MARYLAND STATE DRUG AND ALCOHOL ABUSE COUNCIL

Collaboration-Coordination Workgroup
Minutes for May 24, 2010
Present: Thomas Libratore, Kevin McGuire, Suzan Swanton, Kathleen O’Brien
I. Call to Order:  The meeting was called to order at 10:15 a.m.
II. Discussion:  This meeting focused on the content for the Strategic Plan Update due in August.  The following is the result:
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 MFRs 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 (SUC).  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 family.  
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: 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 Abuse Conditions:  To reduce the infant mortality rate, an aggressive outreach program should be established to identify pregnant women with substance abuse conditions and motivate them to enter treatment. Concern was expressed about those women who are seen in hospitals and OBGYN offices, who are never identified as having a SUC 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 increaseing the number of patients entering substance abuse treatment.  It has been associated with fewer hospital days, fewer emergency department visits, and cost-benfit/cost-effectivenss 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.  ADAA and the DHMH should be supportive 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 mothers’ 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 reduction of 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 provides 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; 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 publics 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 training to the MVA’s assessment unit on eligibility criteria for public assistance that would help pay for substance abuse treatment for individual’s charged with DWI.

III. Next Meeting:  TBD
IV. Adjournment:  The teleconference call was adjourned at 11:45 a.m.
� http://www.whitehousedrugpolicy.gov/policy.html
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