STRATEGIC PLAN FOR ALCOHOL AND DRUG ABUSE
ROSC STRATEGIC PLAN
ST. MARY’S COUNTY, MARYLAND
FY 2010-2012

Vision:
A framework for change in real time that collaborates, shares and                                          
                        moves together persons in recovery who are seeking services.

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 work 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 LDAAC operates under the auspices of the St. Mary’s County Human Services Council.  The Human Services Council was established in May 2008 to advise and make recommendations to the St. Mary’s County Board of County Commissioners to ensure the coordination of comprehensive and quality services to the citizens of our county.  Its action plan for FY09-FY10 is directly in line with the priorities of the LDAAC plan outlined below.  Three of the four initiatives outlined by the Human Services Council are addressed here: the necessity for increased affordable housing options, increased access to health and behavioral health care and a need to increase employment and training opportunities for special populations.

The 2010-2012 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 2010-2012 and to strategize on how we can effectively act on these priorities.  Our current level of funding is $3,398,000.  This plan addresses unmet and unfunded needs based on data across systems.  At this juncture, the LDAAC is committed to establishing 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 2008, the County’s public provider of outpatient addictions programs (Level I and Level II) provided treatment to nearly 1,000 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 (50%) reported among outpatient clients.  Provider input also suggests that a significant number of all clients lack insurance.  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 36 long-term residential (III.1) beds (33 unaccompanied adults, 8 for women with children).  The majority of these beds (27) are occupied at any given time by clients with a co-occurring disorder.  However, only 15 of these beds currently benefit from priority admissions for psychiatric services on site.  St. Mary’s County is a federally designated psychiatric services shortage area, and this issue is aggravated by a growing number of co-occurring diagnosed persons in treatment.  In addition, only 15 of the level III.1 beds currently offer on-site access to buprenorphine treatment; an access issue identified as a priority by the Council in this proposed plan.  Once again, the majority of clients utilizing this level of care are unemployed or underemployed at admission.  This situation indicates the high degree to which recovery supportive services (employment, case management) are critical to this group.

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.  Current fiscal year figures show that admissions in the Tri County area (Charles, Calvert and St. Mary's County) will increase by 4%, from 350 in FY 08 to a projected 363 in FY09.  Of those admitted to this level of care in FY 08, 40% 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.  Data for this fiscal year shows a projected increase of 65% is anticipated in admissions due to opiates.  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.  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:  case management, counseling, housing and employment were identified noteworthy deficits within the realm of services.  At the St. Mary's County Detention Center, admissions to treatment have increased by 300%, from 27 individuals in FY 08 to 90 individuals through March 09 of the current fiscal year.  Of 204 inmates submitted for court-authorized substance abuse assessment and treatment since January 1, 2008, 97 (48%) were released prior to treatment and 34 (16%) remain on the treatment waiting list.  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.   For the majority of those 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 within the County.
Priorities

The 2010-2012 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 begin the process of transforming the local system of care away from its current emphasis on acute treatment.  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 such as implementing ROSC, opening sober housing facilities as a component of ROSC and developing a partnership are anticipated to 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.  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 outlined in Goal I, which is intended to ensure that we develop the infrastructure required to build and sustain an efficient and effective recovery oriented system of care (ROSC).  This system will provide substance abuse treatment for targeted populations with integrated evidence-based treatment.  It will be 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 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.  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.  This priority is also aligned with the efforts of the St. Mary’s County Human Services Council relative to affordable housing and the findings of the Workforce Housing Task Force.
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. 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.  The newly formed youth leadership cohort, the Young Leaders of St. Mary’s County, will play a role in the education of their peers throughout the schools and their community.
Goal I:
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.

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.

Objective 5:   Develop a business model to adjust to the changes in the financing of the system.

Objective 6a:   Provide a consumer-friendly partnership by encouraging the full participation of consumers in the ROSC continuum.
Objective 6b:  Add outreach components for “secondary consumers” (family members/significant others) to the consumer driven peer support and advocacy group facilitated by primary provider via in-person presentations or print materials , to be delivered at treatment centers and at service providers such as Department of Social Services

Objective 6c:   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.   

Objective 7a:  Conduct advocacy education to build a recovery supportive community network.
Objective 7b:  With consumer input, develop and distribute a Family Education packet for Outpatient Services delivered by primary public provider.
Objective 7c:  Utilize a focus group process with a behavioral health focus (blended mental health and substance abuse) at treatment centers, detention center and homeless shelters as a means of identifying barriers to care and long-term recovery, with special focus on reaching women.
Objective 7d:  Develop and implement an Addictions Education presentation incorporating the voices of treatment, prevention and recovery for continuum partners to deliver in the community to offer information, engagement and stigma reduction.
Objective 7e:  Provide targeted training and educational opportunities to targeted community stakeholder groups, to include Department of Social Services workers and medical providers regarding the ROSC model, addiction as a chronic disease management process, and emerging local trends.
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.
      January, 2010 update: Retention rate maintained; no vacancies thus far in FY 2010.

June, 2010 update:  Retention rate maintained
(2)
100% of direct counseling staff will receive training in evidenced-based practices within first year of employment.
      January, 2010 update:  This performance target is currently met.

      June, 2010 update:  Training in CBT held in April and attended by all substance abuse clinicians with training open to all St. Mary’s County Public Providers

(3) Review a minimum of 2 electronic medical records systems, make recommendations for system implementation by 12/31/09 and implement the system by June 30, 2012.
(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.
(5) a. Review business models from at least 2 other states and develop a report of findings.

b. Initiate a relationship for consultative feedback with at least one technical assistance source prior to implementation of business model by 12/31/09.
      June, 2010 update:  Primary public provider is currently meeting with consultant Bill Atkins, with Substance Abuse Coordinator completing meetings with consultant in January 2010.
 (6a) Establish a consumer driven peer support and advocacy group. 
      January, 2010 update:  Established in September 2009.

June, 2010:  membership has grown to 100; group has launched several volunteer projects regarding the continuum of care.

(6b.1) Expand outreach for consumer driven peer support and advocacy group through quarterly presentations and outreach at half-way houses in the continuum.
(7) Implement quarterly meetings for invested community stakeholders.
January 2010 update: Quarterly event held on November 17th at Hope                      Place of Walden.
June, 2010 update:  Lexington Park Service Integration Team meets quarterly.
Estimated dollar amount needed:  $325,000
Goal II:
Develop a 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.
Objective 1a: 
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 1b:  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 recovery support response 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 as components of coordinated client care.
Objective 2b:  Enhance services for co-occurring persons through design and implementation of blended services in Mental Health and Substance Abuse; single point access of treatment planning.  
Objective 2c:  Work with community partners to design a medical 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 services by recruiting qualified community-based physicians to support the ROSC continuum of care.
Objective 4:
Share access to beds through each treatment facility’s recognition of the priority placements of the Multi-Disciplinary Team (MDT).
Objective 5:  Provide a transparent system of psychiatric assessment and referral via ROSC model by examining current 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.
(2a) a. Review existing ROSC partners’ (i.e. members of MDT) current Memoranda of Understanding and develop partner MOU’s as required.
b. Identify at least two additional natural partners in ROSC from community and establish MOU’s with these entities by 12/31/09.
January, 2010 update:  Identified Lexington Park United Methodist Church (Letter of Understanding completed 12/1/09 and HealthShare (MOU pending)

                        (2b) a.  Create protocol supported by training with         

                        local ED to provide family outreach and 

                        motivational interviewing of patients with 

                        potential addiction issues regarding treatment 

                        options and recovery community support

                        (2b) b.  Utilize local 24 hour hotline as resource 

                        for delivery of treatment and recovery tips and 

                        support (utilizing prepared materials)

(3) a. Create contractual and/or referral relationships with at least one provider of outpatient buprenorphine services by 9/30/09. 

b. Increase the percentage of clients treated with buprenorphine above FY 2009 levels.
June, 2010 update:  continuing to work with public mental health provider to identify physician.

c. Increase number of clients enrolling in Primary Adult Care (PAC) and other medical benefits programs above current levels.
June, 2010 update:  Marcey House has one client enrolled in PAC;   Walden has a total of 33 clients enrolled in PAC.
      (4) Track number of MDT clients placed and continue tracking as they move through the continuum.
      January , 2010 update:  Initiated placement of three clients and was able to secure appropriate services as required.  
 (5)Review existing resources and develop a plan for parity between mental health and substance abuse by 12/31/09.
      June, 2010 update:  Group met with consultant to review existing resources and dollars; consultant made recommendations that have not been implemented to date.
Estimated dollar amount needed:  $180,000
Goal III:         Develop and maintain 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.
                      Objective 4:   Design  a more focused approach of effective reintegration of offenders back into the community upon release from Detention Center;  create reentry plan , which involves comprehensive case management approach, life skills acquisition, vocational training, and work programs.  
Goal III Performance Targets:
(1) Track the number of adolescents and adults referred through the criminal justice system.
 (2) Reduce the rate of recidivism and substance abuse among Drug Court participants.

(3) a. Reduce "waiting list" for inmate assessments and substance abuse treatment services to further reduce offender recidivism.
      June, 2010 update:  Walden has reduced the waiting list by 34% YTD

b. Increase number of clients served through additional programs.
      June, 2010 update:  position funded by additional source intended to result in additional programming instead only replaced loss of programming caused by budget cuts.
Estimated dollar amount needed:  $649,966
Goal IV:   Build capacity within ROSC for sober housing
Objective 1:  Establish partnerships to create access to sober housing/specialty housing.
Objective 2:  Secure funding to provide wrap around services that sustain clients in sober housing placements.

Goal IV Performance Targets:
(1) a. Initiate a minimum of one partnership MOU as required with housing services programs and/or landlords.
January, 2010 update:  MOU pending with local homeless shelter.
June, 2010 update:  MOU completed with local homeless shelter.
b. Create two sober/specialty houses by 12/31/12
June, 2010 update:  one house opened and at full capacity
 (2) Secure sufficient funding to hire staff for recovery supportive services in sober housing sites.
Estimated dollar amount needed:  $90,000
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:  Conduct focus groups in middle and high schools as well as college campuses, to be facilitated by volunteer interns of college age with purpose of identifying adolescent-named strategies for prevention and intervention programming that meets the need of the identified population.  
Objective 1c:  Partner with local, community-based programs to facilitate single-session, evidence-based prevention programs chosen by local youth-serving programs from an a la carte menu of topics/sessions.
Objective 2a:
Expand capacity within the community to implement evidenced-based environmental programs.
Objective 2b:  Develop and implement a social media project with a high degree of investment made by youth/young adult volunteers in development and implementation, connecting project with similar community social media efforts undertaken by primary public provider.
Objective 3:
Establish peer mentoring services and access to community education within the St. Mary’s County Prevention Program.
Objective 4:  Explore additional opportunities for a pro-social activities center for youth, and families that have core prevention components. 

Goal V Performance Targets: 

(1a.1)  Provide alcohol and other drug prevention programming activities six times a year across the age spectrum.
January , 2010 update:  Completed five separate sessions of  “GUIDING GOOD CHOICES” which included 51 participants.
June, 2010 update:  Evidence-based prevention activities have reached 16,748 residents and included parenting programs, community mobilization initiatives, youth programming and outreach activities.

(1a.2) Implement the Developmental Assets for Youth initiative in at least two agency or community settings by September 1, 2010.

June, 2010 update:  The Search Institute conducted an Asset Development Trainer of Trainers (TOT) workshop in which members of the community were trained.  To date, one TOT booster session has been conducted for members of the community and a steering committee for deployment of Asset Development to the community is being formed.

(1a.3)  Publish a weekly newsletter on Asset Development linked to County government site

(1c.1)  Identify and implement an appropriate evidenced-based practice program that targets children exposed to violence in the home.  
(2a.) Establish a community-based anti-drug coalition comprised of parents, teachers, young people, law enforcement, health providers, faith community, business and civic leaders, elected officials and concerned citizens focused on the development of partnerships to make St. Mary’s County safe, healthy and drug free.
June, 2010 update:  The formation of a community-based anti-drug coalition is ongoing; the county has joined Community Drug Abuse Coalition of America (CADCA).  

            3.a. Begin operation of the St. Mary’s County Prevention Center 
            by 8/01/09.
            June, 2010 update:  Due to lack of funding, the Prevention 

            Center will not be opened.

3. b. Identify and train a cadre of peer mentors by 12/31/12.
3.c. Engage the Young Leaders of St. Mary’s County (a youth leadership initiative) as prevention voices for youth within the schools and the community.
4.a.  Complete a community interest survey for a pro-social activity center by June 2011.

4.b.  Submit appropriate foundation and community-based requests to fund pro-social activity center by June 2012.

Estimated Dollar Amount Needed:  $95, 161
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