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WELCOME AND INTRODUCTIONS

Representative Verla lnsko
NC House of Representatives

Team work and consensus building will prove verpamiant for the success of this task force. As silich
is good to see all of the Task Force members ggetitilknow each other. Rep. Insko also pointedioeit
new seating configuration for the meeting and etvitcomments/feedback.

The notebooks that were distributed at the firstting are yours to keep, but please being them yeith
to all subsequent meetings.

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

Dewayne Book, MD
Medical Director
Fellowship Hall

SUMMARY OF 10-31-07 LEGISLATIVE OVERSIGHT COMMITTEE

Mark Holmes, PhD
Vice President
NC Institute of Medicine

Three addiction researchers presented at the LG&imge Dr. Thomas McClellan, CEO of the Treatment
Research Institute, Dr. Mandy Chalk, Director & ®@enter for Performance Based Policy, and Kimberly
Johnson of the Network for the Improvement of Atidit Treatment.



Dr. MClellan addressed the role of the state angfwr enterprise in improving the effectiveness and
accountability of addiction treatment. The preagah builds off a four-pronged model for treatment
improvement. We must increase the understandihgwfaddiction treatment is perceived by patietts, t
public and policy makers as well as how to proppdy providers for effective treatment. A primary
hurdle for effective addiction treatment is couatding the mindset that addiction treatment doésvook.
Perhaps it is not that addiction treatments dovuk but that we are using the wrong metrics to suea
their effectiveness. Substance addiction is a ¢brmndition and should be evaluated as such. cArs
barrier to effective treatment stems from a misustd@ding of why patients do not want treatmertie T
answers are varied but the majority of people eitdoenot realize they have a problem, believe ttiney

can handle the problem on their own, or find littidue in the services currently available. We rieed
make services more valuable to patients. Commseisted systems for patient assessment and feferra
(CASPAR) work to link patient specific needs withadable services in the community. Referral segsi
would include non-treatment resources such as hgusmployment or child care assistance in addtoon
various levels of addiction treatment. Some of¢heesources would help to address the common
predictive factors for relapse: non-adherencedatiment plan, low socio-economic class, low family
support, or presence of a co-occurring mental prabPay-for-performance contracting could offer a
potential solution to many of these problems. DeQigllan used Delaware as a prototype for perfonaan
based contracting.

Dr. Chalk discussed the pros and cons of variondifig tools for addiction service systems, speaiifyc
grants, contracts and public-private networks. t@mh arrangements should be used when the funding
organization would like to have greater quality éindncial accountability for the contractor. Gnin
the other hand, allow for greater operational aomoy but sacrifice accountability. Public-private
networks rely heavily on a strong integrator. Tihidudes integration of organizational values ardds
as well as technological integration. Dr. Challoalgscussed several questions to consider when
considering a funding mechanism.

Kimberly Johnson discussed performance based atintyeas experienced in Maine. Maine developed a
system that concentrated on quality improvemertt wibvider feedback. Such arrangements require
extensive data collection systems, clear data idiefis, explicit performance measures. To date Nddias
credited its performance-based contracting witinareased quantity and improved quality of services
delivered to resident of Maine.

AMERICAN SOCIETY OF ADDICTION MEDICINE CRITERIA

Clinical Innovators SeriesDVD
Features David Mee-Lee, MD
Author of ASAM Criteria

The American Society of Addiction Medicine (ASAMyaved in the 1950’s as a result of the generdl lac
of established substance abuse treatment protoPald.of the mission of ASAM is to establish adidic
treatment as a recognized primary specialty. &8 sASAM provides addiction treatment certificaon
ASAM certified physicians represent the premiemugrof physicians treating addiction in the countgy
type of provider can become ASAM certified. There eurrently about 3,000 ASAM certified physicians.
This number is far below what is needed to propedst the quantity of people in need of treatmiftust
addicts are seen at off hours in the emergency rebith is the worst time to encounter these patidhis
difficult to get them seen by a specialist or ttpitbem adhere to treatment. This cycle leads tisidk

that addiction treatment doesn’t work when in faadiction treatment has a higher success rateftinan
many other chronic conditions. There is a neduhiee a common language in addiction treatment. The
ASAM guidelines are an attempt to create a unifetamdard of care in substance abuse treatment.



Before watching the ASAM Patient Placement CritéARC) video, Dr. Book gave a brief overview of
common terms used in the ASAM PPC.

o Patient placement criteria are comprehensive national guidelines for placepoamtinued stay,
and discharge of patients with alcohol and othegdiroblems.

» Levelsof careis a method of describing a range of treatmentices and intensities common in
mental health and substance abuse fields.

» Dimensions refer to the six assessment categories in whiehtallata can be organized. The six
dimensions cover key areas of a patient’s life aghealth, mental and emotional well-being,
family, and other environmental factors.

e Severity is the measure of a patient’'s important needbesdre determined during assessment
and treatment planning.

» Acuteintoxication and withdrawal potential refers to the need to understand how the chemical
works in the body in order to determine the appeaprevel of care. All too frequently patients
must fail at lower level of care before moving thenother levels of treatment. Instead, time
should be taken on the front end to understanddhglete problem and then it match to the
appropriate level of care.

» Biomedical conditions refer to the need to understand what other medmaditions a patient may
have and to understand how these conditions magdhipeatment. For instance, diabetics may
need to bring down their insulin in order to addréee lower level of sugars in the blood as they
stop drinking.

» Emotional, behavioral or cognitive conditions refer to the need to know whether the patient
suffers from a mental or cognitive disorder thayrimaerfere with treatment. It is also necessary to
understand whether the disorder is caused byartmomous from the substance abuse problem.

» Readinessto change refers to the patient’'s awareness of the needhfange and, more
specifically, how receptive or resistant the pdtierio make that change. If the patient is reaepti
of change then a provider works with the patierdriamate a recovery treatment plan that is sensitive
to the needs of the patient. However, if the pai®enot ready to change, the patient should be
engaged into treatment using motivational enhanoésteategies.

» Relapse, continued use, or continued problem potential assesses how likely a person is to
relapse. A person must have some level of sobiefiyre he/she can be considered to relapse.
Again, motivational enhancement strategies canskd to help the patient focus on the
consequences of continued substance use.

* Recovery environment is a very important component of long-term recgvéhe recovery
environment is not just concerned with the abseficeibstances in the home but also about the
extent of the patient’s social and family suppdtitimately, does the recovery environment have
the potential to assist or hinder the recovery @se@

The Task Force watched a video about ASAM criteria.

The American Society of Addiction Medicine (ASAMas developed patient placement guidelines that

identify the continuum of services needed for tfeddng treatment of substance abuse. The ASAMeRAti
Placement Criteria (ASAM PPC-2R) are based on pdyichosocial model. The origins of addiction are

multifaceted and require a holistic individualizegatment approach. The ASAM PPC-2R utilizes aimul
dimensional assessment to assist in matching patiéth the appropriate level and modality of care.

The ASAM model is generally accepted as the stahita treatment of substance abuse. The ASAM
model is based on a continuum of five basic levélsare. These levels of care are subdivided Bniity
of treatment:

* Early Intervention (Level 0.5)

* Outpatient Treatment (Level I)

* Intensive Outpatient/Partial Hospitalization Treatrn(Level 1)

* Residential/Inpatient Treatment (Level Il1)

3



* Medically Managed Intensive Inpatient TreatmentvgldV)

These levels of care are defined by six assessireensions. Assessment dimensions were developed
separately for adults and adolescents due to inhdiéerences in their stages of emotional, cageijt
physical, social, and moral development. The ags&sisdimensions determine a patient's mental and
physical state at the time of assessment in oadeetter tailor the patient’s placement on the icontm of
services. The assessment dimensions are listearbelo

« Acute Intoxication and/or Withdrawal Potential

» Biomedical Conditions and Complications

» Emotional, Behavioral, or Cognitive Conditions aamplications

* Readiness to Change

* Relapse, Continued Use, or Continued Problem Hatent

* Recovery/Living Environment

As one moves to higher levels of care, the costiatedsity of the services increases.
FOLLOW-UP DISCUSSION

Flo Stein

Chief

Community Policy Management

Division MH/DD/SAS

NC Department of Health and Human Services

North Carolina adopted a modified ASAM continuuncafe during the first years of reform. The ASAM
PPC is similar to the DSM-4 used in psychiatryis lised as a way to organize thinking and fatdita
communication; two things that are not currentipel@ery well. The ASAM PPC represents a system of
addiction medicine. This system can be expengiahibiting many programs from having appropriate
physician interaction.

The North Carolina Licensing Board requires thatgtians know the ASAM PPC and are tested before
being licensed.

The North Carolina ASAM continuum of care doesinobrporate all services at each level of care;
however there is at least one service within each level to keep the continuum of services intaotne
of the higher levels of care are very expensivetene fewer people that need them. There is atoeed
develop local and regional capacity. For exantplere are few providers of medically monitored
community residential treatment in the private sedlost of the treatment need for this level afecia
absorbed by the state run Alcohol and Drug Addicliceatment Centers (ADATC).

North Carolina ASAM Levels of Care for Adults
Detoxification Levels:
» Level I-D: Ambulatory Detoxification
» Level lI-D: Social Setting Detoxification
» Level lll.7-D: Non-Hospital Medical Detoxification
» Level IV-D: Medically Supervised or ADATC Detoxifation/Crisis Stabilization
Treatment Levels:
o Levell
o Diagnostic Assessment
0 Substance Abuse Community Support Services-Addtlaam
0 Mobile Crisis Management
» Level ll.1: Substance Abuse Intensive Outpatient
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» Level Il.5: Substance Abuse Comprehensive Outpalisratment

» Level lll.1: Substance Abuse Halfway House

» Level lll.5: Substance Abuse Non-Medical Commumisidential Treatment

* Level lll.7: Substance Abuse Medically Monitoredm@aunity Residential Treatment
* Level IV: Inpatient Hospital Substance Abuse Tresttn

North Carolina ASAM Levels of Care for Adolescents
Treatment Levels:
o Levell
o Diagnostic Assessment
0 Substance Abuse Community Support Services-Adamesce
0 Mobile Crisis Management
0 Intensive In-home Treatment
0 Multi-Systemic Therapy (MST)
e Levelll.1:
0 Child and Adolescent Day Treatment
0 Substance Abuse Intensive Outpatient
» Level lll.5: Substance Abuse Non-Medical Commumsidential Treatment
* Level IV: Inpatient Hospital Substance Abuse Treattn

The ASAM guidelines do not have a separate continaticare for dually diagnosed patients. Instead,
ASAM builds in dual diagnosis capacity within thdu#t and adolescent models through a tiered traztme
plan. The ASAM guidelines define three differeréag of substance abuse treatment programs: 1) Dual
Diagnosis Capable Programs, 2) Dual Diagnosis EggthRrograms, and 3) Addiction-Only Programs.
North Carolina does not currently distinguish betwéhe capable and enhanced programs. Dual Diegnosi
Capable Programs focus primarily on treating sutcgtaabuse conditions but are capable of handling
patients with stable mental illnesses. Dual Diagddsnhanced Programs are geared toward patients who
are more symptomatic or functionally impaired dued-occurring mental disorders but still need piyn
addiction treatment. Addiction-Only Programs lale& tapability to treat patients with co-occurring
disabilities.

COMMENTS:

Question: How is ASAM assessment conducted in North Carolina?

Comment: The ASAM PPC is not an assessment instrumensétfitThe ASAM PPC is a set of criteria
that should be incorporated by individual assessinstruments. In other words, whatever assessisent
used should address the six ASAM PPC dimensiors Alldiction Severity Index is a commonly used
instrument. MHDDSAS currently monitors the uselafse criteria in public programs.

Question: How can physicians develop an effective treatnpdam if the full range of services is not
available in all areas of the state?

Comment: There should be regional agreements to securesatzal levels of care through referral
networks in areas where NC ASAM levels of carerexeavailable.

Question: Are there ASAM training programs?

Comment: Yes, North Carolina is considered a leader indhés. The North Carolina Higher Education
Consortiums provide coordinated substance abuséeeMasd Associate degree programs across the state.
There are five Master programs throughout the UsZesn and eight community colleges that offer
Associate degrees. All of programs negotiatetl thie Licensing Board to make sure that all chass

field placement requirements meet the licensingdetandards. These are highly prescribed programs
with classes ranging form 10 to 20 students per.yeBowever, there is still a shortage in NC.



Question: Why does North Carolina not use the entire ASAMeaantinuum?

Comment: Providers can offer any level of care that theytivaowever they may not be reimbursed by
Medicaid for those services outside of the NC ASAMe current NC ASAM care continuum represents
those services that are currently reimbursed byiéagtl North Carolina has one of the most robust
Medicaid substance abuse coverage of any stateoUgh North Carolina has an extensive array of
services, we are not very good at operationalitiege services. The government is currently tie on
purchaser for many of these services. Local manageentities (LMES) have the money but do not have
the provider base in which to spend it, which cduédhe primary reason for the large amount of ifugpd
that was reverted back to the state. Substancerase underserved in the state, particularlyethos
individuals at the lowest levels of care. We nadostance abuse parity. It is possible that substabuse
parity will be debated in the 20009 General Assgmbhe success of any parity legislation will degh@m
how well we are able to educate the general assesblolut substance abuse issues in the state, lsecaus
there is currently a lack of knowledge on how tprapch this issue.

Question: Aside from Medicaid will state dollars pay for ottseibstance abuse services?

Comment: Yes, a good example of this is Triangle Reside@ijatlions for Substance Abusers (TROSA).
The TROSA level of care (Therapeutic Communities)at in the NC ASAM but is paid for with state
dollars.

Question: Staffing requirements for each level of ASAM maypye difficult to meet given the shortage of
substance abuse providers in the State. What agpticnavailable to help build capacity?

Comment: The entire nation is experiencing substance abuskfarce shortages. One possible solution is
the use of paraprofessionals. However, parapriofesls must be supervised by qualified professmndt

is sometimes difficult to find these professionadgiother option is to not limit positions to ortlyose

people with certain educational requirements. &lien large segment of the substance abuse woekfor
that has extensive on-the-job, skills-based trgitimat could be utilized in many of these situagiove

will return to this discussion at a future meeting.

Comment: We also need to be aware of the need for servictseiworking population. Many of these
people may have insurance but are still not abédftrd substance abuse treatment, or they may be
hesitant to enter treatment for fear of losingrtfai. No one knows what the service capacity idliese
people.

PREVENTION OF SUBSTANCE ABUSE

Phillip A. Mooring, MS, CSAPC, LCAS
Executive Director
Families in Action, Inc

Addiction is a disease that begins in adolesceRasearch shows that early onset of drinking irsggahe
risk of alcohol addiction. As such, substance etitah prevention should focus on delaying the on$et
substance use in the adolescent population.

Key concepts of a successful prevention strateguldhinclude recommendations for improving the
accuracy of adolescent substance use data, inogeaspacity through community coalitions, creaéng
multifaceted state prevention plan with defined enehsurable outcomes, providing the necessary
technical support to implement the plan, and insirepappropriations earmarked for prevention. Maord
accurate data is needed at the micro level (egtwsuand schools) to inform the planning procedsés
necessary to better understand where problemsiexstler to better target programs.

Substance abuse impacts all aspects of societyst@ice abuse diverts resources from institutioats t
were not designed to treat substance abuse (egjuEfiRsal system, social services, and schools).
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Substance abuse also impacts the labor supphhedf,000 applications received to fill 160 posisiat a
Sam’s Club in Rocky Mount, about 2,000 were deniee to failed drug tests. A Bridgestone-Firestone
manufacturing plant in Wilson estimates that spgycent of potential employees cannot pass a ésig t
They are having difficulty filling 45 job vacanciesd have entertained the notion of widening récremt
into southern Virginia.

If we are confident in the effectiveness of substasbuse prevention practices, why do we have @geip
in prevention funding? Nationally, 96% of totabfftbcare funding is directed to treatment servites.
North Carolina, we spend about six percent of pudlibstance abuse funds on prevention.

The five-step Strategic Prevention Framework (3®B)model for effective implementation of preventi
practices. Underlying the SPF is the idea thatgméen is an ordered set of steps and not juseaiome
implementation event. Prevention is local and mustlve the whole community. Boy Scouts and 4-H
clubs are good ways to get community involvemérite SPF should be a part of all state, regional and
local substance abuse plans. The first step dbBieis to assess the prevention needs of the coitynaisn
well as the resources the community has to addinesseeds. It is also important to understand the
readiness of the community to address the probéerdgaps in service delivery that are identifigtie
next step in the process is to mobilize the comtgurfPart of mobilization is to build capacity tddress
the community need. The next steps are to develdpnaplement a comprehensive strategic plan. The
final component in the SPF is to monitor the predasorder to sustain effective programs and imerov
replace those programs that fail.

The use of community coalitions is an effective wagarner and sustain community involvement in the
prevention process. Community Anti-Drug Coalitiofts,example, pool substance abuse related resource
at the community level. There are currently 3@helse coalitions in North Carolina in various stage
implementation.

Mr. Mooring reviewed the use of coalitions and thieiinto the principles of an ideal substance sbu
system presented by Flo Stein during the previoestimg. Coalitions are consumer driven, bringmaal
people together to solve local problems. Grass-etiotts have historically been effective. For exden
the “parent movement” of the 1980s led to decreasbdtance use. Coalitions are also preventiorsémtu
and outcome oriented. They use evidence-basetigamthat can be evaluated, and are generally cost
effective. Coalition funding supports a total commity effort that focuses on changing the environimen
and culture of a community. Examples of commusitieaction include coalitions in Clay County and
Chapel-Hill Carrboro.

EVIDENCED-BASED PRACTICESAND THEIR IMPLEMENTATION

Sara McEwen, MD, MPH
Interim Executive Director
Governor’s Institute on Alcohol and Substance Abuse

Evidence-based practices integrate the best résegidence with clinical expertise and patient ealu
The underutilization of evidence-based practicd8Hs not just a problem in substance abuse teg#tm
but for healthcare in general. When EBPs are Usa@ tis tremendous geographic variability in which
practices are chosen and how those practices atermanted. The IOM, i€rossing the Quality Chasm,
called for the use of EBPs in decisions about proparse of care. This recommendation may seem
obvious; however the use of EBPs is not alwayx#se in medicine.

The National Quality Forum (NQF) came out with acfeconsensus standards on evidence-based psactice

for the treatment of substance abuse conditio@eptember of this year. The NQF standards weré dil
four domains (or stages) of care: identificatiod assessment, initiation and engagement in treatmen
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intervention, and continuation of care managemafithin these domains the NQF identified nine
treatment practices:

* Annual screening in general and mental healthcaeattangs for at-risk drinking, alcohol disorders,
and any tobacco use

» Providers should use systematic method to identifscreen patients

» Patients with a positive screen for a substanceetlisorder should receive further assessment;
patients diagnosed with a substance abuse illiresddsreceive a multi-dimensional,
biopsychosocial assessment

» Patients identified with excess alcohol use andihyrtobacco use should receive a brief
motivational intervention

» Providers should promote engagement in treatmetienis should receive supportive services

e Supportive pharmacotherapy should be availablepamvdded to manage the symptoms and risk of
serious adverse consequences related to withdraitatrawal mgmt should be linked with
ongoing treatment

» Empirically validated psychosocial treatment ingrtrons should be initiated for all patients with
substance use illnesses

* Pharmacotherapy should be recommended and avaitaaleadult patients diagnosed with opioid
dependence/alcohol dependence/nicotine dependadagithout medical contraindications.
Psychosocial treatment/support should also be geolvi

» Patients should be offered long-term, coordinatadagement for their substance abuse illness and
any co-existing conditions

To be considered an evidence-based program, tigegmmomust be based on two or more high quality
research studies using randomized group desighe.sflidies should be done by two or more indepénden
research groups, and be summarized in meta-analizsesnples of evidence-based programs and
practices are found in the SAMHSA'’s National Reagistf Effective Programs and Practices (NREPP).
The NREPP is a searchable database of interverfbotise prevention and treatment of mental hemttth
substance abuse disorders. All interventions listéte registry have been reviewed and rated by
independent experts based on supporting interveptibccomes and the quality and availability ofrtiag

and implementation materials. SAMHSA also publishix toolkits (ACT, lliness Management and
Recovery, Supported Employment, Family PsychoetgaDDT, and Medication Management);
however these toolkits are primarily focused on takmealth.

So, if we know what works why are we having sughiagblem instituting evidence-based practice in
substance abuse treatment and prevention? A prireason stems from the fact that research is atedu
under ideal circumstances with specific problent populations. Some practices may not be
generalizable to other groups or settings

The usability of a program has little to do witle thuality of the evidence regarding the prograrhe fhost
effective programs prove ineffective unless theyale to be successfully implemented. Part of the
difficulty stems from the lack of research on hawoperationalize EBPs. EBPs can be complicated,
particularly when attempting to integrate them iexisting processes and systems. In the real world,
circumstances are constantly changing which regiiesibility and adaptability over the long-terithe
implementation of EBPs takes time and requiresimental implementation. Programs should first make
sure that the proper infrastructure is in place emglre that directors, managers and funders apeana

to facilitate effective practitioner practices. eftthey should begin an initial product roll-oét full

practice implementation should be informed by lasdearned in the initial roll-out, and should be
monitored to allow for innovation and practice sirsbility.

The North Carolina Practice Improvement CollabesafNCPIC) is comprised of mental health,
developmental disability, and substance abuse &uhgcaesearchers, providers and consumers who work
to connect research and practice. NC PIC meetseglyato review and discuss relevant programs.



Annually, the group presents a report of priorifizgogram recommendations to the Division Direetioa
public forum. This forum, defined as the North Qisxa Practice Improvement Congress, features brief
educational descriptions of the practices beingmenended by the NC PIC in its report. Currently ki@
PIC is piloting three substance abuse treatmenefadiatrix Model, Seeking Safety, and TELE) and tw
prevention models (Strengthening the Family andgeletd@oward No Drugs) in North Carolina.
Information regarding these pilots is availabléh@NC PIC website: www.ncpic.net.

The NC PIC is also focused on the integration dktance abuse and primary care practice. NorthliGaro
is advanced in its efforts to integrate behavibedlth and primary care services. The CCNC caotioca
model is now implemented in over 40 sites acrosstate. The ICARE model attempts to increase
communication between behavioral health and priroarg providers to help facilitate better coordiat
of care for people with co-occurring disorders.e®aing, brief intervention and referral to treatimen
(SBIRT) pilots are also in the planning stages.

The bottom line is that it is not the lack of evide-based practices but rather the failed execofidimese
practices that has hindered widespread use of HBpementation is difficult but not impossible if
programs are aware of the underlying difficulties.

COMMENTS:

Rep. Insko hopes that this presentation will careyght as the Task Force moves forward with
recommendations. The Division of Medical AssistafiailA), in conjunction with the University of
Oregon, has looked trying to tie EBPs into Medidaitding. DMA is willing to take a more active eoin
integrating EBPs, but questions remain about homdwe a public system to embrace EBPs.

TYPESOF DATA COLLECTED AND WHAT THE DATA SHOW

Spencer Clark, MSW

Shealy Thompson, PhD
Community Policy Management
NC Division of MH/DD/SAS

The Task Force needs to be aware of what datddteairrently has and where gaps in data may. exist
The MHDDSAS data system is comprised of centrantldata warehouse that is populated with internal
and external sources.

Data source within MHDDSAS:

* Theclient data warehouseis the hub of MHDDSAS data for the State. It cagsuindividual
consumer demographics, financial eligibility anchity information, and drug(s) of choice. Data is
submitted by LMEs on a monthly basis. The warebaas be linked to the other MHDDSAS
data systems (IPRS/Medicaid claims data, HEARTS,TMPPS, NC-DETECT, and consumer
surveys) as well as other external data systemS (D8H on special project basis). The data
warehouse is the basis for the annual MHDDSASssizdil reports.

* Integrated Payment and Reporting System (IPRS) is the behavioral health claims system for
LMEs. It captures information on individual consemdiagnostic information, the type, date and
volume of services rendered, and the cost of sesvidhe IPRS captures state dollar expenditures
(including Medicaid), but is not able to capturamrdata. The IPRS will be able to report county
level expenditures starting January 2008.

* Healthcare Enterprise Accounts Recelvable Tracking System (HEARTS) is acomplement to
the IPRS that captures information on individualsuamer diagnostic information, the type, date
and volume of services rendered, and the costreices for state institutions. HEARTS is an
accounting based system with great detail, bgtvery difficult to analyze.

* North Carolina Treatment Outcomes and Program Perfor mance System (NCTOPPS) is a
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web-based performance and outcomes databasetdresjnformation on individual consumer
treatment outcomes, functional areas, service neadsperceived barriers to care for individuals
aged six and older who received services through\da. NCTOPPS can be used by providers for
patient-specific, local, regional or state plannidgHDDSAS generates bi-annual reports for State
and LMEs. Reports can also be run for specifivigiers upon request. The quality of the data
depends on the accuracy and timeliness of thestdaitted by providers.

NC Disease Event Tracking and Epidemiological Collection Tool (NC-DETECT) is a
collaboration between MHDDSAS and the North Camlitospital Association. It captures
admissions data from community hospital emergempadments. There is reasonable
participation by community hospital, but participatis not at 100 percent. Access to the data is
restricted and data can only be reported in thee@gde. The data may underestimate substance
abuse in emergency department due to fee drivegmdszes.

The Division also conductSonsumer Surveys for both mental health and substance abuse
patients. These surveys offer patients the oppibyttmconfidentially evaluate service quality
based on overall satisfaction, access, appropgageparticipation in treatment, and outcomes.
The surveys are infrequent and are not able t& patients who drop out of treatment. The
Division is currently reevaluating the survey metblogy.

MHDDSAS also has access to several datasets thatamaged outside of the Division. The use of these
data sets requires upfront user agreements. ThP&i&Warehouse has the capacity to link with these
data sets; however data matching is time consuming.

Behavioral Risk Factor Surveillance Survey (BRFSS) is sponsored by the CDC and managed
locally by the NC Center for Health Statistics. eTBRFSS measures the medical and behavioral
health needs of the adult population by state.

Child Health Assessment Monitoring Program (CHAMP) is the non-adult version of the
BRFSS. CHAMP is managed locally by the Departnaéftublic Health.

Youth Risk Behavior Survey (YRBS) is a school-based survey sponsored by the Depairtmhe
Public Instruction. The YRBS monitors selecteé hehaviors among youth and young adults.
School participation is voluntary in North Carolina

MHDDSAS produces many reports using the datasesancys discussed above.

Community System Progress Reports look at LME-specific substance abuse performance
measures on a quarterly basis. The outcome meaaeréied to performance contracts which are
used to direct local and state planning. Thereisiclerable variability in LMESs, particularly with
regard to provider supply and patient engagememtthNCarolina is one of a few states that have
integrated the Washington Circle standards intte gtarformance measures.

Statewide System Performance Reports are published in October and April of each yeaeyTh
look at statewide performance domains such as swtceervices, use of person-center planning
and other evidence-based practices, consumer oag;@nd prevention and early intervention
services. The critical domains are updated everysinths. Previously reports were generated
with LME reported data. This data is now being raigd to the Data Warehouse which will allow
for more specific reports in the future.

Quiality quick facts are constantly updated on the MHDDSAS website.

The prevalence of substance abuse in North Car(8i6gpercent) is lower than national average st h
increased in recent years. We are currently setesgthan 10% of need through the MHDDSAS system
and we have seen substance abuse admissionsaraltlic system decline for past 7-8 years. This i

big source of concern as this trend may be tiexystem Transformation.

Mental Health and substance abuse admissionshatprivate system are generally underrepresented du
to poor payment for behavioral health conditionanyladmissions have underlying substance abuse
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problems that are not coded due to reimbursement.

The MHDDSAS system is trying to reduce the numbifesubstance abuse patient that are treated in the
mental health setting. About 45 percent of statgphal admissions have a substance abuse or sabstan
abuse/mental health diagnosis. A more appropratel bf care for many of these people would be ghou
the ADATCs. MHDDSAS would like to move 13 percefthe substance abuse only admissions to the
state-run ADACTSs.

Geographic provider and services disparities anencon. There are fewer providers and services dlaila
in the eastern and western parts of the statacplany for detoxification services. However, thBIES
that are good at getting treatment to adults @@ gbod at getting services to adolescents.

COMMENTSFROM THE TASK FORCE

Dr. Silberman began the discussion by asking wisg of information would be useful in moving
forward with the Task Force.

* We need to know what level of ASAM services arevted at each LME. Is it possible to put a
chart together that arrays what LMEs are doingevell of ASAM? It would also be helpful if we
knew what prevention and treatment EBPs are beiad by LMEs.

* In order to get the General Assembly to pay atbentd substance abuse, we need to show how
substance abuse impacts the state. We need tdebm ahow how substance abuse impacts
hospitals, schools, families and the justice sysdéthe state and local level. Do we have this data
at the county or LME level? The Department of Catioas just finished an epidemiological
profile of substance abuse with RTI that lookethatimpact of substance abuse on the state and
local justice system (courts and corrections) atdbunty level. Data may or may be available for
hospitals and schools at the county level

» Substance abuse has a tremendous impact on farfiiedoster care system in North Carolina is
inundated with cases involving parents with sigmifit substance use disorders. In fact, substance
abuse impacts about 80 percent of all foster daitdren. A troubling trend with substance abusing
parents is that many of them are not trying to iteunith their children, a fact that is really tiest
the limits of the foster care system. We needetteb understand the relationship between
substance abuse and foster care. Is there datadkeat the contributing factors that lead to
Social Service involvement in cases involving sabsé abusing parents?

* There was much interest in the Deleware and Magmfopnance-based contracting models at the
LOC meeting. Has anyone looked at the feasibilftigringing these models into North Carolina?
Also, how are these models funded?

* If everyone in the state that needs substance d@imateent ended up seeking care the system
would be overwhelmed. There is barely enough cépacihe current system (providers and
services) to offer care to the 10 percent of sulcgtaisers currently in the public treatment system.
There is speculation that the need for servicelsaglease especially among the veteran
population. We need to look at what would be arrgympate level of growth for the system.

» Reimbursement for substance abuse screening isxistent. Codes have been developed but they
are not currently funded. Much of the money inphélic system is tied to target populations but
significant numbers of people that need treatmennat part of these populations.

* Thereis a lack of two-way communication betweamary care physicians and substance abuse
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specialists. Are there any examples of integraiforts that have successfully dealt with thesé tur
issues? The Asheville integrated care model andiddel specialty care pilots are good examples
of successful integration efforts. The Medicaid elad a case management approach that
emphasizes communication between providers, spgsiand patients.

Many people with chronic conditions abuse substasea way to manage pain. This is commonly
seen in the primary care setting. Is there dataltioks at the relationship between self-medicatio
and the primary care setting?

The Task Force needs to look at barriers to serVifet is it about the current system that only

draws in 8 percent of substance abusers? Are $ipei@fic barriers to care or is the current system
only able to treat 8 percent of the needs?
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