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Introduction
In July 2008, Governor O’Malley signed Executive Order 01.01.2008.08 (Appendix A) establishing the Maryland State Drug and Alcohol Abuse 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.”

To accomplish this duty, the State Drug and Alcohol Abuse Council (SDAAC) established three workgroups:  the Safer Neighborhoods Workgroup, the Healthier Maryland Workgroup, and the Planning and Coordination Workgroup (Appendix B).  These workgroups were composed of Council members, stakeholders, providers, consumers and recognized experts in the field of substance abuse services.  Each workgroup met an average of six times between January 2009 and June 2009.  During their meetings, they reviewed relevant data, information on the strengths, weakness, opportunities and threats concerning the organization and delivery of substance abuse services in Maryland, and the most current strategic plan each of the jurisdictions have submitted to the Alcohol and Drug abuse Administration.

After reviewing and discussing this information, the Safer Neighborhoods Workgroup and the Healthier Maryland Workgroup each generated a list of service delivery issues that need to be addressed in the strategic plan.  From these lists, each workgroup identified and prioritized three to five concerns they feel need to be addressed first in the strategic plan, as they form a foundation for addressing the remaining issues.  Thus, for instance, it was felt that the current workforce shortage crises needs to be addressed and an integrated health and human service database needs to be developed  in order to achieve the other recommendations of increased access to quality care and improved services coordination. Appendix C is the Healthier Maryland Workgroup’s final recommendations and their initial list of issues, and Appendix D is that of the Safer Neighborhoods Workgroup. Appendix E is a summary of system strengths solicited from stakeholders statewide.
The Safer Neighborhoods Workgroup and the Healthier Maryland Workgroup submitted their lists of concerns for the current service delivery system to the Planning and Coordination Workgroup.  The Planning and Coordination Workgroup reviewed the work of both workgroups and combined and prioritized the recommendations.  The Planning and Coordination Workgroup made an additional recommendation of including in the strategic plan the goal of moving Maryland’s service delivery system toward becoming a recovery-oriented system of care (Appendix F), an approach that is being promoted by the Substance Abuse and Mental Health Services Administration of the federal Department of Health and Human Services. 
Over-arching Principles
All three workgroups affirmed that there are two over-arching values that should inform the organization and delivery of all substance abuse services in Maryland and all outcomes related to the strategic plan: pursuit of quality health care, and cultural and linguistic competency.
Quality Health Care

In Crossing the Quality Chasm, the Institute of Medicine listed six aims of quality health care
: 
1. Safe:  avoiding injuries to patients from the care that is intended to help them.
2. Effective:  providing services based on scientific knowledge to all who could benefit and refraining from providing services to those not likely to benefit. 
3. Patient-centered:  providing care that is respectful of and responsive to individual patient preferences, needs, and values and ensuring that patient values guide all clinical decisions.
4. Timely: reducing waits and sometimes harmful delays for both those who receive and those who give care.
5. Efficient:  avoiding waste, including waste of equipment, supplies, ideas, and energy.
6. Equitable:  providing care that does not vary in quality because of personal characteristics such as gender, ethnicity, geographic location, and socioeconomic status.

Further, in this same report, they provide “Ten Rules to Guide the Redesign of Health Care:”

1. Care based on continuous healing relationships. Patients should receive care whenever they need it and in many forms, not just face-to-face visits. This rule implies that the health care system should be responsive at all times (24 hours a day, every day) and that access to care should be provided over the Internet, by telephone, and by other means in addition to face-to-face visits. 

2. Customization based on patient needs and values. The system of care should be designed to meet the most common types of needs but have the capability to respond to individual patient choices and preferences.
3. The patient as the source of control. Patients should be given the necessary information and the opportunity to exercise the degree of control they choose over health care decisions that affect them. The health system should be able to accommodate differences in patient preferences and encourage shared decision making. 

4. Shared knowledge and the free flow of information. Patients should have unfettered access to their own medical information and to clinical knowledge. Clinicians and patients should communicate effectively and share information. 

5. Evidence-based decision making. Patients should receive care based on the best available scientific knowledge. Care should not vary illogically from clinician to clinician or from place to place. 

6. Safety as a system property. Patients should be safe from injury caused by the care system. Reducing risk and ensuring safety require greater attention to systems that help prevent and mitigate errors. 

7. The need for transparency. The health care system should make information available to patients and their families that allow them to make informed decisions when selecting a health plan, hospital, or clinical practice, or choosing among alternative treatments. This should include information describing the system’s performance on safety, evidence-based practice, and patient satisfaction. 

8. Anticipation of needs. The health system should anticipate patient needs, rather than simply reacting to events. 

9. Continuous decrease in waste. The health system should not waste resources or patient time. 

10. Cooperation among clinicians. Clinicians and institutions should actively collaborate and communicate to ensure an appropriate exchange of information and coordination of care.
These aims and rules support the intent of the recommendations made by the workgroups.
Cultural  and Linguistic Competency

Cultural competence requires that the organizations, agencies and programs that comprise Maryland’s substance use system of care:
·  have a defined set of values and principles, and demonstrate behaviors, attitudes, policies and structures that enable them to work effectively cross-culturally.
·  have the capacity to (1) value diversity, (2) conduct self-assessment, (3) manage the dynamics of difference, (4) acquire and institutionalize cultural knowledge and (5) adapt to diversity and the cultural contexts of the communities they serve. 
· incorporate the above in all aspects of policy making, administration, practice, service delivery and involve systematically consumers, key stakeholders and communities.
· sanction, and in some cases mandate the incorporation of cultural knowledge into policy making, infrastructure and practice.
· embrace the principles of equal access and non-discriminatory practices in service delivery.
Linguistic competence is the capacity of an organization and its personnel to communicate effectively, and convey information in a manner that is easily understood by diverse audiences including persons of limited English proficiency, those who have low literacy skills or are not literate, and individuals with disabilities. Linguistic competency requires organizational and provider capacity to respond effectively to the health literacy needs of populations served. The organization must have policy, structures, practices, procedures and dedicated resources to support this capacity:

· services and supports are delivered in the preferred language and/or mode of delivery of the population served. 

· written materials are translated, adapted, and/or provided in alternative formats based on the needs and preferences of the populations served. 

· interpretation and translation services comply with all relevant Federal, state, and local mandates governing language access. 

· consumers are engaged in evaluation of language access and other communication services to ensure for quality and satisfaction. 
Consolidated Workgroup Recommendations

The members of the workgroups wish to make the following points regarding their recommendations:
1. An Integrated Database:  One of the recommendations listed below is the establishment of an integrated database with multiple health, human services and criminal justice departments and divisions participating.  The need for this database in support of quality service, improved use of state resources, increased access to care in a timely manner, and increase accountability of the use of state resources was deemed by the majority of members as a critical.  
2. Strategic Plan Governance Process:  As already noted, many individuals devoted a great deal of time, knowledge and experience to this process.  Members respectfully request that the strategic plan that results from their work be implemented and acted on, and not end up, as so many others, as a great plan never executed.   To ensure that the plan is implemented, members recommend the establishment of a strategic plan governance workgroup.  This workgroup would be responsible for monitoring progress at regular intervals and reporting their findings to the Governor through the SDAAC.
1.  Recovery Oriented System of Care

	1. PROBLEM

STATEMENT
	What?: Recovery is an on-going process in which an individual accesses a variety of formal and informal resources, across his/her life-span, in the service of attaining and maintaining a healthy and productive lifestyle.  Maryland’s current system of care for substance use conditions is focused on formal treatment resources, with insufficient attention being given to ensuring the presence of and access to wrap-around recovery support services critical to sustaining recovery.  
Development of a recovery-oriented system of care and not a treatment-oriented one will require many changes in how we approach substance use conditions including  what services are funded, what and how data are collected,  and collaboration and coordination with other health and human services. 

Why?: Like many other states, Maryland has not integrated current research-based evidence that demonstrates substance use conditions as chronic illnesses into a system of care that provides access to appropriate levels of care across the lifespan of the illness.  Substance abuse services continue to be organized and delivered predicated on the view of substance use conditions as acute illnesses. State agencies/departments that provide services to individuals with substance use conditions do not coordinate/collaborate to maximize the use of their available resources to ensure optimum benefit to these individuals in support of attaining and sustaining recovery. 

	STRATEGY 1.a
	Improve coordination and collaboration among departments/agencies that provide services to individuals with substance use conditions to increase the likelihood of attaining and sustaining recovery. 

	ACTIVITIES
	Convene a workgroup to: a) develop policies and procedures that facilitate the funds available in each department following the client through the multiple systems of care with which he/she interfaces in order to improve patient outcomes; and, b). develop common MFR’s for the multiple agencies who provide services to individuals with substance use conditions to improve accountability and outcomes. Complete by: September 30, 2010.

	STRATEGY 1.b
	Improve quality of recovery support services for individuals by developing a comprehensive, portable case management/treatment record  that tracks an individual’s current status and progress in recovery as he/she interfaces with multiple social agencies, while at the same time ensuring that the individual’s right to privacy is protected in compliance with all existing laws and regulations.

	ACTIVITIES
	Establish an Electronic Consumer Record workgroup to: a) determine content of the record; b) determine which agencies/departments should participate; c) identify relevant privacy laws and regulations and ensure compliance; and, d) interact with the Technology Workgroup noted in Strategy 3 to ensure integration and feasibility with identified primary database. Complete by: September 30, 2010.

	STRATEGY 1.c
	Promote a recovery-oriented system of services by identifying service utilization trends and tracking outcomes based on the principles of a recovery-oriented system of care.

	ACTIVITY
	Develop a data-collection system that collects the data relevant to a recovery-oriented system of services. Complete by:  January 15, 2011.  

	OUTCOMES
	Interagency cooperation and collaboration in supporting an individual’s progress toward recovery

	ACCOUNTABLE
	DHMH, DPSCS, DJS, DHR, DHCD, MSDE, GOC, GOCCP, SDAAC


2.  Funding

	2. PROBLEM 

      STATEMENT
	What?: There is a current shortage of treatment slots in general and of specific levels of care in particular as evidenced by the existence of waiting lists for admission to some programs.  There is also an unequal access to a full continuum treatment of services, with longer waiting periods to access care in some jurisdictions and regions then in others. As the system moves toward a recovery-oriented system of care, with its emphasis on a full range of recovery support services and not just treatment services, further system service needs will be identified.

Why?: This lack of system treatment capacity and the potential lack of recovery support services will require better coordination of service delivery among social service agencies and more efficient use of current dollars designated to assist individuals with substance use conditions from multiple social service and criminal/juvenile justice agencies in Maryland.  

	STRATEGY 2.a
	Reduce gap between need for services and available services, and promote the establishment of recovery-support services through coordination and collaboration of identified health, human services and criminal justice agencies/departments.

	Activities
	Convene a workgroup of  the Council to: a) review survey of resources; b) identify gaps in service by level of care, region and population; c) identify barriers to collaboration in service delivery among different departments and agencies; d) develop policies and procedures that will overcome those barriers and promote coordination and sharing of resources to ensure  availability of  recovery support services;  and, e) develop shared MFRs to promote coordination and collaboration among these departments and agencies. Complete by: September 30, 2010.

	STRATEGY 2.b
	Explore ways that transitioning from a grant-funded to a fees-for-service finance structure can address these service capacity deficits, including funding services that support a recovery-oriented system of care.  

	ACTIVITIES
	1. Ensure all stakeholder groups, provider groups and consumers have input into all the workgroups that are meeting or will be meeting concerning services funded under the new structure. Complete by: January 15, 2010.
2. Ensure the decisions made about the funding structure for substance abuse services and services to be funded are informed by the principles of a recovery-oriented system of care.  Complete by:  January 15, 2010.

	OUTCOMES
	Reduced waiting times for individuals seeking care in all jurisdictions and increased services that support attaining and maintaining recovery through the life-span of a recovering individual.

	ACCOUNTABLE
	DHMH, DPSCS, DJS, DHR, DHCD, MSDE, GOC, GOCCP, SDAAC


3.  Integrated Database

	3. PROBLEM 
      STATEMENT
	What?: The lack of an integrated health and human services database promotes inadequate coordination and poor management of services offered by multiple agencies (those in DHMH, DHR, DJS, DPSCS, DHCD, the Judiciary, and others), often to the same client.  This lack of coordination and management of services results in failure to leverage dollars for effective and efficient use of resources and failure to provide quality, “wrap-around” services for those individuals in need.  Additionally, it promotes a waste of State resources when employees in one agency have to collect and enter the same data another employee from a different agency just collected and entered into a different data base. An integrated data base that can capture an individual’s current status and progress in recovery as he/she interfaces with multiple social agencies is critical to the development of a quality recovery-oriented system of care, can enhance the system’s capacity to collaborate among departments and agencies in providing services, and can maximize the use of resources available to assist those in need.

Why?: This lack of an integrated database is the result of a lack of a uniform state plan requiring state departments and agencies to use the same database system or use one that interfaces with one identified primary system.

	STRATEGY 3.
	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.

	ACTIVITIES
	1. Establish a technology workgroup, with members from health and human services and the criminal justice system, to develop, implement, and monitor a plan to have an integrated database by February 2011.  The workgroup shall establish a plan with benchmarks and timelines that: a) determines the data that needs to be collected and shared, with special attention to the data collection needs of a recovery-oriented system of care;  b) determines the state departments and divisions that must participate in an interactive database; c) determines the primary database platform with which all identified department databases will be mandated to interface;  and, d) develops guidelines to be incorporated  in all State requests for proposals, contracts, work orders, etc. requiring, when appropriate, that databases used be able to interact with the identified primary database.  This work group shall submit quarterly progress reports to the Governor through the Maryland State Drug and Alcohol Abuse Council. Complete by: August 1, 2010.
2. Establish an Access to Care Workgroup charged with developing a plan to create a database with the capability of serving as a reservation system for available treatment slots/beds. The workgroup shall: a) explore existing and new databases for the feasibility of providing this service, and the cost associated with developing the system; b) select the program/database to be used; c) set and monitor timelines for progress toward establishing the reservation system by August 1, 2011; and, d) submit quarterly reports to the Governor through the Maryland State Drug and Alcohol Abuse Council.  Complete by:  August 1, 2010.

3. Establish protocols for the timely sharing of information gathered by one agency with other agencies providing services to offenders to improve treatment/case planning.  Initially, this can be done through the transferring of hard copies of documents among agencies. Eventually, it should be accomplished through an integrated database.  It is expected that all data/information sharing will be done in such a manner as to comply with all relevant federal, state and local laws and regulations protecting the confidentiality of the client/offender.  Complete by: August 1, 2010.

	OUTCOMES
	The Governor’s Office ‘s requires all designated department database systems to be interactive and the requirement of an interactive database is incorporated into all State RFPs (Requests for Proposals), contracts, work orders, etc.

	ACCOUNTABLE
	Governor’s office, SDAAC, designated departments.


4.  Shared Accountability and MFRs

	4. PROBLEM 

      STATEMENT
	What?: Multiple public departments and agencies use their resources to provide services to the same individual with the mutual goal of returning the individual to health and productivity.  While the resources available through one agency may be insufficient to meet all the needs of the individual, often public agencies fail to coordinate with other service agencies to leverage the use of all resources available to that individual for maximum benefit for his/her recovery/re-entry. 

Why?: Public agencies often operate in silos, with their own eligibility criteria and their own individual policies and procedures for the distribution of their resources.  There is little collaboration or coordination in the use of these resources to ensure maximum benefit to the client.  Sometimes this is a result of categorical funding and restrictions placed on the use of dollars by the awarding entity.  Other times, it is the result of agency policies and procedures that fail to take a holistic approach to assisting the individual. 

	STRATEGY  4.
	Explore the value of  shared resources and accountability in the coordination  and delivery of services

	ACTIVITIES
	Same as Strategy 1.a. Convene a workgroup to: a) develop policies and procedures that facilitate the funds available in each department following the client through the multiple systems of care with which he/she interfaces in order to improve patient outcomes; and, b). develop common MFR’s for the multiple agencies who provide services to individuals with substance use conditions to improve accountability and outcomes. Complete: September 30, 2010. 

	OUTCOMES
	Public agencies share resources to promote the welfare of the individual

	ACCOUNTABLE
	DHMH, DPSCS, DJS, DHR, DHCD, MSDE, GOC, GOCCP, SDAAC


5.  Workforce Shortage Crisis 

	5. PROBLEM 
      STATEMENT
	What?: There is a critical shortage of 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.

Why?: This current shortage exists due to several barriers:

1. Stigma:  The stigma associated with substance use and with the individuals with this condition can prevent some behavioral and somatic healthcare workers from choosing work in substance abuse services as a career of choice.

2. Recruitment:  

a. There has not been an active campaign in Maryland’s public education system, at the high school and higher education level, to inform students of the option of substance use prevention, intervention and treatment as a career choice.  

b. There is a shortage of institutions of higher learning that offer substance abuse curricula, and those who do have such curricula fail to inform students of career opportunities, including licensure, if they complete the curriculum. 

c. There has been a failure to maximize financial incentives such as loan forgiveness programs to motivate entry into the workforce. 

d. There has been a failure to adequately explore existing avenues of potential workforce development such as VISTA and AmeriCorp participants.  

e. Certain state and local personnel policies impede the timely hiring of individuals.

3. Licensing and credentialing regulations:  Since the promulgation of these regulations, there has been difficulty in implementing them in such a way that promotes individuals entering and remaining in the workforce, while at the same time promoting quality care and protecting consumers. 

4.  Salary and benefits packages:  The salary and benefit packages offered to public and private workers are diverse and often inadequate in relation to the responsibilities and difficulties associated with administrative and clinical positions.  This has resulted in a failure to attract quality candidates for hiring and in an unstable workforce, with individuals moving between programs or leaving the field altogether in search of adequate compensation.

5. Peer Consultants/Counselors:  There has been a failure to sufficiently develop and use known resources such as peer consultants/counselors.  We do not have an organized effort to address the barriers that prevent individuals in recovery who are actively interested in working in the field, from entering the workforce.

6. Retention of Experienced Workforce: The failure to develop mechanisms, such as adequate compensation, retention bonuses, quality supervision, mentoring programs, etc., to retain experienced, skilled individuals in the workforce has adversely impacted on quality care and retention. 

7. Skilled Workers:  We have failed to train members of the workforce to be culturally and linguistically competent, and skilled in treating the individual with multiple disorders including substance use disorders, mental health disorders, and cognitive and physical disabilities.  This is the result of a failure to respond to the needs of the population we serve, and a failure to integrate those needs into one unifying approach at all levels of the system:  policy, personnel job qualifications, training, administrative services and direct service. 

	STRATEGY  5.a
	Improve recruitment of individuals into the workforce.

	ACTIVITIES
	1. Develop a marketing strategy to actively raise the awareness of students in high schools and colleges/universities of opportunities in the field of substance use services. Complete by: July 1, 2010.
2. Place substance use curricula track in all behavioral healthcare departments in Maryland’s higher education institutions, including increasing the number of institutions that offer a fifteen credit minor in substance use service.   Complete by: January 1, 2011.
3. Review benefit and salary packages offered by public and private providers within the State and in contiguous states with the goal of publishing standards of compensation and establishing a financing structure for the  purchase of substance abuse services that takes into account adequate compensation for providers.  (This should include provider administrative and clinical positions and employees of the Alcohol and Drug Abuse Administration) Complete by: July 1, 2010.
4. Identify those personnel policies at local and state levels that pose barriers to timely hiring of staff with the goal of eliminating those barriers through changing policies or temporarily granting exceptions to those policies during the workforce shortage crisis. Complete by: January 15, 2011.
5. Review current loan forgiveness programs and explore ways to maximize its use.  Explore the use of “sign-up” bonuses to attract candidates to the field. Complete by: January 15, 2011.
6. Identify methods to actively use existing “pipelines” and programs that provide career counseling to young adults.  Identify opportunities in current stimulus package for workforce development. (HRSA training money) Complete by: January 15, 2010.
7. Identify methods of bringing individuals in recovery into the workforce and seek ways to reduce the barriers that prevent them from joining the workforce (certification and licensure, education and training, etc.) Completion date: January1, 2011

8. Work with licensing/certifying authority and state legislature to identify methods of increasing the number of approved individuals in the workforce during this work force crisis.  Complete by: January 15, 2011.

	OUTCOMES
	Reduced number of vacant positions in substance abuse prevention, intervention and treatment programs.

	ACCOUNTABLE
	Maryland State Department of Education (MSDE), Maryland Higher Education Commission(MHEC), Maryland Board of Professional Councilors and Therapists (BOPCT), Maryland Addiction Directors Council(MADC), Maryland Association of Prevention Professionals and Advocates (MAPPA) Maryland Office of Personnel,  Alcohol and Drug Abuse Administration(ADAA), State Drug and Alcohol Abuse Council(SDAAC), Local Drug and Alcohol Abuse Council (LDAAC)


	STRATEGY  5.b
	Improve retention of individuals in the workforce

	ACTIVITIES
	1. Explore salary structure and other compensation packages, including retention bonuses. Complete by: January 15, 2010.
2. Develop a state-wide, structured mentoring program to develop clinical, administrative and leadership skills in current workforce. Complete by: January 15, 2011.
3. Develop structured, progressive training curricula on leadership for the entire workforce from the beginning counselor/preventionist to the “seasoned” program manager. Complete by: January 15, 2011.
4. Develop a state-wide system of quality supervision, including an on-going training and preceptorship program. Complete by: January 15, 2011.

	OUTCOMES
	Reduced number of vacant positions in substance abuse prevention, intervention and treatment programs.


6.  Prevention Services

	6. PROBLEM 
      STATEMENT
	What?: Substance use prevention methods and technology are not widely known by the general public or even substance use professionals.  Because of this, prevention services are neither adequately funded nor adequately used in Maryland’s strategy to address substance use.

Why?: This lack of awareness and knowledge is not only a deficit in Maryland.  Nationally, prevention services receive considerably less funding than treatment services, and best-practices in prevention services are generally less known then those in treatment.  In the main, this is due to an outdated and erroneous notion that prevention strategies and interventions are not well-researched and therefore not “evidence-based.”  

	STRATEGY 6.
	Promote the use of prevention strategies and inventions by informing stakeholders of the seven strategies to affect 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, environmental approaches, and referral.

	ACTIVITIES
	1. Present information on the seven strategies to major stakeholder groups and coalitions, and to the Local Drug and Alcohol Abuse Councils. Complete by: January 15, 2010.

	OUTCOMES
	 Increased funding and increase in use of evidenced-based prevention strategies within jurisdictions.

	ACCOUNTABLE
	MAPPA, ADAA, MADC, SDAAC.


The following are recommendations specific to improving the quality of services provided to individuals in the criminal justice and juvenile justice systems who present with substance use conditions.

7.  Screening and Assessment Services

	7. PROBLEM 

      STATEMENT
	What?:  At various points during an individual’s interface with the health care and justice systems, psychosocial and behavioral screenings and assessments are conducted.  The results of these evaluations and interchanges with the individual do not routinely follow the individual as they move through these systems.  This failure results in duplicative work for the different agencies/institutions with which the individual comes in contact and in poor case management/treatment planning, as all the information known about the individual is not available when decisions about appropriate levels of care and placement are made.  All information known by the various agencies/institutions about an individual should become part of a case record that travels with the individual as he/she moves through the multiple social systems.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               

Additionally, within the criminal justice and juvenile justice system, common definitions of “screening” and “assessment” should be established and an evidence-based instrument for screening and assessment should be identified and used by all agencies/institutions.

Why?: This problem exists because various systems, agencies and institutions developed their own policies and procedures that do not include the sharing of information with other entities either within their own department or with those providing services to the same individual.   Lack of staff time to duplicate records or ensure that the information is given to the right person in a timely manner may also be a consideration.  While the development  of an integrated database is often cited as the                                                                                                                                                                                                                                   solution to this problem, and that would be the most cost efficient method of accomplishing a portable record for each individual,  entities that provide services to the same individual do not demonstrate recognition of the value of  sharing this information as a critical part of providing quality service.  If this value was adopted by all entities, a hard or electronic copy of a comprehensive record, including screenings, assessments, evaluations and tests results, could be shared, even before an integrated database is available.  

	STRATEGY  7
	Improve screening, assessment, evaluation and placement for all individuals who interface with the substance abuse treatment, criminal justice and juvenile justice systems at all points of the continuum of care. 

	ACTIVITIES
	1. Identify and address impediments to transfer of information about clients among designated agencies and among staff at all stages of the criminal justice process. (All records should travel with the client/offender as they move through the criminal justice and health/human services systems.) Complete by: September 30, 2010
2. Identify information needed to produce a quality, comprehensive evaluation

a. Ensure well-trained practitioners are  providing these clinical services 

b. Identify and implement use of evidence-based instruments and assessment methods/tools that are in the public domain or low in cost, and that have high reliability across interviewers/raters. Complete by: September 30, 2010

	OUTCOMES
	Informed case disposition and case management planning resulting in decreased  recidivism

	ACCOUNTABLE
	Department of Corrections (DOC), Division of Parole and Probation(DPP), Judiciary, Office of Problem Solving Courts(OPSC), Alcohol and Drug Abuse Administration (ADAA), Department of Juvenile Services (DJS)


8.  Services 

	8. PROBLEM 

      STATEMENT
	What?: It is critical to successful rehabilitation of offenders that appropriate services and levels of care are available to them in a timely manner at the point of re-entry.  Too often there is a waiting list to access substance abuse treatment services or a lack of the appropriate level of care within the jurisdiction when the offender is transitioning to the community.  This results in lost opportunity for rapid engagement before the offender relapses into old behaviors.  Likewise, the use of drug court and/or other intensive supervision strategies is limited.

Why?: These issues exist because of the lack of funding for services, the lack of recognition of the need for these services and coordination among agencies serving the offender, and failure to fully explore the use of drug courts as a means of supporting successful re-entry and reducing recidivism.

	STRATEGY  8
	Expand needed treatment services for individuals in the criminal justice system.

	ACTIVITIES
	1. Expand services for offenders with co-occurring disorders by jurisdiction where appropriate
2. Expand the use of evidence-based substance abuse treatment interventions for offenders (promising practices)

3. Expand jail-based programming

4. Expand access to buprenorphine

5. Expand number of drug courts and bring caseloads up to a manageable capacity
c. Establish dialogue with Office of Public Defender to address their concerns about drug courts
d. Reduce restrictions on drug court eligibility to increase caseload  
e. Increase number of parole and probation agents to meet the “special population need” of drug court clients.   
                   Complete by: September 30, 2013.

	OUTCOMES
	Access to substance abuse treatment services within one business day of re-entering the community.

	ACCOUNTABLE
	DOC, DPP, OPSC, ADAA, DJS


9.  Re-Entry Services

	9. PROBLEM 

      STATEMENT
	What?: Offenders re-entering the community are often faced with a lack of services, lack of service coordination, and insufficient support and monitoring during the critical days immediately following his/her release from incarceration.  This lack of adequate and coordinated services and sufficient supervision promotes relapse into criminal and substance using behavior and, thus, return to an institution.

Why?: Insufficient funding for services, lack of recognition of need for service coordination among agencies serving the offender, and failure to fully explore the use of promising practice nationally and within the State that support  successful re-entry are reasons for this problem

	STRATEGY  9
	Improve offender transitioning from incarceration to the community

	ACTIVITIES
	1. Explore promising practices in offender re-entry

a. Explore use of re-entry courts as a best practice for prisoner re-entry 

b. Promote state-wide use of promising practices in offender re-entry being used in some jurisdictions such as Montgomery, Wicomico and Dorchester Counties, and other identified programs

c. Assess detention center reentry linkages by jurisdiction—identify barriers, challenges, strengths, best practices, etc to successful treatment engagement.

d. Explore establishment of half-way in/half-way out programs
                  Complete by: September 30, 2010.

	OUTCOMES
	Decrease in offender recidivism

	ACCOUNTABLE
	DOC, DPP, OPSC, ADAA, Judiciary, DJS


Appendix A

EXECUTIVE ORDER
01.01.2008.08
Maryland State Drug and Alcohol Abuse Council

(Rescinds Executive Order 01.01.2004.42)

WHEREAS, 
Drug and alcohol abuse exact an enormous toll on the lives of the citizens of Maryland - affecting not only the abusers but their families and their communities; 

WHEREAS, 
Drug and alcohol abuse are recognized as significant factors among the causes of criminal activity, and the successful treatment of a criminal offender who has drug and/or alcohol addictions can reduce recidivism;
WHEREAS, 
The Maryland Drug and Alcohol Abuse Administration estimates that approximately 280,000 Marylanders are in need of some level of drug and/or alcohol abuse treatment;

WHEREAS, 
Substance abuse often co-occurs with multiple other bio-psychosocial issues and significantly strains the resources of families throughout the State.   It also results in great economic cost to the State and impacts the budgets and services of many State and local agencies including child welfare, criminal justice, judiciary, public health, mental health, public assistance, and housing/homelessness;  

WHEREAS, 
Large numbers of persons with co-occurring mental health and substance abuse-related disorders become involved with both treatment systems and the criminal justice system and are in need of integrated care through coordinated efforts from the mental health and substance abuse treatment systems;
WHEREAS, 
Current substance abuse prevention, intervention and treatment programs are funded and operated by a wide range of State and local agencies, as well as private health care providers, and there is a need to ensure that available resources are efficiently and effectively used to achieve successful results for our citizens;

WHEREAS, 
Reducing the level and impact of drug and alcohol abuse in our State requires a coordinated and collaborative approach that addresses the needs of the citizens and improves the ability of all levels of government to respond to this problem;

WHEREAS, 
State law provides that each county to have a local drug and alcohol abuse council that will develop the plans, strategies, and priorities of the county for meeting the identified needs of the general public and the criminal justice system for alcohol and drug abuse evaluation, prevention, intervention, and treatment; and

WHEREAS, 
There is a need for a State Drug and Alcohol Abuse Council which has the mandate and structure to develop similar plans and strategies at the State level, and to promote collaboration and coordination by State substance abuse programs with the local drug and alcohol abuse councils, local health systems, and private drug and alcohol abuse service providers. 

NOW, THERFORE, 
I, MARTIN  O’MALLEY, GOVERNOR OF THE STATE OF MARYLAND, BY VIRTUE OF THE AUTHORITY VESTED IN ME BY THE CONSTITUTION AND THE LAWS OF MARYAND, HEREBY RESCIND EXECUTIVE ORDER 01.01.2004.42 AND PROCLAIM THE FOLLOWING EXECUTIVE ORDER, EFFECTIVE IMMEDIATELY:

A. Established.  There is a Maryland State Drug and Alcohol Abuse Council.

B. Membership and Procedures.

(1)
Membership.

(a)
Voting Members.  The Council shall be comprised of up to 22 voting members, including:

(i)
The Secretary of Health and Mental Hygiene, or a designee;

(ii)
The Secretary of Public Safety and Correctional Services, or a designee;

(iii)
The Secretary of Juvenile Services, or a designee;

(iv)
The Secretary of Human Resources, or a designee;

(v)
The Secretary of Budget and Management, or a designee;

(vi)
The Secretary of Housing and Community Development, or a designee;

(vii)
The Secretary of Transportation, or a designee; 

(viii)
The State Superintendent of Schools, or a designee;

(ix)
The Executive Director of the Governor’s Office for Children, or a designee;

(x)
The Executive Director of the Governor’s Office of Crime Control and Prevention, or a designee;

(xi)
One member from the Senate of Maryland, appointed by the President of the Senate;

(xii)
One member from the Maryland House of Delegates, appointed by the Speaker of the House;

(xiii)
Two representatives of the Maryland Judiciary - a District Court Judge and a Circuit Court Judge, appointed by the Governor upon nomination by the Chief Judge of the Court of Appeals; and

(xiv)
Eight members appointed by the Governor as appropriate and who are as representative as possible of:
(1)
Geographic regions of the State;

(2)
At-risk populations;

(3)
Knowledgeable professionals;

(4)
Present 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 the community.

(b)
Non-voting members.  The Council shall include the following non-voting members:

(i)
The Director of the Alcohol and Drug Abuse Administration of the Department of Health and Mental Hygiene;

(ii)
The Director of the Mental Hygiene Administration of the Department of Health and Mental Hygiene; and;

(iii)
The Director of the Division of Parole and Probation; 

(iv)
The Assistant Secretary of Treatment Services of the Department of Public Safety and Correctional Services; and

(v) 
The President of the Maryland Addiction Directors’ Council.

(c)
The Governor shall appoint a Chair from among the voting members.

(d)
Members appointed by the Governor under Section B (1)(a) (xiv) of this Executive Order may serve up to two consecutive, three-year terms. 

(e)
All other members of the Council serve as long as they hold the office or designation stipulated in this Executive Order.
(f)
All members of the Council serve at the pleasure of the Governor.

(2)
Procedures.  The following procedures apply to the Council:

(a)
Members of the Council may not receive any compensation for their services but may be reimbursed for reasonable expenses incurred in the performance of their duties, in accordance with the Standard State Travel Regulations, and as provided in the State budget.

(b)
The majority of the voting members of the Council shall constitute a quorum for the transaction of any business.  

(c)
The Council may adopt such other procedures as may be necessary to ensure the orderly transaction of business, including the creation of committees or task forces.

(d)
The Chair may, with the consent of the Council, designate additional individuals, including interested citizens, elected officials, educators or specialists with relevant expertise to serve on any committee or task force.

(e)
The Council may consult with State agencies to obtain such technical assistance and advice as it deems necessary to complete its duties.  All Executive Department agencies shall cooperate with and assist the Council in carrying out its responsibilities.

(f)
The Council shall meet at least four times a year.

C.
 Purpose.  The Council shall have the following objectives:

(1)
To 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 citizens of the State.

(2)
To promote a coordinated, collaborative and comprehensive effort by State executive agencies to insure 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 citizens of Maryland.

(3)
To promote a coordinated, collaborative and comprehensive effort by local councils and State service agencies to insure 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 citizens within their jurisdiction.

(4)
To 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: services while incarcerated, re-entry services, services while on parole and probation, and court mandated services.
(5)
To 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 mental health disorders, homelessness, somatic health problems, physical and cognitive disabilities, and child welfare involvement. 
(6)
To sustain the State focus on the impact of drug and alcohol abuse on the health and well-being of its citizens, on the economic and social costs of substance abuse, and on demonstrated promising practices in the organization and delivery of  effective and efficient State alcohol and drug abuse prevention, evaluation, and treatment services.

D.
 Duties.   The Council shall have the following duties:

(1)
To identify, develop and recommend the implementation of comprehensive systemic improvements in the organization and delivery of drug and alcohol abuse prevention, intervention and treatment services in the State.

(2)
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.

(3)
To support the work of the local drug and alcohol abuse councils through facilitating coordination and communication among the councils, local State agencies and departments, public and private providers, and providing technical assistance as needed. 

(4)
To prepare annual surveys of all federal and State resources used to fund substance abuse prevention, intervention and treatment services and review the allocation of such 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 insure cost effective and quality services, and consistency with policy priorities established in the State plan.

(5)
To facilitate improved linkages of the court, criminal justice and correctional systems with existing drug and alcohol abuse services.

E.
Staffing.  The Office of the Governor shall designate the primary staff support for the Council.

F.
Reports.  The Council shall report annually to the Governor on a date set by the Governor and prepare and submit any other reports as may be required by the Governor or the General Assembly.

Given Under my Hand and the Great Seal of the State of Maryland, in the City of Annapolis, this 22nd day of July, 2008.

_______________________________________




   Martin O’Malley



                     Governor


ATTEST:



  _______________________________________


  John P. McDonough

                                        Secretary of State

Appendix B
MARYLAND STATE DRUG AND ALOCHOL ABUSE COUNCIL

WORKGROUP STRUCTURE 
Planning and Coordination Workgroup:  This workgroup is responsible for developing the Two Year Strategic Plan and establishing priorities and strategies in the delivery of substance abuse services.  It will:

(1) Use recommendations from other workgroups to develop the Plan;

(2) Review the plans submitted by local jurisdictions and identify, develop and implement methods by which the strategies and priorities identified in those plans can be coordinated with the State Plan;

(3) Ensure the substance abuse service needs of individuals involved in the criminal and juvenile justice system, individuals with co-occurring disorders, and individuals with developmental disabilities are addressed in the Plan;

(4) Ensure that opportunities for data-sharing among those systems that provide services to individuals utilizing substance abuse services are addressed in the Plan;

(5) Identify specific and appropriate deliverables to be used to measure progress toward accomplishing the purpose and duties of the Council as outlined in Executive Order;
(6) Address potential funding mechanisms to implement the Plan;

(7) Be responsible for monitoring the activity of all three Work Groups to insure the Plan is completed in a timely manner;

(8) Coordinate activities of other state task forces, local Councils and private foundations and efforts of Governor’s Grants Office to maximize financial resources from all sources;

(9) Prepare any annual survey of all federal and state resources used to fund substance abuse prevention, intervention and treatment services.

Safer Neighborhoods Workgroup:   This workgroup is responsible for identifying, developing and recommending comprehensive improvements in the delivery of substance abuse services as part of the criminal and juvenile justice systems.  It will:

(1) Prepare information and recommendations for inclusion in the State Two-Year Plan that address service delivery gaps, systemic improvements and emerging needs in connection to services for individuals of the criminal and juvenile justice systems;

(2) Review the plans submitted by local jurisdictions and identify, develop and implement methods by which the strategies and priorities identified in those plans for the criminal and juvenile justice system can be coordinated with the State Plan;

(3) Ensure the substance abuse service needs of individuals involved in the criminal and juvenile justice system, at every step in that system’s process, are addressed in the Plan;
(4) Ensure that opportunities for data-sharing among social service systems that provide services to individuals with co-occurring disorders, with developmental disabilities, and/or are involved in the criminal or juvenile justice systems are addressed in the Plan;

(5) Identify specific and appropriate deliverables to be used to measure progress toward accomplishing the purpose and duties of the Council specific to service delivery issues to individuals in the criminal justice and juvenile justice system as outlined in Executive Order;
(6) Address potential funding mechanisms to implement recommendations made;

(7) Insure that these recommendations are coordinated with the Governor’s criminal and juvenile justice strategies and the criminal and juvenile justice systems.

Healthier Maryland Workgroup:  This workgroup is responsible for identifying, developing and recommending comprehensive improvements in the delivery of substance abuse services for the general public, including those individuals with co-occurring disorders and developmental disabilities. It will:

(1) Prepare the information and recommendations necessary for the State Two-year Plan to address systemic improvements and emerging needs in connection with the delivery of these services for the general public and individuals with co-occurring and developmental disabilities;

(2) Review the plans submitted by local jurisdictions and identify, develop and implement methods by which the strategies and priorities identified in those plans for the general public and individuals with co-occurring and developmental disabilities can be coordinated with the State Plan;

(3) Ensure the substance abuse service needs of the general public and those of individuals with co-occurring disorders and developmental disabilities are addressed in the Plan;

(4) Ensure that opportunities for data-sharing among social service systems that provide services to individuals with co-occurring disorders, with developmental disabilities, and/or are involved in the criminal or juvenile justice systems are addressed in the Plan;

(5) Identify specific and appropriate deliverables to be used to measure progress toward accomplishing the purpose and duties of the Council specific to service delivery issues to the general public, individuals with co-occurring disorders and developmental disabilities as outlined in Executive Order;
(6) Address potential funding mechanisms to implement recommendations made;

(7) Ensure efforts to coordinate all the prevention and intervention resources available to support services in Maryland are addressed in the State Plan; coordination of prevention and intervention needs and services

(8) Address the impact of substance abuse on the public health system

Appendix C

HEALTHIER MARYLAND WORKGROUP 

FINAL RECOMMENDATIONS

	PROBLEM STATEMENT
	There is a critical shortage of 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.

This current shortage exists due to several barriers:

8. Stigma:  The stigma associated with substance use and with the individuals with this condition can prevent some behavioral and somatic healthcare workers from choosing work in substance abuse services as a career of choice.

9. Recruitment:  

a. There has not been an active campaign in Maryland’s public education system, at the high school and higher education level, to inform students of the option of substance use prevention, intervention and treatment as a career choice.  

b. There is a shortage of institutions of higher learning that offer substance abuse curricula, and those who do have such curricula fail to inform students of career opportunities, including licensure, if they complete the curriculum. 

c. There has been a failure to maximize financial incentives such as loan forgiveness programs to motivate entry into the workforce. 

d. There has been a failure to adequately explore existing avenues of potential workforce development such as VISTA and AmeriCorp participants.  

e. Certain state and local personnel policies impede the timely hiring of individuals.

10. Licensing and credentialing regulations:  Since the promulgation of these regulations, there has been difficulty in implementing them in such a way that promotes individuals entering and remaining in the workforce, while at the same time promoting quality care and protecting consumers. 

11.  Salary and benefits packages:  The salary and benefit packages offered to public and private workers are diverse and often inadequate in relation to the responsibilities and difficulties associated with administrative and clinical positions.  This has resulted in a failure to attract quality candidates for hiring and in an unstable workforce, with individuals moving between programs or leaving the field altogether in search of adequate compensation.

12. Peer Consultants/Counselors:  There has been a failure to sufficiently develop and use known resources such as peer consultants/counselors.  We do not have an organized effort to address the barriers that prevent individuals in recovery who are actively interested in working in the field, from entering the workforce.

13. Retention of Experienced Workforce: The failure to develop mechanisms, such as adequate compensation, retention bonuses, quality supervision, mentoring programs, etc., to retain experienced, skilled individuals in the workforce has adversely impacted on quality care and retention. 

14. Skilled Workers:  We have failed to train members of the workforce to be culturally and linguistically competent, and skilled in treating the individual with multiple disorders including substance use disorders, mental health disorders, and cognitive and physical disabilities.  This is the result of a failure to respond to the needs of the population we serve, and a failure to integrate those needs into one unifying approach at all levels of the system:  policy, personnel job qualifications, training, administrative services and direct service. 

	STRATEGY #1
	Improve recruitment of individuals into the workforce.

	ACTIVITIES
	9. Develop a marketing strategy to actively raise the awareness of students in high schools and colleges/universities of opportunities in the field of substance use services. Completion date: July 1, 2010

10. Place substance use curricula track in all behavioral healthcare departments in Maryland’s higher education institutions, including increasing the number of institutions that offer a fifteen credit minor in substance use service.   Completion date: January 1, 2011

11. Review benefit and salary packages offered by public and private providers within the State and in contiguous states with the goal of publishing standards of compensation and establishing a financing structure for the  purchase of substance abuse services that takes into account adequate compensation for providers.  (This should include provider administrative and clinical positions and employees of the Alcohol and Drug Abuse Administration) Completion date: July 1, 2010
12. Identify those personnel policies at local and state levels that pose barriers to timely hiring of staff with the goal of eliminating those barriers through changing policies or temporarily granting exceptions to those policies during the workforce shortage crisis. Completion date: Jan. 1, 2011

13. Review current loan forgiveness programs and explore ways to maximize its use.  Explore the use of “sign-up” bonuses to attract candidates to the field. Completion date: January 1, 2011

14. Identify methods to actively use existing “pipelines” and programs that provide career counseling to young adults.  Identify opportunities in current stimulus package for workforce development. (HRSA training money) Completion date: January 1, 2010

15. Identify methods of bringing individuals in recovery into the workforce and seek ways to reduce the barriers that prevent them from joining the workforce (certification and licensure, education and training, etc.) Completion date: January1, 2011

16. Work with licensing/certifying authority and state legislature to identify methods of increasing the number of approved individuals in the workforce during this work force crisis.  Completion date: January1, 2011

	OUTCOMES
	Reduced number of vacant positions in substance abuse prevention, intervention and treatment programs.

	ACCOUNTABLE
	Maryland State Department of Education (MSDE), Maryland Higher Education Commission(MHEC), Maryland Board of Professional Councilors and Therapists (BOPCT), Maryland Addiction Directors Council(MADC), Maryland Association of Prevention Professionals and Advocates (MAPPA) Maryland Office of Personnel,  Alcohol and Drug Abuse Administration(ADAA), State Drug and Alcohol Abuse Council(SDAAC), Local Drug and Alcohol Abuse Council (LDAAC)


	STRATEGY #2
	Improve retention of individuals in the workforce

	ACTIVITIES
	5. Explore salary structure and other compensation packages, including retention bonuses Completion date: January 1, 2010

6. Develop a state-wide, structured mentoring program to develop clinical, administrative and leadership skills in current workforce. Completion date: January 1, 2011

7. Develop structured, progressive training curricula on leadership for the entire workforce from the beginning counselor/preventionist to the “seasoned” program manager. Completion date January 1, 2011

8. Develop a state-wide system of quality supervision, including an on-going training and preceptorship program. Completion date: January 1, 2011

	OUTCOMES
	Reduced number of vacant positions in substance abuse prevention, intervention and treatment programs.

	ACCOUNTABLE
	State Office of Personnel, local jurisdiction office of personnel, Office of Education and Training in Addiction Services


	PROBLEM STATEMENT
	The lack of an integrated health and human services database promotes inadequate coordination and poor management of services offered by multiple agencies (those in DHMH, DHR, DJS, DPSCS, DHCD, the Judiciary, and others), often to the same client.  This lack of coordination and management of services results in failure to leverage dollars for effective and efficient use of resources and failure to provide quality, “wrap-around” services for those individuals in need.  Additionally, it promotes a waste of State resources when employees in one agency have to collect and enter the same data another employee from a different agency just collected and entered into a different data base.

This lack of an integrated database is the result of a lack of a uniform state plan requiring state departments and agencies to use the same database system or use one that interfaces with other systems.

	STRATEGY  #1
	Improve and increase data/information sharing capabilities among partnering agencies and institutions

	ACTIVITIES
	10. Establish a technology workgroup, with members from health and human services and the criminal justice system, to develop and implement, and monitor a  plan to have an integrated database by  February 2011.  The workgroup shall establish a plan with benchmarks and timelines, and shall submit quarterly progress reports to the Governor. Completion date: February 1, 2011

	OUTCOMES
	The Governor’s Office ‘s requires all designated department database systems to be interactive and the requirement of an interactive database is incorporated into all State RFPs (Requests for Proposals), contracts, work orders, etc.

	ACCOUNTABLE
	Governor’s office, SDAAC, designated departments.


	PROBLEM STATEMENT
	Substance use prevention methods and technology are not widely known by the general public or even substance use professionals.  Because of this, prevention services are neither adequately funded nor adequately used in Maryland’s strategy to address substance use.

This lack of awareness and knowledge is not only a deficit in Maryland.  Nationally, prevention services receive considerably less funding than treatment services, and best-practices in prevention services are generally less known then those in treatment.  In the main, this is due to an outdated and erroneous notion that prevention strategies and interventions are not well-researched and therefore not “evidence-based.”  

	STRATEGY #1
	Promote the use of prevention strategies and inventions by informing stakeholders of the seven strategies to affect 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, environmental approaches, and referral.

	ACTIVITIES
	2. Present information on the seven strategies to major stakeholder groups and coalitions, and to the Local Drug and Alcohol Abuse Councils. Completion date: January 1, 2010

	OUTCOMES
	 Increased funding and increase in use of evidenced-based prevention strategies within jurisdictions.

	ACCOUNTABLE
	MAPPA, ADAA, MADC, SDAAC.


HEALTHIER MARYLAND WORKGROUP

Preliminary Recommendations for Strategic Plan
April 22, 2009

I.  
Access to Quality Care

A. Improve quality of care and services coordination:

· Use healthcare reform agenda as means to advocate stronger for behavioral health involvement and full parity.

· Create a system of collaboration among human service agencies at both the local and state levels

· Agencies should adopt shared goals and unified protocols 

      for shared populations utilizing the same guiding principles.
· Agencies should be responsible for implementing, using and analyzing (uniform) co-occurring outcome measures.
· Agencies must examine policies that hinder positive outcomes and remove them.
· Programs should have a specific set of policies and procedures regarding co-occurring (or co-morbid) disorders and associated behaviors and must reflect the same guiding principles throughout.

· Improve systemic collaboration between all systems, i.e. criminal justice, DHR, and behavioral health treatment systems.

· Open pathways for consumers to receive whole health care
· Promote use of evidence based practices.

· Look to integrate mental health/substance use with primary care provider system.

· No wrong door for service entry.

· No waiting.

· Access to community based treatments and/or reasonable transportation for consumers.

· Build a workforce: That’s significantly more diverse, knowledgeable, multidisciplinary and cultural and linguistically relevant.

· Integration of mental health/substance use with primary care 

· Provides a health home and whole health care to consumer
· Focus on ‘social inclusion’.
· Full benefits of multidisciplinary teams.
· Increases awareness and value of behavioral health prevention, early intervention and treatments.

· Increases opportunity for early diagnoses and treatments; can improve


capacity for co-morbid conditions.

· Less stigmatized environment.

· Racial/ethnic minorities and other underserved populations seek this path of entry more often.

· Community focused.

B. Improve the behavioral health workforce
     Problem: There exists a shortage across the behavioral health workforce 


     spectrum, including psychiatrists, psychologists, social workers, nurses, 

     professional counselors, etc.

· Prepare a cultural and linguistically competent and multi disciplinary cohort of leaders and providers of behavioral health services to work in a variety of care settings, including integrative or collaborative systems of care.

· Improve cultural and linguistic competencies, including attitudes, beliefs, and values, empathic and hopeful approaches.
· Promote and implement good practices, i.e. clinical supervision, case reviews. 
· Create and utilize training models to improve techniques across the board, including evidence based treatments. Provide incentives or enhanced reimbursement to providers who meet these expectations.

· Train and utilize national co-occurring approaches.
· Provide competency assessments.
· Be open to new and emerging models.
· Provide opportunities for enhancing clinical skills for the ‘whole person’, for example with co-occurring drug and mental health conditions, and/or co-morbid conditions like diabetes, mental health and substance use.

· Establish dual diagnosis capability throughout the State of Maryland with pockets of enhanced capability.

· Develop a common framework to help clarify how co-occurring disorders can best be understood and discussed from both policy and program perspectives.

· Promote reciprocity across states with licensure qualifications. Start somewhere.

· Encourage early interest in majoring in behavioral health professions- Conduct outreach to current Community College and College-level students.
· Evaluate through community based participatory methods---establish partnerships with colleges, universities, community based organizations, community advocates.

C. 
Promote Recovery and Wellness 

      
Maryland must move towards a recovery oriented system of care!
· There is a lack of stable housing for homeless persons or those without appropriate housing, following release from inpatient treatment or during outpatient treatment.

· There needs to be constructive use of recovery house network as part of the solution to housing issues. 
· Lack of housing and work support for people in early recovery leads to poorer outcomes, and with housing, over reliance on residential care for people who don’t clinically need it.

· Consumers needs access to transportation in order to access prevention and treatment services.

· There needs to be an emphasis on keeping patients engaged in a recovery system

· Coordinate and integrate efforts across systems of care to meet the needs of the individual on a recovery continuum

II.      Treatment Protocols
              A. 
Evaluation and Treatment Services

· Examine and promote prevention and early intervention.
· Provide immediate access to care  Remove and put under Access to Quality Care
· Provide appropriate evaluation of opiate dependent patients and referral for medication rather than abstinence
· There needs to be a medical record that allows uniformity in collecting accurate clinical information within the treatment system
· Integrated treatment plans for providers from different systems to access and develop together.
· There needs to be better access to evidence based treatments, including prescribing Buprenorphine.
· Regulations must be changed to allow Nurse Practitioners and Physician Assistants to administer Buprenorphine in order have more service capacity.

   
  B. 
Treatment across the Lifespan

· There is an urgent need to redesign adolescent treatment.
· Referrals are skewed toward males and Juvenile Justice;

      Under-serving females and those adolescents who are not involved    

      with DJS.
· Limited availability and use of prevention, intervention and treatment services for adolescents.
· Establish and improve stable housing for persons who are homeless, esp. following release from inpatient treatment or during outpatient treatment; including youth leaving state care (DHR, DJS).
· Establish age-appropriate and stable housing for youth (adolescents) particularly for those released from inpatient treatment or during outpatient treatment.

· Develop a special focus on transition age youth.

· Increase treatments for adults with multiple chronic health conditions.

· Provide interventions to older adult population groups.
C. 
      Drug and Mental Health Court Expansion

· Expand drug and mental courts (or behavioral health courts). Build into counties where judges are receptive; open avenues for further reception.
· Identify and address barriers to establishing more drug courts.

·  Use research findings, data and other evidence based findings as method for creating new standards.
III.       Funding:
· Become proactive in healthcare reform agenda for parity.

· Investigate the impact of Comparative Effective Research (CER) on future funding and reimbursements.

· Ensure that the substance abuse service delivery system avoid pitfalls when changing funding and payment systems. Learn from previous mistakes!

· Ensure for sufficient coverage to provide prevention and treatment services for persons who are under and/or uninsured.

· Close gaps for payments, including insurance payments for primary care, substance use/abuse, and mental health and for co morbid conditions. 

IV.    Data Issues:
Implement IT for improved care
A.   Short term:   
· Using the current resources, explore, within DHMH, a way to link systems in order to develop standardized data collection elements relative to individuals with COD for collection and analysis within and between ADAA, MHA, and Medicaid.
· Ensure that racial, ethnic, gender, etc.  be uniform for easier analysis. 
· Create common client and provider ID’s & standard service definitions

· Create common claims processing system

· Single point entry for consumers from multiple agencies

· Provide system access to MHA and Addiction providers for shared treatment planning.  If a substance disorder and psychiatric disorder co-exist, each disorder should be considered primary.  Please refer to the Maryland State Action Plan (Attachment 3).

B.  Long term:  

· Potentially expand data collection and analysis across DHR, DSS, DPSCS, DJS, MSDE, DORS, FQHCs, and Primary Care.

· System standards should be consistent with the CMS Medicaid Information Technology Architecture

· Identify high-cost users across all public systems once an enhanced data system is in place 

· Realistic time access to integrated data for performance reporting and policy analysis

Appendix D
SAFER NEIGHBORHOOD WORKGROUP

Recommendations for Strategic Plan
April 22, 2009

1. Improve screening, assessment, evaluation and placement for all individuals who interface with the treatment, criminal justice and juvenile justice at all points of the continuum of care. 

f. Ensure well-trained practitioners providing these clinical services 

g. Identify and implement use of evidence-based instruments and assessment methods/tools

i. These tools should be in the public domain or low in cost.

ii. These tools need to have high reliability across interviewers/raters.

h. Establish protocols for the timely sharing of information gathered among agencies providing services to improve treatment/case planning.

2. Expand needed treatment services for individuals in the criminal justice system including:

i. Expand services for offenders with co-occurring disorders by jurisdiction where appropriate

j. Expand the use of evidence-based substance abuse treatment interventions for offenders (promising practices)

k. Expand jail-based programming

l. Expand access to buprenorphine

m. Expand number of drug courts and bring caseloads up to scale.

i. Establish dialogue with Office of Public Defender to address their concerns for due process

ii. Reduce restrictions on drug court eligibility to increase caseload           

3. Expand reentry services and inter-organization linkages:

n. Explore use of re-entry courts as a best practice for prisoner re-entry and quick and meaningful sanctions—consider pilots in three jurisdictions: urban, suburban, and rural.  Evaluation of lessons learned to follow in report to GOCCP.

o. Assess detention center reentry linkages by jurisdiction—identify barriers, challenges, strengths, best practices, etc to successful treatment engagement. 

p. Expand training on multi-jurisdictional levels regarding best practices
q. Explore establishment of half-way in/half-way out programs
r. Implementation of Project Hope type programs in pilot subdivisions
4. Explore the value of having shared budgets practices and shared State Stat deliverables for major stakeholder agencies involved in supervision and treatment of addicted offenders in order to leverage dollars and improve services.

s. Improve patient outcomes by having dollars available in each department to follow the client through the multiple systems so that ancillary services are available when client needs them.

t. Establish common MFR’s for multiple agencies (i.e. reduction in recidivism) 

u. Establish Stats Stat performance measures regarding addicted inmates involved in multiple agencies such as:

i. Days from release by DOC to TX intake and actual TX delivery, 

ii. Days from assignment at DPP, DJS, pre-trail, DSS to TX intake and actual TX delivery, 

iii. Days from warrant request for addicted offenders to warrant service to actual VOP hearing and sanctions, 

iv. Days from unsatisfactory removal from TX for missed meetings and/or positive urines and report to Court/Commission and sanction)

5. Increase and improve data/information-sharing capabilities among divisions within DPSCS and among these divisions and treatment and other social services to improve client care.

v. Create database with capability to act as a reservation system for available treatment slots/beds

w. Establish protocol for sharing ASI and other assessment instrument across agency lines (i.e. DOC shares ASI with local treatment and visa-versa)

x. Establish a criminal justice technology work group to oversee compliance with data sharing goals.  Representatives from DPSCS, DJS, ADAA, DHMH and other appropriate parties will be named to the work group. Quarterly progress reports on goal compliance will be communicated to the Governor's Office of Crime Control and Prevention. 

y. If not already a practice, all DPSCS, DJS, ADAA, MHA state-funded TX and CJS information systems need to be able to interface with other treatment/criminal justice information systems.  This needs to be incorporated into all RFP's, contracts, work orders, etc.

z. Within 12 months DJS, DPP and ADAA will all enter required data into the SMART system to allow Drug Court teams to share information.

aa. Within 18 months, criminal justice/treatment information systems will be able to communicate with each other without requiring redundant data entry by agents or TX staff. 

ab. As the State of Maryland is committed to a Recovery Oriented System of Care (ROSC), ADAA will examine data collection and reporting requirements, policies and procedures to see that they are in compliance with the overreaching goals of ROSC.  Compliance reports on goals to be furnished to Governor's Office of Crime Control and Prevention quarterly.
	RECOMMENDATIONS 

SAFER NEIGHBORHOODS WORKGROUP

PRELIMINARY RECOMMENDATIONS AND THEIR RANK ORDER

	

	Score
	Type
	Recommendation

	11
	Gap
	Improve screening, assessment, evaluation, placement at all points and for all populations in the systems

	9
	

Gap
	Expand co-occurring services especially for offenders

	9
	Gap
	Create additional drug courts and increase current drug court caseloads 

	8
	Gap
	Examine use of re-entry courts as a best practice in prisoner re-entry

	8
	Promising

Practices
	Examine practice of shared budgets and shared  MFRs for major stakeholder agencies in order to leverage dollars and improve services

	8
	Data Sharing
	Data/information sharing between DOC and community-based treatment

	8
	Promising

Practices
	Have dollars available for all departments that follow clients through systems

	7
	

Gap
	Improve assessment and evaluation instruments for treatment services for criminal/juvenile justice system at each point of the process

	7
	

Gap
	Reduce time between completing treatment behind the walls and release ---reduce waiting time at all points in the criminal justice system

	7
	

Gap
	Increase housing such as half-way houses, recovery houses, oxford-like housing, etc.

	6
	

Gap
	Expand jail-based programs

	6
	Promising

Practices
	Explore cognitive treatment approaches for offenders such as “Thinking for Change” and Moral Conation Therapy.

	6
	

Gap
	Convene treatment/criminal justice technology workgroup to address the sharing of treatment information in a timely manner and consistent with confidentiality regulations.

	5
	Promising

Practices
	Expand programming for children of prisoners

	5
	

Gap
	Access to IOP for adults and juveniles in all regions

	4
	

Gap
	Reduce restrictions on eligibility for drugs courts to open up eligibility

	3
	Promising

Practices
	Incorporate ROSC in policy

	3
	Data Sharing
	Create reservation system for vacant treatment beds for adult and juveniles

	3
	

Gap
	Transportation

	3
	

Gap
	Regional approaches to treatment to increase access to multiple modalities

	3
	

Gap
	Increase access to buprenorphine

	2
	

Gap
	Expand school-based substance abuse programs

	2
	Promising

Practices
	HB 1096

	1
	

Gap
	Address issue of minors only being cited with citations

	1
	

Gap
	Expand treatment, supervision of gangs

	1
	

Gap
	Quick and meaningful sanctions/incentives

	1
	

Gap
	Open dialogue between office of public defender

	1
	

Gap
	Education for juveniles in treatment or detention

	1
	

Gap
	Educate so as to reduce stigma among juveniles of having a co-occurring disorder

	0
	

Gap
	Expand teen court


Appendix E

Substance Abuse Service Delivery System: System Strengths
April 17, 2009
Below are lists of “system strengths” solicited from individuals and major stakeholders groups throughout Maryland.

Oversight/Funding/Administrative
1. A funding system that provides jurisdictions the latitude to network, provide case management services, interact collaboratively with other agencies, organizations, institutions, etc. as needed to accomplish our overall mission of providing prevention, intervention, and treatment services.
2. The structure of an administration (ADAA) that listens to and is responsive to the needs of the substance abuse field (to the degree that funding allows).
3. The micro and macro framework of local and statewide councils that seek to assess, implement, and evaluate the needs of the field. 

4. The local planning model allows for local decision making regarding service system needs. It also allows for diverse models and the freedom to innovate, because ADAA doesn't prescribe a specific evidence based practice, only that evidence based practices be employed.
5. The system’s current model of funding supports training and collaboration with educational institutions in providing continuing education for care providers.

6. The system has matured based on the experience of program managers in relationship to the communities they serve.  The system is sensitive to the needs and requirements of our constituencies.

7. The system’s current use of grant funding encourages

a.  a) the development of wrap around services by not specifying a fee for a specific unit of service. Funding a program for a broad range of activities rather than a specific unit of care supports other clinically necessary activities such as collaboration with other stakeholders in the patient’s care, follow up, clinical supervision, making referrals etc. 

b. b) program development in concert with stakeholders in the community and the health care system

8. National recognition of our system due to innovative accomplishments
Service Capacity

1. The system can treat large numbers of patients.

2. In some regions, inpatient care is available locally.

3. The treatment system has multiple levels of care and is often able to meet the assessed level of need.

4. The system is unified by common practices and expectations of ADAA.and, at the same time, is flexible and able to meet the needs of:

a.  individual jurisdictions
b. partnering agencies (Courts, DSS, Detention Centers, DJS, DPP); yet the 
5. It has the ability to provide services to those who are under/uninsured and otherwise could not afford them

6. The system acts with the will and well-being of the community, through its governmental organizations and citizenry -- rather than responding to narrower interests (avoiding legal consequences, generating income, etc.). 
7. We have treatment “behind the walls.”

8. The system’s greatest strength is a service-delivery system in place that, for the most part, is effective in responding to those in need.  Though far from perfect, the interaction and cooperation shown by and among providers from all sectors (public, non-profit, and for-profit) is evidence of a strong, viable system of care.  Those in the greatest need with the fewest resources can be and are seen and served with care and compassion.  
9. Treatment agencies collaborate well in regard to sharing best treatment practices and business practices

10. Patient matching is driven by clinically sound criteria (ASAM PPC II).

11. Some programs are adopting “trauma informed” counseling to address the high prevalence of post-traumatic stress disorders among the population served.

12. Residential care for adults, including inpatient detoxification, is available either jurisdictionally or regionally.
Partners/Collaborators
1. It has the support of others agencies in helping to treat individuals

2. A wide diversity and breath of collaborative relationship within and interconnected to related organizations/professions. (i.e.: Maryland Addictions Directors Council- MADC, Maryland Association of Prevention Professional & Associates-MAPPA, National Council on Alcoholism & Drug Dependency-NCADD, Mental Health Core Services Agencies and providers, DJS, P&P, C-Safe, Communities Mobilized for Change on Alcohol-CMCA, Drug Courts, etc.)
3. The system’s treatment agencies collaborate well with other human service systems such as mental health, hospitals, social services, legal systems, etc.

4. Over the years (at least in the jurisdictions I am most familiar with), our field has cultivated relationships with multiple partners who now view us as providing a service essential to the accomplishment of their agency's mission.  We are viewed as professionals able to interact with others in an effort to improve and enhance the quality of life for our patients and our communities. This is particularly true with our criminal justice partners (judges, attorneys, probation agents, and DDMP agents) as well as the social service and educational systems.
5. Some jurisdictions have integrated their Human Services into one department allowing for a more cohesive and systemic approach between to the delivery of services for the co-occurring population and the creation of multi-disciplinary teams (substance abuse and mental health providers) to address system issues and a promote an integrated system of care.

6. The expansion of services with the Department of Social Services includes temporary cash assistance as well as a panoramic system of care.  The expansion of services includes serving any individual/family with child abuse or neglect issues and symptoms that involves the need for addiction treatment.

Data

1. Movement to harness available and newly-developed/developing technologies (such as SMART electronic recordkeeping).
2. Our data system has a lot of potential, although not quite reality yet.
3. Our newest strength lies in the availability of multiple data sets which give us not only a view to how well we have been plying our trade, but what needs and challenges lie before us.  After a period of initial resistance, I see the vast majority in our field rising to the challenge of self-assessment through the careful analysis of the information at our disposal.  This data is helping to improve the skill sets of individual counselors, the use of appropriate protocols within various agencies and, most importantly, optimizing the chances for success among those we are here to serve.   
4. Our system is managed by data allowing us to make more accurate decisions.
5. The State of Maryland Automated Record Tracking System (SMART),  is useful in the transitioning and coordination of services for the population served.

Workforce

1. The clinicians are generally well-trained and committed
2. The people who have worked in this field are dedicated and passionate about helping people remain alcohol and drug free and continue in recovery.  
3. A workforce that has shown substantial development over the years, growing past multiple parochial viewpoints that tended to restrict rather than embrace many patients in need of care.  This growth includes (but is not limited to) a willingness to value performance-related data, to embrace MAT's as part of a sound service-delivery system, and a recognition that simultaneous and integrated treatment can be provided for those in need (i.e., co-occurring disorders).Some jurisdictions have initiated integrated training with the two disciplines (mental health and substance abuse) on the Network for the Improvement of Addiction Treatment (NIATx) to improve the continuity of services.
Appendix F
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
� Institute of Medicine, 2001. “Crossing the Quality Chasm: A New Health System for the 21rst. Washington, D.C.: National Academy  Press:5-6.


� Ibid: 8.


� The National Center for Cultural Competence. � HYPERLINK "http://www11.georgetown.edu/research/gucchd/nccc/foundations/frameworks.html" ��http://www11.georgetown.edu/research/gucchd/nccc/foundations/frameworks.html�. Accessed 6/11/09.
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