MARYLAND STATE DRUG AND ALCOHOL ABUSE COUNCIL
Minutes
June 23, 2010
In Attendance:  
Gray Barton (District Court), Alberta Brier, Thomas Cargiulo, John Colmers, Carlos Hardy, Thomas Liberatore (for DOT),  Patrice Miller (DPSCS), Kathleen O’Brien, Phil Pie, Glen Plutschak, Kirill Reznik,   Gale Saler, Peter Singleton, Suzan Swanton (Executive Director), Chris Zwicker (DBM), 
I. Call to Order:  The meeting was called to order at 3:05 p.m.
II. Approval of Minutes:  The minutes for the April 21, 2010 Council Meeting were approved as written.
III. DHMH Update – Secretary Colmers
Secretary Colmers gave an update on the activities of the Maryland Health Care Reform (HCR) Coordinating Council.  Because the Health Care Reform Act puts much of the responsibility for implementation on the State, this council serves a critical function.  Its initial charge is to submit recommendations to the Governor by January 2011 on the approach Maryland should take to implement the reforms.  The Coordinating Council is to produce two reports.  The draft of the first report is due in July.  This document will focus on: a general overview of the legislation; a financial model of the impact of health care reform on the state budget; a timeline setting dates by which certain decisions will have to be made; and, a list of critical issues that need to be addressed immediately and suggested workgroups to do so. Information about the activities of the Health Care Reform Coordinating Council and when meetings are being held can be found at: http://www.healthreform.maryland.gov  
IV. Behavioral Health and Developmental Disabilities Update – Deputy Sec. Henry
· Health Care Reform: It was emphasized that there are many websites that have taken the HCR legislation and broken it down to understandable parts.  Dep. Sec. Henry encouraged all to visit some of those sites to get a good understanding of what the Act means.  BHDD is taking several steps to make sure make sure all three administrations are prepared for HCR.  It is meeting with the University of Maryland’s Evidence-Based Practice Center to begin to talk about the impact HCR will have on behavioral health in Maryland.  It has formed a Health IT group consisting of members from Medicaid, Mental Hygiene Administration, Developmental Disabilities Administration, and the Alcohol and Drug Abuse Administration (ADAA) to discuss electronic medical records and health information exchange (HIE). All efforts that BHDD is putting forth in this arena will be in alignment with the State’s HCR Coordinating Council. As the State moves toward HCR and HIE, BHDD is committed to seeing that behavioral health is included in the planning.  As this effort moves forward and the HCR Coordinating Council forms workgroups, we need to consider whether the interests of BHDD’s consumers would be best served if we are represented on the behavioral health workgroup or on all workgroups, given the nature and consequences of substance use conditions and its impact on somatic health. Other activities that the BHDD is involved in:   convening a one-day meeting on eliminating disparity in behavioral health care; beginning discussions on partnering with Federally Qualified Health Centers to improve behavioral health care; visiting with local authorities to encourage collaboration between Core Service agencies and health departments to improve services to consumers; and, initial discussions with the Maryland Lottery Commission, who approached Sec. Colmers, about a multi-stakeholder approach in addressing problem gambling.
· Health Information Exchange (HIE) and Electronic Health Records:  Dep. Sec. Henry referred participants to the recently posted information on SAMHSA’s website concerning Substance Abuse Confidentiality Regulations and HIE: http://www.samhsa.gov/HealthPrivacy/
V. ADAA  Update – Tom Cargiulo, ADAA Director
· Kempske Lecture:  This year’s lecture was held earlier today and was very successful.  It focused how opioid-related disorders are and have been approached in this country including the use of pharmacotherapy.  This year’s lecture is the result of collaboration with the Office of Problems-Solving Courts.  It is hoped that this partnership will continue and develop next year’s lecture.  
· ROSC:  ADAA is completing a “Training of Trainers” event in which individuals from across the state are being taught how to train others in the principles and elements of a ROSC.
· Data Blog:  ADAA has established a data blog:  http://maryland-adaa.blogspot.com/ . This blog is intended to disseminate to persons in the field and the general public output from some of the analyses conducted regularly by the ADAA Research and Analysis Division.  Blog readers can comment, ask questions and suggest avenues for further research. Initial blog posts include an overview of treatment for prescription drug abuse in Maryland and a comparison of heroin-related and other opiate-related treatment admissions.
· HCR:  HCR offers the field tremendous potential to evolve what we do and to integrate the treatment of this chronic illness with primary health care.  It gives us a chance to do things differently such as unbundling methadone services and combining methadone maintenance treatment with primary care services.

VI. Presentation:  “The Health Information Exchange:  Electronic Health Records and the Chesapeake Regional Information System for our Patients” – David Horrocks, Riverside Consulting
A presentation was given on the Chesapeake Regional Information System for our Patients (CRISP) which is Maryland’s HIE. CRISP’s mission is “to advance the health and wellness of Marylanders by deploying health information technology solutions adopted through cooperation and collaboration.  We will enable the Maryland healthcare community to appropriately and securely share data, facilitate and integrate care, create efficiencies and improve outcomes.” It was designated by the Maryland Health Care Commission as the statewide HIE in May of 2009. In April 2010, CRISP selected Axolotl, in a competitive bid process, to develop the core infrastructure of the HIE.  Initially, the Exchange services will launch with the capabilities: access to patient demographics; access Lab results, radiology reports, transcribed reports (discharge summaries, history, out-patient notes, etc.); referral; and secure clinical messaging among physicians in the exchange.  For more information, please see the power point presentation under on the Council’s website: http://maryland-sdaac.org/Minutes/MinutesIndex.htm
VII. Presentation:  “The Viability of the SMART system as an Electronic Health Record” - Stephan Sherman, Institute for Government Services and Research.
The capabilities of the SMART system were presented.  SMART is a collaborative efforts based on the federal Web Infrastructure for Treatment Services (WITS).  This is software, designed in 2002, that is in the public domain and is deployed in twenty-two States and two Countries. Maryland’s SMART system is developing strategies to meet the requirements of Maryland’s HIE.  They are building on what they already have and adopting standard record structures and methods of exchanging information. Within SMART, there is the capability of exchanging information in compliance with 24 CFR Part 2. It has an electronic consent process and information can only be shared if the appropriate consents are in place. In addition to the substance abuse treatment providers, SMART currently has a network of users within Maryland including: Drug courts, Department of  Juvenile Services, Division of Parole and Probation, and Montgomery County’s Juvenile Justice Information System. For more information, please see the power point presentation under on the Council’s website: http://maryland-sdaac.org/Minutes/MinutesIndex.htm
VIII. Strategic Plan Update – Suzan Swanton, Executive Director

The Executive Order and HB219 requires annual update on progress toward the Strategic Plan be submitted to the Governor by August 1, 2010.  The workgroups and entities working on each of the objectives of the Plan developed key issues and made recommendations for future focus.  These were written into the Update Report and the Report was sent back to them to ensure that the Update Report reflected what they wanted it to say.  Their comments and edits were integrated into the report which now sits in BHDD for a final review.  After those comments and edits are integrated, the report will sent to the Council to vote on accepting this report and sending it to the Governor by August 1, 2010.
IX. Strategic Plan- Workgroup Progress Reports:
A.  Criminal-Juvenile Justice Workgroup:  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 a standard procedure.

9. Because juvenile treatment facilities and youth centers are few and dispersed around the State, and many parents 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.
B.  Technology Workgroup:  
· The technology workgroup has not met since the end of Session, in light of the Council’s participation in Health Information Exchange workgroups.  The workgroup will likely meet again, once the role of the exchange as it relates to behavioral health is more defined.  

· The workgroup has come up with four recommendations to present to the Governor that should aid in achieving our goal of increasing the State’s data sharing capabilities to improve client care.  These recommendations are:

1. The first recommendation is that the Council explores the efficacy of using the Health Information Exchange model in developing an integrated human services database.

2. The workgroup recommends that in its development of the Health Information Exchange, the State explore the strengths of its existing SMART system, specifically as it relates to “informed consent” capabilities.

3. The workgroup also recommends that the State develop capabilities that will allow the State’s SMART system to interact with the HIE.

· There is a current effort to develop an information exchange between the ADAA and the Dept of Public Safety that is being facilitated by the Association of State Correctional Administrators and the US Department of Justice.  The standards for this proposed exchange are different from the Health Information Exchange standards (the HIE will use Health Level 7 and the other exchange uses the National Information Exchange Model, or NIEM).  This new information exchange will also require capabilities to be developed for the SMART system.

4.  The workgroup recommends we support information exchange 

    efforts between the Department of Public Safety and the Alcohol  

    and Drug Abuse Administration.

C.  Workforce Development: 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 counselor.

3. Develop Field Placement Directory.

4. Continue with conducting and analyzing the Salary Survey, and determining its impact on Maryland’s workforce.

D.  Collaboration/Coordination Progress:  
INFANT MORTALITY:  
· Guidance Document: -Disseminate information

· Accessing Services
· Eligibility requirements and how to apply for benefits for both pre-natal and post-partum care
· Accelerated Certification of Eligibility (ACES): This program certifies a pregnant woman for medical assistance for 90 days to give her time to get regular MA/MCHP .
· Information to providers are what services are reimbursable, when and how to bill for them
· Information should be updated and distributed annually to 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.
· Data collection

· Need to regularly collect and analyze data for women and children receiving substance abuse services
· Data should focus on outcomes for persons served; health outcomes for infants born to mother in treatment and those of children in residential care with their mothers.
· Effective Levels of Care: 

· There is a need to determine the effective and efficient mix of services that should be provided to pregnant women and their children.  
· It should not be assumed that all individuals need the same level of care or that they will need one level more than the other.
· Outreach
· An aggressive outreach program should be established to identify pregnant women with substance abuse conditions and motivate them to enter treatment. 
· Some women who are seen in hospitals and OBGYN offices and are never identified as having a SUC or who are identified but never access treatment 
· An outreach strategy should include the establishment of an aggressive training program 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 residences 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 support these efforts and promote statewide training and implementation of this interventions.  

CONNECTING HIGHWAY SAFETY AND SUBSTANCE ABUSE
· Driver Wellness and Safety Programs MVA provides a rich opportunity for identification of individuals with SUCs at all stages of the disorder.
·  There should be an active collaboration between the MVA and the ADAA to improve services to individuals with SUCs and improve highway safety:
· ADAA should train or develop a training module for MVA’s assessment staff on the SBIRT protocol.
· ADAA should provide semi-annual training for the MVA Medical Advisory Board
· ADAA should review and have input into the prevention section of the Drivers’ Education Program
· 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.
E. Prevention-Strategic Prevention Framework Advisory Committee: Follow-Up
      Issues The Strategic Prevention Framework Advisory Committee (SPFAC) has not 
      met since the last State Council meeting.

· The next meeting is scheduled for Wednesday, June 30, 2010 from 2:30 p.m. to 4:30 p.m. at the Alcohol and Drug Abuse Administration

· The SPFAC’s workgroups ( State Epidemiology Outcomes Workgroup [SEOW], Cultural Competency and Evidence Based Practices) have continued to meet.

· They are focusing on the development of :

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

· Creation, implementation and analysis of a statewide Prevention Workforce Survey

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

· SPF Trainings for Local Drug and Alcohol Abuse Councils and Community Organizations

· Completion of the Resources and Special Population (Veterans) Assessments

· County Level Data Profiles

X. Comments from Council members

During the meeting several council members had comments:

· SMART’s Data Capability:  There was a discussion about the inability of programs entering data into SMART to retrieve that data in a meaningful way that would allow the data to be used for continuous quality improvement activities. Any new work with SMART needs to ensure that data will be available to the users.
· Women and Children In Treatment:  After the report from the Collaboration and Coordination Committee, there was a discussion emphasizing the need to collect data to show the improved outcomes of mothers, infant and children when they are in treatment together.  It was emphasized that there needs to be better coordination between DHR, MA and treatment providers concerning services for these individuals and timely eligibility determinations.

· PAC and Incarcerated Individuals:  It was emphasized that incarcerated individuals should have their PAC eligibility determination interview while they are still incarcerated so that they have those benefits the day they reenter the community and seek substance abuse treatment.
· Reentry Services:  It was emphasized that, while adding more intensive reentry services may cost more initially, in the long run, they save money in reduced recidivism.  Some such services would be Reentry Courts, evidence-based practices of community monitoring.

XI. Future Meetings: All meetings are held between 3:00 p.m. and 5:00 p.m.
· September 15, 2010 – Venue TBD

XII. Adjournment:  The meeting was adjourned at 5:15 p.m.
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