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Overview

The Baltimore City Drug and Alcohol Abuse Council (Local Council) as appointed by the Governor developed this two-year jurisdictional plan. The Local Council, formed in 2004 pursuant to Subtitle 10 of Title 8 of the Health-General Articles, is composed of the Baltimore Substance Abuse Systems, Inc. (BSAS) Board of Directors and other local stakeholders. BSAS is a non-profit organization designated by the Baltimore City Mayor as the substance abuse services authority for Baltimore City.  

The plan includes priorities and strategies for meeting Baltimore City’s needs for substance abuse prevention, intervention, treatment and recovery services.  The plan captures and reflects the interagency and community collaboration with which the Local Council functions.  The plan consists of broad, long-range goals for the City, as well as objectives and performance targets that are Specific, Measurable, Achievable, Realistic and Timely (SMART).  

Vision

The City of Baltimore will be a national model for the development and implementation of high quality services that reduce substance abuse.

Mission  

To prevent and reduce alcohol and drug dependency and its adverse health and social consequences in the City of Baltimore.  We do this by ensuring that Baltimore residents have access to high quality and comprehensive services proven to reduce substance abuse.

Data Driven Analysis of Jurisdictional Needs
Baltimore City is plagued by drug addiction.  Among a population of 631,366 people, nearly 74,131 or 12% of the population are in need of substance abuse treatment.
  In 2006, there were 24,924 treatment episodes delivered by the publicly funded treatment system.
  The gap between the need for treatment and existing resources results in more drug use, more crime, more HIV/AIDS, and more destroyed families and communities.  Despite significant gains in reducing crime and overdose deaths, and increasing the availability of substance abuse treatment over the past ten years, Baltimore City continues to suffer the traumatic effects of substance abuse in terms of high rates of crime, HIV, school drop-out, and foster care placements that are often times due to parental substance abuse.  
Baltimore City is the fourth most populous jurisdiction in Maryland, representing 11% of Maryland’s population. It fares far worse then other highly populated jurisdictions in a number of health and social indicators, including those shown in Table 1. Baltimore City’s wealth per capita is less than one-third the wealth of Maryland’s most populous county and less than one-half of the state average.  Violent crime in Baltimore City is higher than that of any other jurisdiction, including those with greater populations. Baltimore City has more HIV/AIDS cases than the other five most populous jurisdictions combined and accounts for over half of HIV/AIDS cases in the state.  Baltimore City also has more foster care placements than the other five most populous jurisdictions combined and accounts for over half of foster care placements in the state.  According to a leading study of Maryland high school graduation rates, Baltimore City students have a far lower probability of graduating from high school than any of the other five most populous jurisdictions and of students in Maryland as a whole. 

    Table 1:

Health and Social Indicators for Maryland and Its Most Highly Populated Jurisdictions

	Maryland Jurisdiction
	Population

(2006)

	Wealth

Per Capita

(2007)
	Violent Crime

(2006)
	HIV/AIDS

Cases

(2004)
	Foster Care Placements
 (2005)
	Probability of Completing High School
 (2001)

	Montgomery
	932,131
	$80,299
	2,304
	2,306
	523
	83.9%

	Prince George
	841,315
	$39,498


	8,481
	4,528
	594
	68.5%

	Baltimore County
	787,384
	$47,880
	5,713
	2,039
	689
	83.4%

	Baltimore City
	631,366
	$24,667
	10,871
	14,346


	6,755
	47.9%

	Anne Arundel
	509,300
	$63,201
	3,167
	851
	269
	69.0%

	Howard
	272,452
	$72,302
	624
	281
	121
	86.7%

	Maryland State
	5,615,727
	$52,377
	38,111
	26,437
	10,528
	75.3%


Justification for Treatment Related Strategies

The current priorities for Baltimore City’s substance abuse treatment system are: 1) to reduce heroin addiction, and 2) to increase the supply of drug abuse treatment to meet the demand for treatment from the community, criminal justice system, needle exchange, social services and other referral sources.  

Heroin continues to be the primary drug of abuse in Baltimore City.  Most patients admitted to treatment abuse multiple substances such as heroin in combination with cocaine, and marijuana and alcohol.  Heroin and other drug addictions are closely associated with severe health, violence, criminal and social problems.  Baltimore has recently begun offering innovative treatments for heroin addiction including long-term buprenorphine treatment, and interim methadone maintenance for patients on waiting lists for standard methadone treatment.

There is substantial unmet need for drug treatment in Baltimore City.  Between 2003 and 2007, total funding for drug treatment for the uninsured in Baltimore City has fallen by about $10 million.  People seeking treatment are frequently turned away for lack of available treatment slots or other services.

The demand for treatment by the judiciary, Drug Courts and other criminal justice entities for drug-involved offenders far exceeds Baltimore’s existing resources.  Also, crime and safety issues in the community make treatment for offenders a priority.  To achieve the greatest public health impact, BSAS plans on expanding outpatient methadone and buprenorphine treatment, and halfway house treatment.
Severely addicted people in Baltimore continue to wait weeks or months for treatment. On June 13, 2007, the Division of Parole and Probation Clinical Assessment and Placement Unit reported that approximately 42 probationers were waiting for placement into treatment.  Of the 42 people, 24 needed residential detoxification and intermediate residential treatment with detoxification, 19 were waiting for methadone, 18 needed outpatient buprenorphine treatment, three needed intensive outpatient treatment and three needed long-term residential care.  From January 2007-May 2007 (five months), BSAS referred 610 people who phoned BSAS for help into treatment.  Of the 610, 398 or 65% received intake appointments at the time of their first call to BSAS for intakes occurring within two weeks; and the remaining 212 people were placed on waiting lists and received intake appointments at a later date.
The need for additional treatment is so great that criminal justice system leaders in Baltimore collaborated for over one year to analyze the level of current services and identify specific gaps in services.  In October 2006, “Gaps in Obtaining Substance Abuse Services within Baltimore City’s Criminal Justice System” a joint report of BSAS Board’s Criminal Justice Committee and the Baltimore City Criminal Justice Coordinating Council Substance Abuse Committee was released.  The report identified the following eight primary gaps:

1. Insufficient co-occurring disorder programs and slots

2. The need for more appropriate and timely treatment episode information for judges

3. The lack of utilization of the data link program with BSAS and the Central Booking Intake Facility (CBIF)

4. The lack of availability of substance abuse treatment slots for all defendants who receive treatment as a condition of their sentence

5. Inadequate number of halfway housing slots

6. Inadequate number of medically assisted treatment slots (including but not limited to methadone and buprenorphine)

7. Inadequate number of substance abuse facilities that accept violent offenders

8. Inadequate number of crisis intervention programs/centers

Justification for specific strategies:

Buprenorphine - Buprenorphine became available for the treatment of opioid addiction five years ago, and research shows buprenorphine effective in reducing opioid abuse and increasing retention in counseling.  Buprenorphine offers additional advantages because, unlike methadone that can only be prescribed by physicians at federal and state licensed methadone programs, buprenorphine may be prescribed by individual physicians in the mainstream health care community.  

Methadone - Over 40 years of research shows methadone is the most effective and cost-efficient treatment for heroin abuse. Interim methadone, a 120-day medication- and crisis counseling-only service, is provided to patients on waiting lists for standard methadone treatment.  Two recent Baltimore-based studies showed interim methadone effective in reducing heroin use and increasing the likelihood of patients being admitted to standard methadone treatment.  

Halfway House residential treatment - Residential treatment is the most restrictive and costly level of treatment, and is indicated for the treatment of people who have repeated failed attempts at outpatient treatment and lack environmental support for recovery. Halfway house treatment is an effective and cost-efficient level of residential treatment that offers at least 4 hours of counseling per week, supervised living and life skills training, case management, and assistance with obtaining education and employment, and returning to independent living.  

Threshold to Recovery - Threshold to Recovery (TTR), an innovative network of three recovery support centers, started in Baltimore in 2006 through the support of five local and national foundations.   The centers offer support services for people in all stages of recovery from addiction including people who are seeking treatment, people currently in treatment and people with many years of recovery.  Centers are open at non-traditional hours during evenings, nighttime and weekends.  Services include peer counseling, screening and referral to substance abuse treatment and ancillary support services, wellness services such as acupuncture and tai chi, fellowship meetings, and recreation.  Together the three centers serve over 300 people per night and over 3,000 individuals annually.  As a result of the demonstrated success of the centers in attracting large numbers of people, Baltimore City began funding a portion of TTR operating costs in FY 2007.  As revealed by a survey of 315 Threshold participants in December 2006, TTR is closely linked with treatment, sustained recovery and reduced crime. Hightlights of the survey included:
· 40% of TTR clients were currently in treatment

· On average, clients had been in treatment 2.9 times

· 59% of clients were in their first year of recovery; 41% had a year or more of clean time

· For those sober for over a year, the average was 6.6 years in recovery

· 61% had not been arrested in the past year, but 78% had been convicted of a crime in their lifetime

· 26% were either on parole or probation

· 78% were using the centers on at least a weekly basis

Goals

The goals of Baltimore City’s Jurisdictional Plan are:

1) Ensure that Baltimore City residents have access to effective school- and community-based substance abuse prevention services.

2) Develop and coordinate substance abuse intervention and treatment services that are efficient, effective and available on demand.

3) Assist individuals to attain recovery from addiction, and contribute to the community as healthy, productive citizens.

Continuum of Care

Baltimore City offers a comprehensive continuum of prevention, intervention, treatment and recovery services.  These types of care are defined as:

Prevention – Reduce rates of first-time use of alcohol, tobacco, unauthorized prescription medication, and illegal drugs by adolescents and adults.

Intervention – Identify and move individuals who have abused alcohol, tobacco, prescription medication, and illegal drugs towards treatment and other healthy behaviors. 

Treatment – A continuum of care proven to reduce rates of substance abuse and addiction among adolescents and adults.

Recovery – A process in which addicted individuals maintain freedom from addiction, achieve hope and joy in their lives, and contribute to the community as healthy, productive citizens.  

Definitions

Other terms used throughout the Jurisdictional Plan include:

Approaches – Programs, practices, strategies and/or polices to reduce substance abuse and related problems.

Assessment – Clinical interview to identify patients’ addiction and other related medical, mental health and social problems, and strengths/assets.  Assessment includes recommendations on the most appropriate types of substance abuse treatment and other services to help patients overcome their addiction and other problems.

Patient – Any person accessing substance abuse treatment.

Wrap Around Services – Ancillary support services to help people stabilize their recovery and improve their lives such as housing, medical care, mental health services, education, job training, employment, legal services, etc.

Goals and Objectives

GOAL 1:
Ensure that Baltimore City residents have access to effective school- and community-based substance abuse prevention services.


Objective 1:
Increase public and private funding for substance abuse prevention activities.

Objective 2:
Develop and strengthen partnerships between the Baltimore City Public School System, government agencies, and community- and faith-based organizations serving children, youth and families to expand and enhance school- and community-based services to prevent substance abuse among children and illegal drug use among adults.
Objective 3:
Use evidence-based prevention approaches to inform the public about the harmful effects of substance abuse.


GOAL 2:
Develop and coordinate substance abuse intervention and treatment services that are effective, efficient, and available on demand.


Objective 1:
Increase public and private funding for substance abuse treatment.

Objective 2:
Develop and implement a standardized screening, assessment and referral system to better match individuals’ needs with appropriate levels of care.

Objective 3:
Partner with child welfare, criminal justice, medical, homeless services, mental health, needle exchange program and other service organizations to facilitate and provide substance abuse treatment services for specific populations.

Objective 4:
Develop and retain a well qualified addictions workforce. 
Objective 5:
Use existing and newly developed performance measures to increase the effectiveness and efficiency of Baltimore’s treatment system.


GOAL 3:  
Assist individuals to attain recovery from addiction, and contribute to the community as healthy, productive citizens.

Objective 1:
Increase public and private funding for recovery support services.

Objective 2:
Inform the community about treatment and recovery, and engage community support for individuals and families affected by substance abuse.

Objective 3:
Collaborate with government agencies, community- and faith-based organizations, and self-help groups to increase the effectiveness of treatment and access to wrap-around services for recovering persons.

Detailed Plan
GOAL 1:
Ensure that Baltimore City residents have access to effective school- and community-based substance abuse prevention services.


Objective 1:
Increase public and private funding for substance abuse prevention.

Action Plan:

· Inform public and private funding sources, community leaders and the public on the effectiveness of and need for prevention services.

Intended Measurable Outputs:

· Increase funding levels for prevention each year.
Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
The FY 2008 BSAS prevention budget is $979,608.  This amount represented a 137% increase from BSAS’ FY 07 prevention budget of $411,840.  The new funds will be used to expand prevention services primarily among middle school students and children of drug addicted parents.


Objective 2:  
Develop and strengthen partnerships between the Baltimore City Public School System, government agencies, and community- and faith-based organizations serving children, youth and families to expand and enhance school- and community-based services to prevent substance abuse among children and illegal drug abuse among adults.
Action Plan: 

· BSAS will implement the BSAS Prevention Plan.

· Collaborate with the Baltimore City Public School System to identify and implement effective strategies to reduce first-time use and substance abuse among students and families.

Intended Measurable Outputs:
· Number of prevention approaches utilized in public schools.

· Improve rates of truancy, dropout, attendance and grades for children in participating schools.

Actual Output: (to be reported at six month intervals)

	1/15/08 - UPDATE
In FY 2008, the Baltimore City Public Schools offered the following substance abuse and violence prevention programming:

Elementary Schools – 1) Here’s Looking at You, and 2) Just Say No to Drugs Club.

Middle Schools – 1) Promoting Alternative Thinking Skills (PATHS), 2) Students Helping Themselves and Others (SHOUT), 3) Court Watch, and 4) Children’s Health Involving Law and Drugs.

High Schools – 1) Life Skills Training, 2) Get Real About Violence, 3) Non-Violent Crisis Intervention, and 4) Recreation, Education, Alternative Prevention Program (REAP).

The schools also provide prevention training programs for staff, including Positive Behavior Facilitation and Non-Violent Crisis Intervention; and the school provides the Parents, Family and Community Connections program for parents of students.
 In FY 2008, BSAS funded the YMCA to begin offering the CASASTART prevention program in two Baltimore City middle schools – Harlem Park and Chinquapin.  Data on improvements in attendance and academic achievements for the CASASTART schools will not be available until sometime after June 2008.
Additional data on educational outcomes among Baltimore City students will be available when the 2007 Maryland Adolescent Survey results are released.


Objective 3:
Use evidence-based prevention approaches to inform the public about the harmful effects of substance abuse.
Action Plan:
· Collaborate with the Partnership for a Drug Free America to offer media messages on the harmful effects of substance abuse and the availability of services in Baltimore City.

· Establish relationships with print, television and radio media to educate the community on substance abuse and addiction issues. 

· Advocate for legislative and policy changes to reduce the impact of substance abuse on the community.

Intended Measurable Outputs:

· Obtain in-kind media contributions of $100,000 annually.
· Evidence of legislation and/or policy changes.

Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
The collaboration between BSAS and the Partnership for a Drug-Free American resulted in Baltimore area television advertisements and other media materials valued at $58,385 during June-November 2007.

Additionally, BSAS continued to develop relationships with various media outlets.  During the first half of FY08, BSAS participated in the following media events:
· BSAS’ President was interviewed on several public service programs, 

· A profile of Mr. Brickner was featured in the Baltimore Jewish Times, and 

· An Op-Ed essay by Mr. Brickner on the need to increase alcohol taxes to curb alcohol consumption and raise needed funds for treatment was printed in the Baltimore Examiner. 

BSAS also established a working relationship with Lynn Anderson, the Baltimore Sun reporter covering substance abuse issues. Ms. Anderson was recently invited to write a feature story on Baltimore’s Threshold to Recovery centers and she has subsequently spent time visiting the centers and interviewing clients in preparation for her article. Ms. Anderson also requested and received permission to attend BSAS Board of Directors meetings as a way to gain further understanding and background on the work of BSAS and on drug and alcohol addiction in Baltimore City.


Goal 1
Performance Target: Reduce the incidence of first use of substances among youth ages 11-17.
Measurement:  Decrease the number of new users based on the Maryland Adolescent Survey.

Actual Impact on Performance Target: (Changes achieved based on indicated measurements, to be reported on at yearly intervals)
	1/15/08 - Budget Update: NO CHANGES


	Goal 1

Objective  2
	Current Funding Amount
	Current Source(s) of Funding
	Nature and source of budgetary change
	Changes in Numbers or Population to be Served

	BSAS will implement the BSAS Prevention Plan
	FY08-$979,338
	ADAA
	NONE  
	NONE


GOAL 2:
Develop and coordinate substance abuse intervention and treatment services that are effective, efficient and available on demand.


Objective 1:
Increase public and private funding for substance abuse treatment.

Action Plan:
· Participate with the Maryland Drug and Alcohol Abuse Council to develop a new formula for how ADAA will distribute new substance abuse funding to Baltimore City and Maryland counties as long as the formula is based on appropriate criteria that reflects the use of and need for effective substance abuse services.

· Develop community partnerships to mobilize public support for increased treatment funding.

· Collaborate with other jurisdictions to develop and implement strategies to increase substance abuse treatment funding statewide.

· Inform public and private funding sources on the effectiveness of and need for treatment services.

Intended Measurable Outputs: (specific estimated result of change; number of individuals and/or families to be impacted, specific impact to a system, staffing or inter-intra-agency impacts)
· Increase funding levels for treatment each year.

Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
BSAS and the Baltimore City Health Department actively participated in the state’s process to develop a new formula for how substance abuse funding should be allocated among Maryland jurisdictions. Dr. Sharfstein presented a report to the State on important factors that should be considered in developing the formula.  Completion of the formula development is pending.
To advocate BSAS’ position on funding needs and educate legislators about substance abuse issues, BSAS held a special “Breakfast Briefing for Elected Officials” in October 2007. The chairpersons of the Baltimore City Delegations at the Maryland House of Representatives and Maryland Senate co-hosted the event with BSAS. In addition to the delegates and senators attending, Maryland’s Secretary of Public Safety and Correctional Services attended. Together they heard presentations from BSAS Board Chair and Baltimore City Health Commissioner Dr. Joshua Sharfstein, BSAS President Adam Brickner and others in the field of addiction treatment.

BSAS’ Public Affairs Officer attended the Special Session of the Maryland Legislature held in November 2007 and closely monitored committee meetings on substance abuse-related issues. He will be using this background information and the contacts made during the session and earlier in connection with the Breakfast Briefing to convey BSAS’ position and funding needs during the upcoming regular session of the General Assembly.

The FY08 BSAS budget for treatment is $50,100,374 (not including BSAS administrative costs).  Included in the treatment budget is a new buprenorphine treatment award BSAS received from ADAA in 12/07 in the amount of $1,069,500.  

This Update includes a request for $15 million for expansion of buprenorphine, methadone, halfway house and 28-day residential care. 


Objective 2:
Develop standardized screening, assessment and referral procedures to improve access to treatment and better match of individuals’ needs with appropriate levels of care.


Action Plan:
· Implement a citywide computerized intake appointment reservation system by December 2007.
· Increase the number of patients who transition from residential detoxification to other levels of care. 
Intended Measurable Outputs:
· 75% of patients completing detoxification programs will enter another level of care treatment within thirty days as measured by the ADAA’s Measurement for Results on detoxification continuity of care.

Actual Outputs: (To be reported at six month intervals)

	1/15/08 - UPDATE
All but a few BSAS-funded treatment programs transitioned from the HATS computer system to SMART in September/October 2007.  The remaining programs will be on SMART very soon.  BSAS expects for the intake appointment reservation module in SMART to be rolled-out in February 2008.

Baltimore data provided by ADAA for the first 5 months of FY08 (July-November 2007) indicated that among ADAA-funded treatment providers 62% of patients discharged from Level III.7D (short-term residential detox) were subsequently admitted to another level of care.  Although Baltimore’s rate fell short of the MFR goal of 75% by 13%, the City’s performance was significantly improved from the FY 2007 rate of 40%.


Objective 3:
Partner with child welfare, criminal justice, homeless services, medical, mental health, needle exchange program, and other service organizations to increase the availability of substance abuse treatment for Baltimore City residents.
 
Action Plan:
· Increase the availability and effectiveness of treatment for pregnant women and parents, HIV/AIDS patients, injection drug users, a wider range of drug-involved offenders, adolescents, homeless persons, people with co-occurring substance abuse and mental health disorders, developmentally disabled, and other high-risk populations.

· Increase the availability of buprenorphine and methadone treatments for people addicted to opioids.
· Increase the availability of halfway house treatment for appropriate patients.
· Increase the availability of bilingual treatment for Spanish-speaking residents.
· Increase the availability of medically assisted detoxification for appropriate patients.

· Increase the availability of outpatient and residential treatment for all offenders who must attend treatment as a condition of their parole or probation.

Intended Measurable Outputs:

· Increase buprenorphine treatment capacity each year.
Actual Outputs: (To be reported at six month intervals)

	1/15/08 - UPDATE
During the first half of FY08, the BSAS buprenorphine treatment capacity remained constant at 180 treatment slots.  Based on a 3-month average length of stay, the 180 buprenorphine treatment slots serve approximately 720 clients annually.

In December, 2007, BSAS was awarded an additional award of $1,069,500 from ADAA to expand buprenorphine treatment in FY08 and beyond.  The new funding will support approximately 200 additional buprenorphine treatment slots serving approximately 400 patients in FY 2008.


Objective 4:
Develop and retain a well qualified addictions workforce.


Action Plan:
· Collaborate with the Baltimore City Substance Abuse Directorate Training Institute, ADAA/OETAS, ATTC and other training organizations to develop and implement ongoing training on basic, intermediate and advanced evidence-based clinical interventions, and other treatment-related topics to improve the effectiveness of substance abuse treatment professionals.

· Collaborate with ADAA, Baltimore City Substance Abuse Directorate, Maryland Addictions Directors Council, and others to increase the number and retention of qualified addiction treatment professionals in Baltimore City.

Intended Measurable Outputs:

· At least five trainings will be offered each year.
Actual Outputs: (To be reported at six month intervals)
	1/15/08 - UPDATE
Five training events were offered by the Training Institute during 7/1/07-12/31/07:
1. Impact of Culture on Addiction and Recovery Among African American Clients Clinical Supervisors Training on 8/20/07 & 10/24/07
2. Co-Occurring Disorders Certificate Training Program series from 9/13/07-10/19/07
3. Directorate Annual Conference on 9/19/07-9/21/07
4. Methamphetamine Abuse training on 10/27/07 & 11/10/07
5. ASAM Patient Placement Criteria training on 11/29/07



Objective 5:
Use evidence-based practices to increase the effectiveness and efficiency of Baltimore’s treatment system. 

Action Plan:
· BSAS will assist ADAA to rollout SMART.
· BSAS will continue to implement quality improvement initiatives among funded providers.

Intended Measurable Outputs:

· Publicly-funded treatment providers will meet or exceed DrugStat and ADAA Management for Results (MFR) benchmarks for retention in treatment and reduced drug use among discharged patients.
Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
All but a few BSAS-funded treatment programs began using SMART in September and October 2007. The remaining programs will be on SMART very soon.  BSAS assisted ADAA in the SMART roll-out in two major ways. First, BSAS used its Support Help Desk to address users’ questions and document issues for resolution by SMART trainers and IGSR. Second, BSAS continued to hold its monthly User’s Group meetings. These meetings, which are attended by representatives from all BSAS-funded treatment programs as well as ADAA and IGSR, are a valuable forum for discussing HATS-SMART transition issues and dispensing accurate and useful information to providers. The meetings also yield valuable feedback to ADAA and IGSR on challenges faced in the field.
BSAS has continued to implement its Utilization Improvement Initiative to ensure that funded slots are being utilized at a rate of 90% or greater.

BSAS is in the process of preparing requirements for outpatient treatment in FY 09, and will be adding requirements for retention-related dimensions of treatment as well as utilization. FY09 outpatient treatment grants will be awarded using a competitive bid process and performance-based contracts with payments being based on provider achievement of selected performance benchmarks.
Due to the transition from HATS to SMART, BSAS is not able to independently determine the City’s performance on ADAA MFR’s.  According to ADAA, for the first five months of FY08 (July-November 2007) Baltimore’s performance on ADAA MFR’s was:
1. ADAA MFR:  62% of patients in ADAA funded outpatient are retained in treatment at least 90 days.  
Actual performance: 53% - Baltimore’s actual performance was 53%, which fell short of the MFR by 9%.  BSAS recognizes the challenge of increasing retention rates.  In FY 2009, BSAS will implement OP/IOP performance-based provider contracts which will provide incentives for OP programs to improve their retention rates.

2. ADAA MFR: 60% of patients in ADAA funded halfway house programs are retained in treatment at least 90 days.  
      Actual performance:  61% - Exceeded MFR by 1%
3. ADAA MFR: 50% of the patients completing ADAA funded intensive outpatient programs enter another level of treatment within thirty days of discharge.  
      Actual performance: Data not available
4. ADAA MFR: The number of patients using substances at completion of treatment will be reduced by at least 85% among adolescents and 68% among adults from the number of patients who were using substances at admission to treatment. 
Actual performance: 61% among adolescents and 37% among adults.  Baltimore’s performance fell short of the adolescent MFR by 24% and fell short of the adult MFR by 31%.  Many patients in Baltimore City have numerous treatment episodes.  This MFR is a dichotomous measure and is less likely to reflect patients’ recovery than one would assess through a demonstrated reduction in the rate of drug use (e.g., reducing drug use from several times per week to once per week) over the course of a treatment episode.  BSAS is also highly interested in ADAA’s plans to add an electronic drug testing module to SMART.  This would allow BSAS to avoid reliance on self-report in a jurisdiction in which people may wish to exaggerate their substance abuse for placement into oversubscribed levels of care where slots are hard to come by or under-report their drug use to avoid sanctions by the criminal justice system.



Goal 2
Performance Target:  Make effective treatment available to Baltimore City residents within 48 hours of their request or requirement for treatment.

Measurement:  Continue to improve BSAS Information & Referral Department data to allow an analysis of the length of time between request for treatment and admission into treatment.
Actual Impact on Performance Target: (changes achieved based on indicated measurements, to be reported on at yearly intervals)

	1/15/08 - Budget Update:  NO CHANGES


	Goal 2
Objective 3
	Current Funding Amount
	Current Source(s) of Funding
	Nature and source of budgetary change
	Changes in Numbers or Population to be Served *

	Partner with child welfare, criminal justice, homeless services, medical, mental health, needle exchange program, and other service organizations to increase the availability of substance abuse treatment for Baltimore City residents.
	FY08-$43,971,656
Funding is for treatment slots only and does not include prevention, intervention OR BSAS administrative costs. 
	ADAA-94%
Other –
City-3%

Other state – 2%

Federal-1%


	Approximately $15 million needed as follows:
$3 million for buprenorphine treatment

$7 million for methadone treatment

$1 million for interim methadone treatment

$3 million for halfway house treatment

$1 million for intermediate residential treatment
	Approximately 5,250 additional people would be served including:
Three months of treatment for 2,000 additional buprenorphine patients

One year of treatment for 2,000 additional methadone patients

Four months of medication for 500 additional interim methadone patients

Six months of treatment for 350 additional halfway house patients

28-days of  treatment for 400 additional intermediate residential care patients


* The actual number of patients treated annually will exceed the above estimates because some patients require fewer treatment days then the numbers of days listed above, and some patients drop out prior to completing treatment.
GOAL 3:  
Assist individuals to attain recovery from addiction and contribute to the community as healthy, productive citizens.

Objective 1:  
Increase public and private funding for recovery support services.


Action Plan: 
· Increase funding for Threshold to Recovery Centers. 
Intended Measurable Outputs:
· Additional funding for Threshold to Recovery centers.

Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
As a result of increased Baltimore City general funds, the Threshold to Recovery budget increased by 32% from FY07 ($443,298) to FY08 ($583,298). 


Objective 2: 
Inform the community about prevention, treatment and recovery, and engage community support for individuals and families affected by substance abuse.

Action Plan: 
· BSAS will conduct at least two meetings annually and participate in other public meetings to inform residents about substance abuse services in Baltimore City.

Intended Measurable Outputs
· Number of events held and persons attending BSAS community forums.

Actual Outputs: (to be reported at six month intervals)
	1/15/08 - UPDATE
On September 29, 2007, BSAS, in collaboration with the Baltimore City Health Department and a number of community organizations, hosted a community Recovery Walk and Rally.  Approximately 350 people attended the event, which featured T-shirts designed by BSAS for the walkers, a parade with banners, free food and drinks, informational booths with literature about substance abuse, health screenings, entertainment and speeches by city dignitaries. A number of organizations, including CareFirst and Sinai Hospital, provided paid sponsorships along with BSAS.

During this six month period, BSAS conducted its first “Breakfast Briefing for Elected Officials” (see Goal 2, Objective 1 for more information.) BSAS also began planning for its next “Community Conversation,” a series of special town hall discussions with the public about substance abuse-related issues. The previous community meeting in 2007 dealt with the topic of Drug Treatment. The next one, to be held on 1/31/08, is entitled “Medicines to Treat Heroin and Other Opiate Abuse.”   


Objective 3:
Collaborate with government agencies, community- and faith-based organizations, and self-help groups to increase the effectiveness of treatment and access to wrap-around support services for individuals in recovery. 

Action Plan: (specific method by which the objective is to be accomplished)
· Enhance and expand Threshold to Recovery services to include a citywide network of recovery support services.

· Increase job readiness and employment among persons receiving substance abuse treatment by collaborating with the recovering community, employers, and employment services providers.
· Increase housing options for homeless persons receiving substance abuse treatment.

· Reduce criminal justice recidivism by helping ex-offenders transition back to the community.

Intended Measurable Outputs: 
· Baltimore’s three existing Threshold to Recovery Centers will continue to serve approximately 3,000 individuals each year.

· Treatment providers will meet or exceed DrugStat and ADAA MFR’s for improvements in employment, housing and arrests among discharged patients.

Actual Outputs: (To be reported at six month intervals)
	UPDATE – 1/15/08
There were 41,140 participant visits to Baltimore’s Threshold to Recovery centers during the first 3 months of FY08.  Approximately 60% of visits were from participants who use sign-in sheets, while 40% used the new bar-coded swipe cards.  Bar-coding data (unlike sign-in data) provides a count of unduplicated individuals attending the Threshold Centers.  Approximately 2500 swipe cards have been issued.  The average visits per person using a swipe card were 4.9 per month during the first 3 months of FY08.  Assuming that people who sign in attend just as often as those using swipe cards, we estimate that the centers are serving a total of over 2000 individuals per month.  During the first three months of FY08, 1,006 new participants registered to use the bar-coding system. 

Due to the transition from HATS to SMART, BSAS is not able to independently determine the City’s performance on ADAA MFR’s.  According to ADAA, for the first five months of FY08 (July-November 2007) Baltimore’s performance on ADAA MFR’s was:

1. ADAA MFR: The number of employed adult patients at completion of treatment will increase by at least 29% from the number of patients who were employed at admission to treatment.

Actual performance: 55% - Exceeded MFR by 26%.
2. ADAA MFR: The average arrest rate per patient during treatment will decrease by 65% among adolescents and 75% among adults. 
Actual performance: 80% among adolescents and 69% for adults.  Baltimore exceeded the adolescent MFR by 15% and fell short of the adult MFR by 6%.  In FY 08, ADAA raised the MFR for arrest rates from 55% in FY07 to 69% for adolescents and 75% for adults in FY08.  In years FY 06 & FY07, when the MFR rate was 55%, Baltimore had exceeded the MFR by 24% and 27% respectively (Baltimore’s arrest rate MFR performance was 79% in FY06 and 81% during the first six months of FY07).  BSAS is concerned about Baltimore’s performance during the first five months of FY08 and will 1) discuss the rate with providers during upcoming DrugStat meetings, and 2) monitor the rate to determine if it is a temporary variation or the beginning of a new trend. 


Goal 3
Performance Target: Help residents maintain recovery from addiction.
Measurement: To be determined

Actual Impact on Performance Target: To be determined

	1/15/08 - Budget Update: See Below


	Goal 3
Objective 3
	Current Funding Amount
	Current Source(s) of Funding
	Nature and source of budgetary change
	Changes in Numbers or Population to be Served

	Collaborate with government agencies, community- and faith-based organizations, self-help groups and other agencies to increase the effectiveness of treatment and access to wrap-around support services for individuals in recovery. 
	FY08-$631,510 for 3 Threshold to Recovery Centers
	Robert Wood Johnson foundation and local funders-$200,000 (32%), Baltimore City-$280,000 (44%), to be raised by providers $151,510 (24%)


	FY08-$151,510

FY09-$583,205

including:

FY08-$151,510 to fully fund existing 3 sites

FY09-Due to loss of Robert Wood Johnson Foundation funding and increase in City funding only $8,205 is needed to fully fund 3 existing sites.

$575,000 to add two additional sites
	In FY09, approximately 3,000 additional people would be served each year at two new recovery support centers.


� Maryland Alcohol and Drug Abuse Administration (ADAA), Subdivision Data Report for FY 2006.


� Ibid.


� Source: US Bureau of the Census (� HYPERLINK "http://www.census.gov/popest/counties/tables/CO-EST2006-01-24.xls" ��www.census.gov/popest/counties/tables/CO-EST2006-01-24.xls�. Viewed 6/21/2006).


� Local Aid Wealth Calculation, FY 2007, for Jurisdictions for the Maryland State Department of Education. Source: Amber Teitt, Office of Budget Analysis, Maryland Department of Budget and Management, e-mail to Elaine Swift, BSAS, May 25, 2007. 


� Source: Maryland Uniform Crime Reporting Data: 1985-2006 (� HYPERLINK "http://www.goccp.org/four/research/ucr/ucr.php. Viewed 6/21/2006" ��www.goccp.org/four/research/ucr/ucr.php. Viewed 6/21/2006�). Includes murder, rape, robbery, and aggravated assault.


� Source: 2004 HIV and AIDS Prevalent Cases by County (Maryland HIV/AIDS Annual Report (� HYPERLINK "http://www.dhmh.state.md.us/AIDS/Data&Statistics/Statistics/2005Chapter4.pdf" ��www.dhmh.state.md.us/AIDS/Data&Statistics/Statistics/2005Chapter4.pdf�. Viewed 6/21/2006).


� Source: 2005 Annual Report, Citizens’ Review Board for Children (� HYPERLINK "http://www.dhr.state.md.us/crbc/pdf/child05.pdf" ��www.dhr.state.md.us/crbc/pdf/child05.pdf�. Viewed 6/21/2006).


� Source: Who Graduates? Who Doesn’t? Washington, DC: Urban Institute (� HYPERLINK "http://www.urban.org" ��www.urban.org�. Viewed 6/20/2006).
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