MARYLAND STATE DRUG AND ALCOHOL ABUSE COUNCIL
Minutes
September 15th, 2010
In Attendance:  
Laura Burns-Heffner (Interim Executive Director), Thomas Cargiulo, Jim Chambers (for MHA), Ann Ciekot, (NCADD-MD), Jeanne Dorry-Thiuierge, (WCHD), Carlos Hardy, Renata Henry (for Secretary Colmers), Rebecca Hogamier, Kim Kennedy, Martha Kummer, (for DPP), Thomas Liberatore, (for DOT),  Patrice Miller, Tracey Myers-Preston, (MADC), Kathleen O’Brien, Allan Pack, Jr. (for DBM),  Phil Pie (DPSCS), Glen Plutschak, Laura Rajala, Gale Saler, Cindy Shupe, (ADAA), Larry Simpson, Peter Singleton, Tanisha Townes, (ADAA staff support).
I. Call to Order:  The meeting was called to order at 3:00 p.m.
II. Approval of Minutes:  The minutes for the June 23rd, 2010 Council Meeting were approved as written.
III. DHMH Update – Renata Henry, Deputy Secretary for Behavioral Health and Disabilities
· Health Care Reform Coordinating Council (HCRCC) Interim Report and updates:
Deputy Sec. Henry gave an update on the activities of the Maryland Health Care Reform (HCR) Coordinating Council for Secretary Colmers.  The Maryland Health Reform Coordinating Council is commissioned to coordinate the affordable care act (ACA). The first meeting was held May 6, 2010. Meetings continued in June and July.  The next full Council meetings are being held September 20, October 15th, November 8th, and December 17th, 2010.  For Highlights and a copy of the Interim Report: See www.healthreform.maryland.gov  Key report highlights include: the fiscal impact, financial model, and workgroup structures and purpose.   Expected savings from HCR over nine years is expected to be 829 million, and the number of uninsured individuals is expected to be cut in half by 2017.
The HCRCC convened 6 work groups for key reform areas:
1. Health Insurance Exchange and Insurance Markets (creation of the state-based exchange for the purchase of coverage);                             
2. Entry into Coverage (getting individuals actually enrolled in the private, public, and subsidized coverage options available);                          
3. Education and Outreach (inform the public to enable utilization);                            
4. Public Health, Safety Net and Special Populations (the remaining uninsured and underinsured; functions of tradition safety-net, considerations of special populations);                       5. Health Care Workforce (system capacity to include behavioral health providers) and;                           6. Health Care Delivery System (improves quality and control costs).  

The major elements of reform become effective in 2014, so planning for implementation during the next three years is critical.  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 . Discussion occurred regarding how the criminal justice population should be considered as a special population due to their re-entry issues, and that the needs of those individuals should be addressed in the Public Health and Safety Net workgroup.  Another point was made regarding “essential benefit” indicating that Maryland currently provides a higher level of benefit than most states, and that we need to be having conversations with SAMHSA to ensure that services that we consider to be essential are included, and is in line with parity legislation.  How parody be implemented in Maryland will be important. According to the law the Health and Human service Secretary in the federal government will make such decisions but not until 2011. SAMSHA understands that parody must be clarified and essential benefits must meet with Maryland’s current standard of care—“No slippage.”

· Strategic Plan Update: The Strategic Plan Update was approved by a quorum of members and forwarded to the Governor’s Office August 1st, 2010.  No comments on the report have been received.  

IV. Behavioral Health and Developmental Disabilities Update – Deputy Sec. Henry
· Health Information Exchange (HIE) and Electronic Health Records:  http://www.samhsa.gov/HealthPrivacy/.  We are now at the MHCC/CRISP policy board table for Behavioral health Issues not currently covered by CRISP.    Next meeting on 9/28/10 will discuss sensitive health information.  ADAA, MHA staff participated in a webinar last week that helped us to better understand meaningful use and other issues related to HIT.  SMART will meet standards of meaningful use with specifically designed updates.  There is movement in the State towards being more protective of personal health information. 
· Safety Net Workgroup:  The first meeting of the Public Health /Safety Net workgroup is 9/16/10 from 9-1 at UMBC. There will be three panels:  access; behavioral health; and changing environment for providers.  John O’Brien from SAMHSA will present for panel #2 on a Roadmap for Behavioral Health in Reform.  It is important for advice from the field be specific and actionable.  This is our opportunity to give advice to the state on behalf of behavioral health.
· Integration of Behavioral Health into Federally Qualified Health Center’s (FQHC): We will be working with FQHC’s to help them integrate behavioral health services into their sites.  The goal for the next two years is to have FQHC’s employ behavioral health specialists, make partnerships to integrate care coordination with behavioral health.  We are planning with Milbank for a forum or summit in the spring 2011. There will be 11.5 million National Dollars to expand access points which will include behavioral health services. A FQHC data meeting will be held on Friday September 17, 2010.  A map of all medically underserved populations will be provided and they will overlay the location of all the FQHC’s in those areas to help FQHC’s find community partners for integration of behavioral health. 

· Collaboration and Coordination: Deputy Secretary Henry would encourage more council members to join this workgroup, and is willing to meet with members to help further define the role of the group and help them to meet the initiatives outlined in the Strategic Action Plan and align goals with BHD priorities.
· Appointment process: (due to Codification of Council effective 10-1): The eight council members appointed by the Governor will need to be re-appointed.  Please complete the application and CV, and then forward them to Laura Burns-Heffner, Interim Executive Director.  If you no longer are interested in serving, please let us know so we can notify the Governor’s office.  This needs to be completed by September 27th.  Footnote:  The Interim Executive Director was subsequently informed that the current appointees shall remain in effect until July 2011, provided they meet attendance requirements of having attended at least 50% of council meetings each calendar year.  Those appointees who have not met that requirement have been notified.  
V. ADAA  Update – Tom Cargiulo, ADAA Director
· Recovery month activities: Pending and recent activities were highlighted, including the 1st Annual Recovery Symposium on September 29th. Please see www.recoverymonth.gov for a full listing of Recovery Month events.  The Recovery Month kick-off Festival which was held at ADAA on September 7th, 2010 was very well attended this year with over 300 participants.  Featured Speakers included Keith Mills, Local Sportscaster, Robert Hendricks from CSAT, and Secretary Colmers who presented the Proclamation of September as National Alcohol and Drug Addiction Recovery Month in Maryland.  
· Tobacco Grant award: ADAA was awarded a contract from the Federal Food and Drug Administration for funds which will be used to decrease access to tobacco to minors.  The project will implement a statewide system for enforcement of tobacco laws by funding inspectors authorized to enforce laws, through retail inspections with direct citations for violations issued at the time of violation. The grant award is for $552,890.00 for the first year, with funding for subsequent years to be determined.  
· Access To Recovery Grant: ADAA submitted a final revised budget and budget narrative to SAMHSA CSAT on September 8th, and anticipates receiving an notice of award for it’s application to the Access to Recovery grant by the end of September.   This grant will fund a voucher based system for substance abuse clinical treatment and recovery support services focusing specifically on patients leaving residential treatment, prison, and the VA residential program.  Clinical Halfway House, and Recovery support services, such as childcare, transportation, and recovery housing, are some of the services that will be available.  A coordinator will be responsible for approving the vouchers for individuals returning to their jurisdiction/region post treatment.  All patients will receive case management. Footnote: ADAA received notice of award of $3,352,000 for the first year of operation on September 30, 2010.
· JurisData Next Steps:  Meeting have been held in each region on a monthly basis in order to look at data that ADAA has from a County perspective versus individual program data in an attempt to move toward overall system management.  We will be providing data over the course of a timeline versus “snapshot” in the next couple of months. This data review is a work in process and is intended to help jurisdictional coordinators to improve quality of services and be more effective by having access and discussion regarding system wide data.   
· GDU accomplishments: ADAA has successfully completed the majority of action items on its initial GDU, including action items related to expansion of burprenorphine, increased access to services through MA/PAC expansions, creating efficiencies in the existing system of care, and increasing scope of services by developing a recovery oriented system of care (ROSC) throughout Maryland. Treatment services were expanded even with the decreases in funding as there were 2.9 percent more individuals admitted to ADAA-funded treatment in FY 2010 than in FY 2008. 
· ROSC Update:  ADAA has made great strides towards implementation of the ROSC model with each jurisdiction developing a ROSC implementation plan, completion of training of trainers for each jurisdiction, implementation of a new level of care, (continuing care), and development of Recovery housing standards for non-certified recovery oriented housing.  There was a comment made as to how we can increase housing for offenders leaving the criminal justice service, and a question clarifying funding for housing.  Dr. Cargiulo re-iterated that ATR funding would be designated in part to increase housing for individuals leaving residential treatment from the community and the correctional treatment programs, but in the meanwhile, current funding can now be used for housing at the discretion of the jurisdictional coordinator.  
· Gambling Alliance Meeting:  The Maryland State Lottery Commission requested the formation of a Gambling Alliance between the major stakeholders in gambling abuse prevention and treatment.  The initial meeting will be held on October 15th, 2010.  The Alliance is not intended to provide oversight, but will serve as a venue for broader issues.  ADAA contracted for a statewide gambling prevalence survey which has begun and will be completed in October, and has initiated a 30 hour series of training which upon completion will allow participants sufficient credit hours to be eligible to be a National Certified Gambling Councilor.  There was a question raised as to whether the State DAAC should be represented on the Gambling Alliance.  Note: Dr. Cargiulo is a participant, and a member of the SDAAC.  
VI 

Presentation:  Maryland Community Health Resources Commission (MCHRC) – Mark Luckner.  Mark’s presentation highlighted CHRC’s policy making function; Delineated the priority areas for funding, which include: Expanding Access to Primary Care at Maryland’s safety net providers; Increase Access to Dental Care for Low-income Marylanders; Addressing Infant Mortality; Reducing health care costs through ER Diversions; Promoting Health Information Technology at community health centers; Providing Access to Mental Health and Drug Treatment Services; Addressing health care needs of Co-Occurring Individuals, Provided a crosswalk of grant resources and how they support DHMH priorities; and made points regarding sustainability, leveraging, behavioral health integration and interagency collaborations.  Dr. Ingvild Olsen, described the HOPE project, in Harford County, which is one of the grants funded by the MCHRC.  The goal of the HOPE project is to identify 600 dually diagnosed inmates at the local detention center and link them directly into an integrated system of care, including: substance abuse counseling, psychiatric services, medical home for primary care, and support services (case management, housing, entitlements) that starts during incarceration and continues post-release.  She also briefly described the Baltimore City Integrated Dual-Disorders Treatment (IDDT) Initiative which is a joint effort between multiple stakeholders to increase access to and improve the care of criminal justice involved patients with substance abuse and mental health conditions.  Please see MCHRC presentation attached.
VI. Strategic Plan- Workgroup Progress Reports:
A.  Criminal-Juvenile Justice Workgroup:  
Themes:

   

Juvenile:

1. Speed time from arrest to intake.

a. Secretary Devore has met with police in jurisdictions where undue delays have been identified.    DJS research show time period from arrest to intake varies from 20 to 80 days. Needs to be reduced.

2. Screening and Assessments need to start early in process.

a. Need for shorter, quicker assessment tool to identify potential substance abuse issue and refer clients to addictions services professionals for follow-up.

3. Universal testing of juveniles at intake

a. Use 10 panel test to pick up on prescription drug use

b. May require legislation

4. Formal vs. informal.   

a. If informal, no “hammer” over the juvenile.  Maybe informal should only be used for first-time offender. Committee asked if we could see research by DJS on this issue.

b. Jackson Unit sees less favorable results when juveniles are referred there on informal or voluntary.

c. Do we need policy to ensure communication between DJS and treatment provider during 90-day informal supervision period.  Do not want non-compliant cases to reach expiration without court action.

5. Drug Court

a. Would like to see caseloads brought up to scale.

b. Are we referring all cases that we can?

c. Drug court makes excellent post inpatient treatment reentry plan especially where multi-jurisdictional case planning can be done including the families.

6. Need for juvenile half-way houses

7. Need to use teleconferencing for juveniles in treatment facilities where parents and caseworkers are required to travel long distance.

a. What is DJS position on teleconferencing? 

      

Adults

1. Again Screening and assessments:  

a. Do the jails, Central Booking do assessments, drug testing? It is believed by various committee members that questions may be asked as part of suicide assessment and general medical assessment.  

b. Probation cases only test if in the court order.  Questions/discussion about testing individuals upon release from jail, prison, home detention.  If screened in jail, do the results follow the person through the system? 

c. Can DOC share assessments with community treatment electronically? ADAA and DPSCS working on sharing information through SMART and DPSCS’s new information system.  

       2.
     Reentry

a. DOC’s goal is to do case plans for every inmate so when leave DOC that plan will follow inmate to P&P or vice versa.

b. Need substance abuse services in pre-release facilities.

c. Need to create reentry courts

d. Need to address critical period when inmates leave institution and wait to be referred/accepted into treatment.  50% of recidivism in first 6 months of release.

e. ADAA requested a grant for Access to Recovery Funds that will be used for re-entry if grant received.

f. PAC--- still need to figure out way to expedite PAC eligibility.   Also if PAC were retro-active, it would facilitate getting services. 

2. Drug Courts

a. Again, need to bring caseload up to scale.  Small statewide case numbers.

B.  Technology Workgroup:  
The technology workgroup has not met since the end of the legislative session, in light of the Council’s participation in Health Information Exchange workgroups.  The workgroup will begin to meet again, once the role of the exchange as it relates to behavioral health is more defined.  

C. The Workforce Development Committee:

The Workforce Development Committee continues to meet monthly via teleconference. 

It was brought to the Workforce Development Committee’s attention that cultural and linguistic concerns were not part of the Workforce Development Committee’s work plan.  This was an oversight on the committee’s part.  The committee is in the process of developing standalone goal and objectives to address the cultural and linguistic concerns.

The Board of Professional Counselor and Therapists guidelines only allow for a nominal amount of credit for e-learning.  These guidelines were established years ago.  Times, technology and circumstances have changed.  The committee will be addressing this ruling in keeping with current and future advancements in the technology field.

Language to enact the “Reciprocity Bill” has been approved.  Forms are being developed to allow for qualified substance abuse professionals to be hired and practice in Maryland.

The Board’s Sunset review Interim report is due to the General Assembly by 10/1/1010.  There are a number of issues/concerns related to workforce development that this report is charged to address.  The Workforce Development Committee has not see the report.  The Board is going to make the report available to the committee for feedback.

Recommendation #4 – The Board should review the certification structure for alcohol and drug counselors to determine whether the current three-tiered certification structure is of continued benefit to the profession and the public.  The results of the review, including and proposed alternatives, should be included in the interim report.  

In addition, scope of practice needs to be identified for trainees in each of the three certification tiers in order to justify continuation of the three-tiered system.

Workforce Development Committee needs to make recommendations re:  Trainee employment.  Presently it could take up to six weeks for the  Board to approve an applicant for trainee status, at  which point the prospective employer may have moved on to another applicant.


Finally, a number of trainees are coming to the end of their term without meeting criteria for certification.

Recommendation #5 – The statute should be significantly redrafted for clarity, organization, and accuracy, to include the substantive provision recommended throughout this evaluation as well as repeal l any obsolete provisions.

Recommendation #13 – The Board should evaluate its revenue structure to determine the levels necessary to reach a reasonable fund balance by the end of fiscal 2011.  The results of the review should be reported to the General Assembly in the interim report.  

Finally, Tracy Meyers-Preston reported the committee continues to work with our Higher Education partners to work out the logistics of a Field Placement Directory.  We are considering the best online format to ensure ease for schools and students.  We continue to promote the effort within the provider community gaining their information through an online survey.

The Committee has convened a Scholarship Committee who will work to establish the framework for Workforce grants dedicated to educational purposes.  The committee will prepare the application and outline the application process, set guidelines for the selection committee and criteria and establish grant structures.  MADC continues to promote the effort and accept online donations through its website.  A solicitation letter will be circulated to a test group within the corporate community in December 2010.

D.  Collaboration/Coordination Progress:  There was no report available for this workgroup.
E. Prevention-Strategic Prevention Framework Advisory Committee: 
The Maryland Strategic Prevention Framework Advisory Committee has met on February 22, 2010, April 26, 2010 and June 30, 2010. 

The MSPF Advisory Committee has completed and submitted in July, a draft Plan for the distribution of the Community level funds ( approx. 1.8 million)  to the Federal Center for Substance Abuse Prevention (CSAP) for an initial  review.  To adhere to funding guidelines, the ADAA must develop a statewide comprehensive Strategic Prevention Framework plan before MSPF funded prevention services can began. Community –level organizations will be required to target need and fill gaps by utilizing epidemiological data to plan, implement and sustain evidence based prevention services. A copy of the revised plan will be on the State Council and the  ADAA website-http://dhmh.maryland.gov/adaa/   in October.

The MSPF Evidence Based Practices and Cultural Competency Workgroups continue to meet monthly to address the development of the evidence based guidance documents and tools for perspective MSPF grantees. As a means to gage prevention workforce capacity, the Evidence Based Practices workgroup developed and disseminated a   Prevention Workforce Development Survey throughout Maryland. The last day for responses is September 30, 2010.  A report will be compiled and submitted to the Committee. 

The ADAA Research Division has assumed management of the State Epidemiological Outcomes Workgroup (SEOW).  The ADAA Research Division will carry out all data collection, analysis and reporting functions necessary to support the data driven decision-making MSPF process. 

The ADAA has completed its hiring process for MSPF staff. The Program Manager, Technical Assistance Coordinator and Secretary will provide guidance and support to this Committee and statewide efforts.

The next Prevention-Strategic Prevention Framework Advisory Committee meeting will be held on October 19th, 2010 at ADAA, from 2:30 to 4:00 pm.  
VII. Comments from Council members

· ADAA received thanks for providing support for various recovery month events. 

· There was an inquiry as to how we can support Phil Lee of Johns Hopkins presentation portfolio October 20, 2010. 

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

IX. Adjournment:  The meeting was adjourned at 5:00 p.m.
SDAAC Meeting
Minutes – 9/15/10
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