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WELCOME AND |NTRODUCTIONS

Representative Verlalnsko
NC House of Representatives

I would like to thank you all for making this commient to the Task Force. This is the year to faous
addictions. Solving substance abuse problems asaalspic for the Milbank Foundation. The next nreget
of Legislative Oversight Committee on Mental Healili focus on best practices at the national level

Senator Martin L. Neshitt, Jr., JD
NC Senate

A problem the Legislative Oversight Committee onnitég Health keeps facing is addiction. North
Carolina is doing pretty well compared to othetegalt is not that we are doing well but that geee is
doing poorly. We know we are not meeting needsabptopriated funds are not being spent. We are
looking to this Task Force and the NC IOM to corpenith some solutions by consensus to help guide th
General Assembly.

Dewayne Book, MD
Medical Director
Fellowship Hall

I am a board-certified psychiatrist that has beethe field of addiction as a provider for 20 yedirany
group can improve substance abuse services in antblina, it is this group.

LEGISLATIVE CHARGE AND NC |OM PROCESS
Pam Silberman, JD, DrPH

President & CEO

NC Institute of Medicine

The NC Institute of Medicine (NC IOM) is a quasatst agency chartered in 1983 by the NC General
Assembly to: be concerned with the health of theppeeof North Carolina; monitor and study health
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matters; respond authoritatively when found advesaand respond to requests from outside sourees fo
analysis and advice when this will aid in formingasis for health policy decisions (NCGS §90-4The

NC IOM studies issues at the request of the NC @drAessembly, state agencies, health professional
organizations, and the NC IOM Board. The NC IOMeaftvorks in partnership with other organizations to
study health issues.

The NC IOM membership includes representatives fgorernment; the health professions; business and
industry; the hospital, nursing facility, and insnce industries; the voluntary sector; faith comities

and the public at large. Members are appointedéyovernor for 5-year terms. The NC IOM is govdrne
by a 27 member board.

The NC IOM typically creates broad-based Task Fotoestudy health issues facing the state. Tas&eSor
generally consist of between 30-60 people and aiged by Co-Chairs who run the meetings. Task Force
members typically include representatives of statdlocal policy makers and agency officials, Healt
professionals, insurers, business and communitelsaconsumers and other interested individuals.

Task Forces generally run from 9-18 months. Apprately the first two-thirds of meetings are fortfac
finding to identify the problem and identify potetsolutions. The last third of meetings are tecdss and
refine recommendations and review draft copiehiefreport. All Task Force meetings are open to the
public.

The work of a Task Force is guided by a smalleeigtg Committee, consisting of people with expertis
knowledge of the issue. The Steering Committeeshatiape the agenda and identify potential speakers.
Presentations to the Task Force may include ressaimomaries and/or statistics, descriptions of og,
challenges or barriers to best practices, and matiblevelopments. Presenters may be Task Force engmb
researchers, national or state leaders, statehtezak professionals, consumers, or NC IOM staff.

The NC IOM staff will prepare agendas, invite sperakgather information, and identify evidence-dase
studies (when available) to inform the work of Tresk Force. The staff write the first draft of tiegort.

Task Force and Steering Committee members are ergeEnlito comment on written materials and
recommendations throughout the process. The TagleFeport is circulated several times before being
finalized. Task Force members may be asked toifiz®recommendations. Task Force members will take
final vote on the recommendations and report. NI Bbard members review the report before it is
finalized. Reports are distributed widely to a gayiof stakeholders and interested persons.

Recent NC IOM studies have been on the followingds Chronic Kidney Disease (report expected
Spring 2008), Health Literacy (2007), Ethical IssuePandemic Influenza Planning (2007), Trends in
Primary Care and Specialty Supply (2007), CovettregUninsured (2006), and the Healthcare Safety Net
(2005).

The NC IOM also publishes tidC Medical Journal. Each issue contains a special focus athaavticles
and commentaries discussing specific health isgygécally, one of the issues of tiNC Medical Journal
will focus on the work of a Task Forcan issue brief will describe the work and recomnegrah of a
Task Force. Th&lC Medical Journal is circulated to more than 30,000 people acrosstite.

The NC General Assembly asked the NC IOM to conwetask force to study substance abuse services in
North Carolina (Sec. 10.53A(b)-(d) of Session L&¥2-323). The NC IOM Task Force on Substance
Abuse Services is charged with:
» identifying the continuum of services needed featment of substance abuse services, including
but not limited to prevention, outpatient servigesjdential treatment, and recovery supports
* looking at the services available through publid private systems, but focusing on the
availability of services through the Division of ktal Health, Developmental Disabilities and
Substance Abuse Services



» identifying evidence-based models of care or prowipractices in coordination with the NC
Practice Improvement Collaborative for the prevamtaind treatment of substance abuse and
developing recommendations to incorporate thesesfaandto the current substance abuse service
system of care

» examining different financing options to pay fobstance abuse services at the local, regional, and
state levels

» considering different reimbursement methodologglliding but not limited to fee-for-service,
grant funding, case rates, and capitation

» examining the adequacy of the current and futubstsince abuse workforce, including but not
limited to credentialed substance abuse counseawadability of substance abuse workers
throughout the State, and reimbursement levels

» developing a workforce education plan, if needed

» developing strategies to identify people in needulifstance abuse services, including people who
are dually diagnosed as having mental health abstance abuse problems

* examining strategies for providing substance alsaséces to people identified through State
hospitals and the judicial and social servicesesyst

* examining barriers that people with substance aprs@ems have in accessing publicly funded
substance abuse services and explore possiblegsgsifor improving access

e examining current outcome measures and identifgthgr appropriate outcome measures to assess
the effectiveness of substance abuse servicescégsary

The NC IOM Task Force on Substance Abuse Servicelsarged with making recommendations on the
implementation of a cost-effective plan for prevemt early screening, diagnosis, and treatmentatiN
Carolinians with substance abuse problems. The Faste shall identify any policy changes needed to
implement the plan and develop cost estimates mdsdavith different recommendations. The Task Eorc
shall also examine existing public and privateriiting options and explore how existing funding dolg
used more effectively to pay for recommended sesvic

The NC IOM Task Force on Substance Abuse Servecesjuired to submit its interim report and
recommendations to the 2008 General Assembly. iflakreport must be submitted no later than the
convening of the 2009 General Assembly. The NC §pcally reviews the progress on Task Force
recommendations approximately 18-24 months afterdékease of a report.

THE BIOLOGY OF ADDICTION AND PuBLIC PoLICY

David P. Friedman, PhD

Director

Addiction Studies Program

Wake Forest University School of Medicine

There is a long-held view that drug addiction @isease of moral fiber. It is really important th@s Task
Force strives to turn this view around. Like otbleronic diseases, drug abuse is brought on by tariyin
causes. Policy makers want simple answers, buttigti® only have complex analyses. Scientists want
more research into the biological basis of drugaiteh, but policymakers cannot wait until we cowely
understand the issue. It is important to consiader e think about addiction: if we think drug adda is
a moral failing, it is okay to put addicts in jdilt if we think drug addiction is a brain disordee feel
obligated to treat addicts.

Drug abuse costs the United States $109.9 bilAdcohol costs the United States $166.5 billion arye
and 110,000 alcoholics die a year. Smoking costdtited States $138 billion a year, mostly due to
sickness. Smoking is a gateway drug for kids andetforts at prevention are pitiful.



Drug addiction is a brain disorder. The brain ftsethanged by long-term drug abuse. Addictioa is
chronic condition that needs ongoing treatmentcard. Unlike other forms of chronic disease
management, drug treatment throws people out afrirent if they fail. Genetic factors are importent
drug abuse: you may choose to use a drug but ymotahoose how you will respond to it.
Environmental factors are also important. Physacel mental abuse is a big predictor of substangseab
Our popular culture is filled with advertisements liegal drugs and media depictions of illegal dugg.
The message that drugs can fix things is infusemliirsociety.

Data from the Substance Abuse and Mental Healthic&sr Administration (SAMHSA) data shows North
Carolina has one of the highest rates of past mesgtof pain relievers. North Carolina is doingtiyrevell
in terms of the number of people needing treatrbahnot receiving it. However, North Carolina iseoof
the worst states for needing treatment and reagivirThere is a low level of treatment in Northr@aa.

Addiction is a disease that begins in childhood adiolescence. Earlier onset of drinking increaisés of
addiction (ALCOHOL data). Individuals who first uaksohol at age 14 or younger are 16 times more
likely to be dependent or abusing in the past ywhereas individuals who first use alcohol at 2blder
are only two times as likely to be dependent oisaigiin the past year.

The group with the greatest past month drug uszeisagers and young adults. There is a spike betwee
15-18 years of age of presenting for treatment$er of marijuana. Unfortunately, there are usuadiy
enough treatment slots for kids and women.

When kids use drugs as adolescence their braiomdspdifferently then when they use it as aduleasR
that receive nicotine as adults respond just likgadult rat, but those that were exposed in adelese
want more nicotine. The nicotine receptors in trarbare different for rats exposed to nicotine as
adolescents as compared to those exposed to m@diadults.

Adolescence is the key to preventing addiction. péreent of students reporting past month drughase
decreased. Adolescent drug use is inversely retatkdls’ beliefs that drugs are dangerous. Kiddidf
that drugs are dangerous is directly related t@theunt of effort we put into prevention. To keéqskoff
drugs, we need to focus our dollars on kids andgan programs that are efficacious. Parents arentst
important influence on their kids.

There are similarities between drug use (i.e.,aase) and drug abuse (i.e., using too much, too
frequently; using illegal drugs). Both involve vatary behaviors and do not necessarily have adverse
consequences. The difference is that all drug &slgass through a period of drug abuse.

An addict’s brain is different from a normal braamd the differences are enduring. Drug addictom i
brain disorder that causes loss of control of dakijrg behavior. Drug addicts have an overwhelming
compulsion to take drugs and cravings when drugsiar available. Addicts are tolerant (i.e., thegah
more for the same effect), physically dependeat, (ihey experience a biological response), and
psychologically dependent (i.e., they cannot imadife without the drug). Addiction is a chronic,
relapsing disorder. Relapse is a characteristiheflisease, not a failure of treatment. Relapsecaur
long after drugs are gone from the body becausgsdrhange the brain.

Many common diseases are chronic and involve relgmisorders (e.g., hypertension, adult onset
diabetes, atherosclerosis). They all begin witlhuatdry behaviors, have genetic and environmental
components, and result in biological changes irbthdy. Medication can be useful for treatment efth
chronic conditions, but they also require lifestgtenges. We find patients with these chronic drdi
struggle to change their lifestyles just as addictsWe do not cure these chronic conditions hilnerawe
treat and manage them. We need to use the modesabhent for these disorders to treat addicts.



Drug addiction is learned. It involves explicit mem (i.e., consciously recalled memories) and igipli
memory (i.e., operant and classical conditioni@perant conditioning is based on the finding timt a
behavior that is reinforced or rewarded tends teepeated. A specific neural circuit underliesriagard,
and the release of dopamine is an essential stafyafion of the reward system teaches one to tepea
behavior that activated it. All drugs of abuse g@tdwllucinogens release dopamine, which is a r@war
chemical, into the nucleus accumbens. The rewatdyag helps us get the things we need to survive. W
learn to repeat behaviors that produce reward.

Pleasurable events increase the release of dopalruod increases the release of dopamine by 50%,
whereas methamphetamines increase the releaspaidee 10 fold. Cocaine causes enduring changes in
the density of dopamine receptors. Three days afterkeys do cocaine they hardly have any dopamine
receptors. At 227 days after cocaine use, monlgryzamine receptors have barely recovered. Drugs
hijack the fundamental survival system in the hraiddicts’ brains are telling them they need drtms
survive. The more they use, the more they are ieg¢hemselves they need drugs to survive. There is
evidence that after a few years without drugs highaateptors can go back to normal. Because d is s
hard to break the pathway for reward and repagptgs, it is equally important to prevent drug aset is

to stop continued drug use.

Classical conditioning is based on an associatetwéen two stimuli. Behavior is learned through
repetition. It becomes very difficult to extinguiste behavior because of extensive over-learnig an
unconscious learning. All addicts have triggersyéftake people out of their community for treatiremd
then send them back when they are done, they neyseeimmediately because of triggers. Programd nee
to lessen the impact of triggers.

Patients on pain relievers experience the same affetcts and neuroadaptations (i.e., tolerance and
physical dependence) as addicts, but most do mointe addicted because their behavioral contingencie
are different (i.e., they use drugs to have notime$ and addicts use drugs to get away from thaimal
lives). Psychological dependence occurs when dikigrg becomes central to one’s life, replacing othe
activities, and when a person considers drug-tatarige necessary for his or her continued welldpein

Genetic factors account for 50-80% of the riskdddiction. The risk for addiction involves manyttas.

A study of female twins found women'’s risk for srmakis 78% genetic and 22% environmental. Several
aspects of addiction might be genetically modifiekponse to drug, risk of persistent use, becoming
dependent, usage per day, and ability to quit.

Aldehyde dehydrogenase (ALDHZ2) is an enzyme inv@ivealcohol metabolism. Variants of ALDH2
affect sensitivity to alcohol. Variant 1 is veryti@e and is found in most ethnic populations. Viaria is
inactive or has low activity and is common in soistan populations. It is responsible for the “alobh
flushing response” and increased hangover symptlnssprotects against or reduces the occurrehce o
alcoholism.

It is a complex path to addiction. People havea@dbunch of things to get addicted, but this gises us
a bunch of places to intervene. The neuroscienegldittion has many policy implications. Policiezd
to keep in mind that addiction is a brain disoritiat causes enduring changes in the brain, there is
common substrate for all addictions, and an imneaturdamaged orbitofronteal cortex leads to poor
decision making (e.g., delayed gratification)sltrnportant to remember new medications come from
research. There needs to be a paradigm shift aewature of addiction and it needs to be expdesse
through teaching and textbooks. We need to do meaidentify risk factors for addiction and to adske
them. In particular, we need to prevent adolesorgét of addiction. Our understanding of operant
condition tells us to prevent regular drug use.

There are several FDA Level Evidence Therapiesttaaé been proven to work: cognitive behavioral
therapy, motivational enhancement therapy, commuaibforcement and family training, behavioral
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couples therapy, multi systemic family therapy,si@p facilitation, and individual drug counselifignere
are also FDA Level Evidence Medications. For al¢pthere is disulferam, naltrexone, and acamprosate
For opiates, there is naltrexone, methadone, boppeme. For cocaine, there is disulpheram and
topirimate. For marijuana, there is rimanoban. Bbemugh all these therapies and medications hase be
proven effective, the common perception is thattrent does not work. This may be due to celebritie
the news and/or because our expectations of treatne unrealistic. The public expects treatment to
involve safe and complete detoxification and resuén elimination of crime, reduced use of medical
services, return to employment, and eliminatiofaafily disruption.

Instead of comparing treatment outcomes to unt&aégpectations, we need to compare treatment
outcomes to no treatment. One study found 13% tiémta who received treatment were HIV positive at
the beginning of treatment and 21% were HIV posiwears later. Even though the number of patients
with HIV increased, the treatment was effective whempared to the no treatment group, which went
from 21% to 51% positive in the same time perio@ &dn also compare treatment outcomes to prison
outcomes. A study on the criminal recidivism of mtiklwho went to prison instead of treatment found
68% were re-arrested, 47% were convicted, and 56% ve-incarcerated within three years. Nearly all
(95%) addicts that went to prison relapsed to @iugse in three years. A Delaware Correctional 8ySte
year post work release study had successful outedgeu look at outcomes in terms of how long deop
stayed in the program. Compared to intensive sigervonly, treatment with naltrexone enhances assgc
in probation.

Drug courts have been successful in reducing ndsidiand drug use. Approximately 60% of particigant
complete 12 months of treatment, which is impressince it takes three months for treatment to lazaye
effect. Drug courts have about a 50% graduatian ftte problem is drug courts only serve about % o
the eligible population. The NC General Assembly imereased funding to drug courts in an effort to
reach more of the eligible population.

The success of drug treatment programs all depamti®w you look at them. When we evaluate treatment
programs for hypertension, we look at pre, durarg] post treatment testing. When we evaluate addict
treatment, we tend to only look at pre and posittnent effects. We ask that the treatment stifbective
even when the patient is not still in treatment. Nsge learned from other chronic illnesses thattmos
patients do not respond to the first round of m&tiimis or treatments, most patients do not adleere t
treatment or behavioral changes, treatment eftertsot last long after treatment stops, and repgattute
care episodes is not a treatment plan. Acute gasedes should be viewed as a failure of treatmetf;a

lot of states pay for detoxification and not foalrgeatment.

We need a comprehensive care model that goes fetawitication to inpatient or outpatient rehabiiicen
to continuing care recovery management. Performbased criteria should govern progression to ttx¢ ne
step, and treatment difficulties should triggeramted treatment efforts.

The Addiction Studies Program at Wake Forest Usiteruns this program for journalists and for etat
executive, judicial, and legislative branches. pregram is being run in North Carolina in May.

Comments:

In terms of genetic and environmental factors,urimg has the most impact before a child is 16tzasla
driver’s license. The right family environment cstill protect children with genetic predispositidios
addiction. We do not know what the right family eomment is, but we know what the wrong one is.(e.g
abuse).

Dopamine is released in other types of addictierns. (food, sex, gambling), but the amount is pobba
greater for drugs, especially methamphetaminesacdgine. We cannot test rats for all types of adfis.



Scientists have developed a list of risk factorsafitdiction at the population level. If an indivaddnas this
cluster of factors, he or she is at increased Tikk. problem is we do not always do the best job in
educating medical students about these risk fadiit) and UNC do a good job. Behavioral healthais n
done particularly well in most health professiosethools.

There are evidence-based strategies for other thegjdes tobacco. The Department of Education and
SAMHSA have lists of strategies that have been oredsby the FDA. We currently have public
announcements on television and radio and progveerdo in schools. These efforts are not sufficiant.
lot of time has been spent on translating resetarphactice (e.g., the National List of Effectiveeiegies
and Policies). Most programs were created in ventrolled settings, and it is difficult to implentehem
in uncontrolled communities.

The challenge of addiction from the employer’s poifview is recidivism and relapse. Most employers
are very reluctant to bring addicts back into tlwrkplace. There are some protections under the
Americans with Disabilities Act. We need to work supportive employers. Some large employers realize
it is more fruitful to get employees into contingioare programs, like we do for other chronic cbods.

THE DISEASE AND THE POPULATION

Phillip W. Graham, DrPH, MPH
Crime, Violence, and Justice Research Program
RTI International

One of the problems we have in North Carolina réigarsubstance abuse is data. Without knowing where
when, and why substance abuse occurs, preventpartexare disarmed. One has to use multiple data
sources to know what is going on in the state;m®database has all the essential informatiorering of
substance abuse consumption, data are availalhetfr® National Survey on Drug Use and Health
(NSDUH), Behavioral Risk Factors Surveillance Sys{BRFSS), and Youth Risk Behavior Survey
(YRBS). In terms of substance abuse consequenatsack available from the Highway Safety Research
Center (HSRC), NC Department of Public Instructipil), NC Department of Health and Human
Services (NC DHHS), and NC Administrative Officetb& Courts (AOC). In addition, the NC Department
of Education has Monitoring the Future data.

Data on alcohol use in the United States and Noaitolina shows North Carolina is below averageniyn a
alcohol use, binge alcohol use (i.e., five drinksnore), and heavy alcohol use. North Carolindighty
below the national average for illicit drug usegRelless of how we fare nationally, North Carolreeds
to determine a good target for this state.

For alcohol, the group in North Carolina most ke use is 25-34 year olds (51%) and 35-44 yeds ol
(49%) and the group most likely to binge is 18-2aryolds (18%) and 25-34 year olds (18%). Alcolsel u
in North Carolina varies by race: 12% of whites &ligpanics, 8% of blacks, 11% of others (including
Native Americans) report binge drinking. For ilticirugs, the group most likely to use is 18-25 yads
(17%) and 12-17 (11%) year olds. Nearly 10% of N&#rolina students between 9"grade report
drinking and driving. Almost 35% of"graders report having used alcohol before agd@his, it is
important to target prevention and treatment effattyoung adults.

There are many consequences to substance abus®lalependence, illicit drug dependence, alcohol-
related traffic deaths, alcohol-related crashesdmadhs, drug-related arrests, drug overdose deattis
possession of controlled substances. Nearly 7%oafhNCarolinians report alcohol dependence or abuse
and 3% report illicit drug dependence or abuseriid®% of 18-25 year olds abuse or depend on alcoh
There is a significant drop-off in abuse and deperd at age 26 and older. Similarly, 18-25 yeas blve
the highest level of illicit drug dependence. Thesmbers suggest there are a lot of young peopteanda



in need of and eligible for treatment who are eaeiving it. Nevertheless, prevention needs tabgeted
at 12-17 year olds to have the most impact.

The number of cases of drug overdose mortalitydeas increasing since 1997, but more recent data th
2001 is not available. Between 2000 and 2005, 85&% of traffic deaths in North Carolina were alcisho
related, which equated to about 530 lives lostyper. Of all the crashes in North Carolina betw2@d0
and 2005, 10,000-13,000 crashes were alcohol-teletem 2002-2006, over 1000 alcohol-related
crashes/fatalities involved immigrant and minoptpulations.

In 2003-2004 and 2004-2005, the rate of possesdioantrolled substances was 300 cases per 100,000
students for grades 6-8 and 700 cases for grad@s Bhe number of times controlled substances were
found on school property was close to zero for gsa€-5 (but not zero), around 1000 for grades &A8,
near 3000 for grades 9-12. The rate of arrestsoofiNCarolina adults for drug law violations is 0%©0
adults per 100,000, which is close to the natiawakage.

Some emerging issues include drug seizures by thg Bnforcement Administration, substance abuse by
the elderly, and substance abuse among immigramti@aons. The top five drugs seized by DEA inctude
cannabis, cocaine, heroin, methamphetamine, antbdeoye. The DEA Data system can pick up new and
emerging drugs. There is good data for North Caadihat can be broken down by county to help local
municipalities target treatment efforts. Every ciyumas an issue with substance abuse, but why it is
happening is different for different counties. Samfi@ur seizures are due to catching people om ey

from Florida to New York.

There is limited county-level data available foalses. For school-age populations, there are dnnua
surveys in all schools, but schools tend to be-sueveyed and this data involves sensitive inforomat
School systems with good data can evaluate whettewentions are successful, but the majority oftN
Carolina schools do not have good data. For collegepopulations, there are risky behavior surueyd
institutions of higher education. Data are needeatder to justify interventions. For the elderly
population, there is a risk of oversampling. Unt change how we collect substance abuse informatio
we are handicapped to intervene.

Comments:

There is no data looking at the correlation betwssnures and incidence of use. We are beginning to
overlay data to get at these questions. Treatnaatate easier to gather than prevention data.a¥e n
numbers to support prevention efforts. We also meerk data on risk factors. We can get decent state
level data, but we need county level data. Locahddgement Entities need data on their particulantes
to close the gap between who they treat and whortbed to treat. They also need county-level data t
show the efficacy of their prevention efforts.

The Centers for Disease Control and PreventiontsaBeral Risk Factor Surveillance System can gé&i da
on adults. The Department of Public Instruction gahdata on school children. We should look a¢oth
systems’ data (e.qg., Division of Social Serviceljoation, addicted parents, mental health espedail

girls with depression) for kids who are showingtipre before they are showing up in the addiction
system. One of the most effective prevention edfaright be treatment in other systems.

The Division of Mental Health, Developmental Diddigis and Substance Abuse Services has funded 19
three-year grants to look at the counties withhilghest number of fatal crashes to determine waiate
done.

We also need to look at barriers to treatment, sisdack of capacity, lack of trained provider, and
affordability of treatment.



THE PUBLICLY-FUNDED SUBSTANCE ABUSE SYSTEM AND BARRIERSTO CARE

Flo Stein

Chief

Community Policy Management

Division of Mental Health, Developmental Disab#iti and Substance Abuse Services
NC Department of Health and Human Services

Most substance abuse treatment in the United Statédlorth Carolina is provided by tax dollars (e.g
Medicaid, block grants, state appropriations). Rutlental health is managed by local management
entities (LMEs), which organize providers to penianeeded services. Providers may have limited
experience in dealing with substance abuse, arydiag have to learn the skills to deal with subsgan
abuse patients. Therefore, the LMESs need an infieisire that allows them to help providers deliver
services.

Most people in treatment are adults. Most of theppewith addictions are white males, but we doemor
surveillance and justice interventions for certainority populations. People have been concernedtab
declining admissions for substance abuse seniRaple with driving while intoxicated (DWI) offerse
have to pay for their own treatment. Our data sthoeflect people with more serious problems thanl®W

Our problem is not in the design of our systemasedor adults and children with substance abuse
problems, our problem is in access and implemeamtatVe need a system that is participant (consumer)
driven, prevention focused, outcome oriented, ayed effective. The system needs to reflect best
treatment/support practices, be integrated in conitieg, and be distributed equitably and fairlytestéde.
There are three principles to substance abusensysferm (from SAMHSA):
* Invest for Results — close serious gaps in treatmwegpacity to reduce associated health, economic,
and social costs
* “No Wrong Door” — effective systems must ensuré thdividuals needing treatment will be
identified and assessed and will receive servitesredirectly or through appropriate referral, no
matter where he or she enters the realm of services
« Commit to Quality — establish a system that mofecgifvely connects services and research, with
the goal of providing treatment based on the b@ensfic evidence

Substance abuse treatment should be person-cert@g@rocess should identify the individual's
strengths and address the whole life of the indi@idhcluding medically necessary needs and prefes

by using other available supports. North CarolirsaiBstance abuse system is comprised of many &aatm
components and comprehensive services. The subsahnise continuum of care involves self-help at the
beginning when individuals need to decide they nesatment and at the end when individuals have to
manage their own care to avoid another acute episod

In North Carolina, the substance abuse workforoeisprised of independent practitioners associattd
the NC Substance Abuse Professional Licensure Boatdicensed clinical addiction specialists that a
able to directly enroll with Medicaid and practicelependently. There are currently 1,516 licenseical
addictions specialists and more in the pipelinatiNGarolina often provides substance abuse service
through teams composed of one person qualifieddwighe substance abuse services and a few othgrs (e
coaches, peer supporters) who work under thatihaa.

North Carolina has prioritized certain groups fabstance abuse services because these populaions h
savings beyond the particular individual receivéegvices: pregnant injecting drug users and pregnan
substance abusers, injecting drug users (becaegénitrease crime and infectious diseases), cinildnel
adolescents in the social services system withagroblems or with a parent in substance abuse
treatment services, persons who are deaf and peethbservices (because this population has highes
of abuse), persons with co-occurring disorders,tardeless individuals.
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There are many substance abuse-specific serviaearili state should have. The problem is in digtioD
of these services. States should have crisis gsvitth professional services in facility-basedgoaons
and mobile crisis units. Detoxification servicesuld be available at four levels: ambulatory
detoxification, social setting detoxification, nbospital medical detoxification, and medically stsed
detoxification. States should also have a substabase intensive outpatient program (SAIOP) and a
substance abuse comprehensive outpatient treapregram (SACOT). States should provide opioid
treatment. In addition, states should provide \sdiidl supports at four levels: substance abude/énal
houses, non-medical community residential (30 déaalities, medically monitored community residiaht
facilities, and inpatient substance abuse treatnhany North Carolina counties do not have anytineat
programs. The NC CASAWORKS Family Residential htitie and the NC Perinatal and Maternal
Substance Abuse Initiative are not available inynaarts of the state.

North Carolina recognizes that an effective contmwof care involves moving people up and down en th
spectrum of available services depending on thiistance use and their response to treatment. North
Carolina is one of 36 states following the AmeriGuotiety of Addiction Medicine guidelines.

North Carolina currently has three Alcohol and DAluse Testing Centers (ADATCs). The Julian F.
Keith ADATC in Black Mountain currently has 10 aeldrisis beds (which will be increased to 30 beds b
May 2008) and 70 sub-acute beds. The R.J. Blacdki®&TC in Butner currently has 20 acute/crisis beds
(which will be increased to 30 beds by October 2003 sub-acute beds (which will be increased to 30
beds by October 2007). This ADATC will increasedégacity to 75 beds (30 acute/crisis and 45 sub-
acute) by March 2008 and will increase its capaait§0 beds (30 acute/crisis and 50 sub-acute) by
September 2008. The Walter B. Jones ADATC in Griflenapened a 24-bed acute/crisis unit in July 2007
and currently has 56 sub-acute beds. ADATCs nebd tible to take the more serious patients. They
should not be used for detoxification. All the AD&S have been getting more acute beds for non-
voluntary commitments so they can treat a lot nodithe mental health patients. The ADATCs will bigne
from the money being put into Crisis Centers aratinedstate. The NC General Assembly put $21 million
into local crisis plans around the state. This nyasteuld allow more people to get treatment aldhbel
level.

To adequately provide for children and familieshagtibstance use disorders or mental health needt N
Carolina needs services that are delivered in timeehand community in the least restrictive, most
appropriate and consistent manner possible. We a@edv system of effective quality care that presid
accessible, culturally appropriate treatment, irdation services, and prevention services. Chiatiic
services include: intensive in-home treatment, camity support, child and adolescent day treatment,
multisystemic therapy, intensive outpatient treatthand non-medical community residential (30 days)
treatment. The NC American Society of Addiction Nb@ake (ASAM) levels of care for adolescents include
prevention and several treatment levels. Leveddtinent includes diagnostic assessment, community
support services, mobile crisis management, interisrkhome services, and multi-systemic therapy
(MST). Level II.1 treatments include child and akuent day treatment, and SAIOP. Level 1.5 treatis
include substance abuse non-medical communityessal treatment. Level IV treatments include
inpatient hospital substance abuse treatment.

The Strategic Prevention Framework (SAMHSA) graafuires North Carolina to show whether its
prevention efforts are working. North Carolina emtty has no other data besides traffic deathseshave

to show improvements in the number of traffic dsatlve want data on community, school, and family
prevention. The goal is to look at the problemjgles specific intervention that addresses thelprop
implement the program, monitor the program, andfsde program changes outcomes. We might find

that our dose of treatment is so low that we casaetimprovement in data. NC Coalition Sites are
community coalitions that target environmental ancthmunity factors. They have found some success and
have a variety of funding sources.
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There are seven adolescent substance abuse regisio@ntial program initiatives. We need more hsea
you want kids to be in their school during thegattment or to return to their school and their famvhen
they complete treatment. The Managing Access tenilesOffender Resources and Services (MAJORS)
program is a joint initiative between the DivisiohMental Health, Developmental Disabilities and
Substance Abuse Services (MHDDSAS) and the DepattofeJuvenile Justice and Delinquency
Prevention. The purpose of the MAJORS program deteelop and implement intensigad innovative
outpatient substance abuse treatment to drug-laada-involved juvenile offenders and their faresi

The program targets North Carolina youth underdaty old who are adjudicated delinquent, on probati
or under the active supervision of a Juvenile dastiourt Counselor and in need of substance abuse
services. The average length of treatment is seaths. The MAJORS program has been in operation in
North Carolina since 1999 and is currently locate@l counties and 31 judicial districts.

North Carolina DWI Services provides oversightretment and education on policies and training!DW
Services authorizes DWI assessors and Alcohol and Bducation Traffic (ADET) schools and
instructors. DWI Services oversees over 400 autbdrproviders. It would be good to get judges more
involved in making sure offenders comply with treant.

Treatment Accountability for Safer Communities (T&)3s a model that bridges two separate systems—
justice and treatment. TASC links the treatmentjantice goals of reduced drug use and criminaviagt
TASC uses processes that improve treatment aca@gagement, and retention. TASC provides the
following core services: screening and assessmefiatral and placement; care planning, coordinadiah
management, and reporting progress to the jusistern. The number of people served by TASC has been
increasing.

North Carolina has the third largest system of @kidouses. Oxford Houses are clean and sober lpusin
for people in recovery, usually after they have ptated a treatment program. There are 116 hous#s in
cities with an average of nine beds per housedjrigtaver 850 Oxford House beds in the state. Redil

are expected to participate in community recoveogmams during their residence. The average leoigth
stay is 18 months but people can stay as longegsribed to.

There are many barriers to effective substanceeatar®. The amount of preparation needed for ssitdes
consumer participation is large, and as a resulEEMaving trouble filling spots because self-help i
required. Many consumers do not know their rigimsiuding their privacy rights. If a person’s histmf
abuse gets out, he or she will not be able to geltihinsurance, life insurance, or student loAnsther
barrier to care is the availability of a qualifiedrkforce. There are also problems in provideresyst
readiness due to the current limited infrastructéditionally, LMEs are inexperienced in relatibna
contracting. Also, there are many challenges imtakvidence-based practices to scale.

There are several promising treatment ideas fofutuee. Medications are hardly being used in North
Carolina, and studies have found the best outcaras when therapy is combined with medication.
Therefore, North Carolina needs to use more mdditaissisted therapies. The Screening, Brief
Intervention, and Referral and Treatment (SBIRTDgpam is an evidence-based substance abuse
intervention in primary care. In addition, recov@nented systems of care that combine services and
supports have potential.

Comments:

The location of programs is based on communitiesamtal health regions developing them or requests
proposals (RFPs). The NC General Assembly gave ME® $6 million to create programs by RFP.
There have to be lots of partners to get progravirsgg Most programs take people from all over tiages
regardless of where the program is located. Resalgmograms do not usually allow immediate access

Women have always been underrepresented in subst@nise treatment, and they have complicated costs.
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When we do not partner physical and mental heaithput patients at risk. The ultimate answer is
integrated medicine. The parity legislation thadgzal this session excludes substance abuse. Meatti
treatment may be covered in some private plans @GBS covers some), and then there will be more
state dollars available for substance abuse trestmBIEs are doing a lot of cost containment, ared w
have found not providing the benefit costs mora thiaviding it. Substance abuse parity is still ingv
through Congress. There is a lifetime max of $1@,dWe bigger issue is that by the time peopleegdy
to go into treatment, they are often unemployedwaridsured. Insurers often set up hard standards fo
patients, such as requiring patients to fail oudpattreatment twice before they get inpatient isexy
Employers often fire employees who fail treatment] then employees lose their group coverage. As a
result, 80% of substance abuse treatment is paiolyfthe public sector. Many young people do have
health insurance through their parents. Becauseaddigdcovers Health Choice every three years, thpag
lot of adolescents are lost during the in betwéae even though they have primary care.

The continuum of care requires participation bypitaés because they send intoxicated patients away
facilities that can’t handle “ICU” type patients.

The SAMHSA priorities limit the amount of money tlzan be put into prevention for adolescents. The
mental health block grant has a small amount ofaydar kids. There is not a lot of adolescent trestt

of substance abuse in the United States. We weaatthtent for kids to be offered in the home so that
providers can work with the whole family. Often &man adult family member also is abusing subssnce
and the family will let providers in the home tedt the child.

The media has traditionally demonized drugs. Wd terlose our sense of proportion when dealing with
drugs. The strategy of community coalitions is Hareto get parents involved. In Dare County, 66%6
citizens identified substance abuse as the numiehealth problem. The community was informed of a
plan that would be effective, and we were ablen@nge the culture around substance abuse. Peopl& do
understand it is a chronic disease, and our cultiengs binge drinking in college as normal. Eduugtihe
public should be one of the Task Force’s strategies

North Carolina has 700 unintentional deaths dyséscription misuse. There is a new program where
providers can look up patients to see if they aiagyto other providers.

Although North Carolina has a good public policy poobation in the state, the NC Division of Prison
gets criticized from both sides. One side claineythre sending too many people back to prison for
technical violations. Yet, when one violent crineors, people ask why that person was not senttback
prison. The group with the largest number of primmadffenders is 16-25 year olds.

Pam thanked everyone for coming and asked that Faisle members email staff about other topics they
would like to discuss.
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