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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 26-member Baltimore Substance Abuse Systems (BSAS) Board of Directors and the regional directors of the Maryland Division of Parole and Probation, and Maryland Juvenile Services.  BSAS is a non-profit organization designated by the Baltimore City Mayor as the substance abuse services authority for Baltimore City.

This 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.  

Vision

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

Mission  

To prevent and reduce alcohol and drug dependency and its adverse health and social consequences in the City of Baltimore by ensuring that Baltimore residents have access to high quality and comprehensive services proven to reduce substance abuse.  We seek to create opportunities for individuals suffering from alcoholism and illicit drug use to enter treatment when they have the “motivational moments” that characterize active addiction.  

Data Driven Analysis of Jurisdictional Needs 
With an estimated 63,711individuals in Baltimore City needing alcohol and drug abuse treatment, Baltimore City continues to be plagued by substance abuse.
  There were approximately 21,346 individuals treated in 2009, leaving a gap of approximately 42,365 individuals who needed but did not receive treatment.  (Note: In 2008, there were an estimated 70,065 individuals in Baltimore City needing alcohol and drug abuse treatment; 22,713 were treated; and thus the unmet need included 47,352 people.)
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 than other highly populated jurisdictions in a number of health and social indicators, including those shown in Table 1. Baltimore City’s wealth per capita ($26,188) is less than one-third the state average.  Incidents of violent crime in Baltimore City are higher than 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 nearly 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 nearly 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

(2008)

	Wealth

Per Capita

(2008)

	Violent Crime

(2008)
	HIV/AIDS

Cases

(2008)
	Foster Care Placements
 (2006)
	Probability of Completing High School
 (2001)

	
	
	
	#
	Rate*
	#
	Rate*
	#
	Rate*
	

	Montgomery
	950,690
	$88,458
	2,231
	234.7
	3,008


	316.4
	232
	24
	83.9%


	Prince George
	820,852
	$34,735

	7,400
	901.5
	55,463
	665.5
	198
	24
	68.5%

	Baltimore County
	785,618
	$52,360
	4,931
	627.7
	2,205
	280.7
	408
	52
	83.4%

	Baltimore City
	636,919
	$26,188
	10,132
	1,590.8
	13,155
	2,065.4


	1807
	284
	47.9%

	Anne Arundel
	512,790
	$70,630
	2,931
	571.6
	984
	191.9
	111
	22
	69.0%

	Howard
	274,995
	$79,887
	705
	256.4
	395
	143.6
	42
	15
	86.7%

	Maryland State
	5,633,597
	$58,138
	35,394
	628.3
	29,021
	515.1
	3648
	65
	75.3%


* Rate is number of cases per 100,000 population

Justification for Treatment Related Strategies:
The current funding priorities for Baltimore City’s substance abuse treatment system are: 1) to reduce heroin addiction, and 2) to increase the supply of effective 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.  In FY09, 64% of 10,156 patients admitted to treatment reported heroin as their primary (56%), secondary (6%) or tertiary (2%) drug of abuse.  However, most patients admitted to treatment programs abuse multiple substances such as heroin in combination with cocaine, marijuana and alcohol.  Heroin and other drug addictions are closely associated with severe health problems, violence, and crime; and contribute to the destruction of families and communities across our City.  Further evidence of the destructive power of addiction on our citizens is that Baltimore leads the nation in infant deaths.  

There is substantial unmet need for drug treatment in Baltimore City.  Until recently, people seeking treatment were frequently turned away due to a lack of available treatment slots or other services.  In FY08 and the first half of FY09, BSAS received 7,756 calls for substance abuse services (approximately 22 calls per business day).  Among the calls, approximately half were requests for treatment and half were requests for information only.  Among the callers who requested treatment and were Baltimore City residents, 64% of callers were given treatment appointments at the time of their first call to BSAS and 36% of callers were placed on a waiting list.  The average time on the waiting list, for people who BSAS was able to re-contact, was 8 days.  These individuals represent only a small portion of people seeking treatment in Baltimore, and the wait time for treatment reported by criminal justice and various human service organizations seeking services for their clients has historically been weeks and months for methadone and residential levels of care.
The demand for treatment by the judiciary, Drug Courts and other criminal justice entities for drug-involved offenders far exceeds Baltimore’s existing resources.  The need for additional treatment is so great that criminal justice system leaders in Baltimore collaborated for over one year to study the current level of services and identify specific gaps in services.  As a result, the BSAS Board of Directors’ Criminal Justice Committee and the Baltimore City Criminal Justice Coordinating Council’s Substance Abuse Committee jointly released the document titled, “Gaps in Obtaining Substance Abuse Services within Baltimore City’s Criminal Justice System” in October 2006 that outlined the following eight primary gaps in services:

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

Another indication of the need for substance abuse treatment among criminal justices populations is the number of people incarcerated at the Baltimore Detention Center (BCDC) who are treated for drug dependence.  In 2009, the Division of Pretrial and Detention Services reported that 8,609 or approximately 22% of the 39,781 people committed to BCDC were treated for drug dependence.  Among those treated, 6,512 were dependent on opioids and received detoxification or methadone maintenance.  
The chart below reflects number of people receiving medication-assisted detox and treatment at BCDC in calendar year 2009:
	CY 2009
	Males
	Females
	Annual Total

	Committed
	32,993
	6,788
	39,781

	Opioid Detoxification Services (without methadone)
	3,936
	1,338
	5,274

	Opioid Detoxification Services (using methadone)
	118
	102
	220

	Other Detoxification Services (alcohol, benzodiazepines, etc.)
	1,324
	773
	2,097

	Methadone Maintenance
	581
	437
	1,018


Also, the Division of Corrections inmate population is approximately 22,000; and among the 12,000 people released annually, 9,000 are Baltimore City residents.  It is estimated that 70% of those released have a diagnosis of substance abuse.  Baltimore would eventually like to see a “Riker’s Island” model used in New York City with buprenorphine and methadone being started while people are incarcerated with immediate linkage with community-based treatment upon release.

Finally, citizens consistently rank crime and safety issues their most important priorities.  Recovery from substance abuse provides our suffering addicts and the communities in which they live a chance to heal and repair the social fabric of our city.  To achieve the greatest public health impact, BSAS plans on expanding outpatient methadone and buprenorphine treatment, and halfway house treatment.

Justification for specific strategies:

During the last several years, Baltimore has begun offering innovative treatments for heroin addiction including long-term buprenorphine treatment, and interim methadone maintenance for people on waiting lists for standard methadone treatment.

Buprenorphine - Buprenorphine became available for the treatment of opioid addiction in 2003, and research shows buprenorphine is effective in reducing opioid abuse and increasing retention in counseling.  Buprenorphine offers additional advantages because, unlike methadone that can only be provided through federal and state licensed opioid (methadone) treatment programs, buprenorphine may be prescribed by individual physicians in the mainstream health care community.  

Interim Methadone - Over 40 years of research shows methadone is the most effective and cost-effective treatment for opioid dependence. 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 comprehensive methadone treatment.  

Halfway House - Residential treatment is indicated for the treatment of people who have repeatedly failed attempts at outpatient treatment and lack environmental support for recovery. Halfway house treatment is an effective 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) is an innovative network of three recovery support centers that offer support services for people in all stages of recovery from addiction.  Services are offered during non-traditional evening, night and weekend hours; and include peer counseling, fellowship meetings, screening and referral to substance abuse treatment and ancillary support services, recreation, and wellness services such as acupuncture, yoga and tai chi.  Together the three centers serve over 400 people per night and over 9,000 unique individuals annually.  In FY 08, there were approximately 162,520 visits to the centers. 

Jurisdictional Plan Format
The next section of the Jurisdictional Plan follows the ADAA-recommended format and includes:
· Goals:  Define major directives or directions in support of the mission; listed in order of priority
· Objectives:  Define major lines of action to achieve each strategic goal

· Performance Targets:  Define desirable, measurable end results against which to compare actual performance
· Progress:  Reported every six months; documents actual performance or achievements.  Current progress reports are listed in red for viewer ease.  Prior progress reports revert to black or are deleted if no longer pertinent.
· Estimated dollar amount needed (or received) to accomplish goal:  Total amount estimated or known to be needed to accomplish stated goals. 
GOAL 1:
Develop and coordinate substance abuse intervention and treatment services that are effective, efficient and available on demand.

Objectives:

1. Improve access to treatment. 
2. Develop a plan to address the treatment needs of people who receive alcohol and drug detoxification prior to being released from the Baltimore City Detention Center.
3. Assess and improve treatment services for youth.
4. Increase the availability of treatment for people addicted to heroin and other opioids.

5. Improve patient retention in treatment.

6. Improve continuity of care among patients.
7. Examine the alcohol abuse and dependence treatment needs of the patients seeking treatment in BSAS-funded programs.

8. Develop and retain a well qualified addictions workforce.
9. Develop integrated substance abuse, somatic care, and mental health care services.  

Performance Targets:

1. Collaborate with ADAA and providers to implement the SMART Intake Appointment Scheduler city-wide by January 2010.

2. Development of an action plan and baseline data by June 30, 2011 to address the treatment needs of people who received alcohol and drug abuse detoxification prior to being released from Baltimore City Detention Center.
3. Development of a plan for improving treatment services for youth by June 30, 2011.

4. Increased medication-assisted treatment slots.

5. Meet the ADAA Management for Results (MFR) benchmark for 90-day retention of patients in outpatient and halfway house treatment.
6. Improve continuity of care among patients:

a. Devise and implement a plan to improve continuing of care between residential detoxification and outpatient treatment.

b. Facilitate provider participation in a NIDA-funded research project to improve continuity of care among patients who complete Level III.7 ICF and are referred to Level I outpatient or Level II.1 intensive outpatient treatment.
7. Develop and implement an assessment plan for the alcohol abuse and dependence treatment needs of patients in BSAS-funded programs.

8. Collaborate with providers and training organizations to offer training on evidence-based practices; and explore and develop methods to retain staff.
9. Plan service delivery models for integrated substance abuse, somatic and mental health care.

Estimated dollar amount needed (or received) to accomplish goal: $15 million is needed to expand treatment for opioid dependence in the following levels of care:

· Buprenorphine services - $3 million for 500 additional buprenorphine patients annually

· Methadone treatment - $7 million for 1,500 additional methadone patients annually

· Interim methadone services - $1 million for 500 additional interim patients annually

· Halfway house treatment - $3 million for 350 additionally patients annually

· Intermediate residential care - $1 million for 400 additional patients annually

Progress: (reported every 6 months)
	Update June 30, 2010

1. SMART Intake Appointment Scheduler – The citywide roll-out of the SMART scheduler is temporarily delayed pending resolution of confidentiality issues.  Initially, the scheduler was used by BSAS’ Information and Referral Service (I & R) to refer callers to BSAS-funded treatment slots.  However, since the PAC expansion in January 2010, many people calling the I & R phone line have PAC insurance and these people are being referred to non-BSAS funded treatment slots.  Federal regulations protect the identity and records of people seeking and receiving alcohol and drug abuse treatment.  Therefore, without patients’ written consent for release of information, the scheduler may not be used, at this time, to transmit patient identifying information.  In June 2010, BSAS collaborated with Baltimore HealthCare Access, the University of Maryland Law Center, and treatment providers to develop a new procedure using unique patient identification numbers instead of patient identifying information to fax intake appointment information to treatment programs.  BSAS is now planning to meet with FEI, the company that designed SMART and the intake scheduler, to determine how the scheduler can be modified to be in harmony with the new confidential procedures.

2. Plan to meet treatment needs for people detoxified and released from BCDC – BSAS continues to expand access to treatment for individuals released from BCDC.  Most substance abusers who are detoxified at BCDC are heroin dependent.  BSAS has made significant increases in buprenorphine treatment capacity across all levels of care through the use of ADAA and HIDTA funding.  The PAC insurance expansion is also helping to make outpatient treatment more accessible.  BSAS is working with Baltimore HealthCare Access and DHMH to streamline the activation of HealthChoice/PAC coverage for individuals released from BCDC.  With this health insurance, clients may be enrolled quickly into treatment.  Also, the new Baltimore City Integrated Dual Diagnosis Treatment Project (IDDT) targets individuals with complex substance abuse and mental health needs who are released from BCDC and committed to DHMH under Health General Article 8-507.  IDDT makes treatment and case management available upon release.  
3. Plan to improve adolescent treatment services - BSAS held an Adolescent Summit on February 4, 2010 in collaboration with the Johns Hopkins School of Public Health, treatment providers and other stakeholders.  As a result of the summit, a workgroup was created to review all of BSAS’ adolescent treatment and prevention services, and make recommendations for continued funding.  BSAS is also collaborating with the Mayor’s Juvenile Diversion Initiative being piloted at the Southwest District Police Station.  To be eligible for the initiative, youth must have been arrested for a non-violent, misdemeanor offense, be a Baltimore City resident between the ages of 7-17, and have no more than three prior arrests.  Participants are screened for substance use problems and are referred to an adolescent treatment program for a full assessment if needed.
4. Increase medication-assisted treatment slots – As a result of the PAC expansion, there are open and available medication-assisted treatment slots (methadone and buprenorphine) in Baltimore City.  BSAS has begun a multi-faceted campaign to outreach and engage in treatment both uninsured people and people with PAC.   Due to the State’s decision to shift a portion of block grant funds to Medicaid to support the PAC expansion, BSAS will reduce its grant funded methadone treatment slots in FY11 by 22% from 3,557 in FY10 to 2,787 in FY11.  BSAS will be closely monitoring utilization, and will adjust funding as needed to accommodate the needs of uninsured patients and those who are not eligible for PAC.
5.  90-day retention of patients in outpatient and halfway house treatment - Chart 1 below shows that Baltimore City has met the benchmark for 90-day retention in halfway house treatment in FY09 and the first six months of FY10; and fell 7% below the benchmark for 90-day retention in outpatient treatment.  However, the chart also shows that when combining patients’ continuous length of treatment across intensive outpatient followed by standard outpatient, Baltimore City met or exceeded the benchmark.  All but three of the 18 BSAS-funded outpatient programs offer both intensive outpatient treatment (IOP) and standard outpatient treatment (OP).  Most patients begin treatment in IOP and then step down to OP as they progress.  
Chart 1:  Average 90-day retention in halfway house and outpatient treatment (FY09, FY10)

YEAR
Benchmark for Halfway House 90-day retention
Actual HW
Benchmark for OP 90-day retention 

Actual OP only 90-day retention
Actual IOP/OP combined 90-day retention
FY07

62%

57%

62%

51%

n/a

FY08

60%

61%

62%

51%

n/a

FY09

60%

62%

62%

55%

65%

FY10 (first six months)

60%

61%

62%

55%

62%

6. Improve continuity of care among patients – 
a. Develop and implement a plan to improve continuity of care between residential detoxification and outpatient treatment - BSAS intends to add performance benchmarks for continuity of care from residential treatment to other levels of care to DrugStat.  DrugStat is a process in which BSAS brings treatment providers together on a quarterly basis to review performance data and strategize about how to improve treatment outcomes.  BSAS recently hired Jose Arbelaez, MD, Ph.D., Director of Epidemiology and Evaluation.  Dr. Arbelaez will assist with establishing continuity of care benchmarks, analyzing data, and working with BSAS and providers to improve the processes for handing off patients to the next level of care.  

BSAS has been working closely with one detox program to improve discharge planning and develop strategies to ensure patients receive continuing care.  Throughout the first 3 quarters of FY10, there has been minimal improvement in the percentage of patients who enter another level of care within 30-days of discharge has remained (from 27% in FY09 to 30% in FY10).  The performance is still significantly below the ADAA benchmark of 78%.  Although they are falling below the benchmark, this program offers unique treatment for individuals with co-occurring substance abuse and mental health disorders, and therefore, corrective actions will continue to be requested and monitored by BSAS.
BSAS began piloting a new financing strategy to reward programs for each client successfully referred and enrolled in the next level of care, thereby ensuring continuity of care for the patient.  This payment method is currently being used only with the detox program discussed above; and to date, there has been minimal improvement as a result of the bonuses paid to the program for patients who successfully enroll in anther level of care.

b. National Institute of Drug Abuse (NIDA) Project – Prior research indicates rates of successful transition from residential to outpatient care are low. This two-year study examines the relative effectiveness of several evidence-based interventions on improving continuity of care from residential to outpatient, and thus increasing clients’ chance of maintaining sobriety after discharge. The study conditions initially included: (1) Transportation to the first outpatient treatment appointment on the day clients are discharged from residential treatment, (2) Motivational incentives of up to $400 in gift cards for clients who keep each of their first four outpatient appointments, (3) “In-reach” counseling by outpatient program staff who meet clients prior to the clients’ discharge from the residential program.  
As a result of lower than anticipated enrollment (due to budget cuts and fewer residential beds at the selected treatment program) the transportation condition was eliminated from the study.  This change will increase the number of patients in the remaining conditions, and it was observed during the first 6 weeks of the study that very few residential participants accepted the offer of a ride directly to the outpatient program.  During year 2, patient enrollment will be completed, and data will be analyzed on the number of clients who enter outpatient treatment and the duration of outpatient treatment as a function of study condition assignment.  Also, counselors will be surveyed throughout the study on attitudes regarding the value of residential to outpatient transition and specific study interventions.  This project is consistent with ADAA mandated Recovery Oriented Systems of Care (ROSC).
7. Develop a plan for assessing alcohol abuse and dependence among patients at treatment programs – 

During FY 11 grant review, programs were asked to identify which method of identification was used to screen and assess for alcohol problems in new admissions and existing clients.   BSAS Health Program Analysts are focusing on the number of breathalyzers being done within programs.   Continued monitoring will take place to determine the need for renewed training for clinical staff and clinical supervisors.

8. Training on evidence-based practices, and staff retention 

In addition to the trainings provided by BSAS regarding the PAC transition (described below in Goal 2), the Baltimore City Substance Abuse Directorate’s Training Institute sponsored a half-day training on January 22, 2010 on “ Mastering the HealthChoice/DHMH Initial and Concurrent Review Treatment Plans.”
9. Develop integrated care

In March 2010, BSAS was awarded a grant from the Open Society Institute–Baltimore to plan integrated somatic and behavioral care for patients at federally qualified health centers (FQHC) in Baltimore City.  The project will utilize evidence-based practices developed through the federal Center for Substance Abuse Treatment’s Screening, Brief Intervention, Treatment and Referral (SBIRT), and other national model programs.  Initial planning efforts will include the formation of an expert advisory panel; review of best practices; formation of a planning committee among FQHC pilot sites; analysis of the primary care service delivery structure at each pilot site; development of SBIRT protocols; development of staff training curriculum; and research on sustainability models to institutionalize integrated care at FQHC’s.
Update Report December 31, 2009
1. SMART Intake Appointment Scheduler – BSAS began piloting the new electronic scheduler in June 2009.  The initial plan was to pilot the system with eight selected treatment programs for three months and then roll-out the system to other BSAS-funded programs.  The pilot was extended due to several factors including: 1) several software problems were identified and corrective programming took longer than anticipated; 2) BSAS transferred administration of its Information & Referral Department to Baltimore HealthCare Access (BHCA) in November 2009 and time was required to set-up the scheduler for use by BHCA and have new staff trained, and 3) confidentiality issues (HIPAA, 42 CFR, Part 2) in the referral process were identified and required resolution.  Following resolution of the confidentiality issues, BSAS hopes to phase in the use of the scheduler among all BSAS-funded programs by June 2010.

2. Plan to meet treatment needs for people detoxified and released from BCDC – In the process of developing a plan, BSAS recognized it needed to expand treatment capacity in the community to treat ex-prisoners released from BCDC.  Most substance abusers who are detoxified at BCDC are heroin dependent.  Therefore, BSAS has made significant increases in buprenorphine treatment capacity across all levels of care through the use of ADAA and HIDTA funding.   Also, in partnership with the DPSCS, two important components of designing appropriate community-based interventions were completed including 1) A process was developed to maintain the enrollment of methadone clients in community-based methadone programs pre- and post-detention, and 2) BSAS analyzed data on the population of addicted individuals in the detention center and the types of services clients received within the detention center.  A related initiative, the new Integrated Dual Diagnosis Treatment Team (IDDT) which is about to begin, will address the needs of individuals with complex substance abuse and mental health needs who are committed to DHMH under Health General Article 8-507 and other criminal justice involved individuals with co-occurring disorders who are released from incarceration. 

3. Plan to improve adolescent treatment services – The BSAS is collaborating with the Johns Hopkins School of Public Health to plan an Adolescent Summit on February 4, 2010 to begin the development of a strategic plan to improve adolescent substance abuse treatment services in Baltimore City.
4. Increase medication-assisted treatment slots – BSAS hopes to make a significant contribution towards meeting ADAA’s goal of increasing treatment slots by 25% by FY11.  In FY10, BSAS used grant funding from the federal High Intensity Drug Trafficking Areas (HIDTA) to create 55 new buprenorphine enhanced treatment slots for offenders.  After the Medicaid/Primary Adult Care (PAC) expansion begins on January 1, 2010, BSAS estimates that by FY11, there will approximately 2,000 additional outpatient treatment slots, including medication-assisted treatment, available for patients enrolled in the PAC program .  BSAS currently funds approximately 6,600 treatment slots; and therefore, the above projected increase in slots of 2,055 represents a 31% increase in slots.
5. 90-day retention of patients in outpatient and halfway house treatment – Preliminary data from the Maryland Alcohol and Drug Abuse Administration (ADAA) indicates that in FY09 Baltimore City programs met the 90-day retention benchmark for halfway house and were 7.5% below the outpatient treatment benchmark.  During the first quarter of FY10, outpatient treatment retention has improved but still fell 5.9% below the ADAA established benchmark; and halfway house retention was 1.8% below the benchmark.  BSAS is utilizing the quarterly DrugStat meeting process and quarterly program site visits by BSAS Health Program Analysts to identify factors related to low retention and assist programs in developing corrective action plans.
90-day retention

Outpatient

Halfway House

ADAA MFR
62%

60%

Actual FY09

54.5%

60.5%

Actual FY10 Q1

56.1%

58.2%

6. Improve continuity of care among patients

a. Develop and implement a plan to improve continuity of care between residential detoxification and outpatient treatment – Significant activities related to this objective include:

i.  In November, BSAS created a new position and hired a Vice President of Clinical Affairs/Medical Director who will use her expertise in integrating somatic care and substance abuse to improve continuity of care.  

ii. BSAS plans to begin using a continuity of care report recently provided by ADAA to develop continuing of care performance benchmarks for each level of care.

iii. BSAS has been working closely with one detox program to improve discharge planning and develop strategies to ensure patients receive continuing care.
iv. BSAS began piloting a new financing strategy to reward programs for each client successfully referred and enrolled in the next level of care, thereby ensuring continuity of care for the patient.
v. In FY10, a primary focus for the newly created position of BSAS NIATx Coach, which was funded by OSI-Baltimore, will be working with treatment programs to develop strategies to improve various aspects of treatment including continuity of care.
b. National Institute of Drug Abuse (NIDA) Project – Services for this 2-year research project began in October 2009.  To date, 40 clients have been served.  The project is designed to test 3 new methods of improving continuity of care from 28-day residential treatment to outpatient treatment.  The new methods include:  providing transportation to the first outpatient treatment visit on the day clients are discharged from residential treatment; motivational incentives in the form of store gift cards are given to clients who keep each of their first 4 outpatient appointments; and “in-reach” counseling by outpatient program staff who meet clients at the residential treatment program prior to the clients’ discharge.  This project is also consistent with ADAA mandated Recovery Oriented Systems of Care (ROSC).
7. Develop a plan for assessing alcohol abuse and dependence among patients at treatment programs – 
In preparation for developing a plan, the BSAS Board of Director’s Performance Evaluation Committee reviewed treatment data for individuals who called BSAS for treatment referrals due to alcohol abuse as a primary, secondary or tertiary problem; and reviewed data on alcohol abuse admissions to Tuerk House.  In the upcoming months, BSAS staff will present to PE additional data on alcohol related admissions to all BSAS-funded outpatient programs.
8. Training on evidence-based practices, and staff retention
In addition to the trainings provided by BSAS regarding the PAC transition (described below in Goal 2), the Baltimore City Substance Abuse Directorate’s Training Institute sponsored the following training that were focused on best practices and evidence-based interventions:

· 30-hour training series over 4-days on “Problem Gambling: The Hidden Addiction” on 8/27, 8/28, 9/8 and 9/9/09.
· In September 2009 the Directorate began holding monthly billing support groups to assist providers in the transition to Medicaid/PAC billing.

·  3-hour training on “Mastering the HealthChoice/DHMH Initial and Concurrent Review Treatment Plans” is scheduled for 1/22/10.

In an effort to improve staff retention and to recognize National Recovery Month, the Directorate sponsored a “Celebration of Recovery: An Evening with Mark Lundholm” on 9/23/09 and 9/24/09.  The first night’s event included a recognition ceremony honoring treatment program staff with awards presented to staff from each Baltimore City treatment program.  The second night focused on the achievements of treatment clients and families.  Also, members of the Baltimore City Substance Abuse Directorate who are on the Workforce Development Committee of the Maryland Addiction Directors Council met monthly to discuss staff credentialing/licensure issues and professional training needs. 


GOAL 2:
Ensure that BSAS and providers are prepared to access new funding streams for the provision of comprehensive treatment services.

Objectives:

1. Ensure eligible Baltimore City residents have access to high-quality substance abuse treatment services under the proposed expanded benefits of Maryland’s Primary Adult Care Program.
2. Increase billing capacity among BSAS-funded providers.

Performance Targets: 
1. Study, plan and implement changes at BSAS and providers to prepare for the expansion of substance abuse treatment benefits under the Maryland Primary Adult Care Program (PAC) in 2010, and ensure Baltimore City residents have access to high-quality treatment services.

2. Implement billing systems at BSAS-funded treatment programs.
Estimated dollar amount needed (or received) to accomplish goal:   $1.6 million including $600,000 to fund 10 case managers who combined assist approximately 1,250 eligible Baltimore City residents annually apply for Medicaid/PAC health insurance; and $1,000,000 to restore 15 residential and 30 outpatient treatment slots lost due to budget cuts, and cover costs associated with buprenorphine services and laboratory drug testing for PAC patients that continue to be paid by the City’s block grant because the state has not yet completed PAC billing procedures for these services.

Beginning in January 2010, Maryland Medicaid’s Primary Adult Care Program (PAC) benefits were expanded to include most Medicaid-covered substance abuse treatment services and Medicaid/PAC reimbursement rates to substance abuse treatment providers were increased.  These new costs are being funded through a reduction of State general-funded grant programs.  In FY 2010, $3.3 million statewide was transferred from ADAA grant funds to Medicaid, with $2 million or 61% from Baltimore City.  In FY2011, the transfer amount will be annualized; thus statewide $6.6 million will be transferred from ADAA grants to Medicaid, with $4 million from Baltimore City.  

Baltimore City’s Medicaid/PAC-related budget reduction was disproportionate and anticipated PAC revenues will not be realized for at least 12-18 months; and the City will be unable to restore treatment slots lost due to budget cuts for at least that amount of time.  The factors associated with the delay in restoring the treatment slots include:

· Baltimore City has a larger number of hospital-based (HSCRC regulated) medication-assisted programs than other Maryland jurisdictions; and because these programs are not eligible to bill PAC, $2 million or more annual PAC revenue cannot be obtained.

· The time required to build provider billing capacity is beyond original estimates and may not be completed until summer 2010.

· Many providers are experiencing rejected claims and delays in receiving MCO payments in part because of provider inexperience with billing but also in large part because MCO’s are not familiar with state procedures for reimbursing for services received by self-referred patients.

· Baltimore City is currently spending $781,942 annually to assist patients to apply for PAC, fund identification/citizenship documents, and track PAC applications; and there is no way to recover these funds through PAC collections.

· Baltimore City has a disproportionate number of residential treatment slots (515 slots) and funding ($15,635,522) relative to other jurisdictions and as a percentage of our total ADAA award ($49,098,141).  
The net result of the above issues is that the percentage reduced from Baltimore City’s ADAA block grant award is disproportionately higher relative to the treatment services not covered under PAC/Medicaid.

Progress: (reported every 6 months)

	Update June 30, 2010
1. Primary Adult Care Program (PAC) expansion - BSAS has continued to provide training and technical assistance for treatment providers during the PAC transition to help ensure treatment quality and access to care.  BSAS has also continued to collaborate with ADAA and DHMH to address systemic barriers related to the PAC expansion.   Activities have included:

· In December, BSAS developed a Rapid Response Management Plan to address critical issues related to the PAC transition.  As part of the plan, BSAS began holding daily Rapid Response Team meetings from 9am-10am during which BSAS senior staff discuss and plan activities related to the PAC expansion.
· As part of its Rapid Response Plan, BSAS invited key stakeholders to form a Joint Operations Team (JOT) to identify and help ADAA and DHMH Medicaid address systemic barriers related to patient access to care and provider operations in the new PAC funding environment.  From January through March 2010, representatives from ADAA, DHMH Medicaid, Baltimore HealthCare Access, provider organizations, treatment advocates, and several county health departments met weekly.  Then, in April, as a result of the strength of the JOT collaboration, the frequency of meetings was reduced to every other week.  The JOT team has accomplished many important tasks related to the PAC transition, and expects to release a report in July 2010 summarizing accomplishments and outstanding issues.  
· BSAS continued its collaboration with Riverside Consulting LLC to plan and implement provider development activities.

· Because treatment programs located in HSCRC-regulated hospital space are not eligible for PAC reimbursement, BSAS met with ADAA, DHMH, and treatment providers to develop a policy regarding continued funding for these programs.  The new policy specifies that block grant funding may continue to be used to support methadone treatment in HSCRC-regulated space; however, non-methadone outpatients who obtain PAC must be referred to programs that bill PAC.

· On 1/27/10, BSAS convened a meeting for providers and the Amerigroup Managed Care Organization so that providers could learn about the organization and its processes.
· On 4/14/10, BSAS collaborated with ADAA and DHMH Medicaid, to hold a training session for MCOs and providers on various topics including the DHMH HealthChoice/PAC substance abuse treatment self-referral protocol, CMS 1500 billing form, DHMH provider hotline, and the PAC patient MCO enrollment process. 
· BSAS met with DHMH regarding a possible pilot program that would make PAC funding available for buprenorphine medical services provided at substance abuse treatment programs.  BSAS is finalizing a proposal that will be submitted to DHMH.

· BSAS continued to participate with ADAA’s federally-funded technical assistance project, “Managing in a Hybrid System” to offer training and technical assistance for selected providers on billing and financial management.  In May, 2010, the project was expanded and a series of trainings was held for all substance abuse providers throughout Maryland.
· BSAS continued to participate on ADAA’s HealthChoice/PAC Forms Committee to streamline and standardize forms that providers are required to submit to MCO’s.  The first form being revised is the Initial Treatment Plan which substance abuse treatment providers submit to MCOs to request authorization to treat.
· BSAS is collaborating with ADAA to revise state regulations that would allow non-physician staff of substance abuse treatment programs to request laboratory toxicology drug screens.  Until these regulations are in place, ADAA has approved the use of block grant funds to support drug testing for PAC patients being treated at programs that do not currently employ a physician or other authorized medical personnel.

· BSAS continues to participate on various committees related to the PAC expansion including the DHMH Medicaid Buprenorphine Workgroup, the DHMH PAC Data Committee, and the HeathChoice MCO Medical Director’s Roundtable.  

2. Implement billing systems at BSAS-funded treatment programs – BSAS and the PAC Joint Operations Team have established mechanisms for gathering, responding to, and disseminating information on individual provider problems and systemic billing issues.  Also, BSAS continues to monitor the levels of MCO billing and fee collections among funded providers to identify technical assistance needs, identify systemic barriers, and forecast financial viability among programs.
Update December 31, 2009

1) Planning for PAC expansion – BSAS has conducted a series of activities designed to inform and educate the general public about the PAC expansion, to assist providers preparing to bill for services starting January 2010, to plan for BSAS’ role in the new funding environment, and to influence public policy to ensure access to care by patients and continued viability of treatment programs.  During FY09-FY10, BSAS collaborated with Riverside Consulting LLC to analyze provider readiness, estimate revenue projections from PAC billing, and plan and implement provider development activities.  BSAS held provider forums on PAC expansion and billing on September 14, 2009 and October 14, 2009.  BSAS also facilitated several trainings by Baltimore Health Care Access for providers including an orientation to the PAC Program, patient eligibility criteria, and PAC Manage Care Organizations in November 2009.

In September 2009 BSAS, in cooperation with treatment providers and advocates, received a grant from the Open Society Institute Baltimore titled “Closing the Addiction Treatment Gap” (CATG).  The CATG grant encompasses a range of strategies to expand the availability of effective treatments for people in Baltimore City and Maryland.  One initial focus of the CATG team was to identify priorities and actions needed to help improve the PAC transition.  

BSAS’ internal Continuous Quality Improvement Steering Committee (CQI) also prioritized the PAC Transition and as a result BSAS held training for providers on billing practices.  

In October 2009, BSAS began participating with ADAA in “Managing in a Hybrid System” a technical assistance initiative sponsored by the federal Substance Abuse and Mental Health Services Administration (SAMHSA).  Initially 4 city providers are participating in the project and it is BSAS’ goal to disseminate best practices developed through the project to other providers in Baltimore City.  

BSAS also participated in various committees related to the PAC expansion including State Delegate Peter Hammen’s Behavioral Health Workgroup, the DHMH Medicaid Buprenorphine Workgroup, and the Medicaid Managed Care Organizations (MCO) Medical Director’s Roundtable.  BSAS met with two PAC MCOs in November and December, and plans to meet with the remaining 3 PAC MCO’s in the near future.

In December 2009 BSAS began developing “A Rapid Response Management Plan for the PAC Transition.”  The plan details assigned areas of responsibility for BSAS’ senior staff, lists critical stakeholders in the “Joint Operations Team” and includes a communication plan to keep providers, ADAA, and others informed of important issues related to the PAC transition.  Daily meetings of the BSAS senior staff are held from 9am-10am, and tasks completed include:

· A plan of activities over the next 6 months was developed and continues to be refined

· BSAS sent DHMH a list of all treatment providers with whom BSAS contracts so that DHMH could share this information with PAC/Medicaid MCO’s.

· BSAS developed and distributed a form for providers to use to list their monthly MCO billing, amount collected, and aged-schedule of payments due to providers.  BSAS will monitor these lists and provide technical assistance to providers for whom financial viability is jeopardized.

· BSAS surveyed the number of licensed staff at treatment programs to ensure adequate staffing  for providers to submit approved treatment authorizations, treatment plans, and invoices to PAC MCO’s

· A communications protocol was developed to identify key stakeholders (PAC Joint Operations Team) and key state and local officials, to assign BSAS staff to communicate with specific individuals, and to track communications.   Also, BSAS developed a new email distribution list including the PAC Joint Operations Team.

· On January 4, 2009, BSAS sent providers information on newly developed cost centers in BSAS’ Utilization Program (UP) patient tracking software that providers will use to identify patients with PAC health insurance.

· The drug testing laboratory used by PAC MCO’s was contacted, and BSAS sent providers step-by-step instructions on how providers can set-up accounts with the lab.

· BSAS is consulting with ADAA to develop a plan for Baltimore City HSCRC hospital-based programs because providers in regulated hospital space are ineligible to invoice PAC.  

· BSAS is preparing marketing and public relations plan to inform the public about the PAC expansion.

· BSAS has asked providers to report any difficulties with obtaining authorization for treatment from MCO’s, and BSAS is planning to issue a survey to providers using Survey Monkey to obtain information on providers’ early experiences with the PAC transition including areas such as helping patients apply for PAC, obtaining treatment authorization, invoicing and fee collections, etc.

· BSAS continues to plan training for providers on various topics related to PAC, including a workshop on 1/22/10 about preparing and submitting MCO treatment plans and treatment continuation requests; AmeriGroup MCO orientation on 1/27/10, and training on completing the CMS 1500 billing form to be scheduled in the near future.

1. Implement billing systems at BSAS-funded treatment programs – In addition to the activities described above, BSAS is planning to survey billing companies to assist providers who elect to hire a billing company.  BSAS will also be monitoring how many MCO contracts each funded provider has and monitor provider MCO billing and fee collections so that BSAS can assist in efforts to expand service capacity and maintain program financial viability.


GOAL 3:
Ensure that Baltimore City youth and families have access to effective school- and community-based substance abuse prevention services.

Objectives:

1. Demonstrate improved grade promotion, and reduced behavior problems and suspensions among students participating in the 6th Grade Behavioral Health Initiative at 32 Baltimore City public schools.
2. Expand effective prevention strategies for youth and families
Performance Targets:
1. Number of students served in 6th Grade Behavioral Health Initiative; and results of evaluation being conducted by Georgetown University.

2. Continue to implement the evidence-based Strengthening Families prevention program at community-based programs.

Estimated dollar amount needed (or received) to accomplish goal:  $290,000 to expand the Strengthening Families program at the five existing BSAS-funded community-based prevention programs ($100,000) and implement Strengthening Families at 5 new provider sites in the community ($190,000).

Progress: (reported every 6 months)
	Update June 30, 2010

1. 6th Grade Behavioral Health Initiative – During the 2009-2010 school year there were 368 students served by the initiative.  All 368 students participated in prevention services using the “Why Try” curriculum, and 58 students also received individual clinical services from school-based behavioral health clinicians.  A summary evaluation report received from Georgetown University in March 2010 indicated a pattern of encouraging effects of participation in the 6th Grade Initiative.  The relationship between academic, attendance, and suspension outcomes was particularly evident among those students who attended most of the “Why Try” sessions.  On June 24, 2010, a forum was held with principals and vice principals of schools participating in the initiative.  Performance data was shared and a focus group was held to solicit recommendations from the vice principals on how the initiative could be improved.
2. Community-based prevention services - BSAS currently funds five community-based programs to provide prevention services using two evidence-based prevention curricula; four programs use Strengthening Families and one program uses Life Skills Training.  From January 1, 2010 through June 30, 2010, there were 84 adults and 149 youth served by these programs.  Additionally, BSAS provided community education on substance abuse at 22 health fairs that served approximately 7,656 individuals.  
Update Report December 31, 2009

1. 6th Grade Behavioral Health Initiative – During the 2008-2009 school year there were 772 students served by the initiative including 681 students who participated in prevention services using the “Why Try” curriculum, and 91 students who received individual clinical services.  The evaluation by Georgetown University is expected to be completed in December 2009.

2. Community-based prevention services – BSAS currently funds five community-based prevention programs that offer Strengthening Families (4) and Life Skills Program (1).  From 7/1/09-11/30/09, there were four cycles of Strengthening Families and two cycles of Life Skills.  There were a total of 58 adults and 121 youth served by these programs.  Additionally, BSAS provided community education on substance abuse at 50 health fairs that served approximately 12,489 individuals.


GOAL 4:  
Implement a Recovery Oriented System of Care to help individuals sustain long-term recovery.

Objectives:

1. Inform the community about prevention, treatment and recovery services, and engage community support for individuals and families affected by substance abuse.

2. Collaborate with appropriate agencies to increase access to wrap-around support services for individuals in recovery.

3. Collaborate with the Baltimore City Health Department to improve birth outcomes by linking treatment patients with other programs targeting pregnant women and by training staff to deliver pregnancy safety messages to individuals enrolled in treatment.

4. Collaborate with appropriate agencies to create employment opportunities for clients participating in BSAS’ Department of Social Services Care Coordination Project

5. Enhance and expand Threshold to Recovery support services.

6. Collaborate with appropriate agencies to reduce criminal justice recidivism by helping ex-offenders successfully transition back to the community.

7. Create a new enhanced service to improve patient engagement and retention by allowing programs to hire recovery coaches to facilitate clients’ integration into their communities for up to a year after treatment completion.   

Performance Targets:
1. Number of events held and persons attending BSAS community forums.

2. Linkages created between treatment and wrap around service providers and resources.

3. Linkages created between treatment and programs targeting pregnant women.

4. Number of DSS Care Coordination clients placed into employment.

5. Number of people attending and types of services offered at Baltimore’s Threshold to Recovery Centers.
6. Increased communication between treatment and criminal justice on patients’ treatment planning and discharge needs through the use of SMART and the new criminal justice offender case management system.
7. Funding sought and obtained to support recovery coaches at programs.

8. Advocacy efforts for new zoning regulations in Baltimore City. 

Estimated dollar amount needed (or received) to accomplish goal:  $600,000 is needed to enhance and expand the 3 existing Threshold to Recovery centers ($100,000) and add 2 additional centers ($500,000).
Progress: (Reported every six months)
	Update Report June 30, 2010
1. BSAS community and provider forums – 
With the long term goal of promoting and implementing the ROSC model in Baltimore City, most of bSAS’ outreach efforts have targeted specific stakeholder groups.  On the public policy and advocacy front bSAS maintained a very visible and vocal presence in Annapolis during the recently completed 2010 Maryland General Assembly Session. On numerous occasions bSAS responded to requests from legislators and sponsors of legislation to submit written testimony in support of “treatment-friendly” legislation. In addition members of bSAS’ senior staff also testified before several key committees, including the House Health and Government Operations (HGO), the House Committee on Drug and Alcohol Abuse and during ADAA budget hearings. While verbal testimony given by bSAS was crafted to adhere to committee imposed time limitations verbal testimony was always supported by written testimony. BSAS capitalized on opportunities to submit written testimony as a mechanism by which to introduce and educate the reader on bSAS’ strategic plan goal of designing and implementing the ROSC model in Baltimore City.   

On June 23, 2010, Greg Warren testified before the US Congress Domestic Policy Subcommittee of the Oversight and Government Reform Committee.  His testimony addressed BSAS’ buprenorphine initiative and how it maximizes the public health system’s capability financially and clinically.  In addition, he shared the benefits and challenges to integrating medications into treatment in the corrections and post-corrections community to help reduce incarceration and recidivism rates.  Baltimore was recognized by the chairman of the subcommittee, Dennis Kucinich of Ohio, as a national model.

In an effort to expand bSAS’ knowledge  base and understanding of ROSC as it applies to Maryland,  several bSAS’ senior staff have served as active participants on several Alcohol and Drug Abuse Administration (ADAA) convened ROSC workgroups. Carlos Hardy, bSAS’ director of public affairs, served on the ADAA workgroup convened (monthly) to develop and promulgate Code of Maryland Regulations (COMAR) standards for supportive housing. Christie Trenton, Chief of Program Operations, participated in a 4-week “train-the-trainer” training conducted by ADAA. Based on her participation in the train-the-trainer activities Christina will serve as faculty for two upcoming ROSC trainings being held by ADAA as part of its Office of Education and Training for Addiction Services (OETAS) planned for July 2010. Dr. Yngvild Olsen, Medical Director, and Arnold Ross, Chief Financial Officer, serve on the ADAA’s ROSC Steering Committee.
In addition to educating and informing key decision makers in Annapolis, bSAS leveraged its participation/presentation in several small group meetings, and outreach efforts to promote its ROSC model. Between January and June of this year bSAS’ met with the following groups, where the topic of ROSC was an integral part of the discussion/presentation.

· Mayor Stephanie Rawlings-Blake Transition Team – bSAS Director of Public Affairs served as member of transition team “Health and Human Services Sub-committee”

· Open Society Institute/District of Columbia Office – Site visit  

· Maryland House Health and Government Operations Committee – bSAS participated as member of behavioral health taskforce

· Johns Hopkins Humphrey Fellows – Site visit

· NAACP “ Blue Suit Initiative” – Presentation 

· Billy Taylor “Recovery Ambassadors” cable show – taped segment of prevention, intervention, treatment and recovery

· bSAS “public service announcement”(PSA)  campaign – resulted in bSAS producing a series of  PSA videos for posting on bSAS website and airing on local TV stations

2. Linkages created between treatment and wrap around service providers and resources – 
BSAS continued its collaboration with Baltimore Area Association for Supportive Housing (BAASH) in promoting the organization, and supportive housing as a whole, as a legitimate entity within the continuum of care “safety net”. As a member of Baltimore’s “Hands in Partnership” (HIP) coalition bSAS joins with 20 other human service providers/organizations in attending the group’s monthly meetings to strategize on how to enhance and expand supportive services offered by members of the coalition.

BSAS also presented to the National Women’s Prison Project (NWPP) umbrella group in May. The NWPP group consists of several service providers/organizations committed to supportive and wrap-around services for Baltimore’s male and female forensic population, either while the person is still incarcerated or upon his/her release.

In addition to the two initiatives discussed above bSAS continues to support and promote recovery issues and those in recovery through sponsoring the City’s annual “Recovery Rally and Walk”.  As in previous years bSAS is once again collaborating with the Project Garrison Community Coalition, the Park Heights Community Health Alliance (PHCHA), the Maryland Chapter-National Council on Alcoholism and Drug Dependence (NCADD-MD) and the Gaudenzia Treatment Center in planning and convening Baltimore’s 4TH Annual Rally & Walk event.

3. Linkages created between treatment and programs targeting pregnant women – As a part of ADAA’s Statewide Pregnant and Postpartum Women and Children’s Initiative, BSAS received 22 referrals from various sources in Baltimore City during the last six months of FY2010.  All of the referred women were assessed; and their assessment information was forwarded to ADAA with the recommendation that the women be placed into residential treatment.  Unfortunately, all of the ADAA funded beds remained filled during the period and none of the referred women could be placed by ADAA.  BSAS was able to place two of the women into beds supported by the HB7 project (see below) because these women met the primary HB7 eligibility criteria of having an open Protective Services case.  In May, BSAS surveyed the 10 patients who were not able to be placed to determine if they still needed treatment.  Only about half of the women could be reached, and of those who were reached only three still wanted treatment.  These three clients are currently on ADAA’s waiting list, and concurrently, BSAS is seeking alternative resources/service providers to treat these clients.

BSAS also administers three additional projects specifically for women with young children, including Integration of Substance Abuse and Child Welfare (HB7) and Children in Need of Assistance (SB512).  Patients for these projects are referred primarily from hospital obstetrics/gynecology departments, health departments, homeless shelters, and Baltimore’s Healthy Start Program.  There were 47 patients referred to treatment during the period 1/1/10 through 5/31/10.
BSAS has also recently begun attending monthly meetings of hospital maternal and child health social workers in order to facilitate services and problem-solve complex cases.  The meetings also offer an opportunity for BSAS to interface with staff at the primary entry point for pregnant women identified as having a substance abuse problem.  One area of discussion and planning is the lack of early intervention services for pregnant women using marijuana.   BSAS is collaborating with Sinai Hospital to implement an early intervention group for pregnant, marijuana using women. 

4. Patients employed through BSAS’ DSS Care Coordination Project 
From December 5, 2009 – June 4, 2010, there were 31 individuals placed into competitive employment.  Employers included Baltimore Housing Authority, Associated Building, Dayspring Programs,  St. Joseph’s Manor, Tuerk House, Inc., Broadway Services, Popeye’s Chicken, Powell Recovery Center, Checkers, Fruitful Love Christian Home Care, Select Staffing, Loyola College, Baltimore City Schools, Data Capture Center, McDonald’s, Sheryl’s Cleaning Services, Chimes,  Convergence Marketing.
Positions included Peer Counselor, Telemarketer, Packer and Assembly Worker, Environmental Technician, School Aide, Cashier, Janitor, Healthcare Specialist, Building Monitor, Day Care Provider, Housekeeper, Nursing Assistant, Fast Food Prep, Care Giver 

All customers referred to us are referred to drug treatment by Partners in Recovery Addiction Specialists, who are housed at the Baltimore City Department of Social Services (BCDSS) Family Investment Centers.  An average of 85% of our customers participated in treatment each month during this time period.  Customers participate simultaneously in treatment and training or employment or other work activities.

Other data for the period included:

· Total clients served:  579 

· Services provided:  referral to substance abuse treatment, care coordination, job development, job placement, and continued supported employment services.
· Client work activities:

· Vocational Education (including college and vocational training):  35
· GED Classes:  36
· Community Service: 118
· On-the-job training:  1
· Obtained competitive employment:  31
· # who have worked 17 weeks:  4
· # who have worked 4 weeks:  4
5. Threshold to Recovery – In FY10, the three Threshold to Recovery centers combined provided over 169,807 client visits or approximately 591 clients per day.  Threshold services are offered during the day, evenings, nights and weekends, and include peer counseling, fellowship meetings, acupuncture, tai chi, GED classes, and referral to treatment and various supportive services.  In 2010, one of the centers, Dee’s Place, began providing mental health services and buprenorphine therapy.  The centers continue to develop partnerships with various community based organizations that provide services to Threshold clients.  Some of the linkages created in FY10 included:  STAR HIV testing, Movable Feast free lunches, Baltimore HealthCare Access for PAC enrollment and case management, Mattie B. Uzzle and Day Spring housing programs, Vehicles for Change refurbished cars, smoking cessation classes, Prisoners Aid for legal services and job readiness training.

6. Increased communication between treatment and criminal justice – BSAS helps to increase and improve communication between these two systems by providing ongoing technical assistance and training, and monitoring the timeliness and completeness of electronic communication between treatment and criminal justice agencies. When complicated and/or complex clients enter the criminal justice system and are subsequently managed in a substance abuse treatment setting, BSAS criminal justice care coordinators ensures all parties of aware of relevant community resources.       

To date, the Maryland Opportunity Public Safety Compact has received 35 inmate referrals for community based support.  Patients are referred to treatment using the BSAS/BHCA Information and Referral service.  BSAS has not yet received data on the number of patients referred to treatment and treatment outcomes.  BSAS participates on the monthly CJ Compact Operations Team meeting and also has an advisory role as a member of the senior policy team.
7. Seek funding to support recovery coaches – BSAS met with the Weinberg Foundation to explore the submission of a proposal to fund peer specialists in programs without a Baltimore Health Care Access advocate. The peer specialists would assist patients to apply for PAC, provide support for new patients entering treatment, link patients and families with community resources, and assist patients to establish a support system during and after treatment.  BSAS will follow-up with Weinberg Foundation and explore other sources of funding for recovery coaches.   

8. Advocacy efforts for new zoning regulations in Baltimore City –
First initiated in 2005 advocacy efforts in support of repealing certain discriminatory zoning laws has yielded great success. After a 4 year effort local advocates were successful in advocating for the United States Justice Department to launch a lawsuit. The pending litigation is currently before the judicial system. 

Update Report December 31, 2009

1. BSAS community and provider forums – During September 2009, BSAS participated in 12 events recognizing National Recovery Month including Dan Rodericks and Larry Young radio shows, BSAS convened a community forum on Medicaid/Primary Adult Care at New Shiloh Baptist Church with guest speakers including Delegate Peter Hammen and Legislative Analyst Simon Powell, open houses at treatment programs, and Gaudenzia Program’s “Over the Edge” fund raising event at Silo Point.  On November 17, 2009, BSAS held a “Community Conversation” town hall meeting to education and inform local community leaders and residents on the PAC Expansion.  Approximately 50 people attended the event which included a presentation on PAC coverage by Baltimore HealthCare Access, and question/answer among attendees and BSAS.

2. Linkages created between treatment and wrap around service providers and resources – BSAS has begun collaborating with the Baltimore Area Association for Supportive Housing (BAASH) to seek funding to expand access to transitional living for treatment patients.  BAASH is a voluntary membership organization of housing providers created in 2005 through funding from the Abell Foundation.  BSAS worked with several funded treatment providers to establish BAASH as an umbrella group of supportive housing providers.   BAASH has voluntary standards for its membership, and conducts peer reviews of facilities run by its membership to ensure there are adequate safety precautions and supportive services for residents. 

In 2009, Dee’s Place, one of Baltimore’s 3 Threshold to Recovery centers, began offering mental health services for clients through a linkage with the Mental Health Policy Institute for Leadership and Development and Johns Hopkins Bayview Medical Center, and there are plans to begin offering buprenorphine treatment in early 2010.   Another Threshold center, Recovery in Community, recently began holding weekly Nar-Anon meetings for family members of individuals with drug abuse problems. The third Threshold center, Penn North, offers on-site GED classes for clients.

3. Linkages created between treatment and programs targeting pregnant women – As a part of ADAA’s Statewide Pregnant and Postpartum Women and Children’s Initiative, BSAS conducted 24 addiction assessments during the first half of FY10.  BSAS submitted the 24 assessments to ADAA with the recommendation that all women be admitted to residential treatment.  To date, ADAA has placed 11 women into treatment.  The project allows referrals from all sources; most referrals to BSAS have been outpatient treatment programs, homeless shelters, and Baltimore HealthCare Access.  BSAS also administers three additional projects specifically for women with young children; these programs placed approximately 82 women into treatment during the first six-months of FY2010.  Patients are referred to these programs by hospital obstetrics/gynecology departments, health departments, homeless shelters, and Baltimore’s Healthy Start Program.    

4. Patients employed through BSAS’ DSS Care Coordination Project – From June 1, 2009 through December 4, 2009, there were 40 individuals placed into competitive employment.  Employers included UPS, Quality Inn, McDonald’s, Burger King, Aramark, 1st Team Staffing, Genesis Health Care, Jack’s Cleaning Service, Full Access Storage, K-Mart and Thermofoan.  Positions included residential counselor, packer, building monitor, receptionist, stocker, package handler, custodian, cashier, cook, certified medical technician, laborer, case manger, warehouse worker, dietary aide, parking attendant, security guard, and deli clerk.  Other data for the period included:

· Total clients served:  615, including 286 new admissions and other clients who were re-admitted or in continuous enrollment since FY09.

· Services provided:  referral to substance abuse treatment, care coordination, job development, job placement, on-the-job coaching, and continued supported employment services.

· Client work activities:

· Vocational Education:  29

· GED Classes:  17

· Community Service: 65

· On-the-job training:  3

· Obtained competitive employment:  40

· # who have worked 17 weeks:  10

· # who have worked 4 weeks:  30

5. Threshold to Recovery - In August 2009, an evaluation of the Threshold to Recovery project was completed by evaluators from the Johns Hopkins School of Public Health.  The evaluation findings included:

a. Threshold services and programs facilitate abstinence and decreased drug use through a number of different mechanisms.  

b. The sites provide a physical venue (e.g. “a safe haven”) for people to come that is free from drugs and drug-related activities (e.g. drug dealing).  

c. The availability of NA and AA meetings, dedicated staff, peer support and referrals facilitated abstinence from substances, decreased social isolation and increased social connectedness to other individuals in recovery and family.

d. Attendance at the Threshold sites and interactions with other clients increased knowledge about “pitfalls” and triggers to relapse.  

e. Socializing with others who are living in recovery and gaining support, encouragement and information about recovery-related activities was identified as a major motivating factor for attending Threshold.  

f. The Threshold program had a positive influence on client’s self-image and improved self-efficacy to sustain recovery.  

g. Participation in the Threshold program led to a more positive outlook on life and hope about the future.  

In FY09, the 3 Threshold centers combined served an average of 600 clients daily and had approximately 176,743 client visits annually.  Threshold services are offered during evening, nights and weekends, and include peer counseling, fellowship meetings, acupuncture, yoga, tai chi, GED classes and referral to treatment and various supportive services.  In 2009, one center - Dee’s Place, began providing mental health services and will start buprenorphine treatment in 2010.

6. Increased communication between treatment and criminal justice on patients’ treatment planning and discharge needs through the use of SMART and the new criminal justice offender case management system.   BSAS has made continual efforts to encourage and empower treatment programs and criminal justice agencies to communicate through the SMART computer system.  Recent new collaborative activities include:

· Each month, BSAS issues an email to the Department of Public Safety and Correctional Services (DPSCS) and BSAS-funded treatment providers reminding providers to enter data and reminding the criminal justice system to review data entered in SMART on patient treatment encounters, drug testing results, treatment summaries, and continuing care plans.  

· BSAS court assessors and DPSCS assessment units agreed to enter specific information pertaining to clients’ legal status as well as agent contact information into SMART. 

Through the use of SMART oversight capabilities, BSAS can now:

· Monitor data entry from treatment to criminal justice agencies,

· Ensure consents for release of confidential information between the agencies are entered correctly into SMART,  and 

· Periodically review client aftercare plans and offer technical assistance to providers regarding community resources that offer services to meet needs of CJ clients.  

In 2008, BSAS began participating in the Maryland Opportunity Compact - Agreement for the Public Safety Compact along with the State of Maryland, Maryland Parole Commission, Family League of Baltimore and the Safe and Sound Campaign.  The Public Safety Compact is an initiative to safely restore ex-prisoners from Baltimore City to their families and communities via effective in-prison substance abuse treatment followed by community-based re-entry supports and services, and Proactive Community Supervision, to sustain the effort and to return a portion of the accruing savings from reductions in prison stays to Baltimore City for additional treatment and re-entry supports and services.  In September 2009 BSAS issued a Request for Proposals to identify a group of treatment providers interested in serving this population.  This initiative will include close collaboration among BSAS, prison-based treatment programs, parole agents, and community-based substance abuse treatment providers and re-entry case management service providers.

7. Seek funding to support recovery coaches – In FY11, ADAA will begin requiring local jurisdictions to implement services that are consistent with Recovery Oriented Systems of Care (ROSC).  In FY12, ADAA intends to create a new level of care, “continuing care”, and allow jurisdictions to use their existing block grant to fund activities such as long-term follow-up and recovery coaching for clients who complete treatment.  BSAS continues to seek funding to expand ROSC services and recovery coaching in the near future.

8. Advocacy efforts for new zoning regulations in Baltimore City – The efforts of local and state treatment advocates, including BSAS, to promote Baltimore City government’s compliance with federal statutes prohibiting discriminatory zoning practices has resulted in the U.S. Department of Labor filing a lawsuit against Baltimore City.  BSAS is tracking the process of the lawsuit and hopes to work with the City to revise zoning requirements for outpatient substance abuse treatment programs to be in compliance with Federal regulations and to expand access to care in Baltimore City.


� Source – “Individuals Treated in Certified Maryland Alcohol and Drug Abuse Treatment Programs during CY 2009 and Estimates of Treatment Need Based on the Truncated Poisson Probability Model” provided by the Maryland Alcohol & Drug Abuse Administration to BSAS April 2010. 


� 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�).  Latest numbers available at website are through 2008.


� Local Aid Wealth Calculation, FY 2008.  Data Origination Sources: State Department of Assessments and Taxation; Comptroller of Maryland.  Information provided by Amber Teitt, Office of Budget Analysis, Maryland Department of Budget and Management, email to Aruna Gogineni, May 27, 2009. 


� Source: Maryland Uniform Crime Reporting Data: 2008 (� HYPERLINK "http://www.goccp.maryland.gov/msac/crime-statistics.php). " �http://www.goccp.maryland.gov/msac/crime-statistics.php). �  Violent crime includes murder, rape, robbery, and aggravated assault.


� Source: Most Recent HIV/AIDS Statistics.  Maryland HIV/AIDS Epidemiological Profile, HIV and AIDS Cases by Jurisdiction, Alive on 12/31/2008. (� HYPERLINK "http://www.dhmh.state.md.us/AIDS/Data&Statistics/MarylandHIVEpiProfile122008.pdf" �http://www.dhmh.state.md.us/AIDS/Data&Statistics/MarylandHIVEpiProfile122008.pdf�)


� Source: 2006 Annual Report, Citizens’ Review Board for Children (� HYPERLINK "http://www.dhr.state.md.us/crbc/pdf/child06.pdf" �http://www.dhr.state.md.us/crbc/pdf/child06.pdf�).


� Source: Who Graduates? Who Doesn’t? For class of 2001.  Washington DC: Urban Institute (www.urban.org).
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