STRATEGIC PLAN TO ADDRESS ALCOHOL AND DRUG ABUSE 

PRINCE GEORGE’S COUNTY, MARYLAND

JULY 2007- JUNE 2009
Update for the period of July 1, 2008 – December 31, 2009
Vision: To ensure the delivery of quality alcohol and drug abuse prevention, intervention and treatment services to residents of Prince George's County.

Mission: To ensure the implementation of coordinated strategies to reduce alcohol and other drug use in order to improve the quality of life for the residents of Prince George's County.

Data- Driven Analysis: 
Prince Georges County embarked on an effort to update and expand the reach of its substance abuse treatment system beginning in FY2001, following the award significant Cigarette Restitution Funds.  New services were established, new sites were opened, existing direct care staff were reassigned, contracts were established with multiple private providers, attractive public relations materials were generated and systematically distributed, the occasional radio ad was aired regarding service availability, and agreements were hammered out with Prince George’s County Public Schools, local hospitals, Department of Social Services, the Circuit Court, Parole and Probation, the Office of the State’s Attorney and other agencies and institutions, all with the aim of “growing” the system to open up the pathways to care, improve access and increase the demand for substance abuse treatment services for County citizens and residents.  While this activity has resulted in a substantial increase over FY2001 levels in referrals and in the total number of individuals seeking treatment, demand for treatment has remained significantly below expected levels.

Based on population size alone, it is reasonable to assume that at least 60,000 citizens and residents have a substance abuse problem that could benefit from treatment, yet services remain underutilized. This is confirmed in the report, Need for Substance Abuse Treatment in Maryland, published in September 2008, which identifies Prince Georges County as having the lowest relative substance abuse treatment admission rate in the State.  At 524 per 100,000, the admission rate is about half of what could be expected.  At present, the number of Drug Court enrollees is low; the numbers of individuals presenting for assessment services is low; the number of individuals requesting medication-assisted treatment services is low; outpatient providers are experiencing lower-than-expected demand; there is no waitlist for intensive outpatient services.  
Yet, data obtained from the Maryland State Highway Administration indicates that Prince Georges County has the highest number of motor vehicle fatalities, alcohol-related fatalities and pedestrian fatalities (with pedestrian insobriety as a factor) in the State, with the number of crashes and fatalities rising steadily over the past 4 years.  Data obtained from the Alcohol and Tobacco Tax Bureau within the State Comptroller’s Office indicates significant increases during the 5-month  period spanning July – November 2008 compared to the same period in 2007 in the sale of bottles of wine (476,716 vs. 448,769) and distilled spirits (597,758 vs. 567,372), and sales of certain beers appear to have escalated as well.  There is speculation that increased alcohol consumption reflects the impact of the housing-driven national economic crisis, as Prince George’s County has the highest foreclosure rate in the State.  
Arrests of juveniles and adults for drug-related crimes increased steadily between 2000 and 2005 and declined only slowly after that, according to Prince George’s Police Department, which also has identified that many other crimes are committed under the influence.  In 2005, approximately 3,000 individuals arrived at the Prince George’s Hospital Center emergency room with injuries, illnesses and other medical concerns which were identified by staff as being linked to use or abuse of alcohol or other drugs, and that trend has continued.  What is going on?  The need for treatment services is clearly out there.  How do we unlock the demand for treatment?
Systems Changes 
To explore and address this circumstance, the Drug and Alcohol Advisory Committee  took the step of soliciting feedback from stakeholder agencies and institutions regarding possible barriers to treatment.  The list of possible barriers identified included the following:  treatment site locations; availability of transportation to treatment sites; services available at treatment sites; public and agency knowledge of service availability; assessment and referral processes; race, nationality, class and stigma with regard to behavioral health.
· Treatment site location, transportation and service availability– the key issue is that Prince George’s County covers a lot of territory, has limited public transportation, and outpatient as well as intensive outpatient service sites are accessible by public transportation for limited times during any given day.  Provision of transit tokens and Metro station pick-up services help, but many clients face rides of one and a half to two hours. Further, the County is comprised of multiple neighborhoods and towns, each one different from the next, and residents tend to prefer to stay within those sections of the County with which they are most familiar.  For years, clients of the women’s intensive outpatient program had great success with Medical Assistance Transportation, however, enforcement of existing but previously unenforced Medical Assistance rules eliminated that option for most clients early in FY2009.  Because most of the residential treatment beds used by Prince Georges County clients are in counties other than Prince Georges County, the distance and the anticipated or experienced sense of displacement has been a challenge for many of those clients eligible for residential treatment.  Place really does matter.
· Public and agency knowledge of service availability – the bulk of our public outreach is done through community and health fairs, other community events, faith-based organizations, and some local businesses, with the occasional mailing.  We also rely a lot on our relationships with other health, education, human service and criminal justice agencies and institutions to provide referrals for treatment or other services.   Our partner agencies are responsible for the preponderance of referrals received by our publicly-subsidized treatment providers, however, this strategy has not taken into account the staff turnover at partner agencies at both the provider level and the management level. There is a need to schedule periodic information sessions for staff of these agencies. On one or two occasions in the past 5 years we have been able to publicize our services on the radio for a couple of weeks, to great effect.  Self –referrals and referrals by significant others showed huge increases for about 4 weeks, during two weeks of advertising and for two or three weeks following the airing of ads.
· Assessment and referral processes – the current model, which relies on two primary assessment sites, with “satellite” assessment capability through direct care sites (including private provider sites), is controversial among Health Department staff, because of concern that providers develop assessments that justify referral of individuals assessed to the assessing agency rather than to the most appropriate agency or level of care. Further, it has been identified that private providers frequently fail to report in SMART that the clients they are serving are, in fact, Prince George’s County residents whose care was authorized and paid for by the Health Department. Finally, it is not uncommon for Prince George’s County residents referred to out-of-County residential providers to fail to return to Prince George’s County for step-down services.

· Race, nationality, class and stigma -  some thoughts:
· Prince George’s County has been viewed as the Promised Land by the African-Americans, Latinos, Asians and other racial and national minorities who have moved into this county in the past 35 years.  Now majority minority, the county 35 years ago was largely rural and predominantly White. Until the year 2000, Prince George’s County was the only county in the entire United States that went from being majority White to majority minority and actually experienced an increase in average household income. The minorities who moved here were strivers, people who were the first in their families to complete college, own their own business or secure a job with the federal government.  Those new Prince Georgians faced a lot of opposition, including threats to their lives and livelihoods.  The numbers of minority residents continued to increase nonetheless, because a move to Prince George’s County was a move up to middle-class life, a move that indicated a certain ambition for and achievement of success. 
· The pride that is associated with that achievement may, in fact, be one of the factors that prevents residents from asking for help – whether medical help, income support, transportation assistance, housing assistance or behavioral health services – or even asking enough questions about challenges or decisions faced, until it is almost too late.  Ironically, when services are mandated by a judge, there may be less pride to swallow than when making an outwardly simple decision to request assistance with aspects of life that are not going well.  The former can be chalked up to an institutional response to behavior that falls outside acceptable standards developed by someone else, whereas the latter involves a personal admission of failure in some part of what is supposed to be a life of success.
· The faith community is huge, hugely resourced and hugely influential among the various minority populations in Prince Georges County.   Several large churches and most of the mega-churches have ministries devoted to behavioral health, including addiction, that serve their own congregations as well as others in surrounding communities.  There also are several faith-based substance abuse programs, focused around prevention, education and self-help, which serve local populations.  Total numbers served through these ministries and programs are not captured by the Health Department and SMART, however, significant numbers of individuals access these valuable services provided for the benefit of local communities. 
The following systems changes have been considered or implemented to address the barriers and issues addressed above.
Treatment sites and transportation:

· Consideration was given to moving the Men’s Intensive Outpatient Program from its County-owned site to a more central location, and to encouraging outpatient private providers to increase their presence in the southern and eastern sections of the County.  The current local, state and national economic circumstances make both of these options unworkable.

· Increased funds were dedicated to the purchase of bus tokens and Metro passes for clients

· Vans were reallocated within the Health Department to facilitate Metro stop pick-up of clients trying to get to clinic appointments and programs.

· The plans previously submitted to the State for establishment of a residential treatment facility were submitted for both Congressional appropriations consideration and federal Stimulus Package infrastructure project consideration.

Public and agency knowledge of service availability:

· While no funds are available for advertising, an outreach campaign to beauty shops, barber shops and nail salons was initiated in the southern part of the County, and similar campaigns are anticipated for central and northern portions of the County.
· Meetings have been held with the leadership of several key agencies, including Prince Georges County Public Schools, Mary-National Capital Parks and Planning Commission, and the State Highway Administration to develop collaborations for client referral.  In addition, the Circuit Court Drug Court program agreed to look at ways to increase enrollment, and Assessment staff met with individual judges to encourage referrals of individuals who need treatment but are not appropriate for Drug Court.  Prohibitions against Drug Court participation by clients on probation in any other jurisdiction, or with any violence (even fistfights) or weapons offense make identification of candidates challenging anyway, and with resource challenges in the Office of the Public Defender, Drug Court referrals dipped during the last quarter of FY08 and the first quarter of FY09.
Assessment and referral:

· Through multiple discussions it was determined that the substance abuse system in Prince George’s County should be reconfigured over the next year to allow the Health Department to conduct all initial assessments and referrals to treatment, to the extent possible.  It was determined that, while this change may result in a reduction in the number of assessment sites available, the change will also enhance the opportunity for referral of individuals to the appropriate level of care, and for initiation of discharge planning early in the treatment episode so that case management efforts are focused on making the care and service referrals most appropriate for each individual.
Race, nationality, class and stigma:

· Cultural competency will be reconsidered in the context of the particular populations and their histories in Prince Georges County, toward addressing stigma as it is manifest in this specific environment.  Cultural competency of outreach efforts and materials will be assessed, and efforts will be made to employ outreach methods, such as radio advertisement, that have proven to be successful with our populations.
Other systems changes:

· It should be noted that the County has established prohibitions on all hiring in addition to earlier prohibitions against the provision of benefits to newly-hired grant-funded staff.  This action, in combination with anticipated retirements in 2009 - 2012 of multiple staff currently working in County-operated addictions services, portends significant systems changes in the near future.
________________________________________________________________________
Goal 1- Prevention

Reduce the risk factors for and enhance the protective factors to prevent early initiation of alcohol and other drug use and related behaviors.
Objective 1: Quantify the level of alcohol, tobacco and other drug involvement and risk of involvement on part of Prince George's children and youth.


Action Plan:
· Update the 2002 “Communities That Care” Child and Adolescent 
Substance Abuse Needs Assessment

Intended Measurable Outputs:

· 200 agencies, schools and institutions providing services that affect youth at risk for alcohol and other drug use have data with which to work.

Actual Outputs

· Performance Targets – Funds raised to complete a needs assessment that is utilized effectively as call to action and a guide to service development and implementation
· Measures – Dollars ($)  identified to conduct needs assessment
· Actual impact on Performance Target – 
· $0 identified
Objective 2: Identify target neighborhoods, schools, school districts and zip codes for focused community education, outreach and model prevention program implementation.


Action Plan:
· Review the results of the Child and Adolescent Assessment and related sources of youth data on county youth 

· Select up to 10 neighborhoods for focus activities

· Host a community forum or survey residents of each of those neighborhoods to understand how they view the risk factors they believe their children face, and to identify possible supporting or host groups for model prevention activities.

Intended Measurable Outputs:

· Prevention “Councils” in 6 neighbor hoods agree to participate in focused prevention activities.

Actual Outputs

· Performance Targets – Civic action initiated to address risk factors; risk factor reduction
· Measures – Staff/contractors assigned; planning meetings held; council meetings convened.
· Actual Impact on Performance Target

· 2.0 FTE equivalent identified for assignment
· 3 planning meetings held
Objective 3: Implement model prevention programs in selected neighborhoods.

Action Plan:

· Increase corps of prevention staff contractors and volunteers
· Train prevention corps in model program delivery(Strengthening Families/Dando Fuerza a la Familia, Dare TO Be You, Second Step, Communities That Care,

Communities Mobilizing for Change on Alcohol, and other Federal models as appropriate)

· Deliver 2 Cycles of the most appropriate model prevention programs to those neighborhoods identified in Objective 2.

Intended Measurable Outputs
· 180 families enroll in model prevention programs.

· 400 children and adolescents participate in model prevention programs.

Actual Outputs (Note:  Prevention Coordinator on leave for 4 of 6 months due to work-related injury)
· Performance Targets – County residents educated to enhance protective factors; individual and family norms changed in selected neighborhoods
· Measures – families enrolled in prevention programs; children participating in prevention programs
· Actual Impact on Performance Target 
· 66 families 
· 69 children
GOAL 2- Treatment Access
Improve access to and quality of alcohol, tobacco and other drug treatment services for residents of Prince George's County.

Objective 1: Establish in-county residential detoxification, treatment and work release facility, and transitional housing.

Action Plan: 
· Follow up on architectural programming and facility plan submitted to the state corrections oversight body in March 2007

· Summit facility plan to DHMH capital projects authority by April 2008

· Follow through on requirements of County capital improvement planning process

· Explore transitional housing opportunities with Dept. of Housing

Intended Measurable Outputs:
· $10 million (or required funding) secured for facility construction.
· 120 treatment enrollees or graduates secure sober housing.
Actual Outputs

· Performance Targets – Local detoxification and treatment for local population; sober housing for individuals working on recovery
· Measures – Dollars ($) secured to support facility; treatment enrollees securing sober housing
· Actual Impact on Performance Target

· $0 secured
· 13 clients in sober housing (not including Network clients)
Objective 2: Establish competency n the screening, assessment, referral and treatment (including adjudicated treatment) of co-occurring substance abuse and mental health disorders as a standard for publicly-funded treatment services.
Action Plan:
· Recruit the County Mental Health Authority for membership on the Drug and Alcohol Advisory Committee
· Establish a Drug and Alcohol Advisory Committee subcommittee on the Co-occurring Disorders
· Cross-train all clinical staff in publicly-funded treatment programs - screening, intake, treatment
· Recruit bilingual staff with, or who can achieve, dual competency

· Institute universal screening for co-occurring disorders

· Institute treatment enrollment and service protocols that recognize the chronic, relapsing nature of addiction and mental illness
· Establish a District Mental Health Court

Intended Measurable Outputs:

· 500 individuals receive appropriate treatment for co-occurring disorder. (Half-year FY09 total = 436)
Actual Outputs

· Performance Targets – Treatment resources that address needs of statistically significant populations
· Measures – cross-trained (COD-capable) staff; COD-capable bilingual staff; individuals screened for COD using common tool
· Actual Impact on Performance Target

· 57 COD-capable staff
· 4 COD –capable bilingual staff
· 0 screened using common tool – a multitude of tools used in addition to ASI, with the M.I.N.I. and Beck Depression Scale dominating
Objective 3: Enhance and expand adolescent treatment


Action Plan 

· Increase the staffing complement for Juvenile Drug Court
· Issue RFA for adolescent Residential Treatment, and enter into a contract for service delivery

Intended Measurable Outputs:
· Juvenile Drug Court caseload doubles from 30-60

· 40 adolescents access residential care
Actual Outputs

· Performance Targets – Effective treatment for majority of County youth identified as having significant social/behavioral problems linked to or manifest through substance abuse
· Measures – youth enrolled in Juvenile Drug Court; youth who access residential treatment
· Actual Impact on Performance Target

· 27 youth enrolled in Drug Court
· 4 youth accessed residential treatment
Objective 4: Enhance and expand treatment services for individuals with Limited English Proficiency (LEP)
Action Plan
· Recruit additional bilingual counseling and case management staff in all programs
Intended Measurable Outputs:
By September 2008, 10% of clients enrolled in treatment and court diversion services have English as a second language.

Actual Outputs

· Performance Targets – Treatment resources address needs of statistically significant and/or historically underserved populations
· Measures – LEP clients
· Actual Impact on Performance Target

· 132 LEP clients enrolled - 10% of all clients
Objective 5: Maintain and enhance gender-specific service options

Action Plan: 

· Evaluate existing programming for women

· Secure services and  adjustments identified as necessary through the evaluation process
Intended Measurable Outputs:
By September 2008, 75% of women in treatment system are receiving gender specific services.

Actual Outputs

· Performance Targets – Treatment resources address needs of statistically significant and/or historically underserved populations
· Measures – women receiving gender-based services
· Actual Impact on Performance Target

· 66% of women served received gender-specific treatment services
Objective 6: Enhance private provider treatment network

Action Plan:

· Modify and/or manage the contracting, contract amendment and provider payment processes to allow timely payment of providers for services, and ensure provider stability.

· Continue with implementation of concurrent monitoring process

· If funding allows, implement and incentive program.

· Develop, staff and implement centralized pre-screening and authorization services

Intended Measurable Outputs:
· 0 private providers go out of business.
· By September 2008, 90% of individuals assessed for treatment undergo screening and/ or initial assessment thru centralized service.

Actual Outputs

· Performance Targets – Full continuum of care consistently available to residents; instantaneous knowledge of treatment requests and admissions
· Measures – providers who stay in business; treatment enrollees screened/assessed centrally
· Actual Impact on Performance Targets

· 100% of provider network in business
· 833, or 51% of individuals assessed centrally
Objective 7: Enhance and expand support services for individuals in recovery.

Action Plan:

· Increase complement of case management staff

· Establish provider network for addictions treatment clients who require treatment for Hepatitis C

· Establish partnerships and seek funding to secure sober housing for individuals In recovery

Intended Measurable Outputs:
· By September 2008, 90% of clients leaving residential treatment are assigned a case manager.

· 3 or more private physicians’ offices serve substance abuse treatment enrollees who require treatment for Hepatitis C.

· 120 treatment enrollees/graduates secure sober housing.

Actual Measurable Outputs

· Performance Targets – “No clients left behind” due to health, housing or other case management concerns
· Measures - residential treatment clients assigned a case manager; physicians serving Hep C clients; clients securing sober housing
· Actual Impact on Performance Targets

· 25 of  238 residential treatment clients assigned a case manager
· 2 physicians trained to serve Hepatitis C+ clients
· 13  treatment clients in sober housing
Goal 3: Improved public safety - Improve public safety by reducing alcohol and other drug use by county citizens and residents.
Objective 1: Increase diversion, drug court, re-entry and other programs to adequately address the needs of alcohol-and other drug- involved residents identified through the criminal justice system.

Action Plan:
· Expand re-entry sites for coordinated services
· Consolidate all drug related task forces to facilitate interagency collaboration and service delivery

Intended Measurable Outputs:
· Increase from 3 to 6 the number of sites providing tailored services for juveniles and adults leaving detention.
Actual Outputs

· Performance Targets – Safety net for high-risk youth to prevent ATOD abuse and related problems in adulthood
· Measures – Re-entry sites
· Actual Impact on Performance Targets

· 4 Re-entry sites
Objective 2: Identify existing Federal, State and local laws related to illicit drug use, underage drinking and tobacco use, and the sale/distribution of alcohol, tobacco and other drugs which can be utilized, augmented, supplemented or differently enforced to increase system leverage for treatment referral and termination of illegal sales/distribution, and take action.

Action Plan:
· Investigate legal and legislative sanctions available to facilitate access to treatment and maintenance in treatment

Intended Measurable Outputs:
· 1 additional approach is implemented to reduce supply/demand.

Actual Outputs

· Performance Targets – Significantly reduced youth access to alcohol, tobacco and other drugs
· Measures – new/renewed legislative approaches to reduce access
· Actual Impact on Performance Targets

· 1 collaboration initiated toward new approaches – estimate 2 years to legislation
Objective 3: Enhance enforcement efforts in target neighborhoods through increasing resident responsiveness to high-risk and illegal behaviors.

Action Plan:
· In the neighborhoods identified under Goal 1, Objective 2(above),conduct community forums and “teach-ins” on how to identify high-risk and illegal behaviors, and how to report those behaviors to appropriate authorities(building management ,neighborhood association, police) to ensure that those behaviors are addressed

· Provide a neighborhood liaison who can offer technical assistance and further training to neighborhood residents who want to see enforcement enhanced. 
 
Intended Measurable Outputs:
· Decrease from pre-implementation to post implementation in percentage of individuals in the target neighborhoods who perceive that there is “some” or           “a lot” of undesirable activities in their neighborhoods.

Actual Outputs

· Performance Targets – Civic engagement in every zip code to reduce risk factors and re-set norms
· Measures – perception of reduction of undesirable activities in neighborhood
· Actual Impact on Performance Targets

· 2 of 4 target communities has “buy-in”
Goal 4: Infrastructure Enhancement - Enhance the infrastructure to achieve and sustain an efficient and effective system for delivery of alcohol and other drug services.

Objective 1: create and sustain a work environment, policies and operational practices that attract, retain and develop committed and competent employees at alcohol and drug service programs at across county.

Action Plan:

· Work with County Office of Human Resource Management to facilitate trainings and development of new classification specifications that consider changes in the field of and the regulations and standards governing delivery of alcohol, tobacco and other drug services.

Intended Measurable Outputs:
· 75% reduction in position vacancy rate.

Actual Outputs

· Performance Targets – Prevention and treatment services fully staffed
· Measures – positions vacant
· Actual Impact on Performance Targets

· 6% of positions are vacant
Objective 2: improve staff development through training collaboration

Action Plan:
· Include all county agencies that impact the drug use populations in targeted training and professional development opportunities.
· Develop cross-training protocol to ensure the development of basis knowledge and core skills.

Intended Measurable Outputs:
· 15% increase in successful discharges.

Actual Outputs

· Performance Targets – Significant majority of discharges are successful
· Measures – successful discharges
· Actual Impact on Performance Targets

· 224 Health Department discharges were successful between July 1 and December 31, 2008 as compared to 123 between January 1, 2008 and June 30, 2008.
Objective: Enhance intra-and inter-agency collection and communication of data information.


Action plan:
· Work towards making all treatment service agencies SMART- enabled to facilitate exchange of necessary information and provide appropriate continuum of care.

Intended Measurable Outputs:
· 100% of in -County treatment programs utilize SMART

Actual Outputs

· Performance Targets – Instantaneous communication of client/program activity and results
· Measures – treatment programs using SMART
· Actual Impact on Performance Targets

· 100% of public and 33% of private treatment programs are SMART-enabled
Objective 4: Maintain integrity of facilities and equipment for maximum safety and efficiency.

Action Plan:
· All treatment agencies need to be aware of and adhere to Joint Commission safety standards
Intended Measurable Outputs:
· 15% reduction in safety-related incidents between 1/08 and 6/09.
Actual Outputs

· Performance Targets – Treatment programs safe for clients and staff
· Measures – safety-related incidents
· Actual Impact on Performance Targets

· 11 safety-related incidents occurred in the first half of FY2009 (includes 2 clients identified as suicidal and 4 clients identified for ER referral due to medical conditions)
