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Vision:
A safe and drug free St. Mary’s County supportive of recovery.

Mission:
To build on multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals; to enable the consumer to move on to fully engage in the lived experience of recovery.   
Introduction

The St. Mary’s Local Drug and Alcohol Abuse Council (LDAAC) was formed pursuant to Subtitle 10 of Title 8 of the Health-General Articles.  The council is composed of members as required by COMAR.  .

The 2012-2014 LDAAC plan is comprised of relevant data, priorities and goals for meeting the community’s needs for substance abuse prevention, intervention, treatment and recovery services.  The Council has utilized data showing trends to prioritize elements for the continuum of care for 2012-2014 and to strategize on how we can effectively act on these priorities.  Our current level of funding is $3,784,889.  This plan addresses unmet and unfunded needs based on data across systems.  At this juncture, the LDAAC has begun implementing a Recovery Oriented System of Care (ROSC) treatment modality because it is viewed as the most appropriate system to match our community’s needs.

Data Analysis

According to the 2007 Maryland Adolescent Survey (MAS), St. Mary’s County has a higher than state average of 12th grade respondents reporting alcohol uses (73% versus average of 66.6%) and binge drinking (53.4% versus average of 46.9%).  A lower reported use of marijuana is documented in St. Mary’s County than the state average for respondents in grades 6-12.  There is some good news shown in the data in that the percentage of 12th graders reporting alcohol use in St. Mary’s County is down by 2.8% from 2004 MAS data, and the percentage of binge drinking reported in the county for 12th graders is down 2.4% from the 2004 data.  This analysis indicates to the Council that current prevention efforts are both needed and showing positive results.  In this plan, the Council includes prevention as an integral part of a successful ROSC model and will focus on the continued use of evidence-based practices in prevention.  

The County’s treatment continuum of care offers care at all ASAM levels.  

In 2011, the County’s public provider of outpatient addictions programs (Level I and Level II) provided treatment to nearly 1,100 adults, indicating that current outpatient treatment programs are reaching only 25% of the approximately 4,000 adults in the County estimated in need of treatment.  (This projection is based on data for Southern Maryland reported by CESAR.)  This gap between the population in need and the population in treatment speaks to the limitations of the acute-care driven model and argues for the implementation of a ROSC with its focus on relationship-oriented, patient-driven care.  Another important trend in consideration of the community’s readiness for a fee for service-driven system for financing treatment is found in the high rate of unemployment (40%) reported among outpatient clients.  Provider input also suggests that a significant number of all clients lack insurance.  The publicly funded treatment provider has a system in place to review PAC eligibility of clients; for eligible clients, PAC applications are provided.  Approximately 15% of current users of services are eligible for PAC, and are provided a PAC application at the time of Intake.  (Walden is the ACA Connector)  The Council recognizes the need to plan for how these individuals will continue to be able to access care in a changing financial system that is based on ability to pay.  

The region has a total of 19 long-term residential (III.1) bedsThe majority of these beds are occupied at any given time by clients with a co-occurring disorder.  Currently, only 15 of these beds benefit from priority admissions for psychiatric services on site.  In addition, only 15 of the level III.1 beds currently offer on-site access to buprenorphine treatment.  Effective FY13, As a result of cuts made to the budget for the jurisdiction’s continuum of care, the County finalized the process to privatize services offered at the all-male level III.1 (15).  At this time, it is also anticipated the funding designated in the past from the County resources will no longer be available to support this level of care.  In response to this difficulty, many systems of care are moving toward ROSC friendly variable length of stay programming supplemented by wrap-around support programs and sober housing.  With this in mind, upon completion of the appropriate Procurement process, the County awarded FY13 and FY14 grant funds to the jurisdiction’s primary treatment provider to further support the continuum of care in this manner.  
In addition to the residential III.1 level of care, there are a total of 18 regional short-term residential (Level III.7) beds in the continuum.  Of those admitted to this level of care in FY 11, 27% reported 3 or more contacts with treatment episodes previous to admission.  This statistic indicates that episodic treatment for these individuals could not prevent their current need for admission to the most acute level of care in the continuum.  The Council believes that the ROSC-focused changes to the community’s system of care will provide more flexible options for this population that will decrease recidivism, particularly into acute care.  43% of Anchor admissions are for Opiates as a Primary or Secondary in FY11; 42% was the figure for FY 10.    This increase underscores the need for funding of detoxification services; yet, the high fixed cost of providing medical coverage for detoxification services places these services at risk in a fee-for-service environment.  More dedication of available funding resources toward care coordination including case management, particularly for this high-risk population, are both practical and best price solutions to serving clients in the fee-for-service climate.  Ultimately, we believe that a ROSC system, with its emphasis on a long-term, patient-oriented relationship of care with the client, is most appropriate to the evolving treatment needs of the community, particularly with regard to clients presenting with addictions of an insidious nature with a high potential for recidivism.  

The Council also recognizes that there are underserved populations within the substance abuse community in St. Mary’s County which include incarcerated persons and individuals without stable housing.  The demand for treatment within criminal justice facilities continues to exceed the existing resources, and budget cuts to our jurisdiction’s level of ADAA funding have negatively impacted resources available at our local detention center for assessment and treatment.  Case management, counseling, housing and employment continue to be noteworthy deficits within the realm of services.  At the St. Mary's County Detention Center, admissions for treatment have remained consistent with the average daily population to previous years.  In FY10, 81 inmates were authorized by the courts with only 60% receiving substance abuse treatment.  In FY11 only 52% of 84 authorized inmates received the recommended treatment prior to release.  In the present FY12 cycle, the inmates are realizing a 35% treatment plan.  The aforementioned data certainly depicts a significant decrease in treatment services by 25% over the past 2 years.  The St. Mary’s County Detention Center has also realized a waiting list of 28% in FY12 for scheduled in house services.  These deficiencies are attributable the loss of grant funding utilized to provide facility service hours.  This alarming fact documents the evident need for the additional resources that appear in this plan for this population.  Also, stable housing continues to be an obstacle reported by providers for successful transition of clients out of residential care.  The primarily publicly funded treatment provider anecdotally estimates that as many as 50% of individuals in long-term levels of care experience significant challenges finding appropriate and affordable housing.  For the majority of clients served by adult drug court, lack of housing and employment opportunities create obstacles to their recovery process.  To achieve the most significant behavioral health impact, the LDAAC has created specific goals, priorities and identified new initiatives to build the ROSC continuum and sober housing resources available within the County.
Priorities

The 2012-2014 St. Mary’s County LDAAC plan is based on the needs of the client as we move to a more client-centered approach to treatment.  The goals and objectives outlined below will ensure that our county’s substance abuse treatment services are effective, efficient, and are provided equitably in a timely manner. Our goals and objectives are expected to produce meaningful and relevant results for targeted populations as well as continue our initiated process of transforming the local system of care away from an emphasis on acute treatment and toward a continuum focused on wellness and disease management.  Reduction in substance abuse, improved family relationships, stable living conditions, increase in employment rates, improved social connectedness, improved access to treatment, longer retention in treatment and a sustained and successful connection to a recovery supportive community are all intended outcomes for our community.  New initiatives that complement our implementation of the ROSC model, such as increasing the capacity of our sober housing facilities and working with recovery initiatives currently being formed by organized members of our long-term recovery community will have a positive impact on client-centered service delivery. In addition, we have a critical unmet need at the detention center for pre-trial and re-entry services.  Due to the lack of adequate treatment, coordinating and case management staff, detention center leadership is often thrust into the role of attempting to provide re-entry and pre-trial services.  The St. Mary’s County Detention Center has been required to place a correctional officer in the role of case manager to assist with this target population need.  St. Mary’s County is also in the process of a jail expansion/renovation designed to provide an enhancement of these services between FY12 and FY15.  The LDAAC is optimistic with the facility expansion, in concert with additional personnel; the needs of this population can be better addressed.  In response to this gap in services, additional dollars are requested to implement quality, consistent re-entry and pre-trial programs for this underserved population.  Anticipated outcomes on the system of care include a new, formalized capacity to incorporate the oversight and leadership of persons in recovery and expanded access to services.
Our first priority is to ensure that we continue to develop our continuum of care consistent with the recovery oriented system of care (ROSC) model.  This system provides substance abuse treatment for targeted populations with integrated care, care coordination and evidence-based treatment.  It is designed to include stabilizing support through recovery supportive services and through peer recovery coaching.  Goals I, II and III address this first priority.  This priority also includes activities to recruit, retain and train a quality workforce charged with providing client-driven care in a ROSC model.  Goal III speaks to a cohesive plan for providing pre-trial and re-entry services to the underserved population at the detention center and will be a priority focus for new dollars requested.  Equally as important is the necessity for the LDAAC to continue to educate the community about ROSC including the awareness of how important it is to be ready for a fee for service system capable of meeting community need, the role of peers in recovery, and the role that faith-based organizations and others can play in this system of care.
The creation of sober housing as a component of ROSC is our second priority; cuts impacting the feasibility of continuing to provide our current number of beds available at the III.1 level of care have made the need to increase our sober housing capacity even more urgent.  This is true even with ATR resources in sober housing implemented in our jurisdiction during  previous program years.  Currently, an absence of available housing options for clients exiting residential treatment presents challenges across the service delivery continuum.  Specialty housing is not readily accessible to clients, and treatment providers' relationship with these entities must be explored and enhanced.  Waiting lists can also be quite long for Section 8 housing (up to 2 years).  At this time, providers rely on the limited number of shelter and transitional housing beds available in the community to place clients exiting residential treatment with nowhere to go.  Unfortunately, these shelter and transitional housing beds are not supported by services necessary for sober housing.  The risk of recidivism in these circumstances is heightened.  The sober housing initiative will address these concerns and provide supportive client care based on continuous healing relationships customized to clients' choices and preferences.  
Our third priority is outlined in Goal V and focuses on the quality prevention programs already in place in St. Mary’s County.  Prevention is, of course, the underpinning of a solid ROSC model.  Our prevention efforts are intended to provide quality, consistent information and skill enhancement to our community.  Through a focused approach to the objectives in Goal V we will provide evidenced-based prevention programs, (e.g. Guiding Good Choices and Developmental Assets of Youth) in a variety of settings with referrals from multiple sources (schools, courts, etc.).  Increased concentration will be placed on garnering community support for the implementation of environmental evidence-based prevention programming that encourages community groups to take responsibility for adolescent and adult prevention efforts.  Finally, the prevention office will support the LDAAC’s move to a ROSC model by providing educational opportunities for citizens and by assisting with access to peer mentoring/recovery services.  
Goal I:
Continue to develop the infrastructure to sustain an efficient and effective ROSC system.

Objective 1:
Recruit and retain qualified workforce in order to provide safe, effective and timely client-centered services, including care coordination and continuing care in the treatment setting.
Objective 2: 
Train a professional workforce to assure provider competencies in best practices and awareness of system changes through a system of continuing education.
Objective 3:
Obtain and implement an electronic medical records system.
Objective 4:
Provide connectivity for data availability to the Human Services Substance Abuse Division to monitor access to care across all levels of treatment system and responsiveness of system to client needs. Integrate use of technology to improve access to treatment and implementation of emerging best practice approaches in treatment utilizing technology 
Objective 5:
Develop a business model to adjust to the changes in the financing of the system.

Objective 6: 
Provide a consumer-friendly partnership by encouraging the full participation of consumers and family members in the treatment continuum, including involvement in planning, implementation and evaluation of services offered in the continuum and partnerships developed by the continuum.
Objective 7:
Ensure that all consumers have the authority to choose from a range of options and to participate in all decisions-that will affect their life to include all natural support persons, agencies and resources that will affect their life.   

Goal I Performance Targets:
(1) Fill all direct counseling position vacancies within 60 days.  Maintain a retention rate of 80% for direct counseling positions during first 2 years of employment. Target met in FY14.
(2) 100% of direct counseling staff will receive training in evidenced-based practices within first year of employment. Target met in FY14
(3) Make recommendations for EMR system implementation by 12/31/11and implement the system by June 30, 2012.  Primary treatment provider has agreed to assist state (ADAA) in FY13 to pilot use of new modules in SMART to evaluate their ability to meet meaningful use needs; plans to implement a new EMR system are on hold until results of this pilot are evaluated.           UPDATE:  Primary treatment provider is moving forward with purchase and implementation of an EHR and will continue to work with state (ADAA) to assure all data required is reported to the state.  Target met.
(4) Ensure State of Maryland Automated Record Tracking System (SMARTS) accessibility is available to the substance abuse coordinator to review and monitor timeliness and appropriateness for all levels client care.  Target met. 
(5) Match business model to state-integrated process for mental health and substance abuse, when directives are available from the state to do so. In Process, primary treatment provider has established MH clinics and psychiatry services.

(6)
Continue to support growth of established consumer and family member driven peer support and advocacy group and encourage new recovery community initiatives through partnership and support. Primary treatment provider opened Beacon of Hope Recovery Community Center in February 2012, staffed with Peer Support Specialists (Recovery Coaches) hired by primary treatment provider in January 2012.  Sober (recovery housing) sites in partnership between the primary treatment provider and Three Oaks Center in March 2012 beginning with one house for men and one for women. Targets met, Beacon has expanded services with additional Recovery Coaches. Primary treatment provider is working with Stepping Stone recovery housing provider to build capacity.
(7)
Implement training opportunities to gain new and nurture existing 
investments of community stakeholders.  Primary treatment provider leveraging grant dollars from other funders to achieve a workforce trained in trauma informed care best practices, and is offering limited slots in this best practice training to community partners.  Primary treatment provider is also actively pursuing training staff as instructors in Mental Health First Aid and in Recovery Coach Academy to assure that both of these trainings are available internally and in the community to meet emerging needs and requests of peer support, direct care, and community allies.  Primary treatment provider has staff trained as Instructor for CCAR Recovery Coach Academy and Mental Health First Aid.  A Recovery Coach Academy was held in the jurisdiction in March 2012 and 15 individuals were trained. In process, workshops in Trauma Informed Care were provided by proivder. Provider continues to offer Recovery Coach Academy trainings, MH First Aid: adult and adolescent models.
Estimated dollar amount needed:  $325,000
Goal II:
Enhance the newly implemented ROSC model system for outpatient and residential services capable of operating within a multi-funding stream framework that includes fee for service, grants and other local, state and federal funding sources in a manner respectful of client preferences regarding length of stay in accessed levels of care.
Objective 1: 
Review and enhance screening and assessment processes to ensure access to the ROSC by the general public as well as referrals from core agencies/institutions, for those needing both initial and re-entry treatment services.

Objective 2:
Work with core agencies and institutions such as Department of Social Services to include a) broader use of addictions assessment and b) heightened awareness of those potentially over-utilizing services due to unaddressed addiction issues

Objective 2a:
Continue to develop an integrated treatment and care coordinated response, led by the publicly funded treatment provider within a ROSC network by working with existing partners and developing new partnerships in a manner that develops case management, peer support, employment and education services, housing referral and other recovery supportive activities such as care coordination interactions, sober housing and modifications to existing residential treatment as components of coordinated client care.
Objective 2b:  Work with community partners to design a person-centered health home model for substance abuse patients inclusive of integrated treatment, somatic care, and ancillary/psychiatric services as needed.

Objective 3:  
Provide for enhanced treatment capability through the use of buprenorphine in the course of outpatient and residential services by recruiting qualified community-based physicians to support the ROSC continuum of care.
Objective 3a:  
Provide a transparent system of psychiatric assessment and referral via ROSC model by examining current ADAA grant funding and allocation of services to maximize efficiency.
Goal II Performance Targets:
(1) Survey ROSC stakeholders and conduct internals audits twice annually, making appropriate adaptations to screening and assessment process based on feedback. Provider has modified services to meet ROSC  treatment models.

(2)
Review existing ROSC partners’ current Memoranda of Understanding and develop partner MOU’s as required.  Primary treatment provider working on developing MOAs with local recovery groups (i.e. 12 step) to partner at Beacon of Hope Recovery Community Center.  Provider is currently working with Chesapeake Recovery Club and local NA and Al-Anon contacts.  Primary treatment provider has MOAs with 4 local mutual aid groups to hold meetings at Beacon of Hope Recovery Community Center. In process, the number of support groups at Beacon have been expanded.
                        (2a) 
Create protocol supported by training with local St. Mary’s County Hospital Emergency Department to provide family outreach and motivational interviewing of patients with potential addiction issues regarding treatment options and recovery community support.  Primary treatment provider has secured funding from state’s CHRC to provide SBIRT, motivational interviewing, outreach and other integrated services with St. Mary’s Hospital via the ER, Psychiatric Unit and the Get Connected to Health primary care mobile unit. UPDATE:  Primary treatment provider has begun providing integrated services at two primary care clinic sites and on hospital inpatient units. In progress, procedures are being refined as part of Health Enterprise Zone funding.

(2a)
Initiate care coordination interactions at the primary treatment provider’s 

sites to 200 individuals accessing care annually for approximately 150 clients in 3.7 services and 50 clients in a combination of Intensive Outpatient, 3.1 and sober housing services.  Services are underway, with policies and procedures developed and clients being accepted into service. Ongoing and meeting targets.Some care coordinations services were reduced by ADAA.
(2b)
Utilize local 24 hour hotline as resource for delivery of
treatment and recovery tips and support (utilizing prepared 
materials) Completed.


(3)
Create contractual and/or referral relationships with at least one
provider of outpatient buprenorphine services by 12/31/11.  Primary treatment provider negotiating with psychiatrist to provide on site services from 3/5/12 through 8/28/12.  
Update:  Target met.  Primary treatment provider offers buprenorphine services.
(3a)
Increase the percentage of clients treated with buprenorphine above FY 2011 levels.  Primary treatment provider’s proposed psychiatrist has 30 treatment slots available for balance of FY 12.  psychiatrist is accepting patients. All SMC public funds for buprenorphine  are being utilized.
(3b)
Increase number of clients enrolling in Primary Adult Care (PAC) and
other medical benefits programs above current levels. Primary provider is acting as the Connector entity  for ACA and is increasing enrollments.
 Estimated dollar amount needed:  $312,800
Goal III:         Maintain and enhance a ROSC model of care for adolescent and adult

substance abuse offenders.        

                        Objective 1:
Continue to expand the integrated substance abuse treatment services for adolescents and adults referred through the criminal justice system.
Objective 2:
Continue to seek support and enhancement of the St. Mary’s County Drug Courts through grants, other funding sources and collaborative partnerships.
                        Objective 3:
Seek additional funding support for the Detention Center offender pre-trial/reentry transition planning, counseling and case management for treatment and supportive services through grants and collaborative partnerships. 

Update:  Supplemental funding from FY14 treatment grants, as well as a match from the Detention Center, provided for an additional Outpatient Treatment coordinator to serve the female inmate population for the second half of FY14.  Female inmates were identified as an underserved population as well as a high-risk population through the Opioid Overdose Prevention workgroup through the analysis of local data. It is anticipated that additional county funding will support the continuation of this expanded service through FY15. 
Goal III Performance Targets:
(1) Track the number of adolescents and adults referred through the criminal justice system. Primary treatment provider  has  expanded access to integrated services and has opened two MH clinic sites in St.Mary’s.
(2) Reduce the rate of recidivism and substance abuse among Drug Court participants.

 (3a) 
Reduce "waiting list" for inmate assessments and substance abuse
treatment services to further reduce offender recidivism. Provider has received one time funding and will partner with SMCDC to provide female inmates enhanced IOP services.


(3b)
Establish a legitimized correctional services pre-trial offender re-




entry and case management system.

Estimated dollar amount needed:  $722,693.00 
Goal IV:
Build capacity within continuum for sober housing as a more cost-efficient, ROSC-friendly solution to reductions in availability of long-term care capacity
Objective 1:
Establish new and enhance our existing partnerships to create access to sober housing/specialty housing.
Objective 2:
Secure funding to provide wrap around and peer recovery support services that sustain clients in sober housing placements.

Goal IV Performance Targets:
(1)
Initiate a minimum of one partnership MOU as required with housing

services programs and/or landlords.  Primary treatment provider and Three

Oaks Center opened two sober (recovery) houses in March 2012 under a MOU/contract. Provider has a partnership with Stepping Stone recovery housing. Stepping Stone has assumed responsibility for current recovery houses.
(2)
Secure sufficient funding to hire staff for recovery supportive services
in sober housing sites and assure access to ongoing treatment and recovery supportive services for sober housing residents.  Peer Support Specialists hired by primary treatment provider via ADAA ROSC funding will assist with recovery support services provided at sober (recovery) housing opened in the jurisdiction in March 2012.  ADAA funding awarded in FY 12 for sober housing was discontinued in FY 13, and the primary provider is exploring alternative funding sources to support the jurisdiction’s existing Recovery Housing.  In FY13, Provider worked with Stepping Stone  who is managing recovery housing independent of grant funding. 
Estimated dollar amount needed:  $120,000
Goal V:
Educate and empower St. Mary’s County residents to lead healthy                   


lifestyles, free of alcohol and drug abuse.

Objective 1a:
Use evidence-based prevention programs in all appropriate settings.

Objective 1b:
Recruit youth in implementing Communities Mobilizing for Change on Alcohol with purpose of identifying adolescent-named strategies for prevention and intervention that might be incorporated into the local MSPF coalition - Community Alcohol Coalition (CAC),
Objective 1c:  Partner with local, community-based programs to facilitate evidence--based prevention programs encompassing an a la carte menu of topics/sessions.   

Objective 2:
Expand capacity within the community to implement evidenced-based environmental programs.

Objective 3:
Explore additional opportunities for pro-social activities for youth, a prevention component that is at a deficit in St. Mary’s County.

Goal V Performance Targets: 

(1a)  
Provide alcohol and other drug prevention programming
activities six times a year across the age spectrum. 

Target met through Guiding Good Choices parenting workshops; the Second Step program delivered through the St. Mary’s County Schools Head Starts Communities Mobilizing for Change on Alcohol (CMCA) training to coalition and community members; the local Overdose Prevention Workgroup drug summits and presentations; and through strategies implemented by the Community Alcohol Coalition (CAC).  Several education and outreach activities have been achieved through the CAC and the local Overdose Prevention Workgroup, including drug summits and presentations delivered to students, school counselors, and parents at various events.
(1b)
Provide the Intensive Training for Communities Mobilizing for Change on Alcohol  (CMCA) implementation through the Youth Leadership Institute between FY2013 and FY2014.  The intensive training consists of three modules.  Each module is two days long.  Module 1 completed in June 2013; Module 2 completed in September 2013; 
Update: Module 3 was completed on March 24 and 25.  . Additionally, CMCA participants have complete the one-on-one conversations with the community to assess community concerns, resources, and commitment related to underage drinking and local policy.  CMCA participants have identified a goal to reduce commercial access of alcohol by minors at local fairs and festivals by encouraging events to adopt policies requiring vendors to be RAST (Responsible  Alcohol Service Training) trained.
(1c)
Identify and implement evidenced based practice for prevention targeting appropriate age groups, with an increased focus on environmental strategies.  

Target being completed through the Community Alcohol Coalition; the Overdose Prevention Workgroup; and the prevention office.  Evidence based strategies include Guiding Good Choices, CMCA, and Second Step.  The Second Step program has been implemented in St. Mary’s County Public School’s Headstart programs in September 2013.  The Guiding Good Choices program is being expanded in a partnership with TriCounty Youth Services Bureau (TCYSB) and through the HEZ (Health Enterprise Zone) project to address two primary obstacles; transportation and child care.  The program will be held in Lexington Park, one of three areas identified in our county’s HEZ grant.  Through the HEZ project, a van will provide transportation to participants along the HEZ route.  Additionally, TCYSB will provide social skills training for children of participants during the workshops.
(2)
Work with the St. Mary’s County Health Department and various stakeholders to coordinate multiple community coalition efforts under a Healthy St. Mary’s Partnership (HSMP) to include a Behavioral Health Action Team.  The Behavioral Health Action Team will collect national, state and local data to prioritize local prevention efforts; identify, recruit and collaborate with important community partners to mobilize community resources; and implement an a la carte menu of evidence-based strategies and activities.

Update:  The CAC the local MSPF coalition, has submitted a proposal for additional funds to enhance and expand strategies through an approved year six of the MSPF grant.  Additionally, St. Mary’s County has allocated some FY15 funds to support treatment and prevention initiatives.

The local SMART Medicine campaign has launched its initial round of messages to create awareness to a general audience.  The campaign creates awareness by using national, state, and local data related to prescription drug use, misuse and abuse; encourages responsible medication management by taking only as prescribed, locking medications, and disposing of unused medications; and provides information on local resources such as treatment and drug disposal drop-off sites.

The local prevention office has also worked with the HSMP to develop a parent education workgroup to identify parent education opportunities focusing on prevention (substance abuse, mental illness, and other problem behaviors) in St. Mary’s County and develop and disseminate a master calendar to the community.  Meetings are scheduled for June 26, July 10, and July 24.
(3a)
Work with Health Connections to implement Maryland Strategic
Prevention Framework (MSPF) and Communities Mobilizing for Change on Alcohol (CMCA).  MedStar St. Mary’s Hospital and the St. Mary’s County Department of Aging and Human Services executed a sub-recipient agreement in December 2011, with the hospital accepting the role of MSPF lead agency as well as CMCA implementation.  The first MSPF Coalition was held on January 24th with substantial participation from stakeholders who were engaged during the initial MSPF planning process, led by the Division of Human Services’ Prevention Coordinator.  The St Mary’s County Maryland Strategic Prevention Framework (MSPF) Plan was submitted and approved in FY13.  Southern Maryland has continued implementing approved strategies through the Community Alcohol Coalition in FY13 and FY14.  Strategies include parent education; comprehensive social norms and media campaigns; trainings for alcohol beverage servers; and work on a standardized consequence matrix for underage sales citations.  
Update:  The Community Alcohol Coalition held a college binge drinking conference at the College of Southern Maryland on April 29.  Through the local Overdose Prevention Workgroup, a youth drug summit was held on May 19 and included a young person in recovery sharing their story and a video on the dangers of prescription drug abuse created by youth.  Walden Sierra also delivered components of the youth drug summit at each night of Project Graduation.
(3b)
Submit appropriate foundation and community-based request to fund pro-social activity center by June 2014.
 Provider opened an adolescent recovery center, the Cove, in FY 13 which offers pro-social activities to youth. 
Estimated Dollar Amount Needed:  $170,161
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