Talbot County Drug and Alcohol Abuse Council

2010-2012 Plan

Drug and Alcohol Prevention, Intervention, and Treatment

Vision:

A safe and drug free Talbot County
Mission:    
To reduce the incidence and prevalence of alcohol and drug abuse and its consequences to affected individuals, their families, and all Talbot County residents.


Goal 1:  Reduce the incidence and prevalence of Alcohol and drug abuse and its consequences to affected individuals, their families, and all Talbot County residents

The rates of substance abuse among youth in Talbot County are among the highest in the state.  The 2007 Maryland Adolescent Survey (MAS) conducted by the Maryland State Department of Education shows that youth in Talbot county drink at much higher rates than in the state; for instance, 33.5 percent of Talbot 10th graders and 53.3 percent of 12th graders report consuming beer or wine coolers in the last 30 days, compared to 27.8 and 42.2 percent in the state.  The extent of binge drinking in Talbot County corresponds with the high rates of alcohol usage; 11.0 percent of 8th graders, 23.9 percent of 10th graders, and 47.9 percent of 12th graders report consuming five or more drinks on one occasion during the last 30 days.

The rate of adolescent admissions to Maryland alcohol and addictions treatment programs for Talbot County youth is the second highest in the state (source: Maryland Alcohol and Addictions Program: Outlook and Outcomes). 

Objective 1: Utilize evidence-based environmental strategies to change societal acceptance, norms and expectations surrounding underage drinking.

Performance Target:

· Number of alcohol-free events publicized in the community

· Number of juvenile arrests for underage drinking

· Improvement in Maryland Adolescent Survey data on the number of 6th, 8th, 10th, and 12th  graders who use alcohol

Objective 2: Decrease availability of alcohol by implementing policies and laws to decrease youth access to alcohol and/or provide consequences for delinquent behavior.

Performance Target:

· Record of new policies or laws

· Increase in number of agencies involved in implementing new policies or laws
Objective 3: To support innovative programs to prevent and combat underage drinking. Involve the youth of the community in both the problems and solutions.

Performance Target:

·  Records of peer leadership/Youth Coalition activities 

· Increase in number of youth participants

· Improvement in Maryland Adolescent Survey data on the number of 6th, 8th, 10th, and 12th  graders who use alcohol

Objective 4: Retaining a Teen Court program and Coordinator to provide an alternative disposition for up to 60 juveniles per year who have committed a delinquent act, have committed a minor offense or have been charged with a misdemeanor, and are otherwise eligible for diversion. Also, expose youthful offenders to an educational and realistic experience in a courtroom environment.

Performance Target:

· A recidivism rate of less than 13%.

· Increase in percent of youth completing their sanctions.

· Maintaining or increasing percentage of parents surveyed who felt that their child learned a valuable lesson from participating in Teen Court.
Objective 5: Educate parents and the general public about the detrimental effects of alcohol and other drugs on the developing brain

Performance Target:

January 2010 Update:

Objective 1 – Significant number of Alcohol free events included Youth Coalition activities such as pool party, “open mic” night, regular meetings, as well as First Night Talbot.  Our ability to monitor data of alcohol and drug use has been significantly reduced by the discontinuation of the Maryland Adolescent Survey.
June 2010 Update

Objective  1 – Youth Coalition for Alcohol and Other Drug Abuse Prevention continues to sponsor community events for youth to show that kids can have fun without alcohol and drugs. We continue to monitor underage drinking arrests and are meeting with law enforcement, court judges and the States Attorney to review these statistics. Other environmental strategies include a continuous public information campaign, Safe Homes pledge to supervise youth gatherings and prohibit or allow use of tobacco, alcohol or other drugs by students in their homes; regular compliance checks for underage alcohol sales, intervention services, implementation a county plan endorsed by county government, and maintaining a community coalition of organizations and individuals engaged in activities to prevent and reduce substance abuse.

January 2011 Update – No new statistics to support progress. We are concerned that the state is no longer administering the MAS survey. Court watch efforts have been implemented to address concerns in consistency in sentencing and fines, and police officers failure to appear for underage alcohol possession cases.

Three adults charged and fined $2500 each in District Court for “allowing” and “providing” alcohol. This shows results from efforts to enforce “Adult Responsibility Laws.” 

Communities Mobilizing For Change on Alcohol is implemented in the county as a research-based environmental strategy.

Objective 2 – Ongoing through work of Blue Ribbon Commission Oversight Committee that recently presented a report on Liquor Code Reform to the County Council and Talbot Partnership who is appealing a recent issuance of a license to Exxon Energy.

Continue to work closely with the County Council to address concerns with the liquor code and implement recommendations. The County Council recently held a “working session” with the Liquor Board and interested parties to discuss this.
January 2011 Update- The County Council passed A BILL TO ESTABLISH ALCOHOL AWARENESS TRAINING REQUIREMENTS FOR ALCOHOLIC BEVERAGE LICENSEES, TO REQUIRE THAT WHENEVER MORE THAN THREE (3)EMPLOYEES ARE ON DUTY, AT LEAST ONE SUCH EMPLOYEE SHALL BE CERTIFIED BY AN ALCOHOL AWARENESS PROGRAM
The County Council also codified the liquor inspector duties giving the inspector a wider range of authority to enforce alcohol laws.
 The Liquor Board denied Acme's application for a Class E "hard liquor" license at their October 25th meeting, based on the fact that there is no provision in the Talbot County Code that allows grocery stores or chain stores to possess anything other than a beer and light wine license.
Objective 3 – Ongoing through Youth Coalition and other programs

Youth Coalition programs and membership continue to grow.
January 2011 Upadte-Programs to prevent and combat underage drinking are ongoing

Objective 4 – Teen Court has been funded through fundraising and a small GOCCP grant, through June 2010.

Sufficient funding was secured to continue Teen Court through June 2010. Efforts to secure further funding continue.
January 2011 Update- We have hired a new Teen Court Coordinator. Funding is in place to continue through December 2011
Objective 5 – Ongoing

Ongoing – The Blue Ribbon Commission has prepared a new Resource Guide for parent of all incoming 9th grade students entitled “Helping Kids Stay Safe and Sober.” Talbot Partnership has initiated a new parental education class entitled “Navigating the Drug Free Years” Information and education materials provided through the media on a regular basis.

Reduced funding to all Alcohol and Drug Abuse agencies has made achieving these objectives much more difficult

January 2011 Update-Education efforts remain ongoing. Social norms campaigns have been running throughout the year.
Goal 2:  Creation of Talbot Circuit Problem Solving Court (CPSC)

Establish a Problem Solving Court to enhance public safety through close and frequent court- monitored substance abuse/mental health treatment coupled with responsive community supervision.  A key feature will be access to appropriate levels of treatment including in-patient.  

Another key feature of this goal is the imposition of swift and certain sanctions balanced with effective contingency management principles.
Currently, a successful Family Recovery Court already exists in Talbot County.  We propose to incorporate this court into a more inclusive Problem Solving Court.  In a small, rural county environment, this strategy is preferable to the fragmented “silo” approach of individual drug courts with separate policies, procedures, and practices.)  There will be four target populations: 1) Probationary Condition and 2) Violation of Probation are both referral sources for non-violent adult offenders with habitual substance dependence and/or serious mental health problems who live in Talbot County; 3) CINA and Family Law are referral sources for Talbot County child welfare families with substance dependence and/or serious mental health problems and current high-risk
 Family Court cases that may or may not be CINA, who voluntarily agree to participate; and 4)  Re-entry referrals for non-violent and violent adult offenders with habitual substance dependence and/or serious mental health problems who are being released to Talbot County from the State Department of Public Safety and Correctional Services or the local detention center.  Significant progress is being made to establish the Talbot Circuit Problem Solving Court.  First, a steering committee was formed of all key partners, planning sessions were then held in late 2009, draft policy and procedures were then written and agreed upon, and these draft policies were then sent to the Administrative Office of Courts (AOC) for review and approval. AOC asked us to make several changes—some minor and some very substantive.  

First, we increased the length of our CPSC program from 10 months to one year.  Then we revised the draft to make the due process section clearer.  Finally, AOC asked us to determine if the Office of the Public Defender would participate in all case staffings and court status reviews.  Judge Earnest contacted the Public Defenders office and they agreed to the inclusion of this requirement.  We then returned the revised draft to the AOC who then gave the plan their approval.  The plan now rests with Chief Judge Bell and we anticipate a favorable response before March 1, 2010.  Once that approval has been given, we will apply for grant funding from AOC to begin operations of the CPSC program on 7-1-10.

We are pleased to report that in early May 2010, Chief Judge Bell did approve a Problem Solving Court for our county.  We were given permission to begin operations on 7-1-10.  Our first court status review hearing will be held on 7-16-10.  We have already staffed 6 potential cases and expect at least 4 of these to be accepted into the program before the 7-16-10 reviews.  On a down side, no funding was approved for our court—we will have to stretch other drug court funding from our Family and Juvenile programs to cover the new problem solving court operations.  We will also seeking other grant funds.  Court dates, staffing dates, team members and all forms/procedures have been approved.

Problem Solving Court operations began on 7-16-10 with three offenders signing up for program services and supervision.  We are pleased to report that in late October, we were awarded a GOCCP grant for necessary services for clients in the program.  Thus, the timing of the grant was most beneficial.   Currently, we have nine participants in our program.  We are averaging 1.66 clients per month in intake—ahead of our expectation of one case per month.  Our team assessment process is working better than expected; we have excellent cooperation from Mid-Shore Mental Health Systems, the Talbot County Detention Center, State’s Attorney’s Office, Office of Public Defender, and the Talbot County Addictions Program.  It would help if our team could be assigned just one agent rather than all five agents in the office with a case or two.

Of the ten cases accepted, one is a family recovery case.  She has done very well and should be our first graduate.  The other nine are all criminal cases.  Seven of these cases came to our program through a modification of sentence after serving time in the local detention center.  Two were placed in the program as a condition of probation.  All have drug histories, of course, and three were dual diagnosis.  One client has a functional IQ of 68 and coordinating services has been a challenge but we are achieving good results with cooperation of addictions treatment, mental health treatment and the assistance of the Developmental Disabilities Administration.  This county has no residential treatment services for dual diagnosis individuals and no sober housing for clients reentering the community from jail.  We are working with a non-profit, Fresh Start, which has located a vacant building in Easton with hopes of refurbishing to a sober house.  Our detention center has promised to send inmates there to help restore and our problem solving clients on community service can be ordered to help as well. 

Of the ten cases accepted, only one has been revoked to date.  This dual diagnosis case absconded shortly after acceptance—was located two months later and returned to the Division of Corrections.  She is now serving the balance of her 5 year sentence.  No client has committed new offenses although three have tested positive for drug use—all early in drug court supervision.  Contingency measures have been taken to deal with these positives including pending VOP hearings where short periods of jail confinement may be given as a sanction.  

Objective 1:  Decrease substance abuse of non-violent (as defined by Maryland law) and violent (re-entry only) habitual offenders 

Performance Target:

· 100% of participants with substance abuse/dependence will be referred to substance abuse treatment 2010 Update:  All (100%) participants in Talbot County Drug Courts (Juvenile, Adult District and Family Recovery) are referred to local substance abuse agencies.  We continue to refer all (100%) participants in Talbot County Drug Courts (Juvenile, Adult District and Family Recovery) to local substance abuse agencies.  We continue to refer all (100%) participants in Talbot County Drug Courts (Juvenile, Adult District and Family Recovery) to local substance abuse agencies.  
· 55% of participants will successfully complete substance abuse treatment 54.5% (Adult); 25% (Family Recovery); 78% (Juvenile) 53% (Adult); 25% (Family Recovery); 51% (Juvenile) 40% (adult), 25% (Family Recovery), 72% Juvenile
· 50% of participants completing substance abuse treatment will cease use of illicit drugs and/or alcohol
Objective 2:  Refer offenders with major mental illnesses (e.g., Bipolar Disorder, Major Depressive Disorder, Schizophrenia, Schizoaffective Disorder, and other Disorders) as assessed to appropriate services while under probationary supervision.

Performance Target:

· 100% of participants with major mental illness will be referred to mental health treatment.  All offenders placed assessed and evaluated with mental health issues have been referred to local mental health treatment services.

· Participants with a major mental illness will have a 25% reduction in the number of days spent in jail Time spent in jail for our three mental health offenders went from 121 days to 0 days—a 100% reduction.
· Participants with a major mental illness will have a 25% reduction in the number of days spent in the psychiatric hospital.  Time spent in psychiatric hospitalization for our three mental health offenders went from 37 days to 20 days—a 46% reduction.
2010 Update:  These targets will be evaluated when the CPSC is implemented.

These targets can be evaluated post 7-16-10.  We already have one case with a dual diagnosis that is being considered for entrance into our program.

Objective 3:  Increase public safety by reducing recidivism (criminal referrals only)

Performance Target:

· No more than 15% of the participants will be rearrested while in the program 0% (Family); 30% (Adult) and 0% (Juvenile) 0% (Family); 30% (Adult) and 8% (One Juvenile-disorderly conduct arrest)  0% (Family), 0% (Adult) and 0% (Juvenile)
· 55% of participants will successfully graduate from the program 54.5% (Adult); 25% (Family Recovery); 78% (Juvenile) 53% (Adult); 25% (Family Recovery); 51% (Juvenile—since program inception) 40% (Adult), 25% (Family Recovery), 49% (Juvenile)
Objective 4:  Help participants to lead healthier, more productive lives 

Performance Target:

· 75% of non-disabled participants will be employed at least 30 hours per week upon program graduation.  N/A for Juvenile Court as participants are in school, 100% Adult, 0% for Family Recovery N/A for Juvenile Court as participants are in school, 100% Adult, 0% for Family Recovery  N/A for Juvenile Court as participants are in school, 100% Adult, 100% for Family Recovery 
· 75% of participants without a high school diploma or GED will receive an educational assessment through Board of Education100% of participants, where necessary, will be referred to appropriate life skills programs for comprehensive and integrated wrap around services.   2010 Update:  Due to lack of funding, unable to implement.  We continue to be unable to implement due to lack of funding. We continue to be unable to implement due to lack of funding.
Objective 5:  Decrease the average length of stay of children in out-of-home care.  (FRC only)

Performance Target:

· Decrease the length of time where children are in out-of-home placement when the parents are enrolled in CPSC from 22 months to 19 months, an overall decrease of 13.6%.  0 months-- Our graduate in Family Recovery Court was able to keep her child throughout the entire Drug Court Program 0 Months-- Our graduate in Family Recovery Court was able to keep her child throughout the entire Drug Court Program 5 Months for most recent graduate 5 months
Estimated Dollar Amount Needed to Achieve Goal: $95,000

Goal 3:  Implement a program to engage and retain patients in treatment and link them with services and supports that make it more likely that they will sustain their recovery.   

Objective 1: Establish and train a steering committee of professional and recovering people (“Change Team”) to assess recovery services in Talbot County and develop a change plan that addresses areas of need. 

Performance Target:

· The initial composition of the Change Team will be determined by March 1, 2010, including both professional and recovering participants.  Completed

· The first Change Team meeting will be completed by March 15, 2010. Completed

· Jurisdictional and Program Assessments
 will be submitted with FY 2011 Grant Submission. Completed

· Training of Change Team members will be concurrent and conducted through OETAS course training by October 1, 2010. Ongoing.  The ROSC Coordinator received training from ADAA in October.  The Change Team met in September and October.
Objective 2: Establish a voluntary continuing care program at the Talbot County Addictions Program in order to maintain contact with, and assist, individuals – post treatment – who wish to maintain an ongoing relationship with their counselor for support.  This contact will help identify and resolve developing problems or barriers that increase the risk for relapse and allow rapid reengagement in treatment services, if necessary. This inception of Continuing Care was postponed until 2011; staff turnover at TCAP required that resources be allocated elsewhere.   
Performance Target:
· Develop program policy and procedure for continuing care, consistent with the Continuing Care Practice Principles provided by the Maryland Alcohol and Drug Abuse Administration in July 2010, by September 1, 2010.  Determine program guidelines for eligibility (dependent vs. abuser) and resolve potential problem areas (voluntary participation vs. required reporting to DPP, etc.)  Not completed as planned; postponed until 2011.
· Train counseling staff in continuing care principles, including eligibility requirements, continuing care admission practices, the frequency and structure of ongoing contacts, and the relationship between continuing care and higher levels of care; train staff for SMART data entry.  Complete training by September 30, 2010.  Initiate Continuing Care practice on October 1, 2010, and monitor implementation on an ongoing basis.  Not completed as planned.  Initial staff training is currently scheduled for 02/15/11 and 02/22/11.
Objective 3: Identify and optimize relationships with organizations and community resources that support recovery in Talbot County.  Advocate for the development of recovery support services that are currently lacking in the jurisdiction.  
· Involve the community in the identification of resources through a formal assessment of the existing barriers to recovery and resources available to address them.  Change Team will complete by December 31, 2011.  Not completed.
· Prioritize existing recovery resources based on importance for recovery support and develop a plan to strengthen linkages by February 1, 2011.  Not completed.
· Prioritize needed recovery support services and incorporate into community planning (e.g., Blue Ribbon Commission, Local Drug and Alcohol Abuse Council) to generate support for funding.  Present at Local Drug and Alcohol Abuse Council Meeting on March 8, 2011.     

� Based on the Maryland Family Risk Assessment Tool, (FORM 1061), (Appendix A).





� Assessment Summary:  Two Recovery Oriented Systems of Care (ROSC) assessments were submitted to the Maryland Alcohol and Drug Abuse Administration on April 14, 2010:  1) a Jurisdictional Self-Assessment for Talbot County completed by members of the Talbot County Change Team, and 2) a program self-assessment for the Talbot County Addictions Program (TCAP), completed by the Program Director.  





The Jurisdictional Self-Assessment indicated that the jurisdiction engages in outreach activities through a wide range of entities and activities, including Talbot Partnership, the TurnAround Program, the Blue Ribbon Commission, etc.  Assessment is strong in the jurisdiction, with patients always receiving evaluation for level of care prior to admission and the evaluations taking place independent of the specific level of care.  Waiting lists are generally short for all treatment providers.  The jurisdiction has access to a range of treatment levels through referral; however, this is often dependent upon access (e.g. availability of a bed at Whitsitt Center, patient having transport to methadone clinic).  Continuity of care, as the patient moves through the system, is a weakness – possibly a function of the acute character of the current treatment episode system and confidentiality requirements that restrict communication.  An additional weakness is the general lack of consumer participation in planning and evaluating services; most of the planning and evaluation is done at a program or community (Local Drug and Alcohol Abuse Council) level, and the only direct consumer input would come through the consumer representative to the LDAAC.  The partnerships within the community were rated as strong, with good coordination with allied community agencies and strong collaboration between prevention and treatment.  





The Program Self-Assessment (TCAP) indicated strong assessment capabilities with restricted access to levels of care above Level I due to funding and proximity.  Patients are able to access services fairly rapidly, with a wait of approximately nine days, not including the initial screening at TCAP.  Patient dropout rate is 25.1%, about average, and the administrative dropout rate is a low 6.4%; patients are generally engaged in treatment and retention is about average, at 61.4%.  An area of weakness may be the intake procedures: reminder phone calls are virtually never made to prospective patients to remind them of scheduled intake appointments, and there is a great deal of redundant paperwork required in completing the intake.  Engagement strategies are employed, but areas of weakness include outreach to engage the patient’s family and administrative policies which require discharge for noncompliance or failure to have face-to-face contact within 30 days.  Service Delivery Elements assessment  indicates that the program is making contact with a wide range of patients, including Hispanic (4.7%) and opiate dependent patients (9.2%).  27.3% of TCAP patients have received mental health service, and nearly 50% are referred to AA/NA for community based support – a large percentage, given the proportion of substance abusers (not diagnosed as dependent) that are served at TCAP.  Program services are not offered by peers and other helpers in the patient’s environment are not incorporated onto the treatment team.  Consumer participation is currently mixed, with consumers largely participating through indirect forms of participation, such as feedback surveys.  Although the program generally enjoys good relationships with other community agencies, linkages to supportive housing, employment readiness, and continuing care are currently weak.  





