors Institute on Alcohol and Substance Abuseand the
ICARE partnership to support and expand co-locationin
primary care practices of licensed health professimals trained
in providing substance abuse services. Primary cangractices
eligible for state funding include private practices, federally
gualified health centers, local health departmentsand rural
health clinics that participate in CCNC. Funding can be used
to help support co-location of licensed substancédase
professionals in primary care practices or to prouvile cross-
training for mental health professionals who are akady co-
located in an existing primary care practice for sevices
provided to Medicaid and uninsured patients. The gal is to
offer evidence-based screening, counseling, brieftervention,
and referral to treatment to help patients prevent,reduce, or
eliminate the use of or dependency on tobacco, ataa, and
other drugs. Funding priority should be given to pactices that
meet one or more of the following criteria:
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(a) Primary care practices with a co-located mental hdth
professional.

(b) Primary care practices with a significant populatian of
dually diagnosed patients with mental health and dastance
abuse problems who have prior experience in screerg and
intervention for mental health and/or substance abse
problems.

(c) Primary care practices actively involved in other @ironic
disease management programs.

The Task Force strongly supported building on tloiéaborative
model of interdisciplinary care. But the currentdkparty
reimbursement system creates barriers which mak#idult to
sustain these models without ongoing state or duaating. For
example, some third-party payers (including inssjreuill not
reimburse for brief counseling and referrals. Samsarers have
policies which prohibit paying 2 professionals faalth services
rendered at the same location on the same dagditian, coverage
for the treatment of substance abuse is not the sasncoverage for
other medical conditions.

Approximately 19.2 million US workers (15%) repattesing or being
impaired by alcohol at work at least once duringldst year:>
Studies have suggested that investments in sulestdnuse treatment
can exceed costs by a ratio of 12 t3°lYet, under current North
Carolina laws, health insurers need only offertaltof $8,000/year in
coverage for “chemical dependency” or a lifetimexmaum of
$16,000'*” Few health plans limit coverage of other healthditions
to such a low annual or lifetime limit. Further, myahealth plans offer
this limited substance abuse coverage with higkedudtibles or
coinsurance. These barriers need to be addressegport large-scale
expansion of substance abuse early interventioriraatiment services
by primary care and other providers across the stdterefore, the
Task Force recommends:

Recommendation 4.13 (PRIORITY RECOMMENDATION)

(a) The North Carolina General Assembly should mandate
that insurers offer coverage for the treatment of ddiction
diseases with the same durational limits, deductibk,
coinsurance, annual limits, and lifetime limits agprovided
for the coverage of physical illnesses.

(b) The North Carolina General Assembly should directhe
Division of Medical Assistance, NC Health Choice
program, State Health Plan, and other insurers to eview
their reimbursement policies to ensure that primarycare
and other providers can be reimbursed to screen for
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tobacco, alcohol, and drugs, provide brief intervetion and
counseling, and refer necessary patients for spetiya

services.

(1) Specifically, the plans should provide
reimbursement for:

Screening and brief intervention in different
health settings including, but not limited to,
primary care practices (including OB/GYN,
federally qualified health centers, rural
health clinics, and hospital-owned outpatient
settings), emergency departments, Ryan
White Title 11l medical programs, and
school-based health clinics.

CPT codes for health and behavior
assessment (96150-96155), health risk
assessment (99420), substance abuse
screening and intervention (99408, 99409),
and tobacco screening and intervention
(99406, 99407) and should not be subject to
therapy code preauthorization limits.
Therapy codes (90801-90845) for primary
care providers who integrate qualified
mental health professionals into their
practices.

Appropriate telephone and face-to-face
consultations between primary care
providers and psychiatrists or other
specialists. Specifically, payers should explore
the appropriateness of reimbursing for CPT
codes for consultation by a psychiatrist
(99245).

(2) Reimbursement for these codes should be allowed
on the same day as a medical visit's evaluation and
management (E&M) code when provided by
licensed mental health and substance abuse staff.

(3) Fees paid for substance abuse billing codes should
be commensurate with the reimbursement provided
to treat other chronic diseases.

(4) Insurers should allow psychiatrists to bill using
E&M codes available to other medical disciplines.

(5) Providers eligible to bill should include licensed
healthcare professionals including, but not limited
to, primary care providers, mental health and
substance abuse providers, emergency room
professionals, and other healthcare professionals
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trained in providing evidence-based substance abuse
and mental health screening and brief intervention.

(c) The Division of Medical Assistance should work withthe
Office of Rural Health and Community Care (ORHCC) to
develop an enhanced Carolina Access (CCNC) per memb
per month (PMPM) for co-located practices to suppar
referral and care coordination for mental health,
developmental disabilities, and substance abuse sares.

(d) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services, in collaboration witime
ORHCC, should work collaboratively with the Governa's
Institute on Alcohol and Substance Abuse, Academyf o
Family Physicians, North Carolina Pediatric Society North
Carolina Primary Health Care Association, ICARE, ard
other appropriate groups to identify and address baiers
that prevent the implementation and sustainabilityof co-
location models and to identify other strategies tpromote
evidence-based screening, counseling, brief intemvigon,
and referral to treatment in primary care and other
outpatient settings.

COMPREHENSIVE SYSTEM OF SPECIALIZED SUBSTANCE ABUSE
SERVICES

In an ideal system, people would not become adtlict@lcohol,
tobacco, or other drugs. Multifaceted preventioatsgies would be
implemented targeting the general public, individw higher risk,
and people who have engaged in risky behaviorsh&uyrthere would
be a system of early intervention services to ugre before a person
becomes addicted to these substances. Howeveigeaiized system
does not exist. National estimates show that 6.6&oath Carolinians
aged 12 years or older abuse or are dependentoinohl and 3% have
abused or are dependent on illicit drugs. CombiBesfo have abused
or are addicted to alcohol or drugs. However fewhefNorth
Carolinians who need treatment received it frompthielicly-funded
substance abuse system. The North Carolina datatfre National
Survey on Drug Use and Health showed that 2.7%owfrN
Carolinians age 12 or older needed but did notivedeesatment for
illicit drug use, and 6.3% needed but did not ree¢reatment for
alcohol use. This would equate with 225,000 Nor#nainians who
needed but did not receive treatment for illicgs, and 526,000 who

needed but did not receive treatment for alcoh@0@8. (See Table
4.3,73119
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The failure to seek
or stay in
treatment has
more to do with
the treatment
system’s inability
to meet the client’s
needs rather than
the individual’s
lack of desire to
seek help

Few North Carolinians Who Need Substance Abuse

Table 4.3

Treatment Services Are Receiving Services
(NSDUH 2005-2006)

in Past Year

12 or older 12-17 18-25 26+
Estimate Estimate Estimate Estimate

North Carolina Population 8,341,746 1,356,908 1,079,771 5,905,049
Projections (July, 2008)
Dependence on or Abuse of ~709,000 ~106,000 ~204,000 ~402,000
Illicit Drugs or Alcohol in Past (8.5%) (7.8%) (18.9%) (6.8%)
Year
Alcohol Dependence or Abuse ~551,000 ~66,000 ~155,000 ~331,000
in Past Year (6.6%) (4.9%) (14.4%) (5.6%)
Needing buhot Receiving ~526,000 ~64,000 ~149,000 ~307,000
Treatment for Alcohol Use in (95.5%) (95.9%) (95.8%) (92.9%)
Past Year
Needingand Receiving ~25,000 ~2,700 ~6,500 ~23,600
Treatment for Alcohol Use in (4.5%) (4.1%) (4.2%) (7.1%)
Past Year
Illicit Drug Dependence or ~250,000 ~65,000 ~96,000 ~112,000
Abuse in Past Year (3.0%) (4.8%) (8.9%) (1.9%)
Needing buhot Receiving ~225,000 ~62,000 ~84,000 ~94,000
Treatment for lllicit Drug Use (90.0%) (95.8%) (87.6%) (84.2%)
in Past Year
Needing and Receiving ~25,000 ~2,700 ~12,000 ~18,000
Treatment for lllicit Drug Use (10.0%) (4.2%) (12.4%) (15.8%)

Sources: Hughes A, Sathe N, Spagnola, K. Statmatsts of substance use from the
2005-2006 National Surveys on Drug Use and Heaklihles B.16, B.18, B. 20,
B.21, B.22. Department of Health and Human SeryiSebstance Abuse and
Mental Health Services Administration, Office of pligd Studies Web site.
http://www.oas.samhsa.gov/2k6state/AppB.pdf. PublisFebruary 2008. Accessed
March 24, 2008. North Carolina population projectig2008) from North Carolina

state demographics; North Carolina population by 2@00-2009. North Carolina

Office of State Budget and Management Web sitp:fdiemog.state.nc.us/.

Accessed March 24, 2008.

Several studies have examined why people who meathtent do not

receive it?'**?*These studies challenge the assumption that the
primary reason that individuals with substance alpreblems fail to

seek treatment or stay in treatment is their owk & motivation.
Rather, the failure to seek or stay in treatmestrhare to do with the
treatment system’s inability to meet the clientds rather than the
individual's lack of desire to seek héff. These findings are

supported by focus groups conducted in 2 counti®oirth Carolina

(Dare and Rockingham) with consumers and profeatson

Participants in these focus groups noted that alcad drug issues

were pervasive in their communities, but the sysiers not adequate

to address these ne€déSome of the common themes that were

identified in the North Carolina focus groups irasu
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» Stigma Consumers reported that they perceived a stigma i
seeking services both from providers who referhed t
consumers into treatment and from the LME sta#ctiy.
Consumers also noted that treatment programs drealgicts
with different addictions differently.

» Services were inadequate or nonexist@@mmunities lacked
a complete continuum of services. Focus group @paints
particularly noted the lack of inpatient and resiikd
substance abuse treatment and recovery suppodedé&e
help consumers successfully integrate back into the
community. A common theme across both communitias w
the lack of services to treat addicted adolescents.

» Workforce and competency issu€lere are too few licensed
substance abuse professionals. Most of the headthca
professionals who work with people with substartmesa
problems do not recognize the problem and do nowkimow
to assess, treat, or refer patients into treatment.

* Services are too rushed to make a differeRe®ple noted that
they did not receive services for enough time t&erea
difference.

* Inadequate linkages between detox providers aneroth
substance abuse servic€onsumers noted that they did not
receive referrals out of the detox system.

As noted in Chapter 3, the Division of Mental HeaDevelopmental
Disabilities, and Substance Abuse Services hasecteaframework to
provide a comprehensive system of treatment aral/egg supports
that follows the American Society of Addiction Meitie (ASAM)
levels of care. Theoretically, each LME should bk do offer a
comprehensive array of substance abuse servigesndi@g on the
clinical needs of the client. Services that meetdient’'s needs would
be offered in a timely fashion, and clients wouiddmgaged long
enough to address their underlying alcohol, tobascsubstance
abuse problems. A full continuum of services wdudavailable,
including screening and assessment, brief intermenoutpatient
services, medication management, intensive outgtadied partial
hospitalization, clinically managed low-intensigsidential services,
clinically managed medium-intensity residentiabtraent, inpatient
services, and crisis services including detox.dditzon, individuals
also need access to recovery supports in ordezlpoitdividuals live
without use of alcohol, tobacco, and other drugscdvery supports
include, but are not limited to, transportatioratal from treatment
and other support activities (such as employmentployment
services and job training, case management, hoassigtance and
services, child care, parent education and chiletld@ment, family
and marriage counseling, life skills, educationriml and faith-
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based support, relapse prevention, and self-hesapport groups
(such as Narcotics Anonymous, Alcoholics Anonymausyther 12-
step groups).

A full continuum of care requires prevention, earlervention and
engagement, a full continuum of treatment serviaed,recovery
supports. Chart 4.3 shows a recovery-oriented systecare that
meets the substance abuse, mental health, phisiakh, housing,
educational, family, employment, and spiritual reeefithe individual.
This model involves multiple agencies who work tbge to meet the
substance abuse and other needs of the individidaiaanily.
Individuals who need substance abuse servicesatilall need every
service listed in the chart. However, a similaagrof services should
be reasonably available in the community to entwaepeople with
substance abuse dependence disorders can recpropgte services
based on their needs. Recovery-oriented systercarefincorporate
chronic care management approaches, recognizihghthaiduals

with substance abuse disorders may need lifelosigtaace in helping
them manage their health problem.
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Chart 4.3
Recovery-Oriented System of Care

Recover

Abstinence

Evidence-Based Practice

Systems of Care Addiction

Systems

Child Welfare
Systems

Human Services
Systems

Cost
Effectiveness

Mental Health

Child Care Systems

Educational

Individual
Family
Community

Housing
Systems

Housing/
Transportation

Perception Spiritual

Of Care

Educational
Systems

Employment
Systems

Financial Peer Suppo

: Legal Case Mgt
Retention - =

Private Health
Care Systems

Criminal Justice
Systems

Wellness

Access/Capacity

Social Connectedness

Source: Whitter M. Recovery-oriented systems oé ¢ROSCs). What are they?
Why should we adopt them in our state? Presentéitimee NC IOM Substance
Abuse Task Force; February 15, 2008; Cary, NC.

Currently, most communities lack an adequate itfnature to meet
all the needs of people with substance abuse d@isgrdnd the
availability of services varies across LMEs. Furflservices are not
always provided in a timely manner. DMHDDSAS tratks number
and percentage of patients within each LME who wdetermined to
need emergent (within 2 hours), urgent (within 4813), and routine
services (within 7 calendar days, now revised taldys) care, as well
as those who received services within the presgtiibee. Statewide,
44,381 individuals requested services in the secoiagter of SFY
2007-2008. A little less than one-fifth (17.9%)tbbse requesting
services were determined to need emergent catewsda, most
people (98.3%) who needed emergent care receivathin 2 hours;
however, not all LMEs were able to provide emergeservices to
clients within the required 2-hour time frame. LMiasiged from
89.4% to 100% in the provision of timely serviceghose determined
to need emergent services. A little more than emhtof the
population (13.7%) was determined to need urgemt &tatewide,
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The LMEs with the
highest percentage
served are
only serving
approximately 11%
of the adults who
need services, or
8.6% of children,
whereas the LMEs
with the lowest
percentage served
are serving 4.4% of
adults and only
3.5% of children
who need services

78.6% of these individuals were provided care wi#8 hours. Again,
LME performance varied considerably. LMEs rangeafi45.3% to
100% in the provision of urgent care within theaped time frames.
Statewide, 62.1% of the cases that were determionaded routine
care were provided a face-to-face assessment anelabment service
within 7 calendar days. There was wide variatiotheprovision of
routine care, with LMEs ranging from 39% to 86.6%ihe proportion
of consumers being served within the required Mtidae frame*?®

Best practice for initiating and engaging consunirgis care suggests
that an individual receive 2 visits within the fids} days of care and
then 2 more in the next 30 days (a total of 4 ¢iiithin 45 days of
engagement with the system). The Division of Mehialth,
Developmental Disabilities, and Substance Abusgi&ss established
LME performance targets stating that 70% of conssmbould
receive 2 visits within the first 14 days of caaad 50% should
receive 4 visits within the first 45 days of caeatewide, the LMEs
are falling short of this target, with only 64%safbstance abuse
consumers receiving 2 visits within the first 14/slaf care (ranging
from 47% to 89% among LMES). Statewide, 47% of comsrs had 4
visits within the first 45 days of care (rangingrfr 21% to 75%
among LMESs). Once a consumer is discharged frotata-sperated
facility such as an ADATC, the consumer is expedtteckceive a
community-based service within 7 days of dischajgst over one-
fourth (26%) of substance abuse consumers discthdrge an
ADATC received a community-based service withinayglin North
Carolina, compared to a target of 36%. Again, viaised across
LMEs, ranging from 13% to 40%. An additional 11%reeeen
within 8-30 days of dischardé®

Of even greater concern, North Carolina data stavdacross the state
very few people with substance abuse disorderbeing treated
through the LMEs. (See Table 4.4.) The LMEs with tighest
percentage served are only serving approximately Gfithe adults
who need services, or 8.6% of children, whereas. MEs with the
lowest percentage served are serving 4.4% of adnttonly 3.5% of
children who need servicéS.
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Table 4.4
Few People who Needed Substance Abuse Services weeeved in
the LMEs with State Funds (July 2006-June 2007)
Estimated percent of those needing substance asngees who
received them with state funds

Children Adults
Catawba-Burke 8.6% Pathways 10.9%
CenterPoint 8.2% | Southeastern Regional 10.7%
Pathways 8.0% | Johnston 9.3%
Durham 7.8% | Western Highlands 9.2%
Sandhills Center 7.8% Southeastern Center | 9.1%
ACR 7.6% Catawba-Burke 8.8%
ECBH 7.5% Five County 8.7%
OPC 7.3% CenterPoint 8.6%
Smoky Mountain 7.0% | Albemarle 7.8%
Southeastern Regional 6.3% Durham 7.6%
Western Highlands 6.0% | Smoky Mountain 7.5%
Southeastern Center| 5.9% ACR 7.3%
Five County 5.6% Mecklenburg 6.9%
Cumberland 5.3% Cumberland 6.8%
Crossroads 5.1% Guilford 6.7%
Mecklenburg 4.6% ECBH 6.6%
Foothills 4.5% Sandhills Center 6.6%
Guilford 4.3% Foothills 6.6%
Beacon Center 4.1% OPC 6.3%
Onslow-Carteret 4.1% Crossroads 5.8%
Johnston 4.0% Beacon Center 5.5%
Wake 4.0% | Wake 5.1%
Albemarle 3.6% Eastpointe 5.0%
Eastpointe 3.5% | Onslow-Carteret 4.4%
Statewide 5.8% | Statewide 7.2%

Note: These data do not include the 5 countiesateapart of Piedmont Behavioral
Health LME which has not been reporting data tostia¢e. In addition, it does not
capture services provided through county appradpriat grant funds, or other
funding sources. Some of the larger urban courgigsh as Mecklenburg, provide
substantial county funding to augment the state@pjations and federal SAPT
block grant funds. Services provided through codinbygs will be reported
beginning July 1, 2008.

With the privatization of the mental health andstahce abuse system
under the state’s mental health reform efforts aveslability of
services is dependent, in large part, on the wiliess of private
providers to contract with the LME to provide tlexsces. Yet in

some regions, substance abuse providers are umidlicontract with
the LME because of administrative and paperworlsleasand low
reimbursement. Providers that serve consumers Itipfeu MEs have
even greater administrative barriers, with différelEs using

Task Force on Substance Abuse Services 87

Some substance
abuse providers
are unwilling to
contract with
LMESs because of
administrative
and paperwork
hassles and low
reimbursement



DMHDDSAS
should develop
a recovery-
oriented system
of care that
ensures that an
appropriate mix
of substance
abuse services
and recovery
supports is
available and
accessible
throughout the
state for both
children
and adults

different contracts and procedures. DMHDDSAS hsasad proposed
regulations which would give it the authority tastiardize forms and
procedures across LMEs, but these rules have o final®®
Even after the rules become final, the Division wéded time to
standardize all the forms and procedures. Otherigecs are
unwilling to participate because of the low reimrgement rates. And
others may want to participate but be unable tt@pate because the
service is not currently reimbursed by the state.dxample,
DMHDDSAS does not have a service definition thagcscally
covers long-term residential or therapeutic comitiesi potentially
leaving out a class of licensed substance abuseders.

Further, even when services are offered, they noédp@ provided
with the level of intensity needed to help a peraohieve sobriety.
More than three-quarters (76.6%) of the adultsrance than four-
fifths of children (84.5%) served in the LME systane receiving the
lowest intensity of services (outpatient treatmestjel | of the

ASAM levels of caref®®**’Part of the underlying rationale for the
mental health reform was to focus treatment onehmast in need.
However, providing the lowest level of treatmentriore than three-
guarters of the clients served suggests that tlet ¢é services
provided is inadequate. DMHDDSAS needs to devekpeetations
for the LMEs about appropriate numbers of peopteeskt the array of
services available, intensity of services, anddesgy of treatment. To
accomplish this, the Task Force recommends:

Recommendation 4.14 (PRIORITY RECOMMENDATION)

(a) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services (DMHDDSAS) should
develop a plan organized around a recovery-oriented
system of care to ensure that an appropriate mix of
substance abuse services and recovery supports faoth
children and adults is available and accessible tbughout
the state. The plan should utilize the American Saety of

ddd H\MHDDSAS issued proposed rules which give ther&acy the authority to
standardize forms and processes regarding Persaer€d Plans; screening, triage,
and referral interviews; claims processing; contramemorandum of agreement;
quality improvement plans; strategic plans, loaadibess plans, and authorization of
state-funded services; endorsement of providesefices; and letters of support for
residential facilities. LMEs are not allowed toealbr add any additional
requirements to the standardized forms or proced(t® NCAC 26C.0402.) In
addition, DMHDDSAS issued other proposed rules gawg clean claims. These
rules govern LMEs and public and private provideh® contract with LMEs. (10
NCAC 27A.0301 et. seq.) Both set of rules have pseg effective dates of May 1,
2008.

**¢This lowest level of intensity accounts for appneately one- half of all LME
spending on adults and about one-third of the spgrfdr children.
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Addiction Medicine (ASAM) levels of care. In develping
this plan, DMHDDSAS should:

(1) Develop a complete continuum of locally and
regionally accessible substance abuse crisis seesc
and treatment and recovery supports.

(2) Ensure effective coordination of care between
substance abuse providers within and between
different ASAM levels of care as well as with other
health professionals such as primary care providers
emergency departments, or recovery supports.

(3) Develop a minimum geographic-based access
standard for each service. In developing its plan,
DMHDDSAS should identify strategies for building
an infrastructure in rural and underserved areas.

(4) Include evidence-based guidelines for the number of
patients to be served, array of services, and intsity
and frequency of the services.

(b) DMHDDSAS should develop a plan to implement
performance-based incentive contracts and agreemesto
ensure that state-specified performance targets ammet.
Performance based contracts should include at a mimum:

(1) Incentives for timely engagement, active
participation in treatment, program retention,
program completion, and ongoing participation in
recovery supports.

(2) Data requirements to ensure that program
performance is measured consistently across the
state.

(c) DMHDDSAS should develop a plan to implement
electronic health records for providers that use phblic
funds.

(d) DMHDDSAS should develop consistent requirements
across the state that will reduce paperwork and
administrative barriers including but not limited t o:

(1)  Uniform forms for admissions, screening,
assessments, treatment plans, and discharge
summaries that are to be used across the state.

(2) Standard contract requirements and a system that
does not duplicate paper work for agencies that
serve residents of multiple Local Management
Entities (LMES).

(3) Methods to ensure consistency in procedures and
services across LMEs along with methods to enforce
minimum standards across the LMEs. Enforcement
methods should include, but not be limited to,
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remediation efforts to help ensure consistent
standards.
(4) Standardized outcome measures.

(e) DMHDDSAS should develop a system for timely conflic
resolutions between LME and contract agencies.

() DMHDDSAS should work with its Provider Action Agenda
Committee to identify barriers and strategies to icrease
the quality and quantity of substance abuse serviseand
providers in the state. These issues include, buteanot
limited to, administrative barriers, service defintions, and

DMHDDSAS reimbursement issues'
should develop (g) DMHDDSAS, in collaboration with the Department of
consistent Juvenile Justice and Delinquency Prevention and the
Department of Public Instruction, should immediatel
standards across begin expanding the capacity of needed adolescent
the state that will treatment services across the state including nevapacity
reduce paperwork in the clinically intensive residential programs, onsistent
.. . and effective screening, assessment, and referral t

and admlnlstra_tlve appropriate treatment and recovery supports for identified

barriers youth. In addition, the plan should systematically

strengthen early intervention services for youth ad
adolescents in mainstream settings such as schoggmary
care, and juvenile justice venues.

(h) DMHDDSAS should report the plans specified in
Recommendation 4.14.a-b, report on the progress in
developing the plan for electronic health recordsn
Recommendation 4.14.c, and report on progress made
implementing Recommendations 4.13.d-g to the NC IOM
Task Force on Substance Abuse Services and Joint
Legislative Oversight Committee on Mental Health,
Developmental Disabilities, and Substance Abuse S#tces
no later than September 2008.

The Task Force also recommends providing enhancetirfg on a
competitive basis to develop model programs in @&asM1 rural and 1
urban in each of the DMHDDSAS 3 regions). This pilould
implement the recovery-oriented system of care,gansuant to
Recommendation 4.13, to test and evaluate thigmsysf care before
implementing it statewide.

f Task Force members specifically identified reingeuiment problems for long-term
residential treatment programs and therapeutic aomities as well as the adequacy
of reimbursement rates for residential treatmeudtdigersion programs. In addition
to these issues, the Task Force recommended th&tivfsion evaluate the
availability of substance abuse services to detegrifichanges in service definitions
or reimbursement policies could help address spestin the availability of
substance abuse services.
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Recommendation 4.15
(a) The North Carolina General Assembly should approprate

$17.2 million in SFY 2009 and $34.4 million in SF2010 to
DMHDDSAS in recurring funding to support 6 pilot
programs to implement county or multicounty
comprehensive recovery-oriented systems of care.
DMHDDSAS should make funding available on a
competitive basis, selecting 1 rural pilot and 1 uran pilot
in the 3 MHDDSAS regions across the state. Funding
should include planning, evaluation, and technical
assistance. The pilot programs should:

(1) Identify those in need of treatment.

(2) Ensure or provide a comprehensive continuum of
services for adolescents and adults. Services shaul
include screening, counseling, brief treatment, and
the full spectrum of ASAM services for both
adolescents and adults.

(3) Provide recovery supports for those who return to
their communities after receiving substance abuse
specialty care. The goal of the project is to redc
the length and duration of relapses that require
additional specialty SA care. Programs should work
closely with existing recovery services, programs,
and individuals and build on the foundations that
exist in their local communities.

(4) Ensure effective coordination of care between
substance abuse providers within and between
different ASAM levels of care as well as with other
health professionals such as primary care providers
hospitals, or recovery supports.

(b) The North Carolina General Assembly should approprate

$750,000 of the Mental Health Trust Fund to the Diision
of Mental Health, Developmental Disabilities, and
Substance Abuse Services to arrange for an indepeeat
evaluation of these pilot programs. The evaluatioshould
examine whether the comprehensive pilot programs &l to
increased number of patients served, timely engagemt,
active participation with appropriate intensity of services,
and program completion.

(c) The Division of Mental Health, Developmental Disabities,

and Substance Abuse Services should use the findafgjom
the independent evaluation of the pilot programs
implementing county or multicounty recovery-oriented
systems of care to develop a plan to implement the
successful strategies statewide. The plan should be
presented to the Legislative Oversight Committee on
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Mental Health within 6 months of when the evaluatia is
completed.

The Task Force also recognized that any efforétorm the state’s
publicly-funded substance abuse system would féiilomt the proper
infrastructure. As noted in Chapter 3, with theessamental health
reform DMHDDSAS was reorganized with few staff wtancentrated
solely on substance abuse services. Thirteen radfpsisitions are
needed in the Division of Mental Health, DeveloptaéDisabilities,
and Substance Abuse Services to implement the Hargle’s
recommendations, including 1 FTE recovery suppdirector, 3 FTE
adult substance abuse treatment continuum regiomsiultants, 1
substance abuse prevention services informatidersysianager, 2
guality management substance abuse research an&lystbstance
abuse prevention services and coalition developmegidnal
consultants, and 3 child and adolescent substdngedreatment
continuum regional clinical consultar#¥.(See Appendix A for more
description of position responsibilities). Additally, staff are needed
in other state agencies to implement other Taskd~or
recommendation®" Thus the Task Force recommends:

Recommendation 4.16 (PRIORITY RECOMMENDATION)

The North Carolina General Assembly should approprate:

(a) $650,000 in recurring funds to DMHDDSAS to hire 1FTE
staff to assist in developing and implementing a atewide
comprehensive prevention plan, a recovery-orientedystem
of care, a plan for performance-based incentive cdracts,

99 A total of $650,000 in recurring funds is neededf3 new FTE positions. This
would be matched with an additional $325,000 irefatiMedicaid funds. The
funding would be used to support 7 positions orBbst Practice Team and 2
positions on the Quality Management Team. Thesgipos would cost
approximately $75,000 each (including benefits)ddotal of $675,000, of which
approximately $350,000 would be required from stateported sources and
$325,000 through Medicaid match. Four additionaifans are needed for the
Prevention and Early Intervention Team at an guditeid cost of $75,000 each. This
totals $300,000. Medicaid matching funds are nailable for these positions.

""" The Division of Medical Assistance needs a tof&&1,000 in recurring funds to
support 5 new positions. Two of these positionsldidse clinical positions with
expertise in substance abuse who would be assigrtbé Behavioral Health
Section, working in collaboration with the Divisiof Mental Health,
Developmental Disabilities, and Substance AbuseiSes, the Office of Rural
Health and Community Care, and the Division of RuHkealth in the planning,
development, and implementation of the recommeaondstiThe other 3 positions
would be in the support sections of Rate Settinfprimation Technology, and
Program Integrity. The $81,000 in state funds wdgddnatched by federal funds.
An additional $50,000 is needed, in nonrecurringdfy to support programming
changes at the Division of Medical Assistance’sdisagent (EDS). This will allow
the state to add new codes and service definitmssipport changes in payments to
providers.
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and consistent standards across the state to reduce
paperwork and administrative barriers; oversee and
provide technical assistance to the pilot programsand
otherwise help implement the Recommendations 4.146
and Recommendation 5.1, supra.

(b) $100,000 in recurring funds to the Department of Phlic
Instruction to hire staff to implement Recommendatons
4.1, 4.2, and 4.14 above.

(c) $130,000 in recurring funds to ORHCC to hire a statwide
coordinator and administrative support to work directly
with the regional CCNC quality improvement specialsts
funded in recommendation 4.10 and to assist in
implementing recommendation 4.12.

(d) $81,000 in recurring funds and $50,000 in nonrecuing
funds to the Department of Health and Human Servicg
Division of Medical Assistance, to hire 5 positionto
implement Recommendations 4.8-4.10, 4.12, and 4.435
above.
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CHAPTER 5
DATA

Policymakers need good data to make informed paloyces. This is
particularly important in the context of substaabeise services. We
know that 8.5%’ of the state’s population has substance abuse
problems, but less than 18%of those in need of services are
receiving them through the DMHDDSAS system. Destitelarge
percentage of the population that needs servita®, and local
agencies were unable to spend all the money ther@lefissembly
appropriated for substance abuse services. Dataeaced to profile

sections of the population most at risk for substamse and abuse and

to identify the populations in need of substanagsalservices; the
type of services used both within DMHDDSAS and tlylo other
public and private providers of care; the avaiiptnd accessibility
of services and recovery supports; service usensgity, and
completion rates; and recidivism rates. Ideallyadaould be available
at both the state and the local level. Furthergrams and services
should be evaluated to determine that the fundirngell spent and
programs are achieving positive outcomes.

While there are many data sources to inform poleens about the
need and use of substance abuse services, theséllarany gaps.
This chapter describes data available to assesktipe of the
substance abuse problem, information on prevetiohtreatment
being provided by DMHDDSAS, and data needed to hefgove
substance abuse surveillance and services.

AVAILABLE DATA ON THE SCOPE OF THE SUBSTANCE ABUSE
PROBLEM

There are a number of data sources available porhehitor tobacco,
alcohol, and drug use in North Carolina. Most & tfata come from
population-based surveys, which capture informationhe use of
different types of substances, frequency of use panceptions of risk.
The surveys are targeted to different populatiemsadults and youth).
Most provide reliable estimates at the state lbuélstop short of
generating valid estimates at either the regionabanty levels. The
survey data include:

* Behavioral Risk Factor Surveillance Survey (BRHS$3)
telephone survey sponsored by the Centers for Bes€antrol
and Prevention and managed locally by the NC Cdoter
Health Statistics
(http://www.schs.state.nc.us/SCHS/data/brfss.cirhg
BRFSS measures the medical and behavioral headttsrod
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the adult population by state, including tobaccd altohol
use, tobacco cessation efforts, and tobacco preve®RFSS
data are available for the state as well as ata@nal level
and at the county level for the 22 largest counties

* Child Health Assessment Monitoring Program (CHAN&?a
call-back survey of the BRFSS, where questions cinild’s
health are asked of the parent or other caregB/dAMP is
managed locally by the NC Center for Health Stiagst
(http://www.schs.state.nc.us/SCHS/champ/index.html)
CHAMP asks parents about tobacco prevention and the
child’s tobacco use. CHAMP data are available atstate
level only.

* Youth Risk Behavior Survey (YREBSA self-administered
school-based survey sponsored by the Departmdtuilafc
Instruction. The YRBS monitors selected risk bebessamong
middle and high school students, including detagjadstions
about tobacco, alcohol, and drug use (includingtioles about
individual illicit drugs) and tobacco cessationoet§. School
participation is voluntary in North Carolina. YREata are
available at the state and regional level fromDlepartment of
Public Instruction
(http://www.nchealthyschools.org/data/yrbs/) and fo
Charlotte-Mecklenburg from the Centers for Dise@satrol
and Prevention
(http://www.cdc.gov/HealthyYouth/yrbs/index.htm).

* National Survey of Drug Use and Health (NSDUtdymerly
the National Household Survey of Drug Use, is @onal
survey of states’ populations sponsored by the t8nbs
Abuse and Mental Health Services Administration
(http://www.oas.samhsa.gov/nhsda.htm). The NSDUMests
people aged 12 and older. Results are availablianéwhole
population, youth, young adults, and older adutis iaclude
information on tobacco, alcohol, and drug use, alaunl
dependency, and perceptions of risk. Data areablaiht the
state level.

In addition to survey data, there are a numbetluérosources of
information on the scope of the substance abudsgmin North
Carolina:

* Law Enforcement and Regulatidata provide information on

substance abuse arrests, ABC and ALE permit vaiatiand
drug seizures. Law enforcement data sources inchalState
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Bureau of Investigations, Alcohol and Beverage @inand
the Drug Enforcement agency.

0 The State Bureau of Investigation has data ontarres
for drug offenses, DWI, drunk and disorderly, and
liquor law violations for the state and county
(http://sbi2.jus.state.nc.us/crp/public/Default.hsalect
a year, then arrests and clearances, then statewide
county). In 2006, 24% of arrests were for drug or
alcohol offenses.

o Data from NC Alcoholic Beverage Control Alcohol
Law Enforcement (ABC/ALE violations) must be
obtained from local offices.

o The Drug Enforcement Agency has data on drug
seizures, by state
(http://www.usdoj.gov/dea/pubs/states/northcarotina
ml). In 2007, over 12,000 pounds of illegal drugsrev
seized in North Carolina and 153 methamphetamines
labs raided.

Highway Safety Research Centdl€ Alcohol Facts Web site
(http://www.hsrc.unc.edu/ncaf/) provides data fritv@
Administrative Office of the Courts and the Depagtrnof
Motor Vehicles on alcohol-related crashes and inegki
driving court cases. Data are available at the stat county
level. In 2006, 5% of crashes were alcohol-reladed, there
were 60,000 cases of driving while impaired.

NC Disease Event Tracking and Epidemiological Gxiden
Tool (NC-DETECT)s a collaboration between NC Division of
Public Health and the North Carolina Hospital Asaton. It
captures admissions data from community hospitargency
departments, including admissions related to sabstar
alcohol diagnoses. Data are reported at the staté SIE

level. Data are to be reported quarterly by DHHBtsIg in
SFY 2008. The first report
(http://www.ncdhhs.gov/mhddsas/statspublicatiopeis/eme
rgdeptreportl1-15-07.pdf) came out in the fall 802. The
initial report found that 3% of all emergency roagmissions
are for substance abuse.

State Center for Health Statistidata provide information on
the number of deaths related to substance useariinel
Detailed Mortality Statistics report
(http://www.schs.state.nc.us/SCHS/deaths/dms/2@@ldes
information on deaths directly linked to substaunse (ie,
harmful use, dependence and behavioral/mentaldésedue
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to substance use). The annual Vital Statistics Rgyol. Il
Leading Causes of Death,
(http://www.schs.state.nc.us/SCHS/data/vitalsthty.c
includes data on causes of death related to sudestase such
as lung cancer and chronic liver disease and arsh®ata are
available at the state and county level. Howevecalbse
alcohol and drug use are often underreported, thasemay
undercount the number of deaths in the state cktate
substance use.

Departments of Social Servicevide data on whether
alcohol or substance abuse was a contributing factchild
protective services investigations. Data are albaléor the
state and all counties (http://www.dhhs.state.rdasgstats
[cr.htm). In SFY 2006, 5% of substantiated childtreatment
cases were due to substance abuse. DSS also €ollect
information on the percentage of cases where sutxst@buse
was a contributing factor in the investigation &nel number of
children removed to foster care due to parentahdd
substance use. These data must be requested fr&m DS

Department of Corrections, Division of Alcoholisnda
Chemical Dependency Programs (DACD&)nual Legislative
Report (http://www.doc.state.nc.us) includes stkael data on
inmates with substance abuse problems, inmatewirege
treatment, and evaluations of the various treatrpegrams
offered. In SFY 2007, 63% of entering inmates iatkd a
need for substance abuse treatment.

The Department of Juvenile Justice and Delinquency

Prevention (DJJDPgonducts needs assessments that provide

data on the needs of individuals in the systemudiag
substance abuse services. State level data atatdgan the
DJJDP Annual Report (http://www.ncdjjdp.org/). 1605, 22%
of juveniles assessed needed further assessmesntifstance
abuse, and 20% needed substance abuse treatment.

Department of Public Instructiodata provide information on
the possession of alcohol and illicit substancesabool
property at the school LEA and state levels. In 2097, there
were 2 instances of alcohol possession and 8 icessanf drug
possession per 1,000 high school students. Datepogted in
the Annual Report of School Crime and Violence
(http://www.ncpublicschools.org/research/disciplieports/#s
choolviolence).
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» Higher Education Institutionare required by law to disclose
crime statistics for their campuses and surroundnegs,
including liquor and drug law violations if theystdt in an
arrest or disciplinary referral. Data are availdbten the US
Department of Education, Office of Postsecondanydation
(http://ope.ed.gov/security/) for all public andvaite
institutions of postsecondary education.

Currently, the Center for Child and Family PolidgyDaike University
is working on creating an online surveillance netwvaf adolescent
substance use for all 100 counties. The goal csdate a user-friendly
portal that will allow visitors to identify drug abe patterns in each
county, identify changes in drug abuse patterns twe, and detect
emerging substance abuse trends. Data will conme &r@ariety of
sources including the Youth Risk Behavior Survlg, $tate Bureau
of Investigation, and the Department of Publicinstion. Over time,
data from state agencies such as the State Mdghkeahiner, the
Department of Juvenile Justice and Delinquency étrgon, Division
of Social Services, Administrative Office of the s, US Census
Bureau, the Centers for Disease Control and Prereriiealth
Resource and Service Administration, and othersbeibdded. This
project is funded by a Substance Abuse and Mergalthl Services
Administration grant with the North Carolina Divasi of Mental
Health, Developmental Disabilities, and Substanbas® Services and
the University of North Carolina at Greensboro. éhdata will be
available online in summer 2008.

AVAILABLE DATA FOR MONITORING PREVENTION AND TREATMENT
SERVICES FUNDED THROUGH DMHDDSAS

DMHDDSAS collects information on clients servedhiit the
DMHDDSAS system. These data include informationtalbioe
individual users (ie, demographics, financial dlitiy), the number of
people who seek services, the number who receive&ss, length of
time in treatment, services rendered, the coseiices, program
performance, individual outcomes, and consumesfsation. Data
sources within MHDDSAS include:

» Client Data Warehouse (CDW§ the hub of DMHDDSAS
data for the state. It captures individual consumer
demographics, financial eligibility, clinical inforation, and
specialized substance abuse data such as drug(spice.
Data may be submitted by LMEs on a daily basis. CEAN be
linked to the other DMHDDSAS data systems descritedw
and may potentially be linked to other externahdatstems
within the Division of Social Services or the Diais of Public
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Health, although this has not been pursued. CDiVeidbasis
for the annual DMHDDSAS statistical reports. Usihg
Client Data Warehouse, DMHDDSAS can generate |state,
and federal reports for the block grants.

Integrated Payment and Reporting System (IHR8)e
behavioral health claims system for LMESs. It capsur
substance abuse diagnostic information, the tyaie, and
volume of services rendered, and the cost of sesvithe
IPRS captures state expenditures (not includingidéed) but
is not able to capture non-state expenditurepégment from
private funds, services not covered by DMHDDSAS)e T
IPRS will be able to report additional expenditumesde by
specific counties starting on July 1, 2008.

Healthcare Enterprise Accounts Receivable Traclggtem
(HEARTS)s acomplement to the IPRS that captures
information for services provided in the 14 staistitutions,
including ADATCs. Similar to IPRS, HEARTS colleatata
on individual consumer diagnostic information, thyee, date,
and volume of services rendered, and the costroices.

North Carolina Treatment Outcomes and Program
Performance System (NC-TOPRSa Web-based performance
and outcomes database. DMHDDSAS requires provideis
initial, update, and discharge interviews with aangrs 6
years of age or older who are admitted for treatrasra
member of an IPRS target population and are raagivi
services. NC-TOPPS captures descriptive informaimn
demographics, drug problem, diagnoses, treatmsariddnce,
services received), information on patients’ déirgs before
and during treatment (ie, employment, living arrament,
substance use, involvement with the law), outcofigegjuality
of life, participation in positive activities, behar problems),
and program performance (patient ratings of whetteatment
helped them reduce substance use and increase@osit
outcomes in their lives). Statewide data are albhkdlanline
(http://www.ndri-nc.org/nc-topps_research_feedblaick).
NC-TOPPS can be used by providers for patient-fipelmcal,
regional, or state planning. DMHDDSAS generatesiigl
reports for the state and LMEs. Reports can alsawitvéor
specific providers upon request.

Mental Health Statistics Improvement Program (MHSIP

Consumer Satisfaction Survisyadministered to mental health
and substance abuse patients. These surveys affents the
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opportunity to confidentially evaluate service diyadbased on
overall satisfaction, access, appropriatenesscygation in
treatment, and outcomes. The surveys are admiedster
annually but are not able to obtain informatiomirpatients
who drop out of treatment. DMHDDSAS is currently
reevaluating the survey methodology.

It is important to note that these data do notudelinformation on
patients receiving treatment in the private sectaervices funded
through self-pay, grants, private partnershipgxgenditures for
prisoners treated in jail treatment programs. Cperpenditures have
not previously been included in DMHDDSAS data bilt e starting
on July 1, 2008

GAPS INDMHDDSAS DATA COLLECTION

Although there are a number of data sources pmogidgiate-level data
on substance abuse prevalence, there are far aweres of
comparable information at the county or regionaéleLMEs need
enhanced data on substance abuse prevalence@tdahkevel. While
data on treatment and outcomes in their areasvarable, LME
utilization of this information needs to be strdmgied in order to
enhance planning to ensure that there is adeqapseity at the local
level to respond effectively.

The state collects extensive information on sultga@iuse prevention
efforts locally but does not currently assess waesluch prevention
efforts are impacting community and family norms &ehaviors.

While DMHDDSAS collects a vast array of data, thaere some
limitations in the current data systems. For exangéta are not
always reported consistently across LMEs (espgcgationg LMES
that operate managed care systems). LMEs and @mevithb not
always report their required data. This has beeticpéarly
problematic in the collection of timely and complefata through NC-
TOPPS. Further, the multiple systems that the @nistilizes for the
collection of data are not integrated, but areds@one systems
serving one specific purpose, including NC-TOPPEhe Division
does not have sufficient staff capacity to anabit¢éhe captured data,
identify trends, and successfully advocate for appate performance
standards. If data collection were enhanced anlyze@ programs
and services could be better informed.

" The Division of Mental Health, Developmental Di#itles, and Substance Abuse
Services is planning an evaluation of their dataesys. One issue they will evaluate
is whether it is possible to integrate the différéata systems.
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The Task Force was particularly interested in id@ng appropriate
performance measures to gauge individuals’ intemastwith their
The Task Force  LME. For example, information on initial contacspense times,
was particu|ar|y screening, triage, referrals, and treatment wollddvefor better
interested in evaluation of how well LMEs respond to the needtheir
) . communities. Washington State has developed pediocenmeasures
identifying for the public sector substance abuse system #mabe used as a
appropriate model for the state’s performance meastfe.payments are
performance ultimately linked to these performance measures-efample,
through incentive based performance payments—tieestate needs
measures t0 gauge to ensure that organizations do not introducesection to
individuals’ discourage more complex clients from seeking oistgin care:?®

|nteractlo_ns with To enhance the state’s data collection systenil&is& Force
their LME recommends:

Recommendation 5.1

(a) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services should develop a Idegn
consumer-centered Information Technology (IT) visia and
plan to meet the state’s data needs through enhargte
integration of current systems, including the stateide
adoption of an Electronic Health Record.

(b) The North Carolina General Assembly should approprate
$1.2 million in recurring funds to DMHDDSAS to enhance
and expand current data collection systems and delop
new data systems as needed to provide epidemiolagjic
information on people with substance abuse issuesrass
the lifespan.

(c) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services should develop capgdit
utilize data to identify patterns and trends in the
prevalence, prevention, and treatment of substancabuse
S0 as to provide an evidence-based process for the
development and evaluation of prevention and treatmnt
interventions, as well as provide a data-driven pl&orm for
the funding of prevention and treatment programs aooss
the state.

(d) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services shall review national
research on patterns of consumer participation analient
referral within the substance abuse prevention and
treatment systems. Special studies should be undakien as
needed to determine if there are systemic patterrend
barriers to identification, referral, and engagemen of
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substance abuse consumers into treatment in North
Carolina.

(e) The Division of Mental Health, Developmental Disabities,
and Substance Abuse Services should enhance their
collection and analysis of substance abuse servides
include information on:

(1) Active identification and timely screening, triage,
and referral into care.

(2) Timely and effective coordination of care between
screening, triage, and referral (STR) and
engagement in treatment.

(3) Length of time in treatment.

(4) Responsiveness of community crisis systems,
including utilization of local detoxification and
inpatient programs.

(5) Admission and readmission into ADATCs and state
hospitals.

(6) Continuity of care after discharge from detox,
inpatient programs, ADATCs, and state hospitals.

(7) Provision of recovery-oriented treatment and
support within communities.

(8) Client demographic data including age, race,
homeless status, drug use severity, and dual
diagnosis status.

In addition to improving data collection, analysasd evaluations of
current programs, the Task Force also focused@nekd for more
comprehensive data about the various funding ssdansubstance
abuse services. DMHDDSAS currently collects dataemices
funded through DMHDDSAS and Medicaid and will samtiect data
on services funded through county expenditures. DIABAS data do
not include information on people receiving prevamtand treatment
services in the private sector or services funtieaugh self-pay,
grant, private partnerships, or expenditures bgrostate agencies (eg,
the Department of Corrections or the Departmeiudilic

Instruction). Although DMHDDSAS may not be ablectulect data

on services funded through insurers, grants, cobpbcket
payments, obtaining information on services progitteough all
federal, state, and local funds will give a morenptete understanding
of the availability and gaps in the current senggstem. Therefore,
the Task Force recommends:

Recommendation 5. 2
(a) The Department of Juvenile Justice (Juvenile Crime
Prevention Council), Department of Corrections (Criminal
Justice Partnership program), Division of Public

Task Force on Substance Abuse Services 103

Policymakers and
agency officials
need more
comprehensive
data about the
people served and
services offered
through various
funding streams
for substance
abuse services



Instruction, Division of Social Services, Divisiorof Public
Health, and county commissioners should provide datto
the Division of Mental Health, Developmental Disalbhities,
and Substance Abuse Services on public funds used t
support substance abuse prevention and treatment Iseces,
number of people served, and types of services prided in
each county.

(b) The North Carolina General Assembly should choosena

104

implement an equalization formula to ensure that Laal
Management Entities (LMES) receive comparable fundig
to achieve equity in access to care and servicesilgh
recognizing the inherent challenges of deliveringesvices in
low-wealth rural counties. This equalization formuk
should be used to distribute any new state funds pwided
to support substance abuse prevention and treatment
activities, with low-funded LMEs obtaining a higher
proportion of the funding.
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CHAPTER 6
CONCLUSION

Substance abuse is a complex and costly chrongs#l The
prevention, diagnosis, and treatment of substabuseais difficult, as
it is with many other chronic illnesses. Many indivals with
substance abuse problems either do not recogreyehtive a problem
or do not seek treatment due to access barrierse Man 90% of
people that abuse or depend on alcohol or illieigd in North
Carolina do not obtain services. Many of those Wbseek treatment
may find a system that is inadequate to meet tiesds.

Alcohol and drug abuse cost the North Carolina eoonover $12.4
billion in direct and indirect costs in 208Zhis includes the direct
costs of prevention, treatment, and rehabilitatisnwell as the indirect
costs associated with motor vehicle accidents, ptera death,
comorbid conditions, loss of productivity, and unoyment. Yet
only 6% of the Division of Mental Health, Developmal Disabilities,
and Substance Abuse Services (DMHDDSAS) expenditarg005
were for substance abuse services. Overall, Naatbl{Da spent less
than $140 million to fund substance abuse seniitése state, a sum
that left North Carolina substance abuse servioderdunded in
relation to other staté$.A report presented to the North Carolina
General Assembly in 2007 estimated it would takedudlitional $35
million in appropriations to achieve parity withtiwamal per capita
funding for substance abuse servites.

The North Carolina General Assembly asked the NGetolina
Institute of Medicine (NC IOM) to convene a taskd®to study
substance abuse services in the state (SL-2008B233A). The
Task Force was charged with developing interim meo@ndations for
the 2008 session and with presenting its final refaothe 2009
session.

The Task Force met 7 times between October 200Apnt2008.
Most of the Task Force’s work focused on develogng
comprehensive system of care to provide evidenseébaterventions
based on a person’s need. This comprehensive sysgims with a
strong prevention effort, targeted at youth andestents. Targeting
youth and young adults will help reduce the nundfgreople who
later become addicted, as evidence shows that @edp initiate
substance use in childhood or adolescence arelikelgto later
become addicted.

Early screening and intervention strategies areedéor people who
are starting to engage in risky behaviors but wéneemot yet become
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Eight of the

Task Force’s

recommendations

were considered
top priorities,
although all of the

recommendations
are important

addicted. Without these early intervention servitiesse individuals
are likely to progress to worse stages of abuséadeépendence.

At the far end of the spectrum, individuals withnmgevere problems
need different levels of treatment offered throtigh specialized
substance abuse system. Even after they have lestad and have
become sober, they will likely need recovery supptir prevent
relapse.

The Task Force also examined the data needs stdte North
Carolina needs good data to make informed poliojogs. Not only
does the state need to enhance its data collezdipacity, it also needs
to enhance its analytic capability to better idgntieeded changes in
the existing substance abuse service system.

The following is a list of the Task Force’s interrecommendations
along with the agency or organization charged wadtressing the
recommendation. Eight of these recommendations warsidered top
priorities, although all of the recommendationsiarportant.
Recognizing that not all of the recommendationddbe
implemented at once, the Task Force prioritizedehibhat members
believed would have the biggest impact on prevgneople from
using or abusing alcohol, tobacco, or other driegwell as treating
those who have substance abuse problems. Thesiyprio
recommendations are noted below.

The Task Force will continue to meet over the réextonths to
address more of the legislative questions. In aidib the topics
covered in this interim report, the final reportlwiclude
recommendations around workforce issues, diffdieancing

options, and the availability and adequacy of sariist abuse services
offered through other public agencies.
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Prevention

Recommendation 4.1
(PRIORITY RECOMMENDATION)
(&) The North Carolina General Assembly

(b)

should appropriate $1,945,000 in SFY 2009
and $3,722,000 in SFY 2010 in recurring
funds to the Division of Mental Health,
Developmental Disabilities, and Substance
Abuse Services (DMHDDSAS) to develop a
comprehensive substance abuse prevention
plan for use at the state and local levels,
consistent with the Center for Substance
Abuse Prevention (CSAP) Strategic
Prevention Framework. The plan should
increase the capacity at the state level and in
local communities to implement a
comprehensive substance abuse prevention
system, prioritizing efforts to reach children,
adolescents, young adults and their parents.
The goal of the prevention plan is to prevent
or delay the onset of use of alcohol, tobacco
or other drugs, reduce the use of addictive
substances among users, identify those who
need treatment and help them obtain
services earlier in the disease process.

(1) DMHDDSAS should work with
appropriate stakeholders to develop,
implement and monitor the prevention
plan at the state and local level.
Stakeholders should include, but not be
limited to, other public agencies that are
part of the Cooperative Agreement
Advisory Board consumer groups,
provider groups, and Local Management
Entities (LMES).

(2) DMHDDSAS should direct LMEs to
involve similar stakeholders to develop
local prevention plans that are consistent
with the statewide comprehensive
substance abuse prevention plan.

Of the recurring funds appropriated by the

North Carolina General Assembly,

$1,770,000 in SFY 2009 and $3,547,000 in

SFY 2010 should be used to fund 6 pilot

projects to implement county or multi-

county comprehensive prevention plans
consistent with the statewide comprehensive

substance abuse prevention plan.

v/

$1.945m
(FY09)

$3.722m

(FY2010)

N

v/

SA
providers

N

DPI,

DJJ,

DSS,
DPH,
Univ.

v/

Cons. &
family

groups,
other
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DMHDDSAS should make funding available
on a competitive basis, selecting 1 rural pilot
and 1 urban pilot in the 3 MHDDSAS
regions across the state. Technical assistance

should be provided to the selected

communities by the regional Centers for

Prevention Resources. LMEs should serve a

fiscal and management agencies for these

pilots. The 6 pilot projects should:

(1) Involve community agencies, including
but not limited to the following: local
management entities, local substance
abuse providers, primary care
providers, health department, social
services, local education agencies, local
universities and community colleges,
Healthy Carolinians, local tobacco
prevention and anti-drug/alcohol
coalitions, juvenile justice organizations,
and representatives from criminal
justice, consumer, and family advisory
committees.

(2) Be comprehensive, culturally
appropriate, and based on evidence-
based programs, policies, and practices.

(3) Be based on a needs assessment of the
local community that prioritizes the
substance abuse prevention goals.

(4) Include a mix of strategies designed for
universal, selective, and indicated
populations.

(5) Include multiple points of contact to the
target population (i.e., prevention efforts
should reach children, adolescents and
young adults in schools, community
colleges and universities, and community
settings).

(6) Be continually evaluated for
effectiveness and undergo continuous
quality improvement

(7) Be consistent with the systems of care
principles.

(8) Integrated into the continuum of care.

The North Carolina General Assembly

should appropriate $250,000 of the Mental

Health Trust Fund to the Division of Mental

Health, Developmental Disabilities, and

Substance Abuse Services to arrange for an

independent evaluation of these pilot

o
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(d)

whether the community prevention efforts

projects and implementation of the state
plan. The evaluation should include, but not
be limited to: quantifying the costs of the
projects, identifying the populations reached
by the prevention efforts, and assessing

have been successful in delaying initiation
and reducing the use of tobacco, alcohol and
other drugs among children, adolescents and
young adults. The evaluation should also
include other community indicators that
could determine whether the culture of
acceptance of underage drinking or other
inappropriate or illegal substance use has
changed, including but not limited to arrests
for driving under the influence, underage
drinking or use of illegal substances; alcohol
and drug related traffic crashes; reduction in
other problem indicators such as school
failure; and incidence of juvenile crime and
delinquency.

The Division of Mental Health,
Developmental Disabilities, and Substance
Abuse Services should use the findings from
the independent evaluation of prevention
services to develop a plan to implement the
successful strategies statewide. The plan
should be presented to the Legislative
Oversight Committee on Mental Health
within six months of when the evaluation is
completed.

Recommendation 4.2

(@)

The North Carolina General Assembly shoulg
direct the State Board of Education, Office of
Non-Public Education, North Carolina
Community College System, and University @
North Carolina System to review their existing
substance abuse prevention plans and
availability of substance abuse screening and

—h

treatment services, in order to ensure that these

educational institutions offer comprehensive
substance abuse prevention and treatment
services to students enrolled in their schools.
These institutions should submit a description
of their prevention plan, procedures for early
identification of students with substance abuse
problems, and information on screening,
treatment, and referral services to the Joint

7/

DPI,
NCCCS,
UNC,
Office
Non-
Public
Educ.
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Legislative Oversight Committee on Mental
Health, Developmental Disabilities, and
Substance Abuse Services, the Appropriations
Subcommittee on Education, and Education
Committees no later than the convening of th
2009 Session. The description should include
the following:
(1) Information about what evidence-based or
promising prevention programs, policies,
and practices have been or will be
implemented to prevent or delay children|
adolescents and young adults from
initiating the use of tobacco, alcohol or
other drugs, or reducing the use among
those who have used these substances i
public schools, community colleges, and
the public universities.

(2) Information from the State Board of
Education on how local education agencies
have implemented the substance abuse
component of the Healthful Living
curriculum.

(3) A plan from the Office of Non-Public
Education to incorporate similar prevention
strategies into home school and private
school settings.

(4) Information from the State Board of
Education, North Carolina Community
College System and the University of
North Carolina System on the schools
treatment referral plans, including linkages
to the Local Management Entities and
other substance abuse providers, the
criteria used to determine when students
need to be referred, and whether follow-up
services and recovery supports are
available on campus or in the community.

(b) The Department of Public Instruction, North

Carolina Community College System, and

University of North Carolina system should

coordinate their prevention efforts with the

prevention activities led by the Division of
Mental Health, Developmental Disabilities, and
Substance Abuse Services to ensure the
development of consistent messages and
optimization of prevention efforts. Prevention
efforts should be based on research-based
programs that focus on intervening early and|at
each stage of development with age appropriate

D

=]
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strategies to reduce risk factors and strength
protective factors before problems develop.

D
=

Rec. 4.3

The Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services, the
North Carolina Division of Alcohol Law

Enforcement, the Division of Public Health, and the

Department of Public Instruction should develop a
strategic plan to further reduce tobacco and alcoho
sales to minors.

N

ALE,
DPH,
DPI

Rec. 4.4

(PRIORITY RECOMMENDATION)

In order to further reduce youth smoking, the
North Carolina General Assembly should
increase the tobacco tax per pack to the national
average. Increasing the tobacco tax has been
shown to reduce smoking, particularly among
children and youth. The increased fees should be
used exclusively to support prevention and
treatment efforts for alcohol, tobacco, and other
drugs.

Rec. 4.5

The North Carolina General Assembly should
appropriate $1.5 million in recurring funds to the
Division of Public Health to support Quitline NC.
The Division of Public Health should use some of
this funding to educate providers and the public
about the availability of this service.

DPH

Rec. 4.6

(PRIORITY RECOMMENDATION)

The North Carolina General Assembly should
enact a law which prohibits smoking in all public
buildings, including but not limited to
restaurants, bars, and worksites.

Rec. 4.7

(PRIORITY RECOMMENDATION)

(a) In order to reduce underage drinking, the
North Carolina General Assembly should
increase the excise tax on beer. Beer is the
alcoholic beverage of choice among youth,
and youth are sensitive to price increases.

(b) The excise taxes on beer and wine should be
indexed to the consumer price index so they
can keep pace with inflation. The excise tax

Double
tax on

$2.0m
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for beer was last increased in 1969, and wine

was last increased in 1979. The increased fees

should be used exclusively to support
prevention and treatment efforts for alcohol,
tobacco, and other drugs.

The General Assembly should appropriate
$2.0 million of the funds raised through the
new taxes to support a comprehensive
alcohol awareness education and prevention
campaign aimed at changing cultural norms
to prevent initiation and reduce underage
alcohol consumption and to reduce alcohol
abuse or dependence among adults.

Recommendation 4.8.
(&) The Division of Mental Health, Developments
Disabilities, and Substance Abuse Services, the

Division of Public Health, the Division of
Social Services, and appropriate provider
associations should develop a prevention plan

to prevent fetal alcohol spectrum disorders and

report this plan to the Joint Legislative
Oversight Committee on Mental Health,
Developmental Disabilities, and Substance

Abuse Services no later than July 1, 2009. The
plan should include baseline data and evidence-

based strategies that have been shown to be

effective in reducing use of alcohol in pregnant
women and adolescents, as well as strategies for

early screening and identification, intervention

and treatment for children who are born with

fetal alcohol spectrum disorders. The plan
should:

(1) Focus on women and adolescents at mos
risk of giving birth to children with fetal
alcohol spectrum disorders.

(2) Include strategies to educate, train, and
support caregivers of children born with
fetal alcohol spectrum disorders.

(3) Identify strategies to educate primary care
providers about early identification of
infants and young children born with feta
alcohol syndrome disorder, available

treatment and community resources for the

affected children and their families.

—

DPH,
DSS
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Early Intervention
Rec. 4.9 /
(&) North Carolina health professional schools, the AHEC Gov
Governor’s Institute on Alcohol and Substange Inst
Abuse, the North Carolina Area Health heaI.t’h
Education Centers (AHEC) program, residency rof!
programs, health professional associations, and sghools
other appropriate organizations should expand resid !
training for primary care providers and other pgmé

health professionals in academic and clinical

settings, residency programs or other continy

education programs on screening, brief

treatment, and referral for people who have g

are at risk of tobacco, alcohol, or substance

abuse or dependency. The curriculum should
include information about:

(1) Evidence-based screening tools.

(2) Instructions on how to deliver brief
interventions, brief treatment and referral
and how to assess for co-occurring ment
illness.

(3) Successful strategies to address commo
cited disincentives to care for patients in
primary care.

(4) Strategies to successfully engage people
with more severe substance abuse disor
and refer them to specialty addiction
providers for treatment.

(5) The importance of developing and

maintaining linkages between primary care

providers and trained addiction specialist
to ensure continuity of care.

ing

=

nly

D

lers
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Rec. 4.10
(PRIORITY RECOMMENDATION)
(&) The North Carolina General Assembly

should appropriate $1.5 million in recurring
funds to the Division of Mental Health,
Developmental Disabilities, and Substance
Abuse Services (DMHDDSAS). The funds
shall be used to develop a Memorandum of
Agreement with the North Carolina Office of
Rural Health and Community Care
(ORHCC), the Governor’s Institute on
Alcohol and Substance Abuse, North
Carolina Area Health Education Centers
(AHEC) program, and other appropriate
organizations to educate and encourage

health care professionals to use evidence-

AHEC,
CCNC

Gowv.
Inst.
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based screening tools and offer counseling,

brief intervention, and referral to treatment

to help patients prevent, reduce or eliminate
the use of or dependency on alcohol, tobacco,
and other drugs as outlined in the SBIRT
model. The DMHDDSAS should work with

ORHCC, the Governors Institute on Alcohol

and Substance Abuse, AHEC and other

appropriate organizations to develop an
implementation plan and for use of these
state funds. The plan should include:

(1) Mental health and substance abuse
system specialists to work with the 14
Community Care of North Carolina
(CCNC) networks. These staff will work
directly with the CCNC practices in
development, implementation, and
sustainability of evidenced based
practices and coordination of care
between primary care and specialty
services. This would include but not be
limited to the Screening, Brief
Intervention and Referral into
Treatment (SBIRT) model allowing for
primary care providers to work toward
a medical home model that has full
integration of physical, mental,
developmental and substance abuse
services. In keeping with the SBIRT
model the mental health and substance
abuse system specialists would work
within communities to develop systems
that facilitate smooth bi-directional
transition of care between primary care
and specialty substance abuse care.
These staff should establish, in
conjunction with LMEs, CCNC
networks, the Governors Institute and
regional AHECS, efficient methods to
increase collaboration between providers
on the shared management of complex
patients with multiple chronic conditions
that is inclusive of mental health,
developmental disabilities, and
substance abuse. An effective system
would smooth transitions, reduce
duplications, improve communication,
and facilitate joint management while
improving the quality of care.
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(2) A system for online and office based
training and access to regional quality
improvement specialists and/or a center
of excellence that would help all health
care professionals identify and address
implementation barriers in a variety of
practice settings, such as OB/GYN,
emergency room, and urgent care.

(3) Integrated systems for screening, brief
intervention, and referral into treatment
in outpatient settings with the full
continuum of substance abuse services
offered through DMHDDSAS.

Rec. 4.11

The North Carolina General Assembly should dir
the Division of Medical Assistance, NC Health
Choice program to provide coverage for annual
wellness visits for children and adolescents. The
wellness visit should include, but not be limited t

4

(a) An annual psychosocial behavioral assessment

(b) An annual screening for tobacco, alcohol, an
drug use, beginning at age 11.

(c) Brief intervention and/or anticipatory guidanc
at the time of screening.

)

D

v/

DMA,
NC
Health
Choice

Rec. 4.12

The General Assembly should provide $750,000 |

recurring funds to the Office of Rural Health and
Community Care to work in collaboration with the
Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services, the
Governors Institute on Alcohol and Substance
Abuse and ICARE to support and expand co-
location in primary care practices of licensed tiea|
professionals trained in providing substance abus
services. Primary care practices eligible for state
funding include private practices, federally quetif

health centers, local health departments, and rural

health clinics that participate in CCNC. Funding G
be used to help support co-location of licensed
substance abuse professionals in primary care
practices or to provide cross-training for mental
health professionals who are already co-located i
an existing primary care practice for services
provided to Medicaid and uninsured patients. The
goal is to offer evidence-based screening,
counseling, brief intervention, and referral to

N $750K

e

a

>

treatment to help patients prevent, reduce or

ORHCC

Gov.
Inst.,
ICARE
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eliminate the use of or dependency on tobacco,
alcohol, and other drugs. Funding priority shoutd b
given to practices that meet one or more of the
following criteria:
(&) Primary care practices with a co-located mental
health professional.
(b) Primary care practices with a significant
population of dually diagnosed patients with
mental health and substance abuse problems
who have prior experience in screening and
intervention for mental health and/or substance

()

abuse problems.
Primary care practices actively involved in

other chronic disease management programs.

Rec. 4.13
(PRIORITY RECOMMENDATION)

(@)

(b)

The North Carolina General Assembly
should mandate that insurers offer coverage
for the treatment of addiction diseases with
the same durational limits, deductibles, co-
insurance, annual limits, and lifetime limits
as provided for the coverage of physical
illnesses.
The North Carolina General Assembly
should direct the Division of Medical
Assistance, NC Health Choice program,
State Health Plan, and other insurers to
review their reimbursement policies to
ensure that primary care and other
providers can be reimbursed to screen for
tobacco, alcohol, and drugs, provide brief
intervention and counseling, and refer
necessary patients for specialty services.
(1) Specifically, the plans should provide
reimbursement for:

i. Screening and brief intervention in
different health settings including
but not limited to: primary care
practices (including OB/GYN,
federally qualified health centers,
rural health clinics, and hospital-
owned outpatient settings),
emergency departments, Ryan
White Title Il medical programs
and school-based health clinics.

ii. CPT codes for health and behavior
assessment (96150-96155), health

risk assessment (99420), substance

v/

DMA,
NC
Health
Choice,
SHP,
ORHCC

v/

Insurers,
Gov.
Inst.,
Profl

AssocC.
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(@)

3)

(4)

(%)

(c) The Division of Medical Assistance should

abuse screening and intervention
(99408, 99409), and tobacco
screening and intervention (99406 &
99407) and should not be subject to
therapy code pre-authorization
limits.
Therapy codes (90801-90845) for
primary care providers who
integrate qualified mental health
professionals into their practices.
Appropriate telephone and face-to-
face consultations between primary
care providers and psychiatrists or
other specialists. Specifically, payers
should explore the appropriateness
of reimbursing for CPT codes for
consultation by a psychiatrist
(99245).
Reimbursement for these codes should
be allowed on the same day as a medica
visit's evaluation and management
(E&M) code when provided by licensed
mental health and substance abuse staff
Fees paid for substance abuse billing
codes should be commensurate with the
reimbursement provided to treat other
chronic diseases.
Insurers should allow psychiatrists to
bill using E&M codes available to other
medical disciplines.
Providers eligible to bill should include
licensed health care professionals,
including but not limited to primary
care providers, mental health and
substance abuse providers, emergency
room professionals, and other health
care professionals trained in providing
evidence-based substance abuse and
mental health screening and brief
intervention.

work with the Office of Rural Health and
Community Care (ORHCC) to develop an
enhanced Carolina Access (CCNC) per
member per month (PMPM) for co-located
practices to support referral and care
coordination for mental health,
developmental disabilities, and substance
abuse services.
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(d) The Division of Mental Health,

Developmental Disabilities, and Substance
Abuse Services in collaboration with the
ORHCC should work collaboratively with

the Governor's Institute on Alcohol and
Substance Abuse, Academy of Family
Physicians, North Carolina Pediatric Society,
North Carolina Primary Health Care
Association, ICARE, and other appropriate
groups to identify and address barriers that
prevent the implementation and
sustainability of co-location models, and to
identify other strategies to promote evidence-
based screening, counseling, brief
intervention, and referral to treatment in
primary care and other outpatient settings.

Comprehensive Recovery-Oriented
System of Care

Rec. 4.14
(PRIORITY RECOMMENDATION)
(8) The Division of Mental Health,

Developmental Disabilities, and Substance
Abuse Services (DMHDDSAS) should
develop a plan organized around a recovery-
oriented system of care to ensure that an
appropriate mix of substance abuse services
and recovery supports for both children and
adults is available and accessible throughout
the state. The plan should utilize the
American Society of Addiction Medicine
(ASAM) levels of care. In developing this
plan, DMHDDSAS should:

(1) Develop a complete continuum of locally
and regionally accessible substance
abuse crisis services, and treatment and
recovery supports.

(2) Ensure effective coordination of care
between substance abuse providers,
within and between different ASAM
levels of care, as well as with other
health professionals such as primary
care providers, emergency departments
Or recovery supports.

(3) Develop a minimum geographic based
access standard for each service. In
developing its plan, DMHDDSAS should
identify strategies for building an

infrastructure in rural and underserved

LOC

DJJDP,
DPI
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(b)

(©)

(d)

(e) DMHDDSAS should develop a system for

(f)

areas.

(4) Include evidence-based guidelines for
the number of patients to be served,
array of services, and intensity and
frequency of the services.

DMHDDSAS should develop a plan to

implement performance-based incentive

contracts and agreements to ensure that
state-specified performance targets are met.

Performance based contracts should include

at a minimum:

(1) Incentives for timely engagement, active
participation in treatment, program
retention, program completion, and
ongoing participation in recovery
supports.

(2) Data requirements to ensure that
program performance is measured
consistently across the state.

DMHDDSAS should develop a plan to

implement electronic health records for

providers that use public funds.

DMHDDSAS should develop consistent

requirements across the state that will

reduce paperwork and administrative
barriers including but not limited to:

(1) Uniform forms for admissions,
screening, assessments, treatment plans,
and discharge summaries that are to be
used across the state.

(2) Standard contract requirements and a
system that does not duplicate paper
work for agencies that serve residents of
multiple Local Management Entities
(LMEs).

(3) Methods to ensure consistency in
procedures and services across LMEs,
along with methods to enforce minimum
standards across the LMEs.
Enforcement methods should include,
but not be limited to, remediation efforts
to help ensure consistent standards.

(4) Standardized outcome measures.

timely conflict resolutions between LME and
contract agencies.

DMHDDSAS should work with its Provider
Action Agenda Committee to identify
barriers and strategies to increase the quality
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(9)

(h)

and quantity of substance abuse services and

providers in the state. These issues include,
but are not limited to administrative

barriers, service definitions, and
reimbursement issues.

DMHDDSAS, in collaboration with the
Department of Juvenile Justice and
Delinquency Prevention and the Department
of Public Instruction should immediately
begin expanding the capacity of needed
adolescent treatment services across the
state, including new capacity in the clinically
intensive residential programs, consistent
and effective screening, assessment, and
referral to appropriate treatment and
recovery supports for identified youth. In
addition, the plan should systematically
strengthen early intervention services for
youth and adolescents in mainstream setting
such as schools, primary care, and juvenile
justice venues.

MHDDSAS should report the plans specified
in Recommendation 4.14.a-b, report on the
progress in developing the plan for electronic
health records in Recommendation 4.14.c,
and report on progress made in
implementing Recommendations 4.13.d-g to
the NC IOM Task Force on Substance Abuse
Services and Joint Legislative Oversight
Committee on Mental Health,
Developmental Disabilities, and Substance
Abuse Services no later than September
2008.

Uy

Rec. 4.15

(@)

The North Carolina General Assembly shoulg
appropriate $17.2 million in SFY 2009 and
$34.4 million in SFY 2010 to DMHDDSAS in
recurring funding to support 6 pilot programs
implement county or multi-county
comprehensive recovery oriented systems of
care. DMHDDSAS should make funding
available on a competitive basis, selecting 1
rural pilot and 1 urban pilot in the 3
MHDDSAS regions across the state. Funding
should include planning, evaluation, and
technical assistance. The pilot programs sho
(1) Identify those in need of treatment.

/

$17.2m
(FY09),
t $34.4m
Fy2010)
$750K
MH
Trust
Fund
LOC

d:

—

(2) Ensure or provide a comprehensive
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continuum of services for adolescents and
adults. Services should include screening,
counseling, brief treatment, and the full
spectrum of ASAM services for both
adolescents and adults.

(3) Provide recovery supports for those who
return to their communities after receiving
substance abuse specialty care. The goal of
the project is to reduce the length and
duration of relapses that require additional
specialty SA care. Programs should work
closely with existing recovery services,
programs and individuals and build on th
foundations that exist in their local
communities.

(4) Ensure effective coordination of care
between substance abuse providers, with
and between different ASAM levels of
care, as well as with other health
professionals such as primary care
providers, hospitals or recovery supports

(b) The North Carolina General Assembly shoulg
appropriate $750,000 of the Mental Health

Trust Fund to the Division of Mental Health,

Developmental Disabilities, and Substance
Abuse Services to arrange for an independer
evaluation of these pilot programs. The
evaluation should examine whether the
comprehensive pilot programs lead to increased
number of patients served, timely engagement,
active participation with appropriate intensity jof
services, and program completion.
(c) The Division of Mental Health, Developments
Disabilities, and Substance Abuse Services
should use the findings from the independent
evaluation of the pilot programs implementing
county or multi-county recovery-oriented
systems of care to develop a plan to implement
the successful strategies statewide. The plan
should be presented to the Legislative Oversjght
Committee on Mental Health within six months
of when the evaluation is completed.

11%

n

—

Recommendation 4.16 / / /

(PRIORITY RECOMMENDATION) $961K DPI

The North Carolina General Assembly should DMA'

appropriate: :

() $650,000 in recurring funds to DMHDDSAS $50K ORHCC
to hire 13 FTE staff to assist in developing
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(b)

()

(d)

and implementing a statewide
comprehensive prevention plan, a recovery-
oriented system of care, a plan for
performance-based incentive contracts, and
consistent standards across the state to
reduce paperwork and administrative
barriers; oversee and provide technical
assistance to the pilot programs;, and
otherwise help implement the
Recommendations 4.1-4.16 and
Recommendation 5.1, supra.

$100,000 in recurring funds to the
Department of Public Instruction to hire
staff to implement Recommendations 4.1,
4.2, and 4.14 above.

$130,000 in recurring funds to ORHCC to
hire a statewide coordinator and
administrative support to work directly with
the regional CCNC quality improvement
specialists funded in recommendation 4.10,
and to assist in implementing
recommendation 4.12.

$81,000 in recurring funds and $50,000 in
non-recurring funds to the Department of
Health and Human Services, Division of
Medical Assistance to hire 5 positions to
implement Recommendations 4.8-4.10, 4.12
and 4.13-4.15 above.

Data

Recommendation 5.1

(@)

(b)

()

The Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services

should develop a long term consumer centered

Information Technology (IT) vision and plan tp

meet the state’s data needs through enhanced

integration of current systems, including the
statewide adoption of an Electronic Health
Record.

The North Carolina General Assembly shoulg
appropriate $1.2 million in recurring funds to
DMHDDSAS to enhance and expand current
data collection systems and develop new data
systems as needed to provide epidemiological
information on people with substance abuse
issues across the lifespan.

The Division of Mental Health, Developmentg
Disabilities, and Substance Abuse Services
should develop capacity to utilize data to
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(d)

(e)

identify patterns and trends in the prevalence
prevention and treatment of substance abuse
as to provide an evidence-based process for
development and evaluation of prevention an
treatment interventions, as well as provide a
data-driven platform for the funding of
prevention and treatment programs across th
state.
The Division of Mental Health, Developmentg
Disabilities, and Substance Abuse Services
shall review national research on patterns of
consumer participation and client referral
within the substance abuse prevention and
treatment systems. Special studies should beg
undertaken as needed to determine if there a
systemic patterns and barriers to identificatio
referral, and engagement of substance abuseé
consumers into treatment in North Carolina.
The Division of Mental Health, Developmentg
Disabilities, and Substance Abuse Services
should enhance their collection and analysis

=)

of

substance abuse services to include information

on:

(1) Active identification and timely screening
triage and referral into care.

(2) Timely and effective coordination of care
between screening, triage and referral
(STR) and engagement in treatment.

(3) Length of time in treatment.

(4) Responsiveness of community crisis
systems, including utilization of local
detoxification and inpatient programs.

(5) Admission and readmission into ADATCS
and state hospitals.

(6) Continuity of care after discharge from
detox, inpatient programs, ADATCs and
state hospitals.

(7) Provision of recovery oriented treatment
and support within communities.

(8) Client demographic data including age,
race, homeless status, drug use severity
and dual diagnosis.
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(@)

(b)

ommendation 5. 2
The Department of Juvenile Justice (Juvenile
Crime Prevention Council), Department of
Corrections (Criminal Justice Partnership
program), Division of Public Instruction,
Division of Social Services, Division of Public
Health, and county commissioners should
provide data to the Division of Mental Health,
Developmental Disabilities, and Substance
Abuse Services on public funds used to supp
substance abuse prevention and treatment

ort

services, number of people served, and types of

services provided in each county.
The North Carolina General Assembly shoulg
choose and implement an equalization formu
to ensure that Local Management Entities
(LMESs) receive comparable funding to achiey
equity in access to care and services while
recognizing the inherent challenges of

delivering services in low-wealth rural countigs.

This equalization formula should be used to
distribute any new state funds provided to
support substance abuse prevention and
treatment activities, with low-funded LMEs
obtaining a higher proportion of the funding.

la

N

/

DJJDP,
DOC,
DPI,
DSS,
DPH,
counties

124

North Carolina Institute of Medicine




APPENDIX A

North Carolina Division of Mental Health, Developmental Disabilities, and
Substance Abuse Services Staffing Needs to | mplement
Task Force Recommendations

—

No. of FTE
Staff Positions| Position Title | Key Activities Recommended in Areas of Primary Foc
Recommende
One (1) Recovery Development and coordination of a statewide regeve
FTE Supports oriented system of care and development of locdl an
Director regional recovery centers. These centers will itatd
the adoption of a person-centered and holisticegysif
care for the individual that recognizes the critrcde of
both services and supports across the lifespan in
addressing substance abuse as a chronic, relapsing
illness requiring attention to natural and commynit
supports and individualized care and services.
Three (3) Adult Oversight, coordination, and technical assistance f
FTEs Substance regionally funded, locally hosted Cross Area Sexvic
Abuse Program (CASP) Adult Substance Abuse Treatment
Treatment Residential Services Pilot Program Initiatives.
Continuum Implementation of provider relational contractingla
Regional incentive-based measures of program performance &
Clinical consumer outcomes.
Consultant

Liaison with ADATCS, State Hospitals, residential
programs, homeless shelters, and local detoxifinati
centers to ensure access to timely and effective
community-based treatment and continuity of care.
Consultation regarding adoption, enhancement, and
expansion of the utilization of adult substancesabu
evidence-based programs and practices such as SA
SACOT, and CST in coordination with residential
treatment programs and recovery housing options.
Consultation regarding enhancement of person-ceohis
culturally competent, and gender-specific progré&mns
women and their children, persons with HIV disease,
criminal justice consumers, and other specialtgtinent
populations.

Support and technical assistance to substance abust
provider agencies in organizational, clinical, and
business functions related to the successful aperat
a viable substance abuse provider agency.

and

and

OoP

D
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No. of FTE
Staff Positions

Position Title

Key Activities Recommended in Areas of Primary Foc

j =

and

Recommende(
One (1) Substance Coordination of the statewide adoption, implemeatat
FTE Abuse and evaluation of a recognized provider-based Byste
Prevention for the measurement of local program, community,
Services county, LME, regional, and statewide performance
Information measures in the areas of participant outreach a¢iduc
System identification, engagement, retention, program
Manager completion, consumer outcomes, and program
efficiency. Implementation will include SAMHSA'’s
National Outcome Measures (NOMs) for alcohol,
tobacco, and other drug (ATOD) prevention, inclgdin
measurement of pre- and post-intervention measires
individual, family, and community change in targkete
areas of individual knowledge, attitudes, percey#jo
and behaviors as well as community norms in suehsg
as alcohol, tobacco, and other drug access, aidiyab
supervision, enforcement, and public acceptance an(
community norms regarding causes, consequences,
patterns of use, misuse, abuse, and dependence.
Two (2) Quality Coordination of research, analysis, and consutatio
FTEs Management regarding epidemiological trends in substance abuse
Substance prevalence and penetration levels at statewidémeat
Abuse and local levels across consumer populations and
Research development of effective planning strategies for
Analyst recognition of needs as a prerequisite to effelstive

targeting populations, programs, and resources.
Coordination of research, analysis, and consulftatio
regarding statewide, regional, and local substabcse
program efficiency and effectiveness in implemeatat
of established evidence-based programs and pragctic
including assisting LMEs and providers in integnugti
practice fidelity measures as a routine part ofichl
practice implementation, evaluation, and improveime
Initiation of routine and ongoing research and gsial
regarding the elimination or reduction of stategjioeal,
and local business and substance abuse clinicatssr
policies and practices that are cumbersome,
counterproductive, inefficient, and costly, andysan

of ongoing recommendations for quality improvement

measures for more standardized, streamlined, barrie
free, and efficient processes that contribute pasit to
the business and clinical services environment for

[}

-]

substance abuse provider agencies.
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No. of FTE
Staff Positions
Recommende(

Position Title

Key Activities Recommended in Areas of Primary Foc

Coordination of research, analysis, and consulftatio
regarding statewide, regional, and local substabcse
program patterns of service authorization for neags
adequate, and efficient utilization of Medicaid antder
federal, state and local resources.

Consultation and technical assistance for LMEs and
substance abuse providers regarding use of establis
and promising substance abuse program performanc

measures in benchmarking and use of incentive-base

initiatives in recognizing and improving program
performance across the domains of identification,
engagement, retention, continuity of care, andrmneat
program completion.

Consultation, teaching, and technical assistance fo
LMEs and substance abuse providers regarding use
established and promising substance abuse prograrn
consumer clinical outcomes measures in benchmark
and use of incentive-based initiatives in recogrgzand
improving program performance across the domains
abstinence or reduction in substance abuse, hqusing
education and employment, arrests, self-help group
participation, social connectedness, family funatg,
physical and emotional health, and perception of.ca

e

of

ng

of

Three (3)
FTEs

Substance
Abuse
Prevention
Services &
Coalition
Development
Regional
Consultant

Assistance in developing and implementing a statew
regional, and local comprehensive prevention plan.
Coordination of regionally funded, locally hosteASP
Comprehensive Prevention Pilot Program Initiatives.
Consultation regarding expansion and enhancement
availability of evidence-based programs and prastio
coordination with DPI, DJJDP, and other youth-sagvi
agencies.

Consultation regarding enhancement of person-cehts
culture and gender-specific programs for specialty
populations at high risk for substance abuse.
Support and technical assistance to substance abust
provider agencies in organizational, service, and
business functions related to the successful aperat
a viable substance abuse provider agency.

of

D
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No. of FTE
Staff Positions
Recommende(

Position Title

Key Activities Recommended in Areas of Primary Foc

Three (3)
FTEs

Child and
Adolescent
Substance
Abuse
Treatment
Continuum
Regional
Clinical
Consultant

Oversight, coordination, and technical assistance f
regionally funded, locally hosted Cross Area Sexvic
Program (CASP) Child and Adolescent Substance
Abuse Treatment and Residential Services Pilot
Program Initiatives.

Implementation of provider relational contractimgla
incentive-based measures of program performance &
consumer outcomes.

Liaison with residential programs and DJJDP youth
development centers and detention centers to ensure
access to timely and effective community-based
treatment and continuity of care.

Consultation regarding adoption, enhancement, and
expansion of the utilization of adolescent substanc
abuse evidence-based programs and approachesssu
IIH, MST, and Day Treatment in coordination with
residential treatment programs and recovery housing
options.

Consultation regarding enhancement of person-ceshtg
culturally-competent and gender-specific prograars f
teen parents and their children, persons with HIV
disease, juvenile justice, and other specialtytitneat
populations.

Support and technical assistance to substance abust
provider agencies in organizational, clinical, and
business functions related to the successful aperat
a viable substance abuse provider agency.

and

A\Y”J

ch a

D

Total =
Thirteen (13)
FTEs
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