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INTRODUCTION
In July 2008, Governor O’Malley signed Executive Order 01.01.2008.08 establishing the Maryland State Drug and Alcohol Abuse Council (Council). One of the duties of the Council listed in the Order is:

“To prepare and annually update a 2-year plan establishing priorities and strategies for the organization, delivery and funding of State drug and alcohol abuse prevention, intervention and treatment services in coordination with the identified needs of the citizens of the State, both the general public and the criminal justice population, and the strategies and priorities identified in the plans established by the local drug and alcohol abuse councils. The plan and all updates shall be submitted to the Governor and shall include recommendations for coordination and collaboration among State agencies in the funding of drug and alcohol abuse prevention, intervention and treatment services, promising practices and programs, and emerging needs for State substance abuse prevention, intervention and treatment services.  The plan and its updates shall be submitted to the Governor by August 1 of each year beginning in 2009.”

In August 2009, the Council submitted to Governor O’Malley the Strategic Plan for the Organization and Delivery of Substance Abuse Services in Maryland: 2010 to 2012  (Plan) With the intended outcome being a coordinated, state-mandated recovery-oriented system of care (Appendix A), the Plan put forth the following goals:
Goal I:  Facilitate establishment and maintenance of a statewide structure that shares 
              resources and accountability in the coordination of, and access to, comprehensive 
              recovery-oriented services. 

Goal II:  Improve the quality of services provided to individuals (youth and adults) in the  

criminal justice and juvenile justice systems who present with substance use conditions. 
Goal III: Improve the quality of services provided to individuals with co-occurring
                substance abuse and mental health problems. 
Goal IV: Codify the State Drug and Alcohol Abuse Council to assure a sustained focus on
                the impact of substance abuse.
IMPLEMENTATION OF THE PLAN
Several strategies were employed to implement the plan: the council formed new workgroups; council members joined existing workgroups whose missions were aligned with the goals and strategies established in the Plan; and, workgroups,  already in place in the office of the Deputy Secretary for Behavioral Health and Developmental Disabilities and in the Alcohol and Drug Abuse Administration whose goals were likewise aligned with those in the Plan, were given responsibility for  addressing some of the Plan’s objectives. 
Four new workgroups were established:  the Coordination and Collaboration Workgroup the Criminal-Juvenile Justice Workgroup, the Strategic Prevention Framework Advisory Workgroup, and the Technology Workgroup.  The Workforce Development Workgroup of the Maryland Addiction Directors’ Council (MADC), the substance abuse services provider group in Maryland, agreed to embrace the Plan’s goals and objectives concerning the workforce shortage crises in the State.  These workgroups are composed of Council members, stakeholders, providers, consumers and recognized experts in the field of substance abuse services.  Each workgroup met on a regular basis between September 2009 and July 2010.  During their meetings, they focused on the assigned goals and objectives from the Plan, reviewed pertinent data and promising practices, and identified the strengths, weakness, opportunities and threats in specific service delivery systems that facilitated or impeded accomplishing specific Plan goals. 
PROGRESS TOWARD GOALS AND OBJECTIVES

 The following is a list of the Plan’s goals and objectives, the workgroups and entities responsible for addressing them, and the progress and recommendations made by them: 
Goal I:  Facilitate establishment and maintenance of a statewide structure that shares resources
  and accountability in the coordination of, and access to, comprehensive recovery-oriented 
  services. 

Objective1.1:  Involve all relevant agencies in developing a Recovery Oriented System of Care.

Responsible Entity:  Alcohol and Drug Abuse Administration (ADAA)
Discussion:

Since 2005, re-affirming that the concept of recovery is at the core of its mission, the Substance Abuse and Mental Health Services Administration (SAMHSA) has made it a priority to promote the development of recovery-oriented systems of care at state and local levels.  This approach to recovery emphasizes person-centered and self-directed approaches in addressing substance use conditions and their prevention.  It stresses the reality that there are many paths to recovery and that recovery is neither achieved nor sustained in isolation from the individual’ s family and community.  This approach is a strength-based model that sees substance use conditions as chronic illnesses and not acute episodes
. 
In 2007, SAMSHA launched regional summits for state policy makers, persons in recovery, and local providers.  In November 2007, the Director of ADAA appointed a workgroup comprised of county coordinators, addiction treatment providers, members of the recovery community, a recovery advocacy organization, and ADAA staff to create an implementation plan that would guide ADAA in developing a Recovery Oriented System of Care (ROSC) in Maryland.  This workgroup met from December 2007-December 2008 and published its report in January 2009.  
To implement ROSC in Maryland, the report put forth seven goals:
1. Engage stakeholder groups in the process of planning, implementing, and evaluating recovery-oriented systems of care in Maryland.

2. All partners in Maryland’s recovery oriented system of care will have the appropriate and necessary skills, attitudes, and knowledge to promote recovery and wellness.
3. Guide the transformation to a Recovery Oriented System of Care in Maryland.
4. Define standards for services.
5. Change funding priorities.
6. Collaborate with other agencies.
7. Measure recovery outcomes.

First steps in accomplishing these goals have been taken through the development of a ROSC Steering Committee and the initiation of a Technology Transfer Plan for Adoption of ROSC for the substance abuse services coordinators in each of the 24 jurisdictions in Maryland.  The ROSC Steering Committee is responsible for overseeing the overall implementation of the plan and the work of the following boards and subcommittees: 
a)  Provider Advisory Board – The Board is comprised of representatives of the ADAA funded provider community in Maryland (substance abuse service coordinators, program directors, and clinicians), with representation from both residential and outpatient levels of care, OMT programs, adolescent and adult services, and different geographic areas.  Function: To provide representatives to the standing subcommittees (Outcomes, Financial, Standards, and Technology Transfer) and ad hoc workgroups formed to complete a variety of tasks associated with transformation to a recovery oriented system of care. This group gives a provider perspective to the task at hand and meets as a group to form consensus opinions regarding proposed policy changes.
b)  Consumer Advisory Board – This Board is comprised of former consumers of ADAA funded services, members of the recovery community in Maryland who are in long-term recovery, and family members of both groups. Function:  To provide representatives to the standing subcommittees (Outcomes, Financial, Standards, and Technology Transfer) as well as ad hoc workgroups formed to complete a variety of tasks associated with transformation to a recovery oriented system of care, and to represent a consumer perspective to the task at hand. This group meets to form consensus opinions regarding proposed policy changes.

c)  Technology Transfer Subcommittee – This subcommittee’s task is: to establish and facilitate a Learning Collaborative, develop training and technology transfer plans and components, and coordinate plan implementation. The Learning Collaborative is comprised of the substance abuse service coordinator or a designee from each jurisdiction. This individual is also identified as the ROSC coordinator for their jurisdiction, responsible for organizing the implementation of the model within their jurisdiction.  Function: To meet monthly at the ADAA to receive training in the ROSC model and change process, to develop an implementation plan for each jurisdiction, and to implement the plan and receive technical assistance.

d)  Financial Subcommittee – This subcommittee is responsible for establishing funding priorities, developing funding strategies, seeking additional funding to support ROSC services, developing conditions of award and incentives, and developing funding accountability mechanisms and strategies.

e)  Outcomes Subcommittee – This subcommittee is responsible for developing recovery measures and data elements, developing SMART modules to support new services, and developing accountability strategies.

f)  Standards Subcommittee – This subcommittee is responsible for developing funding standards for recovery oriented treatment and support services, developing a recovery oriented program self assessment tool, developing cultural competency assessment tool, and advising ADAA on regulatory changes needed to support ROSC in Maryland.

Progress to Date: The Steering Committee has developed a rollout plan that calls for the forming of boards, workgroups and subcommittees to accomplish tasks, focusing first on program and jurisdiction self assessments and planning, recovery housing, and continuing care. The Committee has developed jurisdictional and program self-assessments to serve as a foundation for county-specific plans for change.   The ROSC Learning Collaborative, which is the primary method for facilitating the implementation process in each jurisdiction, has been meeting regularly.  The Continuing Care Workgroup, tasked with establishing protocols, standards, data infrastructure and training for continuing care, has developed a preliminary draft of standards and protocols. This workgroup is working with the SMART data system to ensure its programming accommodates continuing care as an electronically documented service. The Recovery Housing Workgroup, tasked with developing standards that will be required for ADAA funding for recovery housing, has completed work on draft standards. Finally, in March, the ADAA applied for SAMHSA’s Access to Recovery Grant (ATR). If awarded to Maryland, the ATR Grant will provide funds to support recovery oriented services across the state, $4 million per year for four years, serving approximately 2000 people per year.

Recommendations: 
1. Continue with the ROSC Implementation Plan
2. The Coordination and Collaboration workgroup should continue with its mission to improve coordination and collaboration among departments and agencies that provide services to individuals with substance use condition by identifying barriers to collaboration and coordination among those departments/agencies in delivering services, encouraging the development of policy and procedures in those departments/agencies that will overcome those barriers, and promote the sharing of resources to ensure the availability of recovery support services. (Objective 1.2) 

3. To support the development of services needed for a recovery-oriented system of care, the Coordination and Collaboration Workgroup and the ROSC Implementation Committee should have regular communication to accomplish Recommendation #2. 
Objective 1.2: Improve coordination and collaboration among departments and agencies that 
                        provide services to individuals with substance use conditions to reduce the gap 
between the need for services and available services and promote the establishment of recovery oriented support services.

Responsible Entity:  Collaboration and Coordination Workgroup
Discussion:
This work group was tasked with: a) identifying gaps in services by region, level of care and population; b) identifying barriers to collaboration among different agencies; developing policies and procedures to overcome those barriers and promote coordination of resources that will ensure availability or recovery support services; and, c) developing mutual Management For Results (MFRs) benchmarks to promote coordination and collaboration among these departments.  Approaching these tasks has proven difficult not only because of the scope of the tasks but also because we have only three agencies that interface with substance abusers and one provider represented on the workgroup. The workgroup believes it needs more specific information from other agencies and providers in order to determine the gaps in services, and identify meaningful, feasible methods of addressing them. Repeated attempts to increase the membership of this workgroup were fruitless. The workgroup then decided that it would focus on identifying gaps in services and barriers to coordination among the agencies represented and seek to set standards of care among these agencies. Working through this process from identifying the gaps to developing recommendations for better collaboration and coordination, and thus improved client services and improved outcomes for all agencies involved, would provide a template for working through the same process with other agencies.  At the recommendation of the Council’s Chairperson, Secretary Colmers, the workgroup is also focusing on the role substance abuse plays in infant mortality in Maryland, and improving access to care and outcomes for substance dependent women. 
 1.  Infant Mortality:  
(a) Dissemination of Information: After some investigation, it was determined that many agencies, substance abuse providers and the women themselves are either not familiar with eligibility requirements for some entitlement programs or not familiar with the specific services available for pregnant women with substance use conditions.  For instance, several substance abuse providers were polled and admitted they had no knowledge of the Department of Human Resources (DHR) “Accelerated Certification of Eligibility” program (ACE).  This program certifies a pregnant woman for medical assistance for 90 days to give her time to get regular MA/MCHP determination.  Nor were these providers aware that, after delivery, the women/family may have to have re-certification for another benefit program that serves families.  
It is clear that there is a need to disseminate, more effectively, eligibility criteria and information on how to apply for benefits.  The groups who should be targeted for on-going dissemination of information concerning services available for pregnant women were identified as: local Boards of Education, local Health Departments, hospital social work and OBGYN departments, local Departments of Juvenile Services (DJS) offices, local DHR offices and substance abuse providers.
(b) Pregnant Women and Children Receiving Substance Abuse Treatment: It was noted that substance abuse services are being provided to pregnant women but that little or no data is being collected on this service, nor is the data that is being collected regularly analyzed and published. On an on-going basis, statewide and jurisdictional data needs to be collected, analyzed and published on: the outcomes of persons served; the health outcomes of infants born to mothers in treatment; and, the health outcomes of the children in residential care with their mothers.  This data will document the positive impact of treatment on maternal and child health and can be used to improve the quality of care, encourage healthcare professionals to refer appropriate patients to treatment, and demonstrate the cost-effectiveness of treatment in terms of human and economic costs.  For instance, when a mother and child are in treatment receiving supportive and case management services, what is the cost savings to society if this intervention diverts the child from the foster care system?  What is the “human cost savings” if a child is able to stay with his/her mother rather than enter the foster care system? 
Another issue raised was the need to determine, both as a cost-saving measure and a quality improvement measure, the most effective and efficient mix of levels of service that should be provided to mothers and children.  Some pregnant women need the medical oversight and intensive inpatient treatment of III.7 level of care for a longer time than do others.  Others may need it for less time and are able to step down to a less intensive level of care (III.3, II.1, etc.) sooner than others. Lengths of stay should not be a “one size fits all” approach for any treatment planning, including for pregnant women. Patients should be moved up and down the Addiction Society of Addiction Medicines levels of care depending on the patient’s profile and medical necessity. ADAA should provide incentives to programs to stabilize these patients and move them to lesser levels of care. Recognizing that patients will need variable lengths of  stay at different levels of care depending on need, and using residential and outpatient levels of care differently for these patients,  may produce better outcomes in terms of mother and child health and cost effectiveness. 
 (c)  Outreach to Pregnant Women with Substance Use Conditions:  To reduce the infant mortality rate, an aggressive outreach program should be established to identify pregnant women with substance use conditions and motivate them to enter treatment. Concern was expressed about those women who are seen in hospitals and OBGYN offices, which are never identified as having a substance use condition, or who are identified but never access treatment.  In the Obama Administration’s recently published drug control policy
, a major principle put forth is the need to identify substance use disorders early in order to save lives and money. One strategy proposed is to increase screening and interventions in all health care settings by improving providers’ identification, motivating and referral skills. The “Screening, Brief Intervention and Referral to Treatment” (SBIRT) model is an evidenced-based, structured protocol demonstrated to be effective in reducing the frequency and severity of drug and alcohol use and increasing the number of patients entering substance abuse treatment.  It has been associated with fewer hospital days, fewer emergency department visits, and cost-benefit/cost-effectiveness analyses have shown a net cost savings.
 As part of an outreach program and in concert with the White House strategy, an aggressive training program should be established to train health care workers, case managers and social workers in healthcare, social services, crises services, and psychosocial support service settings in the SBIRT model.  There is already an SBIRT effort being made to train medical residents across specialties through a training grant awarded to the University of Maryland by the Substance Abuse and Mental Health Administration. Likewise, two jurisdictions, Carroll County and Allegany County are using the SBIRT model for pregnant substance abusers.  DHMH and ADAA should be supportive of these efforts and promote statewide training and implementation of this intervention.  
Another opportunity to improve access to care, services and outcomes for these individuals is present when hospital personnel and Child Protective Service (CPS) case workers identify pregnant women with SUCs. This provides a perfect opening to address the mother’s substance use condition and the newborn’s best interest using evidence based models of care. To maximize this opportunity, CPS case workers and substance abuse treatment providers must work collaboratively to ensure the best possible outcomes for both infant and mother.  DHR and DHMH should take the lead in establishing collaborative policy and procedures that encourages on-going coordination and communication among all service providers and re-affirms the need to help children at risk of abuse and neglect, and to support mothers with SUCs in accessing the treatment and the recovery support they need.  ADAA and CPS must actively seek to develop a culture of mutual respect among professionals and an understanding that the goals of the CPS worker and the substance abuse treatment provider are not mutually exclusive; rather many of these professionals believe that the best way to protect the child is to support the primary caregiver(s) in accessing treatment and sustaining recovery. 
2. Connecting Highway Safety and Substance Abuse
One of the foci of the White House’s drug control policy is on fostering collaboration between public health and public safety organizations to prevent drug use and to curtail drugged driving.  The policy report states that, through the strategies proposed, a 10% reduction in incidences of drugged driving by 2015 is hoped to be achieved.
 
Concomitant with the Office of National Drug Control Policy report being published, the workgroup’s discussion had also focused on connecting highway safety and substance abuse. There was an emphasis on the need of a more active collaboration between the Maryland Motor Vehicle Administration (MVA) and the ADAA. The workgroup believes that the Driver Wellness and Safety Programs in the MVA provide a rich opportunity for identification of individuals with SUCs at all stages of the disorder.  Many adults and teens who are convicted of DWI are identified as alcoholics or poly-drug abusers.  Despite this, there seems to be minimal coordination and collaboration between the MVA and ADAA. The need to tie highway safety and treatment together is believed to be critical in addressing both the public health and public safety issues brought about by SUCs. Several points concerning collaboration across agencies, in particular, ADAA and MVA were noted:  the need to educated individuals who come to the attention of the MVA about medical assistance benefits that can pay for substance abuse treatment; the need to train the MVA’s assessment staff of case managers and registered nurses who assess individuals charged with a DWI in the SBIRT protocol, semi-annual training for MVA’s Medical Advisory Board by ADAA’s Medical Director, and ADAA’s review and input into the material presented on substance abuse prevention in the mandated driver’s education course.
Recommendations:

1. A Summit of all service providers who render assistance to pregnant women with substance use conditions should be convened by DHMH (substance abuse providers; all relevant DHR workers; healthcare workers in hospital OBGYN departments, social work departments, emergency departments and ambulatory care clinics; healthcare workers in primary care settings; local Health Departments; Boards of Education representatives; DJS workers; and DHMH’s medical assistance.  The participants in this meeting should:
a.  Determine what data should be collected to provide feedback on outcomes and quality of care issues;
b. Explore mechanisms to maximize public dollars spent by all agencies in providing services to these individuals;
c. Develop mechanisms for on-going education of identified agencies and individuals concerning the public assistance available for these women, the eligibility requirements and how to access it;
2. DHMH should produce and annually update and distribute a guidance document that would contain information on public services available to pregnant women, including information about eligibility for and accessing of public assistance.
3. DHMH and DHR should be proactive in establishing policy and procedures for their staffs that support the best interest of the child, supports the mother’s accessing or remaining in treatment, and that supports the mutual goal of maintaining the family unit and protecting the child by supporting the mother’s treatment and recovery.  
4. DHR and DHMH should collaborate to provide SBIRT training to healthcare workers, social workers, caseworkers, and other staff in hospitals, primary healthcare settings, health departments, schools, and other social service agencies that interface with pregnant women.

5. Foster an active collaboration between the MVA and the ADAA to improve services to individuals with SUCs and improve highway safety:

a. ADAA should train or develop a training module for MVA’s assessment staff on the SBIRT protocol.

b. ADAA should provide semi-annual training/updates for the MVA Medical Advisory Board

c. ADAA should review and have input into the prevention section of the Drivers’ Education Program

6. DHR should provide generalized training to the MVA’s Driver Wellness and Safety unit on public assistance programs. In addition, the DHMH Office of Operations and Eligibility should provide training on general criteria for medical assistance programs and how an individual who has been charged with a DWI could access Medical Assistance covered substance abuse treatment services.
Objective 1.3:    Promote the use of prevention strategies and interventions by informing 
   stakeholders of the six strategies to effect change considered by the 
   Substance Abuse and Mental Health Service Administration to be best practices 
   in prevention: information dissemination, prevention education, alternative 
   activities, community-based processes, problem identification, and
   environmental.


Responsible Entity:  Strategic Prevention Framework Advisory Committee (SPFAC)

Discussion:

No progress has been made toward this specific prevention goal, but much has been made toward Maryland’s prevention effort in general. In July 2009, Maryland was awarded a “Strategic Prevention Framework State Incentive Grant” (SPF-SIG ) by the Federal government.  This is a $2.1 million dollar a year grant for five years.  The grant application required that an advisory committee be formed and, at the time the grant application was submitted, it was decided that a committee of the council would be named to serve in this capacity.  Thus, the SPFAC has made accomplishing the requirements of the SPF-SIG a priority over Objective 1.3. However, while the mission and goals of this grant are more overarching, they include accomplishing the mandate of Objective 1.3.  Membership of the SPFAC includes Council members, prevention providers, government officials and other stakeholders. The Chairperson is Delegate Kirill Reznik.
The mission of Maryland’s Strategic Prevention Framework (MSPF) is: to implement a comprehensive substance abuse prevention planning process; to build and sustain a cross-system prevention data infrastructure; and, to expand state and local capacity for the provision of effective and culturally competent substance abuse prevention services. The goals are: to prevent the onset and to reduce the progression of substance abuse, including childhood and underage drinking; to reduce substance abuse-related problems; and, to build prevention capacity and infrastructure at the State-and community-levels.   To accomplish these goals, three workgroups have been formed:  (1) the State Epidemiological Outcomes Workgroup, responsible for guiding the development of a empirically-based system for monitoring indicators of alcohol, tobacco, and other drug consumption and consequences, and to collect, interpret and disseminate the data; (2) the Evidence-based Practice (EBP) Implementation Workgroup responsible for developing an inventory of national and State EBPs, and develop and/or approve policies, programs, practices and plans under which sub-recipients of SPF-SIG grant funds will operate; (3) the Cultural Competence Workgroup responsible for ensuring cultural and linguistic competency issues are addressed in sub-recipients proposal for SPF-SIG grant funds.
The MSPF Advisory Committee and its Workgroups, with support from the Council and the ADAA, have been meeting during the past four months to identify prevention priorities, mechanisms to distribute MSPF grant funds, evidence-based practices, and the populations of focus for the State Prevention Plan. 

Recommendations

1. The priorities to be addressed with MSPF funding at the Community level will be:
a. Alcohol and /or drug dependence or abuse with a special focus on ages 12-25 and 26 and above.
b. Alcohol and /or drug related crashes with a focus on drivers across the lifespan.
c. Past month binge alcohol use with a focus on young adults ages 18-25.
2. The funding allocation method to be utilized should be a hybrid resource allocation model that would allocate funds to jurisdiction that have both the highest number of persons impacted by the prioritized substance abuse problems and that have the highest rate of persons impacted by these problems.

3. The SPFAC should continue to focus efforts on the development of:

a. Guidance documents for grantees on identifying and selecting evidence based policies, practices and programs

b. Creation, implementation and analysis of a statewide Prevention Workforce Survey

c. Guidance tool to assist MSPF Grantees on how to ensure that staff and proposed programs are culturally competent 

d. SPF Trainings for Local Drug and Alcohol Abuse Councils and community organizations

e. Completion of the Resources and Special Population (Veterans) Assessments

f. County Level Data Profiles

 Objective 1.4:  Explore ways that transition from a grant-fund to fee-for-service finance
                         structure can address service capacity deficits, including funding services that 
                         support a recovery oriented system of care.
Responsible Entity:  ADAA

Discussion:
Two efforts are underway in the State to address this objective.  First, Delegate Hammens has convened a workgroup to review the current financing structure for substance abuse services in Maryland.  The membership of this workgroup consists of representatives of key government departments and administrations, Managed Care Organizations, providers, advocates and other stakeholders.   The workgroup’s discussions are focused on: getting input on what the “ideal system” would look like; analyzing the impact of health care reform on substance abuse services in Maryland; and, determining whether the current carve-in system is the most efficient means of funding a substance abuse service delivery system. 
Second, ADAA believes that moving toward a hybrid system of both fee-for-service and grant funding schemes to finance substance abuse services will increase patient access to care and the capacity of the service delivery system.  Beginning with the ADAA Management Conference in October, 2009, the ADAA has provided multiple venues and opportunities for jurisdictional leaders and treatment program directors, administrators, and clinicians to learn about MA/PAC system changes and their effects on service provision, recognizing that, for the most part, the current provider network is used to a grant funded system of care. Phase I of the ADAA Technical Assistance Plan targeted the four largest jurisdictions for specific, hands-on program training.  These four jurisdictions met monthly to identify implementation problems and solutions.  In April, 2010, Phase II provided statewide training in MA/PAC business processes, billing and collections, and financial management.  Statewide performance management trainings were held in May, 2010. These technical assistance sessions were designed based on feedback from the jurisdictions about the needs of treatment program staff. 242 individuals from jurisdictions and treatment programs attended these trainings.  Through Phase III, the ADAA is establishing a sustainable structure for on-going technical assistance that relies on jurisdiction, program, and state leaders.  To provide immediate access for specific MA/PAC implementation problems and questions, an email address is available.   Staff from the ADAA and Medical Assistance respond directly to the questions and post this information on their websites.   Both websites serve as significant resources for those interested in increasing access through MA/PAC.
 

Recommendations:

1.      Continue with discussion on the most efficient means to fund substance abuse services in Maryland.

2.      Continue to ensure the service capacity through establishment of sustainable structure for on-going training and technical assistance on a hybrid financial structure for the provider network.

Objective 1.5: Improve and increase data/information sharing capabilities within departments 
and among partnering agencies and institutions to improve client care while at the same time ensuring that the individual’s right to privacy is protected in 
compliance with laws and regulations.

Responsible Entities:  Technology Workgroup

Department of Health and Mental Hygiene (DHMH)


Discussion:
This workgroup membership included representatives from the ADAA, the Mental Hygiene Administration, the Department of Public Safety (DPSCS), DHR, the Department of Information Technology and the DJS.  Initially, the workgroup spent time exploring the multiple systems that were used by the different administrations and departments represented in the workgroup.  It was found that multiple systems were being used within entities and across departments and administrations that often provide services to the same individuals either concurrently or sequentially.  These systems each have their own architecture and defined elements, and are not currently able to interface.  Thus, because there is not the capacity to access information from each other, there is much duplication of effort by state employees collecting the same data and no continuity of care document established.  Bridges would need to be built to enable more efficient work by state employees and more effective provision of services to consumers. This would be an expensive effort.

The workgroup also explored the use of the “Scheduler” capability as a possible mechanism for a treatment “reservation system.”  Improving the criminal justice system’s ability to immediately place an individual in treatment upon reentry into the community is seen as a critical step in reducing recidivism.

A central concern of this objective is the establishment of an integrated health, human services, and criminal justice database. At this time, other groups within DHMH are working on the development of a Maryland Health Information Exchange (MHIE) and an Electronic Health Record (EHR).  This is a major priority of the State.  Therefore, the Technology Workgroup has suspended meeting pending the outcome of the work DHMH is doing regarding an EHR and the accomplishment of that part of this objective.
The Maryland Health Care Commission (MHCC) is charged with establishing a MHIE, an over-arching architecture that would allow information to be shared with existing systems (hospitals, public health centers, private practitioners, etc.) across the State.  The MHIE is expected to be a repository system. The data in the MHIE comes from somatic health care providers in the State who input data concerning patients into the MHIE.  This will allow health practitioners to download requested information about a given patient, assuming the proper information consent forms are in place. Importantly, this will also allow for a continuity of care document to be established to improve case management services for individuals seeking health care or behavioral health care.
It should be noted that, while the MHIE is primarily focused on somatic health care, DHMH and its Behavioral Health and Developmental Disabilities Administrations are spearheading an effort to have behavioral health care be included.
The SMART system, the database used by the ADAA, with access from the Division of Parole and Probation (DPP), and the DJS is working toward becoming compatible with the MHIE.  This will allow, again given the proper informed consent forms, information to be shared with individuals in participating systems. 
As previously mentioned the DPP and the DJS are two criminal-juvenile justice entities who are registering shared clients into SMART and thus allowing for the exchange of information between substance abuse providers and their division/department. Another initiative, in its beginning stages, is a pilot program for collaboration effort between DPSCS and the ADAA, with the American Society of Correctional Administrators and the Federal Bureau of Justice providing technical assistance.  These entities are entering into a project to develop an interface to share information between DPSCS and ADAA.  This exchange will be done in a similar manner as ADAA’s effort with the HIE.  However, this pilot system will require the use of the National Information Exchange Model (NIEM) standards and not Health  Level 7 standards, required by the Federal Government for states using American Recovery and Reinvestment Act money to develop the HIE.  NIEM has been developed by a partnership of the U.S. Department of Justice and the Department of Homeland Security. The system is designed to develop, disseminate and support system-wide information exchange, using standards and processes that can enable jurisdictions to effectively share information.  Using this system will require ADAA to use two sets of standards to share information with the HIE and the NIEM.  The development of the capability for the criminal justice system and the substance abuse treatment system to exchange information is a primary concern of the Criminal-Juvenile Justice workgroup as well.

Recommendations:
1. Support ADAA and DPSCS efforts to develop a shared information exchange.
2. The SMART system should continue to develop the capabilities to interface with the MHIE architecture.
3. The SMART system is built upon a “share and re-use” principle of sharing information.  Informed consent procedures are already built into its capability.  The MHCC should explore possible use of modules, logic and coding for informed consents being used successfully in SMART.
4. The Council should explore the use of the MHIE model as a template for an integrated  human services database, a Maryland Information Exchange that allows the various social service and criminal justice services agencies to exchange information in the interest of efficient work and effective service.
Objective 1.6:  Ameliorate the workforce shortage crisis.

Responsible Entities:  Workforce Development Committee of the Maryland Addictions 

   Directors Council
Discussion:  

According to the Bureau of Labor Statistics, Occupational Outlook Handbook, 2010-11 Edition, the demand for substance abuse and behavioral disorder counselors is expected to increase by 21%, which is a much faster growth rate than the average for all other occupations.  “As society becomes more knowledgeable about addiction, more people are seeking treatment.  Furthermore, drugs offenders are increasingly sent to treatment programs rather than jails.”
  Additionally, this is a result of too few behavioral healthcare workers both entering and staying in the field of substance abuse prevention, intervention and treatment, and a critical shortage of professionals currently practicing in the field who are sufficiently trained and skilled in working with the variety of disorders presented by individuals seeking substance abuse services in Maryland.  Any attempt to improve the organization and delivery of services within Maryland must address this shortage in a concerted and aggressive manner.  The Plan cited three areas of workforce development that must be addressed in order to improve this dilemma:  recruitment of new individuals into the workforce; retention of individuals currently in the workforce; and, increasing the skills of both new and current professionals in the field in order to meet the ever increasing complexity of needs with which individuals with SUCs present to treatment.  At the time the Plan was submitted, MADC agreed to adopt this goal and objective as their agenda and engage stakeholders and providers in the task of identifying and acting on specific interventions that will ameliorate this crisis.  
The Workforce Development Committee has focused on four strategies at this time:

1.  Institution OF Higher Education:  A committee has been formed whose membership consists of MADC members and representatives from institutions of higher learning from around the State.  This committee wants to insure that curriculum in the institutions are coordinated with the credentialing and licensing requirements of the Maryland Board of Professional Counselors and Therapists (BOPC) so that potential workforce members will have the education and credits they need to work in substance abuse treatment programs.  This group has also agreed to start a marketing campaign to attract students to the field of substance abuse counseling.
2. Scholarship Program: MADC has started a fund-raising campaign to establish an assistance program to help future members of the workforce, especially those in recovery, defray the cost of their education.
3. Field Placement Directory:  Identifying and accessing appropriate field placements for students seeking entry into the field of addiction counseling has been a problem. MADC is in the process of developing a Field Placement Directory to help insure that potential workforce members will have appropriate and quality experience working in programs.
4. Salary Survey:  A Salary Survey is being conducted to review the impact salary and benefits packages have on retaining professionals in the field.

Recommendations:
1. Continue Higher Education Recruitment Subcommittee to coordinate curriculum and develop marketing campaign.

2. Continue to raise funds to support students seeking education to become addiction counselors.
3. Develop a Field Placement Directory.

4. Continue with conducting and analyzing the Salary Survey, and determining its impact on Maryland’s workforce.
Goal II:  Improve the quality of services provided to individuals (youth and adults) in the criminal
    justice and juvenile justice systems who present with substance use conditions. 

   
 Objective 2.1:   Improve screening, assessment, evaluation, placement, and aftercare for all
                          individuals who interface with the substance abuse treatment, criminal justice 
             and juvenile justice systems at all points of the continuum of care.

Responsibility Entity:  Criminal-Juvenile Justice Workgroup


Discussion:

From the first meeting, this workgroup has continued to focus on improving substance use identification and treatment within the criminal-juvenile justice system, including: a) identifying points in the system from arrest to reentry for treatment intervention; b) identifying  the opportunities to screen/assess to identify those who need/can make use of substance abuse services; c) identifying mechanisms that facilitate this information following the individual throughout the system  in order to prevent duplication of services and develop a better case plan; and, identifying best practices in reentry services including the use of reentry courts.  While reviewing points in an individual’s journey through the criminal justice system where treatment interventions could improve positive outcomes for the offender, the workgroup was cognizant of the economic climate and sought to identify specific junctures where practices could be improved or put in place that would get the biggest return on the dollar for the most improvement in outcomes.  

Much time was spent reviewing and discussing best practices in reentry and contingency management community monitoring.  Such programs include: 

1. Hawaii’s Project HOPE (Hawaii’s Opportunity Probation with Enforcement):  This project links the criminal justice system to substance abuse treatment.  The project lays out clear expectations for its participants regarding drug-free behavior and backs up those expectations with tight monitoring linked to swift and certain, relatively mild punishments.  An independent evaluation has demonstrated that that HOPE is effective in reducing drug abuse, crime and incarceration in the offenders on probation.

2. South Dakota’s 24/7 Sobriety Project:  This is a court-based management program.  It combines strictly monitored no-use standards with swift, certain, and meaningful, but usually not severe, consequences. As of March 2009, approximately 75% of the offenders were totally compliant and over 95% were totally compliant or violated only one or two times.

3. The San Diego Reentry Roundtable:  The reentry effort in San Diego includes the Reentry  Roundtable, which convenes monthly in the San Diego Hall of Justice.  This gathering of local policy makers, practitioners, researches and other stakeholder interested in improving prisoners’ reentry, promotes best practices in reentry services and tries to eliminate barriers to successful reentry
. 
In addition to these projects, the workgroup reviewed local best practices including Montgomery County’s and Dorchester County’s reentry best practices and the DPSCS’ Public Safety Compact initiative in Baltimore City. The members of the workgroup feel strongly that Maryland needs to invest in strong, evidence-based reentry practices, including the establishment of reentry courts, in order to address the public safety and health condition that is the consequence of substance abuse and misuse.  While most of the practices require more resources than we delegate now to reentry and community monitoring services, they produce better outcomes and, in the long-term, are economically more efficient.


Recommendations:


Specific recommendations are made for adults and for juveniles:


a)  Adults

1. Screening and assessment needs to start at a pre-trial juncture, using evidence-based instruments.
2. A continuity of care document needs to be created and follow the individual throughout his/her journey in the criminal justice system (pre-trial, court system, DPP, DOC, etc.) and data added each time an assessment is conducted or treatment is delivered. 

3. Barriers to accomplishing this need to be identified and problems resolved.

4. Treatment information should be shared between community and institutional addictions treatment facilities and in the reverse.  SMART should be utilized by DPSCS.

5. Maryland needs to invest in evidence-based reentry practices including contingency management community monitoring models and establishing reentry courts.

6. The most critical time to intervene with both criminal and substance use/abuse behavior is immediately upon release. Rapid entry into treatment services is critical and a mechanism to engage the offender in treatment before his/her release needs to be developed.
7. Reentry plans need to be crafted pro-actively between DOC, DPP, and addictions and behavioral treatment providers.  Reporting schedules should be set in advance for inmates to report to addictions and behavioral health care providers immediately following release, just as they report to DPP following release.

8. DHMH and DPSCS need to find a mechanism by which incarcerated individuals can be determined to be PAC eligible so that benefits are effective upon release.  This will allow individuals to immediately access both the somatic and behavioral health care they may need.

9. Substance abuse services should be available at Pre-Release Institutions.

b) Juveniles
1. One jurisdiction’s experience is that it can take, on average, 51 days from the time of arrest to the time of intake by DJS. The length of time between arrest and intake needs to be compressed, from a possible 30 days to 48hours. The sooner the screening and assessment, the sooner the individual can access treatment if needed.  

2.  A standardized, evidence-based screening instrument for adolescents needs to be determined by the ADAA.

3. Standardized drug screens need to be administered to juveniles at the time of arrest for early identification of substance abuse conditions.  Because prescription substance abuse is prevalent among juveniles, drug screens should be universally administered at the time of arrest and the screens should include a 10 panel screen in order to detect some of the common prescription drugs of abuse.

4. An evidence-based adolescent assessment that can be given electronically needs to be identified and universally used once a screening instrument has identified a substance use condition. 

5. Juveniles entering treatment on informal probation frequently find out that their informal probation has ended and this prompts them to leave treatment prematurely. If the informal probation continued while he/she is in treatment, the juvenile’s progress could be monitored by the treatment provider and the DJS worker, and decisions about whether or not informal probation should continue or the process for being placed on formal probation be started could be made.  Therefore, juveniles entering treatment should be on informal probation for the length of the treatment episode. 

6. DJS and ADAA need to develop policy and procedures that encourage on-going communication between the substance abuse provider and the DJS worker throughout the individual’s involvement in order to monitor the juvenile’s progress, determine if a 90 day informal probation needs to be extended, and develop a meaningful reentry plan.

7. DHMH, DHR and DJS need to develop policy and procedures that require regular Coordination of Care meetings with representatives from of all agencies and departments that are or will be providing services for the juvenile in order to monitor the juvenile’s progress, determine if a 90 day informal probation needs to be extended,  and develop a meaningful  reentry plan. 

8. Family involvement with DJS, treatment services, and reentry planning should be a standard procedure.
9. Because juvenile treatment facilities and youth centers are few and dispersed around the State, and many parents are unable to travel the long distances to attend family meetings, teleconferencing should be made available in all jurisdictions.

10. There is a need for half-way houses for juveniles who may be released from treatment and have no home or no inappropriate residence to which to return.
Goal III:  Improve the quality of services provided to individuals with co-occurring substance  
                abuse and  mental health problems. 

    Objective 3.1: Engage state and local stakeholders in creating a coordinated and integrated
                           system of care for individuals with co-occurring problems.

   Objective 3.2: Integrate and coordinate existing services and resources to service individuals 
                          with co-occurring illness evidenced by expansion of service provision. 

  Objective 3.3: Recruit, train workforce to provide services to persons with co-occurring illness.

  Objective 3.4: Provide adequate resources to support workforce development.

Responsible Entity:  Behavioral Health and Developmental Disabilities (BHDD) Administrations 
Discussion:

Several efforts are being carried out within BHDD to accomplish this goal.  The most far reaching in terms of disseminating, state-wide,  evidence-based practice in providing quality care to individuals with co-occurring substance and mental health conditions is a technology transfer protocol disseminated through the “Co-occurring Supervisors’ Academy”.  Using the curriculum developed by the University of Southern Maine as a foundation, the ADAA, the Mental Hygiene Administration, and the Developmental Disabilities Administration, together with the University of Maryland’s Evidence-Based Practice Center,- developed a training of trainers curriculum that includes instruction on: adult learning theory, substance use, mental health and developmental disabilities conditions; and other cognitive disabilities including traumatic brain injury.  Twenty supervisors from publicly funded substance abuse, mental health and developmental disabilities programs from around the State were selected to participate.  As part of the training, these individuals agree to transfer what they have learned to the staff of their respective programs, to implement services at their programs, and to develop a technology transfer plan that details how the organization intends to sustain the gains it has made as a result of participation in the Co-occurring Supervisors’ Academy. 
Other efforts to promote quality care for individual’s with co-occurring disorders are/have been the convening of the Maryland Summit on Youth with Co-occurring Disorders and the establishment of a Case Review Team, composed of representatives from all administrations, that meets twice monthly to review problem cases.
Recommendations:

1. Continue and expand the Co-occurring Supervisors’ Academy to improve the knowledge of the workforce and inform program services.

2. Continue to convene workgroups and summits that facilitate coordination, collaboration and integration of services for individuals with co-occurring illness.

Goal IV: Codify the State Drug and Alcohol Abuse Council to assure a sustained focus on the
    impact of substance abuse 

    Objective 4.1: Sustain mission and work of State council across future administrations.

   Objective 4.2: Improve the understanding of policy makers, opinion leaders, and the general 
                          public of the relationship between/among public safety, health, mental health
                         and substance abuse, treatment and recovery.

  Objective 4.3: Publicize the progress made by the Council in facilitating establishment of a 
                         Recovery Oriented System of Care.


 Responsible Entities:  Behavioral Health and Developmental Disabilities Administrations

Discussion:

In the 2010 session of Maryland’s General Assembly, House Bill 219 (Attachment B) was passed, codifying the Maryland State Drug and Alcohol Abuse Council.  The bill, for the most part, followed the structure set forth in Executive Order 01.01.2008.08, signed by Governor O’Malley in July 2008, with two exceptions:  the responsibility for staffing the council was placed in the ADAA and the Public Defender or his/her designee was added as an ex-officio member.

Recommendations:

Continue to work on mechanisms to accomplish Objectives 4.2 and 4.3
Appendix A
RECOVERY – ORIENTED SYSTEM OF CARE

One Definition of Recovery: 

Recovery from alcohol and drug addiction is a process of change through which an individual achieves abstinence and improved health, wellness and quality of life.

Abstinence includes use of medication as prescribed by an authorized health care provider.

Guiding Principles: 

· There are many pathways to and through recovery

· Recovery is self-directed and empowering

· Recovery involves a personal recognition of the need for change 

· Recovery is holistic 

· Recovery has cultural dimensions

· Recovery exists on a continuum of improved health and wellness 

· Recovery emerges from hope and gratitude 

· Recovery involves a process of healing and self-redefinition 

· Recovery involves addressing discrimination and transcending shame and stigma

· Recovery is supported by peers and allies 

· Recovery involves (re)joining and (re)building a life in the community 

· Recovery is a reality

Elements of a Recovery Oriented System of Care:

· Person centered

· Family and other ally involvement

· Individualized and comprehensive services across the lifespan

· Anchored in the community

· Continuity of care

· Partnership-consultant relationships

· Strength-based

· Culturally responsive

· Responsive to personal belief systems

· Commitment to peer recovery support services

· Inclusion of voices and experiences of recovering individuals and families

· Integrated services
· System-wide education and training

· Ongoing monitoring and outreach

· Outcomes driven

· Research based

· Adequately and flexibly financed
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HOUSE BILL 219

P1, J1 01r0779

By: Delegates Bronrott, Anderson, Dumais, Eckardt, Barnes, Ross, Shewell,
Levi, Burns, Morhaim, Nathan-Pulliam, Pena-Melnyk, and Reznik

Introduced and read first time: January 22, 2010

Assigned to: Health and Government Operations

Committee Report: Favorable with amendments
House action: Adopted
Read second time: February 24, 2010

CHAPTER
AN ACT concerning
Office of the Governor — State Drug and Alcohol Abuse Council

FOR the purpose of establishing the State Drug and Alecohol Abuse Council in the
Office of the Governor; providing for the membership of the Council; requiring
the Governor to designate the chair of the Council; providing for the terms of
the members of the Council; authorizing members of the Council to receive a
certain reimbursement; providing that a majority of the voting members of the
Council is a quorum; authorizing the Council to adopt certain procedures and
consult with State agencies; authorizing the chair to designate certain
individuals to serve on a committee or task force of the Council; requiring the
Council to meet at least four times a year; providing for the purposes and duties
of the Council; requiring the S£& ethe—t te=desimmate Alcohol and
Drug Abuse Administration to provide staff for the Council; specifying the terms
of certain initial members of the Council; and generally relating to the State
Drug and Alcohol Abuse Council.

BY adding to
Article — State Government
Section 9-2801 through 9-2806 to be under the new subtitle “Subtitle 28. State
Drug and Alcohol Abuse Council”
Annotated Code of Maryland
(2009 Replacement Volume)

EXPLANATION: CAPITALS INDICATE MATTER ADDED TO EXISTING LAW.
[Brackets] indicate matter deleted from existing law.
Underlining indicates amendments to bill.
Stalee-ent indicates matter stricken from the bill by amendment or deleted from the law by

amendment.
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2 HOUSE BILL 219

SECTION 1. BE IT ENACTED BY THE GENERAL ASSEMBLY OF
MARYLAND, That the Laws of Maryland read as follows:

Article - State Government
SUBTITLE 28. STATE DRUG AND ALCOHOL ABUSE COUNCIL.
9-2801.

THERE IS A STATE DRUG AND ALCOHOL ABUSE COUNCIL IN THE OFFICE
OF THE GOVERNOR.

9-2802.

(A) (1) THE COUNCIL CONSISTS OF THE FOLLOWING VOTING
MEMBERS:

(1) ONE MEMBER OF THE SENATE OF MARYLAND,
APPOINTED BY THE PRESIDENT OF THE SENATE;

(II) ONE MEMBER OF THE MARYLAND HOUSE OF
DELEGATES, APPOINTED BY THE SPEAKER OF THE HOUSE;

(III) THE SECRETARY OF HEALTH AND MENTAL HYGIENE,
OR THE SECRETARY’S DESIGNEE;

(Iv) THE SECRETARY OF PUBLIC SAFETY AND
CORRECTIONAL SERVICES, OR THE SECRETARY’S DESIGNEE;

(V) THE SECRETARY OF JUVENILE SERVICES, OR THE
SECRETARY’S DESIGNEE;

(VI) THE SECRETARY OF HUMAN RESOURCES, OR THE
SECRETARY’S DESIGNEE;

(VII) THE SECRETARY OF BUDGET AND MANAGEMENT, OR
THE SECRETARY’S DESIGNEE;

(VIII) THE SECRETARY OF HOUSING AND COMMUNITY
DEVELOPMENT, OR THE SECRETARY’S DESIGNEE;

(IX) THE SECRETARY OF TRANSPORTATION, OR THE
SECRETARY’S DESIGNEE;
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HOUSE BILL 219 3

(X) THE STATE SUPERINTENDENT OF SCHOOLS, OR THE
SUPERINTENDENT’S DESIGNEE;

(x1) THE EXECUTIVE DIRECTOR OF THE GOVERNOR’S
OFFICE FOR CHILDREN, OR THE EXECUTIVE DIRECTOR’S DESIGNEE;

(x11) THE EXECUTIVE DIRECTOR OF THE GOVERNOR’S
OFFICE OF CRIME CONTROL AND PREVENTION, OR THE EXECUTIVE
DIRECTOR’S DESIGNEE;

XN THE PUBLIC DEFENDER OF MARYLAND, OR THE
PUBLIC DEFENDER’S DESIGNEE;

() (XIV) TWO REPRESENTATIVES OF THE MARYLAND
JUDICIARY, A DISTRICT COURT JUDGE AND A CIRCUIT COURT JUDGE,
APPOINTED BY THE GOVERNOR AFTER NOMINATION OF THE CHIEF JUDGE OF
THE COURT OF APPEALS; AND

&5 (XV) EIGHT MEMBERS APPOINTED BY THE GOVERNOR
WHO ARE REPRESENTATIVE TO THE EXTENT PRACTICABLE OF:

1. GEOGRAPHIC REGIONS OF THE STATE;
2. AT-RISK POPULATIONS;
3. KNOWLEDGEABLE PROFESSIONALS;

4. CURRENT OR FORMER CONSUMERS OF
SUBSTANCE ABUSE PREVENTION, INTERVENTION, AND TREATMENT SERVICES;

5. FAMILY MEMBERS OF SUBSTANCE ABUSERS;
6. PREVENTION AND TREATMENT PROVIDERS; AND

7. INDIVIDUALS WHO ARE ACTIVE ON SUBSTANCE
ABUSE ISSUES IN THEIR COMMUNITIES.

(2) THE COUNCIL CONSISTS OF THE FOLLOWING NONVOTING
MEMBERS:

(1) THE DIRECTOR OF THE ALCOHOL AND DRUG ABUSE
ADMINISTRATION OF THE DEPARTMENT OF HEALTH AND MENTAL HYGIENE;

(1) THE DIRECTOR OF MENTAL HYGIENE OF THE
DEPARTMENT OF HEALTH AND MENTAL HYGIENE;
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4 HOUSE BILL 219

(111) THE DIRECTOR OF THE DIVISION OF PAROLE AND
PROBATION OF THE DEPARTMENT OF PUBLIC SAFETY AND CORRECTIONAL
SERVICES;

(IVv) THE ASSISTANT SECRETARY FOR TREATMENT
SERVICES OF THE DEPARTMENT OF PUBLIC SAFETY AND CORRECTIONAL
SERVICES; AND

(V) THE PRESIDENT OF THE MARYLAND ADDICTION
DIRECTORS’ COUNCIL.

(B) THE GOVERNOR SHALL APPOINT A CHAIR FROM AMONG THE
VOTING MEMBERS OF THE COUNCIL.

9-2803.

(A) (1) MEMBERS APPOINTED BY THE GOVERNOR UNDER
§ 9-2802(A)(1)EaD=4 (XIV) AND (XV) OF THIS SUBTITLE:

(1) SERVE FOR A 3-YEAR TERM;

(I) MAY SERVE FOR A MAXIMUM OF TWO CONSECUTIVE
TERMS; AND

(IIT) SERVE AT THE PLEASURE OF THE GOVERNOR.

(2) THE TERMS OF MEMBERS APPOINTED BY THE GOVERNOR
UNDER § 9-2802(A)(1)€43) (XV) OF THIS SUBTITLE ARE STAGGERED AS
REQUIRED BY THE TERMS PROVIDED FOR MEMBERS OF THE COUNCIL ON
OCTOBER 1, 2010.

(3) A MEMBER APPOINTED UNDER § 9-2802(A)(1)(1) THROUGH
€a) (XIV) AND (2) OF THIS SUBTITLE SERVES AS LONG AS THE MEMBER HOLDS
THE SPECIFIED OFFICE OR DESIGNATION.

(B) AMEMBER OF THE COUNCIL:

(1) MAY NOT RECEIVE COMPENSATION AS A MEMBER OF THE
COUNCIL; BUT

(2) IS ENTITLED TO REIMBURSEMENT FOR EXPENSES UNDER THE
STANDARD STATE TRAVEL REGULATIONS, AS PROVIDED IN THE STATE
BUDGET.
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HOUSE BILL 219 5

() (1) A MAJORITY OF THE VOTING MEMBERS OF THE COUNCIL IS A
QUORUM.

(2) () THE COUNCIL MAY ADOPT PROCEDURES NECESSARY TO
DO BUSINESS, INCLUDING THE CREATION OF COMMITTEES OR TASK FORCES.

(11) WITH THE CONSENT OF THE COUNCIL, THE CHAIR MAY
DESIGNATE ADDITIONAL INDIVIDUALS WITH RELEVANT EXPERTISE TO SERVE
ON A COMMITTEE OR TASK FORCE.

(3) THE COUNCIL MAY CONSULT WITH STATE AGENCIES TO
COMPLETE THE DUTIES OF THE COUNCIL.

(4) ToHE COUNCIL SHALL MEET AT LEAST FOUR TIMES A YEAR.
9-2804.
THE PURPOSES OF THE COUNCIL ARE TO:

(1) DEVELOP A COMPREHENSIVE, COORDINATED, AND
STRATEGIC APPROACH TO THE USE OF STATE AND LOCAL RESOURCES FOR
PREVENTION, INTERVENTION, AND TREATMENT OF DRUG AND ALCOHOL ABUSE
AMONG THE RESIDENTS OF THE STATE;

(2) PROMOTE A COORDINATED, COLLABORATIVE, AND
COMPREHENSIVE EFFORT BY STATE EXECUTIVE BRANCH AGENCIES TO
ENSURE THE EFFICIENT AND EFFECTIVE USE OF STATE RESOURCES FOR THE
DELIVERY OF A FULL CONTINUUM OF DRUG AND ALCOHOL ABUSE PREVENTION,
INTERVENTION, AND TREATMENT SERVICES FOR ALL RESIDENTS WITHIN THEIR
JURISDICTION;

(3) PROMOTE A COORDINATED, COLLABORATIVE, AND
COMPREHENSIVE EFFORT BY LOCAL ALCOHOL AND DRUG ABUSE COUNCILS AND
STATE SERVICE AGENCIES TO ENSURE EFFECTIVE AND EFFICIENT USE OF
STATE RESOURCES FOR THE DELIVERY OF A FULL CONTINUUM OF DRUG AND
ALCOHOL ABUSE PREVENTION, INTERVENTION, AND TREATMENT SERVICES FOR
ALL RESIDENTS WITHIN THEIR JURISDICTION;

(4) PROMOTE A COORDINATED, COLLABORATIVE, AND
COMPREHENSIVE EFFORT BY STATE AND LOCAL AGENCIES TO ALLOCATE
ADEQUATE RESOURCES TO ADDRESS THE DRUG AND ALCOHOL ABUSE
PREVENTION, INTERVENTION, AND TREATMENT SERVICES NEEDS OF
INDIVIDUALS INVOLVED IN THE CRIMINAL JUSTICE SYSTEM AT ALL STAGES OF
THE PROCESS, INCLUDING:
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6 HOUSE BILL 219

(1) SERVICES WHILE INCARCERATED;

(II) RE-ENTRY SERVICES;

(III) PAROLE AND PROBATION SERVICES; AND
(IV) COURT MANDATED SERVICES; AND

(5) PROMOTE A COORDINATED, COLLABORATIVE, AND
COMPREHENSIVE EFFORT BY STATE AND LOCAL AGENCIES TO ALLOCATE
ADEQUATE RESOURCES TO ADDRESS THE DRUG AND ALCOHOL ABUSE
PREVENTION, INTERVENTION, AND TREATMENT SERVICES NEEDS OF
INDIVIDUALS WITH CO-OCCURRING PROBLEMS REQUIRING SPECIALIZED
SERVICES, INCLUDING:

(I) MENTAL HEALTH DISORDERS;
(II) HOMELESSNESS;
(III) SOMATIC HEALTH PROBLEMS;
(IV) PHYSICAL AND COGNITIVE DIFFICULTIES; AND
(V) CHILD WELFARE INVOLVEMENT.
9-2805.
THE COUNCIL SHALL:

(1) IDENTIFY, DEVELOP, AND RECOMMEND THE
IMPLEMENTATION OF COMPREHENSIVE SYSTEM IMPROVEMENTS IN ALCOHOL
AND DRUG ABUSE PREVENTION, INTERVENTION, AND TREATMENT SERVICES IN
THE STATE IN COORDINATION WITH STATE AND LOCAL CRIME PREVENTION
AND HEALTH PROGRAMS;

(2) PREPARE AND ANNUALLY UPDATE A 2-YEAR PLAN
ESTABLISHING PRIORITIES AND STRATEGIES FOR THE ORGANIZATION,
DELIVERY, AND FUNDING OF STATE DRUG AND ALCOHOL ABUSE PREVENTION,
INTERVENTION, AND TREATMENT SERVICES IN COORDINATION WITH THE
IDENTIFIED NEEDS OF THE RESIDENTS OF THE STATE, INCLUDING THE
GENERAL PUBLIC AND THE CRIMINAL JUSTICE POPULATION, AND THE
STRATEGIES AND PRIORITIES IDENTIFIED IN LOCAL DRUG AND ALCOHOL ABUSE
COUNCIL PLANS;
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(3) SUBMIT TO THE GOVERNOR AND, IN ACCORDANCE WITH
§ 2-1246 OF THE STATE GOVERNMENT ARTICLE, THE GENERAL ASSEMBLY, ON
OR BEFORE AUGUST 1 OF EACH YEAR THE 2-YEAR PLAN AND ALL UPDATES AND
INCLUDE RECOMMENDATIONS FOR THE COORDINATION AND COLLABORATION
AMONG STATE AGENCIES IN THE FUNDING OF DRUG AND ALCOHOL ABUSE
PREVENTION, INTERVENTION, AND TREATMENT SERVICES, PROMISING
PRACTICES AND PROGRAMS, AND EMERGING NEEDS FOR STATE SUBSTANCE
ABUSE PREVENTION, INTERVENTION, AND TREATMENT SERVICES;

(4) SUPPORT THE WORK OF THE LOCAL DRUG AND ALCOHOL
ABUSE COUNCILS THROUGH FACILITATING COORDINATION AND
COMMUNICATION AMONG THE COUNCILS, LOCAL STATE AGENCIES AND
DEPARTMENTS, AND PUBLIC AND PRIVATE PROVIDERS AND PROVIDE
TECHNICAL ASSISTANCE AS NEEDED;

(5) PREPARE ANNUAL SURVEYS OF ALL FEDERAL AND STATE
RESOURCES USED TO FUND SUBSTANCE ABUSE PREVENTION, INTERVENTION,
AND TREATMENT SERVICES AND REVIEW THE ALLOCATION OF THE FUNDS BY
RELEVANT STATE AGENCIES FOR THE PURPOSE OF IDENTIFYING GAPS IN
SERVICE DELIVERY, DUPLICATION OF SERVICES, AND OPPORTUNITIES FOR
IMPROVED COORDINATION AND COLLABORATION TO ENSURE COST-EFFECTIVE
AND QUALITY SERVICES AND CONSISTENCY WITH POLICY PRIORITIES
ESTABLISHED IN THE STATE PLAN; AND

(6) TFACILITATE IMPROVED LINKAGES OF THE COURT, CRIMINAL
JUSTICE, AND CORRECTIONAL SYSTEMS WITH EXISTING DRUG AND ALCOHOL
ABUSE SERVICES.

9-2806.

THE S cE o e CovepNoR gL pioioana e e ALCOHOL AND
DRUG ABUSE ADMINISTRATION SHALL PROVIDE STAFF FOR THE COUNCIL.

SECTION 2. AND BE IT FURTHER ENACTED, That the terms of the
appointed members of the State Drug and Alcohol Abuse Council established under
Section 1 of this Act shall expire as follows:

€)) Five in 2013; and
(&) Five in 2014.

SECTION 3. AND BE IT FURTHER ENACTED, That this Act shall take effect
October 1, 2010.
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